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Abstract
Hip fractures in the elderly have become a major public health concern as the population ages. Post-
operative rehabilitation is associated with improved outcomes and a greater likelihood of returning to pre-
operative functional capacity. Several studies have been conducted to investigate various post-operative
recovery pathways. However, little is known about which post-operative rehabilitation pathways for hip
fractures are most effective in improving patient outcomes. No clear evidence-based guidelines for a
standard mobilization protocol for patients are currently available. This review aims to investigate post-
operative recovery pathways to help patients suffering from hip fracture return to pre-fracture condition and
to quantify pre-operative and post-operative scores for objective rehabilitation evaluation. Measuring pre-
operative activity and comparing it to post-operative follow-up values can help predict post-operative
rehabilitation functional outcomes.
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Introduction And Background
Hip fragility fractures are a common occurrence in the elderly [1]. Their prevalence is increasing globally as
life expectancy rises, with an incidence rate of 350/100,000 people per year in developed countries [1].
Despite medical advances and increasingly sophisticated therapeutic interventions, hip fractures continue to
have a significant impact on elderly patients (reduced mobility and functionality) [2]. They are associated
with significant social [3] and economic consequences (increased hospitalization costs and nursing home
rates, high mortality and morbidity) [4,5].

Many patients who have had a hip fracture are unable to return to their pre-fracture level of autonomy [5].
Age, presence of comorbidities, lack of autonomy prior to the fracture, and prolonged bed rest (frequent use
of an air pressure mattress, an increase in the number of days spent disoriented, inability to recover, long-
term urinary catheter, and short-term care provision) are all risk factors [6].

Prolonged immobility can decrease functionality and raise the risk of hospital-related problems like falls and
pressure ulcers. In contrast, early movement tends to decrease functional decline and bed rest comorbidities.
According to current literature, following the core concepts of an early mobilization protocol is related to
better patient outcomes, such as a shorter hospital stay and maintenance or improvement of functional
status from admission to discharge [7].

Receiving post-operative rehabilitation is related to better results and a higher likelihood of returning to the
previous functional status. Many studies have investigated various post-operative rehabilitation strategies.
Early post-operative improvement has been demonstrated to occur with quick and thorough care following
hip surgery, and early mobilization improves early recovery. However, little is known about which post-
operative rehabilitation pathways are most useful in improving patient outcomes. There are no clear
evidence-based guidelines for a standard mobilizing procedure for patients with hip fractures. Therefore, the
current study aimed to evaluate the effects of post-operative physical therapy following hip fracture in the
acute phase during the hospital stay and during the outpatient post-operative period.

Patient evaluation tools
The primary goal of post-operative rehabilitation is to help patients return to their pre-fracture condition.
Therefore, quantifying pre-operative and post-operative scores is required to evaluate treatment objectively.
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Measuring pre-operative activity and comparing it with post-operative follow-up values can help predict the
outcomes of post-operative rehabilitation and the effectiveness of therapeutic protocols to improve mobility
and function in patients after hip fracture surgery. Several useful scoring systems are available in the
international literature to score the condition of patients during their hospital stay. In addition, the scores
can be monitored continuously after discharge.

Health-related quality of life (HRQOL) may be measured using several generic questionnaires, such as the
SF-36 and EQ 5-VAS, commonly used in studies to measure health quality [8,9]. After a hip fracture, the
patient's quality of life in terms of physical activity and social and emotional well-being suffers
dramatically. Most patients improved within six months of the fracture but did not return to their pre-
fracture clinical condition [8]. Comorbidities, post-operative discomfort, duration of hospital stay, and
complications were all significantly linked with health status and quality of life. Patients with total or semi-
arthroplasty had better health than those with internal osteosynthesis [8].

Recurrent falls in the elderly are connected with lower limb weakness [10]. The Short Physical Performance
Battery test (SPPB) is one of the most popular tests used to measure lower limb strength. Many studies have
shown that it is a relevant and accurate prognostic tool for evaluating senior mobility, function, and
physical performance [10,11]. It is also beneficial for assessing the risk of falls, impairments, nursing home
admissions, and death. Its validity was demonstrated by its association with various health, mobility, and
functional ability measures. It is safe, simple, and standard, making it suitable for use in clinical practice and
research. Furthermore, because the grading criteria are suited for an aged patient group, they may be applied
safely and reliably in hospitalized senior patients [10]. The SPPB is a combination of metrics that combines
the outcomes of maintaining balance, gait speed, and lower limb strength endurance (chair stand test) [11].
Each sector is evaluated with a maximum of four points, resulting in a total score that runs from 0 (lowest
performance) to 12 (best performance).

