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Rationale: Excess mortality and residual disability are common after hip fracture.
Hypothesis: Twelve months of high-intensity weight-lifting exercise and targeted multidisciplinary
interventions will result in lower mortality, nursing home admissions, and disability compared with
usual care after hip fracture.
Design: Randomized, controlled, parallel-group superiority study.
Setting: Outpatient clinic
Participants: Patients (n ¼ 124) admitted to public hospital for surgical repair of hip fracture between
2003 and 2007.
Intervention: Twelve months of geriatrician-supervised high-intensity weight-lifting exercise and tar-
geted treatment of balance, osteoporosis, nutrition, vitamin D/calcium, depression, cognition, vision,
home safety, polypharmacy, hip protectors, self-efficacy, and social support.
Outcomes: Functional independence: mortality, nursing home admissions, basic and instrumental
activities of daily living (ADLs/IADLs), and assistive device utilization.
Results: Risk of death was reduced by 81% (age-adjusted OR [95% CI] ¼ 0.19 [0.04e0.91]; P < .04) in the
HIPFIT group (n ¼ 4) compared with usual care controls (n ¼ 8). Nursing home admissions were reduced
by 84% (age-adjusted OR [95% CI] ¼ 0.16 [0.04e0.64]; P < .01) in the experimental group (n ¼ 5)
compared with controls (n ¼ 12). Basic ADLs declined less (P < .0001) and assistive device use was
significantly lower at 12 months (P ¼ .02) in the intervention group compared with controls. The targeted
improvements in upper body strength, nutrition, depressive symptoms, vision, balance, cognition, self-
efficacy, and habitual activity level were all related to ADL improvements (P < .0001e.02), and
improvements in basic ADLs, vision, and walking endurance were associated with reduced nursing home
use (P < .0001e.05).
Conclusion: The HIPFIT intervention reduced mortality, nursing home admissions, and ADL dependency
compared with usual care. Australian New Zealand Clinical Trials Registry (ACTN12605000164695).
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Approximately 1.6 million hip fractures occur worldwide
1

Participants and Recruitment Method
annually and are predicted to reach up to 6.3 million by 2050,
with increases geographically distinct.2e4 One-year mortality
after hip fracture is significantly elevated, and this excess risk
persists for at least 10 years.5 The risk of institutionalization after
hip fracture is 5 times greater than for age- and sex-matched
individuals.6 We have reported that 80% of recurrent fallers
preferred death to nursing home residence subsequent to hip
fracture,7 emphasizing the substantial personal and societal cost
of this outcome.

We,8 and others9,10 have identified a large burden of poten-
tially treatable risk factors for mortality, frailty, and recurrent
injurious falls in this cohort. However, current clinical treatment
pathways still focus primarily on repair and rehabilitation of the
fracture itself rather than the underlying frailty.11 Few physical
therapists prescribe robust resistance training to improve muscle
strength,12 despite its recognized role in osteoporotic fracture
and frailty. Poor outcomes may theoretically be improved via
inclusion of robust strategies designed to target modifiable
predictors of frailty; however, as recent systematic reviews
document,13e15 most clinical trials have been uni-modal and/or
short term, there is no consensus on optimal long-term treat-
ment. No interventions have yet been reported to reduce long-
term nursing home admissions. This recognized controversy
both forms the rationale and supports the clinical equipoise of
this trial.13

Therefore, we designed the Hip Fracture Intervention Trial
(HIPFIT) to test a novel, evidence-based treatment strategy to
improve long-term outcomes after hip fracture by targeting
sarcopenia with 12 months of high-intensity progressive resis-
tance training. Concomitantly, we diagnosed and treated the
major previously identified and potentially modifiable7,16e30

predictors of frailty, mortality, and nursing home admission in
this cohort. We hypothesized that patients randomized to the
HIPFIT intervention would have improved functional outcomes
over 12 months, defined as reduced mortality, nursing home
use, need for assistive devices/persons, and impairment in
activities of daily living (ADLs) compared with usual-care
controls. Furthermore, we hypothesized that greater improve-
ments in the targeted deficits (strength, balance, sarcopenia,
depression, self-efficacy, nutritional status, vision, cognition,
social support) would occur, and would explain significant
portions of the variance in nursing home use and disability over
12 months.
Methods

Trial Design

This was a randomized, parallel-group superiority trial with an
intention-to-treat analytic strategy, irrespective of dropout
or discontinuation of intervention.31 There were no missing data
for primary outcomes of mortality and nursing home admissions,
and missing data for other primary outcomes were handled via
imputation as recommended.32 We conducted blinded assessment
of 2 disability outcomes: the Functional Independence Measure
(FIM)33 and the Assessment of Living Skills and Resources
(ALSAR)34 and unblinded assessment of other outcomes. Written
informed consent was obtained from each participant. Ethics
approval was granted by the University of Sydney Human
Research Ethics Committee and Sydney South West Area Health
Service Ethics Review Committee in 2002. This trial was registered
with the Australian New Zealand Clinical Trials Registry
(ACTN12605000164695).
Participants were recruited from all patients admitted to a 700-
bed public teaching hospital affiliated with the University of
Sydney, Australia, as well as surrounding geriatric and rehabilita-
tion hospitals, for surgical repair of minimal-trauma hip fracture.

