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regimen of discharge after 6-7 days. Patients were interviewed about
their experience of care, focusing particularly on their views related
to length of stay and with particular attention to patients’ well-
known tendency to mask critical views of their care. Transcripts
were analysed thematically to identify the ways that patients
evaluated their care and whether these differed between sites.

Results Patients were primarily concerned with how attentive and
informative hospital staff had been and did not refer to length of
stay spontaneously. When prompted about this, they did not
question their discharge time, although those in the more traditional
unit could not countenance more rapid discharge. Patients in the
unit with accelerated discharge described concerns about the
consequences of early discharge for them or their family, particu-
larly managing pain and mobility problems at home and needing
more support.

Conclusions Patients’ traditional beliefs about the necessity of
prolonged convalescence are not a barrier to early discharge after
hip arthroplasty. Nevertheless, some patients’ acceptance of early
discharge masks doubts and concerns. More intensive post-opera-
tive management may be needed if clinical care is not to suffer.
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Introduction

Hip arthroplasty dramatically improves quality
of life, with minimal mortality."* Over 60 000
UK NHS patients underwent the procedure
annually in England in 2005-06 and 368 000 in
the United States in 2004 and numbers continue
to grow.>* Mean duration of post-operative stay
after this procedure has decreased in the United
Kingdom to 11 days during 1998-99 and further
to 8 days in 2002.>° In 2003, the UK National
Audit Office urged NHS units to shorten stay
further, largely on economic grounds.® In the
United States, mean stay of 5 days was reported
for 2005.% An orthopaedic unit in the UK NHS
has reported mean post-operative stay of
3.7 days.”®

Whether short stay influences recovery is not
yet clear.”'© However, short stay certainly
reduces the time available to clinical staff for
management of aspects of short-term physio-
logical and subjective recovery that are likely to
be important to patients. These include pain
relief, prevention and treatment of nausea and
vomiting, management of continence, rehabili-
tation and physiotherapy. Furthermore, the
inflammatory response to hip arthroplasty,
which impairs subjective and functional recovery
in hospital,'""'> peaks 48 h post-operatively,
then declines slowly but is still elevated at
7 days.'? Therefore, patients discharged early
are likely still to have severe physiological dis-
turbance.

Traditional methods of post-operative care
therefore need to be re-examined in light of
accelerated discharge. Because patients’ comfort
is the defining goal of good post-operative care,
patients’ observations and views are critical in
judging its effectiveness. Questionnaire surveys
of satisfaction have significant limitations.'* In
particular, patients’ scores are typically biased to
extremely positive responses,'” and resulting
ceiling effects probably reflect adoption of the
culturally defined ‘patient role’ rather than
objective evaluation of services received.'®!'®
Patients therefore emphasize the positive aspects
of whatever care regimen they receive.'” Wider-
ranging quantitative evaluation is possible, but
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the topics on which patients can give their views
are then constrained to the areas that the
researchers consider sufficiently important to
include in the questionnaire. In the absence of
previous relevant research, the aspects of post-
discharge and hospital experience that concern
patients in relation to accelerated discharge after
hip arthroplasty are not yet clear. Therefore, we
used a qualitative method, whereby patients
could be prompted to talk in their own way
about their experience of care'® and analysis
could take account of the guarded ways in which
criticisms are commonly expressed.

We interviewed patients in two settings. One
has pioneered short duration of stay. The other
is a traditional orthopaedic unit. We asked
patients to evaluate their care after surgery, and
specifically to comment on issues related to
length of stay. We thereby aimed to identify
evaluations and concerns common to both reg-
imens, and those which were specific to short
post-operative stay.

