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Abstract
Summary Modifiable and non-modifiable predictors of mo-
bility recovery were analyzed on a sample of 774 hip fracture
patients according to pre-fracture abilities. Overall predictors
were mostly non-modifiable factors related to frailty of pa-
tients with the exception of 25-hydroxyvitamin D concentra-
tion which significantly affected walking recovery, especially
in patients with higher pre-fracture performance.
Introduction This study aims to investigate mobility changes
after hip fracture with the aim of identifying modifiable and
non-modifiable predictors of mobility recovery according to
different pre-fracture abilities.
Methods This is a prospective inception cohort study of con-
secutive older patients, admitted with a fragility hip fracture in
three Hospitals of Emilia Romagna (Italy). A sample of 774
patients alive at the sixth month was divided into three groups
according to pre-fracture ambulation ability (group 1: mobile

outdoors; group 2: mobile indoors; and group 3: mobile with
help). The relationship between baseline characteristics of pa-
tients and the odds of walking recovery was analyzed using
multivariate regression analysis.
Results Mortality differed significantly among the three
groups and was the highest in patients needing help to walk.
Among the survivors, only 50.3% of patients recovered walk-
ing ability. In a multivariate analysis, independent risk factors
were different among the three groups. In group 1, older age,
comorbidities, the use of walking devices before fracture, and
low albumin level acted as negative factors while male gender,
a pre-fracture high functional status, and higher 25-
hydroxyvitamin D levels increased the probability of full re-
covery. In group 2, only pre-fracture functional status and 25-
hydroxyvitamin D concentration were related to the recovery
of walking ability. Pre-fracture functional status was also the
only significant predictor for patients in group 3.
Conclusions Several baseline characteristics of patients are
related to the likelihood of recovering walking ability after
hip fracture. The 25-hydroxyvitamin D level seems to be the
only relevant modifiable factor even if the effectiveness of its
supplementation has yet to be demonstrated.

Keywords Cognitive impairment . Elderly . Functional
status . Hip fracture . VitaminD .Walking recovery

Introduction

Hip fracture is a catastrophic event in older persons that often
leads to disability and death [1]. Most of the surviving patients
lose mobility functions and the ability to live independently
[2, 3]. Several pre-fracture conditions were associated with
walking recovery [4], but it is still debated which aspects of
a comprehensive geriatric assessment influence mobility, in

* G. Pioli
giulio.pioli@asmn.re.it

1 Geriatric Unit, Department of Neuromotor Physiology,
ASMN-IRCCS, Via Risorgimento 70, 42100 Reggio Emilia, Italy

2 Geriatric Unit, Geriatric-Rehabilitation Department, University
Hospital of Parma, Parma, Italy

3 Orthopaedic Unit, Department of Neuromotor Physiology,
ASMN-IRCCS, Reggio Emilia, Italy

4 Orthogeriatric Unit, Department of Internal Medicine, Aging and
Nephrology, University Hospital Policlinico S.Orsola Malpighi,
Bologna, Italy

5 Orthogeriatric Unit, S. Anna Hospital, Ferrara, Italy
6 Physical and Rehabilitation Medicine Unit, Department of

Neuromotor Physiology, ASMN-IRCCS, Reggio Emilia, Italy

Osteoporos Int (2016) 27:2009–2016
DOI 10.1007/s00198-016-3485-y

http://crossmark.crossref.org/dialog/?doi=10.1007/s00198-016-3485-y&domain=pdf


order to optimize in-hospital and out-hospital rehabilitation.
Many studies showed that subjects with pre-fracture mobility
limitations, reported indoors falls before fracture, and in need
of walking aids have less probability to walk independently
after hip fracture [5, 6]. Patients with prolonged pain after
surgery were also more likely to show a catastrophic decline
in the ability to walk outdoors [6]. Dementia is a known risk
factor for negative outcomes after hip fracture, even if some
studies showed that cognitive impairment per se does not sig-
nificantly affect the functional gain if patients are referred to
rehabilitation [7]. Muir et al. [8] in their systematic review
concluded that there is some evidence that older adults with
cognitive impairment who receive intensive inpatient rehabil-
itation after surgical repair may be able to gain benefits in
physical function that are comparable with cognitively
intact patients. Delirium has also been shown to predict
negative rehabilitation outcomes mainly if superimposed
on dementia [9].

