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Rehabilitation following hip fracture 

Suzanne Dyer, Maria Crotty, Joanna Diong, Catherine Sherrington 

 

Abstract After a hip fracture operation an older person’s recovery is enhanced if they are provided 

with an optimistic, well-coordinated rehabilitation programme. A rehabilitation approach involves a 

team of various disciplines (physiotherapy, occupational therapy, nutrition, social work, psychology, 

medicine) who meet regularly, set goals, provide appropriate treatments, review progress towards 

these goals with the patient and assess outcomes.  Where teams are not available elements of this 

approach can be included in a care pathway developed with patients and families.  Cohort studies 

suggest that following hip fracture only 40% to 60% of people who survive are likely to recover their 

pre-fracture level of mobility or ability to perform instrumental activities of daily living (ADLs). The 

time for recovery of different functional abilities varies widely; from within four months for upper 

limb ADLs to much longer for balance and gait and walking ability. Structured exercise programmes 

that include progressive resistance training or continue for at least 12 weeks can make moderate to 

large improvements in overall mobility following hip fracture. This chapter outlines evidence-based 

recommendations for the key elements of rehabilitation programmes extending beyond the hospital 

setting, with particular emphasis on structured exercise programmes aiming to maximise functional 

recovery. 

10.1 The Principles of Rehabilitation Programmes after Hip Fracture 

After a hip fracture operation, an older person’s recovery is enhanced if they are provided with an 

optimistic, well-coordinated rehabilitation programme. Recovery after hip fracture starts on admission 

when the patient and family receive realistic information on the likely course and time of discharge.  

The earlier patient goals and expectations can be explored and information on barriers or supports for 

recovery of independence identified, the more likely it is that an individual will retain a sense of 

control and self-efficacy which is likely to be associated with better outcomes [2, 3]. Consistent 

information on the planned rehabilitation programme is important as most people will have a recovery 

pathway which extends for several months across hospital and community settings [4]. 

Following an acute stay on an orthogeriatrics ward and secondary prevention treatments for 

osteoporosis, a rehabilitation pathway should be established. Rehabilitation involves diagnosing and 

treating impairments, preventing and treating complications, slowing loss of function and where this 

is not possible, compensating for lost functions ( eg prescribing walking aids, pick up sticks, 



additional home help) [5].  Several systematic reviews and meta-analyses have demonstrated that 

rehabilitation programmes improve outcomes for patients after hip fracture compared to simply letting 

time take its course [6-8].  However, the components of recovery/rehabilitation programmes vary, 

including the length of time and the settings where programmes are delivered (home, inpatient units, 

outpatients). Standard management of hip fracture patients also varies between different countries. An 

audit has shown that while 70% of hip fracture patients receive orthogeriatrician assessment and 92% 

a falls assessment in the UK, these figures were only 27% for orthogeriatrician assessment and 4% for 

falls assessment in a tertiary hospital in Beijing [9]. 

In clinical practice the cornerstone of a rehabilitation approach is a team of various disciplines 

(physiotherapy, occupational therapy, nutrition, social work, psychology, medicine) who meet 

regularly, set goals, review progress towards these goals with the patient and assess outcomes.  Where 

skilled therapists are not available, the chance of recovery is maximised if the following elements are 

incorporated into the clinical approach:  

• Assessment: identification of problems to be addressed, which involves understanding the 

premorbid level of functioning and understanding the current comorbidities (eg delirium)  

• Goal setting: identifying what can be improved and what cannot. In particular, assessing what 

level of mobility and independence in dressing and showering is likely to be achieved in the 

short, medium and long term.  Similarly, identifying what informal and formal supports are 

available to help recovery 

• Treatment: intervening to improve medical and functional problems (such as pain, vitamin D 

deficiency, undernutrition, depression) 

• Evaluation: reviewing the effectiveness of interventions and review ( ie reassessment) 

• Planning: organising support services; providing self-management strategies for patients and 

carers  

The World Health Organization (WHO) International Classification of Functioning, Disability and 

Health (ICF) framework provides a standardised framework for the classification and description of 

health, functioning and disability [1]. It moves away from the idea that disability is simply the 

consequence of disease or ageing towards an approach that acknowledges factors created by the social 

environment and it attempts to explicitly identify barriers and facilitators to social inclusion.  