Broad inclusionary criteria included age older than 55 years, and
sufficient cognitive ability and English-language skills sufficient to
understand the informed consent process. Exclusionary criteria
included only terminal illness, pathological fracture, no surgical
repair, or geographical distance precluding participation.

Interventions

The experimental participants were prescribed high-intensity
progressive resistance training (80% of peak upper and lower
body muscle strength) supervised by research staff in the outpa-
tient clinic of the aged care hospital 2 days per week for 12 months
as the core treatment. Weight lifting began after standard physio-
therapy ceased, approximately 6 to 8 weeks after fracture. Other
intervention arms began as soon as assessed in hospital or at home
(see Table 1). All interventions were coordinated by the research
staff via weekly interdisciplinary team meetings.

All experimental participants received a monthly phone call and
a monthly residential visit by their trainer. Thus, total experimental
contacts prescribed in addition to usual care averaged 80 super-
vised exercise training sessions, 10 home visits, and 10 phone calls
over 12 months.

Control Group Usual Care Treatment

All participants underwent standard care as offered for hip
fracture in the area health service, including orthogeriatric care,
rehabilitation service, other medical and allied health consultation
as required, and physiotherapy.

Primary Outcomes

Date and cause of death (if relevant), nursing home residence
at time of acute and rehabilitation hospital discharge, 4 months,
and 12 months were extracted from medical records and/or
family interviews, with no missing data. Participants who
resided in a nursing home at any 1 or more of these 4 assess-
ment time points were classified as having used a nursing home
during the year.

The Katz index of ADLs35 was used to reflect prefracture basic
ADL function, and Part C (ADL) of the National Health and Nutrition
Examination Survey (NHANES) I Epidemiologic Follow-Up Study,
198636 reflected prefracture ADL/instrumental ADL (IADL) function.
The FIM33 and ALSAR34 (reflecting postfracture ADL and IADL
function, respectively) were administered by certified occupational
therapists blinded to group allocation, at the place of residence
following discharge from hospital after index hip fracture at base-
line, and at 4 and 12 months.

Clinical Characteristics

Health status and demographics
Medical records were abstracted to collect medical and surgical

history and postoperative care. Demographic information was
collected via interview.

Nutritional status
Serum albumin, 25-hydroxyvitamin D3 level, total lymphocyte

count, theMini-Nutritional Assessment,37 score and anthropometry
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(height, fasting body weight, and circumference measures) were
collected. Bioelectrical impedance analysis was used for body
composition classification.

Physical activity history and physical capacities
Prefracture habitual physical activity level was assessed via the

Harvard Alumni Physical Activity Index38 and the Physical Activity
Scale for the Elderly.39 Peak isometric elbow extension (triceps), hip
abduction, and knee extension strength, 6-minute walk distance,
habitual and maximal gait velocity, and static and dynamic balance
were assessed,40e42 as well as vision (acuity, contrast sensitivity,
depth perception).43

Neuropsychological/Social Characteristics

Cognition was assessed via the Mini-Mental State Examination
(MMSE), depressive symptoms via the Geriatric Depression Scale
(GDS), fear of falling via the Tinetti Falls Efficacy Scale,44 confidence
for functional independence via the Self-efficacy Gauge,45 satis-
faction with social support network via the 11-item Duke Social
Support Index,46 and health-related quality of life via the Medical
Outcomes Study Short-Form Health Survey (SF-36 v. 1).

Randomization and Masking

Participants were individually randomized to 1 of 2 parallel
groups in a 1:1 ratio, stratified by gender via computer-generated
randomly permuted blocks (available at www.randomization.
com). Masked randomization assignments were generated by an
offsite investigator and sent electronically to research assistants,
who then distributed the written treatment assignments to
participants in sequentially numbered opaque sealed envelopes
within 1 to 2 days of consent.

Blinding

The postfracture disability outcomes (FIM and ALSAR scores)
were collected by an otherwise uninvolved blinded assessor after
discharge. All laboratory data were blindly analyzed. All other
outcomes (prefracture disability, health status, strength, vision,
physical performance, body composition, psychosocial scales) were
collected by unblinded research assistants.

