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Abstract
Background  The Short Physical Performance Battery (SPPB) and the De Morton Mobility Index (DEMMI) are two com-
monly used instruments to assess mobility in older patients.
Aims  To compare the two assessments in acute senior trauma patients with regard to sensitivity to change during an acute 
care, and prediction of discharge destination.
Methods  Medical records were extracted for consecutive trauma patients aged 70 + receiving acute care rehabilitation in the 
geriatric ward during 9 months. SPPB and DEMMI were obtained at admission and discharge. Sensitivity was analyzed using 
paired t tests and Cohen’s d, and discharge destination with logistic regression predicting the probability of returning home.
Results  A total of 69 patients were included in the study [83.7 years (SD 6.3), 78% women, length of stay 10 (IQR 8–10) 
days]. Overall, SPPB improved from 2.0 (SD 2.5) to 3.8 (SD 2.7; p ≤ 0.001) and DEMMI from 41 (SD 19) to 53 (SD 14; 
p ≤ 0.001) (Cohen’s d: 0.72 for SPPB, 0.62 for DEMMI). Among patients admitted from home each additional point in 
SPPB at admission and acquired during acute care rehabilitation increased the odds of returning home by 1.7 times (95% CI 
1.1–2.8, p = 0.02) and 1.6 times (95% CI 1.1–2.5, p = 0.02). For DEMMI, every 10 points at admission, but not in change, 
increased the odds of returning home by 2.5 times (95% CI 1.3–5.0, p = 0.007).
Discussion and conclusion  SPPB and DEMMI are both valid mobility assessments for senior patients in acute care. However, 
SPPB is a better predictor than DEMMI for discharge destination.

Keywords  Mobility assessment · Discharge destination · Older adults · Early rehabilitation · Geriatric assessment

Introduction

Good mobility is critical for maintenance of functional inde-
pendence at older age [1], while reduced mobility has been 
associated with higher mortality risk [2], lower quality of 
life [3], and a higher risk of falls and fall-related injuries 

[4]. The latter leads to a growing number of senior trauma 
patients in acute care, who, if bedridden due to their injury, 
lose function rapidly [5] and may not recover to their former 
autonomy [6].

One of the primary goals of acute care geriatric reha-
bilitation is to enable older patients to regain their mobility 
effectively to maintain their autonomy and return home [7]. 
Notably, mobility has been identified as a key predictor of 
length of stay in acute care [8] and of discharge destina-
tion among older patients [8, 9]. Moreover, in a prospective 
study, better mobility at discharge from acute geriatric care 
rehabilitation, was found to be the strongest predictor for 
living at home even 3 months after acute care [10]. There-
fore, determining a patient’s mobility status is a fundamental 
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component of health assessments in acute care of older 
patients.

To identify and adequately treat older patients at risk of 
functional decline, the measurement of mobility is a corner-
stone of the comprehensive geriatric assessment. However, 
although several mobility assessments have been validated in 
older adults, there is no internationally accepted consensus 
on one specific gold-standard mobility assessment for older 
patients [11, 12].

The Short Physical Performance Battery (SPPB) is a 
widely used mobility test to assess lower extremity function 
developed to identify the onset of disability in non-disabled 
older adults [13]. Notably, the SPPB has been shown to 
be reliable and valid [14, 15]. In an acute geriatric setting, 
SPPB scores at hospital admission predicted the length of 
hospital stay with a difference of 4 days comparing patients 
with better versus poorest SPPB scores [16]. Further, poor 
SPPB scores at hospital discharge predicted a 5.4-fold 
increased risk of hospital readmission or death during the 
1st year after hospitalization [17]. To our best knowledge, 
the association between SPPB and immediate discharge des-
tination from acute care has not been determined.