The Timed Up and Go (TUG) test provides a score that assesses functional mobility by measuring the time
(in seconds) it takes a person to stand up from a chair, walk three meters on a line painted on the floor and
return to the chair [12]. The test has been utilized in several studies worldwide and helps predict
rehabilitation outcomes by quantifying functional mobility and predicting the risk of falls [13]. Patients who
are not permitted to bear full weight postoperatively or are unable to walk prior to the fracture (walking aids
are permitted but without help) may be excluded. The TUG test is performed the day before hospital
discharge and during follow-up at the outpatient clinics.

The Harris Hip Score (HHS) is the most used instrument for assessing hip disorders. It was created to assess
the outcomes of hip surgery and the associated impairments in adult populations. It is scored on a scale of 0-
100 and assesses four components (pain, functionality, deformity, and movement). The pain section (0-44
points) assesses the intensity of pain, its impact on daily activities, and the requirement for pain relievers.
The functioning portion (0-47 points) is divided into everyday activities (using a ladder, using public
transportation, sitting in a chair, wearing shoes and socks) and gait (limping, use of a walking aid, and gait
distance). The deformity section (deformation = 0 points, absence of deformation = 4 points) investigates hip
flexion, adduction, internal rotation, and extremity length discrepancy. The range of motion section (ROM)
(0-5 points) measures the hip's range of motion by scoring six motions based on the maximal ROM. The
overall score is determined by adding the points from the four areas. A total score of less than 70 is regarded
as bad, 70 to 79 as average, 80 to 89 as good, and above 90 as an excellent result [14]. 

The Charlson Comorbidity Index predicts mortality, mobility, and post-operative complications following a
hip fracture [15,16]. In a research by Cecchi F et al. [17], moderate-to-high comorbidity and communication
problems were found to be common findings that also indicate recovery failure in patients with hip fractures
who receive intense inpatient rehabilitation. At the time of admission, 97% of patients admitted to the ICU
and 64% admitted to the non-ICU had moderate-to-severe comorbidity [17]. Poor outcome was associated
with older age, higher comorbidity, urinary catheter use, imbalance, impaired cognitive and functional
status at admission, and pre-fracture disability. However, only higher comorbidity and impaired
communication on admission predicted failure to recover functionality at discharge [17]. 

The main goal of this review is to investigate previous published medical literature about post-operative
recovery pathways to help patients suffering from hip fracture return to pre-fracture condition and to
quantify pre-operative and post-operative scores for objective rehabilitation evaluation. 

Review
Rehabilitation at the hospital
Early Mobilization

Early mobilization is essential for the best post-operative care of patients with hip fractures. Getting the
patient out of bed and sitting on it, getting out of bed and sitting in a chair, getting up from the chair, and
walking with walking assistance are all examples of early mobility [18-22]. The recommendations of
Australia's and New Zealand's National Institutes of Health and Care (NICE) and Australian and New
Zealand Hip Fracture Registry (ANZHFR) encourage mobilization the day following surgery unless medically
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or surgically contraindicated or if the patient was unable to walk prior to the fracture [21,23]. Early aided
movement (within 48 hours of surgery) hastens functional rehabilitation, is related to faster hospital release
and return home, and results in fewer admissions to high-quality rehabilitation and care units [24].

Partial or full weight-bearing early mobility of patients contributes to early recovery. Partial weight-bearing
is critical for activating osteoblasts and other bone repair cells. Furthermore, surgical immobility may cause
further difficulties. Non-weight bearing on the operated limb when walking, according to biomechanical
rules, shifts the center of gravity away and increases the pressures imposed on the abductor's muscles,
resulting in compressive forces many times the body weight [25]. As a result, mild weight-bearing, or even
toe-touch weight-bearing, is preferable to non-weight bearing.

Many studies anticipate partial weight-bearing on the lower extremities following a time of non-weight
bearing in an effort to generate the ideal mechanical environment at various phases of fracture healing.
Partial weight-bearing entails gradually increasing the weight load on the injured limb over time, which
differs across patients depending on the extent of the damage and the surgeon's discretion [26]. However,
research indicates that the traditional approach of post-operative partial weight-bearing, beginning at 200 N
and progressively progressing to full weight, has significant limitations in clinical practice [27].