Functioning and disability are seen as multidimensional concepts, relating to: 

• body functions (physiological and psychological functions of body systems) and structures 

(anatomical parts of the body such as organs, limbs and their components) of people; 

• activities people do and the life areas in which they participate; 



• factors in people’s environment (physical, social and attitudinal) which can be barriers or 

facilitators to functioning. 

If this approach is applied to a person who suffers a hip fracture, their disability will be assessed and 

ranked according to the ICF framework components of health domains ( eg seeing, hearing, walking, 

memory) and health-related domains ( eg their ability of access transport, their level of education and 

social interactions).  Figure 1 shows an individual’s functioning or disability as a dynamic interaction 

between health conditions and contextual factors, which encompass both environmental and personal 

factors [1].  

 

10.2 What is Known About the Pattern of Recovery Following Hip Fracture? 

Talking to people with hip fractures and their families and providing realistic information on 

approximate expected recovery trajectories allows them to plan. However, it is complex for clinicians 

to apply evidence from cohort studies to individual patients as the cohorts are heterogeneous and 

patients have received varying amounts and types of rehabilitation. 

Cohort studies suggest that following hip fracture, only 40-60% of people who survive are likely to 

recover their pre-fracture level of mobility [10-12]. Up to 70% may recover their level of 

independence for basic activities of daily living [10, 12, 13], but this is variable and less than half of 
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Fig 1. Interactions between the components of the World Health Organization (WHO) 

International Classification of Functioning, Disability and Health (ICF) framework 



all people experiencing hip fracture may regain their ability to perform instrumental ADLs [10, 14]. In 

Western nations, approximately 10-20% of patients are institutionalised following hip fracture [10, 

15-17]. The extent to which these outcomes can be improved with greater access to rehabilitation 

services is not clear. 

In a large cohort study where the investigators collected extensive information on recovery for two 

years post-fracture, Magaziner et al. described the sequence of recovery across eight different 

functional abilities following hip fracture [11]. Upper extremity activities of daily living, depression 

and cognitive function were the earliest areas to recover and reached maximum recovery within four 

months. Most recovery of gait and balance occurred in the first six months, with maximum recovery 

occurring by nine months; recovery of instrumental ADLs (such as shopping, preparing meals, house 

cleaning and handling money) took up to a year. It also took approximately a year for recovery of 

lower limb function, approximately ten months for chair rise and walking speed and just over 14 

months for walking three metres without assistance. However, more than half of all patients could not 

walk three metres without assistance at this time or required assistance to do so. It seems that the 

majority of patients who recover their pre-fracture walking ability or ability to perform basic activities 

of daily living (such as showering and dressing) do so within the first six months after fracture [18], 

but the role of long-term therapy in recovery pathways is yet to be well investigated. 

10.3 Factors Associated with Poor Outcomes after Hip Fracture 

Some types of patients with hip fracture appear to be at particular risk of poor outcomes – these 

include male patients, people living in supported accommodation, those with poorer mobility pre-

fracture and those with depression or dementia [13, 18, 19].   People with dementia are also less likely 

to receive rehabilitation [19, 20]. Although mortality following hip fracture has been found to be 

higher in men than women, recovery of mobility has been reported to be unaffected by gender [19, 

21]. 

Delirium is very common after hip fracture and although it is associated with poorer outcomes, 

routine assessment by rehabilitation staff remains uncommon [18].  In one prospective study delirium 

was still present in 39% of people with hip fracture at discharge from hospital and in 32% one month 

after fracture [22]. Even after controlling for pre-fracture physical and cognitive frailty those people 

who suffered delirium were twice as likely to have poor functional outcomes (in terms of mobility and 

recovery of activities of daily living) than those without [22].    