Method

Participants

Patients who had undergone primary total hip
replacement up to 12 weeks previously were
recruited from two hospitals, one in Liverpool
(traditional unit) and one in Belfast (short
duration of stay), each taking routine referrals
from relatively deprived parts of the United
Kingdom. Liverpool patients were under the
care of two consultant surgeons who used simi-
lar surgical techniques. Patients were operated
on in the supine position using a lateral
approach and a trochanteric osteotomy was
undertaken. A cemented Charnley prosthesis
was used in nearly all patients. A standardized
general anaesthetic was given and post-operative
pain relief was provided by patient-controlled
analgesia using morphine. Belfast patients were
under the care of one consultant surgeon.
Patients were operated on in the lateral position
using a posterior approach, a trochanteric oste-
otomy was not undertaken, and cementless
Corail/Pinnacle prostheses were inserted. Spinal
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analgesia with sedation was used for anaesthesia
and patient-controlled analgesia was not pro-
vided. Belfast and Liverpool patients received
physiotherapy in hospital post-operatively.
Patients were discharged when able to walk
10 m and use stairs if necessary with no medical
complications. On admission, patients at Belfast
were told that they could expect to be discharged
after around 3 days; those at Liverpool were
generally told to expect discharge after about a
week. Liverpool, but not Belfast, patients were
visited by an occupational therapist at home
before admission. In both sites, patients were
routinely reviewed 6 weeks post-operatively.
Belfast patients had access to a telephone help-
line, with earlier review if necessary. Full details
of clinical management are available from the
authors.

Procedure

By recruiting patients after discharge, we could
ask them to reflect on the whole of their hospital
stay and on their preparation for, and support
after, discharge. As a check on whether the ret-
rospective nature of these evaluations led to
patients forgetting important issues during their
hospital stay, we interviewed additional patients
before discharge. Consecutive patients attending
6-week post-operative review clinics (n = 12
and 13 in Liverpool and Belfast, respectively)
were approached by the female researcher who
first explained her independence from the clini-
cal team before requesting written consent to
participate in a study of ‘the experiences of
patients receiving hip replacements’. In practice,
because of postponements by hospitals and non-
attendance by patients, these reviews occurred
6—-12 weeks post-operatively. Patients were
interviewed (see below) in a private area of the
clinic or at home as they preferred. Interviews
lasted 20-90 min and were audiorecorded and
anonymously transcribed. Additional patients
(eight in Liverpool, two in Belfast) were
recruited and interviewed 2-5 days post-opera-
tively before discharge. These interviews lasted
10-20 min, and patients’ speech was recorded by
the interviewer in detailed contemporaneous

notes. No patient refused to participate. As is
conventional in qualitative work, recruitment
ended when additional interviews no longer
changed the analysis.

Interviews and analysis

Interviews were semi-structured according to an
interview guide. Patients were prompted to
describe their experience of surgery and recovery
and to evaluate their care in the hospital, read-
iness for discharge and care after discharge.
Interviews were conversational, avoiding closed
questions and using prompts and open questions
where possible. The interviewer began by asking
patients to describe the experience as a whole,
before prompting them about specific domains
of recovery including physical comfort, mobility,
emotional feelings and clinical and personal
care. To elicit evaluations, she prompted
patients for comparison with their expectations
or previous experiences or for comparison
between different parts of their experience, par-
ticularly recovering at hospital and at home. If
they did not mention length of stay spontane-
ously, they were prompted at the end of the
interview to discuss this. To facilitate this part of
the discussion, they were told of the contrasting
length of stay routinely used in the alternate
study hospital.

We used established procedures of qualitative
analysis to ensure findings that reflected recur-
rent components of patients’ views rather than
researchers’ preconceptions.'”*® Analysis was
inductive, in that we did not decide how to
categorize patients’ accounts in advance, but
developed categories on the basis of what
patients said. Analysis continued in parallel with
recruitment so that the developing categories
could be tested by reference to new data until
new interviews did not change the main features
of the analysis. Interviews before discharge
revealed no ways of evaluating care that did not
also emerge in those conducted post-discharge,
so the two sets of interviews were analysed
together. Analysis was led by GRH and PS on
the basis of close reading and re-reading of
complete transcripts, and periodically referred to
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the full team together with exemplar data to
assess the coherence, completeness and clinical
validity of the developing analysis. In selecting
text for analysis, disregarded purely
descriptive statements, but all expressions in
which patients offered or implied any evaluation
(positive or negative) of their experiences were
considered. It is well-known that patients rarely
criticize their care explicitly when asked overtly.
In scrutinizing the data for evaluative com-
ments, we therefore allowed for the guarded
ways in which criticisms could arise, particularly
where critical comments were preceded by a
positive statement or accompanied by a justifi-
cation (e.g. ‘sometimes you know, you get er
neglected at times when they’re doing other
things’). Representative examples of patients’
accounts are provided to illustrate the range and
commonality of observations grouped under
each category, the ellipsis indicating omitted
speech. Patients are identified by location (L for
Liverpool, and B for Belfast) and ID number.
Counting instances of findings of qualitative
analysis can help to assess the completeness of
the analysis.”' Therefore, for each main type of
evaluation, we counted the number of interviews
in which we noted it.