Another mobility assessment tool especially developed 
for the hospital setting is the De Morton Mobility Index 
(DEMMI). It was designed for clinicians and researches as 
an instrument for measuring overall mobility in hospitalized 
older patients [18]. DEMMI has been validated in sub-acute 
hospital settings [19] and in the transition from hospital to 
community [20]. A recent study in hip fracture patients 
showed a 4.3-times higher chance of returning home after 
acute care in patients starting with higher DEMMI values 
(≥ 20) compared to those with lower values (< 20) [21]. To 
our best knowledge, the association between DEMMI and 
immediate discharge destination from acute care in a broader 
patient setting has not been explored to date.

We aimed to compare the SPPB and the DEMMI in a 
sample of acute care senior trauma patients (1) to assess the 
tests’ sensitivity to change during an acute care rehabili-
tation program and (2) to evaluate the tests’ usefulness to 
predict discharge destination, both based on baseline score 
and change from baseline to discharge.

Methods

Subjects and study design

We extracted data from the electronic medical records of 
a sample of consecutive senior patients aged 70 years or 
older who were admitted to the Department of Geriatrics at 
the University Hospital Zurich between November 2016 and 
July 2017 as a consequence of a fall-related injury.

For this analysis, patients were included if they had a 
prospective assessment of functional mobility for both 
SPPB and DEMMI and gave general consent to use their 
data for research. Patients who had missing scores or were 
not enrolled in the acute care rehabilitation program were 
excluded. The main reason for missing scores was poor 
health status. The project was approved by the local ethics 
committee (No. 2017-01643).

Acute care geriatric rehabilitation

Acute care geriatric rehabilitation is an interprofessional 
treatment developed to minimize the loss of mobility and 
function among older adults during their hospital stay. 
Our patients were initially hospitalized in the trauma sur-
gery department for treatment of their fall-related injury, 
and then transferred to the acute care geriatric department. 
Upon admission to the geriatric department a standardized 
geriatric assessment was performed to plan individual-
ized acute care and rehabilitation treatments. Acute care 
rehabilitation includes ten physiotherapy and occupational 
therapy sessions per 7 days, activating treatment by nurs-
ing staff and interprofessional team meetings to define indi-
vidualized goals and to assess progress. Depending on the 
patient’s acute care needs and rehabilitation progress, the 
program may take between 7 and 21 days. The geriatric 
mobility assessment including both the SPPB and DEMMI 
was repeated prior to patients’ discharge. The decision on a 
patient’s discharge location is usually made 5–7 days before 
discharge, and therefore also before the geriatric mobil-
ity assessment at discharge. Entry values of SPPB, but not 
DEMMI are available for the interprofessional team making 
the decision.

Measurements

SPPB and DEMMI assessments were performed upon 
admission to the geriatric ward and prior to discharge. The 
SPPB was applied by an assessment nurse and the DEMMI 
was administered by a physiotherapist.

Short Physical Performance Battery (SPPB)

The SPPB consists of three components: (1) a balance test, 
(2) a timed 4-m walk, and (3) a timed chair rise test. For the 
balance test, patients had to stand with their feet in a side-by-
side, semi-tandem, and tandem position for 10 s without the 
use of assistance. Gait speed was measured over a 4-m dis-
tance. Walking aids were allowed for patients, who needed 
them. We retained the faster of two walks. Repeated chair 
rise test measures the time needed to stand up five times 
from a regular chair. All the subtests were scored from 0 
to 4 points based on community cut points established by 
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Guralnik et al. leading to a final SPPB score ranging from 0 
to 12 with higher scores representing better lower extremity 
function [13, 14]. The SPPB is reported to take an average 
of 12 min [14].

De Morton Mobility Index (DEMMI)

The DEMMI assesses mobility through 15 mobility exer-
cises, administered from easiest to hardest. It starts with bed 
mobility (bridge, roll onto side, lying to sitting), progresses 
to chair mobility (sit unsupported, sit to stand, sit to stand 
without using arms), to static balance (stand unsupported, 
stand feet together, toe stand, tandem stand), to walking 
mobility (walking distance, walking independence), and 
finally to dynamic balance without gait aid (pick up pen 
from floor, walking backwards, jump). With these 15 exer-
cises, a patient can achieve up to 19 raw points, which are 
then converted to an interval score ranging from 0 to 100 
with higher levels indicating a better status. The DEMMI is 
reported to take an average of 8.8 min [18].

