
 
Patient: VC 
Gender: Female 
Age: 75 
 
Presenting Complaint: 
Fall - Right hip intertrochanteric comminuted fracture 
 
History of Presenting Complaint:  
Mrs C is a 75 year old NZ European woman who fell on the 20.10.18 and sustained a Right 
NOF#. Mrs C was out on her morning walk when she lost her balance and was pulled over by 
her service (hearing) dog ‘Whisk’. There were no preceding symptoms such as 
dizziness/light-headedness, chest pain nor palpitations, no difficulty breathing and no 
blurred vision. Mrs C did hit her head but did not lose consciousness, or suffer any cranial 
contusion. After the fall Mrs C had no pain, she tried to stand but collapsed again and 
waited for the ambulance to get her.  Mrs C had not eaten breakfast that morning as she 
usually waits until after her walk to eat and take her medications, as a side effect of her 
letrozole (breast cancer medication) is diarrhoea so she must be near to the toilet if 
necessary after taking it. Mrs C has no history or falls, and no previous fragility fractures. 
Prior to her fall Mrs C was mobilising independently and maintains a steady body weight.  
 
Course in Hospital: 
Mrs C was taken by ambulance to ED at NSH and was admitted under the orthopaedic 
department. X-ray of hip/pelvis showed an angulated right femur intertrochanteric fracture 
with impaction. Chest X-ray showed old scarring and atelectasis but was otherwise 
unremarkable.  
 
21.10.18 Mrs C underwent surgery to fix her fracture with a short gamma nail. There were 
no complications during surgery. The post-operative plan was for the wound clips to be 
removed, for her to be full weight bearing, blood tests and renal function test, VTE 
prophylaxis with TEDs stockings and aspirin, two more doses of IV cefazolin.  However, post 
operatively Mrs C made slow progress on the ward and was seen by an Ortho Geriatrician 
and advised zoledronic acid infusion for bone protection. It was arranged for her to go to 
interim care until she could be reassessed for rehabilitation. Plan on discharge was to 
continue clexane (DVT prophylaxis) until mobilising more then resume aspirin. Orthopaedic 
follow up 6 weeks post op and aim for rehab after this.  
 
Mrs C was struggling with R arm pain and an x-ray identified a broken clavicle for which 
conservative management was deemed best. 
 
At this time she was transferring independently to a wheel chair but was having difficulty 
mobilising with touch weight bearing restriction. 
 
Course in Interim Care 
1.11.18 Mrs C was discharged to Patrick Ferry Private Hospital under the Interim Care 
Scheme. Her status was non weight bearing and awaiting rehab. Mrs C was seen by the 
facility physiotherapist and completed her exercises as required. Whilst in IC Mrs C was seen 



by the GNS fortnightly. On the first of these visits (08.11.18) it was noted that Mrs C felt 
isolated and tearful but firm that she wasn’t depressed. The GNS discussed strategies she 
could use to cope and reports that her friends and family are starting to visit more regularly.  
 
10.12.18 Orthopaedic follow up 7 weeks post operation. X-rays show femur fracture has 
slightly subsided/collapsed. Mrs C was referred back to interim care for six more weeks of 
partial weightbearing. Following which she will return for ortho review with new x-rays. 
 
05.02.19 Orthopaedic review, x-ray shows satisfactory alignment and the fracture appears 
to be consolidating well. Mrs C is cleared to weight-bear as tolerated (WBAT) and has been 
referred back to AT&R. 
 
Course in AT&R 
Following clearance to WBAT Mrs C was referred to AT&R for postoperative rehabilitation to 
regain her baseline mobility and ADL’s. Additional consideration for admission is probable 
osteoporosis.  
 
Goals on admission: 

- Improve mobility and walk independently 
- Be able to walk up stairs, 14 stairs into house. 

 
Upon admission Mrs C was not mobilising independently with walking aids but she could 
stand up from sitting on her own. She had pain in her Right hip and knee that she felt was 
‘limiting’ her ability to walk. Mrs C has made slow progress during her time in AT & R 
struggling with deranged LFT’s, a mild chest infection not treated with antibiotics, pain in 
her right foot and knee (all mentioned in the problems list). She is currently still improving 
and is now mobilising independently with a LWF and can walk up and down three stairs.  
 
