
106CANADIAN GERIATRICS JOURNAL, VOLUME 28, ISSUE 2, JUNE 2025

ABSTRACT 

Background
There are few studies describing health services use and 
longer-term survival in older adults with major injuries. Our 
objectives were to characterize the outcomes of older adults 
experiencing a major injury, and to assess for associations 
between injury and rates of home-care services use (HCS), 
long-term care (LTC) placement, and survival. 

Methods
We conducted a retrospective case-control study including 
adults 65 years or older admitted for a major injury (trauma 
survivors) or were uninjured (controls) between 2009 and 
2023 in Ontario, Canada. Trauma survivors were matched 1:1 
to controls based on age, sex, and number of comorbidities. 
Primary outcomes were rates of HCS use and LTC admis-
sions for up to five years following discharge. Secondary 
outcomes were types of HCS use and survival. Multivariate 
regression was used to compare rates of HCS and LTC use. 
Cox proportional hazards models were used to assess time to 
LTC admission or death. 

Results
The study cohort consisted of 31,508 individuals. Older adult 
trauma survivors experienced a twofold increased rate of 
home-care service use (odds ratio [OR]: 2.3, 95% confidence 
interval [CI]: 2.1–2.4), a 30% increased rate of LTC admis-
sions (OR: 1.3, 95% CI: 1.0–1.6), and a 40% increased rate 
of death (hazard ratio: 1.4, 95% CI: 1.4–1.5). 

Conclusions
Compared to controls, older adults surviving trauma use HCS 
at significantly higher rates, require LTC placement more 
frequently, and experience a decreased rate of survival. 

Key words: wounds and injuries, health services, geriatrics, 
home-care services, epidemiology

INTRODUCTION

Older adults, often considered those aged 65 years or above, 
represent an increasing proportion of the population in nearly 
every developed country.(1) There are over 7.8 million older 
adults in the Canada in 2024, and the proportion of older 
adults in the population is expected to increase  by 29.8% in 
2068.(2) Caring for injured older adults represents a substantive 
challenge for most trauma providers, as well as for the trauma 
systems as a whole. 

Clinical challenges in managing older adults with injuries 
include differing injury mechanisms (e.g., a predominance 
of ground level falls), anatomic injury types (traumatic brain 
injuries and hip fractures), and difficulties in identifying 
and managing major bleeding due to altered physiology, 
comorbidities, and medications such as blood thinners and 
anti-hypertensive medications.(3,4) Older adults with trauma 
experience difficulties accessing trauma centre care, with 
under-triage rates as high as 50%.(5) Once hospitalized, older 
adults experience higher rates of in-hospital complications 
and mortality, as well as longer recovery periods compared 
to younger patients with similar injuries.(4,6) 

Older adults with traumatic brain injury (TBI) who 
survive to discharge following a major injury experience 
further challenges in the months and years ahead including 
higher rates of long-term care admission and mortality.(7-9) 
Further, these patients frequently experience persisting issues 
with chronic pain, mental health concerns, and a functional 
decline in independence.(10) In contrast, other studies do stress 
that older adults with TBI can do very well, particularly if 
they were healthy and independent prior to their injury, and 
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emphasize the need to avoid undue pessimism in caring for 
these patients.(11)

Maintaining functional independence, in terms of caring 
for oneself at home without external assistance or dependency 
on others, is highly important to older adults experiencing 
a cancer diagnosis or other critical illness, and often drives 
decision-making during end-of-life care discussions.(12-14) 
Indeed, the concept of “aging in place”—i.e., living at home 
independently rather than requiring chronic home-care ser-
vices or placement in a long-term care (LTC) facility—has 
frequently been cited as a key patient centred outcome(15) in 
the emergency surgery literature. A survey of older adults in 
Canada surviving major injuries found that older adults often 
experience age biases during their hospitalization that detract 
from their goals of a functional recovery and maintaining an 
active lifestyle.(16) Recognizing the importance of functional 
outcomes to older trauma survivors, the 2016 National Acad-
emies of Sciences, Engineering, and Medicine recommended 
that external benchmarking of post-discharge quality of care 
for trauma centres include metrics specifically for older adults 
including their average number of healthy days at home, hos-
pital readmissions, and all-cause mortality.(6,17,18)

