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Abstract

Background: Hip fracture is a common and serious traumatic injury for older adults characterised by poor outcomes.
Objective: This systematic review aimed to synthesise qualitative evidence about the psychosocial impact of hip fracture on
the people who sustain these injuries.
Methods: Five databases were searched for qualitative studies reporting on the psychosocial impact of hip fracture, supple-
mented by reference list checking and citation tracking. Data were synthesised inductively and confidence in findings reported
using the Confidence in the Evidence from Reviews of Qualitative research approach, taking account of methodological
quality, coherence, relevance and adequacy.
Results: Fifty-seven studies were included. Data were collected during the peri-operative period to >12 months post fracture
from 919 participants with hip fracture (median age > 70 years in all but 3 studies), 130 carers and 297 clinicians. Hip
fracture is a life altering event characterised by a sense of loss, prolonged negative emotions and fear of the future, exacerbated
by negative attitudes of family, friends and clinicians. For some people after hip fracture there is, with time, acceptance of a
new reality of not being able to do all the things they used to do. There was moderate to high confidence in these findings.
Conclusions: Hip fracture is a life altering event. Many people experience profound and prolonged psychosocial distress
following a hip fracture, within a context of negative societal attitudes. Assessment and management of psychosocial distress
during rehabilitation may improve outcomes for people after hip fracture.

Keywords: hip fracture; trauma; systematic review; qualitative analysis; psychosocial; older people

Key Points
• There is a large body of evidence reporting coherent and relevant evidence on the psychosocial impact of hip fracture.
• Hip fracture is a life altering event characterised by a sense of loss, negative emotions and fear of the future. These reactions

can be exacerbated by negative attitudes by carers and clinicians.
• Psychosocial management may be a component of optimal care to improve outcomes after hip fracture.
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Background

Hip fracture is a common and serious injury for older adults.
Approximately 1 in 4 people die within the first 12 months
after hip fracture [1, 2], only 2 in 3 people who previously
lived independently in the community return home, [3]
and only about 1 in 3 regain pre-fracture mobility within
6 months after hip fracture [4]. Although these statistics are
compelling, they do not consider the additional psychosocial
impact that a significant injury, such as hip fracture, can
have on a person. Psychosocial factors after injury comprise
cognitive, affective and behavioural factors [5]. These factors,
including stress perceptions, anxiety and social connections,
have been shown to affect return to community engagement
in other populations [5], and it is possible these factors are
even more pronounced in people after hip fracture when
coupled with the increased rates of social isolation and
loneliness common among older people [6].

Major trauma, defined as a serious injury with poten-
tially life-changing consequences, is associated with high
levels of psychosocial impact, including psychological dis-
tress and post-traumatic stress symptoms [7]. Given the
associated morbidity and mortality, hip fracture can be a
major trauma for which high levels of psychosocial impact
may be expected. Understanding the psychosocial impact
of hip fracture could inform assessments and interventions
to improve outcomes. For example, there is potential to
address loss of confidence in mobility after hip fracture
through interventions such as motivational interviewing,
with subsequent improvements in functional mobility [8].
However, recommended rehabilitation interventions [9] and
hip fracture guidelines pay little attention to the assessment
or management of the significant psychosocial impact of
these injuries [10, 11].

A recent systematic review reported quantitative measures
of psychological outcomes after hip fracture in 55 studies
[12]. The main psychological factors identified were depres-
sion and anxiety with evidence of a negative association
between these factors and functional outcome. In another
quantitative review of 19 studies, social factors, including
social support and living arrangements, were found to be
associated with functional recovery and mortality [13]. These
findings demonstrate how psychosocial factors can influence
outcomes after hip fracture, but the findings are limited to
the measurement tools chosen by researchers.

Another source of insights into the psychosocial impacts
of hip fracture is the lived experience of people, obtained
through qualitative research. Qualitative methods can pro-
vide in-depth details about phenomena that are difficult to
convey with quantitative methods [14]. In this way, the
evaluation of the impact of hip fracture is not limited to
outcomes chosen by researchers but gives voice to people
who have experienced a hip fracture and those who care
for them. One review of 14 qualitative studies explored
perspectives of recovery after hip fracture in relation to the
end point of care [15] but there has been no synthesis of
qualitative literature investigating the psychosocial impact

of hip fracture. Therefore, we aimed to systematically review
qualitative studies to describe the psychosocial impact of hip
fracture on the people who sustain them.

Methods

This study is reported consistent with the Enhancing
Transparency in Reporting the Synthesis of Qualitative
Research (ENTREQ) [16] and the Preferred Reporting
Items for Systematic Reviews and Meta-Analyses (PRISMA)
guidelines [17] (Appendices 1 and 2). A protocol was
registered prospectively on the PROSPERO platform
(CRD42023457564).

