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Implications for rehabilitation 

- Hip fracture was perceived as a potential tipping point in the loss of independence, 

contributing to the wider disruption of advancing age and co-existing conditions. 

 

-Participants expressed uncertainty over their ability to recover their previous identity in the 

absence of professional support and/or social capital.  

 

- Healthcare professionals need to educate and empower older adults to take charge of their 

own recovery. 

 

-For successful implementation of the UK standards for acute physiotherapy, there is a need 

to contextualize goal setting to empower patients to define a fresh narrative of self.  

 

ABSTRACT  

Purpose:  

To explore older adult’s perceptions of early rehabilitation and recovery after hip fracture, as a 

complement to the UK standards for acute physiotherapy after hip fracture. 

Methods:  

In-depth semi-structured interviews with 15 adults aged 60 years or more in hospital after hip 

fracture surgery. A thematic analysis approach with interpretation informed by Bury’s Biographical 

Disruption theoretical framework. 

Results: 

Participants voiced the importance of self-determination, professional support, meaningful 

feedback, and social capital after hip fracture. Collaborative working with staff was required for 

meeting the UK standards. Participants voiced anxieties about their hip fracture when considered in 

conjunction with their age and co-existing conditions, anticipating a disruption to their previous 
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physical and social activities. This new, more dependent, life situation was not acceptable to 

participants.  

Conclusions: 

This study suggests hip fracture alone, was not perceived as a biographical disruption by older 

adults although it is presented as a potential tipping point in the loss of independence, contributing 

to the wider disruption of advancing age and co-existing conditions. For successful implementation 

of the UK standards, goal setting should consider patients in the wider context of their advancing 

age and co-existing conditions to empower them to define a fresh narrative of self.  

INTRODUCTION 

Hip fracture is one of the most detrimental events in the lives of older adults, with 30% mortality in 

the first year.[1] Among survivors, 25% of patients do not regain the ability to walk again, and 22% 

transition from independent living to nursing homes.[1] Further, many older adults fear admission 

to institutionalised care [2], and one-third develop new-onset depressive symptoms.[3] 

 

Rehabilitation “assists individuals who experience disability to achieve and maintain optimal 

functioning in interaction with their environment”.[4] Yet the most effective rehabilitation after hip 

fracture remains unclear.[5-12]  In 2018, the UK Chartered Society of Physiotherapy launched 

seven standards for physiotherapy after hip fracture following the results of a national audit which 

indicated marked variation in the delivery of hip fracture rehabilitation among older adults.[13,14] 

The first four standards relate to rehabilitation in the acute hospital setting with a focus on starting 

rehabilitation on the day of or day after surgery, the frequency and duration of rehabilitation in the 

first seven days and in the subsequent weeks until they have achieved their goals.[13,14]  

 

The extent to which the UK Chartered Society of Physiotherapy standards reflect older adult 

perceptions of early rehabilitation and recovery is unknown. Indeed, in the last 10 years, a number 
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of qualitative studies suggested uncertainty related to the most effective rehabilitation approach. 

[15-26] This uncertainty was due in part to a lack of understanding of lay perspectives of factors 

contributing to recovery after hip fracture.[15-26] Themes related to loss of function, adapting to a 

new functional level, increased perceived dependence, as well as engagement with resources (e.g. 

staff, community based physical and social activities) for recovery, and goal setting, and a need for 

self-determination were reported by participants across studies. [15,17-25]  However, the majority 

of these studies focused on lay perspectives in the early post discharge period (< 4months)[15,18-

22,25] or at longer term follow-up (4 months – 8 years post fracture [17,18,20,21,23,24] which may 

not relate to the standards for rehabilitation in the acute hospital setting, detailed above.  

 

These previous studies of older adults’ perceptions of recovery after hip fracture indicate a 

disruption to existing functional abilities, the need to adapt to potential increasing dependence on 

others, and changes in how older adults and the wider society perceive their identity.[15,18,19] 

These findings are in keeping with the theoretical framework of biographical disruption, first 

described by Bury in 1982 [27]. Bury proposed this framework as a means of understanding how 

chronic illness disrupts the structures and routines of an individual’s everyday life and their need to 

reconstruct a fresh narrative of self [27]. More recently, application of this theoretical framework 

has been useful in better understanding the impact and process of adjusting to traumatic events such 

as spinal cord injury,[28] traumatic brain injury,[29] and myocardial infarction[30]. It therefore 

provides a potentially useful lens to understand the experience of hip fracture as a traumatic event in 

older adults’ everyday lives, and how they adjust to the impact in the early stages of recovery and 

rehabilitation following surgery. 