Those who are older are more likely to have poorer mobility, need assistance at home, lose their 

ability to go outside on their own, cook their own dinner and be unable to prepare their own breakfast 

[19, 21]. Although a systematic review of nutritional interventions found only weak evidence to 



support the effectiveness of protein and energy feeds in older people recovering from hip fracture  

[23], low food intake post-operatively, poor nutrition and malnourishment pre-operatively are 

associated with worse recovery of mobility and function [24, 25]. Amongst nursing home residents, 

the factors most strongly associated with death or new total mobility dependence is being aged over 

90 years, having very severe cognitive impairment and receiving non-operative management of the 

hip fracture [26]. Longer lengths of stay, re-hospitalisation, older age, chronic or acute cognitive 

deficits and depressive symptoms while in hospital are also predictive of poorer recovery of mobility 

and activities of daily living [18]. 

10.4 Key Elements of a Rehabilitation Pathway 

After the immediate post-operative period, a rehabilitation pathway should be followed that includes 

the elements addressed in Table 1. In particular, there is a need to assess frailty, establish goals to 

maximise mobility and other aspects of function, provide occupational therapy services to assess the 

requirement of aids and determine strategies to support and improve on independence in activities of 

daily living [27]. Medication management should ensure all prescribed medications are necessary, 

minimise the use of antipsychotics and sedatives and ensure adequate pain management. Osteoporosis 

should be treated as appropriate and falls prevention strategies reinforced with both patients and 

families. 

10.5 What Exercise Programmes Should we Recommend to Help with Recovery of Mobility? 

It is widely recognised that a vicious cycle can occur after a hip fracture where pain and 

hospitalisation result in disuse atrophy of muscles and general deconditioning which increases the risk 

of immobility and new falls and fractures [28]. While national clinical guidelines recommend 

providing balance and strengthening exercise [29, 30], it is often unclear how much should be 

provided, what components of a rehabilitation programme are crucial and how long this programme 

should be provided for.   



Table 1. Key elements of a typical rehabilitation pathway, based on the Alberta Hip Fracture Restorative Care Pathway [27] 

Category of care  

Frailty Undertake frailty assessment, instigate interventions as appropriate, involve patient in establishing goals to maximise function and achieve safe 
discharge 

Activities of daily living Ensure progression in recovery of pre-fracture level of independence, aiming for further improvement depending on tolerance 
Provide occupation therapy to assess need for aids and develop strategies to improve independence 
Demonstrate safe transfer using aids and equipment as appropriate 
Ensure there is adequate support in the home environment in terms of assistance from a caregiver or service 
Recommend the family consider a medical alert system as appropriate 
Bathing and grooming: Encourage and support independence, bathing and grooming out of bed with assistance if necessary 
Dressing: Support getting out of bed and dressed daily, using dressing aids as necessary 
Toileting: Encourage regular toileting to promote continence, toileting should be in the bathroom, not using bedpans or urinals 
Eating: A high protein/calorie diet should be continued and meals taken in a chair or dining room. An oral nutritional supplement should be 
considered 

Mobility Consider conducting an assessment of mobility/ activities of daily living to enable monitoring of recovery of mobility (eg. the Timed Up and Go test,  
Barthel Index of Activities of Daily Living) 
Exercise incorporating strengthening, balance  and functional components should be continued after discharge 

 Walking with or without an aid for at least 50 to100 metres should be undertaken thrice daily, or as appropriate depending on pre-fracture mobility 
Capacity to walk the distance required to attend meals in the home setting should be demonstrated. 
Ensure ability to manage stairs if necessary and to mobilise safely outside the home in all weather conditions, uneven surfaces, curbs etc. 

Medications A review of all medications should have been undertaken on admission, polypharmacy should be addressed 
Use of sedatives and antipsychotics should be minimised or ceased and doses should be regularly reviewed. 
Medication should be adequate for pain control to enable optimal independence in activities of daily living 

Cognitive and mental 
status 

Strategies to prevent and treat delirium should be continued, including ensuring appropriate use of vision and hearing aids, fluid enhancement, 
orientation, optimising mobility, and non-pharmacological sleep supporting strategies. Behaviour monitoring should be undertaken if necessary. 
Activity should be encouraged for those with dementia or depression, in terms of ambulation, exercise and social participation. 
Caregivers should be provided with support and access to community resources as appropriate. 

