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Abstract 
This thesis falls within the field of nursing and focuses on older people’s 
recovery after hip fracture surgery in a rural context. A fall-related hip 
fracture is a common and severe health issue that affects older people, leaving 
them vulnerable and in need of support from close relatives and healthcare 
personnel during recovery. The overall aim of this doctoral thesis was to 
explore and describe the recovery of older people after hip fracture surgery 
from the perspectives of older people, close relatives, and nurses. Data were 
collected through qualitative individual interviews (I), focus group interviews 
(II), and narrative interviews (III, IV). The interviews were analyzed using 
qualitative content analysis (I, II) and phenomenological hermeneutics (III, 
IV).  
 
The findings show that older people found themselves in a new and 
vulnerable situation in which they were dependent on others for everyday 
activities they used to take for granted prior to the hip fracture. They were 
grateful to be able to return home after discharge from the hospital, although 
being at home would not have been possible without support from close 
relatives (I). For nurses, preparing patients for a life at home was vital, as they 
recognized the amount of support that was needed after hip fracture surgery. 
Nurses shared that certain aspects of discharge planning did not benefit the 
patient, but the nurses could not influence these (II). Furthermore, this study 
shows that for older people, participation in care means being a co-creator in 
care that is founded on being met with sensitivity and support, being told 
what is going to happen, taking responsibility, and asking questions and 
being able to influence care. For nurses, participation in care meant meeting 
the patients’ needs and requests by being open and allowing them to influence 
their care while also recognizing that the patients’ ability to influence care was 
limited. For older people and nurses, participation in care had somewhat 
different meanings, but it was associated with managing better at home (III). 
Being a close relative to an older person recovering from hip fracture surgery 
meant being a helper and involved facing the unimaginable yet expected, 
putting oneself aside, encountering the healthcare personnel, giving support, 
feeling concern and fear, and noticing recovery (IV).  
 
 



x 

In conclusion, the findings of this thesis show that being affected by an acute, 
life-altering event such as a hip fracture greatly impacts the older person’s life. 
However, it seems that older people are given rather small opportunities to 
participate in and influence decisions about their care and discharge planning. 
Recovery after hip fracture surgery and the transition in daily life toward 
health seems to be influenced by the older person possessing self-
determination and expectations of recovery, being a co-creator in care, and 
having supportive close relatives.  
 
Key words: close relatives, discharge planning, experiences, fall-related hip 
fracture, hospital care, nurses, older people, own home, participation, 
phenomenological hermeneutics, recovery, rural area, transition, qualitative 
content analysis
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Definitions 
Close relatives – People who are emotionally close to each other; they can be 
both family members and friends (Nahm et al., 2010). In this thesis, close 
relatives refers to family members and friends. 
 
Discharge planning - A process that seeks to coordinate a patient’s future 
care, which occurs during and after a hospital stay (Bull & Roberts, 2001). 
 
Hip fracture – A generic name for various types of fractures in the proximal 
femur area (Altizer, 2005). In this thesis, a hip fracture refers to all types of 
fall-related hip fractures. 
 
Nurses – In this thesis, ‘nurses’ refers to registered nurses. 
 
Older people - People 65 years old or older (Sabharwal et al., 2015). 
 
Recovery – A gradual process of getting back to normal, which includes 
assessing and reflecting on one’s physical and emotional needs as well as 
engaging in rehabilitation (Bergeron et al., 2016). 
 
Transition - A period between two relatively stable periods in life that 
involves adaptation and adjustment to a new situation (Meleis, 2010). 
 
Rural area - The countryside; specifically, an area with a population density 
of ≤ 5 inhabitants per square kilometer (Jordbruksverket, 2019). 
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Introduction 
This doctoral thesis, within the field of nursing, focuses on older people’s 
recovery after hip fracture surgery, both in the hospital and after discharge 
when they return to their own homes. To offer a broad and holistic view on 
older people’s recovery after hip fracture surgery, the phenomenon will be 
explored and described from three different perspectives: the affected older 
people themselves, their close relatives, and nurses working in an orthopedic 
ward. Every year, approximately 17,500 people in Sweden suffer a fall-related 
hip fracture (Rikshöft, 2020), and these rates are predicted to rise in the 
developed world as a result of the aging population (Rosengren et al., 2017). 
A hip fracture is a serious threat to older people’s health, as it leaves the 
affected person vulnerable and dependent on others during their recovery 
(Rasmussen & Uhrenfeldt, 2016). The hip fracture not only affects older 
people physically, but also emotionally and socially; it reduces quality of life 
and often causes depression and isolation, as older people reduce their social 
interactions or are no longer able to do the activities they enjoy and used to 
perform (Gjertsen et al., 2016).  

 

The Swedish hip fracture care program advocates surgery within 24 hours of 
admittance to the hospital, early mobilization, and continuing rehabilitation 
in the affected person’s home. As a result, the length of such hospital stays 
has been shortened, and most recovery takes place in the affected person’s 
home or in a nursing home (Rikshöft, 2020). The goal of orthopedic care is that 
the person affected by a hip fracture regains the level of function and quality 
of life they had prior to the hip fracture (Hung et al., 2012; Rikshöft, 2020), 
although studies show that this does not always occur (Abrahamsen & 
Nørgaard, 2020; Ziden et al., 2010). Recovery after hip fracture surgery is 
described as a complex and subjective experience (Healee et al., 2017); thus, it 
is crucial to gain knowledge about older people’s experiences of recovery and 
return to health and independence after hip fracture surgery, nurses’ 
experiences of nursing and recovery after hip fracture surgery, and what it 
means to be a close relative to an older person recovering from hip fracture 
surgery. 
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Background 

Health, illness, and recovery 
The effects of a hip fracture can severely threaten older people’s health (Jensen 
et al., 2017), due to the loss of independence and mobility (Rasmussen & 
Uhrenfeldt, 2016). Nursing care involves promoting health, preventing illness, 
and caring for sick, disabled, and dying people (International Council of 
Nurses [ICN], 2002); thus, health is a core concept in the nursing discipline 
(Fawcett, 1984). The concept of health is multidimensional and complex; for 
that reason, no absolute consensus on the definition of health has been 
reached (Alslman et al., 2017).  

 
Essentially, there are two different perspectives of health: the biomedical and 
the humanistic. In the biomedical perspective, health is seen as the absence of 
disease (Nordenfelt, 2007). In the humanistic perspective, health is seen as 
something more than merely absence of disease; it locates biological processes 
within social contexts and considers the person as a whole (Blaxter, 2010). 
Here, health involves physical, mental, emotional, spiritual, social, and 
societal dimensions, the personal perception of which can be increased or 
decreased by actions in the individual´s or others´ activities. The lived 
experience of health can be described as a feeling of empowerment wherein 
the individual has the ability to achieve their goals connected to their long-
term happiness (Halldorsdottir, 1996). The experience of health is not the 
same for all people, thus health varies across individuals and situations; in 
other words, health is relative and reflects the person’s whole life situation 
(Eriksson, 2018). For older people, health can be interpreted as reconciliation 
with how life has become and involves creating meaning and an experience 
of worthiness (Holm & Severinsson, 2013).  

 
When a person experiences severe stress, feels depressed, or is affected by 
disease or injury—such as a hip fracture—their experience of health is 
negatively impacted and can lead to feelings of illness (i.e., ill health) (cf. 
Arman et al., 2015). The concept of illness refers to the subjective experience 
of ill health. Whether a person considers themselves to be in good or ill health 
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depends on factors such as norms, values, and role expectations within the 
person’s context (Eriksson, 2018). Illness incorporates a loss of the familiar 
world, with the ill person being unable to carry out normal activities and 
participate in their everyday world (Toombs, 1992). This is the case for many 
older people recovering from hip fracture surgery, as their physical ability is 
reduced (Langford et al., 2018). For older people, ill health can be interpreted 
as a desire to restore their identity and sense of self-worth despite disability, 
and it involves a mental struggle to regain independence (Holm & 
Severinsson, 2013). 

 

Recovery can be seen as a process towards well-being—i.e., health. For older 
people affected by a hip fracture, recovery is described as a gradual process 
of getting back to normal that includes assessing and reflecting on one’s 
physical and emotional needs as well as engaging in rehabilitation (Bergeron 
et al., 2016). Recovery can also be described as the process of learning to live 
in a new way after an acute, life-altering event or the onset of chronic disease. 
This is not necessarily living a life without symptoms or limitations but rather 
finding new ways to perceive, interact with, and manage one’s surroundings 
(Anthony, 1993; Godfrey & Townsend, 2008). For some older people, this can 
become a new reality, since research (Tang et al., 2017) shows that not all older 
people reach their pre-fracture functional level.  

 

The occurrence of fall-related hip fractures in older people 
Hip fractures mostly affect older people, although defining when a person is 
‘old’ is complex and multidimensional.  In many countries, a person is 
considered old when they reach 65 years, but this view is often disputed due 
to improved life expectancy, quality of life, and level of function within aged 
populations (Sanderson & Scherbov, 2008). ‘Old’ can also be defined as the 
age at which a person is entitled to state pensions (United Nations, 2012). In 
orthopedic research, the most commonly-used definition to determine when 
a person is considered old is 65 years, based solely on chronological age 
measures (Sabharwal et al., 2015). In this thesis, people 65 years or older are 
defined as “old.” Every third person over 65 years old who lives at home has 
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at least one falling accident per year, and for older people, most of these falls 
occur indoors. Roughly four to six percent of all falls result in a serious injury, 
such as a hip fracture (Peel, 2011). In Sweden, 69,000 people needed hospital 
care due to a fall in 2019, and over 70% of them were 65 years or older 
(Socialstyrelsen, 2020). The risk factors for suffering a hip fracture due to a fall 
are well known and involve factors related to age, gender, previous falls, 
osteoporosis, and lifestyle, such as smoking and lack of physical activity 
(Ambrose et al., 2013).  

 

Worldwide, approximately 1.7 million hip fractures occur each year 
(International Osteoporosis Foundation, 2017), making hip fractures the most 
common reason for admission to an orthopedic hospital ward for men and 
women over 65 years old (Parker & Johansen, 2006). Hip fracture rates vary 
among countries, with the highest numbers found in the United States and 
European countries (Curtis et al., 2017). In Sweden, 17,500 people are affected 
by a hip fracture every year; the mean age is just above 80 years old, but the 
risk of being affected, especially as a woman, increases after 50 years old 
(Rikshöft, 2020). Approximately 70 percent of those affected are women, but 
due to lifestyle changes, a noticeable increase of fall-related hip fractures 
among men has been seen in recent years (Enseki & Read, 2013). In Sweden, 
66 percent of those affected are women, and 34 percent are men (Rikshöft, 
2020). Hip fractures are also referred to as “fragility fractures” and are defined 
as any low-trauma fracture, such as fall from a standing height or lower 
(Curtis et al., 2017). 