Further data from clinical information system

Patients’ demographic and clinical characteristics were 
obtained from electronic medical records. Patients’ char-
acteristics included age, gender, body mass index, Barthel 
Index at admission and discharge, type of trauma that led to 
hospitalization, living conditions before entry (community 
dwelling or coming from a nursing home), discharge des-
tination (return home, admitted to a rehabilitation centre, 
admitted to an acute and transitional care unit). Further, we 
extracted quality of life (first question of the SF-36 question-
naire), number of frailty criteria defined by Fried et al. [22], 
cognitive status by Folstein Mini Mental State Examination 
(MMSE) [23], and the risk of malnutrition by the full ver-
sion of Mini Nutritional Assessment (MNA) [24].

Statistical analysis

Descriptive statistics were used to summarize patients’ char-
acteristics and are presented as means ± standard deviations 
(SD), unless stated otherwise. To describe the two mobil-
ity tests, we determined: (1) the proportion of patients with 
SPPB scores of 0 (floor) and 12 (ceiling), respectively, with 
DEMMI scores of 0 (floor) and 100 (ceiling) was calculated 
for admission and discharge. A proportion of ≥ 15% was con-
sidered as a notable floor or ceiling effect. (2) Responsive-
ness to change was determined using paired t tests, stand-
ardized effect sizes (Cohen’s d) and standardized response 
means (SRM) [25]. (3) A minimal clinically important dif-
ference (MCID) was determined using a distribution-based 
approach using 0.5 SD of admission scores as an estimate 
for the MCID [26]. Additionally, an anchor-based approach 

was used to determine a MCID where a clinically important 
change was considered to have occurred in patients who 
rated their overall health at discharge at least 1 point better 
on the 5-point Likert scale than at admission.

To test the associations between SPPB and DEMMI 
at admission and discharge, we used Spearman correla-
tion coefficients and a linear regression model adjusted for 
gender, age, BMI, number of comorbidities (0–5 vs. 6–10 
vs. > 10 diagnoses) and length of hospital stay.

The association between SPPB and DEMMI test scores 
with discharge destination was calculated using a logistic 
regression model with discharge destination (returning 
home vs. not) as the outcome in the subsample of individu-
als admitted from home. SPPB at admission and the change 
in SPPB over time were used as explanatory variables. The 
model was adjusted for gender, age, BMI, number of comor-
bidities and length of stay. The same model was used for 
DEMMI at admission and its change over time. For these 
models, we additionally estimated receiver operating char-
acteristics (ROC).

All reported p values are two tailed with an alpha value 
of 0.05. All analyses were conducted with SAS software, 
version 9.4 (SAS Institute, Cary, NC, USA).

Results

During the data collection period, 128 patients were trans-
ferred from the Department of Traumatology to the Depart-
ment of Geriatrics. A total of 69 (54%) patients were 
included in this study meeting all inclusion criteria. The rea-
sons to be excluded were a missing consent (n = 20), miss-
ing entry assessment (n = 8), missing discharge assessment 
(n = 29), and death during acute care (n = 2). Table 1 shows 
admission characteristics of the included patients. The mean 
age was 83.7 years (SD 6.3). The majority of patients were 
women (78.3%), 88.4% were community dwelling before 
admission. Most patients suffered a fall-related fracture 
(62.4%) or cerebral concussion (21.7%). The median time 
for transfer from the Department of Traumatology to the 
Department of Geriatrics was 7 days (IQR 5–9 days) and the 
median length of stay in the Department of Geriatrics was 
10 days (IQR 8–12 days).