Search strategy and selection criteria

We included studies reporting experiences of people with
hip fracture, as well as those involving carers and clinicians
involved in the treatment of these patients (Table 1). We
were interested in primary qualitative studies that explored
psychosocial experiences after hip fracture.

Five databases were searched to identify relevant studies
(MEDLINE, The Cochrane Central Register of Controlled
Trials (CENTRAL), EMBASE, PsycINFO and CINAHL)
from inception until 25 August 2023. Further studies were
identified through checking the reference lists of included
studies and citation tracking using Google Scholar.

A pre-planned search strategy was developed to identify
all available studies, using the search terms ‘hip fracture’,
‘qualitative’ and synonyms for these terms. The search was
limited to studies published in English. Search strategies can
be viewed in Appendix 3.

Articles were imported into Covidence software with
duplicates removed. Two of a team of three reviewers (MR,
SW and NT) independently screened the title and abstract
of each article against inclusion criteria. The full text of any
articles that remained after title and abstract screening were
also screened by two of three reviewers (MR, SW and NT)
independently. Disagreements were resolved by discussion
between the two reviewers, and if disagreement persisted, a
third reviewer decided if the article was included or not.

Two reviewers independently extracted data on study
characteristics and design from each study (MR and SW) and
the accuracy of extraction was checked by a third reviewer
(AS or DS). These data included sample size, setting, data
collection method (e.g. interview or focus group), qualitative
framework, and research questions informing the analysis;
these data were collated using Microsoft Excel software. Prior
to data extraction, the form was pilot tested on five studies.

The quality of included studies was assessed by two
reviewers (MR and SW) using the Critical Appraisal Skills
Programme (CASP) checklist for qualitative research [18].
This checklist contains 10 questions on three aspects: what
the results are; whether the results are valid; and whether the
results are helpful locally. Quality appraisal was conducted by
two reviewers independently, and any conflict was resolved
through consensus.
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Table 1. Inclusion and exclusion criteria.
Criteria Inclusion Exclusion
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Population • People recovering from hip fracture. For mixed samples (e.g. lower

limb fractures), the experiences of those recovering from hip
fracture needed to be reported separately

• Carers of people recovering from hip fracture
• Clinicians of people recovering from hip fracture

Context • Studies set in hospital and in the community, including residential
aged care setting

Study design • Studies with qualitative methods
• Studies with mixed-method designs (only the qualitative

component of included studies will be analysed)
• Surveys with open-ended component containing

patient/clinician/carer experiences

• Secondary analysis of qualitative data (e.g. a
systematic review)

Outcomes/
Experiences

• Psychosocial experiences of patients following hip fracture
including factors such as:

• Cognitive : e.g. confidence, beliefs, perceptions, goal adjustment,
meanings

• Affective : e.g. fear of reinjury, depression, anxiety, frustration,
boredom

• Behaviour : e.g. social connections (or disconnections),
help-seeking, rehabilitation compliance

• Outcomes related to community engagement such as return to
pre-injury social activities, and relationships with families and
carers

• Studies exploring patients’ experiences after
participating in interventions e.g. satisfaction
with treatment, a service or clinician rather than
the psychosocial impact of hip fracture

• Quantitative data relating to psychosocial
outcomes as measured by scales or checklists

Other • Studies not published in the English language
• Abstracts/Conference proceedings

Synthesis

A qualitative meta-synthesis approach was used to analyse
the data using methods described by Lachal et al [19]. First,
two reviewers from a team of four (MR, CP, NS, NT) read
and re-read the results sections of each included study to
familiarise themselves with the data. Next, data from the
results sections and relevant sections of the discussion were
extracted from each study and codes were assigned using an
inductive process. The identified codes were reviewed and
grouped according to similarity in meaning. Lastly, the four
reviewers (MR, CP, MS, NT) met and organised the grouped
codes into themes and subthemes. Final synthesis involved
four reviewers looking for potential relationships across the
themes and subthemes. Microsoft Word and NVivo software
were used to help with data management and analysis.