 

Hip fracture is a generic name for different types of fractures in the proximal 
femur area (Altizer, 2005). The surgical method varies, depending on the type 
of hip fracture, and involves screws and plates, intra-medullary nails, hemi-
arthroplasty (Parker, 2010), or total arthoplasty (Rikshöft, 2020). In recent 
years, efforts have been made to provide global guidelines in order to 
improve the quality of acute care for patients with hip fractures as well as 
secondary prevention to prevent subsequent falls and fractures (Mitchell et 
al., 2016). Fall risk prevention, such as medication adjustments, behavioral 
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instructions, and exercise programs, can reduce the risk of falling among older 
people (Ambrose et al., 2015).  

Daily life of older people affected by a hip fracture 
A hip fracture can seriously threaten older people’s health; consequently, 
daily life is impacted in different ways (Jensen et al., 2017). A hip fracture is a 
traumatic event involving feelings of losing control over one’s life (Archibald, 
2003; McMillan et al., 2012). Being affected by a hip fracture is also understood 
as a natural part of aging, requiring an acceptance that there is nothing one 
can do about it (Roe et al., 2009). When older people are affected by a hip 
fracture, their health-related quality of life is negatively affected in the 
physical, psychological, and social dimensions (Gjertsen et al., 2016; 
Rasmussen & Uhrenfeldt, 2016), sometimes for more than a year (Ziden et al., 
2010). Low pre-fracture functioning, cognitive impairment, comorbidities, 
female gender, short hospital stay, and postoperative complications are 
associated with worse outcomes (Peeters et al., 2016).  

 

Among older people affected by a hip fracture, approximately two-thirds of 
those who lived in their own home prior to the hip fracture return to their 
ordinary living situation; the remaining one-third enter a nursing home. For 
some, this is a temporary accommodation during their recovery, but for others, 
the hip fracture becomes a turning point in life that leads to a permanent move 
to a nursing home (Rikshöft, 2020). Being affected by a hip fracture is 
associated with an increased risk of dying, which can be seen as a result of age 
and comorbidities and which often occurs within the first year after the 
fracture (Haentjens et al., 2010). For old and fragile patients, a hospital stay 
that is shorter than ten days is also associated with a more increased risk of 
dying within the first 30 days post-discharge (Nordström et al., 2015).  

 

Experiencing a hip fracture and being admitted to the orthopedic ward has 
been described as an exhausting experience for older people (Jensen et al., 
2019), in which they can feel in shock and cut off from the world (Bruun-Olsen 
et al., 2018). For older people, a hip fracture can be viewed as a serious injury 
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that reduces their future independence and can be potentially life-threatening; 
realizing this could be the case for them can be scary (Jensen et al., 2017). 
Performing activities of daily living, such as getting out of bed and walking 
to the bathroom, has been described as both difficult and painful (Hall-Lord 
et al., 2004; Hommel et al., 2012), but engaging in those activities is deemed as 
important to recovery and independence (Griffiths et al., 2015; Southwell et 
al., 2020). Older people adapt as best they can to routines in the orthopedic 
ward and do what the healthcare personnel told them to do (Bruun-Olsen et 
al., 2018). At discharge, they may feel unprepared to return home, as they 
have concerns about how to manage (Hommel et al., 2012; Langford et al., 
2018) and lack information about the hip fracture and rehabilitation (Olsson 
et al., 2007).  

 

At home, daily life during recovery can be challenging. Older people have 
described being shocked at the amount of help they needed with everyday 
tasks (Forsberg et al., 2014), and their inability to perform activities of daily 
living caused frustration and disappointment (Langford et al., 2018) and 
restricted their life. While striving to regain control over the situation and 
their lives and hoping that they would recover, they felt uncertain about what 
the future held for them, as they did not know how long it would take to 
recover or if they would recover to live as they did prior to the hip fracture 
(Abrahamsen & Nørgaard, 2020). During recovery, dependence on others for 
even the simplest things—like bathing, grooming, and walking both on flat 
ground and up and down stairs—became a reality (Wu et al., 2013). For some 
older people, just standing up from a chair can be difficult, and using walking 
aids is necessary for mobilization (Pol et al., 2019). Accepting help from others 
has been described as difficult but necessary for managing. Nevertheless, it 
can be embarrassing to need help—especially with personal hygiene, since 
that is considered as a sign of diminished integrity of the self (Ehlers et al., 
2018).  

 

Despite mobility difficulties, older people have described trying to keep up 
their hobbies, interests, and contacts with friends and family during recovery 
(Ehlers et al., 2018), but as everyday tasks take longer, they can often feel tired 
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sooner, which limits their activities (Pol et al., 2019) and leads to refraining 
from inviting people to their home or from visiting friends and family (Gesar, 
Bååth, et al., 2017). Older people recovering from hip fracture surgery have 
also described fearing another fall (Archibald, 2003; Bergeron et al., 2016; 
Hommel et al., 2012). Fear of falling may lead to reduced compliance with 
physical rehabilitation (McMahon et al., 2011), which in turn can lead to a 
poorer functional recovery (Pauelsen et al., 2018), resulting in isolation 
(Jellesmark et al., 2012). Fear of another fall can be reduced if the older person 
uses walking aids (Pol et al., 2019). Fear of falling has been shown to be even 
more significant to recovery after hip fracture surgery than pain management 
and depression, due to loss of independence (Visschedijk et al., 2010).   

 

Recovering from a hip fracture is a complex and subjective experience in 
which older people believe it is important to have a positive attitude, as this 
may enhance recovery (Healee et al., 2017).  Their inner drive to recover is 
strong, and they know it will take time and energy to recover (Gesar, Hommel, 
et al., 2017). While some older people are surprised that recovery is quicker 
than expected and see themselves making progress every day (Asplin et al., 
2019), others may feel impatient and frustrated due to a gap between their 
expectations and the reality of a timely recovery (Bruun-Olsen et al., 2018; 
Langford et al., 2018). When recovery is perceived as slow, the older person 
can start to lose faith in their own capacity to regain independence and thus 
give up on their efforts to do so (Gesar, Bååth, et al., 2017).  

 

Being dependent on others during recovery from hip 
fracture surgery 
For many older people, it is difficult to imagine a life in which they are unable 
to get by on their own and must depend on others for simple daily activities 
(King & Farmer, 2009).  For older people, being dependent on help from 
family members and on care has been associated with feelings of helplessness 
and powerlessness (Holm & Severinsson, 2013). Thus, being independent and 
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having autonomy is important to older people (Bergeron et al., 2016; King & 
Farmer, 2009; McMillan et al., 2012).  

 

During recovery from hip fracture surgery, older people become dependent 
on family, neighbors, or formal caregivers as a result of the physical 
impairment that follows the fracture (Healee et al., 2017; Langford et al., 2018; 
Rasmussen & Uhrenfeldt, 2016). Although they are reluctant to accept help 
because they are used to being independent and do not want to be seen as 
weak or as a burden (Bruun-Olsen et al., 2018; Hommel et al., 2012), older 
people find themselves relying on close relatives to help with things they 
cannot manage themselves. Thus, the presence of close relatives provides a 
safety net for the older people, although they realize that their close relatives 
have to make various sacrifices to look after them (Perry et al., 2011). This 
means that when an older person suffers from an acute event such as a hip 
fracture, the event also impacts the lives of their close relatives; that is people 
who are close to them emotionally (Nahm et al., 2010).  

 

From the perspectives of close relatives, who often are referred to as informal 
caregivers in nursing research, being a close relative to an older person 
recovering from hip fracture surgery is associated with significantly increased 
stress. Although this stress decreases with time, it is present even 12 months 
after the older person’s hip fracture (Ariza-Vega et al., 2019; Siddiqui et al., 
2010). The increased level of stress is associated with grief due to watching the 
older person’s health deteriorate (Lin & Lu, 2005) and struggling to find the 
time to combine helping the older person with keeping the household 
running (Ariza-Vega et al., 2019; Toscan et al., 2012). 

 

Stress is also associated with not having enough knowledge about how to help 
the older person with mobilization and other activities of daily living 
(Ramazanu & Griffiths, 2017; Toscan et al., 2012). Several studies have shown 
that close relatives feel that they do not receive enough information (Asif et 
al., 2020; Ramazanu & Griffiths, 2017) and that when they seek additional 
information, they can feel like a burden to healthcare personnel (Toscan et al., 
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2012). Close relatives also do not feel involved in discharge planning (Asif et 
al., 2020; Jensen et al., 2017). Experiencing stress can have a negative effect on 
the close relative’s health (Shyu et al., 2012), especially if they have their own 
medical or personal issues at the same time (Toscan et al., 2012).  

 

Participation in care 
Participation in care is a concept that has long been discussed, due to its 
significance to patients and healthcare. Around the world, efforts have been 
made to strengthen patients’ opportunities to participate in and make the 
decisions regarding their care (World Health Organization, 2017). In Sweden, 
this has been regulated through the Patient Act legislation, which states that 
caregivers are required to provide the patient with all necessary information 
in order for the latter to be able to participate in all decisions about their care 
(SFS, 2014:821). The word “participation” is interchangeably used with 
involvement, engagement and collaboration (Snyder & Engström, 2016). The 
concept is used in different contexts and has been described from the 
perspectives of patients, their relatives, and healthcare personnel (Dyrstad et 
al., 2015; Tobiano, Marshall, et al., 2015). Participation can be defined as “a 
patient’s rights and opportunities to influence and engage in decision making 
about his care through a dialogue attuned to his preferences, potential and a 
combination of his experiential and the professional’s expert knowledge” 
(Castro et al., 2016, p. 1929). This establishes the nurse-patient relationship as 
an essential component, in which the nurse connects with the patient as 
human and an equal, showing respect and genuine engagement (Angel & 
Frederiksen, 2015). The concept also involves learning and reciprocity 
(Nilsson et al., 2019).  

 

Research on participation in care for older people after hip fracture surgery is 
scarce, but it shows that older people generally do not feel involved in care or 
discharge planning (Bruun-Olsen et al., 2018; Jensen et al., 2017; Malmgren et 
al., 2014). They feel that they are offered few opportunities to be actively 
involved in decisions that can affect their recovery (Bruun-Olsen et al., 2018); 
however, they never questioned it, instead accepting that this was the way it 
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was supposed to be (Jensen et al., 2017). Adapting to routines entailed 
passivity, which older patients believe impairs their own capacity for 
recovery (Gesar, Hommel, et al., 2017). Older patients’ experiences of 
participation in care is guided by patients’ needs and desires and staff’s 
responsiveness to those needs (Malmgren et al., 2014). 

 

Patient participation is described as beneficial for patients: for older people 
especially, it is understood to strengthen their abilities to manage daily life 
after discharge from the hospital (Lyttle & Ryan, 2010), as it provides feelings 
of confidence (Alharbi et al., 2014). Patients who participate in care are also 
more likely to be satisfied with their care compared to those who do not 
participate (Weingart et al., 2011). When satisfied with their care, patients are 
more motivated to improve their health, which leads to greater compliance 
with treatment. Other positive outcomes that have been reported include 
better relationships with healthcare personnel, increased sense of 
independence, and compliance with treatment (Lyttle & Ryan, 2010).  