Power Calculations

Sample size estimate was driven by hypothesized differences
between the experimental and control participants in the primary
outcome: nursing home residential status in the 12 months after
fracture. Estimates of nursing home residence at 12 months in
controlswerederived fromthemost recentlypublishedfigures from
theNorthern SydneyAreaHealth Service across 5 different hospitals
at the time the trial was planned in 2001.47 Estimates of treatment
effect were based on data from the 5 randomized controlled trials
that had assessed residential status as an outcome after hip fracture
interventions.29,48e51 In these 5 studies, the mean reduction in
nursing home residence in the experimental group was 30% � 22%
compared with the control condition. We conservatively proposed
a 33% reduction in the rate of nursing home residence after hip
fracture (ie, from the 33% control rate to 22% in the experimental
group). Setting alpha at 0.05 and beta at 0.20, 258 subjects were
estimated required per group for nursing home use (total n ¼ 516)
using the G*Power computer program (version 3.1.22009) (http://
www.psycho.uni-duesseldorf.de/aap/projects/gpower/). The final
sample size (n ¼ 126) was smaller than planned because of signifi-
cant funding reductions and fewer numbers of hip fractures than
projected by the area health service report during the years of
enrollment47; however, post hoc power calculations indicated that
we had achieved greater than 99% power for these primary
outcomes (nursing home admission andmortality) with the sample
size recruited.

Statistical Methods

Data were assessed for normality visually and statistically, and
log transformed if necessary for use with parametric statistics.
Missing data at any time point were imputed via the maximum
expectation algorithm in SPSS (version 17; SPSS, Chicago, IL),
using age, data at other time points, and group assignment as
predictors. Categorical outcomes (nursing home residence, death)
were used as events to calculate relative and absolute risk
reduction, number needed to treat, and adjusted odds ratios (95%
confidence intervals [CIs]) via logistic regression models adjusted
for age (selected a priori as covariate based on previous literature).
Time and group � time interactions for continuous outcomes
were analyzed via repeated measures analysis of variance for
normally distributed or logged variables. Wilcoxon signed rank
tests and analysis of covariance models of change scores adjusted
for baseline value were substituted if log transformation was not
possible. Adjusted mean differences and relative effect sizes
(calculated as change in treatment group minus change in control
group divided by pooled standard deviation, corrected for sample
size [Hedge’s bias corrected ES]) were calculated for continuous
outcomes. Relationships between baseline characteristics or
change scores and study outcomes were performed via analysis of
variance, logistic, or linear regression models as appropriate. All
analyses were performed using StatView Version 5.0 (SAS Insti-
tute Inc., Cary, NC) or SPSS, v. 18 (IBM-SPSS, Inc.) and procedures
of Armitage and Berry.

Results

Flow of Participants

Participants were recruited between February 2003 and April
2007, closing when funding ceased. All but one hip fracture patient
admitted during recruitment (773/774; 99.9%) were assessed for
eligibility, and 47% (124) of the 262 potentially eligible hip fracture
patients consented (Figure 1). Hip fracture patients who were
ineligible (n ¼ 512), eligible but refused (n ¼ 138), and consented
(n ¼ 124) were similar in age (79, 80, and 79 years, respectively;
P ¼ .79) and gender (67%, 67%, and 69% female; P ¼ .53).

Nine (15%) and 4 (6%) experimental and control subjects
respectively (P ¼ .14) dropped out at a median of 24 days (1e348
days), but mortality and nursing home status were obtained in
100% of the cohort.

Baseline Participant Characteristics and Acute Hospital Treatment

Baseline characteristics of participants and details of initial
hospitalization are shown in Tables 1 and 2. There were no statis-
tically significant or clinically meaningful differences between
groups in any characteristic.

Primary Outcomes

Mortality
Four (6.5%) experimental subjects and 8 (12.9%) controls died

over 12 months. Mortality rate was reduced by 81% (age-adjusted
odds ratio [OR] [95% CI] ¼ 0.19 [0.04, 0.91]; P < .04) in the experi-
mental group compared with controls (see Table 3 for absolute and

http://www.randomization.com
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1748 patients hospitalised for hip 
fracture, fall or hip pain assessed for 

eligibility 

62 in analysis for place of residence & 
death primary outcomes
49 in analyses for other outcomes
          4 died
          49 alive

Analysis

62 allocated to HIPFIT Intervention 
58 received allocated intervention 
4 refused allocated intervention due to     
loss of interest after randomization

Allocation

Enrollment

62 in analysis for place of residence & 
death primary outcomes
50 in analyses for other outcomes
          8 died
          50 alive