Upon admission to the Department of Geriatrics, the 
mean SPPB score was 2.0 (SD 2.5; median 1; IQR 0–3) with 
27 (39%) scoring the lowest possible score (0 points). The 
mean DEMMI score was 41.3 (SD 18.8; median 41; IQR 
30–57) and only 1 (1.4%) patient scored the lowest possible 
score (0 points). Upon discharge, both SPPB and DEMMI 
were normally distributed with a mean SPPB score of 3.8 
(SD 2.7) and a mean DEMMI score of 52.9 (SD 14.2). No 
floor or ceiling effects were identified for SPPB or DEMMI 
at discharge.
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Responsiveness to change and minimal clinically 
important difference (MCID)

Figure 1 shows the changes of SPPB and DEMMI over 
time. Both SPPB and DEMMI showed significant improve-
ments over time with an increase in SPPB scores of 1.9 
(95% CI 1.3–2.2; p ≤ 0.001) and an increase in DEMMI 
scores of 11.6 (95% CI 8.8–14.5; p ≤ 0.001). Both instru-
ments revealed a moderate to large effect size (Cohen’s 
d: SPPB 0.72, DEMMI 0.62; SRM: SPPB 0.92, DEMMI 
0.97). Using a distribution-based approach to calculate 
MCID (0.5 SD of the admission score), a MCID for the 
SPPB was 1.24 points and DEMMI was 9.38 points. Based 
on these cut points, 50.1% and 42.0% of patients for SPPB 
and DEMMI, respectively, reached changes above the 
MCID. Using an anchor-based approach (any improve-
ment in quality of life), a MCID for SPPB was 2.25 points 
and DEMMI was 14.65 points.

Correlation between the two mobility instruments

Spearman correlation showed a significant correla-
tion between SPPB and DEMMI scores upon admission 
(r = 0.59; p < 0.001) and at discharge (r = 0.72; p < 0.001). 
This supports convergent validity for both instruments. 
The association between SPPB and DEMMI scores 
remained unchanged when adjusting for potential con-
founder’s age, gender, BMI and number of diagnoses.

Association between SPPB/DEMMI and discharge 
location

Of the 61 (87%) patients who were admitted from home, 
32 (52%) could return home after acute care, 14 (23%) 
were admitted to a nursing home, 13 (21%) went to an 
inpatient rehabilitation center, 1 (2%) was admitted to a 
transitional care setting, and 1 (2%) to a different clinic. 
Table 2 shows the association of SPPB and DEMMI scores 
with discharge destination in patients who were admitted 
from home. Upon admission, SPPB in particular and to a 
lesser degree DEMMI, predicted a patient’s discharge des-
tination. Upon admission, for each point increase in SPPB, 
patients had a 1.8-fold higher odds of returning home (OR 
1.75, CI 1.11–2.76) and for each 10 points increase in 
DEMMI, patients had a 2.5-fold higher odds of returning 
home (OR 2.55, CI 1.30–5.00). In addition, changes in 
SPPB scores during acute care rehabilitation were pre-
dictive of discharge destination (OR 1.63, CI 1.08–2.48), 
independent of baseline SPPB. Changes in DEMMI scores 
over time did not predict a patient’s discharge destination 
(p = 0.57). Both assessment tests had high discriminant 

Table 1   Patients’ demographics at hospital admission (n = 69)

Values are means (standard deviations) unless stated differently
0 = robust, 1–2 = pre-frail, 3–5 = frail

Characteristics

Age, years 83.7 (6.3)
Number of females [n (%)] 54 (78.3)
Body mass index (kg/m2) 25.6 (5.3)
Body mass index categories
 Underweight (BMI < 18.5) [n (%)] 5 (7.3)
 Normalweight (BMI 19.5–24.9) [n (%)] 34 (49.3)
 Overweight (BMI 25–29.5) [n (%)] 16 (23.2)
 Obese (BMI ≥ 30) [n (%)] 14 (20.3)