we

Results

Sample characteristics

Thirty-five patients participated: 11 female and
nine male in Liverpool and seven female and
eight male in Belfast. Age ranged from 4888
(mean 71) at Liverpool, 57-82 (mean 70) at
Belfast; all were white European. Mean and
median post-operative stay were 8.3 and 6 days,
respectively, in Liverpool (range 4-22) and 3.4
and 3 days in Belfast (range 2 to 7).

Interviews

Only two patients (in Belfast) mentioned length
of stay spontaneously. In both sites, patients
were primarily concerned with other aspects of
the care that they received in hospital and after
discharge.
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Complaints

Nearly all patients (n = 32) explicitly stated
that they were happy with their care, for
example commenting that ‘everyone was helpful
and supportive’ (B5). However, all also indi-
cated one or more areas of criticism, although
typically masking their criticism with an
attempt to justify why the problem had arisen,
for example by commenting that staff were
busy. The main areas of criticism in hospital
were feeling overlooked by nurses and physio-
therapists, or uninformed about aspects of
their care (Box 1).

Box 1 Patients’ complaints about care

Most complaints were in two categories:

Feeling overlooked

Patients described several instances of feeling neglected
One day she came and she said ‘ooh r'll give you some
exercises to do, get on the bed’. So | got on the bed and
she said ‘now do this and do that, now I'll just go and
do some paperwork and leave you to do that. Now
whether she forgot me or not | don’t know but | was
there a long time (L1)

Typically, they masked their complaints with
‘justifications’
| suppose really the nurses have their own lives to lead
and then they often, you think they’re neglecting me
you know, | wish they’d come and do something (L1)
| suppose, though really they’ve not got time and there
aren’t enough physio’s probably, you know, for this. But
er, that's what | feel. | think your physio is very, very
important, proper physio (B5)

Feeling ‘in the dark’

Patients felt uninformed and anxious about several

aspects of their surgery and perioperative management
If they’d have told me I'm going onto morphine and you
get all kinds of visions and all that, I'd have understood
everything then. | wouldn’t have been as naive as | am
now (L3)
The urinary problem [after removal of catheter], sort of
felt to myself | wonder if that wasn’t in the blurb
somewhere you know. It would have been useful if that
was in the write up [pre-operative information], but it
wasn’t (B11)

In Liverpool, some patients were uncertain about length
of stay, also
| had no idea how long | was going to stay in for
because em, I've never had any experience of it and |

didn’t know anybody that had an experience of it (L2)
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Length of stay and post-discharge experience

No patient explicitly criticized their length of stay.
Instead, most offered justifications for the regi-
men at their hospital, although patients in Liver-
pool and Belfast cited different reasons for doing
so. While overtly expressing acceptance, some
Belfast patients indicated concerns obliquely.

Liverpool

Only one complained of feeling ill, or of needing
more help than was received, after discharge.
Most justified the need for their hospital stay,
drawing on their own experience in explaining
the need to be cared for while feeling in pain or
discomfort or while having limited mobility
(Box 2). They were therefore consistently
surprised about the short stay in Belfast, saying

Box 2 Liverpool patients’ views on early discharge

Liverpool patients cited their own experience in
describing short post-operative stay as inconceivable.
How are you going to cope after two days? You're still
feeling the after-effects from the operation. You're sore
and not feeling great. How are you going to manage
without nurses and other people around? (L32)

Specifically they linked the necessity of being in hospital
to still being in pain
| don’t think | could do that [go home after two days] as
you could still be in pain... What are you going to do if
you're still in pain when you get home? (L27)

having insufficient mobility to cope with the journey
home
How do you cope getting home? | can’t manipulate my
leg at the moment. So how am | going to get in and out
of a car? How would you get home when you're like
this? You might feel ok in yourself, but you might not be
up to walking around and getting in cars and that’s
something you've got to deal with when you get out of
here (128)

or with challenges at home
I'm going home tomorrow probably, but I think | could do
with a bit longer in, just so 'm not in as much pain when |
getback. | tried stairs today and it’s the thought of having
to climb loads of stairs when | get home as well (L30).