124 randomly 
allocated

0 loss to follow-up for place of residence & 
death primary outcomes
9 lost to follow-up for other outcomes due 
to loss of interest 
7 discontinued intervention due to loss of 
interest

62 allocated to usual care
62 received usual care 

Follow-Up

0 loss to follow-up for place of residence 
& death primary outcomes
4 lost to follow-up for other outcomes due 
to loss of interest 

1624 excluded:  
1485 not meeting inclusion criteria:

930=no hip fracture or surgery
137= too cognitively impaired
111=less than 55 yrs old
105=non-English speaking
100=geographical distance
54=death, terminal illness
48=other

138 declined to participate (disinterest)
1 missed  (assessor error)

Fig. 1. Flow of Participants
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adjusted risk reductions and number needed to treat). Cause of
death was attributed to cardiovascular events (n ¼ 4 control,
1 intervention), infection (n¼ 2 control,1 intervention), cancer (n¼
2 intervention), or unknown (n ¼ 2 control), with the number of
events precluding survival analysis or intergroup statistical
comparisons of causality.

Nursing home use
Five (8.1%) experimental participants and 12 (19.4%) controls

resided in a nursing home during at least 1 of the assessment time
points in the year after fracture. The odds of requiring a nursing
home at any time during the year were reduced by 84% (age-
adjustedOR [95% CI]¼ 0.16 [0.04, 0.64]; P< .01] in the experimental
group compared with controls (see Table 3). Similarly, risk for the
commonly reported combined end point of death or any nursing
home use (ie, “poor outcome”14,52) was 82% lower in the experi-
mental group (age-adjustedOR [95%CI]¼0.18 (0.05, 0.59); P¼ .005].

Predictors of nursing home use
At baseline, older age (P < .001), as well as worse age-adjusted

cognition (P < .02), ADL/IADLs (Katz, NHANES, FIM, and ALSAR
scores; P ¼ .04e.0001), physical activity level (P < .02), 6-minute
walk distance (P < .02), and fear of falling (P < .0001) were each
predictive of nursing home use across all participants. Over time,
greater age-adjusted declines in Katz ADL scores (total, continence,
bathing, transferring, and dressing; P < .01e.0001), vision-contrast
sensitivity (P < .001), and less improvement in 6-minute walk
distance (P < .05) were each significantly associated with greater
nursing home use. Similarly, smaller improvements in triceps
strength (P ¼ .08), maximal gait velocity (P ¼ .07), satisfaction with
social support (P < .08), and nutritional index (P < .09) tended to
predict nursing home use.

ADLs and IADLS and use of assistive devices
The experimental subjects used fewer assistive devices for

mobility, function, and safety at 12 months compared with controls
(P < .01), as hypothesized (Table 4). The experimental group had
significantly less decline in Katz ADL toileting and transferring than
controls at 12 months, with a similar trend for overall Katz score.
Beneficial reductions in total Katz score (r ¼ e0.25, P ¼ .02), toi-
leting (r ¼ e0.26, P ¼ .02) and transferring (r ¼ e0.30, P < .008)
were all significantly related to increases in triceps strength, but not
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to any other physical or neuropsychological changes assessed,
including leg strength. When the analysis of covariance models of
ADL transfer and toileting changes were adjusted for changes in
triceps strength, the intervention group effect was attenuated and
no longer significant (P ¼ 0.43 and 0.54, respectively), suggesting
that these strength improvements partially mediated the ADL
improvements associated with the HIPFIT intervention.

The FIM, NHANES, and ALSAR ADL/IADL scores did not change
differentially between groups over time (Table 4).

Adverse Events

There were no major adverse events attributable to the study.
No dropouts or deaths were related to adverse events.

Discussion

Interpretation

One year of high-intensity progressive resistance training
combined with a targeted multifactorial intervention directed at
major predictors of frailty reduced mortality and nursing home use
over 12 months by more than 80% after hip fracture. Additionally,
independence in toileting and transferring and assistive device
usage were significantly improved by HIPFIT compared with usual
care.

Notably, usual care included inpatient orthogeriatric and allied
health consultation, followed by 6 to 12 weeks of standard inpa-
tient/outpatient physical therapy. Usual care, however, did not
include weight-lifting exercise or robust and progressive balance
training, long-term nutritional support, treatment of depression,
cognitive impairment, home evaluation and enhancement of social
support and self-efficacy, correction of visual impairment, or use of
hip protectors. As hypothesized, improvements in upper body
strength, walking endurance, vision,43,53 and ADL independence
partially mediated the reduced need for institutional care. No other
clinical trial has provided 12months of high-intensity, whole-body,
progressive resistance and balance training and nutritional
supplementation after hip fracture, integrated with multidisci-
plinary geriatric care. We suggest that this novel feature of HIPFIT
may underlie the clinically relevant benefits observed, compared
with 1 year of home-based exercise, for example.54 Future trials
including all health care use and cost reductions achieved with
similar interventions are warranted.