 

Despite the fact that participation is desired in healthcare, several studies have 
described difficulties in achieving it, due to factors related to patients and 
healthcare personnel (Tobiano, Marshall, et al., 2015). For one thing, not all 
patients want to participate equally: some patients do not want to participate 
at all, since they do not think they are competent enough (Alharbi et al., 2014), 
and others might want to participate to some extent, and yet others want to 
participate in every decision regarding their care, depending on time and 
context (Thompson, 2007). Additionally, a healthcare personnel attitude that 
is characterized by power and control (Larsson et al., 2011) and the use of 
condescending or de-personalized language has also been found to be a 
barrier to patient participation (Tobiano, Marshall, et al., 2015). When they 
lack time because of their heavy workloads, nurses gets task-oriented and 
tend to keep information to a minimum (Dyrstad et al., 2015). 
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Nursing care for people suffering from a hip fracture 
As stated earlier, nursing care involves promoting health, preventing illness, 
and caring for sick, disabled, and dying people (ICN, 2002). A caring 
relationship between patients and nurses involving mutuality and something 
more than mere interaction between people (Eriksson, 2018) is the core of 
nursing care. A caring relationship is based on trust and a connectedness 
between the patient and the nurse, and it is founded in mutual respect, 
kindness, and open communication (Halldorsdottir, 1996). For the nurse-
patient relationship to develop, the nurse must be genuinely caring and 
competent both in performing necessary nursing skills and in connecting with 
patients. Professional wisdom—i.e., having knowledge as well as 
experience—is also important in the development of the relationship 
(Halldorsdottir, 2008).  

 

The nurse-patient relationship involves a movement between closeness and 
distance, in that while the nurse and the patient connect with each other, they 
maintain a comfortable distance of respect and compassion, i.e., the metaphor 
of the bridge. As with a real bridge, there is distance between the banks. That 
distance is one of the main differences between the nurse-patient relationship 
and the patient’s relationships with family or friends. The bridge symbolizes 
openness in communication and connection between the nurse and the 
patient. In contrast, detachment between the nurse and the patient or poor 
communication is symbolized with the metaphor of a wall (Halldorsdottir, 
2008). A caring nurse-patient relationship develops through verbal and non-
verbal communication and involves reaching out to each other and 
establishing a bond in which the patient feels respected and an equal in care. 
As the goal of the relationship is for the patient to recover enough to stop 
being a patient, it is important that the nurse supports the patient without 
enabling too much dependence (Halldorsdottir, 2008), like a guide who shows 
the way toward health (Eriksson, 2018). 
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In the orthopedic context, care for older patients with a hip fracture should 
optimize the post-discharge outcome, and it involves several stages of care 
that begin before the patient is admitted to the hospital and end after 
discharge (Rikshöft, 2020). The primary goal of orthopedic nursing care for 
older adults with a hip fracture is to maximize mobility and to preserve 
optimal function. To achieve this, nurses should monitor things that could 
interfere with the patient’s capability for early mobilization, such as signs of 
anemia, poor nutritional status, or pain (Maher et al., 2012; Maher et al., 2013). 
The entire multi-disciplinary team is responsible for promoting independent 
mobility, which should be incorporated early on and into all aspects of care. 
Nurses who see mobilization as their professional domain are more likely to 
initiate and promote patient engagement in activities of daily living (Meehan 
et al., 2019). Nurses have the opportunity to gain in-depth knowledge of the 
patients’ needs and desires because they spend an extensive amount of time 
with patients and their families. This provides nurses with knowledge that 
can support leadership and coordinate the team around the patient (Brent et 
al., 2018).  

 

Nurses are responsible for coordinating the patient’s discharge planning, 
which begins at admittance with the conducting of initial assessments that 
inform decisions about who should be involved (Rhudy et al., 2010). 
Discharge planning can be defined as a process that aims to coordinate a 
patient’s future care during and after their hospitalization (Bull & Roberts, 
2001), and it involves a collaboration of various members of the healthcare 
team—including physicians, nurses, physiotherapists, and occupational 
therapists—as well as patients and their relatives. In cases where the patient 
needs help from municipal social services after discharge, a social worker 
from the municipality also participates (SFS 2017:612). The essential elements 
of effective discharge planning include effective communication, a 
multidisciplinary approach, and early and coordinated assessments of 
patients’ needs and home situation (Bull & Roberts, 2001).  
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Discharge planning is a vulnerable part of the hospital stay for older people 
especially, who often suffer from physical and/or cognitive disabilities 
(Coffey, 2006). Involving older patients in planning and decision-making 
during a hospital stay strengthens their ability to manage their daily life after 
discharge (Lyttle & Ryan, 2010). When decisions around discharge planning 
are made without the patient’s involvement, a risk arises that the patient will 
not manage at home, since they have not been given the opportunity to assess 
their ability to do so (Alharbi et al., 2014). Several studies have shown that 
patients and family members do not always feel that they are involved in the 
discharge process (Dyrstad et al., 2015; Malmgren et al., 2014), nor do they 
think that they receive sufficient information about what will happen after 
discharge or how they can cope with the practical aspects of daily living 
(Allen et al., 2017; Elliott et al., 2014; Schiller et al., 2015).  

 

Recovery – a transition in daily life after a hip fracture 
When a person experiences a change in health, such as a hip fracture, a 
transition begins. Thus, the recovery for older people being affected by a hip 
fracture can be viewed as a process of transition. The older person’s hip 
fracture can be viewed as the starting point of a transition for close relatives 
as well. A transition can be understood as a period between two relatively 
stable periods in life that involves adapting and adjusting to a new situation 
(Meleis, 2010) rather than to a pre-existing state (Kralik et al., 2006). People in 
transition tend to be vulnerable, which may affect their health. Illness 
experiences, such as diagnosis, surgical procedures, rehabilitation, and 
recovery, are transitions that can make people vulnerable. Vulnerability is 
related to the experiences, interactions, and environmental conditions of 
transitions that expose individuals to damage, problematic or extended 
recovery, or delayed or unhealthy coping. Transitions are characterized by 
uniqueness, complexity, and a multi-dimensional nature (Meleis, 2010). For 
example, for close relatives, the transition in daily life shifts as the ill person’s 
condition changes, meaning that their transition cannot be understood as 
separate from the health and illness experience of the ill relative (Meleis et al., 
2000). 
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Several interrelated properties are vital in a transition; these include 
awareness, engagement, change and difference, time span, and critical points 
and events. Awareness entails perception, knowledge, and recognition of a 
transition experience. Engagement refers to the degree of involvement a 
person demonstrates in the transition. Change and difference involve 
experiencing critical events or a disruption in relationships or routines and 
how this change is confronted. Time span refers to the movement and flow of 
time in transitions, which may need reassessment along the way. Critical 
points and events are associated with increased awareness of change and 
engagement in dealing with the transition. A critical event can be an 
identifiable marker event, such as a diagnosis or a sense of new stability 
(Meleis, 2010).  

 

A healthy completion of transition is determined by the extent to which 
individuals manage to master the new skills and behaviors needed for their 
new situation or environment (Meleis et al., 2000). For older women 
recovering from hip fracture surgery, this involves support from healthcare 
personnel as well as mobilization of internal resources, such as being 
determined to keep living, minimizing problems caused by the hip fracture, 
and laughing at their shortcomings (Robinson, 1999). Nurses tend to be the 
caregivers who prepare patients for impending transitions and who facilitate 
the process of learning new skills related to their health and illness 
experiences (Meleis et al., 2000). By working with patients, nurses have the 
opportunity to help them identify changes forced by illness and to seek new 
possibilities in disruptive experiences (Kralik et al., 2006). To understand the 
experiences of patients during transition, it is necessary to determine the 
conditions that facilitate or constrain the processes of healthy transition and 
the outcomes of transition (Meleis, 2010). 
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Rationale for the study 
Due to an aging population, hip fracture rates are predicted to rise worldwide. 
Being affected by a hip fracture as an older person can lead to vulnerability, 
feelings of uncertainty, and loss of independence. Older people become 
dependent on others to manage daily life activities, both in the hospital and 
at home after discharge. Research in this area shows that hip fracture surgery 
negatively affects older people’s health-related quality of life, due to post-
operative pain, immobility, and loss of independence for sometimes more 
than a year after surgery. Since hospital stays are getting shorter, the affected 
person has less time to prepare for a life at home. This means that what 
happens in the hospital affects the older person’s recovery both in the hospital 
and at home, and a structured nursing care that involves participation seems 
imperative.  

 

During recovery after hip fracture surgery, older people’s close relatives are 
important in helping and supporting the affected person. However, little is 
known about close relatives’ experiences of the older persons hip fracture 
surgery and how it impacts their lives. The existing body of knowledge on 
older people’s experiences of recovering from hip fracture surgery is 
relatively sparse, but it shows significant consequences for daily life. The 
knowledge from this doctoral thesis is important, as it expands the body of 
knowledge on older people’s recovery by describing it from three different 
perspectives, i.e., older people, close relatives and nurses. This knowledge can 
be used to improve daily life during recovery after hip fracture surgery 
among older people living at home, to better align it with their needs and 
resources. 
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The aim 
The overall aim of this doctoral thesis was to explore and describe the 
recovery of older people after hip fracture surgery from the perspectives of 
older people, close relatives, and nurses. Within the overall aim, the following 
specific aims were formulated:  

 

- to describe rural older people´s experiences of recovering after hip fracture 
surgery (I). 

- to describe nurses’ views on discharge planning for older patients after hip 
fracture surgery who live in their own homes in rural areas (II). 

- to elucidate meanings of participation in care for older people after hip 
fracture surgery and for nurses working in an orthopedic ward (III). 

- to elucidate meanings of being a close relative of an older person recovering 
from hip fracture surgery (IV). 

 
 
 

Methods 

The naturalistic perspective 
This doctoral thesis is situated within the naturalistic perspective, as its 
intention is to describe and elucidate older people’s recovery following hip 
fracture surgery through their own perspectives as well as that of their close 
relatives and nurses. The naturalistic perspective holds that reality is multiple, 
constructed, holistic, and context-bound (Lincoln & Guba, 1985). This means 
that reality is not a fixed entity but rather a construction of individuals within 
a context. For that reason, two people who experience the same thing may 
have different experiences of what happened, as multiple interpretations of 
reality exist in people’s minds (Polit & Beck, 2016). Research within the 
naturalistic perspective takes place in real-world settings (Patton, 2015), also 
called ‘natural settings’ (Lincoln & Guba, 1985), meaning that researchers 
meet participants where they are: thus, data collection occurs while people 
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are engaging in their everyday practices. The phenomenon of interest unfolds 
naturally, through observations or interviews with open-ended questions, in 
places where and under conditions in which participants feel comfortable 
(Patton, 2015). The perspective holds that knowledge is maximized when the 
distance between the inquirer and the participants is minimized. The voices 
and interpretations of study participants are crucial to understanding the 
phenomenon of interest, and subjective interactions are the primary way to 
access these. Findings from a study within the naturalistic perspective are the 
product of interactions between the inquirer and the participants (Polit & Beck, 
2016).  