Prevention of further 
falls/fractures 

Osteoporosis management should be considered if this hasn’t already occurred and continued post-discharge  
Fall prevention strategies should be instigated and the use of hip protectors considered. 



A meta-analysis by two of the present authors of randomised controlled trials examining the impact of 

structured exercise programmes on mobility outcomes, demonstrated that exercise can make 

significant improvements in overall mobility following hip fracture [7]. We have updated this review 

for the present chapter without finding additional articles. The overall effect size for all studies in the 

meta-analysis as identified by systematic review was relatively small (Hedges’ g standardised mean 

difference (SMD) of 0.35, 95% confidence interval 0.12 to 0.58). However, between individual 

studies the effect size varied widely (I2 = 67%, p=0.000), from studies that did not demonstrate any 

significant improvement in mobility, to studies with very large effects (eg. Sylliiaas et al 2012 with a 

SMD = 1.52, 95%CI 1.06 to 1.97, or Hauer et al. 2002 with SMD of 1.0, 95%CI 0.18 to 1.82) [31, 

32]. The characteristics of the studies included in this meta-analysis, and an additional study that 

demonstrated a significant effect on mobility but could not be included in the meta-analysis [33], are 

shown in Table 2. Our meta-regression suggests that including progressive resistance exercise training 

in exercise programmes and those that are delivering the programme in settings other than the hospital 

alone, increases the effectiveness of a programme (SMD increased by 0.58 and 0.50, respectively) 

[34]. As shown in Table 3, the programmes that continued after discharge and were effective were 

programmes conducted over 12 to 24 weeks. It is uncertain how much the greater effectiveness of 

programmes delivered outside the hospital, compared to in hospital alone, is due to a longer duration 

of the intervention. Regardless, it is clear that exercise programmes must continue to be delivered 

long after discharge from hospital, ideally for three to six months.  

Details of the components of the exercise programmes that have demonstrated to be effective at 

improving mobility in randomised controlled trials are summarised in Table 3. Only one of these 

studies was of an exercise programme delivered completely in an in-hospital (rehabilitation) setting 

[33].  This study added progressive resistance training in the form of additional early post-operative, 

high-intensity bilateral quadriceps muscle strengthening to conventional physiotherapy. A significant 

improvement in the Elderly Mobility Scale (p<0.026, Table 3), leg extensor power of the fractured leg 

(mean difference (MD) 11.80, 95%CI 2.93 – 20.67), and functional reach (MD 1.30, 95%CI 0.11 – 

2.49) was reported at 16 weeks, which was 10 weeks after the end of the intervention.



Table 2. Characteristics of trials of structured exercise reporting impact on mobility outcomes included in meta-analysisd  

 

Study Setting Sample 
size 

PEDro Primary outcomeb Characteristics of intervention 

Binder 2004 [35] H&C 90 7 Modified PPT High-intensity progressive resistance 

Hauer 2002 [32] H&C 28 6 Tinetti’s POMA High-intensity progressive resistance 

Latham 2014 [36] H&C 232 6 SPPB Home based exercise 

Mangione 2005 [37] C 41 5 6 minute walk distance Resistance or aerobic exercise 

Mangione 2010 [38] C 26 7 6 minute walk distance Home based resistance  

aMitchell 2001[33] H 80 5 Elderly Mobility Scale High-intensity progressive resistance 

Moseley 2009 [39] H 160 8 PPME High-intensity weight-bearing 

Resnick 2007 [40] H 208 6 Self-efficacy WES Exercise plus or Exercise only c 

Sherrington 1997 [41] C 42 5 Gait velocity Weight-bearing 

Sherrington 2003 [42] H 80 7 PPME Weight-bearing  

Sherrington 2004 [43] C 120 7 6 metre walk time Weight-bearing or non-weight-bearing 

