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ABSTRACT

Objectives 

Coping strategies may play an important role as facilitator or barrier for functional recovery 

after hip fracture. This study explored 1] active and passive coping strategies in hip fracture 

patients within inpatient geriatric rehabilitation (GR) 2] the association of these coping strate-

gies with depression, anxiety, pain and health-related quality of life (HRQoL)

Method 

Secondary data analysis (FIT-HIP trial). Participants were patients with hip fracture, aged 65+ 

years, admitted to post-acute GR units. Coping was assessed using the ‘Active Tackling’ and 

‘Passive Reacting’ subscale of Utrecht Coping List (UCL). Depression, anxiety, pain and HRQoL 

was assessed using GDS-8, HADS-A, NPRS and EQ5D-VAS. Based on UCL norm tables - for 

both subscales - we dichotomized the group into (extremely) high use of this coping strategy 

i.e. ‘predominantly active coping’ (PAC), and ‘predominantly passive coping’ (PPC); versus their 

corresponding ‘residual groups’, i.e. the remaining participants.

Results 

72 participants were included. Participants mostly used active coping (PAC: 33.3%), however 

those engaging in passive coping (23.6%) had significantly more depression and anxiety symp-

toms (GDS-8 ≥ 3: 31.1% respectively 9.1%, p=0.040; HADS-A ≥ 7: 58.8% vs 10.9%; p=0.00).

Conclusion 

Active tackling and passive reacting coping strategies are used by up to one-third of patients 

with recent hip fracture. Passive coping was associated with more symptoms of depression 

and anxiety, which in turn may influence rehabilitation negatively. Screening of (passive) coping 

strategies could contribute to prompt identification of hip fracture patients at risk for negative 

health outcomes.

Trial registration 

Netherlands Trial Register: NTR5695 (March 7, 2016)

Keywords

Coping (strategies), hip fracture, geriatric rehabilitation
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INTRODUCTION

Hip fracture presents a major health challenge for older adults, with often far-reaching con-

sequences for both physical health and psychosocial well-being 1,2. The short- and long-term 

functional impairment and loss of independence associated with hip fracture is illustrated by the 

fact that only 30-40% of the patients regain their prior level of mobility, and 10-20% are unable 

to return home 3. From a psychological perspective, symptoms of depression, anxiety and fear 

of falling (FoF) are frequently seen in patients with hip fracture 4-7. Alongside the fact that such 

symptoms are burdensome for the individual patient, these potentially modifiable psychological 

factors are also known to have a negative effect on the rehabilitation process after hip fracture 
7-9. Coping may be an important factor to consider within this context. Exposure to health 

problems can be considered a major stressor. The manner in which a patient deals with this 

distress, i.e. the coping strategy, may influence active participation in and receptiveness for 

treatment. Certain types of coping (passive or avoidant), have been associated with negative 

health outcomes, such as more physical impairment, higher levels of pain, and depression 10-13. 

Coping has also been associated to quality of life, specifically in relation to the long term 

consequences of health problems such as stroke 14.  

Coping has been defined by Lazarus & Folkman as “thoughts and behaviours that people use 

to manage the internal and external demands of situations that are appraised as stressful” 15. 

Although many types of coping strategies have been defined in the past years, in general two 

main categories of coping strategies are utilized, namely the ‘problem-focused coping’ and ‘emo-

tion- focused coping’ 16,17. Problem-focused coping is aimed at modifying or managing the source 

of distress, for example by making a plan of action to solve a problem; and emotion-focused 

coping is aimed at regulating the negative emotions associated with the problem. In general 

active coping approaches will be more oriented towards problem-focused coping, while passive 

coping is characterized by avoidance and is more emotion-focused. Different types of coping 

strategies can be used for the same stressor, as individuals will have to deal with the demands 

of the stressor itself, and manage their emotions. The choice for type of strategy may depend 

on whether or not the problem is perceived as modifiable. When evaluating coping strategies, 

it is also important to keep in mind that the efficacy of the different approaches is situational, 

and may change within the course of time (duration of stressor). 18

Only one study has previously evaluated specific coping strategies within patients that have 

sustained a hip fracture 19. The study population consisted solely of female patients, and found 

that older women used a variety of coping strategies, with ‘seeking social support’ being the 

strategy most frequently used. Several emotion-focused coping strategies were associated 

with poorer functional recovery after hip fracture. This study however is more than 25 years 

old, was not performed within a rehabilitation setting and took place long after hip fracture 
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(on average 8 months). In a broader perspective, a recent systematic mixed methods review 

provided additional insight into how older adults deal with the consequences of hip fracture in 

daily life 20. Important topics identified within this health promoting perspective were the battle 

for independence, active participation, and willingness to engage in their recovery. Within this 

regard, a patient’s ability to identify and use resources to manage with the challenges and their 

motivation to influence decisions seem to be important to support the recovery process.