The surgeon's decision to take a cautious approach to weight-bearing in relation to the patient's tolerance
influences partial weight-bearing (post-operative pain and fatigue). Furthermore, it is uncertain how much
weight produces the optimum therapeutic benefit and what way of educating patients to comply with the
therapist's recommendations is the most successful. Patients' ability to perform partial weight bearing is
dependent on their ability to understand and reproduce the therapist's orders, who should provide clear and
comprehensive instructions on how much weight to carry to the member (verbal teaching method,
demonstration, hand-under-foot method, use of biofeedback devices) [28-31].

Physiotherapy in the acute post-operative care phase
In the first post-operative weeks, patients lose more than half of their muscular strength in the operated
limb compared to the healthy limb, especially in hip fractures [32-35]. Many studies [24, 36-38] suggest rapid
physical treatment in the acute care phase because it enhances recovery compared to delayed physical
therapy (beginning on the third or fourth day after surgery).

Rapid healing from a hip fracture requires rapid weight bearing on the afflicted limb and muscular
strengthening. The duration and intensity of physiotherapy in older patients with hip fracture is associated
with clinical improvement and distinguishes between quick and gradual rehabilitation [28]. In the acute
phase of the hospital, patients who followed a high-intensity physical therapy program (three daily sessions)
reached a functionality level sufficient for hospital discharge 10 days earlier than the control physiotherapy
group (one daily session), with patients reporting good adherence to the program [37]. However, high-
intensity physiotherapy regimens cannot be administered to every patient in the acute phase following hip
fracture surgery.

Several exercises are highly suggested during the acute care phase following surgery. After surgery, patients
can begin ankle pump exercises (dorsal and plantar flexion of the ankle joint). When the fracture is in the
acute phase, exercise to strengthen the quadriceps and enhance knee strength at the fractured extremity is
possible. Kronborg L et al. [39] investigated the effect of a daily progressive knee strengthening program on
the broken limb. The patient sits with their legs dangling out of bed and uses an ankle cuff to conduct knee
extensions (three sets of 10 repetitions with maximum load). There were no documented harmful effects or
discomfort related to hip fracture, and muscular insufficiency after the fracture decreased from 50% to 32%
on average [39]. Furthermore, other quadriceps workouts (isometric exercises and knee extension from a
supine posture with a cushion under the knee) and gluteal muscle exercises result in greater muscular
strength and limb control (isometric exercises of the gluteus in a supine position and pelvic lift).

Multidisciplinary management
The outcome of rehabilitation programs is dependent on an integrated interdisciplinary approach.
Interdisciplinary teams examine and maximize senior individuals' medical, psychosocial, and physical
capacities, including early release plans. Because most hip fractures occur in the elderly, a multidisciplinary
rehabilitation plan incorporating geriatricians and other experts is critical. To get the best outcomes, this
management should begin as soon as the patient is admitted to the hospital and continue throughout the
patient's recuperation after release. According to the NICE and ANZHFR guidelines, orthogeriatric
examination and pre-operative medical optimization of surgical capability are recommended. It is critical to
identify specific goals for interdisciplinary rehabilitation care as soon as possible. Regaining mobility and
freedom, as well as facilitating return home and long-term success, should all be considered.

In addition, collaboration with post-operative care services, such as mental health, fall prevention, and
osteoporosis management, should be explored [20,22]. Recent prospective research found that
multidisciplinary treatment for older patients with hip fractures improved functional rehabilitation,
decreased subsequent fractures, and lowered hip fracture care costs, lowering the economic and social
burden [40]. In patients with hip fractures, Nordström P et al. [41] discovered that multidisciplinary therapy

2023 Koudouna et al. Cureus 15(4): e37676. DOI 10.7759/cureus.37676 3 of 10

javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)


improves physical function and mobility much more than traditional care. However, it has no effect on the
patient's chances of being discharged and returning home or surviving.

A recent systematic review and meta-analysis of randomized controlled trials [42] assesses the impact of
occupational therapy on patients' activities of daily living and total physical function (physical function,
perception and sense of health, new falls) following hip fracture surgery. Because occupational therapy
appears to enhance general functionality and perceptions of health and emotions, it can be included in
complete rehabilitation programs following hip fracture surgery.