On the other hand, it is an open question which type of
rehabilitation program, in-hospital rehabilitation vs. out-
hospital or home-rehabilitation program, should be recom-
mended after hip fractures in older persons [10]. Optimal re-
sults could probably be obtained by tailoring a rehabilitation
program to each patient, according to the level of cognitive or
mobility disability even if there is not enough information to
make recommendations for specific physical therapy
interventions.

We investigate mobility changes after hip fracture with the
aim of identifying modifiable and non-modifiable risk factors
that can affect mobility recovery according to different pre-
fracture abilities.

Methods

This study is a post hoc analysis of a larger prospective incep-
tion cohort study on consecutive patients, aged 75 years or
older, admitted with a fragility hip fracture over a 1-year pe-
riod in three General Hospitals of the Regional Healthcare
System located in different districts of the Emilia Romagna
Region. The samples represented unselected populations of
comparable catchment areas of about 250,000 inhabitants
with the exclusion of patients with fracture due to malignancy
or who had sustained a fracture due to a major trauma. A
detailed description of patients and data collection is presented
elsewhere [5, 11]. For this study, pre-fracture wheel-chair or
bedridden patients were also excluded leaving a sample of 774
patients for the analysis. Data on walking recovery were ob-
tained through a structured telephone questionnaire to patient
or caregiver after 3, 6, and 12 months. Data collected included
a comprehensive geriatric assessment at admission, while dur-
ing hospital stay we recorded surgical delay and the occur-
rence of delirium assessed by CAM tool [12]. Cognitive

impairment was categorized into two groups on the basis of
the number of errors at Short Portable Mental Status Ques-
tionnaire: mild-moderate for three to seven errors and severe
for eight or more errors [13]. Medical burden and comorbidity
were measured using the Charlson Index [14]. Severity of
illness at admission was measured by the acute physiology
score (APS) of APACHE II [15]. Pre-fracture functional status
was also collected using the six-item Katz Index (bathing,
dressing, toileting, transferring, continence, and feeding) for
basic activities of daily living [16] and the eight-item Lawton
Index (using the telephone, shopping, preparing food, house-
keeping, doing laundry, using transportation, handling medi-
cations, and finances) for instrumental activities of daily living
[17]. Each item was logged as zero in case of total or partial
assistance and as one in case of complete independence.

Blood samples were also collected in the morning under
fasting conditions within 24 h of hospital admission. Along
with routine laboratory assessment, serum albumin and serum
25(OH) 25-hydroxyvitamin D were measured. Serum
25(OH)D was measured by radioimmunoassay (RIA) using
a commercial kit (detection limit, 3.75 nmol/l; DiaSorin,
Saluggia, Italy). The inter-assay coefficient of variation (CV)
was between 8.2 and 11 % for 25-OHD (depending on the
measured concentration).

On the basis of pre-fracture mobility, patients were catego-
rized into three subgroups: patients able to walk independent-
ly outdoors (group 1), patients able to walk independently
indoors but needing help or supervision for walking outdoors
(group 2), and patients needing human help to walk (group 3).
The level of dependence in walking was rated only on the
basis of needing human help irrespective of the use of canes
or walkers. However, the use of ambulatory devices was
reported.

Categorical variables were expressed in percentages, and
continuous variables were reported as mean± standard devia-
tion. One-way analysis of variance, Pearson’s c2 test, and the
Mann–Whitney U test were used to examine differences in
patients’ baseline characteristics or crude data between the
groups.

Since the functional gain recovery peaked at the sixth
month, we analyzed factors related to walking recovery at this
point of follow-up. The main outcome was the recovery of
pre-fracture walking ability: the ability to walk independently
indoors and outdoors irrespective of the use of new ambula-
tory devices for patients in group 1; the ability to walk inde-
pendently indoors with the use of ambulatory devices, if nec-
essary, for patients in group 2; conservation of the ability to
walk, even if with human help, for patients in group3.

A multivariate regression analysis was carried out in order
to identify independent predictors. All variables found to be
related to walking recovery were included in the multivariate
analysis as continuous or dichotomous variables, as appropri-
ate. Age was analyzed in 5-year ranks, 25-hydroxyvitamin D
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levels and albumin in tertiles. The interaction term between
variables that are significantly associated with walking recov-
ery from multivariate regression analysis, such as tertiles of
25-OHD*groups and 25-OHD*sex were used in a general
linear model to compare the vitamin D-associated increments
in walking recovery and 25-OHD between groups and the
sex-associated increments in walking recovery and vitamin
D between sexes.