Number of Fried frailty criteria
 1 [n (%)] 1 (1.5)
 2 [n (%)] 9 (13.2)
 3 [n (%)] 20 (29.4)
 4 [n (%)] 31 (45.6)
 5 [n (%)] 7 (10.3)

Mini nutritional assessment
 Normal nutritional status (≥ 24) [n (%)] 21 (30.4)
 At risk of malnutrion (17–23.5) [n (%)] 42 (60.9)
 Malnurished (< 17) [n (%)] 6 (8.7)

Mini mental state examination
 Normal cognition (≥ 24) [n (%)] 45 (66.2)
 Mild cognitive impairement (19–23) [n (%)] 10 (14.7)
 Moderate cognitive impairement (10–18) [n (%)] 9 (13.2)
 Severe cognitive impairement (< 10) [n (%)] 4 (5.9)

Place of entry
 Nursing home [n (%)] 8 (0.1)
 Community dwelling [n (%)] 61 (0.9)

Main diagnosis
 Cerebral concussions [n (%)] 15 (21.7)
 Vertebral fractures [n (%)] 15 (21.7)
 Hip fractures [n (%)] 12 (17.4)
 Multiple fractures [n (%)] 6 (8.7)
 Pelvic ring fractures [n (%)] 5 (7.3)
 Femur fractures 2 (2.9)
 Humerus fractures [n (%)] 2 (2.9)
 Chest trauma [n (%)] 1 (1.5)
 Other [n (%)] 11 (15.9)

Number of comorbidities
 0–5 comorbidities [n (%)] 8 (11.6)
 6–10 comorbidities [n (%)] 39 (56.5)
  > 10 comorbidities [n (%)] 22 (31.9)

Quality of life
 1 (very poor) [n (%)] 15 (22.4)
 2 (poor) [n (%)] 21 (31.3)
 3 (good) [n (%)] 28 (41.8)
 4 (very good) [n (%)] 2 (3.0)
 5 (excellent) [n (%)] 1 (1.5)

Barthel index (from 0 to 100), score 57.3 (20.5)
Short Physical Performance Battery (from 0 to 12) 2 (2.5)
De Morton Mobility Index (from 0 to 100) 41.3 (18.8)
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Fig. 1   Change over time of stay in SPPB scores and DEMMI scores. 
In the box plots of raw values, the boundaries of the box indicate 
the 25th and 75th percentile and the black line within the box marks 

indicates the median. Whiskers above and below the box indicate the 
most extreme value within the × 1.5 interquartile range

Table 2   Association between 
SPPB/DEMMI scores and 
returning home in the 60 
patients who were community 
dwelling before admitted to 
acute care

Values derived from general linear regression model adjusted for gender, age, body mass index, number of 
comorbidities, and length of stay
BMI body mass index, DEMMI de Morton Mobility Index, SPPB short physical performance battery

Odds ratio (95% CI) p value

SPPB as potential predictor
 Intercept NA 0.1583
 SPPB change (per 1 point increase) 1.63 (1.08–2.48) 0.0208
 SPPB at admission (per 1 point increase) 1.75 (1.11–2.76) 0.0168
 Female gender 0.81 (0.14–4.71) 0.8147
 Age (per unit increase) 1.11 (0.98–1.27) 0.1014
 BMI (per unit increase) 0.97 (0.85–1.11) 0.6409
 Number of comorbidities (1–5) Ref
 Number of comorbidities (6–10 vs. ref) 3.43 (0.20–58.90) 0.0481
 Number of comorbidities (10 + vs. ref) 0.24 (0.02–3.46) 0.0221
 Length of stay (per unit increase) 0.90 (0.74–1.11) 0.3340

DEMMI as potential predictor
 Intercept NA 0.1061
 DEMMI change (per 10 points increase) 1.30 (0.53–3.17) 0.5692
 DEMMI at admission (per 10 points increase) 2.55 (1.30–5.00) 0.0065
 Female gender 0.97 (0.17–5.68) 0.9752
 Age (per unit increase) 1.09 (0.97–1.24) 0.1615
 BMI (per unit increase) 0.98 (0.86 to 1.12) 0.7333
 Number of comorbidities (1–5) Ref
 Number of comorbidities (6–10 vs. ref) 1.60 (0.12–22.07) 0.0652
 Number of comorbidities (10 + vs. ref) 0.10 (0.01–1.57) 0.0089
 Length of stay (per unit increase) 0.96 (0.81–1.13) 0.6039
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ability to predict discharge to home (ROC area under the 
curve > 0.87 for both tests).