Studying patterns and distributions of health-care service 
use, such as home care and LTC placements, is one practical 
approach to measuring functional independence with admin-
istrative data and has been used in the context of admissions 
for emergency surgery operations,(15) cancer surgeries,(12) 
unplanned intensive care unit admissions.(19)  

To our knowledge, there are no large, population-based 
studies of the health services use patterns and longer-term 
survival of older adults experiencing diverse mechanisms 
and types of major injury. As such, we designed the present 
study to address two related objectives: first, to characterize 
the epidemiology and outcomes of older adults experiencing a 
major injury; and second, to determine the association between 
the experience of major injury and use of home-care services, 
LTC admissions, and survival after discharge. 

METHODS
Study Design and Setting
We conducted a population-based retrospective case-control 
study from April 1, 2009 to March 31, 2023 using linked 
administrative sets held at Institute for Clinical Evaluation 
Sciences (ICES) in Ontario, Canada. Ontario is Canada’s 
most populous province (approximately 15.5 million in 2023), 
and has a publicly funded universal health insurance program 
(OHIP) that includes coverage for primary and emergency 
care, as well as in-hospital services. OHIP-related electronic 
health data are held by ICES, which is an independent, non-
profit research institute funded by an annual grant from the 
Ontario Ministry of Health (MOH) and the Ministry of Long-
Term Care (MLTC). ICES data holdings include all OHIP-in-
sured health-care related events for the complete population 
of Ontario. These datasets were linked using unique encoded 
identifiers and analyzed at ICES. As a prescribed entity under 

Ontario’s privacy legislation, ICES is authorized to collect 
and use health-care data for the purposes of health system 
analysis, evaluation, and decision support. 

ICES databases have previously been shown to com-
prehensively cover our province’s entire emergency system 
(>99% of emergency departments included), with high data 
linkage rates (>95%) and internal diagnostic validity (>90% 
compared with medical record abstraction).(20,21) We have 
previously used these datasets for studies involving trauma 
survivors and their use of acute-care services(22) and outpatient 
mental health services.(23)

Trauma Cases and Controls
Incident trauma cases were injured individuals 65 years or 
older admitted to an Ontario trauma centre from April 1, 2009 
to March 31, 2023, with an acute injury and surviving to hospi-
tal discharge. For each case, we matched one control based on 
the case age (±1year), sex, and number of comorbidities (±2). 
Controls were matched based on the date of discharge of the 
trauma case. Comorbidities were measured using Aggregated 
Diagnostic Groups (ADGs) scores from the Johns Hopkins 
Adjusted Clinical Group ACGÒ Case-Mix System V10.0,(24) 
and based on diagnostic codes present in Canadian Institute 
for Health Information Discharge Abstract Database (CIHI-
DAD) and Ontario Health Insurance Plan (OHIP) datasets for 
the two years preceding hospital admission.

If an individual had more than one injury admission to 
a trauma centre during the study period they were included 
once as a case at the time of their first injury. We excluded 
individuals who had an invalid ICES key number, were a 
resident of a long-term care facility at the time of their injury 
(entry in the Continuing Care Reporting System (CCRS)), 
were non-Ontario residents (no OHIP number), had an invalid 
birth or death date, died during the index hospitalization, or 
who lost OHIP eligibility for more than two consecutive years 
during follow up (Figure 1). 