Hazard ratios (HR) and 95 % confidence intervals (CIs)
were calculated. Significance was set at p<0.05. Statistical
analysis was performed with SPSS 21.0 for Windows (SPSS
Inc., Chicago, IL).

Results

Clinical characteristics of patients stratified by mobility cate-
gories before fracture are shown in Table 1. As expected, less
mobile patients are slightly older, sicker, and in general with
worse parameters than more independent patients. Even the
type of fracture differed among groups, intracapsular fractures

being significantly more frequent in mobile patients and
extracapsular fracture in patients needing help to walk.

Walking recovery and mortality, according to pre-fracture
mobility, at the three points of the study after surgical repair
are shown in Fig. 1. As expected, mortality differed signifi-
cantly among the three groups at each point and was higher in
patients needing help to walk. At 1 year, mortality rates were
17 % in group 1, 30 % in group 2, and 43 % in group 3
(p<0.01). On the other hand, patients with the highest pre-
fracture performance recovered more slowly than patients
with pre-fracture walking limitations. Among survivors at
3 months from fracture, only 14 % of group 1 acquired pre-
fracture walking abilities compared with 35 % of group 2 and
65 % of group 3 (p<0.0001). Even at the time of the peak of
recovery at the sixth month, a significant difference in the
achievement of pre-fracture functional ability was observed
among the 3 groups (44, 47, and 67 %, p=0.001).

Factors affecting walking recovery were analyzed on living
patients at the sixth month (n=604, 78 % of initial sample).
The results of multivariate analyses according to the three
subgroups of patients are shown in Table 2. Several factors
resulted as independent risk factors able to affect walking

Table 1 Clinical characteristics and in-hospital variables of patients stratified by mobility category before fracture

Group 1 Group 2 Group 3 p value
Mobile outdoors (n= 307) Mobile indoors (n= 251) Mobile with help (n= 216)

Age (mean ± SD) 84.5 ± 5.3 86.7 ± 5.6 86.6 ± 5.5 0.000

Gender (male %) 19 29 23 0.016

Living in nursing home (%) 3 11 14 0.000

Fracture type (%) 0.000

Intracapsular 53 41 47

Trochanteric 37 56 46

Subtrochanteric 9 4 7

Charlson Index (mean score ± SD) 1.8 ± 1.9 2.6 ± 2.0 2.8 ± 2.1 0.000

APS (mean score ± SD) 2.4 ± 2.4 2.8 ± 2.5 3.4 ± 2.9 0.000

ASA (score ± SD) 2.9 ± 0.5 3.1 ± 0.5 3.2 ± 0.5 0.000

Cognitive impairment (%) 36 75 87 0.000

ADLs (mean± SD) 5.5 ± 0.9 4.0 ± 1.6 2.5 ± 1.8 0.000

IADLs (mean ± SD) 6. ± 2.2 2.3 ± 2.0 1.1 ± 1.7 0.000

Walking cane or ambulatory devices (%) 22 52 63

Hemoglobin at admission (g/ml ± SD 12.2 ± 1.7 12.1 ± 1.7 11.8 ± 1.9 0.037

Albumin (g/dl ± SD) 3.5 ± 0.5 3.5 ± 0.5 3.3 ± 0.5 0.000

25-hydroxyvitamin D (ng/ml ± SD) 12.2 ± 9.2 9.6 ± 7.2 10.3 ± 9.6 0.002

Delirium 26 30 30 0.449

Surgery within 48 h (%) 35 50 37 0.001

30-day mortality (%) 4 7 11 0.000

1 year mortality (%) 17 30 43 0.000

Long of stay (days ± SD) 12.4 ± 5.5 13.0 ± 6.1 12.3 ± 5.6 9.380

p values refer to comparison of three groups

APS Acute Physiology Score of APACHE II, ASA American Society of Anesthesiologists score, ADL activities of daily living, IADL instrumental
activities of daily living
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improvement after fracture in patients of the group 1. Older
age, comorbidities, the use of walking devices before fracture,
and low albumin level acted as a negative factor while male
gender, a pre-fracture high functional status assessed as instru-
mental activities of daily living (IADL) Index, and higher 25-
hydroxyvitamin D levels increased the probability of full

recovery to pre-fracture independence in walking. In group
2, whose subjects had limited walking abilities before fracture
and needed help or supervision outdoors, only two variables
seem to affect walking recovery, i.e., the pre-fracture function-
al status assessed as basic ADL Index, and again 25-
hydroxyvitamin D level. ADL Index was also the only