As coping may have a substantial role within the recovery process of a major health-related 

stressor such as hip fracture 1, it is important to gain a better understanding of coping in the 

early stage of rehabilitation. The objectives of this study are therefore to i] explore the active 

and passive coping strategies used by older patients with a recent hip fracture participating in 

a multidisciplinary inpatient geriatric rehabilitation programme, and ii] evaluate the association 

between the above-mentioned coping strategies and the presence of symptoms of depression 

and anxiety, pain and patient’s health-related quality of life (HRQoL).

METHODS

Study design

This explorative cross-sectional study is a secondary data analysis of the FIT-HIP trial, a cluster 

randomized controlled trial evaluating treatment of fear of falling (FoF) in older adults with hip 

fracture, within inpatient geriatric rehabilitation (GR) (the Netherlands). A full description of 

the study protocol has been published previously 21. In short, usual care for patients with hip 

fracture in GR is compared to the addition of the intervention aimed to reduce FoF, embedded 

in usual care. The FIT-HIP intervention is conducted by physiotherapists in GR and is based on 

various cognitive behavioural approaches. 

Ethical approval for the trial was provided by the Ethics Committee of the Leiden Univer-

sity Medical Centre (LUMC), and the study was registered in the Netherlands Trial Register 

(NTR5695). All participants provided written informed consent prior to study procedures.

Participants and data collection

Recruitment and enrolment for the FIT-HIP trial took place from March 2016 - January 2017. 

Participants were older adults aged 65 years and above, with a recent hip fracture and FoF, 

admitted to one of the 11 participating GR units. FoF was assessed using a single question - ‘Are 

you concerned to fall?’ - with five answer categories (never - almost – never - sometimes - 

often - very often). Patients that reported being at least sometimes concerned to fall were 

eligible to participate. Key exclusion criteria included: 1) conditions interfering with learnability 

(cognitive impairment, major psychiatric disease, insufficient mastery of the Dutch language) 



5

Coping strategies of older adults with a recent hip fracture within inpatient geriatric rehabilitation | 133

and 2) factors prognostic for limited functional recovery (pre-fracture Barthel index score < 

15, presence of pathological hip fracture, life expectancy of < 3 months). 

For the current analysis, we included all participants with complete ‘active tackling’ and ‘passive 

reacting’ subscales of the Utrecht Coping List (UCL) questionnaire (N=72 of the 78 participants 

in the FIT-HIP trial). 

Outcome measures

All outcome measures were assessed at baseline; the first week of inpatient geriatric reha-

bilitation programme. Coping strategies were assessed using the Utrecht Coping List (UCL) 
22,23. This measurement instrument is validated for persons aged 14 years and older. The UCL 

consists of 47 questions categorized in the following seven subscales: ‘active tackling’, ‘passive 

reacting’, ‘palliative reacting’, ‘seeking social support’, ‘avoidance’, ‘expressing of emotions’ and ‘reas-

suring thoughts’. For this study we assessed the ‘active tackling’ and ‘passive reacting’ subscales 

of UCL, both comprising of 7 items. An overview of the items of the active tackling and passive 

reacting subscales is presented in Appendix 1. Each item can be answered on a four-point Likert 

scale, measuring how often an individual uses that particular strategy (1: never; 2: sometimes; 

3: often and 4: very often). For both subscales, summed scores range from 7 to 28, with higher 

scores indicating a greater use of that strategy. Each UCL subscale has individual gender-specific 

norm tables.