 

Biographical disruption has yet to be applied to hip fracture surgery or recovery.  However, several 

of the above qualitative studies highlighted the detrimental psychological effects of hip fracture 

among older adults. For example, in the study by Langford et al, nearly two thirds of potential 
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participants declined to take part in their qualitative study of rehabilitation after hip fracture 

reporting, “a feeling of being overwhelmed from hospitalization” as the main reason for not taking 

part.[15] Similar feelings were voiced by participants in the qualitative studies of rehabilitation after 

hip fracture by McMillan et al[19] where participants described the acute phase as “going under” 

and Bruun-Olsen et al[18] where participants spoke about early feelings of gloominess and 

hopelessness after hip fracture. Two Swedish studies explored older adults’ perceptions of their 

capacity to recover in the immediate postoperative phase after hip fracture surgery.[16,26] Gesar et 

al found the majority of participants were anxious about the future, anticipating a new life situation 

but with an uncertain level of independence.[26] This was mirrored by a more recent study by 

Asplin et al where participants reported feeling vulnerable and helpless with staff not recognising 

their basic needs in the initial postoperative period.[16] These studies allude to the need for 

individuals to attempt to make sense, and adapt to, the long-standing consequences of hip fracture 

by mobilising psychosocial or material resources e.g. money, equipment.[31] 

 

The physical consequences of hip fracture may lead to changes in perspectives related to anticipated 

new life circumstances as a result of the fracture event and surgery as part of wider changes in the 

individual’s life.  This may be particularly evident in the early postfracture stage where the greatest 

perceived physical disruption is likely to be apparent. This could influence goal setting during 

rehabilitation and therefore directly impact the implementation of the new UK standards for acute 

physiotherapy after hip fracture. The purpose of this study was to explore older adult’s perceptions 

of rehabilitation and recovery after hip fracture in the immediate postoperative phase, as a 

complement to the new UK standards for acute physiotherapy after hip fracture.  

MATERIALS AND METHODS 

This qualitative study was reported in adherence with the Consolidated Criteria for Reporting 

Qualitative Research (COREQ) checklist.[32] This study received institutional ethical approval 

(REC reference: 17/NE/0179). 
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Study design 

Theoretical framework 

We used a qualitative design to organize data on older adults’ perceptions of early rehabilitation and 

recovery after hip fracture into a structured format.  

Participant selection  

We used criterion sampling with surgery after hip fracture as the primary criterion.[33] We included 

adults aged 60 years or more who underwent surgical management of hip fracture to reflect a 

similar patient group to those captured by the national audit. We included those who were mobile 

(with/without assistive device) prefracture as rehabilitation differs for those who were not mobile 

prefracture. Finally, we included those who were English speaking due to feasibility of employing a 

translator to facilitate interviews, and able to provide informed consent (Abbreviated Mental Test 

Score (AMTS) of at least 8/10) as a criterion for ethical approval. Where a participant was eligible 

for inclusion, the physiotherapist responsible for their acute care informed the potential participant 

about the study and obtained signed informed consent.  

Setting 

Data were collected for each participant by JS in a one-to-one semi-structured interview in a private 

consultation room on a hospital ward. All participants underwent surgery for hip fracture within 10 

days prior to data collection and were current inpatients in an inner London acute hospital ward 

setting at the time of interview.  

Data collection 

Data to describe the sample, including age, sex, prefracture residence, prefracture New Mobility 

Score, American Society of Anesthesiologists (ASA) Grade, fracture type, surgical procedure, time 

since surgery, and length of stay were retrieved from participant charts. The New Mobility Score is 

a composite score of an individuals’ prefracture ability to perform: indoor walking, outdoor walking 
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and shopping, resulting in a total score from 0 to 9, with 9 indicating a high prefracture functional 

level.[34] The ASA Grade is a subjective report of overall health.[35] Participants were asked three 

open ended questions (starting rehabilitation, rehabilitation activities, benefits and challenges of 

rehabilitation for recovery) and predefined prompts during a semi-structured interview (table 1). JS 

used predefined neutral prompts such as ‘tell me more’, ‘what did you think of that?’ or ‘how did 

that make you feel?’ to encourage participants to openly convey their viewpoints. Interviews were 

audio recorded and transcribed verbatim.  

