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ABSTRACT

Although many patients presenting with hip fractures have classic symptoms, other patients 
may present atypically with referred knee pain and reasonably unremarkable clinical examina-
tion following initial presentation. Older patients commonly have comorbid conditions such as 
arthritis, stroke and dementia that can complicate history and examination, making the diag-
nosis of subtle fractures difficult. Multimorbidity represents an important diagnostic challenge 
to both primary and secondary care. This case study discusses a 90-year-old lady who was 
found to have an old right neck of femur fracture after attendance at an geriatric outpatient 
clinic for a discussion about anticoagulation, after GP referral.
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Case story

Mrs G, a 90-year-old lady, attended the geriatric 
outpatient clinic after her primary care doctor 
requested guidance about anticoagulation 
(recently commenced on apixaban 2.5 mg BD) 
and aspirin prescriptions for new atrial fibrillation 
(AF). Her past medical history included AF with 
new transient ischaemic attacks, type 2 diabetes, 
mild cognitive impairment, osteoarthritis of 
knees and ischaemic heart disease. This lady had 
been residing in a nursing home for 3 weeks for 
respite care after a couple of falls at home, with 
the plan to return home with increased social 
support. These falls had happened 1 and 2 weeks 
before admission for respite care; no injury was 
reported after review, although it had affected the 
patient’s confidence considerably.

After initial discussion with Mrs G about risk of 
stroke and bleeding with treatment, it became 
clear that the patient was more concerned about 
her right knee pain. On closer questioning, she 
reported it had been sore for some time and 
reported no improvement with paracetamol and 
low-dose codeine treatment that was trialled by 
her general practitioner (GP). This lady was dis-
tressed and said, ‘I cannot get a sleep. Can I have 
some sleeping tablets as I am so tired’.

The care assistant attending with the patient 
reported that she had been reviewed twice by 
GPs and her mobility had declined rapidly over 
the last 2–3 weeks, with Mrs G now needing to 
be hoisted in the context of being mobile with a 
walking aid before admission to respite. There 
were no documented recent falls in the home. 
The patient was unable to recall any falls in the 
home.

Mrs G had become more withdrawn and did not 
want to eat very much, and the nursing team at 
the home had requested a further home visit for 
assessment of her mood. Clinical examination 
was challenging due to pain, but pain was noted 
on very limited movement of the knee and virtu-
ally no movement of the right hip. X-rays were 
arranged at the geriatric day hospital that noted 
an old right neck of femur fracture (Figure 1).

This lady was admitted to the local tertiary hospi-
tal where she was fully assessed and worked up by 
the orthopaedic team. Her case was discussed by 
the orthopaedic team alongside the orthogeriatric 
liaison team. Mrs G had a rapid decline in her 
mobility to such an extent that she was bed-bound, 
needing to be hoisted, had constant pain, which 
disturbed her sleep, and she had become socially 
withdrawn. Treating her non-operatively would 
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have rendered this condition permanent, with 
associated risks of thrombosis, infection, pressure 
area breakdown and, ultimately death.1 It is for 
this reason that most patients with hip fracture are 
treated operatively, even in the face of significant 
co-morbid disease and operative and anaesthetic 
risks. A recent systematic review and meta-anal-
ysis reported that significantly higher 30-day and 
1-year mortality was revealed in non-operatively 
treated hip fracture patients (Odds Ratio [OR] 
3.95, 95% confidence interval [CI]: 1.43–10.96; OR: 
3.84, 95% CI: 1.57–9.41 respectively).1

Following this discussion and communication 
with family and the patient, the patient had a 
technically difficult cemented hemiarthroplasty, 
with transfer to a geriatric in-patient ward for a 
period of rehabilitation before discharge back to 
respite care. Her recovery was complicated by a 
further admission for washout debridement of 
an infected Thomsons arthroplasty, with further 
rehabilitation required before transfer back to 
respite care. Despite washout debridement and 
a protracted course of intravenous and oral 
antibiotics, our patient deteriorated, leading to 
a decision made with the patient and her family 
to focus on symptomatic care. She died shortly 
afterwards with her family at her side.

Discussion

Hip fracture represents the second leading cause 
of hospital admission for older adults,2 with 
incidence rising from 22.5 and 23.9 per 100,000 

population at age 50–60 years and 1289.3 per 
100,000 population by age 80 years, for men and 
women respectively.3,4

Older patients can present atypically to emer-
gency departments with acute diagnoses,5 which 
is particularly relevant to hip fractures, as up to 
5% of diagnoses are delayed either because of 
normal clinical examination and unremarkable 
radiographs or delayed patient presentation.6,7 
Atypical presentation is particularly pertinent 
in family medicine, as access to investigations is 
more limited.

The number of hip fractures that are missed is 
generally low when x-rays are performed, with an 
emergency department case series reporting that 
1.9% of hip fractures were missed on initial pres-
entation, after reviewing 825 consecutive admis-
sions with hip fracture.8 The incidence of missed 
hip fracture diagnosis is closer to 5.3% when 
patients present to their general practitioner, due 
to the lack of easily available x-ray facilities9 and, 
in this case, likely failure to consider the diag-
nosis in the absence of classic symptoms. Delay 
in diagnosis can be catastrophic, resulting in 
further displacement, technically more difficult 
procedures and worsening prognosis.6,7

More broadly, there is a wide array of 
challenges when approaching management 
decisions for older patients. Clinical practice 
guidelines commonly do not take into account 
multimorbidity,10 normal in older patients,11 
with the effect being to drive polypharmacy 
without providing guidance on how best to 
prioritise recommendations for individuals 
in whom treatment burden will sometimes be 
overwhelming. In this case, the co-prescription 
of apixaban and aspirin for stroke risk reduction 
perhaps placed more emphasis upon stroke risk 
reduction than on side-effect profile – often more 
relevant for older patients. With these broader 
issues, there have been considerable efforts to 
encourage primary care clinicians to consider 
active polypharmacy reviews, particularly for 
the oldest old. In Scotland, a polypharmacy 
guideline was developed by an expert steering 
group aiming to enable clinicians in primary 
and secondary care to have patient-focused 
discussions about appropriate medication 

Figure 1. Right neck of femur fracture
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management and alterations as patients move 
through their life journeys.12

Conclusion

Although many patients presenting with hip 
fractures have classic symptoms, other patients 
may present atypically with referred knee 
pain and reasonably unremarkable clinical 
examination following initial presentation. Older 
patients commonly have comorbid conditions 
such as arthritis, stroke and dementia that can 
complicate history and examination, making 
the diagnosis of subtle fractures difficult. 
Multimorbidity represents an important 
diagnostic challenge to both primary and 
secondary care.13

In frail older patients with a history of falls or 
new symptoms of joint pain, fractures should be 
considered and the possible diagnosis reconsid-
ered if pain has not settled after initial review. In 
addition, this case reinforces the importance of 
being comprehensive in the approach to geriat-
ric patients as there can be hidden diagnoses to 
make apart from the reason for initial referral.
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