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n 2015, our orthopaedic unit received the fi rst cer-
tifi cation ever awarded for fragility fractures (FFs). 
In this article, we describe our organization’s unu-
sual beginning along the certifi cation pathway, 

how we achieved certifi cation, and how this journey has 
helped pave the way for others aiming toward FF certi-
fi cation. Our story includes the process of certifi cation 
and the challenges we faced in becoming the nation’s 
fi rst organization to successfully survey for The Joint 
Commission’s Fragility Fracture Certifi cation.

   Background 
 According to  Rawlins (2014) , osteoporosis is one of the 
leading causes of more than 2 million FFs and the as-
sociated $19 billion in healthcare costs each year. An FF 
is a low-energy fracture of the distal radius, proximal 
humerus, ankle, or proximal femur (hip) from minimal 
trauma, such as a fall from a standing height. Fragility 
fractures are associated with considerable costs to pa-
tients and society, often resulting in a loss of independ-
ence and productivity. These patients can suffer long 
recovery times, and some are never able to return to 
their previous level of physical ability. The negative im-
pacts of FFs have led to an increased focus on the need 

for evidence-based standards of care to improve the 
overall outcomes for patients suffering from FFs 
( Rawlins, 2014 ). 

 Our journey began with a multidisciplinary vision of 
providing the highest standards of care for patients ad-
mitted to our orthopaedic unit with FFs. As part of a 
quality improvement (QI) initiative, unit nurses gath-
ered the latest standards of care from the  American 
Orthopedic Association’s (n.d.)  “Own the Bone” FF pre-
vention program. As we organized the guidelines and 
standards of care, our team compared our orthopaedic 
practices and unit performance with each of the Own 
the Bone program’s desired standards of care. During 
this analysis, the nursing staff began asking the ques-
tion, “Is there a specialty certifi cation for orthopaedic 
units managing patients with an FF and if not, why?” 

 The staff brought these questions to our outcomes 
director who discovered that there was no disease-spe-
cifi c specialty certifi cation within the orthopaedic popu-
lation. This led to further inquiries of how to initiate an 
application for a new, disease-specifi c certifi cation 
through The Joint Commission (TJC). The Joint 
Commission website contained valuable information 
about the certifi cation process for new specialties, the 
required forms for submission, and the committee eval-
uation process determining the necessity of the pro-
posed specialty certifi cation. After reviewing the many 
guidelines and standards of care for patients suffering 
from an FF, we were convinced that the orthopaedic 
community needed a specialty certifi cation for this pa-
tient population. 

  Osteoporosis is related to more than 2 million fractures and 
$19 billion in healthcare costs each year ( S. Rawlins, 2014 ). 
A fragility fracture (FF) is a low-energy fracture of the distal 
radius, proximal humerus, ankle, or proximal femur (hip) 
from minimal trauma such as a fall from a standing height. 
In addition to cost, FFs often result in the loss of independ-
ence and productivity ( S. Rawlins, 2014 ). In 2015, our or-
thopaedic unit received the fi rst certifi cation ever awarded 
for FFs. Fragility fracture certifi cation is a new certifi cation 
demonstrating that a healthcare facility complies with 
national patient care standards and uses evidence-based 
practice guidelines to deliver quality outcomes. Orthopaedic 
nurses have a critical role in optimizing future bone health 
and fracture prevention. Our story describes the process and 
challenges faced becoming the fi rst organization in the na-
tion to be successfully surveyed for The Joint Commission’s 
Fragility Fracture Certifi cation.  
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 Our fi rst task was to provide evidence of the need for 
a new specialty certifi cation. To do this, we used metrics 
from our QI initiative outlining how we identify poten-
tial patients with an FF and standardize their care on 
the basis of core components of the  American 
Orthopedic Association’s (n.d.)  “Own the Bone” pro-
gram. We also used FF guidelines from the National 
Institute for Health and Clinical Excellence (NICE) 
( National Clinical Guideline Centre, 2011 ) and the 
Institute for Clinical Systems Improvement ( Institute 
for Clinical Systems Improvement, 2013 ) to create 
standardized treatment plans for patients during the 
acute phase of their hospitalization. 

 During this process, we did extensive research, clar-
ifi ed criteria, and revised our drafts on the basis of 
input from TJC and our multidisciplinary certifi cation 
team. Initially, the certifi cation was titled the “Geriatric 
Fracture Certifi cation”; however, we wanted the certifi -
cation to represent all populations at risk for FF trauma 
and decided to change the name to “Fragility Fracture 
Certifi cation.” In 2014, we submitted our application to 
TJC to create the nation’s fi rst FF certifi cation. Several 
months later, they approved our proposal! The next 
step was for our healthcare facility to apply for this 
new designation.   