 

Pre-understanding 
In all research, but particularly in qualitative research, the researcher is the 
instrument: their background, experience, education, and the way they 
engage in data collection and analysis affect the trustworthiness of the 
findings (Patton, 2015). This is also referred to as pre-understanding. Pre-
understanding stems from the tradition or context that the researcher is 
familiar with, which may both facilitate and constrain understanding 
(Nyström & Dahlberg, 2001). It is important to be aware of one’s pre-
understanding and reflect upon it when conducting research. Researchers 
who do not do so risk obtaining results that are primarily a reflection of their 
past experience; rather than providing a new understanding, the research is 
likely to merely confirm what is already known (Dahlberg et al., 2008). Being 
reflective of and open to our understanding involves questioning what one 
already knows in order to see new things—i.e., what does not already exist in 
one’s understanding. However, for this to happen, we need to be willing to 
put aside our previous understanding; thus, self-understanding is an 
important part of pre-understanding (Nyström & Dahlberg, 2001). What is 
“put aside” is our taken-for-granted attitude that the world is as it seems to 
be; instead, we start to question it. Questioning one’s own understanding of a 
phenomenon rather than taking it for granted is characterized by bridling and 
keeping an eye on our evolving understanding, so that it does not happen too 
fast or at random (Dahlberg & Dahlberg, 2020).  
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When planning and conducting the studies presented in this doctoral thesis, 
I have striven to keep myself aware of my pre-understanding as a nurse 
researcher and as a registered nurse with experience in encountering older 
people admitted to the orthopedic ward with a fall-related hip fracture. 
During the interviews, I endeavored to not take things for granted and to ask 
probing questions so as to let the participant describe and explain when 
clarification was needed. The analysis of the interview texts was performed 
as open-mindedly as possible and together with my supervisors, who are 
experienced nurse researchers and registered nurses with their own pre-
understandings. Through critical discussions with them, I have broadened 
my awareness in relation to my pre-understanding. 

 

Design 
A qualitative design was chosen for the studies in this doctoral thesis. 
Qualitative studies provide detailed, deep knowledge of what is being 
studied, giving an answer to what people feel, think, and experience. The 
sample was selected purposefully to permit inquiry into and understanding 
of the area of research focus (Patton, 2015). Methods for data collection and 
data analysis were carefully chosen and were founded on the aims of the 
studies (Table 1). 

 

Context 
The studies in this doctoral thesis were conducted in a region in central 
Sweden primarily consisting of rural areas, where one hospital supplies 
healthcare to the entire region. The region has a population density of 2.7 
inhabitants per km2 (Statistiska centralbyrån, 2018). In Sweden, as in many 
other countries, definitions of ‘a rural area’ vary. The definition of a rural area 
used in this thesis is a countryside with a population density of ≤ 5 inhabitants 
per square kilometer (Jordbruksverket, 2019).  

 

Every year, approximately 17,500 people in Sweden suffer a fall-related hip 
fracture. In the region where this study was conducted, just under 300 people, 
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most of them older than 65 years (M=81), undergo surgery for a hip fracture 
every year. Of the affected older people, 60% are women, 50% lived alone at 
the time of the hip fracture, and 66% were discharged to their previous living 
arrangements. The average length of hospital stay after hip fracture surgery 
at the hospital in the region where this study was conducted is seven days 
(Rikshöft, 2020).  

 

Discharge planning can be structured in various ways, and in the time 
between Paper II and III, the procedure for discharge planning changed in the 
hospital used in this study.  In the orthopedic ward, a discharge planning 
nurse coordinates the process. If a patient requires help at home after 
discharge, the discharge planning nurse notifies the discharge planning team 
from the patient’s municipality. Before, if the patient lived in the municipality 
where the hospital is located, an in-person meeting was held at the hospital 
with various members of the municipality discharge planning team a couple 
of days prior to discharge. This team consisted of a social worker, a district 
nurse, a physiotherapist, and an occupational therapist. The discharge 
planning nurse attended the meeting to provide information about the patient 
to the municipal team. This procedure has now changed. All discharge 
planning meetings are held over the phone between the social worker with 
the municipality and the patient. The communication between the discharge 
planning nurse and the team from the patient’s municipality is primarily 
conducted via a computerized discharge planning system. If a patient does 
not need formal help at home, discharge planning is made in dialogue with 
the patient and close relatives.  
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Table 1  

Overview of the aims, methods, data collection methods, and data analyses of the studies 

Paper Aim Method Data collection 
method 

Data analysis  

I To describe rural 
older people’s 
experiences of 
recovering after hip 
fracture surgery. 

Qualitative Individual 
qualitative 
interviews  

Qualitative content 
analysis 

II To describe nurses’ 
views on discharge 
planning for older 
patients after hip 
fracture surgery 
who live in their 
own homes in rural 
areas. 

Qualitative Focus group 
interviews  

Qualitative content 
analysis 

III To elucidate 
meanings of 
participation in care 
for older people 
after hip fracture 
surgery and nurses 
working in an 
orthopaedic ward. 

Qualitative Individual 
narrative  

Interviews 

 

Phenomenological 
hermeneutics 

IV To elucidate 
meanings of being a 
close relative of an 
older person 
recovering from hip 
fracture surgery 

 

Qualitative Individual 
narrative 
interviews 

Phenomenological 
hermeneutics 

 
 

Participants and procedure 
In this thesis, the participants were selected by purposive sampling. 
Purposive sampling means that the people who are invited to participate in 
the study have experience with a certain topic of interest and are willing to 
share their experiences; hence, they can provide rich information that answers 
the aim of the study (Patton, 2015). The sample sizes were guided by the 
concept of information power, which focuses on data quality and sample 
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suitability rather than the number of participants needed to provide nuanced 
and rich descriptions. The number of participants needed in a study is 
dependent on the broadness or narrowness of the aim of the study, the 
participants’ specificity, whether an established theory is used, the quality of 
the interview dialogue, and how data is analyzed (Malterud et al., 2016). 
Characteristics of the participants in the studies are presented in Table 2.  

 
Table 2 

 Characteristics of the participants  

Paper Participants Number Sex Age  

I Older people who are 
recovering from hip 
fracture surgery 

 

13 Female=7 

Male=6 

Md=74 

Range=66–98 

II Nurses at an 
orthopedic ward 

18 Female=14 

Male=4 

Md=34 

Range=24–63 

 

III Older people who are 
recovering from hip 
fracture surgery and 
nurses at an 
orthopedic ward 

 

Older people= 
11 

Nurses= 12 

Female=6 

Male=5 

Female=12 

 

 

Md=75 

Range=65–84 

Md=42 

Range=26–63 

IV Close relatives of 
older people 
recovering from hip 
fracture surgery 

10 Female=7 

Male=3 

Md=58 

Range=35–83 

 
 

Older people (I) 
A purposive sample of thirteen older people participated in this study (Table 
2). To be included in the study, the participants had to be a Swedish-speaking 
person who was 65 years old or older and who had undergone surgery due 
to a fall-related hip fracture. Furthermore, they had to be cognitively oriented 
to their person, time, space, and situation, as well as willing to tell their story. 
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Finally, participants had to be discharged from the hospital to their own home 
in a rural area. The participants were between 66 and 98 years old (Md= 74) 
and, following their hip fracture surgery, had been discharged to home from 
an orthopedic ward within the previous three to five weeks. Eight of the 
participants lived alone, and five lived with a partner or spouse. Eight of the 
participants had a history of cardiovascular diseases, and eight had had 
surgery before.  Prior to the hip fracture, four of the participants used walking 
aids, and two received help from municipal social services. Participants had 
been admitted to the ward for approximately 6–21 days prior to discharge.  

 

Participants were recruited at an orthopedic ward. The head of the orthopedic 
department gave his consent to let the nurses at the ward take part in 
recruiting participants. The nurses received written and oral information 
about the study when I attended a nurses’ meeting. Patients who met the 
inclusion criteria received oral and written information about the study from 
the nurses on the day of their discharge so that they could give their consent 
for the research team to contact them at home about participation. I collected 
the contact information at the hospital and a few weeks later telephoned those 
who had shown interest to hear if they were still interested and to set a place 
and time for the interview. Of the 18 people who agreed to be contacted, 13 
chose to participate in the study. 

 

Nurses (II) 
A purposive sample of eighteen nurses participated in this study (Table 2). To 
be included in the study, the participants had to be a Swedish-speaking nurse 
who had worked at the orthopedic ward for at least six months. Furthermore, 
they had to have experience with discharge planning for older patients who 
had undergone surgery due to a fall-related hip fracture. The eighteen nurses 
who chose to participate were between 24 and 63 years of age (Md=34) and 
had worked at the ward for 1–28 years (md = 3). The head of the orthopedic 
department at the hospital officially approved the study and allowed nurses 
to participate in the study during working hours. Participants were recruited 
at a nurses’ meeting, where I provided them with oral and written 
information about the study in order for them to give their informed consent 



 

23 

to participate. A few weeks later, I initiated contact with those interested in 
participating to set a place and time for the interview.  

 

Older people and nurses (III) 
The participants in this study were recruited from an orthopedic ward where 
the older people had been admitted with a fall-related hip fracture and where 
the nurses worked. The head of the orthopedic department consented to help 
with the recruitment of older people and let the nurses participate in 
interviews during working hours.  

 

Older people. A purposive sample of eleven older people participated in this 
study (Table 2). To be included in the study, the participants had to be a 
Swedish-speaking man or woman who was 65 years old or older and who 
had been admitted to the orthopedic ward with a fall-related hip fracture. 
They had to be cognitively oriented to their person, time, space, and situation, 
as well as willing to talk about their experience. The older people were 
between 65 and 84 years old (Md=75). Four participants lived alone, and seven 
lived with a spouse. To get in contact with the older people, I informed the 
discharge planning nurse at the ward about the study and asked if she would 
help with recruiting participants.  She agreed and informed potential 
participants about the study during their hospital stay. Those who were 
interested in participating left their name and phone number for the research 
team to contact them. I contacted the older people to further inform them 
about the study and ask if they were willing to participate; if so, a place and 
time for the interview were scheduled. Sixteen older people agreed to be 
contacted by the research team; of these, 11 chose to participate.  

 

Nurses. A purposive sample of twelve nurses participated in this study (Table 
2). To be included in the study, the participants had to speak Swedish and 
have worked as a nurse in the orthopedic ward for at least six months. The 
nurses were between 26 and 63 years old (Md=42) and had worked at the 
orthopedic ward for eight months to 19 years (Md=5.5 years). Five of these 
participants had a master’s degree in nursing science. To get in contact with 
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the nurses at the ward, I sent information about the study to their workplace 
e-mails. Nurses who were interested in participating were asked to respond 
to the e-mail, and in the following e-mail conversation, a time and place for 
the interview were set.  