Discussion

This study supports the use of both the SPPB and DEMMI 
as valid measures of mobility in acute senior trauma patients. 
Both instruments were sensitive to change with regard to 
early rehabilitation during acute care, and both test results 
upon entry to acute care predicted discharge destination. 
However, with regard to change in test performance with 
early rehabilitation, only change in SPPB but not in DEMMI 
predicted discharge destination.

At hospital admission, 39% of our patients scored the 
lowest possible SPPB score. Fisher et al. [14] reported a 9% 
incidence of SPPB score “0” and Corsonello et al. [27] a 
18% incidence of SPPB score “0” among seniors admitted to 
acute care due to an acute medical event. The higher propor-
tion in our study is likely due to fall-injured patients in our 
study compared to community-dwelling patients with less 
comorbidities [14] or by a later time in SPPB assessment 
[27]. Only a small proportion of patients scored the lowest 
possible DEMMI score in our study (1.4%), consistent with 
results of other studies reporting DEMMI scores in acute 
care [19, 28]. This discrepancy between the proportion of 
DEMMI and SPPB entry scores can be explained by the 
different composition of mobility aspects included in these 
two instruments. The DEMMI covers a number of aspects 
of early mobilization including mobility in bed and in sitting 
position, whereas the focus of the SPPB is measuring lower 
extremity function, which is likely to be impaired after a 
fall-related trauma. Therefore, the low SPPB scores found 
in our study represent the immobility of these patients upon 
admission to acute care. Although the floor effect of the 
SPPB is a downside as the discrimination of patients at the 
lower end of the scale is limited, together with other results 
of this current study, we still consider SPPB as a valid instru-
ment in the functional and prognostic evaluation of a patient.

Both instruments showed significant improvement in 
mobility during acute care with moderate to large effect 
sizes. Patients increased their SPPB scores by 1.8 points 
[from 2.0 (SD 2.5) to 3.8 (SD 2.7)] representing 14.7% of 
the SPPB scale width, which is in line with another study 
analyzing SPPB during acute care [16], although the authors 
of this study reported higher SPPB scores upon admission 
(SPPB of 6.0). This difference can be explained by the 
selected patient group entering acute care due to a pulmo-
nary or cardiovascular event. DEMMI scores improved by 
12 points [from 41.3 (SD 18.8) to 52.9 (SD 14.1)] represent-
ing 11.6% of the DEMMI scale width. These values were 
slightly lower than those reported in the DEMMI validation 
study by de Morton et al. [19] where an admission score of 

51.5 points (SD 20.9) was shown and higher than in another 
study of the de Morton group showing admission DEMMI 
scores of 30.7 points (SD 16.0) and an improvement to 45.7 
points (SD 16.5) [29]. These different admission scores indi-
cate that mobility instruments differ among different patient 
groups depending on their diagnoses. Distribution-based 
MCID point estimates of 9.4 for the DEMMI and 1.2 for the 
SPPB represent approximately 10% of their scale widths and 
are consistent with MCID estimates from previous reports 
for the DEMMI (10) [18] and the SPPB (0.54–1.34) [30], 
respectively. Larger MCID values were obtained using an 
anchor-based method for both DEMMI (2) and SPPB (14.4). 
This could be explained by the anchor we used for this anal-
ysis, which was based on the less number of 20 patients 
who reported better quality of life at discharge compared 
to admission.