[insert table 1 here] 

Data analysis  

Data were analyzed on completion of 10 interviews, and then a further 5 interviews (n = 15), after 

which data saturation was perceived to be reached with no new relevant themes from the qualitative 

data being generated. We used a thematic analysis approach to analyze and organize themes 

grounded in the qualitative data.[36] The transcripts were first read several times by two researchers 

(JS, KS) to enable familiarization with the data. Data were analyzed by one researcher (KS) using a 

constant comparative approach, in which similarities and differences in perspectives among 

participants were made, looking for patterns and exceptions in emerging themes within the data.[37] 

The analysis was informed both deductively by information drawn from the study aim and 

inductively as new themes emerged from the data. Two authors completed double coding on three 

transcripts (DW) which were then discussed and compared for consistency of coding. Following 

this, three authors (KS, DW, ES) discussed the final themes and codes and how they relate to the 

four UK physiotherapy standards for acute rehabilitation after hip fracture while drawing on Bury’s 

biographical disruption theoretical framework to aid interpretation. [27] All analysis was completed 

using NVivo (Version 11).  
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Research team and reflexivity 

Personal characteristics 

JS is a medical student. CP is a clinical specialist orthopaedic trauma physiotherapist. DW is a 

qualitative sociologist. ES is a physiotherapist and social scientist working in applied health and 

implementation science research, with expertise in qualitative research methods. KS is a 

physiotherapist and health services researcher with expertise in hip fracture health services research.  

Relationship with participants 

CP recruited participants for the study and was directly involved in the management of patient care. 

JS, DW, ES and KS were not involved in patient care nor employed at the care setting. JS 

conducted the semi-structured interviews with the participants. ES and KS designed the topic guide, 

trained JS in semi-structured interview techniques, and provided feedback to JS on transcripts from 

early interviews. DW and KS completed the analysis of the data with guidance from ES.  

CP, ES, and KS are physiotherapists with an interest in hip fracture rehabilitation research. At the 

time of interviews and analysis, our preconceptions were shaped by the importance and availability 

of social capital in terms of access to informal social support from family and friends shaping their 

potential to achieve their goals during rehabilitation following hip fracture surgery (ES),[7] the 

benefits of functional training (CP),[38] and proposed need for a stratified approach to rehabilitation 

to accommodate the heterogeneous nature of the underlying population (KS).[39] These 

preconceptions were withheld from JS who performed the data collection. During analysis DW, KS, 

and ES critically discussed the interpretation of interviewee statements with reference to 

preconceptions until a consensus on interpretation was reached.  
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RESULTS 

Participant characteristics 

Fifteen participants were interviewed during their hospital stay following hip fracture surgery with 

an average of 8.2 days [standard deviation (SD):3.8] after surgery. The duration of interviews 

ranged from 20minutes to 57minutes [mean (SD): 37minutes (10minutes)]. The characteristics of 

participants taking part in this interview study are presented in table 2.  

[insert table 2 here] 

Themes  

We identified five themes related to the study aim: importance of self-determination, reliance on 

professional support, importance of meaningful feedback, anxiety about the future, and reliance on 

social capital (Figure 1).  

[insert Figure 1 here] 

Importance of self-determination 

The first two UK Chartered Society of Physiotherapy standards for acute physiotherapy 

rehabilitation after hip fracture relate to physiotherapy assessment and mobilisation on the day of or 

the day following surgery. Most participants (n=9) spoke about the importance of a positive outlook 

in dealing with the initial challenge of beginning rehabilitation early on after their surgery.  