 
 

Close relatives (IV) 
A purposive sample of ten close relatives of an older person recovering from 
hip fracture surgery participated in this study (Table 2).  The participants were 
between 35 and 83 years old (Md=58). In this study, the older person 
recovering from hip fracture surgery determined who they considered to be 
a close relative: participants included spouses, adult children, and good 
friends. Four participants were retired, and six worked. Three participants 
lived together with the older person recovering from hip fracture surgery, five 
lived with their own families, and two lived alone. To be included in the study, 
the participants had to be a Swedish-speaking man or woman who was a close 
relative of an older person recovering from hip fracture surgery and who was 
willing to talk about their lived experience. The close relatives were recruited 
through participants in a previous study (older people recovering from hip 
fracture surgery (III)). The participants in that study were asked if they had a 
close relative who had been important for them during recovery and who 
might be interested in participating in a study about their experiences of being 
a close relative. The older people left the name and phone number of a close 
relative and informed them of these actions so that when I contacted them 
with further information about the study and ask if they were willing to 
participate, they knew they were going to be contacted. Out of the eleven close 
relatives who were contacted, ten chose to participate. A date and place for 
the interview were scheduled.  
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Data collection methods 
Individual qualitative interviews (I) 
Data were collected through individual qualitative interviews (n=13). Data 
from qualitative research interviews attempt to describe and understand the 
meanings of central themes in the world of the subjects (Kvale & Brinkmann, 
2014). Such interviews allow us to share the other person’s perspective by 
capturing their experiences and beliefs. The starting point for qualitative 
interviewing is the assumption that others’ perspectives are meaningful, 
knowable, and can be made explicit (Patton, 2015). It is an interview style 
wherein knowledge is constructed through interaction between the 
interviewer and the interviewee. The interview can be seen as an exchange of 
opinions between two people talking about a theme of mutual interest (Kvale 
& Brinkmann, 2014). A semi-structured interview guide with open-ended 
questions was used to ensure that the questions or topics of interest in the 
study were discussed with each participant. According to Patton (2015), the 
interview guide provides topics or subject areas within which the interviewer 
is free to explore, probe, and ask questions that will illuminate that particular 
subject. Thus, as the interviewer, I remain free to build a conversation, to word 
questions spontaneously, and to establish a conversational style while 
focusing on a particular predetermined subject (cf. Patton, 2015).  

 

In the beginning of each interview, I repeated the information about the study 
to enable the participants to ask questions about their participation in the 
study and to give their informed content in writing. The interviews focused 
on the older people’s experiences of the fall, their health, and wellbeing. In the 
opening question, the participants were asked to talk about their experience 
of the fall. Then, they were asked about how their life is now and how their 
life used to be prior to the hip fracture. They were also asked about their 
hospital stay and their level of participation in discharge planning. Probing 
questions like “can you tell me more about that?”, “how did that make you 
feel?”, and “can you explain this a little bit further?” were asked when 
clarification was needed. The interviews took place in the participants’ homes 
in accordance with their wishes and were conducted approximately three to 
five weeks after discharge.  Two participants had their spouses present during 
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the interviews. The interviews lasted between 32 and 128 minutes (md= 59), 
were audio-recorded, and were transcribed verbatim.  

 

Focus group interviews (II) 
Data was collected with focus group interviews (n=4). A focus group 
interview is a special type of interview with the purpose of obtaining people’s 
perceptions or views on a defined area of interest in a permissive, 
nonthreatening environment. Participants in a focus group interview are 
selected because they have certain characteristics in common that relate to the 
topic of the focus group (Krueger & Casey, 2014). These interviews facilitate 
interactions among the participants, which in turn may enhance data quality, 
as a variety of perspectives may emerge (Patton, 2015). Focus group 
interviews are suitable when the topic of interest is not of a sensitive matter 
(Krueger & Casey, 2014).   

 

Since nurses were allowed to participate during working hours, the focus 
group interviews were planned to accommodate their schedules. Five nurses 
participated in each of the first two focus group interviews and four nurses 
participated in each of the last two, for a total of 18 nurses across all four 
groups. Group size is essential in the success of focus group interviews, but 
no consensus has been reached regarding the ideal size. According to Krueger 
and Casey (2014), the ideal size of a focus group is six to eight participants, 
but in groups with four to six participants, in-depth insights on people’s 
perceptions are more likely to emerge. 

 

The focus group interviews took place in a separate room at the nurses’ 
workplace; we were seated so that everyone could make eye contact with each 
other. I began the focus group interview with repeating the information about 
the study that was provided at a nurses’ meeting in order to enable 
participants to ask questions about their participation in the study. In each of 
the four focus group interviews, I functioned as the moderator, while either 
one of my two supervisors functioned as an observer. According to Krueger 
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and Casey (2014), the role of the moderator is to guide the participants 
through the interview, while that of the observer is to take notes. 

 

To stimulate discussion, I presented a vignette (cf. Hughes & Huby, 2002) at 
the beginning of each interview. A vignette can be a valuable research tool 
when studying people’s attitudes, perceptions, and beliefs (Hughes & Huby, 
2002). The vignette used in all four focus group interviews described the 
fictional case of an older woman who lived alone in a rural area and was 
admitted to an orthopedic ward with a fall-related hip fracture (see Table 3 
for a summary of the vignette). In the opening question, the participants were 
asked to talk about how they would plan this patient’s discharge. After the 
description of the vignette, the focus group interviews asked about the nurses’ 
views on hospital care for older people who was admitted with a fall-related 
hip fracture, concentrating on discharge planning for patients who are 
discharged to home while living in a rural area. The nurses were also asked 
to talk about patient and family participation in discharge planning. At the 
end of each focus group interview, I summarized the discussion to the 
participants to ensure that it had been accurately perceived. The focus group 
interviews lasted 63–90 minutes (md=78), and were audio-recorded and 
transcribed verbatim. 

 
Table 3 

 Summary of the vignette  

Kerstin is a 75-year-old widow who sustained a hip fracture due to a fall when riding her bike. 
She undergoes hemiarthoplasty surgery and is admitted to the orthopedic unit afterwards. 
Her medical history includes hypertension and a well-adjusted type I diabetes that she 
manages by herself. She lives alone in a house with several floors, with the bedroom and the 
bathroom on separate floors. There is no grocery store in the village where she lives, and since 
Kerstin does not have a driver’s license, a neighbor lets her come along once a week to shop. 
She has good contact with her two adult children, who live in the southern part of Sweden.  

 
A couple of days after the surgery, Kerstin has started to mobilize and manages visits to the 
toilet and dresses almost independently. However, she is nervous about falling again and does 
not dare to do things without having staff present. She thinks a lot about how she will manage 
when she returns home. 
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Narrative interviews (III, IV) 
Individual interviews with a narrative approach were conducted in the 
studies presented in Papers III and IV (cf. Mishler, 1986). Narratives are stories 
collected from individuals about their lived experiences and may address the 
individual’s past, present, and future (Creswell, 2013; Mishler, 1986). Through 
the stories people organize and express meaning and knowledge (Mishler, 
1986). In the narrative interview, the interviewer can directly ask for stories or 
can try to organize different events together with the interviewee to get 
cohesive stories. When the interviewer asks a question, their role is to keep 
quiet and not interrupt but ask additional questions when needed to help the 
interviewee keep telling their story. This style of interaction between the 
interviewer and the interviewee means that knowledge is co-created (Kvale & 
Brinkmann, 2014). 

 

Paper III. The interviews presented in Paper III were conducted in the older 
people’s homes (n=7), over the telephone (n=4), and in a separate room at the 
nurses’ workplace (n=12), in accordance with the participants’ wishes and the 
recommendations on social distancing due to the COVID-19 pandemic. Before 
the beginning of each interview, I repeated the information about the study 
in order to enable the participants to ask questions about their participation 
in the study and to give their informed consent in writing. Data were obtained 
on lived experiences of older peoples and nurses in terms of their 
participation in care. Follow-up questions like “Can you give an example?”, 
“Can you tell me more about that?”, and “How did that make you feel?” were 
asked when clarification was needed. All interviews were audio-recorded and 
transcribed verbatim.  

 

The interviews with the older people (n=11) started with an opening question 
that asked them to talk about their experience of the hospital stay, with a focus 
on participation in care. They were also asked to talk about situations in which 
they felt they did or did not participate. The interviews were conducted one 
to four weeks after discharge from the hospital and lasted 30–86 minutes 
(Md=44).  
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The interviews with the nurses (n=12) started with an opening question that 
asked them to talk about their experience of participation in care for older 
people admitted with a hip fracture. They were also asked to talk about 
situations in which patients participated in care as well as situations in which 
they did not participate. The interviews lasted 38–92 minutes (Md=42).  

 

Paper IV. The interviews presented in Paper IV were conducted in the close 
relatives’ homes (n=3), in my office (n=1), and over the telephone (n=6), in 
accordance with the participants’ wishes and the recommendations on social 
distancing due to the COVID-19 pandemic. Before the beginning of each 
interview, I repeated the information about the study in order to enable 
participants to ask questions regarding their participation in the study. In the 
opening question, close relatives were asked to talk about their relationship 
with the older person. They were also asked to talk about their experience of 
the older person’s hip fracture and whether that had affected the participant’s 
daily life—and if so, in what way. Follow-up questions like “can you give an 
example?”, “can you tell me more about that?”, and “how did that make you 
feel?” were asked when clarification was needed. The interviews were 
conducted two weeks to two months after the older person’s hip fracture 
surgery and lasted 20–55 minutes (Md=36). The interviews were audio-
recorded and transcribed verbatim.  

 

Data analysis methods 
Qualitative content analysis (I, II) 
In the first two studies, qualitative content analysis was used to analyze the 
transcribed interviews. The first methods of content analysis were developed 
for a quantitative approach of counting or measuring similar statements, but 
they have evolved into an interpretative approach (Graneheim et al., 2017). 
Qualitative content analysis is a purpose-driven method for reducing data by 
making sense of a volume of qualitative material (Patton, 2015). The aim of 
the analysis is to obtain a condensed and broad description of the 
phenomenon of interest, and the outcome of the analysis is presented as 
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categories or themes, depending on the level of interpretation (Catanzaro, 
1988).  

 

I performed the analysis stepwise together with my supervisors, guided by 
Catanzaro’s (1988) description of the procedure. We began the analysis by 
reading through the texts several times in order to get an overall picture of the 
content. In the next step, the text was divided into meaning units related to 
the aim of the study. A meaning unit is the smallest unit that contains some 
understanding that the investigator needs; it may be as small as a sentence or 
as large as a paragraph. The meaning units were condensed carefully in order 
to avoid losing relevant content and then sorted into categories and themes 
based on similarities and differences in content. Categories can be described 
as baskets of similar content, while themes are seen as threads of meaning that 
occur in category after category (Catanzaro, 1988). Interpretations were 
discussed until consensus was obtained. All steps in the analysis process have 
been systematically documented.  

 

Phenomenological hermeneutics (III, IV) 
In the second two studies, the transcribed interviews were analyzed with 
phenomenological hermeneutic interpretation. This research method is 
suitable for elucidating meanings from people’s lived experience; it builds 
upon the beliefs of the French philosopher Ricoeur, who linked the 
philosophies of phenomenology and hermeneutics (Lindseth & Norberg, 
2004). Phenomenology—with its focus on description—and hermeneutics—
with its focus on interpretation—are diverse philosophies that nevertheless 
share some common grounds, such as the lifeworld. The lifeworld refers to 
the world we live in together with others and unreflectingly take for granted. 
The lifeworld is incomplete if it does not take into account humans’ own 
experiences and understandings of themselves, their lived bodies, and the 
meaning their life situations hold for them (Dahlberg et al., 2008).  