Effects on Mortality and Nursing Home Use

Age-adjustedmortality was 81% lower in the intervention group
by 12 months. The explanation for this reduced mortality rate is
likely multifactorial. All participants received similar acute
hospital/perioperative and early rehabilitative care, and had similar
lengths of stay and complication rates, so it is unlikely that these
perioperative factors explain the risk reduction. Given the previ-
ously demonstrated associations of mortality with cognition,
depression, nursing home use, and malnutrition after hip fracture,5

it is possible that our targeting and improvement in all of these
outcomes contributed to the lower risk of death in experimental
subjects.

Long-term reductions in both mortality and nursing home
residence after hip fracture have not been reported previously. Only
the study by Kennie et al48 in 1988 of comprehensive geriatric
consultation in the United Kingdom has demonstrated significantly
reduced nursing home residence after fracture. In that study,
however, nursing home residence was determined only at acute
hospital discharge, and the greater cognitive and functional
impairment at baseline in the control group (which were not
adjusted for), limit the interpretation of that study. Following
evidence-based clinical pathways perioperatively has also not been
shown to significantly reduce new nursing home admissions or 4-
month mortality.15 A recent meta-analysis of trials of comprehen-
sive multidisciplinary care, pooling results across 2498 patients in
13 trials,52 similarly showed no statistically significant difference
between intervention and control groups for “poor outcome”
(death or nursing home residence), mortality, nursing home resi-
dence, or hospital readmission. Similarly, high-dose vitamin D
supplementation, and/or extended physiotherapy have recently
been reported to reduce rehospitalizations and falls, respectively,
but not nursing home use or mortality over 1 year.55 The theoret-
ically grounded7,16e30 targeting and prioritization of sarcopenia,
nutrition, and other treatments to address frailty for the entire year
may have contributed to observed clinical benefits.

Effects on Activities of Daily Living

Basic ADL improvements were observed compared with pre-
fracture status in the HIPFIT group, and the effect sizes were
moderate to very large for transferring and toileting independence
as well as need for assistive devices. Upper-body strength changes
were directly and significantly related to physiologically plausible
ADL improvements (total, transferring, and toileting), and tended
to predict nursing home use. This linkage is logical, given the
increased demand on the upper body when lower extremity
impairment and pain are present, such as after hip fracture and
surgery. Dependence in toileting and transferring is extremely
prevalent at nursing home admission in other studies,56 lending
further support to our findings.

By contrast, we did not find a significant improvement in IADL
function attributable to the HIPFIT intervention, with both groups
changing similarly over time, compared with either pre- or post-
fracture status. Such improvement may require even more robust
augmentation of social support, muscle mass, walking endurance,
and translation of physiological gains into functional activities than
achieved in this study.

Limitations

One limitation of this study is the smaller than planned sample
size owing to funding reductions and fewer than expected hip
fractures in Australia during the recruitment period,57 similar to
trends in Canada58 and France.59 The much greater than expected
effect on mortality and nursing home admission (84% observed vs
33% hypothesized), however, allowed us to achieve a very high level
of statistical power for these primary outcomes (>99%) despite the
reduced sample size. Although the substantial risk reductions and
low numbers needed to treat support the clinical meaningfulness of
these findings, we acknowledge that the confidence intervals for
nursing home and mortality risk reductions are wide, and the total
number of events is limited by the sample size.

Second, we cannot state which intervention components were
responsible for beneficial outcomes, as the study was intention-
ally not designed to evaluate the individual effects of each
treatment arm.

Generalizability

The generalizability of our findings is supported by the
following: (1) the demographic similarity of the HIPFIT cohort to
noneligible/noninterested hip fracture patients screened, (2) clin-
ical similarity to other published cohorts internationally, (3)
screening of 99.9% of potential participants, (4) use of few
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exclusionary criteria, (5) the 47% consent rate among eligible
patients, and (6) retention of the least healthy subjects for the 12-
month trial. The HIPFIT intervention was carried out by allied
health professionals working as a team with a geriatrician and
conducted in an outpatient geriatric clinic of a public hospital, and
included the recommended rehabilitation targets in the current
National Institute for Health and Clinical Excellence guidelines.11

HIPFIT provides the first evidence that these recommendations
will improve standard care if applied robustly in the year after hip
fracture.