 Program Requirements 
 The goal of the newly approved FF certifi cation is two-
fold: (1) to provide high-quality, evidence-based care 
through the acute phase of an FF patient’s hospital stay 
and (2) to prepare patients to transition into their post-
hospitalization phase with multidisciplinary support 
and rehabilitation. The certifi cation requirements in-
clude a rigorous on-site review process, evaluating all 
aspects of patient care including nutrition counseling, 
exercise recommendations, lifestyle coaching, medica-
tion information, and bone density testing. Facilities 
must also demonstrate (a) an adherence to national pa-
tient care standards, (b) targeted orthopaedic education 
of nurses and staff, (c) timely pain management, (d) de-
lirium screening and prevention, and (e) the appropri-
ate and timely initiation of physical therapy (see 
 Table 1 ).  

 Meeting program requirements involved a multidis-
ciplinary patient care approach. To attain stakeholder 
engagement and solicit input, we created an interdisci-
plinary committee, including the following clinicians:

•    Orthopaedic surgeon  
•   Medical physician  
•   Emergency department (ED) physician  
•   Orthopaedic nurses  
•   ED nurses  
•   Surgery department nurses  
•   Physical therapists  
•   Case management and social services teams  
•   Outcomes management team  
•   Hospital educators  
•   Pharmacists  
•   Senior leadership team    

 This committee created a dashboard based on pro-
gram requirements and goals so we could monitor unit 
outcomes. Each month, the committee tracked how con-
sistently we achieved the program’s goals and objectives 
and then began developing care paths and order sets mir-
roring guidelines and standards. The FF committee cre-
ated a framework for the patient care experience from 
“door to discharge.” This intensive attention to detail re-
quired an entire team effort and systematic approach.   

 Priorities of the FF Program 
 The Fragility Fracture Certifi cation was created and im-
plemented with four program requirements aimed at:

1.    Assessing evidence of cognitive impairment 
and/or delirium upon admission and continu-
ally during the hospital stay   

2.  Initiating physical therapy on postoperative 
day 1   

3.  Immediately implementing pain management 
timelines upon patient presentation to the ED 
(National Clinical Guideline Centre, 2011)   

4.  Providing patients with education on reducing 
their risk of future FFs.    

 Below we report how we addressed each priority 
goal.  

 T ABLE  1.      GOAL PROGRESS IN YEARS 1 AND 2  

Target Outcome Goal 2014 2015 

Door-to-pain medication  < 30 minutes 123 minutes 59 minutes 

Admit to OR  < 24 hours 29 hours 28 hours 

PT evaluation POD #1  > 90% 94% 98% 

Delirium screen  < 12 hours of admit  > 90% 67% 82% 

UTI  < 3.3% 15% 3.35% 

LOS  < 5 days 6 days 5.6 days 

FF patient education completed  ≥ 90% 96% 98% 

   Note . FF  =  fragility fracture; LOS  =  length of stay; OR  =  operating room; POD, postoperative day; PT  =  physical therapy; UTI  =  urinary 
tract infection.  
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 A SSESSMENT FOR  C OGNITIVE  I MPAIRMENT OR  
D ELIRIUM   

 Delirium Assessment 
 Delirium is an acute disturbance in cognitive function, 
resulting in disorganized thinking and misperception of 
the environment ( Mayo Clinic, 2015 ). Delirium is asso-
ciated with a decrease in cognitive function, increased 
length of stay, higher hospitalization costs, more re-
straint use, more long-term cognitive impairment, and 
higher rates of death ( Vanderbilt University Medical 
Center, 2013 ;  Waszynski, 2007 ). It is estimated that up 
to 41% of patients suffering from an FF will also develop 
delirium during their hospital stay ( Bruce, Ritchie, 
Blizard, Lai, & Raven, 2007 ). Because of the high inci-
dence of patients at risk, it is critically important to 
manage delirium through continuous prevention and 
detection screening ( Bruce et al., 2007 ).   