Past Medical History:  

 Hypertension  
- Losartan and amiloride 

 Hyperlipidaemia 
- Atorvastatin 

 Mild Asthma 
- Salbutamol (Ventolin) and Seretide inhalers 
- Rarely uses inhaler, no hospital admissions 
- Mentioned may have an Alpha 1 Antitrypsin deficiency but cannot see 

anything in the notes. 

 Breast Cancer – grade 3 infiltrating ductal carcinoma of Right breast 
- Dx 2017 
- Mastectomy of R Breast, 11/14 lymph nodes involved 
- Completed weekly taxol/Herceptin/pertuzumab 
- Now on Letrozole (08.08.18) 

 L eft Vestibular Schwannoma 
- Being monitored, last MRI 15.01.19 shows stable size 
- No symptoms of vertigo/loss of balance but significant hearing loss 

  



 Partially deaf in both ears 
- Hearing aids 
- Service dog  

 Cataract surgery  
- Both eyes 2015 

 Operation on feet as a child  
 

Medication History: 

 Letrozole 2.5mg po daily – Breast cancer  

 Multivitamin (Mvite) 2tabs po daily 

 Losartan 25mg po daily - HTN 

 Amiloride 5mg po daily – HTN  

 Amlodipine 10mg po daily - HTN 

 Atorvastatin 40mg po daily - Hyperlipidaemia 

 Aspirin 100mg po daily – Pain, inflammation 

 Enoxaparin inject subcutaneously 40mg OD – DVT prophylaxis  

 Cholecalciferol 1.25mg po monthly – Bone protection 

 Zolendronic Acid 5mg IV Q12-18months last given (30.10.18) – Bone protection 

 Seretide (fluticasone + salmeterol) 2 puff INH BD - Asthma 

 Salbutamol 2 puff INH QID BD Asthma 

 Macutec 1tab po daily – protection against macular degeneration 
 

PRN 

 Hylo-Fresh 3 drops/eye PRN 

 Docusate sodium 50mg + sennoside B 8mg 1-2 tabs BD PRN - laxative 
 
Allergies: Cilazapril - cough 
 
Family History:  
Mother: died age 50 Breast cancer 
Father: Died age 72 Stroke 
Siblings: Both alive and no medical history 
 
Note: no family history of OA 
 
Social History:  
Mrs C lives with her Husband in their own home in Glenfield. Their 23 year old Grandson 
lives with them although he often stays at his girlfriend’s house. Mrs C has a service dog 
‘whisk’ for her hearing, who she has had for the past seven years. He will bark at her if the 
phone, doorbell or oven timer ring. Prior to her fall Mrs C was fully independent with ADL’s, 
she walked her dog daily, was driving and did all the cooking and her husband helped with 
the washing. They receive no home help. Mrs C led an active life in her community she has 
been on the board of the Lions club and still does their accounts. She regularly met friends 
out in Glenfield for coffee, lunch or dinner.  
 



Mrs C has expressed some concerns that her hip is taking so long to get better,  she feels 
she has been in hospital for too long and is desperate to return home. However, Mrs C 
acknowledges she must be able to climb up stairs before returning home, as they have 14 
stairs to get into the house, and four internal stairs with no railings. Overall Mrs C is in good 
spirits and looks forward to her husband and dog visiting each day.  
 
Mrs C drinks 1 glass of wine per month and has never smoked.  
 
No EPOA 
 
Systems Enquiry: 

General Sleeping well, no pain waking her up in the night 
Has experienced some ongoing mild fatigue, particularly tired following 
physio 
Good appetite, enjoys breakfast club 
 

CVS Swelling in Right foot and ankle, but no pitting oedema 
No shortness of breath at rest, or lying down. No PND. 
No chest pain 
No claudication 
No palpitations 

Respiratory  No snoring 
No cough, no haemoptysis  
 

GI Plate on the top, own teeth on bottom, good dental hygiene 
No dysphagia, no indigestion 
No abdominal pain, nausea or vomiting 
No constipation, no abdominal pain 
No PR bleeding 

CNS No headaches 
No seizures 
No bowel or bladder dysfunction  
No difficulty walking prior to fall 

Endocrine No polydipsia or polyuria.  
No neck swellings. 
No heat intolerance 

Musculoskeletal No issues prior to fall  
Currently: Slow with dressing and using LWF to mobilise 
Prior to hospital admission: able to walk up stairs, can currently walk up 
three stairs with assistance 

Urogenital Nocturia – Mrs C gets up 2x every night 
No urinary incontinence 
No dysuria or haematuria 



Urine stream strong, able to empty bladder. 
Urine not smelly. 