Covariates
We assessed the comorbidity burden for both cases and 
controls were assessed using Johns Hopkins ADG scores as 
described above, and categorized individuals into low (1–5), 
moderate (6–10),or high (10) comorbidity groups, based on 
the number of baselinecomorbid diagnoses present.(24) A 
person was identified as being frail if they had at least one 
diagnosis from within the  12 clusters of frailty-related condi-
tions specified by the ACG system, consistent with previous 
studies validating this diagnostic approach.(24,25) Rurality was 
based on the Rurality Index for Ontario(26) and included the 
categories rural, small urban, and large urban. Income quintile 
was based on the median income of the individual’s residential 
postal code captured in the Ontario Marginalization Index 
(ONMARG). We used the Homecare Database (HCD) to 
identify individuals who had received at least one home-care 
service in the six months before their injury admission. These 
individuals were considered to be using home-care services 
at their baseline.(12) 
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We obtained injury types and diagnoses, admission 
dates, and discharge disposition information from the Ontario 
Trauma Registry (OTR), the National Ambulatory Care 
Reporting System (NACRS), and the Canadian Institute 
for Health Information Discharge Abstract Database (CIHI-
DAD), respectively. 

Outcomes
The primary outcomes were composite rates (sum) of 
health-service use episodes including long-term care admis-
sions and home-care services during follow-up, which was 
to a maximum of five years. Long-term care admissions were 
obtained from the CCRS, and home-care service information 
was obtained from the HCD. The secondary outcomes were 
rates of specific types of home-care service use (nursing visits, 
personal support visits, case management assessments (for long-
term care planning), occupational therapy, and physiotherapy 
visits) and survival over the follow-up period. Vital status was 
obtained from the Registered Persons Database (RPDB). Pri-
mary and secondary outcome rates are presented as rates per 
person years, reflecting the different time periods individuals 
in the study were at risk of accessing health services including 
home care and long-term care placement. The study is reported 
according to the Strengthening the Reporting of Observational 
Studies in Epidemiology (STROBE) reporting guidelines.(27)

Data Analysis 
We performed cross tabulations and descriptive statistics 
between patient demographic variables, injury characteristics, 
and health-service use episodes. We used rate ratios (RR) to 

compare health services utilization rates between the case and 
control cohorts. Ratios are presented standardized per 10 person 
years to account for the different periods that individuals in 
the study were at risk of accessing health services. For these 
comparisons we report standardized differences because they 
are independent of sample size.(28) A standardized difference of 
greater than 0.1 was taken as being statistically significant.(28)

For the primary outcomes, we used univariate (unadjusted) 
and multivariable (adjusted) negative binomial models to 
assess the association between the experience of a major 
injury and rates of home care utilization. We used negative 
binomial regression models(29) because initial review of the 
data distribution demonstrated over dispersion, similar to 
previous studies,(22,23) with a high proportion of individuals 
having no health services use prior to their injury. For rates 
of long-term care admissions and deaths during the follow-up 
period we used conditional logistic regression models. For the 
secondary outcomes of time-to-death and time-to-admission 
to LTC outcomes we used Cox proportional hazards models. 
We included income quintile, rurality, frailty, and pre-injury 
home care utilization as covariates in the models. The study 
was approved by our local research ethics board; there was 
no requirement for informed consent.

RESULTS

We identified 30,066 major trauma survivors aged 65 years 
or older in Ontario from April 1, 2009 to March 31, 2023. Of 
these, 14,312 individuals were excluded, the majority (7,561; 
52.8%) because they died during their index hospitalization. 

Individuals ≥ 65 years with major trauma (OTR) from 
April 1, 2009 - March 31, 2023 (n = 30,066)

Death during index hospitalization (n = 7,561)
Long-term care resident (n = 4,058)
Major injury two years prior to index admission (n = 2,515)
Loss of OHIP eligibility  >2 years during follow-up (n = 47)
Ontario non-residents (n = 71)
Invalid age or sex (n = 60)

Trauma survivors’ cohort
 (n = 15,754)

Study cohort
 (N = 31,508)

Age, sex, comorbidity 
matched control cohort

 (n = 15,754)

OTR = Ontario Trauma Registry

FIGURE 1. Study flow diagram
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The remaining 15,754 cases were matched with an equal 
number of controls based on age, sex, and comorbidity burden 
for a total study cohort of 31,508 (Figure 1). 