 Non-ICU CAM Tool 
 At our hospital, this screening begins when a patient 
with either a suspected or known FF arrives at the facil-
ity. Each of these patients is assessed for delirium with 
a version of the Confusion Assessment Method (CAM) 
tool. The CAM is a standardized, widely used, evidence-
based tool designed to help identify delirium in patients 
within the acute care setting ( Wei, Fearing, Sternberg, 
& Inouye, 2008 ). It assesses for presence, severity, and 
fl uctuation of delirium, including “acute onset, inatten-
tion, disorganized thinking, altered level of conscious-
ness, disorientation, memory impairment, perceptual 
disturbances, psychomotor agitation or retardation, 
and altered sleep-wake cycle” ( Wei et al, 2008 ). On the 
basis of guidelines for delirium assessment on medical 
surgical units ( National Clinical Guideline Centre, 
2010 ), nurses use the non-ICU CAM tool to assess pa-
tients for delirium. 

 Every shift, the nurses complete the non-ICU CAM 
tool for all patients with an FF. If the overall score is 
positive, we notify the medical physician and add an 
acute confusion care plan to the patient’s chart. This 
provides nursing interventions tailored to dementia and 
confusion. There is no additional medical intervention 
for a positive non-ICU CAM. Initially, nurses docu-
mented the non-ICU CAM only on patients with hip 
fracture. With increased nurse education, the program 
expanded to include all patients with FF older than 50 
years. With this consistency, we made great progress on 
our rates of delirium screening from when we started.   

 Identifying Delirium Patients With FF 
Located on Other Units 
 We addressed delirium on our unit patients with FF, but 
we needed a mechanism for assessing delirium in FF 
patients on other units. Our fi rst challenge was identify-
ing eligible patients who might be on other hospital 
units. To avoid missing patients, the unit secretary or 
charge nurse runs a report of all patients in the hospital 
with a fracture in their diagnosis. Patients with pelvic, 
spine, facial, or digit fractures are excluded from the 
program. This process identifi es patients with an FF on 

telemetry units, ICU, or other units. When these off-unit 
patients are stable, they are transferred to the orthopae-
dic unit. 

 The success of the non-ICU CAM spread to other 
units, as they realized the importance of quickly identi-
fying and decreasing delirium. Ortho nurses created an 
education poster on the importance of documenting the 
non-ICU CAM for patients older than 50 years, and it 
was circulated throughout the medical-surgical units 
for staff nurse acknowledgement. In addition, orthopae-
dic nurses made a one-page education handout and 
shared it during a hospital-wide implementation. These 
processes ensured that we were consistent in addressing 
delirium.    

 INITIATION OF PHYSICAL THERAPY 
 It is well known that early mobilization promotes better 
patient outcomes, including reducing the rate of com-
plications and length of stay ( Epstein, 2014 ). The FF 
committee discussed the evidence-based benefi ts of 
physical therapy (PT) on postoperative day one and 
strategized how to consistently accomplish this. We de-
cided to collaborate with PT to ensure that the evalua-
tions of the orthopaedic patients were prioritized fi rst 
thing in the morning and that they received pain medi-
cation prior to therapy. Our assigned PT noted that she 
is “more cognizant of evaluations on weekends” due to 
this program. She shared her perceptions that the FF 
program defi nitely “increased the communication be-
tween the nurses and physical therapists on the units.”   

 PAIN MANAGEMENT  

 Timing 
 Managing pain is a priority in the orthopaedic and FF 
population (National Clinical Guideline Centre, 2010). 
The FF program requires that emergency nurses admin-
ister pain medication when the patient fi rst arrives and 
not delay until procedures are completed. This was a 
change in practice for them. One ED nurse reported, “We 
have started looking at all fractures in a different man-
ner. We really try to focus on their comfort now and even 
have a goal of pain medication administration within the 
fi rst 30 minutes of arrival.” Timing of analgesia on ad-
mission to the ED is tracked monthly at our FF commit-
tee meetings. Reeducation is done as needed for the ED 
staff if the analgesia time interval starts to increase.   

 Intravenous Acetaminophen 
 In addition to timely pain management, the type and 
route of medication to be administered to patients with 
FF must also be considered. According to  Pasero and 
Stannard (2012) , intravenous (IV) acetaminophen pro-
vides a faster onset and higher blood concentration level 
versus the oral or rectal routes. Our facility is utilizing 
this form of pain management for patients with FF by 
using IV acetaminophen for the fi rst 24 hours following 
surgery. We give a total of four doses, starting right at 
the end of anesthesia. Nurses initially expressed reser-
vations about using “just Tylenol,” but as one nurse 
stated, “The IV acetaminophen is stronger than I 
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anticipated. This treatment along with using nerve 
blocks has provided patients with good pain control.” IV 
and oral narcotics are still available to the patient for 
severe pain, but IV acetaminophen is the fi rst choice, 
because it can be given to all patients regardless of their 
ability to take narcotics or other medications.   