The Confidence in the Evidence from Reviews of Qualita-
tive research (GRADE-CERQual) approach was applied to
determine confidence in the identified themes considering
methodological limitations, coherence, adequacy of data
and relevance, with findings summarised in a qualitative
evidence table [20]. Methodological limitations were cate-
gorised based on the number of unclear or unreported items
on the CASP checklist. For individual studies, ‘no or very
minor concerns’ category was awarded for 0 or 1 missing
items on the CASP checklist; ‘minor concerns’ for 2 missing
items; ‘moderate concerns’ for 3 or 4 missing items; and
‘serious concerns’ for more than 4 missing items. The degree
of confidence was determined based on the number of seri-
ous/moderate/minor methodological limitations compared

to the overall number of studies supporting each finding.
Coherence refers to how cogent the fit is between the data
from primary studies and a review finding that synthesises
that data [20]. As such, coherence was categorised based on
the degree to which the data from the included studies was
transformed to create synthesised findings in our review. For
example, synthesised findings that directly described results
reported in the source papers were categorised as ‘no or
very minor concerns’, while synthesised findings that were
considered to be interpretive or explanatory were categorised
as ‘minor concerns’ or more [20]. Adequacy was categorised
based on the degree of richness and quantity of data sup-
porting a review finding. Relevance was categorised based on
whether the data from the primary studies was applicable to
the context (population, phenomenon of interest, setting) of
the review. Confidence in each review finding was reported
as either high, moderate, low or very low. Findings were
downgraded from high to moderate if there were at least
moderate concerns in one domain and could be downgraded
two levels if there were moderate concerns in two domains
or serious concerns in one domain.

Results

Study selection

The search strategy yielded 2798 studies, with 1951 records
remaining after removal of duplicates (Figure 1). Following
application of the inclusion criteria, the full text of 116
studies were screened and 54 studies were included in the
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Figure 1. PRISMA 2020 flow of study selection [17].

review. Citation searching and reference checking yielded a
further 3 studies, bringing the total number of included
studies to 57 [21–77]. The most common reason for
exclusion was that a study did not include data on
psychosocial experiences (n = 30, 56%) (Appendix 4).

Methodological quality of included studies

All studies had a clear rationale for selecting qualitative
methodology to address their research question and all but
two studies [27, 55] had a clear statement of the study aims
(Appendix 5). Only 18 (32%) studies had adequately con-
sidered the relationship between the researchers and the par-
ticipants. While most studies had considered ethical issues,
eight (14%) studies did not explicitly or adequately report on
ethical review. Six studies (11%) had insufficiently rigorous
data analysis, and 20 (35%) studies did not have a clear
statement of findings.

Study participant characteristics

The participants in the included studies were 919 adults after
hip fracture from 54 studies, 297 clinicians from 11 studies
and 130 carers from 12 studies. Most participants with hip
fracture were female (73%, 631 of 860 where reported) and
median or mean ages, where reported, were at least 70 years
for all but three studies [42, 55, 66]. Median or mean age
was at least 80 years in 19 studies (Table 2). Participants were
receiving acute care in hospital in 18 studies, completing
sub-acute rehabilitation in 11 studies, and living in the
community in 32 studies, with 16 studies exploring
perspectives across the different periods. All except five

studies used semi-structured interviews as the data collection
method.

Thematic synthesis

The overarching theme identified was that hip fracture was
viewed as a life-altering event. After hip fracture, people
experienced a profound sense of loss, expressed pervasive and
ongoing negative emotions and were very worried about the
future (sub-themes). Affecting these negative experiences was
a negative societal attitude (theme). For some people, with
time, there was a sense of acceptance of their new reality
(theme) (Figure 2) (Appendix 6).

Life-altering event

Hip fracture was regarded as a life-altering event that encom-
passed major disruptions. Many people who were previously
active and able to participate in the community were forced
to adapt to a new reality, where they could no longer do
things they wanted to do, the way they wanted to do them.

“It’s altered my whole life, believe me.” (Participant with hip fracture) [67]

“I do not think I will return to my former life.” (Participant with hip fracture)
[30]

This life-altering event typically began as a traumatic fall,
followed by a negative hospital experience. People talked
about feeling vulnerable, helpless, scared, and not being
valued as a person during the perioperative phase. Some
people experienced existential questions after this traumatic
event and questioned the change in their identity.
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Figure 2. Thematic synthesis of psychosocial experiences after
a hip fracture.

“I will never be the person I was before the fracture. I used to be in good
shape, despite my age. Now I ask myself: What is there really to look forward
to when you are ninety?” (Participant with hip fracture) [30]

The inability to resume their life after a hip fracture forced
people to adapt to a restricted life.

“Right after the hospital, I had a psychological adjustment to the whole
thing. After 70 years of walking and having freedom, being confined and
the mobility issue . . . ” (Participant with hip fracture) [49]

“They said I am old and had better retire. They didn’t let me keep managing
my factory. At first I felt really angry, but now I don’t want to argue with
them. I know my vitality is worse than before; I have no other choice but to
accept my present physical condition.” (Participant with hip fracture) [40]

A sense of loss

A profound sense of loss was voiced by many participants
throughout hip fracture recovery. People said they had to
grapple with the psychological and social implications of hip
fracture, including the loss of autonomy, physical ability and
for some, the loss of their home, work, and vibrant social life.