Once you move your legs, then it takes you an indefinite period to get your muscles back, so 

the quicker you get out of bed, the better. [P10,86-year-old man living at home with family] 

I thought I was going to be very well looked after and recover very quickly, because I could 

walk. [P1, 81-year-old man living at home with partner] 

For a perceived successful start to rehabilitation, 11 participants spoke of the importance of a self-

determination for their early recovery. Self-determination required a positive sense of control over 

their rehabilitation through maintaining autonomy for certain components such as feeling competent 
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to control their recovery and progress, and working collaborative with healthcare professionals to 

ensure that their progress was in keeping with their expectations for their stage of recovery:  

It’s the only way of getting through that barrier, is pushing. Physios can’t help you doing 

that, you’ve got to do that yourself. [P15,84-year-old woman living at home alone] 

I was ready, because I knew in the state I was in that I couldn’t live as I am. I’ve got to 

move. I’ve got to do everything they tell me to do. [P13, 82-year-old woman living at home 

with partner] 

Several participants reported that a sense of control over their rehabilitation improved feelings of 

well-being as this was perceived as an early indicator of their potential to regain independence and 

reduce future dependence on others.  

I don’t want to depend on other people really. It’s just me. [P5, 82-year-old woman living at 

home alone] 

I was pleased that I did it because when I’m on my own I’ve got to do it. [P15, 84-year-old 

woman living at home alone] 

Accounts of self-determination presents hip fracture surgery, recovery and rehabilitation as a 

temporary disruption to normal life, something that a number of participants perceived they could 

overcome through active engagement with rehabilitation.  

Reliance on professional support 

Over two-thirds of participants voiced strong reliance on professionals and their support to 

determine and improve their abilities and expectations for recovery, set rehabilitation parameters, 

determine how often they felt they should be mobilizing and exercising after their surgery, and in 

terms of motivation to continue with their rehabilitation.  

At the moment they wouldn’t let me do anything on my own, they know if you’re not ready 

for it. [P10,86-year-old man living at home with family] 

I did as much as they realised I could do on the day…. I done as much as I was told to do. 

[P13, 82-year-old woman living at home with partner] 
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I wanted somebody to give me directions, and what to do for the exercise. I can’t just do an 

exercise by myself. [P7, 78-year-old man living at home alone] 

This reliance on professional advice and viewpoints regarding their perceived abilities for 

rehabilitation and recovery was not restricted to allied health professionals but extended to other 

professionals’ perspectives such as nurses and care aides on their potential improvements in 

mobility and activities of daily living outside of formal rehabilitation sessions. 

Once during the night, I had to go to the toilet. They said ‘walk’. During the night! [P1, 81-

year-old man living at home with partner] 

I wouldn’t consider doing anything without asking first. I mean it’s like breaking their rules. 

[P2, 71-year-old man living at home alone] 

The third and fourth UK standards for acute physiotherapy after hip fracture specify a minimum of 

two hours of physiotherapy in the first seven days (standard 3) and subsequent weeks until patient 

goals have been achieved (standard 4). In the current study, participants reported a desire for more 

rehabilitation to support their recovery, however, most (n=9) felt that they had difficulty accessing 

staff for this support.  

Well I could do with more to be honest … more physio [P14, 72-year-old woman living at 

home alone] 

Professional expertise and direction were not always viewed as an integral part of rehabilitation and 

recovery for all older adults.  

He [physiotherapist] said we want to get rid of that Zimmer frame now and give 

you crutches. Id only been a day on the Zimmer frame ... And then he took it! And then that 

night I was saying to the nurse I want that back. I just knew that I was too early for crutches 

and I took my own advantage and I said bring it [Zimmer frame] back please. Bring it back 

or I can’t move around, and she brought it back. [P2,71-year-old man living at home alone] 

At the point of initiating rehabilitation, five participants reported negative experiences of starting 

rehabilitation after their operation.  
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I was a bit cross …, it was the next morning ……… I said shouldn’t have done it so quickly 

…… I was terrified. I was so scared. I just got up and they helped me up and then I had to 

try walk and they left me alone and I thought aargh …. My brain stopped thinking it was just 

horrible. [P2,71-year-old man living at home alone] 

I thought it was too soon….in myself I thought you can’t do it. [P5,82-year-old woman 

living at home alone] 

Many participants perceived they would recover the same sense of self they held before their 

fracture. There was an acknowledgement of a need for support from professionals with experience 

of rehabilitation and recovery after fracture to overcome the disruption presented by the trauma. 