The trauma survivor cohort was predominately male 
(62.2%), with a median age of 76 years (IQR: 70–82 years), 
and largely originating from larger urban areas (69.3%) (see 
Table 1). Postal code incomes were comparable between 
trauma survivors and controls and overall, fairly evenly dis-
tributed amongst the different income quintiles. The median 
ADG comorbidity score was 10 (IQR: 7–13) indicating a 
highly comorbid patient population. 19.8% of the trauma 
survivors were considered frail at baseline (vs. 13.5% of the 
controls) and 23.5% of the trauma survivors at baseline had 
utilized home-care services (vs. 17.4% of the controls). 

Injuries were nearly uniformly caused by blunt force 
mechanisms (97.6%), with falls, motor vehicle collisions, and 
other non-specific causes being most common (Table 2). The 
most commonly injured body regions for the trauma surviv-
ors were head (70.5%), chest (42.0%), and upper extremity 
(30.2%). The median injury severity score was 17 (IQR: 
13–25), confirming the cohort sustained significant injuries. 

The average length of index hospitalization was seven days 
(IQR: 4–15 days). The majority of patients (39.7%) were 
discharged home after their initial hospitalization.

Rates of overall home care service use, as well as rates 
for each specific type of home care service, were significantly 
higher in the trauma survivors compared to controls (Table 3). 
Overall, 67.2% of trauma survivors required some type of home 
care service during the follow-up period compared to 43.7% of 
controls (standard difference [SD]: 0.49). Case management, 
nursing, physiotherapy, and occupational therapy were the 
most frequently used services. These findings were consistent 
when standardized by follow-up time. Survival rates during 
the follow-up period during were lower for the trauma patient 
cohort. 13,136 (83.4%) of the trauma patients survived one year 
compared to 14,426 (91.6%) of the controls. 4,956 (64.6%) 
of the trauma patients surviving to the maximum five year 
follow-up compared to 5,685 (74.4%) of the controls. 

These findings persisted in the adjusted analyses. Trauma 
survivorship was associated with increased rates of home 
care services use (OR: 2.3, 95% CI: 2.1–2.4), increased rates 
of admission to long-term care facilities (OR:1.3, 95% CI: 

TABLE 1.  
Characteristics of trauma survivors and population-matched controls

Characteristic                     Injured Individuals 
(n = 15,754)

Population Controls 
(n = 15,754)

All Individuals 
(N = 31,508)

SD

Age Group (yrs)
  65-69 3,756 (23.8%) 3,755 (23.8%) 7,511 (23.8%) 0
  70-74 3,435 (21.8%) 3,436 (21.8%) 6,871 (21.8%) 0
  75-79 3,084 (19.6%) 3,089 (19.6%) 6,173 (19.6%) <0.01
  80-84 2,616 (16.6%) 2,611 (16.6%) 5,227 (16.6%) <0.01
  85-89 1,852 (11.8%) 1,852 (11.8%) 3,704 (11.8%) 0
  >90 1,011 (6.4%) 1,011 (6.4%) 2,022   (6.4%) 0

Sex - male 9,805 (62.2%) 9,805 (62.2%) 19,610 (62.2%) 0

Residence 
  Rural 1,178 (7.5%) 1,125 (7.1%) 2,303   (7.3%) 0.01
  Small urban 3,462 (22.0%) 3,424 (21.7%) 6,886 (21.9%) 0.01
  Large urban 10,925 (69.3%) 11,084 (70.4%) 22,009 (69.9%) 0.02
  Missing 189    (1.2%) 121    (0.8%) 310      (1.0%) 0.04