Sylliaas 2011 [44] C 150 8 6 minute walk distance Progressive resistance 

Sylliaas 2012 [31] C 95 8 6 minute walk distance Prolonged resistance 

Tsauo 2005[45] C 54 4 Walking speed Home-based physiotherapy 

  



 

Study Comparator Dose (hour) Supervised Group exercise Balance Progressive resistance Follow-up (weeks)  

Binder 2004 [35] Low-intensity non-progressive 81 Y Y Y Y 24 

Hauer 2002 [32] Placebo motor activity 81 Y Y Y Y 12 

Latham 2014 [36] Attention control 72 Y N Y N 24 

Mangione 2005 [37] Education 12 Y N N Y 12 

Mangione 2010 [38] Attention control 12 Y N N Y 10 

aMitchell 2001 [33] Usual care 6 Y N N N 6 

Moseley 2009 [39] Usual care 112 Y N Y N 16 

Resnick 2007 [40] Usual care 9 Y N N N 8 

Sherrington 1997 [41] Usual care 14 N N Y N 4 

Sherrington 2003 [42] Non weight-bearing 8 Y N Y N 2 

Sherrington 2004 [43] No intervention 60 N N Y N 16 

Sylliaas 2011 [44] No intervention 32 Y Y N Y 12 

Sylliaas 2012 [31] No intervention 53 Y Y N Y 12 

Tsauo 2005[45] Bedside exercise 30 N N N N 12 

C Community only, H Hospital only, H&C Hospital and community, N No, PPT Physical Performance Test, POMA Performance Oriented Mobility Assessment, PPME Physical Performance 
Mobility Examination SPPB Short Physical Performance Battery, WES Walking Exercise Scale Y yes 
a Study data not reported in format suitable for meta-analysis, b Data on any measure of overall mobility in each trial were extracted as the primary outcome of mobility in this study, c Only 2 out 

of 3 comparison groups examined exercise interventions, d Meta-analysis of studies of structured exercise programmes reporting impact on mobility outcomes, as identified by systematic 

review of MEDLINE, EMBASE and CINAHL and CENTRAL database search records from inception to March 2016, methods as per Diong et al.[7] NB. Other negative studies that are not 

included in the meta-analysis exist, see Diong et al.[7]



All other studies that demonstrated a significant improvement in mobility outcomes provided exercise 

programmes after discharge (Table 3). The most effective exercise programme implemented twice-

weekly sessions with a physiotherapist in an outpatient clinic for the first three months, then once 

weekly for a further three months [31, 44]. This was supplemented with exercises once a week at 

home. The exercise programme involved prolonged progressive resistance training, fitness warm-up 

and lower limb strength exercises, compared to a control group of the participant’s usual lifestyle, 

without any restrictions placed on the amount or type of exercise undertaken. This programme 

significantly improved patient’s mobility after three months [44], but the magnitude of the effect was 

even greater after six months [31]. While the strength of effect in this study may partly be due to a 

comparison against patients with no structured exercise programme, two other community-based 

programmes of progressive resistance training in small groups also demonstrated large effects in 

comparison to alternative programmes [32, 35]. Long-term provision of exercise programmes through 

outpatient clinics for whole populations may not be feasible, even in developed countries, as this 

would require an enormous expansion of rehabilitation services with associated costs. Greater 

provision of community exercise options in liaison with health professionals may help to meet this 

gap, as has been recommended for people with neurological impairments [46]. Supervised exercise 

programmes may present access difficulties for people in remote locations so home exercise or tele-

rehabilitation options may be required.  