Participants were concerned when the support did not meet their perceived expectation of a quantity 

required to recover.  

Importance of meaningful feedback 

The most frequently participant reported factor (n=7) deemed beneficial for recovery was regular 

feedback on progress during rehabilitation. Such participants largely indicated that feedback was 

predominantly from staff members but also came from other patients, informal carers, and from 

themselves.  

I felt great, I thought, I can do it! I felt wonderful, I thought oh my god, I know I have pain, 

but I can do it. And then everyone was cheering me on in the ward. So that made me feel 

better, and I thought I had some support from the other patients. [P14, 72-year-old woman 

living at home alone] 

Participants indicated feedback received from staff, patients, and informal carers needed to tie in 

with their own beliefs about how their recovery was progressing and what was perceived to be 

beneficial for their recovery. For example, one female participant voiced: 

I’ve tried and I know I’m not doing too badly if they [physiotherapists] are telling me the 

truth. And I think what is helping me is ego boosting me. [P15, 84-year-old woman living at 

home alone] 
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Where there was a mismatch between older adults’ perceptions and staff perceptions of their 

progress with rehabilitation and recovery, the benefits of feedback were lost. In particular, no 

benefit was obtained when staff provided generic feedback that was not specific to a given older 

adult. 

I think a lot of people think that if you’re old then you’ve lost your understanding. [P13, 82-

year-old woman living at home with partner] 

He [physiotherapist] just presumes that I’m going to do what he says, that all it is 

presumption, he lives in presumption, he truly does which for an instructor he really 

shouldn’t do. [P2, 71-year-old man living at home alone] 

In their journey to recovery, participants required encouragement in the form of meaningful 

feedback from multiple sources. It was essential this feedback matched the participants expectation 

both in terms of their recovery progress and perceived potential for recovery. Where there was a 

mismatch, for example, an underestimation of their own perception of their recovery progress, it 

was to the detriment of the participants ability to perceive their return to the same sense of self they 

had before their fracture.  

Anxiety about the future 

The fourth UK Chartered Society of Physiotherapy standard for acute physiotherapy rehabilitation 

states ‘All patients receive at least two hours of rehabilitation in subsequent weeks [subsequent to 

the first post-surgical week] post-surgery until they have achieved their goals’. Participants in the 

current study reported an anticipated period of recovery from 4-5 days [P12], to a few weeks [P6, 

P7, P8, P9], a month [P14], or a couple of months [P13, P15]. Perceived anticipated duration of 

recovery differentially shaped participant goal setting -a key component of this fourth standard. 

Participants who anticipated a short period of recovery projected their goals to the near future with 

the most frequently reported goal to return home (n = 5) and to return to previous activities (n = 3) – 

relying on professional opinion about their readiness to achieve these goals.  
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Getting back out there, living back out there in the wild. [P9, 79-year-old man living at 

home alone] 

If I feel I’m comfortable enough to walk on my own, then I’ll go as soon as they let me go. 

[P8, 91-year-old man living at home alone] 

The goal of discharge from hospital to home may reflect patients’ unwillingness to set longer-terms 

goals in the face of uncertainty over their perceived potential for recovery. Indeed, most participants 

reported anxiety about their ability to cope at home, their potential for recovery, and uncertainty 

over their future level of dependence. For these participants, consideration of their hip fracture in 

conjunction with advancing age and co-existing conditions led to anxieties about their potential for 

rehabilitation and recovery. For these participants, the potential for successful recovery was often 

linked to optimal management of their co-existing health conditions.  

They keep telling me that, the more I do, the better I’m gonna be at it. But I think at the age I 

am it’s not gonna be that easy you know? I’m hoping I’m wrong. [P5, 82-year-old woman 

living at home alone] 

My health was getting my body back into order, and then I could start thinking about my 

feet and legs. [P2, 71-year-old man living at home alone] 

Without appropriate management of co-existing conditions, participants reported anxiety about 

longer term disruption to their previous physical and social activities, reduced life expectancy, and 

fears of death. For several participants there was a lack of acceptance of the potential for a new, 

more dependent, life situation.  

There are times where you’re so low that, well, I had doubts, I could not see that I would get 

my life back again. [P11, 89-year-old man living at home alone] 

However, a number of participants were willing to acknowledge a change in their potential for 

physical and social activities if a degree of independence was preserved and death could be avoided. 