To assess symptoms of depression, the 8-item Geriatric Depression Score (GDS-8) was used, a 

short version of GDS-30. GDS-8 has been validated for purposes of screening for depression in 

vulnerable older adults 24. A higher score suggests more depressive symptoms (maximum score 

8), and a score of three or more is indicative of relevant depressive symptoms. The Hospital 

Anxiety and Depression Scale - Anxiety subscale (HADS-A) was used to measure symptoms 

of anxiety in older adults 25. HADS-A subscale consists of seven items, rated on a four-point 

Likert scale (maximum score: 21, higher score indicating more symptoms of anxiety). A cut-off 

value of seven is employed as a score that is suggestive of anxiety, which may require additional 

medical attention. In our study pain was assessed with the Numeric Pain Rating Scale (NPRS), 

a self-report measure used to assess the intensity of pain on a 11-point scale (0 representing 

no pain, up to 10 representing severe disabling pain) 26,27. In general a cut-off value of  ≥ four 

is handled as moderate pain. HRQoL was assessed with the EQ5D-VAS (scale 0-100, with a 

higher score indicating better perceived quality of life) 28.

Other variables 

Sociodemographic data were collected at baseline. Comorbidity was measured using Func-

tional Comorbidity Index (FCI) 29. Additionally we collected information regarding medication 

use (drug prescriptions at admission to GR).
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Statistical analysis

Descriptive statistics were used to present the general characteristics of the study popula-

tion. Subsequently, we made a distinction between the study population as a whole, and the 

subgroups of participants with tendency to use active tackling and/ or passive reacting coping 

strategies. For both subscales separately, we used the existing norm tables to dichotomize the 

group of participants into a group that: i] predominantly uses active tackling and/ or passive 

reacting coping strategies, versus ii] the remaining part of the group that does not regularly 

engage in these coping strategies (i.e. the ‘residual group’). The norm tables comprise of five 

categories based on the summed score (range 7-28), namely: ‘extremely low’-, ‘low’-, ‘aver-

age’-, ‘high’- and ‘extremely high’ use of this coping strategy 23. Participants that scored high or 

extremely high on the active tackling and/or passive reacting subscale were defined as the group 

with ‘predominantly active coping (PAC)’ respectively ‘predominantly passive coping (PPC)’. The 

remaining part of the group, with participants that scored extremely low, low or average, was 

characterized as the ‘residual group’. For the active tackling subscale, a cut-off score of 21 was 

employed (both sexes). For the passive reacting subscale the cut-off value was 12 for female 

and 13 for male gender. 

To categorize GDS-8, HADS-A and NPRS based on the presence of relevant symptom burden, 

we dichotomized the scores based the previously mentioned cut-off values. The Fisher exact 

test was performed to analyse the associations between coping strategies and depression, anxi-

ety, pain (comparing proportions); the Mann Whitney test for the association with HLQoL as 

the distribution of this data was skewed. All analyses were conducted using SPSS for Windows 

(version 23.0). The significance threshold was set at 0.05 for all analyses.

RESULTS

A total of 72 patients were included in this study. Table 1 presents the baseline characteristics 

for all participants, the PAC and PPC group. Within the whole study population, the major-

ity was female (77.8%) and lived alone prior to the hip fracture (63.8%). One third of the 

participants were categorized into the PAC group (N=19 with high active coping and N=5 very 

high active coping). Seventeen participants (23.6%) predominantly used passive reacting coping 

strategies (Table 2). 

Participants in the PPC group were slightly younger when compared to the total population 

(78.4 versus 82.3 years) and were predominantly female (88.2%). When comparing the PPC to 

the PAC group, participants with tendency for passive reacting coping reported a lower level 

of HLQoL but lower levels of pain. Use of pain medication, paracetamol in particular, was high 

in all participants.
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To determine if high levels of active tackling and passive reacting coping can coincide within 

individual patients, we drafted a scatterplot presented in Figure 1. Three participants (4.2%) 

scored high on both subscales. 