Physiotherapy and rehabilitation after discharge
Many patients with hip fractures restore their gait and balance abilities within the first 6-9 months after
surgery [43]. Most patients are discharged from the hospital during this time and live at home (followed up as
outpatients) or in rehabilitation institutions [43-45]. Following surgery, physiotherapy in the subacute phase
focuses on increasing safe mobility and improving muscular function. Physical activity has been shown to
minimize functional limits and impairment in healthy older adults [26-28]. According to a recent review,
strength training with gradually increasing resistance can successfully enhance physical function in the
elderly (enhancing muscular strength and performance of fundamental functional tasks) (Activities of Daily
Living [ADL]) [29].

Lee SY et al. [46] conducted a meta-analysis to assess the efficacy of progressive resistance training
following hip fracture surgery. Progressive resistance training improved the treated patients' total mobility
more than the control group, especially mobility linked to ADL, balance, and lower limb strength. Knee
flexion/extension, hip flexion/extension, leg press, and hip abduction exercises are used in rehabilitation
regimens [46]. The workout components (intensity, number of repetitions per set, and number of sets) vary
slightly from study to study.

Small groups, unpredictable outcomes, and a variety of follow-up times were identified as limitations in this
study. As a result, large-scale randomized controlled studies are required to quantify exercise program
outcomes and assist consensus building properly. During the bone healing period (6 months to 2 years) at
the fracture site, more emphasis should be placed on increasing the intensity of physiotherapy and other
training, in addition to progressive resistance exercise (balance and endurance exercises, functional
activities).

Supervised home-based treatment
Another critical concern in hip fracture rehabilitation programs is the efficacy of home-based remedial
exercise treatment. Many studies [47-49] have suggested that home exercise is preferable to mainstream
treatment. Several of them show that people with hip fractures can improve their functioning. The most
effective programs are actually extensions of regular rehabilitation, with strict monitoring and frequent
visits from therapists. Adding substantial physical therapy would be problematic, given the expense rise
following acute care. Furthermore, the findings are contentious and require additional exploration through
additional research and clinical application.

After typical recuperation, Latham NK et al. [47] employed programs advising patients to practice exercise
regimens at home several times weekly for six months. Sitting and standing up from a chair and climbing
and descending stairs were among the workouts. Physiotherapists came to the patients' homes and taught
them the necessary rehabilitation exercises, and made monthly phone calls. Participants were also given
DVD copies of these presentations [47].

In terms of functional mobility, the intervention group outperformed the control group significantly (mean
SPPB score, mean Activity Measure for Post-Acute Care (AM-PAC) mobility and mean daily AM-PAC activity
score). Multiple analyses revealed that the differences between the groups remained significant for SPPB and
AM-PAC daily activity but not for mobility. All functional tests showed significant changes between groups
at nine months. A functional home-oriented exercise program resulted in modest improvement in physical
function at six months in patients who had completed normal therapy following a hip fracture [47].

Two meta-analyses reached opposing findings on these programs. According to Kuijlaars IA et al. [48], there
is little evidence to demonstrate the advantage of home exercise treatment following a hip fracture for the
majority of functional outcomes and activities. Wu D et al. [49], on the other hand, observed that home
rehabilitation had a substantial favorable effect on physical function following hip fractures. The later meta-
analysis includes papers from more recent years than the former. However, given that the techniques and
measurements of the results differed, it is unclear which is more accurate.

Long-term exercise programs to prevent falls
One of the primary aims of hip fracture therapy is to restore functional levels to pre-fracture levels while
also preventing falls and future fractures. Despite this, half of patients do not achieve their prior degree of
autonomy and mobility [6]. Routine post-operative care is frequently insufficient to maximize recovery
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efficiency [50] since balance and gait recovery can take up to nine months, and gait speed improvement can
take up to 11 months [51].

There is considerable interest in researching the effects of a remedial exercise program for individuals with
hip fractures returning to the community after a standard healing time. Extensive exercise programs appear
to increase functional capacity [52] and reduce or reverse impairment in individuals with hip fractures
[50,53], whereas other exercise programs performed at home appear to improve physical fitness [52,54].
However, the outcomes of such a long-term program are unknown.