A home-based exercise programme of simple, functionally oriented tasks with minimal supervision 

had a moderate effect on improving physical function [36]. In this programme, a physical therapist 

taught the exercises and used cognitive and behavioural strategies to enhance attitudes and beliefs 

about the benefits of exercise and to overcome fear of falling during three home visits of one hour 

(Table 3). Monthly telephone calls were also made by the therapists and an additional visit was 

provided if necessary. The participants were provided with a DVD of the programme to watch and a 

DVD player if necessary. Participants performed the exercises independently in their own home three 

times a week for six months, supported by a monthly telephone call from the physical therapist. The 

intervention also included a cognitive-behavioural component in order to improve adherence. A 

secondary analysis of this trial indicates that self-efficacy may partially mediate the effects of this 

intervention on longer-term functional outcomes [47].  



Table 3. Characteristics of interventions in included studies that demonstrated effectiveness of exercise on mobility outcomes 
Study Participants Exercise type Setting 
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Comparison to alternate exercise programme     

Binder 2004 People ≥65 years, 
living in 
community, 
physically frail  

Standard physical therapy, then 
high-intensity programme with 
progressive resistance added after 3 
months. 

Community 
rehabilitation, small 
groups (2-5) led by 
physical therapist, 
indoors. 

0.83 
(0.37, 1.28) 

24 3 45-90 81h Home based, low-
intensity non-
progressive, plus 
monthly group sessions 
& weekly 10 min calls. 

24 3 NR U 

Hauer 2002 Women aged ≥75 
years, recent 
history of injurious 
falls 

High-intensity progressive resistance 
training of functionally relevant 
muscle groups (70%-90% max 
workload), progressive training of 
functions such as walking, stepping 
or balancing, started on discharge. 
Additional physio 2x wk for 25min 

Hospital and 
community. Small 
groups (4-6) led by 
therapeutic recreation 
specialist 
 
Adherence: 93% (SD 
14) 

1.00 
(0.18, 1.82) 

12  3  135 f 

 
81h Group based, placebo 

motor activity eg. 
flexibility exercise, 
calisthenics, ball games, 
and memory tasks.  
Adherence: 97% (SD 6) 
Additional physio 2x wk 
for 25min 

12 3 60 36 

Mitchell 
2001a 

People ≥65, 
mobile ± aid pre-
fracture, AMT 
score ≥6 

Early post-op, high-intensity bilateral 
quadriceps muscle strengthening 
(6x12 reps knee extension) 
progressive from 50% (wk1), 70% 
(wks 4 &4) to 80% (wks 5&6), 
plus conventional physiotherapy. 

Rehabilitation unit, 
supervised 
 
Median no. sessions 
completed (11, range 
10-12) 

18 
(16, 20) 
vs 17 

(15, 20)g 

6 2 0.5 d 6h Conventional 
physiotherapy 
 

U 5 20 U 

Comparison to no structured exercise     
Latham 2014 ≥60 years, 

functional 
limitation, able to 
sit to stand without 
mobility aid, 
discharged from 
rehab ≤ 20 

months of 
baseline 

Home based exercise, repeating 
simple functional tasks, using Thera-
bands for resistance plus standing 
exercises using steps of varying 
height and weighted vests (based on 
INVEST [48] and Sherrington & Lord 
[41]). Included cognitive and 
behavioural strategies addressing 
exercise, fear of falling and goal 
setting. 

Home based exercise 
taught over 3-4 visits 
of approx. 1 hour by 
physical therapist, 
with 4th if necessary 
plus monthly phone 
calls. 

0.48 
(0.19 – 0.76) 

24 3 1 72 Attention control, 
cardiovascular nutrition 
education by registered 
dieticians, frequency of 
contact matched to 
intervention group. 
 

─ ─ ─ ─ 



Study Participants Exercise type Setting 
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Sylliaas 2011 People ≥65 years, 
living at home, 
≥23 on MMSE 

Progressive resistance (3 x 15 reps 
at 70% 1-RM wks 1-3, then 80% with 
reducing reps maintained at ≥8, 
increased 3-weekly), started 3-6 
months after fracture. 10-15 min bike 
or treadmill warm-up, then standing 
knee flexion, lunge, sitting knee 
extension and leg press. Knee 
flexion and lunge with loading if 
tolerated. 
Plus advice to walk 30min per day if 
tolerated. 