Skin No itch 
No lumps or bumps 
No recent skin infections  

Haemopoietic  Slight bruising along R hip – site of injury and surgery 

Psychiatric Current mood is stable. Has had some low mood since being in hospital 
however is still feeling very optimistic and eager to return home. 
No panic attacks 

 
 
Examinations:  
 
MoCA: 27/30 
GCS: 15/15 
General observations: Patient appears alert and not in respiratory distress, she is 
comfortable at rest. No IV lines, No O2. LWF  and inhaler beside bed.  
Vital Signs: BP: 130/60, HR: 73, Temp: 37.1, RR: 16, Sat O2: 96% OA 
 
Neurological:  
Inspection: Scarring on Right hip and dorsum of both feet. Both feet deformed from 
childhood surgery, unsure what?. No wasting, fasciculations or tremor. Arising from a chair 
unassisted. Gait is slow but steady using LWF. 
 
Upper Limb: normal tone, power 5/5 bilaterally, reflexes intact and symmetrical (+1), 
normal coordination. Responds to light touch but has an area of numbness under the right 
axilla resulting from mastectomy. Normal proprioception and vibration. 
 
Lower limb:  
Tone: 
Left Right 

normal Mildly increased – wouldn’t relax due to 
pain following surgery 

Power  
 LEFT  RIGHT – Pain Limited 

Hip flexion 5/5  3/5 

Hip extension 5/5 4/5 

Knee flexion 5/5 3/5 

Knee extension 5/5 3/5 

Ankle dorsiflexion  5/5 3/5 

Ankle plantarflexion 5/5 3/5 

Hallucis extension  5/5 5/5 

Reflexes 
Knee  + + 

Ankle  + + 



Plantar  Downwards Downwards 

Coordination  
Left Right  

Reduced toe tap due to foot surgery 
Shin heel test normal 

Reduced toe tap due to foot surgery 
Shin heel test – could not do due to pain 

 
Sensation: Normal and symmetrical response to light touch, proprioception and vibration. 
 
Cranial Nerves  
I Normal sense of smell 

II No change in visual fields. 
Pupils symmetrical.  
Normal pupillary light reflexes. RAPD normal 
Patient wears glasses but only to read – acuity not tested 

III, IV, VI Smooth, normal eye movements. 
No nystagmus or diplopia.  
No lid lag 

V Motor and Sensation normal.  

VII Normal and symmetrical power in eyebrow raise and eyelid 
shutting. Symmetrical facial expressions 

VIII Hearing aids left in as she was not willing to remove them.  
Weber test was not heard by Mrs C in either ear 
Rinne showed a conduction hearing loss in both ears  
 

IX, X Midline palate and uvula.  
Normal swallow + cough 
Phonation – no slurred speech, normal phonation 

XI Normal and symmetrical power in trapezius and SCM.  

XII Midline tongue with symmetrical power. 

 
CVS  
Hands 

 No pallor of palmar creases, no erythema, no splinter haemorrhages, no clubbing, no 
tendon xanthomata 

 Radial pulse regular rate, rhythm, symmetrical 
Neck/Face 

 JVP +2cm 

 Carotid pulses normal volume. No carotid bruits. 

 No peripheral/central cyanosis 

 Mucous membranes moist  
Inspection 

 Scarring across right breast (mastectomy) and on left chest under clavicle. 