 
In order for people’s lived experiences of a phenomenon to be available to 
others, the experience must be transcribed into a text that can be interpreted 
(Lindseth & Norberg, 2004). According to Ricoeur (1976), the utterer’s 
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meaning and the utterance’s meaning differ; for that reason, the text becomes 
objective once the interviews are transcribed. This means that the text become 
autonomous, thereby opened up to several possible interpretations 
depending on the interpreter’s pre-understanding (Ricoeur, 1976). During 
interpretation, it is vital to be as open-minded as possible and to bracket 
judgements about the factual (Lindseth & Norberg, 2004).  Phenomenological 
hermeneutics consists of three interrelated phases: naïve understanding, 
structural analysis, and comprehensive understanding. The analysis involves 
a dialectical movement between the whole of the text and its parts, as well as 
between understanding and explanation (Lindseth & Norberg, 2004). 
Furthermore, the analysis is concerned with following the movement of the 
text from what it says to what it talks about (Ricoeur, 1976).  

 

I performed the analyses stepwise together with my supervisors, guided by 
the procedure described by Lindseth and Norberg (2004). We began the 
analysis in the first phase, naïve understanding, by reading through the 
interview text several times to get a grasp of its immediate meaning as a whole. 
The naïve understanding was formulated in a phenomenological language—
i.e., with a focus on being descriptive. The naïve understanding was then used 
to guide the subsequent phase of structural analysis, wherein the text was 
divided into meaning units, condensed, and reflected on in terms of 
similarities and differences. The condensed meaning units were then grouped 
into subthemes and themes based on their similarities. The themes were 
formulated to disclose meaning rather than to act as abstract concepts. In the 
final phase, comprehensive understanding, the pre-understanding of the 
authors, the naïve understanding, and the results of the structural analysis 
were reflected on in relation to the aim and the context of the study. Relevant 
literature was also used to help us reach a comprehensive understanding of 
the participants’ lived experiences of the phenomenon of interest. In this 
phase, the focus was on the possibilities of living in the world that the 
interview text opens up. My supervisors and I discussed different 
interpretations until an understanding was reached (cf. Lindseth & Norberg, 
2004). 
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Ethical considerations  
In any research, ethical considerations, guidelines, and regulations are 
imperative. Research has an important position in today’s society, and as a 
researcher I am not only responsible to the people participating in the research 
but also to those who may be indirectly affected by the results. As a researcher, 
I must strive to conduct research that is high-quality and free of external 
influence and manipulation. Furthermore, research should not be conducted 
in the researcher’s own personal interests or in the interests of other 
stakeholders; it should be conducted to generate new knowledge that could 
be useful within the context of the research. In this case, the knowledge from 
this doctoral thesis may be used to enhance daily life for older people 
recovering from hip fracture surgery (cf. Vetenskapsrådet, 2017). Research 
should be built upon respect for autonomy, the obligation to avoid causing 
harm, and the obligation to provide benefits and to balance benefits against 
risks (European Commission, 2010). 

 

This research was conducted in accordance with the declaration of Helsinki 
(1964), which promotes respect for all human beings and protects their health 
and rights when participating in research (World Medical Association, 2018). 
The participants in all studies in this doctoral thesis received oral and written 
information about the study before they gave their voluntary informed 
consent to participate. This information included the aim of the study, who 
was conducting the study, what it meant to participate, and their right to 
withdraw from the study at any time without giving a reason. They were also 
informed about how the data would be handled and protected. All this 
information was given in order for participants to be able to consent to or 
decline participation (SFS 2003:460).  For all studies in this doctoral thesis, data 
were obtained through interviews, and the participants have been guaranteed 
confidentiality—i.e., a presentation of the findings without mention of their 
names or other identifying information (Polit & Beck, 2016). In order to 
maintain confidentiality, the descriptions of participants are deliberately 
rather scant, given the rural context the participants live in. The studies in this 
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doctoral thesis have been approved by the Swedish Ethical Review Authority 
(Dnr 2016-154-31, Dnr 2019-02090). 

 
 

Findings 
The findings from the four papers are presented separately. An overview of 
themes and categories for studies I and II are presented in Table 4, and an 
overview of themes and subthemes for studies III and IV are presented in 
Table 5. 

 
 
 
 

Table 4  

Overview of themes and categories for studies I and II, analyzed with qualitative content 

analysis 

Paper Themes Categories 

I An unexpected life-altering event 

Preparing to return home 

Needing adjustment and support 
at home 

Struggling to manage at home 
 

 

II A spider in a broken web Being supportive 

Involving relatives 

Not always focusing on patients’ 
needs 

Difficulties to influence 
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Table 5 

Overview of themes and subthemes for studies III and IV, analyzed with phenomenological 

hermeneutics 

Paper Themes Subthemes 

III Older people: 

Being a co-creator in own care 

 

 

 
 
 
 
 

Nurses: 

Meeting needs and requests 

 

 

 

Giving possibilities to impact 

 

 

Limiting the patients involvement 

 

Being met with sensitivity and 
support 

Being told what is going to happen 

Taking responsibility and asking 
questions 

Being able to influence 

 

Being able to rethink according to the 
patient’s wishes 

Informing and educating 

Respecting the patients will 

 

Seeing the patient as a part of the team 

Letting the patient be in control 

 

Permitting the patient to influence 

Depending on the patient 

 

IV Being a helper Facing the unimaginable yet expected 

Putting oneself aside 

Encountering healthcare personnel 

Giving support 

Feeling concern and fear 

Noticing recovery 
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Paper I: The journey toward taking the day for granted 
again. The experiences of rural older people’s recovery 
from hip fracture surgery 
The study presented in this paper describes older people’s experiences of 
recovery at the hospital as well as after returning to their home in a rural area 
after hip fracture surgery. After the hip fracture, the older people described 
finding themselves in a new and vulnerable situation, in which they were 
dependent on others for simple everyday chores. They struggled to regain 
independence while staying positive, convinced that they would recover. Fear 
of another fall, as well as lack of information, made recovery at home 
somewhat difficult (i.e., the four themes: an unexpected life-altering event, 
preparing to return home, needing adjustment and support at home, and struggling 
to manage at home). 

 

An unexpected life-altering event refers to the older people’s experiences of 
being affected by a hip fracture. They saw it as an unforeseen event that 
happened in a second and for which they could not prepare. The older people 
blamed themselves for the fall and believed that had they done things 
differently, they would not have fallen. Some said they instantly knew they 
had broken their hip in the fall because of the intensity of the pain and their 
inability to move. Others thought they had simply pulled a muscle and 
expected it to improve at home in a few days; when that did not occur, they 
faced reality and went to the hospital for treatment. The unexpected life-
altering event also involved worry and anxiety for the older people who had 
fallen when they were alone, related to the uncertainty about how long it 
would take before someone would come and look for them. 

 

Preparing to return home refers to the older people’s experiences of their 
hospital stay. The older people found themselves in a new situation, in which 
they were dependent on healthcare personnel for simple activities in daily life. 
They acknowledged that they needed help but were not overjoyed to do so. 
The older people were aware they needed to put in energy and hard work in 
order to recover. They also appreciated the help they received, and they 
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perceived the healthcare personnel as kind, helpful, and supportive in 
guiding them through this new situation. However, the older people did not 
feel they had much influence over what happened at the hospital in terms of 
mobilization, training with the physiotherapist, and deciding whether and 
what kind of help they needed at home. They did not feel they participated in 
decisions concerning themselves and their care.   

 

Needing adjustment and support at home refers to the older people’s experiences 
of receiving the aids of assistance, and support they needed for them to 
manage at home. It felt good to come home, and the older people were 
grateful for the nature of their home that allowed them to return. They made 
changes in their home to manage getting around, and they became adjusted 
to using assistance aids and walking aids. The older people felt the support 
they had gotten from the people close to them—family, friends, neighbors, 
and social services—had been significant in their returning home and said 
that it would not have worked out without these people. They came to realize 
they needed to ask for help but found it somewhat difficult, since they were 
not accustomed to doing so. 

 

Struggling to manage at home refers to the older people’s experience of trying 
to manage activities of daily life when they returned home. They said it had 
been difficult in the beginning, but with time it had become easier. The older 
people felt they were recovering, although some wanted the recovery to go 
faster; however, they had not received information about the recovery 
timeline, so they did not know what to expect. Some older people started to 
worry and thought the hip was not mending as it was supposed to. The older 
people also said they had become afraid that they might fall again, which 
affected their daily life in terms of not wanting to walk outside or walk 
without their walking aid. The fall also had an impact on how they looked at 
their life and future: they were confident and optimistic they would recover, 
but they also realized they were getting older and their health could quickly 
change. 
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Paper II: A spider in a broken web: Nurses’ views on 
discharge planning for older patients after hip fracture 
surgery who live in their own homes in rural areas 
The study presented in this paper describes nurses’ views on discharge 
planning with older patients after hip fracture surgery who live in rural areas. 
This study shows that nurses believed that patients need support from both 
healthcare personnel and relatives to prepare for a life at home. Nurses shared 
that they and the patients struggled to influence the many aspects 
surrounding discharge planning (i.e., the theme a spider in a broken web was 
constructed from the four categories: being supportive, involving relatives, not 
always focusing on patients’ needs, and difficulties to influence).  

 

Being supportive refers to nurses’ views on the importance of supporting and 
strengthening the patient’s autonomy as much as possible before discharge. 
The nurses considered patients with a hip fracture to be strong, independent 
individuals who could have trouble accepting that they were now dependent 
on others for simple everyday chores, and the issue of possibly needing post-
discharge help was raised by nurses early on during the hospital stay. They 
described that they encouraged the patients to do as much as possible by 
themselves during the hospital stay while cheering them on, but they 
admitted that it was sometimes difficult to do this, due to lack of time. The 
nurses underscored the importance of the patient receiving information 
according to their individual needs, and they wanted more information to be 
put in writing, since it could be difficult for the patient to remember 
everything they had been told in the hospital.  

 

Involving relatives refers to nurses’ views that the patient’s relatives were 
important throughout the discharge planning, even if the relatives were 
sometimes perceived as unreasonably demanding or controlling. They 
emphasized that most relatives were helpful and unselfish, taking time off 
from work to stay with their older relative to support them after discharge 
from the hospital. The nurses received information from the relatives 
regarding the conditions at the patient’s home and their ability to manage at 
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home with the amount of support the patient had prior to the hip fracture. 
Sometimes, the relatives disagreed with what the patient wanted; in those 
cases, the relationships between patients and relatives became tense. The 
nurses described mediating, but they ultimately felt obligated to support the 
patient’s point of view. Given the importance of relatives to patients after hip 
fracture surgery, nurses worried for patients who did not have relatives. 

 

Not always focusing on patients’ needs refers to nurses’ concerns about 
difficulties affecting the patient’s ability to participate in decisions regarding 
discharge planning. They felt the municipal discharge planning team made 
decisions in advance and that the meeting was considered a mere formality in 
which patients had little to no ability to affect the outcome. The nurses 
experienced that patients sometimes have trouble getting their voices heard 
at the meetings, due to the large number of participants. They said that 
patients sometimes questioned their own presence at the meeting, since no 
one seemed to pay attention to their opinions. The nurses wished for more 
flexible discharge planning that took the needs and concerns of each 
individual into consideration when planning care. They speculated about 
having a social worker from the hospital attending the municipal discharge 
planning meeting, to advocate for patients who were perceived as quiet and 
modest or who did not have relatives present at the meeting. 