I don’t mind if I can’t do a lot more than I did before…. If it doesn’t get any worse. I know I 

can’t be around forever, I’d like to, but. [P5, 82-year-old woman living at home alone] 
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I don’t want to die; I want to keep going for as long as I can [P13, 82-year-old woman 

living at home with partner] 

Participants set short-term goals which reflected their hip fracture as a temporary disruption to their 

previous understanding of their identity. When considering the longer term, there was an 

acknowledgement from participants of the potential challenges in overcoming their fracture when 

considered in the wider context of their age and health. Participants accepted the potential need to 

construct a new narrative of self in this context only if a degree of independence was maintained. 

Reliance on social capital 

Where available, the ability to access social capital in terms of informal social support from family 

and friends mitigated anxiety among several participants about the future. These participants 

indicated they would continue with the physical and social activities they had in place before their 

fracture, albeit at a reduced level of engagement. They were willing to accept the need for social 

support to continue these activities.  

It’s quite good down there [local social club], I eat down there 3 days a week…we have 

bingo on Monday, Thursday and Friday. I’ve got one stick at the moment but they 

[physiotherapists] said I’d probably have to have two. It’s one of those things you do and 

get used to doing, and at the end you do it automatically. [P8, 91-year-old man living at 

home alone] 

I’ve got neighbours, people that go shopping …. I gave her my card and everything, she 

drew my pension and paid my rent … So they are going to help a lot they reckon, they said 

they can do a lot. [P12, 78-year-old man living at home alone] 

However, for several participants, the preservation of some level of independence was important to 

avoid too heavy a perceived future reliance on friends and family members for support with daily 

activities.   

I was worried my health was going to get worse and worse, and I didn’t want that because I 
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didn’t want to put anyone out. [P5, 82-year-old woman living at home alone] 

For some older adults who lived alone, the impact of their hip fracture was perceived as a greater 

disruption to their ability to conduct the activities they had in place before their fracture. Such 

participants reported an anticipated reduction in their capacity to engage in functional and social 

activities following their hip fracture. There was also an acknowledgement of the need for social 

support to generate a new way of living and reports of concern related to coping on their own with a 

level of dependence in the absence of available social support through informal networks.    

Nobody’s living with me, all the help I’ve been having in the hospital will stop….I won’t be 

able to move about by myself with the walker without someone bringing me the walker…and 

to get to bed I need somebody to help me in lifting my left leg up to the bed, and there’s 

nobody living with me…. and like, when I want to use the toilet, yet I cannot go to now, I 

won’t be able to stand up to walk to get to the bottles to use for my urine. [P7, 78-year-old 

man living at home alone] 

‘I want to be able to go to the church, and do my shopping. But right now I cannot do that. 

I’m not ready to give my credit card and my debit card to the carers to do my shopping for 

me.’ [P7, 78-year-old man living at home alone] 

Participants identified social capital as pivotal for their rehabilitation, recovery, and where needed, 

in defining a new sense of self for the future. There was an acceptance of a heavier reliance on 

others only when a degree of independence was considered possible for their future. Where there 

was uncertainty over accessing social capital, participants struggled to construct a narrative for their 

future identity, and were more anxious about their ability to cope.  

DISCUSSION 

The purpose of this study was to explore older adult’s perspectives of recovery and rehabilitation 

after hip fracture in the immediate postoperative phase, as a complement to the UK standards for 

acute physiotherapy after hip fracture. Hip fracture was perceived as a potential tipping point in the 
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loss of independence, contributing to the wider disruption of advancing age and co-existing 

conditions. Participants expressed uncertainty over their ability to recovery their previous identify 

in the absence of professional support and/or social capital. This study suggests, for successful 

implementation of the UK standards for acute physiotherapy, there is a need to contextualize goal 

setting to empower patients to define a fresh narrative of self.  

The extent to which hip fracture was perceived as a disruption among older adults in the current 

study was influenced by their perceptions of the expected duration of the recovery period following 

their hip fracture surgery. Most participants adopted an overall positive outlook in the context of an 

anticipated short recovery period (days to weeks). Some voiced concern over their ability to return 

to their previous daily activities in the short term in the absence of social support.  