 No chest wall deformities. 
Palpation 

 Apex beat not palpated, no thrills or heaves 
Auscultation 

 Heart sounds dual. No murmurs or added sounds 
 



Respiratory 
Hands 

 No tar staining  
Neck/Face 

 No lymphadenopathy, no tracheal deviation, good dental hygiene 
Inspection 

 Normal AP diameter, symmetrical chest wall 
Palpation 

 Normal, symmetrical chest wall expansion 
Percussion 

 Chest resonant and symmetrical to percussion 
Auscultation 

 Normal breath sounds  
 
Gastrointestinal  
Hands 

 No palmar erythema, no Dupuytren’s contracture, no leukonychia 
Arms/Neck/chest 

 Extensive bruising on L hip extending to lower thigh 

 No excoriations, no spider naevi, no acanthosis nigricans  
Inspection 

 No scaring, no abdominal distension, no visible masses or peristalsis 
Palpation 

 Soft, no abdominal tenderness, no palpable masses, abdominal aorta palpable, non-
expansile  

Percussion 

 No tenderness, No shifting dullness 

 Liver span ~10cm  
Auscultation 

 BS present 
 
Physiotherapy contribution 
Upon admission to AT&R Mrs C has been cleared for WBAT but has pain in her R hip and 
knee that is limiting her mobility. PT noted that this pain increases on mobility and exercise 
and she fatigues easily. The goal of her PT is to improve her strength and mobility with a 
short gym programme. During her initial sessions Mrs C could mobilise shore distances (~ 
20m) with the GF but was limited by both pain and fatigue.  Whilst in hospital Mrs C 
sprained her ankle (unsure how) which the PT decided to treat as an acute injury, she taped 
it to improve lymph drainage and reduce oedema but did not strap it for support as she 
thought this would limit both Mrs C’s mobility and progress. Mrs C takes some pain relief 
prior to physio which has allowed the physio to ‘push her’ further, as a result she has 
progressed to a LWF and is now mobilising much longer distances 50-100m.  She is able to 
go up and down 3 stairs using a hand rail. Because she has so many stairs in her home at this 
stage she needs more time with the physio to be able to go home. The PT is crucial in this 
instance to determine when Mrs C will be able to return home. 
 
  



Occupational therapy contribution 
The OT did a full assessment of Mrs C current abilities to perform the ADL’s. On admission 
she was limited by pain and using a GF which hindered her ability to prepare breakfast and a 
cup of tea. Her pre admission function was fully independent and over her time in hospital 
Mrs C has struggled with acute R ankle pain but has otherwise progressed so she is nearly 
back to this level of independence. She now regularly attends breakfast club, she has good 
problem solving abilities and is aware of her own limitations. 
The main limitations for Mrs C are that she still requires some help to get dressed and her 
mobility. The OT did a home assessment to look at the stairs Mrs C has in her home, they 
have a railing on the left for the first 7 stairs, then a small landing which would take three 
steps unsupported to cross, then another flight of seven stairs with a railing on the right. 
Her PT is working with her to be able to climb these stairs. However, the OT’s main concern 
is the landing, Mrs C cannot walk unaided at all and will be unable to cross the landing. 
There are also three internal stairs which need a railing, the OT has discussed this with Mrs 
C and is hoping for the possibility of referral to ACC to install railings to improve the ease 
and safety of Mrs C returning home. Secondary to this concern is one that her shower has a 
small step to get in/out of it.  
 
 
Nursing Contribution 
The nursing staff were directly involved in Mrs C’s daily care and help to monitor his 
progress. They provide an ongoing assessment and recording of Mrs C’s health monitoring 
vital signs routinely, ensuring that pain relief is adequate and dispensing medications. In Mrs 
C’s case her nurse made sure she had pain relief prior to physio to improve her tolerance of 
mobility and progress her recovery.  The nursing staff also helped to liase with Mrs C’s 
husband to organise ‘Whisk” her service dog coming to visit.   
 
Social Worker  
Social worker input was not required for Mrs C’s care, they are available if needed to assess 
patients housing and support situation. They help to deal with family concerns, facilitating 
family meetings where necessary.  
 
Pharmacist 
The pharmacist has been important in adjusting Mrs C’s pain medication to allow her to 
optimise her physio time. The pharmacist at the time of her initial admission has also had 
input over Mrs C’s use of bone protection to prevent osteoporosis. 
 