Conclusions

We have shown for the first time that provision of 12 months of
supervised high-intensity progressive resistance training, with
simultaneous targeting and treatment of other deficits related to
frailty in a typical hip fracture cohort is feasible and effective. The
HIPFIT intervention resulted in statistically significant and clinically
meaningful reductions in mortality, nursing home use, ADL
dependency, and assistive device usage. Rehabilitation withdrawn
when prefracture levels of mobility and function are regained (as is
current usual care) is suboptimal. Lowering the burden of excess
morbidity and mortality after hip fracture requires treatment of the
underlying frailty itself, not just the broken bone.

Acknowledgments

We are grateful for the assistance of Associate Professor Cherry
Russell for acquisition of funding and study design and intervention
implementation, the Ophthalmology Department of Royal Prince
Alfred Hospital for assessments and treatment provided, Ms
Amanda Eames for participant recruitment and training, to Helen
Badge and Louise Cowles for blinded outcome assessments, to
Michael Baker for statistical assistance, to the staff of Royal Prince
AlfredandBalmainHospitals forassistancewithparticipant tracking
and recruitment, and above all for the dedicated participants and
their families and friends for their contributions to this project. We
are indebted to JeannetteTorre Saint-Gaudens,whose sufferingafter
a hip fracture provided the genesis of the integration of exercise,
nutrition, and geriatric medicine culminating in this study.

Supplementary Data

Supplementary data associated with this article can be found in
the online version at doi:10.1016/j.jamda.2011.08.005.

References

1. Karantana A, Boulton C, Bouliotis G, et al. Epidemiology and outcome of frac-
ture of the hip in women aged 65 years and under: A cohort study. J Bone Joint
Surg Br 2011;93:658e664.

2. Johansson H, Clark P, Carlos F, et al. Increasing age- and sex-specific rates of hip
fracture in Mexico: A survey of the Mexican institute of social security.
Osteoporos Int 2011;22:2359e2364.

3. Langley J, Samaranayaka A, Davie G, Campbell AJ. Age, cohort and period effects
on hip fracture incidence: Analysis and predictions from New Zealand data
1974e2007. Osteoporos Int 2011;22:105e111.

4. Orces CH. Trends in hip fracture rates in Ecuador and projections for the future.
Rev Panam Salud Publica 2011;29:27e31.

5. Brauer CA, Coca-Perraillon M, Cutler DM, Rosen AB. Incidence and mortality of
hip fractures in the United States. JAMA 2009;302:1573e1579.

6. Stenvall M, Elinge E, von Heideken Wagert P, et al. Having had a hip
fracturedassociation with dependency among the oldest old. Age Ageing
2005;34:294e297.

7. Salkeld G, Cameron ID, Cumming RG, et al. Quality of life related to fear of
falling and hip fracture in older women: A time trade off study. BMJ 2000;320:
341e346.

8. Clemson L. Prevention of falls in the community. BMJ 2010;340:c2244.
9. Host HH, Sinacore DR, Bohnert KL, et al. Training-induced strength and func-

tional adaptations after hip fracture. Phys Ther 2007;87:292e303.
10. Aharonoff GB, Dennis MG, Elshinawy A, et al. Circumstances of falls causing hip
fractures in the elderly. Clin Orthop Relat Res; 1998:10e14.

11. Ftouh S, Morga A, Swift C. Management of hip fracture in adults: Summary of
NICE guidance. BMJ 2011;342:d3304.

12. Mangione KK, Lopopolo RB, Neff NP, et al. Interventions used by physical
therapists in home care for people after hip fracture. Phys Ther 2008;88:
199e210.

13. Handoll HH, Sherrington C, Mak JC. Interventions for improving mobility after
hip fracture surgery in adults. Cochrane Database Syst Rev 2011;(3):CD001704.

14. Cameron ID, Finnegan TP, Madhok R, et al. Co-ordinated multidisciplinary
approaches for inpatient rehabilitation of older patients with proximal femoral
fractures. Cochrane Database Syst Rev 2000;(2):CD000106.

15. March LM, Cameron ID, Cumming RG, et al. Mortality and morbidity after hip
fracture: Can evidence based clinical pathways make a difference? J Rheumatol
2000;27:2227e2231.

16. Marks R. Physical activity and hip fracture disability: A review. J Aging Res
2011;2011:741918.

17. Adunsky A, Lerner-Geva L, Blumstein T, et al. Improved survival of hip
fracture patients treated within a comprehensive geriatric hip fracture unit,
compared with standard of care treatment. J Am Med Dir Assoc 2011;12:
439e444.

18. O’Malley NT, Blauth M, Suhm N, Kates SL. Hip fracture management, before and
beyond surgery and medication: A synthesis of the evidence. Arch Orthop
Trauma Surg; Jun 25 2011. doi:10.1007/s00402-011-1341-2.