Fig. 1 Walking recovery and
mortality according to the pre-
fracture mobility at 3, 6, and
12 months after hip fracture

Table 2 Multivariate Logistic Regression

Mobile outdoors Mobile indoors Mobile with help

HR (95 % CI) p value HR (95 % CI) p value HR (95 % CI) p value

Age (year) 0.000 0.518 0.673

<80 Ref Ref

80–84 0.84 (0.40–1.74) 0.635 1.90 (0.71–5.09) 0.201 1.13 (0.27–4.80) 0.869

85–89 0.23 (0.09–0.55) 0.001 1.10 (0.40–3.06) 0.850 0.87 (0.17–4.44) 0.862

≥90 0.07 (0.01–0.36) 0.001 1.03 (0.37–2.84) 0.958 2.08 (0.47–9.25) 0.335

Male gender 2.59 (1.18–5.65) 0.017 0.81 (0.30–2.21) 0.679 0.27 (0.06–1.30) 0.102

Charlson Index (score) 0.69 (0.54–0.87) 0.002 1.01 (0.82–1.25) 0.914 0.86 (0.66–1.12) 0.270

Cognitive impairment 0.159 0.100 0.932

No Ref Ref

Mild-moderate 1.12 (0.53) 0.762 0.67 (0.29–1.58) 0.365 0.43 (0.03–5.79) 0.754

Severe na 0.27 (0.08–0.90) 0.033 0.38 (0.02–6.35) 0.963

APS (score) 0.88 (0.73–1.05) 0.162 0.97 (0.84–1.13) 0.723 1.06 (0.82–1.38) 0.647

ADL (score) 1.06 (0.61–1.84) 0.834 1.46 (1.07–2.00) 0.017 1.54 (1.03–2.32) 0.037

IADL (score) 1.24 (1.01–1.53) 0.042 1.03 (0.82–1.29) 0.824 1.37 (0.77–2.42) 0.289

Walking devices 0.35 (0.15–0.83) 0.016 0.76 (0.38–1.54) 0.449 2.42 (0.77–7.63) 0.130

Albumin at admission <3.2 g/dl 0.47 (0.22–0.99) 0.049 0.82 (0.36–1.86) 0.635 0.81 (0.29–2.36) 0.703

25-hydroxyvitamin D 0.050 0.010 0.793

<6 ng/ml Ref Ref Ref

6–11 ng/ml 1.81 (0.76–4.28) 0.180 2.81 (1.21–6.51) 0.016 0.81 (0.22–3.05) 0.523

>11 ng/ml 2. 9 (1.23–6.85) 0.015 3.66 (1.47–9.11) 0.005 1.03 (0.27–3.90) 0.496

Delirium 0.48 (0.21–1.10) 0.084 0.99 (0.43–2.29) 0.978 0.36 (0.11–1.22) 0.100

Surgery within 48 h 0.95 (0.49–1.84) 0.870 1.07 (0.52–2.21) 0.860 1.53 (0.48–4.84) 0.468

Factors related to mobility recovery at sixth month after fracture by pre-fracture mobility categories

HR adjusted hazard ratio, CI confidence interval, APS Acute Physiology Score of APACHE II, ADL activities of daily living, IADL instrumental
activities of daily living, na not available
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significant predictor of full recovery for patients in group 3.
Overall independent variables affecting walking recovery
were mostly non-modifiable factors in all three groups with
the exception of 25-hydroxyvitamin D levels. Pre-fracture
functional status is one of the most consistent variables. In
the highly performing patients of group 1, who are generally
fully independent in basic ADL, the IADL score was signifi-
cantly related to the probability of walking recovery (per each
IADL point score: HR, 1.24 (95 % CI, 1.01–1.53); p=0.042),
while in patients with some pre-fracture functional impair-
ment, the ADL score was mainly related to the likelihood of
walking recovery (per each ADL point score in group 2: HR,
1.46 (95 % CI, 1.07–2.00); p=0.017; in group 3: HR, 1.54
(95 % CI, 1.03–2.32); p=0.037). The serum concentration of
25-hydroxyvitamin D was quite low in this sample (mean
±SD, 10.7±8.7 ng/ml) as most of the patients were below
the reference range. However, ranking patients into tertiles,
we found that the odds of recovering previous ambulation
was about three times greater in patients with 25-
hydroxyvitamin D >11 ng/ml (upper tertile) compared with
patients with 25-hydroxyvitamin D <6 ng/ml (lower tertile)
both in group 1 (HD, 2.9 (95 % CI, 1.23–6.85); p=0.015) and
group 2 (HD, 3.66 (95 % CI, 1.47–9.11); p=0.005). No sig-
nificant relationship was found with 25-hydroxyvitamin D
level in group 3. However, 33 patients in group 3 showed at
the sixth month a walking ability beyond pre-fracture ability,
and these patients had slightly higher 25-hydroxyvitamin D
levels than other patients in group 3 (12.2±11.8 vs. 10.0±7.4;
p=0.055).