 Impact of Pain Management on Delirium 
 At the beginning of our efforts, the delirium incidence 
was 25%. After collaborating with pharmacy to imple-
ment IV acetaminophen, the delirium incidence is now 
less than 8%. A month-to-month comparison between 
2014 and 2015 found that 100% of patients in 2014 
used IV narcotics in the fi rst 24 hours, compared with 
less than 30% in 2015. With our focused attention on 
pain management, we also addressed delirium and 
confusion.    

 PREVENTION EDUCATION  

 Patient Education 
 It is important for nurses to provide standardized, high-
quality patient education related to the care, treatment, 
and prevention of FFs. We created a  Fragility Fracture 
Handbook  that provides essential information for the 
patients to better understand their condition, treat-
ments, and goals for a successful recovery. It highlights 
preoperative care, postoperative care, and physical ther-
apy/exercises. This booklet supplements nurses’ instruc-
tions and helps address any patient questions or con-
cerns before discharge. The section on delirium 
discusses everything patients and families need to know 
including the defi nition, signs, treatments, and optimal 
goals. We have found it is essential to include the family 
in patient education, especially related to preventing fu-
ture FFs. One nurse observed, “the booklet really seems 
to help patients be more aware and educated on the care 
of their fractures.” 

 Before discharge, the case manager and the ortho-
paedic surgeon’s physician assistant review osteoporo-
sis education with patients and families. Discussion 
items include recommended calcium and vitamin D in-
take, exercise, fall prevention, alcohol and smoking ces-
sation, and the importance of bone density testing. The 
case manager secures the follow-up appointment for 
the patient to continue on the FF plan and reaches out 
to the patient after discharge for further education. As 
one of our case managers shared, “I feel I am making a 
long term impact on patients’ health and recovery.”   

 Staff Education 
 All caregivers, from physicians to technicians, need to 
be “on the same page” with what we teach and do. Our 
fi rst phase of education was teaching about the non-ICU 
CAM, as previously mentioned. For this topic, we used a 
poster on signs and symptoms of delirium, manage-
ment strategies, how to chart, and what to do if the non-
ICU CAM was positive. Management and peer leaders 
followed up with one-to-one conversations to both rein-
force practices and address omissions. 

 Another educational topic was a web-based training 
overview on providing appropriate care for patients 
with FF. We included the FF defi nition, as well as a re-
view of standards of care. New FF order sets were based 
on those standards and reinforced our consistent ap-
proach. Nurses learned strategies for postoperative mo-
bility, required components of patient education in 
combination with “Own the Bone” education, and dis-
charge planning.     

 Outcome Measurement 
 To meet certifi cation requirements, we needed to show 
evidence of meeting standards over a period of 1 year. 
Table 1 shows the metrics being measured, the evidence-
based goal, and the progress we made toward the goals. 
When we began tracking the outcomes of our interven-
tions, we noticed some problem areas, such as ED door-
to-pain medication time frame, delirium screening ini-
tiation, length of stay, and urinary tract infection 
incidences. Over our fi rst year, these outcomes improved 
as we hard-wired practice improvements.   

 The Joint Commission Survey  

 PREPARATION 
 Having our specifi c practice goals and progress highly 
visible helped us attain those goals and be prepared for 
the site visit. Additional preparations were aimed at en-
suring consistent understanding of certifi cation require-
ments among all caregivers. We made an education 
binder as a reference tool for all staff members, which 
covered background information, program require-
ments, and our progress on metrics. We met one on one 
with staff to review program highlights and to help 
them be able to speak to the achievements of the pro-
gram. In addition, the FF Committee prepared a 
PowerPoint presentation for the surveyor summarizing 
our hospital demographics, our goals, current evidence-
based practice guidelines, education for staff and pa-
tients, and dashboard information.   

 SITE VISIT 
 For TJC visit, we had one surveyor who focused on each 
aspect of the certifi cation requirements. Our presentation 
provided the surveyor with an overview of our program. 
We did an individual tracer activity using a patient chart 
as a guide for each aspect of care that a patient experi-
enced. The surveyor followed the route of that patient, 
visiting the ED, operating room, post-anesthesia care 
unit, and our orthopaedic unit. At each location, the sur-
veyor questioned or verifi ed aspects of FF patient care. 