With regard to the specific coping strategies (items per coping subscale), ‘thinking of different 

possibilities to solve problems’ and ‘staying calm in a difficult situation’ were the active tackling 

strategies that were reported most often (49% respectively 48% of all participants reported 

Table 1. Characteristics of the study population; additionally specified for participants with predominantly active and / or 
passive coping 

All participants
(n=72)

Predominantly 
Active Coping 
(PAC) group 

(n=24) †

Predominantly Passive  
Coping (PPC) group 

(n=17) ‡

Socio-demographics

Age in years; mean (SD) 82.3 (7.7) 83.1 (7.3) 78.4 (8.4)

Female gender; n (%) 56 (77.8) 17 (70.8) 15 (88.2)

Living alone prior to fracture; n (%) 46 (63.9) 14 (58.3) 12 (70.6)

General health aspects

Functional Comorbidity Index (total score; 
0-18); median (IQR)

3.00 (1.0-5.0) 4.00 (2.0-6.0) 3.00 (2.0-4.75)

Health related quality of life (EQ5D-VAS; 
0-100); median (IQR)

60.0 (50.0-70.0) 70.0 (52.5-78.8) 60.0 (45.0-70.0)

Average pain in past week (NPRS; 0-10); 
median (IQR)

6.0 (4.0-8.0) 6.0 (5.0-7.0) 5.0 (4.5-7.0)

(Neuro)psychological factors

MMSE score (0-30); median (IQR) 27.0 (25.0-29.0) 27.0 (24.0-29.0) 27.0 (24.5-29.5)

Participants with GDS-8 score ≥ 3; n (%)* 10 (14.1) 2 (8.3) 5 (31.3)

Participants with HADS-A score ≥ 7; n (%) 16 (22.2) 3 (12.5) 10 (58.8)

Participants with prescription for pain medication*

Paracetamol; n (%) 58 (86.6) 21 (91.3) 14 (82.4)

NSAID’s; n (%) 7 (10.4) 1 (4.3) 2 (11.8)

Morphine; n (%) 26 (38.8) 8 (34.8) 8 (47.1)

Patients with prescription for psychotropic medication*

Antidepressants; n (%) 6 (9.0) 3 (13.0) 1 (5.9)

Benzodiazepine; n (%) 4 (6.0) 1 (4.3) - -

Antipsychotics; n (%) 4 (6.0) 1 (4.3) 1 (5.9)

Notes: *numbers do not add up to final numbers due to missing data, valid % is shown. † Predominantly active coping (PAC) 
group: comprising of individuals with high (n=19) or extremely high active (n=5) coping based on the Active Tackling subscale 
of the Utrecht Coping List (UCL). ‡ Predominantly passive coping (PPC) group: comprising of individuals with high passive 
coping (n=17) based on the Passive Reacting subscale of the UCL (no participants had extremely high passive coping).
SD = standard deviation; IQR = interquartile range; EQ5D-VAS = instrument of Euro-QoL group defining patient’s self- rated 
health on vertical visual analogue scale; NPRS = Numeric Pain Rating Scale; MMSE = Mini Mental State Examination; GDS-8 
= 8-item Geriatric Depression Scale; HADS-A = Hospital Anxiety and Depression Scale; NSAID’s = Non-Steroidal Anti-
inflammatory Drugs.
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using this (very) often). For the passive reacting strategies, ‘being totally preoccupied with a 

problem’ was reported most often (12% of all participants), followed by ‘being worried about their 

past’ (11%). No participants reported substance abuse as a form of passive coping strategy when 

experiencing problems. 

Table 3 shows the associations between active tackling respectively passive reacting coping, and 

symptoms of depression and anxiety, pain and perceived quality of health. The PAC- and PPC 

groups were compared to their corresponding residual group; i.e. the remaining participants, 

that scored (very) low to average on the specific subscales. Significantly more participants in 

the PPC group had a GDS score ≥ 3 or HADS-A score of ≥ 7 when compared to the residual 

group (GDS-8 score ≥ 3: 31.1% respectively 9.1%, p=0.040; and HADS-A score ≥ 7: 58.8% vs 

10.9%; p=0.00). No significant associations were found for the PAC group. Coping strategies 

were not associated with pain (NPRS ≥ 4) and HLQoL.