19. Panula J, Pihlajamaki H, Mattila VM, et al. Mortality and cause of death in hip
fracture patients aged 65 or olderda population-based study. BMC Muscu-
loskelet Disord 2011;12:105.

20. Romeo R, Knapp M, Banerjee S, et al. Treatment and prevention of depression
after surgery for hip fracture in older people: Cost-effectiveness analysis.
J Affect Disord 2011;128:211e219.

21. Rubin CD. Evaluation and management of hip fracture risk in the aged. Am J
Med Sci; May 27 2011.

22. Roy A, Heckman MG, O’Connor MI. Optimizing screening for osteoporosis in
patients with fragility hip fracture. Clin Orthop Relat Res 2011;469:
1925e1930.

23. Salpakoski A, Portegijs E, Kallinen M, et al. Physical inactivity and pain in older
men and women with hip fracture history. Gerontology 2011;57:19e27.

24. Sanders S, Geraci SA. Outpatient management of the elderly patient following
fragility hip fracture. Am J Med 2011;124:408e410.

25. Sherrington C, Tiedemann A, Cameron I. Physical exercise after hip fracture: An
evidence overview. Eur J Phys Rehabil Med 2011;47:297e307.

26. Shyu YI, Tsai WC, Chen MC, et al. Two-year effects of an interdisciplinary
intervention on recovery following hip fracture in older Taiwanese with
cognitive impairment. Int J Geriatr Psychiatry; Jul 5 2011.

27. Swamy B, Cumming RG, Ivers R, et al. Vision screening for frail older people: A
randomised trial. Br J Ophthalmol 2009;93:736e741.

28. Sylliaas H, Brovold T, Wyller TB, Bergland A. Progressive strength training in
older patients after hip fracture: A randomised controlled trial. Age Ageing
2011;40:221e227.

29. Tkatch L, Rapin CH, Rizzoli R, et al. Benefits of oral protein supplementation in
elderly patients with fracture of the proximal femur. J Am Coll Nutr 1992;11:
519e525.

30. Wiles MD, Moran CG, Sahota O, Moppett IK. Nottingham Hip Fracture Score as
a predictor of one year mortality in patients undergoing surgical repair of
fractured neck of femur. Br J Anaesth 2011;106:501e504.

31. Schulz KF, Altman DG, Moher D. CONSORT 2010 statement: Updated
guidelines for reporting parallel group randomised trials. PLoS Med 2010;7:
e1000251.

32. Elobeid MA, Padilla MA, McVie T, et al. Missing data in randomized clinical
trials for weight loss: Scope of the problem, state of the field, and performance
of statistical methods. PLoS One 2009;4(8):e6624.

33. Linacre JM, Heinemann AW, Wright BD, et al. The structure and stability of
the Functional Independence Measure. Arch Phys Med Rehabil 1994;75:
127e132.

34. Clemson L, Bundy A, Unsworth C, Singh MF. Validation of the modified
assessment of living skills and resources, an IADL measure for older people.
Disabil Rehabil 2009;31(5):359e369.

35. Katz S, Downs TD, Cash HR, Grotz RC. Progress in development of the index of
ADL. Gerontologist 1970;10:20e30.

36. Finucane FF, Freid VM, Madans JH, et al. Plan and operation of the NHANES I
Epidemiologic Followup Study, 1986. Vital Health Stat 1990;1(25):1e154.

37. Vellas B, Guigoz Y, Garry PJ, et al. TheMini Nutritional Assessment (MNA) and its
use in grading the nutritional state of elderly patients. Nutrition 1999;15:
116e122.

38. Paffenbarger RS Jr, Wing AL, Hyde RT. Physical activity as an index of heart
attack risk in college alumni. Am J Epidemiol 1978;108:161e175.

39. Washburn RA, Smith KW, Jette AM, Janney CA. The Physical Activity Scale for the
Elderly (PASE): Development and evaluation. J Clin Epidemiol 1993;46:153e162.

40. Guyatt GH, Sullivan MJ, Thompson PJ, et al. The 6-minute walk: A new measure
of exercise capacity in patients with chronic heart failure. Can Med Assoc J
1985;132:919e923.

41. Rossiter-Fornoff JE, Wolf SL, Wolfson LI, Buchner DM. A cross-sectional vali-
dation study of the FICSIT common data base static balance measures. Frailty
and Injuries: Cooperative Studies of Intervention Techniques. J Gerontol A Biol
Sci Med Sci 1995;50:M291eM297.

http://dx.doi.org/10.1016/j.jamda.2011.08.005


N.A. Singh et al. / JAMDA 13 (2012) 24e3030
42. Fiatarone MA, O’Neill EF, Doyle N, et al. The Boston FICSIT study: The effects of
resistance training and nutritional supplementation on physical frailty in the
oldest old. J Am Geriatr Soc 1993;41:333e337.