Long-term studies found that reducing rehabilitation services reduced the functional status of patients with
hip fractures [55,56]. Relative immobility at home upon discharge increases muscular weakening and loss of
balance, increasing the risk of subsequent falls and fractures. Binder EF et al. [57] discovered that physical
function, quality of life, and disability improved considerably in the intervention group compared to the
control group in a six-month outpatient rehabilitation experiment comprising gradually increasing
resistance training.

In a systematic assessment of 12 studies evaluating exercise treatments in patients with a hip fracture,
Resnik B et al. [58] found insufficient support for exercise's usefulness in completing ADL. Furthermore,
Handoll HH et al. [59] concluded that there was insufficient data to create a clear approach for improving
mobility following hip fracture surgery. Tinetti ME et al. [60] conducted a study that included patients
following their return home who followed a one-year rehabilitation program with strengthening and
functional exercises and found no meaningful benefits for the prevention of falls.

Finally, a recent study [61] investigated the effect of the Otago Exercise Programme (OEP) on limb function
recovery in elderly patients with hip arthroplasty for a femoral neck fracture. The OEP is a common program
for the prevention of falls in the elderly. The study indicates that the OEP can effectively promote limp
stability and hip function recovery in elderly patients with hip arthroplasty for femoral neck fractures,
improve daily mobility and quality of life, and is suitable for clinical application.

Rehabilitation of patients with vulnerability (frailty/fragility)
Physical exercise programs have improved functional outcomes such as gait speed and SPPB score in older
persons with vulnerability indicators [62]. However, the consequences on quality of life [63] or ADL balance
and functioning [62] are unknown. Exercise therapies have been shown to be useful in decreasing or
avoiding weakness in the elderly living in the community [64]. People who show indicators of weakness tend
to benefit from multi-factor exercise regimens, although the appropriate program content is unknown [65-
67].

Exercise with individual instruction and supervision was more successful in improving physical function in
vulnerable persons than group exercise [63]. Treatment programs must endure at least three months;
programs lasting more than five months outperform those lasting less time [67]. Similar results for patients
with hip fractures show that customized, multifactorial, and gradual therapy improves functional ability
[50,53].

Singh NA et al. [68] studied the impact of a training program that combined high-intensity resistance
exercises and balance exercises with the concurrent targeted multidisciplinary treatment of vulnerability
(with interventions for osteoporosis, diet, vitamin D/calcium levels, depression, cognitive deficits, home
safety, polypharmacy, hip protection, self-efficacy, and social support), mortality, nursing home admissions,
functional independence, and the use of walking tubs.

Compared to the control group, the intervention group's mortality risk was lowered by 81%, admissions to
nursing homes were reduced by 84%, functional independence dropped less, and the usage of walking aids
was much lower at 12 months. Functional independence was connected with improvements in strength,
balance, nutrition, depressive symptoms, vision, cognitive impairments, self-efficacy, and degree of habitual
activity. Reduced admissions to nursing homes were linked to improved eyesight, capacity to conduct daily
activities (ADL), and gait [68].

Rehabilitation of patients with sarcopenia
Sarcopenia is a frequent geriatric illness characterized by a slow decrease of skeletal muscle mass and
muscular function [69], which was initially reported by Rosenberg IH [70]. Sarcopenia is related to adverse
health outcomes (falls, disability, nursing home admission, and mortality). Several studies show an
increasing epidemiological, biological, and clinical link between vulnerability, sarcopenia, osteoporosis, and
falls, but there are no clear diagnostic criteria or treatment strategies in clinical practice [71].

In order to establish a more successful rehabilitation regimen, elderly adults with a history of fractures or
falls should be examined for sarcopenia using an integrated therapeutic approach to the prevention and
treatment of fragility fractures. However, few research studies have been conducted to date on sarcopenia in
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the elderly with a hip fracture in rehabilitation programs.

Recent research by Lim SK et al. [72] found a significant link between sarcopenia and falls in the elderly with
a hip fracture. Furthermore, in a study of elderly patients admitted to rehabilitation centers, Malafarina V et
al. [73] discovered that sarcopenic patients had nearly double the mortality risk compared to non-sarcopenic
patients following hip fractures.