Table 2. Active Tackling and Passive Reacting coping at onset of inpatient geriatric rehabilitation

UCL - Active Tackling Scale 

Total score all participants (7-28); median (IQR) 18.0 (14.0-22.0)

Classification based on norm tables; participants n (%) 72 (100)

  Extremely low active coping 12 (16.7)

  Low active coping 7 (9.7)

  Average active coping 29 (40.3)

  High active coping 19 (26.4)

  Extremely high active coping 5 (6.9)

UCL - Passive Reacting Scale

Total score all participants (7-28); median (IQR) 9.0 (8.0-11.0)

Classification based on norm tables; participants n (%) 72 (100)

  Extremely low passive coping 15 (20.8)

  Low passive coping 17 (23.6)

  Average passive coping 23 (31.9)

  High passive coping 17 (23.6)

  Extremely high passive coping 0 (0.0)

Notes: UCL = Utrecht Coping List. Total score for both subscales (Active Tackling and Passive Reacting) range 7-28, with a 
higher score representing a greater extent of use of this coping strategy. Classification into five categories (extremely low, 
low, average, high, extremely high use of the coping strategy), is based on norm-tables for UCL (age and gender specific). IQR 
= interquartile range
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Figure 1. Active Tackling versus Passive Reacting coping within individual participants

 

 
  

Black line: Active Tackling cut-off value 21 (both genders)  
Blue line: Passive Reacting cut-off value 12 (female) 
Green line: Passive Reacting cut-off value 13 (male) 

UCL= Utrecht Coping List. Upper left quadrant (n=21) represents: high score only for Active Tackling. Lower left quadrant 
(n=34) represents: low score for both Active Tackling and Passive Reacting coping strategies (patients in residual group for 
both subscales). Upper right quadrant (n=3) represents: high score for both Active Tackling and Passive Reacting coping 
strategies (Active Tackling ≥ 21; Passive Reacting ≥ 12 for women / ≥ 13 for men). Lower right quadrant: high score only for 
Passive Reacting (n=14).   

Table 3.  Association between active and passive coping with symptoms of depression, anxiety, pain and health related 
quality of life

UCL - Active Tackling Scale UCL - Passive Reacting Scale

Predominantly 
Active Coping † 
(n=24)

Residual 
group ‡
(n=48)

P value Predominantly
Passive Coping § 
 (n=17)

Residual 
group ‡ 
(n=55)

P value

Participants with GDS-8 ≥ 3; (%) 8.3 17.0 0.477 31.3 9.1 0.040

Participants with HADS-A ≥ 
7;  (%)

12.5 27.1 0.232 58.8 10.9 < 0.001

Participants with NPRS ≥ 4; (%) 87.5 75.0 0.356 88.2 76.4 0.495

EQ5D-VAS score (range 0-100); 
median(IQR)*

70.0
(52.5-78.8)

60.0
(50.0-70.0)

0.091 60.0
(45.0-70.0)

65.0
(50.0-75.0)

0.125

Notes: * P values are based on Fisher Exact test, except for the EQ5D-VAS, where Mann-Whitney test was used. † Predomi-
nantly active coping group: comprising of individuals with high (n=19) or extremely high active (n=5) coping based on the Ac-
tive Tackling subscale of the Utrecht Coping List (UCL). ‡ Residual group: the remaining part of the group, with participants 
that scored (extremely) low or average on the specific UCL subscale (either Active Tackling Scale or Passive Reacting Scale).  
§Predominantly passive coping group: comprising of individuals with high passive coping (n=17) based on the Passive Reacting 
subscale of the UCL (no participants had extremely high passive coping). GDS-8 = 8-item Geriatric Depression Scale; HADS-A 
= Hospital Anxiety and Depression Scale; NPRS = Numeric Pain Rating Scale; EQ5D-VAS = instrument of Euro-QoL group 
defining patient’s self- rated health on vertical visual analogue scale; IQR = interquartile range.
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DISCUSSION

The findings of this study show that a reasonable proportion (one-third) of the older adults 

that have recently sustained a hip fracture and are at onset of an inpatient geriatric rehabilita-

tion programme, use an active tackling coping approach. However, almost a quarter of the 

participants engage in passive reacting coping, and this group has significantly more symptoms 

of depression and anxiety. No associations were found for coping with pain or HRQoL. 

To our knowledge detailed information regarding the use of specific coping strategies within 

the population of patients with hip fracture have only been reported in one previous study 19. 

The study population differed from our study in that sense that all participants were women. 