43. Haran MJ, Lord SR, Cameron ID, et al. Preventing falls in older multifocal glasses
wearers by providing single-lens distance glasses: The protocol for the VISIBLE
randomised controlled trial. BMC Geriatr 2009;9:10.

44. Tinetti ME, McAvay G, Claus E. Does multiple risk factor reduction explain
the reduction in fall rate in the Yale FICSIT Trial? Frailty and Injuries
Cooperative Studies of Intervention Techniques. Am J Epidemiol 1996;144:
389e399.

45. Gage M, Noh S, Polatajko HJ, Kaspar V. Measuring perceived self-efficacy in
occupational therapy. Am J Occup Ther 1994;48:783e790.

46. Koenig HG, Westlund RE, George LK, et al. Abbreviating the Duke Social
Support Index for use in chronically ill elderly individuals. Psychosomatics
1993;34:61e69.

47. March L. Report from the Northern Syndey Area fractured neck of femur health
outcomes project. Sydney: Public Health Unit, University of Sydney; 1996.

48. Kennie DC, Reid J, Richardson IR, et al. Effectiveness of geriatric rehabilitative
care after fractures of the proximal femur in elderly women: A randomised
clinical trial. BMJ 1988;297:1083e1086.

49. Gilchrist WJ, Newman RJ, Hamblen DL, Williams BO. Prospective rando-
mised study of an orthopaedic geriatric inpatient service. BMJ 1988;297:
1116e1118.

50. Jette AM, Harris BA, Cleary PD, Campion EW. Functional recovery after hip
fracture. Arch Phys Med Rehabil 1987;68:735e740.
51. Cameron ID, Lyle DM, Quine S. Accelerated rehabilitation after proximal femoral
fracture: A randomized controlled trial. Disabil Rehabil 1993;15:29e34.

52. Handoll HH, Cameron ID, Mak JC, Finnegan TP. Multidisciplinary rehabilitation
for older people with hip fractures. Cochrane Database Syst Rev
2009;(4):CD007125.

53. Lord SR, March LM, Cameron ID, et al. Differing risk factors for falls in nursing
home and intermediate-care residents who can and cannot stand unaided.
J Am Geriatr Soc 2003;51:1645e1650.

54. Orwig DL, Hochberg M, Yu-Yahiro J, et al. Delivery and outcomes of a yearlong
home exercise program after hip fracture: A randomized controlled trial. Arch
Intern Med 2011;171:323e331.

55. Bischoff-Ferrari HA, Dawson-Hughes B, Baron JA, et al. Milk intake and risk of
hip fracture in men and women: A meta-analysis of prospective cohort studies.
J Bone Miner Res 2011;26:833e839.

56. Wang J, Kane RL, Eberly LE, et al. The effects of resident and nursing home
characteristics on activities of daily living. J Gerontol A Biol Sci Med Sci 2009;
64:473e480.

57. Pasco JA, Brennan SL, Henry MJ, et al. Changes in hip fracture rates in south-
eastern Australia spanning the period 1994e2007. J Bone Miner Res 2011;26:
1648e1654.

58. Hopkins RB, Pullenayegum E, Goeree R, et al. Estimation of the lifetime risk
of hip fracture for women and men in Canada. Osteoporos Int; May 11
2011.

59. Maravic M, Taupin P, Landais P, Roux C. Change in hip fracture incidence over
the last 6 years in France. Osteoporos Int 2011;22:797e801.


	Effects of High-Intensity Progressive Resistance Training and Targeted Multidisciplinary Treatment of Frailty on Mortality  ...
	Methods
	Trial Design
	Participants and Recruitment Method
	Interventions
	Control Group Usual Care Treatment
	Primary Outcomes
	Clinical Characteristics
	Health status and demographics
	Nutritional status
	Physical activity history and physical capacities

	Neuropsychological/Social Characteristics
	Randomization and Masking
	Blinding
	Power Calculations
	Statistical Methods

	Results
	Flow of Participants
	Baseline Participant Characteristics and Acute Hospital Treatment
	Primary Outcomes
	Mortality
	Nursing home use
	Predictors of nursing home use
	ADLs and IADLS and use of assistive devices

	Adverse Events

	Discussion
	Interpretation
	Effects on Mortality and Nursing Home Use
	Effects on Activities of Daily Living
	Limitations
	Generalizability

	Conclusions
	Acknowledgments
	Supplementary Data
	References