Landi F et al. [74] conducted research on the relationship between sarcopenia and functional results in
senior hip fracture patients admitted to a rehabilitation center. Compared to non-sarcopenic individuals,
patients with sarcopenia (33.9% of the sample) had a substantially greater risk of impaired functioning and a
poorer Barthel score when discharged from the rehabilitation unit and after three months of follow-up.
Because the study found that sarcopenia has a negative impact on functional rehabilitation, it is necessary
to systematically evaluate sarcopenia in elderly people with hip fractures who are participating in
rehabilitation programs and develop personalized treatment protocols to improve functional outcomes.

According to a recent research study [75], physical activity (resistance exercises) and nutritional
supplements (mostly protein) are the primary methods for avoiding and correcting sarcopenia in older
people following hip surgery. Prolonged high-intensity resistance training increases muscle growth in the
elderly, improves muscular strength and functioning, and aids in hip fracture recovery.

Another recent study by Oh MK et al. [76] compared the effectiveness of a combined training program of an
anti-gravity treadmill and conventional rehabilitation after a hip fracture in patients with sarcopenia. They
found that both groups improved after the intervention. However, the benefits (in walking ability, Berg
Balance Scale, Mini-Mental State Examination, EQ-5D questionnaire, Barthel index, and grip strength) were
greater in the intervention group.

Rehabilitation of patients with cognitive deficits
Patients with cognitive impairment had more difficulty recovering from hip fractures [77]. Around 19% of
older persons with hip fractures have dementia, and up to 40% have some type of cognitive impairment that
does not match the conventional dementia criteria (delirium, moderate cognitive impairment) [78].

Rösler A et al. [79] established the Cognitive Geriatric Unit (CGU), a dedicated geriatric ward for patients
with hip fractures and dementia. Compared to traditional geriatric therapy, the CGU provides extra benefits
(hidden exit doors, increased light in corridors and patient rooms, night lights, and ward treatment room to
reduce patient transport). Treatment in a dedicated CGU appears to result in improved mobility in dementia
patients regardless of duration of stay. Body weight-supported treadmill training (BWSTT) was employed by
Bellelli G et al. [80] for the post-operative rehabilitation of an older woman with severe cognitive
impairment who underwent surgery following a hip fracture. They also assisted the patient in maintaining an
upright posture and a regular walking pattern. Walking on the treadmill was done daily, with the patient's
endurance increasing regularly. As functional improvement occurred, the body weight suspension was
lowered, and the length of exercise increased, eventually reaching 40 minutes without weight support till
release. Furthermore, before discharge, the patient was able to rise up from a chair on her own, maintain
balance without assistance, and walk a few meters with assistance. After six months, functional
performance was maintained [80].

According to research, BWSTT may allow for recurrent gait practice and reduce the time it takes to begin
training. It offers symmetrical weight support from the lower extremities and can alleviate discomfort in the
afflicted leg, resulting in increased comfort and confidence in walking abilities. BWSTT may alleviate
anxiety in patients with severe dementia who do not cooperate with the standard treatment due to fear of
falling. Furthermore, it might help individuals with cognitive deficiencies overcome the challenge of
learning new complicated motor methods (usage of walking aids) [81-84]. BWSTT has been utilized in trials
of patients following total hip arthroplasty, hemiparesis after spinal cord injury, Parkinson's disease, and
heart failure, improving gait and balance more than conventional training [81-84]. If these findings can be
replicated in more extensive studies, it could prove to be an interesting technique for rehabilitating patients
with hip fractures and severe dementia.

Although the current findings originate from a small number of research with quality issues, it should be
mentioned that rehabilitation programs for persons with cognitive impairment can be implemented [85,86].
A lack of consensus on the elements to be included in rehabilitation programs, the absence of a unified
approach to actively engaging members of this group in rehabilitation, inconsistency in assessing cognitive
impairment, and the differentiation of cognitive impairment from delirium and depression are all limitations
for more advanced studies [85].

Conclusions
In patients with a hip fracture, post-operative rehabilitation can enhance clinical results and quality of life.
However, there is insufficient evidence to document this possible advantage due to the variety of study
techniques and differences in outcomes between published studies. Both measurement approaches (self-
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reported and performance-based) produced similar and acceptable results in terms of validity, sensitivity to
change, and responsiveness. One of the primary purposes of acute geriatric units is to maintain functional
abilities in the elderly patient. As a result, the advantages of frequently monitoring the functional state of
elderly patients might be considerable. It is critical for orthopedists and physiotherapists to use
rehabilitation procedures for these patients and grasp the advantages and disadvantages of the numerous
potential solutions.
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