“I’m not as capable as everybody else . . . like I let the side down . . . feel like
I’ve aged fifteen years . . . ” (Participant with hip fracture) [42]

“I’m more house-bound. So I’ve become more of a recluse, I suppose.... It’s
my social life that suffers.” (Participant with hip fracture) [75]

Negative emotions

After a hip fracture, there was an overwhelming negative
emotion ranging from feelings of gloominess to frustration
and loss of confidence especially as they progressed from the
acute to the community setting.

“I have nothing to look forward to and I’ll lay here till I die.” (Participant
with hip fracture) [29]

“After the hip fracture I have felt depressed for the first time in my life. I feel
totally empty. And the gloominess persists even now (four months after the
fracture). It is like having fallen into a black hole and being unable to get up
again” (Participant with hip fracture) [30]

. . . if I’m going to be like this for the rest of my life I don’t want to live.”
(Participant with hip fracture) [67]

Further, some people felt frustrated with the pace of their
recovery, which led to disappointment, dashed expectations,
loss of confidence and feelings of resignation.

“My expectations for my own recovery were much higher than reality, and
that have made me frustrated and impatient”. (Participant with hip fracture)
[30]

“I would say I had more disappointments than surprises. It seems that it’s
taking a very long time to me” (Participant with hip fracture) [49]

Worried about the future

The predominant emotion people talked about after hip
fracture was feeling worried—about the operation, fear of
falling, dependency, and fear of the future.

“Will I ever be able to walk again?”, “Will I ever be in control of the fracture?”,
or “Will I ever be able to control my everyday life again?” (Participants with
hip fracture) [21]

People feared being alone and socially isolated, and they
worried about being dependent on their friends and a burden
to their family.

“I don’t want to be an invalid . . . I’m too much on my own. I’d rather for
the Lord to close my eyes tonight and let me go to rest.” (Participant with
hip fracture) [31]

“[my daughter is] ... taking care of me. I feel like that’s a big burden... she
bathes me. She gives me a shower, sets my hair. That’s a lot. Cause she’s got a
baby to take care of.” (Participant with hip fracture) [31]

For some people, the fear of being a burden on others meant
they masked their psychosocial distress so as not to worry
others.

“When you have visitors you don’t . . . you don’t sort of
say what your feeling . . . you try to keep a brave face . . . and
the other ladies in the ward, you don’t say anything to them
because they’ve got their own problems.” (Participant with
hip fracture) [73].

Negative societal attitude

People after hip fracture perceived a pervasive negative
attitude or stigma toward them, from the healthcare staff
to family and friends in the community. People said they
often felt neglected and ignored, humiliated, and stigmatised
because they had a hip fracture. This left them feeling
dehumanised and dejected, and lowered their expectations of
recovery.

“I said oh I want to go to the toilet. Argh and they said, well we’re very sorry
but we can’t do anything [laughter]. So you had to hold it? No, I just had to
do it... Oh it was awful. I couldn’t believe it” (Participant with hip fracture)
[48]

“My neighbour saw me moving slowly with the walker. She came to me,
stood there watching me, shook her head and said, ‘Oh! Now you use this
[walker]. You look so old, really like an ugly old grandma’.” (Participant with
hip fracture) [40]
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Profound psychosocial impacts of hip fracture

Acceptance over time

Some, but not all, participants described a transition over
many months from negative emotions to acceptance. This
group said they managed to gain a sense of acceptance
through gratitude, optimism, resilience and the support of
family and friends.

“Yes, because then I’ll just make changes to some of the things I CAN do. For
example [ . . . ] these entertainments nights; I can’t dance and jump around,
but I can BE there [ . . . ] see the joy of life other people have. And what they
are able to do, even if I’m not able to the same, it’s kind of comforting.”
(Participant with hip fracture) [56]

“I don’t get hung up on small things...I’ve gotten a perspective on life. I’ve
learned to be grateful. ...I think you learn things all your life. Because, in
spite of everything, I’m healthy.” (Participant with hip fracture) [76]

For others, the new reality of life after hip fracture remained
negative even several years after the fall.

“I feel that I’ve aged too quickly [ . . . ], all of a sudden now you can’t drive
anymore, boom! . . . you don’t have the strength to go and rake in your
garden; boom! You can’t make your own food; ... little by little, you can’t do
it anymore.” (Participant with hip fracture) [58]

GRADE-CERQual assessment of findings

There was moderate to high confidence in the themes and
sub-themes identified (Table 3) (see Appendix 7 for detailed
CerQual findings).