Postal Code Income Quintile 
  1 (lowest) 3,125 (19.8%) 3,004 (19.1%) 6,129 (19.5%) 0.02
  2 3,295 (20.9%) 3,258 (20.7%) 6,553 (20.8%) 0.01
  3 3,014 (19.1%) 3,119 (19.8%) 6,133 (19.5%) 0.02
  4 2,976 (18.9%) 3,019 (19.2%) 5,995 (19.0%) 0.01
  5 (highest) 3,271 (20.8%) 3,312 (21.0%) 6,583 (20.9%) 0.01
  Missing 73 (0.5%) 42 (0.3%) 115 (0.4%) 0.03

Comorbidity Burden Scorea 
  0 17 (0.1%) 17 (0.1%) 34 (0.1%) 0
  1-5 1,650 (10.5%) 1,648 (10.5%) 3,298 (10.5%) 0
  6-10 7,049 (44.7%) 7,053 (44.8%) 14,102 (44.8%) 0.01
  >10 7,038 (44.7%) 7,036 (44.7%) 14,074 (44.7%) 0

Frailty - yes 3,116 (19.8%) 2,122 (13.5%) 5,238 (16.6%) 0.17

Baseline Home Care Utilization 3,702 (23.5%) 2,737 (17.4%) 6,439 (20.4%) 0.15

aJohns Hopkins Aggregated Diagnostic Groups (ADG) score.
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1.0–1.6), as well higher rates of death during the follow-up 
period (HR: 1.4, 95% CI: 1.4–1.5). These associations were 
consistent over the follow-up period, as trauma survivors 
remained significantly more likely to die, or to survive but 
require admission to a long-term care facility than controls 
(Figure 2). Although home care service use peaked in the first 
year after discharge, trauma survivors had significantly higher 
rates of home care service utilization throughout the entire the 
five-year follow-up period, both in terms of total home care 
service use, as well as each specific type of home care service 
examined including nursing, personal support, case manage-
ment, occupational therapy, and physiotherapy (Figure 3). 

DISCUSSION

In this population-based case-control study we found that 
older adults surviving major trauma face significant challenges 

TABLE 2. 
Injury characteristics and disposition of trauma survivors

Type of Injury 
Blunt 15,383 (97.6%)
Penetrating 308 (2.0%)
Burn 52 (0.3%)

Cause of Injury 
Other 5,569 (35.3%)
Fall from height 4,908 (31.2%)
Motor vehicle collision 4,341 (27.6%)
Other transport collisions 285 (1.8%)
Person struck 401(2.5%)
Stabbing 205 (1.3%)
Firearm 45 (0.3%)

Anatomic Location of Injurya 

Head injury 11,107 (70.5%)
Chest injury 6,610 (42.0%)
Upper extremity 4,764 (30.2%)
Lower extremity 3,245 (20.6%)
Lumbar spine or pelvis fracture 2,908 (18.5%)
Neck injury 2,528 (16.0%)
Abdominalinjury 1,998 (12.7%)
Multiple superficial injuries 85 (0.5%)

Injury Severity Score (median, IQR) 17 (13-25)

Index Hospitalizationlength of stay  
(median, IQR)

7 (4-15)

Disposition
Home 6,236 (39.6%)
Another acute care facility 3,876 (24.6%)
General rehabilitation facility 2,209 (14.0%)
Home with support 1,301 (8.3%)
Special rehabilitation facility 1,114 (7.1%)
Other 559 (3.5%)
Chronic care facility 318 (2.0%)
Nursing home 141 (0.9%)

aIndividuals may have had injuries to more than one body region.
IQR = inter-quartile range.

in the years following their acute-care discharge. Compared to 
uninjured older adults of similar age and comorbidity burden 
the trauma survivors used home care services at significantly 
higher rates, required long-term placement more significantly 
more frequently, and experienced a decreased rate of survival. 
That these trends persisted throughout the entirety of the 
follow-up period reiterates that major trauma is a chronic 
disease(30) with implications for functional independence, 
particularly for older adults. 