A second noteworthy difference is the timing of the assessment of coping in relation to the 

stressor, on average eight months after hip fracture in contrast to 1-2 weeks post-fracture in 

our study. More specifically, the difference in timing represents a different phase of functional 

recovery after hip fracture; and accordingly distinct health challenges related to the hip fracture 
30. Although the coping data of the two studies does somewhat differ, in part due to the fact 

that the current study did not include all UCL subscales in order to reduce the burden for 

participants, some comparisons can be made. In Roberto’s study, coping was assessed with 

the Ways of Coping Questionnaire, and based on this evaluation the strategy ‘seeking social sup-

port’ was used most frequently, followed by ‘accepting responsibility’ and ‘self-controlling’ (both 

emotion-focused), and ‘planful problem-solving’ (problem-focused). In contrast to reasonable 

levels of active tackling in our study, ‘active confronting’ was used least in Roberto’s study. 

Although participants in both studies report regular use of some form of problem-focused cop-

ing, the discrepancies in the preference for type of coping strategy could largely be explained 

by the time-frame (i.e. timing of assessment of coping in relation to the stressor). For a better 

understanding of how a temporal factor contributes to differences in the choice of coping 

strategy, findings should be interpreted within the general principles of coping in older age.

Literature on coping in older adults describe the following principles. 1] Older adults are 

confronted by different stressors than younger individuals. With increasing age, adults will 

more frequently be confronted with health problems, disability and grief. 31,32. The type of 

stressor(s) may also model or determine the choice of coping strategies; depending on whether 

the problem can be modified, or if it is more suitable to deal with the emotional consequences. 

2] In general, older adults remain able to use the different types of coping strategies effectively. 

However, it has also been observed that they use less strategies, less frequently use active 

confrontive strategies, and often employ emotion-focused coping. Seeking social support is 

frequently reported in this population. 16,31,33,34. 3] However, in light of dealing with health-

problems and aging limitations, both problem-focused coping and emotion-focused approaches 

are commonly used 16,35. 
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Thus, when faced with a health-related stressor, what determines an individual’s response and 

preference for a more problem-focused or emotion-focused approach? Folkman & Lazarus 

state that an individual’s appraisal of the event, either as negative and stressful, or as challenges 

to be handled, influence their choice of coping strategies 36. We could argue that the time-

frame of confrontation with the stressor affects patients’ appraisal of the stressor, through 

experience with and hence expectations regarding the impact of this problem. In other words 

is it realistic to expect improvement or functional recovery; or should this health condition be 

considered chronic, with permanent disabilities? Hip fracture is an acute event with sudden 

physical impairment. If older adults have the expectation to recover, following the surgical re-

pair, it is likely that at the beginning of a rehabilitation programme patients have a greater focus 

on their recovery process. This in turn could influence their motivation for active engagement 

in therapy. As the time proceeds and patients come to appraise the consequences of the hip 

fracture as an enduring health problem, the focus may shift to more emotion-focused strate-

gies, as also seen in the study performed by Roberto. This is also illustrated in a longitudinal 

study on rehabilitation after brain injury, which showed that patients used less active problem-

focused and more passive emotion-focused coping within the course of the rehabilitation 37. 

Likewise, this may also explain why patients with a chronic condition such as COPD (chronic 

obstructive pulmonary disease) have lower levels of active tackling coping when admitted to 

inpatient rehabilitation (16.5% versus 33.3% in our study; both assessed with the UCL) 12. 

The second finding in the current study, that passive reacting coping was associated with more 

symptoms of depression and anxiety, confirm Roberto’s findings. There is a considerable 

amount of evidence in support of this association, both for the general geriatric population 38-40, 

and also specifically for patients within a rehabilitation setting (stroke, COPD) 12,13. Although 

the causal relationship between coping and mood/anxiety has not yet been defined for patients 

with hip fracture, findings from this study show that a quarter of the patients use passive 

reacting strategies, which in turn may add to the risk of depression and anxiety. Prevalence 

rates for anxiety and depression are high among older adults with hip fracture (35.0% respec-

tively 44.5%) 7 41 42, and these conditions are associated with greater risk of poor outcomes of 

rehabilitation 1,8,43. Moreover, there is evidence to suggest that 10% of patients with hip fracture 

develop depressive symptoms after fracture, with a persistent high level of symptoms up to a 

year after fracture 44. Prompt identification of depressive symptoms and associated risk-factors 

for new-onset mood disorders are therefore important to facilitate recovery after fracture. 