Discussion

We found moderate to high confidence evidence from a
synthesis of 57 qualitative studies that hip fracture is a life
altering event with profound psychosocial impacts. For some
people, there is a slow acceptance of a new reality. These
findings add to the literature by highlighting the depth
and extent of impaired psychosocial functioning after hip
fracture and suggest a high likelihood that this could nega-
tively impact recovery after hip fracture. Current hip fracture
clinical practice guidelines provide no recommendations on
the assessment and management of psychosocial functioning
nor list it as a recommended area of research [10, 11]. This
appears to be a notable omission.

The psychosocial impact of hip fracture is consistent with
the affective, cognitive and behavioural reactions associated
with trauma [78, 79]. Cognitive reactions in response to
trauma can result in a triad of traumatic stress, with negative
views about self, the future and the world, including other
people and the environment [78]. The identified themes in
our review could be regarded as reactions of traumatic stress.
When formally assessed against diagnostic criteria, previous
studies have reported that post-traumatic stress disorder is
rare after hip fracture [80]. However, despite the lack of clin-
ical diagnosis, the current study demonstrates that the neg-
ative psychosocial impacts after hip fracture are widespread,
profound, prolonged and indicative of traumatic stress.

Given the extent of the psychosocial impacts of hip frac-
ture identified in this review, there may be a case for health
service providers to place greater emphasis on providing
targeted interventions to address these needs, consistent with
the management of other conditions involving traumatic
stress. This is important given the associations established
between psychosocial functioning and recovery after hip
fracture [12, 13, 15]. Tools are already available for clini-
cians to assess and monitor people at risk of psychosocial
distress [12, 80]. For example, higher subscale scores on
the Hospital Anxiety Depression Scale are associated with
psychological distress [81] and perceived functional support,
as measured by the Medical Outcome Study-Social Support
Survey, has been associated with recovery after hip fracture
[82]. This review suggests there may be a place for routine
use of such tools to identify psychosocial risk factors during
hip fracture rehabilitation in order to deliver appropriate
interventions.

Specialist psychosocial care may not be warranted for
everyone who experiences a hip fracture. There is a sub-
group of people who have a relatively rapid and full func-
tional recovery after hip fracture, who may not experience
high degrees of impaired psychological functioning [83].
For those at low risk, expert clinicians providing empathic,
person-centred and collaborative care, who listen to their
patients and understand the context of their lives, may
provide sufficient psychosocial support for people after hip
fracture to find their way to the ‘new normal’ described in
this review [84]. Also, some of the psychosocial impact of hip
fracture may be reduced by addressing the broader societal
context, experienced as uncaring attitudes and ageism from
clinicians and families, that can be particularly damaging for
people at a time of vulnerability [85, 86].

For those people who are identified as being in need
of psychological interventions after hip fracture, current
research does not provide any certainty about the best way to
provide this support [87]. There is limited evidence from two
trials with small sample sizes on the effect of psychological
interventions following hip fracture; one study reported non-
significant findings on the effect of cognitive behaviour
therapy on fear of falling and mobility outcomes [88] and
another reported increased physical activity and self-efficacy
after an 8-week motivational interviewing intervention [8].
There is a need for large trials using stepped approaches to
care or comparing different interventions to determine the
best ways to provide support and improve outcomes for this
vulnerable group.

Strength of this review is that it is based on a large body
of evidence with moderate to high confidence in the find-
ings. Our review was prospectively registered and reported
consistent with PRISMA and ENTREQ [17]. Limitations
were that the review did not include publications in the
grey literature, which may have led to some evidence being
missed. Papers published in languages other than English
were also excluded, although no papers excluded for this
reason appeared likely to meet other inclusion criteria. In
addition, none of the included studies were from low-income
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countries so it is uncertain to what extent our findings can be
generalised to these settings. However, the review did include
studies from countries with different cultures. Finally, this
review of qualitative data does not attempt to quantify
the proportion of people who have different experiences of
recovery, or to identify specific risk factors for psychological
distress in people after hip fracture. These are important
questions and opportunities for further research.

In conclusion, hip fracture is a life altering event charac-
terised by a profound sense of loss, negative emotions and
worry about the future. The assessment and management
of psychosocial functioning after hip fracture has received
little attention in clinical practice guidelines. Assessing and
treating psychosocial functioning may be an important com-
ponent in providing optimal care to improve outcomes after
hip fracture.

Supplementary Data Supplementary data is available at
Age and Ageing online.
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