 

Difficulties to influence refers to the nurses’ view that they had little ability to 
influence discharge planning. Collaboration among healthcare personnel had 
changed in recent years, which resulted in people becoming reluctant to help 
each other, both within and outside their own organizations. This change 
negatively impacted discharge planning. Nurses also described struggling to 
accept a patient’s decision to decline municipal social services when it 
contradicted the nurses’ own strong belief that the patient would have trouble 
managing on their own. They tried their best to persuade the patient to change 
their mind, but in the end they had to accept the patient’s decision. The nurses 
said that they assume things worked out well for the patient at home, but 
since they do not receive feedback, they could not be certain. Sometimes 
nurses took the initiative to perform informal follow-ups, calling the patient 
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to check if everything was all right in order to ease their own anxiety. 
However, they realized that they did not have resources to do this routinely. 

 

Paper III: Meanings of participation in care for older people 
after hip fracture surgery and nurses working in an 
orthopedic ward 
The study presented in this paper elucidates meanings of participation in care 
from the perspectives of older people recovering hip fracture surgery and of 
nurses working in an orthopedic ward. The theme and subthemes for the 
older people are presented first, followed by the themes and subthemes for 
the nurses. For older people, the phenomenon of participation meant being a 
co-creator in their own care and involved being met with sensitivity and 
support, being told what is going to happen, taking responsibility and asking 
questions, and being able to influence care (i.e., the theme being a co-creator in 
care and the four subthemes: being met with sensitivity and support, being told 
what is going to happen, taking responsibility and asking questions, and being able 
to influence care). 

 

Being met with sensitivity and support refers to being cared for by nice and 
welcoming healthcare personnel and having supportive relatives. It was 
important to feel that healthcare personnel seemed interested in them, asked 
them how they were doing, and showed an ability to adjust activities 
according to their capacities. Situations where this failed led to feelings of 
disappointment and made participation in care difficult. Being met with 
sensitivity also meant being met with patience, even though it was busy at the 
ward. The healthcare personnel letting them know that they were improving 
and using encouraging words was important to feeling participative. Feeling 
supported meant having relatives who were present and  the older people 
informed them about what was happening on the ward and what the doctor 
said during rounds. When they had concerns about how things would work 
out after discharge, they discussed the matter with their relatives. In short, 
being met with sensitivity and support meant feeling seen and supported. 
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Being told what is going to happen refers to the need to be informed about 
routines and what to expect during the hospital stay. The need for information 
was especially great for those who had never been admitted to the hospital 
before. By being told what is going to happen, older people could start to 
mentally prepare for discharge as well as inform their relatives. Being guided 
through procedures or being told what was happening and why was both 
informative and reassuring. Situations where the information did not satisfy 
the need provoked feelings of being treated differently than the others and 
meant feeling left out and not participative.   

 
Taking responsibility and asking questions refers to taking matters into one’s own 
hands to stay informed and participative. Instead of waiting for information 
to be provided by healthcare personnel, older people engaged in dialogue, 
telling the healthcare personnel what they wanted and how they wanted 
things to be carried out when they had specific requests. Taking responsibility 
also meant making sure that healthcare personnel was aware of their medical 
history so that nothing would be missed. Asking questions when needed was 
also a condition for participation; getting answers was important for older 
people, although they accepted that not all questions could be answered. 
Sometimes, healthcare personnel seemed to forget to answer their questions, 
and that was seen as the opposite of participation. 

 

Being able to influence refers to feeling that one has the opportunity to 
participate; this was essential for health and recovery. Older people’s desire 
to influence their care was not outsized, and they felt that their requests (such 
as choosing what to eat or to be discharged earlier than planned) had been 
accommodated, and this was important to feeling participative. Influencing 
daily care was difficult, due to activities being performed by routine and 
healthcare personnel seeming to follow a strict schedule. Being able to 
influence care meant for older people being involved in the decision regarding 
municipal home care services; not being involved in this decision was seen as 
the opposite of participation.  
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For the nurses, the phenomenon of patient participation meant meeting the 
patients’ needs and requests and being open to and allowing them to 
influence care, while also recognizing that the patients’ possibility to influence 
care was limited (i.e., the three themes: meeting needs and requests, giving 
possibilities to impact, and limiting the patient’s involvement and the seven 
subthemes: being able to rethink according to the patient’s wishes, informing and 
educating the patient, respecting the patient’s will, seeing the patient as part of the 
team, letting the patient be in control, permitting the patient to influence, and 
depending on the patient).  

 

Meeting needs and requests involves being able to rethink in response to the 
patient’s wishes, informing and educating the patient, and respecting the 
patient’s will. Being able to rethink refers to adjusting the original plan to 
accommodate the patient’s wishes. This could mean postponing physical 
activity with the physiotherapist due to patients not feeling well or being in 
pain. Informing the patient about what was going to happen, followed by an 
explanation, meant that patients could start to think about and prepare for 
their needs after discharge. Giving information several times ensured the 
patient had understood, and inviting the patient to ask questions was also 
important for participation. Educating the patient was related to patient self-
care and involved, for instance, explaining how and when to take their 
medication. Respecting the patient’s will was important in making the patient 
feel participative but could mean an ethical challenge in situations where 
opinions differed, related to risks for post-operative complications, a 
readmission solely for the purpose of discharge planning, or (at worst) a new 
fracture. Informing patients about possible negative consequences involved 
trying to change the patient’s mind, which was deemed necessary to prevent 
such risks. A busy workload and lack of time meant that accommodating 
patients’ wishes or answering questions was not always possible. This meant 
that not all patients were given the same opportunities, which was seen as 
contradicting participation; it also meant that care was not equal, a notion that 
affected the nurses emotionally.  

 



 

42 

Giving possibilities to impact involves seeing the patient as part of the team and 
letting the patient be in control. For nurses, this meant acknowledging the 
contributions and valuable information from patients about themselves that 
could be used in combination with expertise knowledge from healthcare 
personnel in their care. Participation meant that patients became less 
dependent on help. Seeing the patient as part of the team evoked discussions 
about the concept of participation. The nurses seldom or never reflected on its 
meaning, but they claimed that it was more than just making decisions. 
Letting the patient influence was related to involving the patient and meant 
that everyone was striving towards the same goal; in order for that to happen, 
they got to know the person beyond their status as patient. Letting the patient 
influence motivated patients to take responsibility for their own mobilization. 
For nurses, this approach left patients feeling satisfied with their care at 
discharge. Still, for nurses it also meant losing control and involved 
surrendering some power, backing down and letting the patient take the lead. 

 
 

Limiting the patient’s involvement involves permitting the patient to have 
influence over care and was depending on the patient which meant 
acknowledging that patients’ opportunities to influence daily care were 
limited. This occurred as a result of patients’ lack of medical expertise and the 
need for routine procedures in relation to hip fracture care and the patient’s 
cognitive capacity. Performing routine procedures in relation to hip fracture 
care was not discussed with the patient but was seldom or never questioned 
by the patient. Opportunities for patients to influence care were essentially 
limited to choosing what to eat and deciding when to get out of bed in the 
morning. Depending on the patient meant that the patient’s opportunities to 
participate in care were limited by their mental capacity. A cognitively alert 
patient was allowed to influence their care to a greater extent compared to a 
patient who had cognitive impairments. A cognitively impaired patient’s 
opportunities to participate in care were limited to decisions regarding the 
here-and-now, such as removing an intravenous line without realizing how it 
would affect them. Depending on the patient also meant that nurses involved 
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the patients’ close relatives to make decisions for them, with healthcare 
personnel making decisions when no relatives were present. 

 

Paper IV: Being a helper: Meanings of being a close 
relative to an older person recovering from hip fracture 
surgery 
The study presented in this paper elucidates meanings of being a close relative 
to an older person recovering from hip fracture surgery. From their 
perspective, the phenomenon of being a close relative to an older person 
recovering from hip fracture surgery meant being a helper, facing the 
unimaginable reality brought by the hip fracture, putting oneself aside, 
encountering healthcare personnel, giving support, feeling concern and fear, 
and feeling hope for the future when noticing recovery (i.e., the theme being a 
helper and the six subthemes: facing the unimaginable yet expected, putting oneself 
aside, encountering healthcare personnel, giving support, feeling concern and fear, 
and noticing recovery).  

 

Facing the unimaginable yet expected refers to close relatives being emotionally 
affected when they received the news about the injury. Facing the 
unimaginable meant being overwhelmed and hoping that the injury was not 
too severe, in that the older person had not suffered a stroke or something else 
that would forever change them. Facing the expected involved close relatives’ 
awareness that with old age, things might happen that would change their 
lives and their relations with the older person. They felt fortunate that the 
older person was independent prior to the hip fracture, but this had changed 
after the hip fracture. 

 

Putting oneself aside refers to close relatives putting their own lives on hold in 
order to be able to help the older person. This meant a change in everyday life 
for close relatives that inevitably led to a heavier, more demanding workload. 
Balancing between helping the older person and their own family and work 
involved taking time off from work and asking for support from their own 
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family and neighbors. Close relatives felt tired and drained of energy but 
knowing that being a helper was temporary gave them the energy to continue.  

 

Encountering healthcare personnel refers to feelings of satisfaction and 
disappointment when encountering healthcare personnel. Close relatives felt 
satisfied with healthcare personnel when they were met in a friendly way 
while they visited or called, as well as when they received sufficient 
information. A prerequisite for satisfaction was that the older person was 
satisfied with their care. Feelings of disappointment in close relatives 
occurred when they did not connect with healthcare personnel or receive 
information according to their needs, despite asking for it. Feelings of 
disappointment also arose when they were not involved in discharge 
planning, despite the fact that the older person would rely on their help when 
discharged.  

 

Giving support refers to close relatives helping how they could whenever they 
could and involved a mix of feelings of duty and obligation on the one hand 
and the natural thing to do for another human being on the other. Giving 
support was about preparing the older person’s home for an easier life once 
discharged and often involved refurnishing or removing rugs that could 
cause the older person to fall. Giving support also involved helping with 
dressing, taking a greater responsibility for the household, and performing 
activities that under normal circumstances were performed by the older 
person. For close relatives, giving support also meant being exposed to 
criticism from the older person through comments on their performance, 
which led to feelings of not being good enough. Encouraging the older person 
to keep on living life as they did prior to the hip fracture was also part of 
giving support.  

 

Feeling concern and fear refers to close relatives feeling worried about the older 
person’s condition at discharge and fearing another fall. This was partly due 
to not being able to visit the older person at the hospital; not being able to see 
with their own eyes meant trusting the healthcare personnel or the older 
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person to tell the full story. Feelings of worry eased once the older person 
came home, since close relatives were then able to see for themselves, and they 
were often surprised to see the older person in better condition than they had 
anticipated.  Feeling concern and fear meant wanting to stay close by in case 
something happened, which involved sleep deprivation due to being unable 
to relax. Close relatives also acted protective and advised the older person to 
be careful when moving. 