 The orthopaedic unit was the focal point of the site 
visit. The surveyor met with staff nurses, case manage-
ment, physical therapists, and respiratory therapists to 
fully understand the patient experience. Because he had 
a background in chronic obstructive pulmonary dis-
ease, he focused quite a bit on aspects of respiratory 
care. For each aspect of care, the surveyors continued to 
question and verify adherence to standards and our 
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strategies for meeting goals. We demonstrated how we 
abstracted the data and how we established the metrics 
and outcomes refl ected in our dashboards. 

 At the end of the site visit, we again met with the sur-
veyor to receive our report. One of the recommendations 
highlighted at that time was to continue to demonstrate 
profi ciency in improving outcomes for the next survey. A 
minor suggestion was to assess the tobacco usage of our 
patients with FF to see whether more patient education 
needed to be focused toward tobacco cessation. The fi nal 
result was that we were granted certifi cation!    

 Challenges and Lessons Learned  

 C HALLENGES  
 Getting and maintaining physician buy-in was diffi cult. 
Despite using tailored order sets for a year, we continue 
to have a 25% rate of compliance with usage by the ad-
mitting medical doctors. The order sets match certifi ca-
tion requirements and are designed to be quick and 
easy. The status quo is a powerful obstacle and some 
physicians continue using a general admission order 
set, resulting in inconsistent use of standards. In con-
trast, new postoperative order usage has been easier to 
implement. All of the orthopaedic doctors who take call 
at our hospital are aware of our postoperative order set. 
Occasionally, a physician doing hip fracture surgery 
might not use the order set, but the majority like the 
ease of using them. Although our overall rate of order 
set usage is high, we continue to work on strategies to 
improve compliance. 

 As mentioned earlier, it was a major obstacle when 
some of the patients with FF were sent to general medi-
cal-surgical units instead of the orthopaedic unit. When 
on other units, it is harder to educate patients and en-
sure our orthopaedic standards of care are met. 
Resolving this issue required education with bed control 
and the house supervisor to prioritize those FF program 
patients to the orthopaedic fl oor. This is an ongoing pro-
cess but has improved with persistence and team focus. 

 Using the non-ICU CAM was another challenge men-
tioned earlier. Busy charge nurses had extra responsibili-
ties to monitor compliance. This posed an additional bur-
den when patients with FF were housed on other units or 
were cared for by nonorthopaedic nurses. One change that 
was helpful was the implementation of the non-ICU CAM 
throughout the entire hospital for all patients older than 
50 years. This decreased the non-ICU CAM missed chart-
ing for patients who were on other fl oors. Compliance 
with this documentation remains a challenge to some 
units, but we use audits, consistent focus, and education 
to help the staff be accountable for their documentation. 

 An unexpected challenge was basic incentive spirom-
etry (IS) usage. Our existing order set included IS ad-
ministration, yet it was not consistently documented by 
the respiratory therapists (RT), making tracking diffi -
cult. With our electronic health record, there is not a 
standard location within the nursing chart because IS is 
currently listed as an RT order and not a nursing order. 
During the accreditation visit, TJC surveyor suggested 
standardizing IS and documentation. We are currently 

working to change IS education and administration to a 
joint RT and nursing venture to ensure our patients are 
receiving adequate pulmonary care that is consistently 
documented. As part of a larger system, it takes time to 
change the process, but it is currently underway.   

 L ESSONS  L EARNED  
 Looking back, we realize it would have been helpful to 
provide education to the staff about the goals of the FF 
program before introducing some of the process expecta-
tions. For example, the nurses were asked to begin doing 
a non-ICU CAM assessment each shift but were unaware 
of why. Nurses did not realize it was a program require-
ment. Most importantly, nurses did not know the magni-
tude of improvements in outcomes when delirium is rec-
ognized and addressed. Some of the diffi culties could not 
be helped because the program was still being developed 
simultaneously when the CAM was introduced. 

 Our biggest lesson learned is for nurses to act on 
their questions and instincts. In this case, nurses’ ques-
tions led to the creation of a new certifi cation program. 
Nurses often do not realize their power to transform 
care on a larger scale. It is too easy to be lost “in the 
weeds,” providing individual care on a busy unit, and 
letting useful questions and opportunities pass by.    

 Summary and Conclusion 
 Our journey showcases how we attained the fi rst-ever 
national FF certifi cation. It all began with nurses ques-
tioning the status quo. As certifi cations signify excel-
lence, we felt it was essential to have a Fragility Fracture 
Certifi cation as a measurable public credential of top-
quality care. This certifi cation validates adherence to 
evidence-based national standards along with perfor-
mance measurement and improvement activities.       
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