Several felt that longer stay was necessary so that
clinical procedures could be carried out safely
But because in my mind | was working towards Saturday
and getting these things [sutures] taken out ... If they’'d
have said well you can go home and we’ll send a district
nurse to do them, | would have thought I'd much rather be
here (L18)

that this would give insufficient time to have
recovered from the operation:

I'm not calling you a liar but I can’t believe that it’s
possible to go home after just two days. Are you
sure that’s right? It seems cruel to be sending
people home after two days. You're really not up
to it, in terms of how youre feeling and your
walking (L32).

In principle, if they had felt well enough, some
patients envisaged that they would have appre-
ciated earlier discharge because, as one
explained,

It’s really boring... There’s no TV and no books or
magazines to read. I'll be really glad to get home
for that reason (L31).

Belfast

About half the patients (n = 7) were explicitly
positive about early discharge, saying that they
valued being able to ‘get back into normality
again’ (B10), or that they might ‘be more com-
fortable in your own home’ (BI2). However,
most (n = 12), including some of those who had
been positive, indicated concerns. Two of these
questioned the short stay although, as with
criticisms generally, they masked these with
justifications; for example:

I felt the last time, of course I was eighteen years
younger, but I felt I was much better able to cope
when I’d had a longer stay (B6).

A third explicitly qualified her support

I'll probably be in for three days. It’s fine as long as
you’re over it and you can get on your feet (B35).

The others (n = 9) disclosed concerns which
they did not explicitly link to short stay, but
which appeared to be consequences of it,
including still feeling ill when discharged, or
needing more support or guidance than they
received (Box 3).

Discussion

In evaluating their care, patients in both units
were primarily concerned with how attentive
and informative hospital staff had been, which is
consistent with previous evidence about factors
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Box 3 Belfast patients’ concerns about early discharge

Nine patients disclosed concerns which they did not
explicitly link to early discharge, but which were
consequences of it, including:

Still feeling ill or wanting more clinical care when
discharged
| was discharged the second day after the operation, the
second morning, really a day and a half. | was glad to get
out but | wasn’t feeling great at the time (B7)

This time | thought, should | apply for sleeping tablets or
something. You know but | never got em. | just carried
on. It wasn’t so much pain, just uncomfortable, you're
tossing and turning all night (B13)

Needing support or information about how they should
look after themselves
I'd always the option of phoning the hospital you know
but | thought they’d be better... if I'd a had maybe you
know a physio call me once a month or every couple of
weeks or something. You know just to advise you on
what’s best to be putting on or what exercises you're
doing on it. | thought it'd have made your recovery a lot
quicker and better (B7)
| rang the ward and ... the sister ... just said ‘well why
didn’t he look at the information before he went home’,
you know, this sort of thing, but | knew she was busy. |
know it’s a very busy, but she didn’t have time to really,
you’re a person on the other end of the phone and
you're a wee bit concerned (B10)

Needing information about how carers should look after
them
Maybe that would be a help. If you could spend a half
day with us and this is what we’re going to show you
what you’ll be able to, you know, what you’ll have to do
after. | mean that would — at least the carer would know
exactly what’s going to happen (B10).

influencing satisfaction with health care.?? Very
few patients spontaneously described concerns
about length of stay. Moreover, when explicitly
prompted, patients in both units accepted the
appropriateness of the length of stay regimen in
their hospital.

However, patients’ overtly positive accounts
of their care cannot necessarily be taken at face
value. Patients are notoriously reluctant to crit-
icize care staff, reflecting the culturally defined
‘patient’ role.'*'®>3  Therefore, transparent
questioning can indicate high satisfaction even
when sources of dissatisfaction are present or
care is poor.”* > In Liverpool, more detailed
analysis of patients’ concerns and oblique
criticisms nevertheless identified only one patient
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who intimated that help was insufficient after
discharge, and none who provided any indica-
tion that discharge was too rapid. In contrast,
most of those in Belfast obliquely indicated
concerns with speed of discharge or complained
of feeling unwell or in pain after they returned
home or of needing more professional guidance
over their mobilization at home, particularly
from physiotherapists.