Table 3 shows the relationship between walking recovery
at the follow-up and the interaction term between variables
significantly associated with walking recovery from multiple
regression analysis and groups. By analyzing the interaction
between tertiles of 25-hydroxyvitamin D and groups, we
found a statistically significant interaction term regarding mo-
bility recovery (tertiles of 25-hydroxyvitamin D*groups,
β ± SE, 0.04 ± 0.02; p = 0.041). A statistically significant

interaction term between 25-hydroxyvitamin D*sex was also
found for mobility recovery (β±SE, 0.14±0.06; p=0.033).
Serum 25-hydroxyvitamin D levels were a little higher in men
than in women (12.0±10.6 vs. 10.3±8.0; p=0.030). Figure 2
shows the raw proportion of patients recovering ambulation at
the sixth month by pre-fracture mobility and 25-
hydroxyvitamin D tertile.

Discussion

Our results showed that patients with pre-fracture limitations
in mobility had a greater rate of mortality during the first year
after hip fracture than patients fully independent outdoors. At
the same time, among survivors, a full mobility recovery to
pre-fracture level is relatively harder to achieve in subjects
with higher pre-fracture mobility performance compared with
those with mobility limitations. Among the group of patients
needing help to walk before fracture, about one third became
immobile while the rest, probably because a sort of Bfloor
effect,^ re-gained a similar pre-fracture functional status. On
the contrary, even at the peak of recovery at the sixth month,
only 40 % of mobile patients outdoors regained their mobility
and this figure is in line with other studies [18, 19] even if the
definitions of walking ability is partially different. Vochteloo
[19] found a higher rate of patients who became immobile in
the group with a lower pre-fracture mobility, but the high rate
of mortality may be a misleading variable in the evaluation of
functional outcomes in this group.

A very interesting result of our study concerns the differ-
ences among the predictors of late walking after hip fracture
among patients with different pre-fracture abilities. In patients
with the highest pre-fracture performance (group 1), a number
of independent variables seems to affect the probability of
walking recovery at the sixth month. Taken together, all these
factors are markers of frailty, which is theoretically defined as
a clinical state of increased vulnerability, resulting from aging-
associated decline in reserve and function and therefore the
ability to cope with acute stressors [20]. The catastrophic ef-
fect of hip fracture may be particularly relevant in subjects
who are still independent but with some decline in their phys-
iological capacities reflected by an impairment in instrumental
activities, use of walking devices, older age, comorbidities, or
low albumin. On the contrary, in subjects with overt pre-
fracture disability, a poor recovery after hip fracture seems
related to few variables and mainly to the degree of pre-
fracture functional abilities in basic activities. Functional sta-
tus before fracture is the most potent predictive factor for
functional recovery for all groups of patients, regardless of
the severity of cognitive impairment [21, 22]. Patients inde-
pendent outdoors are usually independent in basic activities of
daily living but our study showed that even a small impair-
ment in more complex activities such as instrumental ones

Table 3 Relationship between walking recovery at the follow-up and
the interaction term between singular variable and groups