 
Problems List and Differential diagnoses 
 

1. Fall with R NOF # (20.10.18) 
     Patients Risk factors for Falls:  

- Advanced age, decreasing muscle strength (sarcopenia) 
- Hearing impairment, has bilateral hearing aids but left hear also has an acoustic 

neuroma which further reduces hearing.  
- Foot problems, had surgery as a child in both feet 



- Medications – opiods, letrozole breast cancer medication can have adverse effects of 
osteoporosis and fracture 

- Polypharmacy 
     

2. Probable Osteoporosis 
- No previous fragility fractures 
- Taking Letrozole Aromatase inhibitor (anti-oestrogen therapy) 
- Had IV Zolendronic acid following hip surgery 
- No evidence of bony mets on last CT 
- Some evidence of OA change in foot and ankle xray 

Patients Risk Factors for Osteoporosis:  
- Female 
- Medical history; breast cancer medication letrozole is known to increase 

susceptibility to osteoporosis  
 

3. R Ankle Pain (14.02.19) 
- Swollen, red, hot, painful R ankle that has slowed recovery from R NOF # by limiting 

mobility and ability to perform ADL’s independently.  
Investigations:  
- Sprain – no trigger (no fall, no roll of ankle felt), x-ray shows soft tissue swelling 
- DVT –Taking DVT prophylaxis 
- Gout – no prior history, serum urate normal 
- Cellulitis – afebrile, no markers of infection (CRP normal) 
- Fracture – X-ray shows no fracture but does show soft tissue swelling, loss of joint 

space and some subchondral sclerosis suggestive of potential OA change 
 

4. R Knee pain  
- Some swelling and tenderness, no redness/erythema/heat.  
- Could be due to overuse from physio 
- DVT prophylaxis  

 
5. Deranged LFT’s (7.02.19) 
- Obstruction – high GGT and ALP, negative hepatitis serology, negative EBV and CMV. 

Ultrasound shows sludge but no stones in Gall bladder. No abdominal pain, no 
Murphy’s sign. 

- Statins – Have stopped statins and LFT’s have started to resolve 
- Analgesia – Oxycodone and paracetamol, stopped paracetamol use as patient 

believes this has caused deranged LFT’s in the past. 
 
Prognosis 
I believe that Mrs C has a good chance of succeeding at home. Prior to her fall she was 
completely independent with ADL’s and was active in her community and social life. Mrs C 
has had some fluctuation in mood over the course of her admission which I feel will resolve 
upon her return home.  Despite having been in care since October last year she is up and 
dressed every day and maintaining a routine. She is still doing the accounting for her Lions 
club (in hospital) and is very social in the wards. This will make the transition back home and 
resuming her ‘life’ easier. 



 
The biggest obstacle to Mrs C returning home is the stairs (14 to get in and 3 internal stairs). 
It will be important to get railings for all the stairs she has at home to help her manage and 
reduce risk of further falls.  She states that her fall was an accident, that her dog pulled her 
over. She has a FRAIL SCORE of 1 due to her comorbidities and polypharmacy but does not 
seem frail. Continued PT input to help improve strength and mobility is vital for Mrs C’s 
return home as she must be able to climb stairs. This will also help with her overall 
endurance and stability. 
 
 
Impairment, Activity Limitation, Participation Restriction 
 
Mrs C has multiple physical factors that contribute to an impairment of function. The R hip 
fracture is the most significant factor, followed by R ankle sprain and R knee pain that have 
both delayed her progress in AT&R. Despite these impairments she has shown good overall 
progress. Mrs C has no cognitive impairment. As previously discussed based on the OT and 
PT feedback it seems likely she will return to her baseline level of function once these 
physical factors resolve.  
 
Mrs C also has some activity limitation as she experiences difficulty in using stairs. She has 
14 stairs to enter her home and 4  internal stairs with no hand rails. This is the biggest 
obstacle to her being able to return home.  As previously mentioned installing rails at home 
will help to minimise this obstacle and continued PT will help to increase her strength and 
ability to use stairs.  
 
There is no participation restriction or difficulty with involvement in life situations. Mrs C 
has a supportive husband and a service dog and hearing aids to help with her hearing.  
 
 
 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 