To date, there have been limited studies on the long-
er-term health services requirements of trauma survivors, and 
even less on older adults, in particular. We recently published 
on the acute-care health services use patterns of over 50,000 
trauma patients in the province of Ontario, Canada, demon-
strating an overall 56% increased rate of service use in this 
population, including emergency department visits, outpatient 
visits to family doctors, and hospital admissions over a five 
year follow-up period.(22) Another smaller Canadian study 
from the province of Manitoba found similar results; however, 
that study suggested that health services rates may be elevated 
up to ten years post-discharge.(31) Other studies have typically 
focused on service use in patients with specific injury types 
such as spinal cord injury,(32,33) traumatic brain injury,(34,35) 
or chest wall injuries,(36) finding elevated rates of emergency 
department visits and hospital admissions for at least several 
months post-injury.

There are fewer studies on the injury epidemiology and of 
the health-care service usage of older adults surviving major 
trauma, particularly health-care services required to promote 
functional independence. In terms of injuries, our cohort 
was similar to previous groups in having a predominance of 
injuries involving the head or brain (70.5%), chest (42.0%), or 
upper (30.2%) or lower extremity (20.6%).(3) This pattern of 
injuries is consistent with the diverse blunt force mechanisms 
in the cohort, including falls and motor vehicle collisions. 

We have previously described a similar pattern of acute-
care health services use in trauma patients of all ages, with a 
greatly elevated need for family doctor assessments, emer-
gency services, and hospital admission in the first year after 
major injury, and before a levelling of service use to a rate 
above the average use of non-trauma patients.(22) Similarly, 
mental health service use after major trauma peaks within 
a year of discharge before declining to a level above the 
population average.(23) Collectively, these studies indicate a 
need for health systems to create resource capacity for trauma 
survivors in terms of acute-care, mental health, and home-care 
services, particularly for the first year after injury, but on an 
ongoing basis for years thereafter.  

In the proportional hazard analysis, our cohort of older 
adults surviving major trauma experienced a 40% increased 
rate of death during the follow up period (HR: 1.4, 95% CI: 
1.4–1.5). Our five-year survival rate for the trauma cohort 
was 64.6% and seems reasonable given that another Canadian 
study that included patients of all ages (median 41 years) 
found an 92% survival rate over a median of 4.2 years of 
follow-up.(37) A similar one-year survival rate was reported in 
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Singapore study, where 7.2% of blunt trauma survivors died 
within a year of discharge; in that study, comorbidity burden 
as well as falls from low levels (<0.5 m) were amongst a 
number of predictive factors for mortality.(38) 

Our study adds to the existing literature on longer term 
trauma survivorship by providing data specific to older trauma 
survivors compared to older adults of comparable age and 
health status in the same health-care system. Compared to 
previous studies of older adults that have focused on specific 
injury types like TBI,(7-9) our study included older adults with 
a diversity of injury mechanisms and injuries who were cared 
for at trauma centres throughout the province of Ontario, 
rather than in one hospital or region. We present novel data 
on rates of home care and LTC use, which is highly relevant 
both to clinicians at the beside in establishing discharge plans 
for their patients, as well as health system policy planners 
in estimating resource needs for our aging population. Our 
findings contribute to growing discussions around quality of 
care for older adults requiring acute care for injury, and how 
health-care systems can evolve to respect the desires of older 
adults to remain functionally independent post-discharge.(16)

Our study has a number of limitations. First, despite 
matching patients by age, sex, and comorbidities, we still 
found a difference in baseline rates of frailty and baseline 
home care utilization between our trauma cases and controls, 
with the trauma survivors being frailer and requiring more 
home care at the baseline. Although controlled for as a covar-
iate in our analyses, it is possible that residual confounding 
between unmeasured aspects of frailty in our trauma survivor 
cohort is contributing to the association with health-care ser-
vice needs and survivorship in this population. We also could 
not determine the reason that individuals requiring home care 
during the follow-up period required it; for instance, was it 
required due to ongoing injury related concerns like infections 