Depression in this population may however prove to be a challenge. At present, there is limited 

evidence for effective interventions to prevent or address depression in patients with hip frac-

ture. 4,45. Moreover, current literature on late-life depression demonstrates that depression in 

older age has a more chronic course, and an increased risk to be treatment resistant 46. From 

a biological perspective, certain factors related to the (neuro)biological aging process such as 
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physical frailty and cognitive decline, may contribute to the development and expression of 

neuropsychiatric symptoms, and in part explain the impaired prognosis of late-life depression. 
47. How all these mechanisms relate to each other, is still unknown, and is at present subject to 

further research 48.

From a clinical perspective however, it is important to focus on modifiable factors that have 

potential to aid the recovery process. Within this regard, it may be beneficial to assess coping 

within the rehabilitation after hip fracture. Passive coping strategies, through their tendency 

for avoidance behaviour, could possibly complicate adherence and commitment to treatment 
49. However, programmes based on cognitive behavioural approaches, such as problem-solving 

therapy (PST), may have potential to enhance adaptive problem-solving coping skills. Such ap-

proaches have proven to be effective in rehabilitation after stroke 50. More specifically, PST has 

proven to be effective to reduce depressive symptoms in older adults with passive coping 49. At 

present however, hip fracture rehabilitation programmes do not include assessment of coping 

or treatment programmes to enhance coping skills. This therefore remains an area of attention 

for further research and clinical practice. 

Limitations of the present study

There are several limitations of the present study. First, it is important to acknowledge that 

we only assessed active and passive coping strategies. We limited the number of subscales, in 

order to limit the burden for participants. The choice for these two subscales was based on 

the fact that we expect these strategies to be most relevant for the inpatient rehabilitation 

setting; i.e. facilitating or hampering the early phase of recovery. This does however lead to a 

lack of insight into other potentially important coping strategies for the geriatric population, 

such as seeking social support. Secondly, due to the cross-sectional design it is not possible 

to demonstrate cause and effect in the association between coping strategies and symptoms 

of depression and anxiety. Accordingly, the direct effect of coping strategies on rehabilitation 

outcome remains uncertain. Third, data from this study was derived from FIT-HIP trial, which 

was not primarily designed to address the coping strategies. All participants had FoF, which may 

have biased the findings regarding symptoms of anxiety and depression. On the other hand, FoF 

has been reported in as much as 60% of the older patients with hip fracture 6, and the level of 

anxiety reported in the study population was low 51. Also, FoF is not limited to patients with hip 

fracture; prevalence rates in the general geriatric population and in other geriatric rehabilita-

tion patients are high too 52,53. Hence, the study population should be reasonably representative 

for hip patients in general. Fourth, the UCL norm tables are based on data of older adults with a 

maximum age limit of 65 years, and we can therefore question whether these are applicable for 

the oldest-old. However, at present there is no other alternative validated coping instrument 

specifically for older adults. Previous studies with older adults within a rehabilitation setting 

have used the UCL too 54. Last, the sample size was limited, which may affect the strength and 
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certainty of associations. However, we may consider the study as an explorative study and 

hence the insights as an orientation on coping in this specific target population. 

CONCLUSION AND FUTURE IMPLICATIONS

The findings of this study show that a reasonable proportion of patients with hip fracture 

engage in active tackling coping strategies at onset of inpatient rehabilitation. However, also 

roughly a quarter of the patients predominantly use passive coping strategies. Passive coping 

was associated more symptoms of depression and anxiety, which in turn may add to the risk 

of poorer functional recovery after hip fracture. To timely identify patients at risk for negative 

outcome(s) of rehabilitation, more specifically for psychological problems that may intervene 

with recovery, we advocate screening for (passive) coping strategies at onset of the rehabilita-

tion. Future research is needed to gain insight into the relationship between coping and mood/

anxiety for patients with hip fracture. Additionally, research should focus on intervention pos-

sibilities to enhance skills for more efficient coping.   
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APPENDIX

Appendix 1. Topic list of the UCL Active Tackling and Passive Reacting Subscales

UCL - Active Tackling Scale 

Undertake immediate action in response to problems

Perceive problems as a challenge

A broad approach to problems

Stay calm in difficult situations

Consider different solutions for problems

Goal-oriented approach to problems

Structured evaluation of problems

UCL - Passive Reacting Scale

Self-isolation / social withdrawal

Pessimistic approach

Worry about the past

Substance (ab)use to reduce tension

Fantasy as escape strategy

Being pre-occupied by problems

Feeling unable to act