Several studies have shown the efficacy of geriatric reha-
bilitation on patients’ mobility [31]. On one hand, geriatric 
rehabilitation assessments are used to improve patients’ out-
comes and on the other hand these assessments also have 
a predictive value for patients’ outcome [31]. Kool et al. 
showed the importance of mobility as a predictive factor for 
living at home after geriatric rehabilitation [10]. Further, the 
predictive value of lower extremity function has been dem-
onstrated in various studies for different geriatric outcomes 
including disability [15], nursing home admission [13], and 
risk of mortality [17].

In this study, we analyzed the predictive value of the 
DEMMI and SPPB for discharge location. SPPB’s admission 
scores predicted discharge destination by a 74.5% increased 
odds of returning home for each point increase in SPPB 
scores, which shows that this instrument is a valid mobil-
ity assessment tool for comprehensive geriatric assessments 
during acute care. In addition, an improvement in SPPB 
scores from admission to discharge further predicted the 
chance of returning home, supporting the fact that improv-
ing lower extremity function is essential for regaining func-
tional independence [32]. Further, in a prospective study 
in geriatric patients admitted to an internal medicine ward, 
each point increase in patients’ SPPB score during acute 
care was associated with a 17% reduction in risk of fall-
ing, a 42% reduction in risk of loss of mobility, and a 28% 
reduction in risk of death within 1 year after acute care [33]. 
This was also confirmed by another prospective study in 506 
patients aged 70 + years which showed that SPPB score at 
discharge from acute care predicted mortality (Hazard ratio 
0.86; 95% CI 0.78–0.95), functional decline (OR 0.8; 95% 
CI 0.70–0.96), but not the risk of rehospitalization within 1 
year [27]. On the other side, DEMMI’s admission scores (by 
a 155% increased odd of returning home for each 10 points 
higher DEMMI score), but not an improvement in DEMMI 
from admission to discharge, predicted discharge destina-
tion. Previous studies have shown that DEMMI scores at 
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discharge were higher in patients discharged home than 
patients discharged to inpatient rehabilitation [19, 29]. In 
hip fracture patients, a DEMMI score ≥ 20 upon admission 
was related to a 4.3-times higher chance of returning home 
after acute care [21].

Our results need to be interpreted with some caution as 
the study sample was small. Larger prospective studies are 
required to confirm our findings. In addition, the results of 
the current study can only be generalized to patients who 
have been referred to early geriatric rehabilitation due to 
fall-related injuries. Further, discharge location is influenced 
by other factors that have not been taken into account in this 
study (e.g., social factors, health insurance situation), and we 
cannot completely rule out that knowing the SPPB mobility 
scores at entry has also influenced the physicians’ decisions. 
However, as the decision has been made before the discharge 
assessment of SPPB and DEMMI, the performance upon 
discharge and also the change in SPPB, DEMMI perfor-
mance had no influence on physicians’ decisions regarding 
the discharge location. Besides these limitations, however, 
we want to highlight the strength of a continuous prospective 
data collection from electronic medical records of all sen-
iors admitted to the geriatric ward after a fall-related injury. 
Patients were included in an inpatient rehabilitation program 
with a standardized mobility assessment upon admission and 
at discharge from acute care. Also, our patient group repre-
sents a wide range of common trauma injuries among older 
adults.

Together, these findings are important because they allow 
clinicians to gain more insight into patients’ characteristics 
regarding their probable discharge destination. In this way, 
more realistic rehabilitation goals can be established, and 
patients and their caregivers can be prepared for probable 
changes in their living arrangement after discharge [9].

Early geriatric rehabilitation during acute care is a valu-
able clinical strategy to improve an older patient’s chance to 
maintain autonomy by regaining mobility skills. This study 
has identified the SPPB and the DEMMI as valid measures 
of mobility in acute rehabilitative hospital setting in senior 
trauma patients. SPPB score change from admission to dis-
charge had the additional advantage of serving as a predictor 
for discharge destination.
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