2 x weekly in 
outpatient clinic, 
supervised by 
physiotherapist, 1 x 
weekly home based 

0.58  
(0.23, 0.92) 

12 3 45-60 32 3 Usual lifestyle, no 
restrictions on exercise 
activities 
 

─ ─ ─ ─ 

Sylliaas 2012 People ≥65, living 
at home, ≥23 on 
MMSE, completed 
intervention arm of 
Sylliaas 2011 (12 
wk programme) 

Prolonged resistance training (at 
80% 1-RM, increased 3-weekly), 
from 6-9 months post-fracture. 10-15 
min bike or treadmill warm-up then 
standing knee flexion, lunge, sitting 
knee extension and leg press. Knee 
flexion and lunge with loading if 
tolerated. 
Plus advice for 30 min walking daily 
if tolerated. 

1 x weekly in 
outpatient clinic with 
physiotherapist, 1 x 
weekly home based 
(knee flexion and 
lunge) 

1.52  
(1.06, 1.97) 

24c 2 45-60 53 b Usual lifestyle, no 
restrictions on exercise 
activities 
 

─ ─ ─ ─ 

AMT Abbreviated Mental Test, h hour, equiv equivalent between both trial arms, h hours, min minutes, MMSE Mini-Mental State Examination, pw per week, NR not reported, 1-RM one-
repetition maximum, SD standard deviation, SMD standardised mean difference, U unclear, wks weeks 
a Identified in systematic review but does not contribute data to meta-analysis of mobility outcomes, b Determined based on average session time of 52.5 minutes, c 12 weeks plus previous 12 
week programme of Sylliaas 2011, d Estimated, e Weeks, calculated as 1 month = 4 weeks (thus 6 months = 24 weeks), f including breaks, g exercise vs control group for Elderly Mobility Scale at 
16 weeks, median (interquartile range), reported p=0.026.



10.6 Rehabilitation Teams’ Role in Supporting Older People to Adjust to Disability 

Clinicians need to support patients' adjustment to residual disability when providing rehabilitation to 

older people with fragility fractures.  Hip fractures are common and many older people in the 

community hold a fear that a hip fracture will precipitate a move into a residential aged care facility. 

In an Australian time trade off study performed with community-dwelling women who were at risk of 

hip fracture from a randomised controlled trial on the effectiveness of wearing hip protectors, 80% 

said they would rather die rather than suffer a hip fracture requiring relocation into a residential aged 

care facility [49]. The participants of this study commonly believed that they were living on 

“borrowed time” having survived beyond usual life expectancy and recognised the very high value 

they placed on their health as a major contributor to their quality of life. They perceived any threat to 

their ability to live independently in the community as potentially catastrophic.  

When individuals experience changes in their health states, they often alter their internal standards, 

their values and concept of quality of life (QOL) which is sometimes described as a “response shift” 

[50]. After a hip fracture, many people are left walking with an aid, with restrictions in the use of 

public transport, hobbies and roles, so a significant loss of quality of life may occur.  Maximising 

functional recovery is important but providing adequate support for older people to make “response 

shifts” and adjustments and to identify ways to compensate for changes is equally important  eg by 

acknowledging losses in mobility but providing access to alternatives. 

Summary points 

• Following an acute stay on an orthogeriatrics ward and secondary prevention treatments

for osteoporosis, a rehabilitation pathway is generally established which includes: (i)

follow-up medical checks; (ii) chronic care interventions (including disease management

and falls prevention) and (iii) access to community services, including aged care support

services and allied health therapies.

• Recovery time for different function domains varies from less than six months for many

activities of daily living and cognitive function to over a year for walking three metres

without assistance.

• Structured exercise programmes should continue beyond the hospital setting, include

progressive resistance training and be continued for at least 12 weeks.

• Exercise programmes should support patients to build their confidence to undertake

exercise programmes post-discharge.

• Where possible a chronic disease self-management approach should be used with patients

and families to promote self-efficacy and adherence to falls prevention strategies,

osteoporosis treatment and exercise programmes.
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