FIGURE 2. Kaplan Meier survival curves comparing 
overall survival (upper panel), as well as survival free of 
long-term care admission (lower panel) between controls 
(dashed line) and trauma survivors (black line) over a 
maximum of five years follow-up from hospital discharge; 
trauma survivors had significantly lower rates of overall 
survival and survival without long-term care admission 
throughout the follow-up period (p<.01)

TABLE 3. 
Home care services use in trauma survivors versus controls

Trauma Survivors 
(no., %)

Controls  
(no., %)

SD Trauma Survivors per 
10 Patient Years (CI)

Controls per  
10 Patient Years (CI)

At least one type of home care service 10,590 (67.2%) 6,880 (43.7%) 0.49 495.79 (495.1-496.5) 451.59 (450.7-452.4)

Home Care Visit Service by Typea

Case management 10,324 (65.5%) 6,744 (42.8%) 0.47 27.09 (26.9-27.3) 23.94 (23.7-24.1)

Nursing 5,638 (35.8%) 4,237 (26.9%) 0.19 139.88 (139.3-140.4) 130.32 (129.7-130.9)

Occupational therapy 5,507 (35.0%) 3,089 (19.6%) 0.35 11.80 (11.6-12.0) 11.20 (11.0-11.4)

Physiotherapy 5,040 (32.0%) 2,763 (17.5%) 0.34 26.50 (26.3-26.7) 24.89 (24.6-25.2)

Personal support and/or homemaking 4,757 (30.2%) 3,143 (20.0%) 0.24 882.23 (880.7-883.8) 797.94 (796.2-799.7)

Other services 866 (5.5%) 646  (4.1%) 0.07 85.62 (84.5-86.7) 84.13 (82.9-85.4)

Speech language therapy 842 (5.3%) 441   (2.8%) 0.13 9.98 (9.6-10.4) 8.41 (7.9-8.9)

Social work 447 (2.8%) 269  (1.7%) 0.08 13.16 (12.6-13.7) 12.38 (11.7-13.1)

LTC admission 189 (1.2%) 124  (0.8%) 0.04 4.05 (3.5-4.7) 3.25 (2.7-3.9)

aIndividuals may have used more than one type of home care.
CI = 95% confidence interval. 
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or impaired mobility due to fractures or deconditioning, or 
whether services were required for chronic medical conditions 
that predated the injury? Such information would have been 
helpful in better understanding the associations we observed 
between the experience of injury and health services use. 
Similarly, our data do not allow us to determine if differences 
in rates of physiotherapy or occupational therapy amongst sur-
vivors reflects differences in functional status that could affect 

FIGURE 3. Rates of total and various subtypes of home care services in controls (dashed lines) and trauma survivors 
(black lines) over a maximum of five years follow-up from hospital discharge; trauma survivors had significantly higher 
rates of all types of home care services use throughout the follow up period (p<.01)

an individual’s ability to engage with these health services.  
Finally, our trauma survivor population was limited to those 
who were admitted to trauma centres in Ontario, Canada. It is 
possible that older adults with trauma admitted to non-trauma 
centres have different injury patterns, patterns of comorbidity, 
or health service needs requirements than those managed at 
trauma centres, particularly given the established issues of 
under-triage in this age group.
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CONCLUSION
Compared to uninjured older adults of similar age and com-
orbidity burden, older adults surviving major trauma use 
all types of home care services at significantly higher rates, 
require LTC placement more significantly more frequently, 
and experience a decreased rate of survival for up to five years 
post-discharge. Further studies investigating strategies to 
support older adult trauma survivors in maintaining functional 
independence and promoting survivorship after discharge 
from trauma centres are urgently needed. 
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