Our results corroborate those of Gesar et al’s whereby older adults perceived anxiety and 

uncertainty about their future recovery after hip fracture only when considered in conjunction with 

factors such as advancing age, co-existing conditions, and absence of social support.[26] Other 

studies have highlighted how a healthcare event reinforces an existing identity and sense of self as 

opposed to disrupting it [40]or, in the case of elderly stroke survivors, that their experience of stroke 

is viewed within the context of ageing, as opposed to a disrupting event [41]. Like Pound et al, 

concerns over longer term disruption to participants’ ability to return home and to their previous 

daily activities were only voiced when considered in the context of their age and co-existing 

conditions; hip fracture alone was not sufficient to disrupt the individual’s everyday life and present 

a need to reconstruct a fresh narrative of self in the studied population [41]. Hip fracture was, 

however, considered a tipping factor leading to increased dependence among older adults with co-

existing conditions. This led to a need for a revised understanding of how older adults and the wider 

society perceive their identity.   

Existing uses of biographical disruption as an explanatory tool, some noted above, highlight 

nuances of how patient perceptions and experiences plays out in different illness contexts. For hip 
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fracture, there is a need to contextualize goals for rehabilitation to facilitate a greater awareness of 

the potential challenges for recovery for the patient, their carers, and healthcare professionals. Early 

identification of concerns among older adults following hip fracture surgery regarding their 

perceived recovery in light of access to available appropriate social support, advancing age, and 

other co-existing health conditions could enable a more tailored approach, greater empowerment of 

the patient in their recovery process as they move towards a revised understanding of their identity, 

and improved adherence to longer-term rehabilitation.  

This study was developed to complement the UK standards for acute physiotherapy after hip 

fracture with older adults’ perspectives of recovery in the immediate postoperative phase.[13,14]   

Standards related to rehabilitation in the hospital setting focus on starting rehabilitation on the day 

of or day after surgery and adequate frequency and duration of rehabilitation until goals have been 

achieved. [13,14]  Our findings indicate these standards align to some extent with older adult’s 

goals and perceptions of early rehabilitation after hip fracture surgery required to meet these goals. 

Indeed, most participants indicated a desire to return home early and to return to previous daily 

activities. Initiating rehabilitation early (on the day of- or day after- surgery) was welcomed by most 

participants as a first step towards achieving their goals with many indicating a need for greater 

engagement of staff for rehabilitation during their hospital stay. Our results also suggest a need for 

contextualizing these standards to ensure older adults consider the implications of their fracture for 

their identity moving forward when setting goals with healthcare professionals. 

Our study findings support those reported by Gesar et al whereby participants acknowledged the 

importance of self-determinations to achieve their recovery goals but were reliant on professionals 

to dictate rehabilitation progress as well as providing reassurance and motivation.[26] This strong 

reliance on healthcare professionals has been cited as a barrier to engagement in healthcare decision 

making for older adults in different contexts.[42] Increased staffing to enable the participant’s 

reported need for further access to rehabilitation to optimize recovery may warrant further study. 
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However, this model of additional professional support is not sustainable in the longer term – 

particularly as patients transition from the acute to the community setting.[43] This was 

acknowledged indirectly by participants in the current study who indicated confidence in their 

ability to achieve their goals at home only in the presence of informal social support.  

Jensen et al., conducted a qualitative study of lay and healthcare professional perspectives in three 

Danish hospitals to determine whether patients felt empowered and able to perform self-care on 

discharge from hospital.[43]  They found that no patients were able to recall any information 

provided on self-care during their hospital stay. Patients reported a desire to take charge of their 

lives however, they voiced concerns over their level of preparedness to do so and the future 

implications of their lack of preparedness. This finding is supported by earlier research where 

participants reported education and encouragement as essential for recovery after hip fracture.[16] 

Therefore, a strong reliance on healthcare professionals noted in the current study may reflect a lack 

of education and efforts to empower older adults to take charge of their recovery. Such strategies to 

empower patients after hip fracture have demonstrated promise for earlier discharge from acute care 

and return to previous activities in Sweden and should be considered for the UK context.[44] 