B ± SE p value

Vitamin D× groups 0.041± 0.02 0.04

Age × groups 0.002± 0.003 0.44

Sex × groups −0.026± 0.04 0.51

Albumin × groups −0.02± 0.04 0.58

ADL at baseline × groups −0.005± 0.009 0.55

IADL at baseline × groups 0.008± 0.005 0.14

Walking devices × groups −0.008± 0.03 0.75

Charlson Index× groups −0.009± 0.008 0.24

Note: Selected variables are those significantly associated with walking
recovery from multivariate regression analysis
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greatly affected the recovery to pre-fracture levels. Similarly,
the probability of recovering walking abilities in patients with
pre-fracture impairment is significantly related to the level of
pre-fracture basic abilities. On the contrary, cognitive impair-
ment and, in particular, mild to moderate deficiency, was not
an independent factor influencing mobility recovery in older
persons who had hip fracture after six months. Only severe
cognitive impairment may be a negative prognostic factor.
However, hip fracture subjects with dementia can regain pre-
fracture walking abilities in the same proportion as non-
demented people. The effect of cognitive impairment seems
to act mainly on pre-fracture functional status. On the other
hand, it is well established that cognitively impaired patients
gain from rehabilitative treatment [23, 24] and only severe
dementia [25] or prolonged post-operative delirium [26] could
influence negatively any rehabilitative approach. In our pa-
tients delirium was not significantly related to walk recovery
at the six month in the multivariate analyses but we recorded
only the occurrence of delirium in the peri-operative phase
and not its persistence during hospital stay. Most of the sig-
nificant variables in this study are non-modifiable risk factors
and can be used to develop prognostic indices or tailored
rehabilitation interventions targeted on a specific risk profile.
On the contrary, the concentration of 25-hydroxyvitamin D is
a potentially modifiable risk factor through a direct treatment.

In our cohort of patients, the mean levels of 25-
hydroxyvitamin D are largely below the optimal status
confirming early study on older Italian hip fracture patients
[27]. However, patients with 25-hydroxyvitamin D levels
higher than 11 ng/ml had a higher probability to recover pre-
fracture walking ability. These findings are in accordance with
other studies [28] that found 25-hydroxyvitamin D levels at
the time of fracture higher than 9 ng/ml were associated with
better lower extremity task performance and a reduced likeli-
hood of falling during the year following a hip fracture.
Bischoff-Ferrari et al. [29] reported that walking speed and
proximal muscle strength were markedly improved when

25-hydroxy25-hydroxyvitamin D levels increased from 4 to
16 ng/ml and continued to improve as the levels increased to
more than 40 ng/ml. The simple relationship between pre-
fracture 25-hydroxyvitamin D concentration and the odds of
walking after fracture do not make it possible to directly pre-
sume the effectiveness of vitamin D supplementation which
largely remains to be demonstrated. However, on a cohort of
subject taken from the same survey, we demonstrated that the
highest 25-hydroxyvitamin D levels are closely related to 25-
hydroxyvitamin D supplementation [30], therefore our find-
ings indirectly support a positive effect of 25-hydroxyvitamin
D optimization on walking recovery after fracture.

Moreover, we found a significant interaction between 25-
hydroxyvitamin D and sex for mobility recovery according to
other studies that observed an association between 25-
hydroxyvitamin D and physical function in women but not
in men [31].

The poor rate of full recovery in pre-fracture independent
patients finally raises the question of the suitability of the
regular programs of rehabilitation. More intensive rehabilita-
tion interventions [32] and extended rehabilitation programs
[33] have both been demonstrated to improve long-term out-
come in selected patients. However, studies focusing on elder-
ly subjects walking independently before fracture but with
some frailty characteristics such as slight impairment in com-
plex activities, using devices, poor nutrition, low 25-
hydroxyvitamin D or very old age should be designed to look
for the most effective intervention to regain full independence
after hip fracture.

This study has limitations. In particular, the design of the
study is not a randomized controlled study and other factors
that are not included in the analysis could influence our re-
sults. Nonetheless, one of the strengths of this study is the fact
that the sample includes a large number of unselected patients
who are representative of the real-world populations with hip
fractures, even if limited to a single country. A second impor-
tant limitation is the lack of details about rehabilitation

Fig. 2 Walking recovery at sixth
month according to the pre-
fracture mobility and 25-
hydroxyvitamin D tertiles
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intervention administered to each patient. No data are avail-
able in this study for defining duration, intensity, and type of
physical therapy, all of which are probably important factors
in functional recovery.

In conclusion, our data showed that the catastrophic effect
of hip fracture in producing mobility disability occurs even in
highly independent patients if they have some initial charac-
teristics of frailty. The pre-fracture functional status is the main
predictor of walking recovery after hip fracture while cogni-
tive impairment seems to act as an independent factor only in
case of severe dementia. 25-hydroxyvitamin D deficiency ap-
pears to be an important modifiable component of the global
assessment that influences walking recovery, especially in pa-
tients with higher pre-fracture performance. If confirmed, our
data would suggest that tailored rehabilitative interventions
should be an essential part of any plan for maximizing
recovery.
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