These concerns bear out the warning three
decades ago that carly discharge from hospital
might compromise welfare of patients and their
families.”” Although many of these concerns
could, in principle, be addressed satisfactorily by
enhanced clinical practice, including drug treat-
ment targeted at specific symptoms, this may
require daily contact with appropriate nursing
or medical staff. Intensive post-discharge care in
the context of ‘hospital-at-home’ has been pre-
viously reported as a way of enabling early dis-
charge.® * Clearly, such intensive input is
unnecessary to achieve this outcome, because
patients at Belfast are discharged earlier than
was achieved in those studies, and without
intensive post-discharge care. Instead, the major
benefit of post-discharge care may be the daily
provision of symptom control, support and
advice to patients and carers.

There is no evidence that the use of regional
anaesthesia in Belfast would have influenced
patients’ physical state at discharge.®' It is not
surprising, however, that patients report feeling
unwell after early discharge in Belfast as there is a
continuing inflammatory response for at least
7 days after surgery'> and this is associated with
feelings of malaise'> and functional impair-
ment.'" Because of the longer stay in Liverpool,
the response would be lower in these patients at
discharge. Professional and patient beliefs about
whether it is necessary to be in hospital during this
period vary. We have argued that the traditional
belief that convalescence is essential after major
surgery was a social construction reflecting cul-
tural expectations and professional interests and
grounded in historical practice rather than evi-
dence.*” In their astonishment and scepticism
about the regimen in Belfast, Liverpool patients
reveal beliefs that reflect this traditional view.
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However, the overt acceptance of the regimen of
short stay by Belfast patients shows how respon-
sive these beliefs are to changes in practice. That
is, individual patients’ expectations about length
of stay respond to local clinical practice rather
than being fixed by traditional views and are not a
barrier to changing practice.

Patients’ own preferences about length of stay
after hip arthroplasty therefore remain
unknown. In an upper abdominal surgical
model in which patients chose their day of dis-
charge, their preferences diverged from accepted
surgical practice.*® When blinded to the type of
surgery undertaken, patients who received min-
imally invasive surgery (usually associated with
rapid discharge) chose to stay in hospital longer
than expected. Conversely, those who received a
traditional surgical approach stayed less than
expected. When invited to participate in a ran-
domized trial of early discharge after surgery for
breast cancer most patients declined, and cited
feeling unable to cope or the need to avoid
domestic responsibilities or burden on carers in
explaining preference for extended stay.!” In
future outcome research into recovery from hip
arthroplasty, the patients’ own choice of length
of stay should be compared with local discharge
practice.

As a qualitative study of small samples of
patients at two sites, our findings cannot auto-
matically be generalized. Moreover, although
the consecutive sample allowed us to identify the
general features of patients’ evaluation, it may
not be representative, and further work would
be necessary to explore how patients’ views are
related to individuals’ personal or domestic
characteristics. Those preferring more extended
stay after breast cancer surgery were older, more
unhappy and more likely to live alone,'” and
these factors are likely to be particularly
important in the relatively elderly population
receiving hip arthroplasty. Instead, the impor-
tance of our findings is to identify the danger
that economic pressures for reducing hospital
stay combine with patients’ tendency to acqui-
esce with changes in clinical practice, and even
to express positive views about it, such that some
patients’ care is impaired. That is, patients may

simply accept an increased burden of post-dis-
charge morbidity because they regard it as nor-
mal and inevitable.

It is sometimes stated, in justification of eco-
nomic pressure for shortening stay after hip
arthroplasty, that patients prefer to be dis-
charged more quickly.>® Our findings therefore
indicate the need for much more detailed eval-
uations of patients’ experience post-discharge
than have yet been provided, which focus on
details of pain, discomfort and support needs
rather than satisfaction. That is, our evidence
can inform the choice of measurement instru-
ments in quantitative evaluation of this kind.
Such evaluations would show whether any cost-
savings gained by shortening length of stay are
at the expense of increased patient morbidity
and whether early discharge remains cost-effec-
tive if sufficient post-discharge care is in place to
address this morbidity.
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