To assess the quality of this research we considered the credibility (truthful interpretation of 

participants’ views), transferability (to other contexts with other participants), dependability 

(stability of findings over time) and confirmability (findings could be confirmed by other 

researchers accessing the data) as key components of trustworthiness.[45] To enable credibility, we 

provided quotes directly from participants to demonstrate representativeness of the original data and 

participant views. Further, we completed investigator triangulation for coding of a sample of 

transcripts. For transferability, we provide age, sex and living arrangement alongside each quote to 

provide context to the reader. We acknowledge the potential for selection bias as all participants 

were previously community dwelling without cognitive impairment. This limits the transferability 

of the findings to those admitted from nursing homes or with cognitive impairment. We describe the 
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methods in adherence with the Consolidated Criteria for Reporting Qualitative Research (COREQ) 

checklist to improve dependability and confirmability of the research.[32] We disclose the research 

teams preconceptions at the start of this research. The interviewer was not aware of these 

preconceptions and independent of each participant’s clinical care in an attempted to minimize the 

potential impact on our analysis and results. Further, participants were informed their interviews 

would not be shared with any of the clinical team. However, as interviews were conducted in the 

hospital setting there is the possibility that participants spoke more favorably about their experience 

in hospital in case their thoughts were fed back to the clinical team. This may have led to an 

overestimation of the beneficial role of hospital staff in the immediate recovery phase after hip 

fracture.  

This study suggests hip fracture alone, was not perceived as a biographical disruption by older 

adults although it is presented as a potential tipping point in the loss of independence. In line with 

Pound et al. it contributed to the wider disruption of advancing age and co-existing conditions. The 

UK standards for acute physiotherapy after hip fracture align to a certain extent with older adult’s 

goals and perceptions of early rehabilitation for their recovery in acute care. However, for 

successful implementation of these standards, healthcare professionals need to educate and 

empower older adults to take charge of their own recovery. Further, we propose a need for goal 

setting after hip fracture to consider each patient in the wider context of their advancing age and co-

existing conditions to facilitate a more tailored approach to rehabilitation. This tailored approach 

would also empower patients to take early ownership of their recovery in the acute hospital setting.  
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TABLES 

Table 1: Questions and predefined prompts used during data collection  

Question 1: What was your experience of starting rehabilitation in hospital after your hip fracture 

surgery? 

Predefined prompts: when; how often; support; convenience  

Question 2: What was your experience of what you did during your rehabilitation?  

Predefined prompts: what did you do; how easy or difficult was rehabilitation 

Question 3: What do you feel were the benefits and challenges for your recovery in hospital? 

Predefined prompts: related to you; related to your fracture; related to the care at the hospital; when 

you leave hospital. 

  



25 

Table 2: Description of study participants  

 n (%) 

Sex  

Women 7 (46.7) 

Men 8 (53.3) 

Age (years)  

65-74 3 (20.0) 

75-84 7 (46.7) 

85+ 5 (33.3) 

Prefracture residence  

Community dwelling (own home) 15 (100) 

Living alone 11 (73.3) 

Prefracture New Mobility Score (0-9)  

≤ 6 5 (33.3) 

> 6 10 (66.7) 

ASA* grade (1-5)  

2 3 (20.0) 

3 12 (80.0) 

Fracture type  

Intracapsular 6 (40.0) 

Extracapsular 9 (60.0) 

Procedure type  

Intra medullary nail 1 (6.7) 

Dynamic hip screw 8 (53.3) 

Hemiarthroplasty 6 (40.0) 

 mean (standard deviation) 

Time since surgery (days) 8.2 (3.8) 

Length of stay (days) 13.9 (7.7) 

*ASA = American Society of Anesthesiologists, 2 = a patient with mild systemic disease; 3 = a 

patient with severe systemic disease that is a constant threat to life.  
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FIGURE CAPTION 

Figure 1: Older adults’ perspectives of recovery and rehabilitation after hip fracture in the 

immediate postoperative phase. Grey nodes reflect themes identified from our analyses and 

how these may relate to the UK standards for acute physiotherapy led by the 

physiotherapist, and standards led by the physiotherapist and patient. Biographical 

disruption relates to the theme - anxiety about the future, occurring at the interface 

between hip fracture and age, and/or coexisting conditions.  

 

 

 