 

Noticing recovery refers to seeing the older person becoming better and more 
independent with each passing day. Close relatives were amazed that 
recovery was speedy, and that gave feelings of hope for the future. Noticing 
recovery also involved hoping that the older person would recover and being 
positive based on their experiences of other people’s recoveries after hip 
fracture surgery. Accompanying this hope was an uncertainty related to the 
older person’s age, recognizing that their age could affect recovery. Close 
relatives hoped for a total recovery, but they would be content with less as 
long as the older person was satisfied.  

 

 

Discussion 
The overall aim of this doctoral thesis was to explore and describe the 
recovery of older people after hip fracture surgery from the perspectives of 
older people, their close relatives, and nurses, involving the transition in daily 
life due to recovery from hip fracture surgery and the transition from hospital 
to home. This doctoral thesis shows that despite the older people’s strong will 
and self-determination to recover and become independent once again, they 
can feel uncertain, unprepared, and uninformed about what to expect in terms 
of recovery, and thus they struggle to manage at home. The older people need 
physical and emotional support from healthcare personnel and from close 
relatives. It seems that they wish to be a co-creator in care and to receive 
individualized information that is accessible to them after discharge, since 
that can support them during their recovery, both in the hospital and at home, 
to regain health and independence (I-IV).  
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Since older people’s recovery after hip fracture surgery begins at the hospital, 
the nurses at the orthopedic ward play a key role in helping the older people 
regain mobility and thus independence so that they are prepared to be 
discharged and to manage at home. Nurses coordinate the discharge planning, 
but certain aspects did not benefit the patients but the nurses could not 
influence them, leading to the theme of a spider in a broken web (II). Meeting 
needs and requests and giving possibilities to impact care were seen as 
important but the opportunities to do so were limited and depended on the 
patient as well as the performance of routine procedures (II, III). At home, the 
older people’s close relatives became helpers by supporting and encouraging 
the older people’s recovery in daily life. It was emotionally and physically 
demanding to put oneself aside and take responsibility for chores that under 
normal circumstances were performed by the older person. Supporting a 
relative involved noticing the older people’s recovery (IV), which was 
important for both older people and their close relatives, as it confirmed 
feelings of hope and expectations about the future (I, IV).  

 

The findings in this study will be discussed in light of the theory of transition 
by Meleis (2010), the theory of caring and uncaring by Halldorsdottir (1996), 
and prior research. According to Meleis (2010), a transition can be described 
as an unstable period between two relatively stable periods in life. Nurses are 
usually those who prepare patients for transition. During this preparation, the 
relationship between the patient and the nurse is important, as it is considered 
to be the core of nursing care (Eriksson, 2018). When nurses encounter the 
patient, they can be perceived as either caring or uncaring by the latter. A 
caring encounter is characterized by a connectedness between the patient and 
the nurse and builds upon mutual trust, respect, kindness, and open 
communication, symbolized by a bridge between the nurse and the patient 
(Halldorsdottir, 1996).  

 

In this study, the older people found themselves in a new and vulnerable 
situation after the life-altering event of a hip fracture: they were dependent on 
others for simple daily activities, a situation they had to accept and manage (I, 
III). The nurses at the orthopedic ward were attentive to patients’ feelings of 
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awkwardness around needing help and encouraged them as they rebuilt their 
independence (II, III). When a person experiences a change in health and 
illness, such as a hip fracture, a process of transition begins. Nurses are 
involved in preparing patients for such a transition and facilitating the process 
of learning new skills related to their health and illness experience (Meleis, 
2010). Nursing care builds on encounters, relations, perceptiveness, and an 
openness to the patients’ needs (Halldorsdottir, 1996; Rydeman et al., 2012). 
Patients’ experiences need to be treated with respect in order for them to feel 
seen, heard, and otherwise confirmed by the nurses. Patients who do not feel 
seen by the healthcare personnel may experience the care as uncaring despite 
the care being performed accurately and with the healthcare personnel’s good 
intentions to provide optimal care (Arman & Rehnsfeldt, 2007).  

 

The older people felt confirmed when healthcare personnel seemed genuinely 
interested in them as a person rather than as a patient in a hospital bed (I, III). 
Confirmation can be described as having one’s feelings acknowledged by 
someone important, and it can be the result of encounters with warm and 
nurturing healthcare personnel (Drew, 1986). Confirming a patient can be 
seen as part of building a bridge in caring encounters, which are the result of 
a connectedness between the nurse and the patient and are based on the 
patient’s perceptions of the encounter. A caring encounter is characterized by 
open communication based on respect and compassion, in which the nurse is 
perceived as competent in performing nursing skills as well as in connecting 
with patients (Halldorsdottir, 1996). For older people recovering from hip 
fracture surgery, being confirmed has a positive influence on their self-
confidence (Gesar, Hommel, et al., 2017). Thus, being confirmed seems to be 
an important part of the recovery after hip fracture surgery; for the older 
people in this study, this could help develop confidence that, according to 
Meleis (2010), is a facilitator of a healthy transition. 

 

This study shows that older people felt well cared for during their hospital 
stay, but they did not feel especially involved in their care. Since healthcare 
personnel performed activities routinely and the opportunities to influence 
one’s own care were few (I, III), patients did not have the opportunity to be a 
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co-creator in care. The nurses confirmed that several activities were 
performed according to the hip fracture care program but also shared that 
nursing care would not be possible without the patients’ involvement (II, III). 
To be cared for as an individual rather than as “a patient with a hip fracture” 
is important to older patients admitted to an orthopedic ward, as they need 
to feel that their personal life situation is supported and taken into account 
during their care (Suhonen & Leino-Kilpi, 2012). The discrepancy between the 
older people’s and the nurses’ experiences of the level of involvement in care 
implies that the nurses were unable to sufficiently involve the patients so that 
they felt that care was adjusted according to their needs. This was apparent, 
since patients did not understand why they had to learn how to climb stairs 
before leaving the hospital if they did not have stairs at home (I). This can be 
seen as an example of what Halldorsdottir (2008) calls a wall in the 
communication between the nurse and the patient. A wall is a metaphor for a 
lack of connectedness between the patient and the nurse, in which the nurse 
does not understand the patient and their world.  

 

To help patients understand the purpose of activities that can seem 
unnecessary appears to be critical in nursing care for older patients recovering 
from hip fracture surgery, since providing the patient with knowledge on 
why one does things can help them understand and be willing to undertake 
specific activities (cf. Meleis, 2010; cf. Tobiano, Bucknall, et al., 2015). For 
instance, not knowing or feeling uncertain about how to climb stairs when 
discharged could lead to avoiding such activities and, in the long term, to 
isolation and feelings of being trapped at home (cf. Ziden et al., 2008); this 
may make recovery difficult and have a negative impact on the older people’s 
health and well-being.  

 
 

For the older people in this study, being a co-creator in care meant being met 
with sensitivity and support, receiving information and asking questions, and 
having the ability to influence care (III). In contrast, the nurses in this study 
struggled to describe what participation in care for the older patient after hip 
fracture surgery meant, as they seldom or never reflected on it (III). This 
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finding was surprising, since reflection is a prerequisite for connecting 
knowledge and experiences and since, through reflection, nurses can become 
aware of themselves and thus improve their clinical skills. Reflection as a 
concept can be described as a process of learning from experience and 
becoming aware of one’s feelings in a certain situation, critically analyzing 
and objectively evaluating the situation to find out what can be done 
differently next time (Tashiro et al., 2013). Greater awareness of what the 
concept of patient participation means can help nurses change how they view 
their interactions with their patients (Tutton, 2005), resulting in patients being 
co-creators in care and thus supporting the older patients’ recovery toward 
health.  

 

The nurses in this study described patient participation in terms that are in 
line with current definitions (cf. Angel & Fredriksen, 2015; cf. Castro et al., 
2016) (III), but if nurses do not reflect on what participation in care after hip 
fracture surgery actually means in their workplace, patients may never feel 
that they are a co-creator in care. Thus, they may continue to follow healthcare 
personnel’s instructions and participate in care according to the healthcare 
personnel’s terms, instead of striving toward their own goal of regaining 
independence with the guidance of healthcare personnel. When the nurse sees 
the patient as an equal and gets to know what is important to them, the nurse 
has the ability to work with the patient toward a common goal of increased 
well-being and healing for the patient (Halldorsdottir, 2008). Thus, a bridge 
in the communication between the patient and the nurse facilitates a healthy 
transition (cf. Meleis, 2010). 

 

For the older people in this study, being a co-creator in care involved making 
decisions about municipal home care upon discharge (III). However, they 
expressed that they did not know what help was available to them and 
therefore agreed to whatever the municipal discharge planning team 
suggested (I). This indicates that the older people were unprepared and 
lacked sufficient knowledge about the resources available to them to be able 
to participate in discussions and decision-making about help at home. Having 
insufficient information has been described as being related to the older 
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person’s lack of essential knowledge about discharge planning and the 
conditions for help at home (Efraimsson et al., 2006). It seems important to 
patients’ recovery that they receive sufficient information from the nurses in 
order to be able to make decisions about help at home in line with their needs. 
Thus, a wall seems to exist in the communication between the patient and the 
nurse (cf. Halldorsdottir, 2008).  

 

However, the nurses in this study stated that giving information was 
important, since they believe that a well-informed patient managed better at 
home (II, III); thus, it is possible that patients were provided with information 
about the help the municipal home care service can offer, but they had trouble 
remembering it among all other information and activities that encountered 
during the short hospital stay. Studies (Asplin et al., 2019; Dyrstad et al., 2015) 
have shown that patients can have trouble remembering or processing 
information that has been given to them during their hospital stay, due to 
feeling confused, tired, and anxious about their medical condition. For older 
people after hip fracture surgery, pain is also evident (Hall-Lord et al., 2004). 
The findings show that the older people experienced a health crisis due to the 
traumatic, life-altering event of the hip fracture (I, III) that could have affected 
how they processed the information they received. The nurses in this study 
were aware that it could be difficult for patients to remember what had been 
talked about; therefore, they gave the same information several times to 
ensure that the patient understood and was informed (II, III).  

 
According to Meleis (2010), nurses need to identify indicators that will move 
patients in the direction of either health or vulnerability and risk as well as 
conduct assessments and interventions to facilitate a healthy outcome, i.e., a 
healthy recovery. To inform patients several times can be seen as an 
intervention that moves the older person recovering from hip fracture surgery 
toward health, based on the assessment that it can be difficult to remember 
things post-discharge, but it is not a guarantee that the patient will remember 
once they are home. Information has to be accessible to older peoples also 
after discharge. To support older people recovering from hip fracture surgery 
in everyday life, some hospitals have developed electronic patient education 
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systems (Laude et al., 2017) and apps about self-care (Jensen et al., 2019) to 
help them stay informed at home. 

   

The older people in this study declined municipal home care after discussing 
the topic with their close relatives (III, IV). It was a decision made by the older 
people (III) but with the close relatives’ agreement (IV). At home, older people 
struggled to manage activities in daily life and said that it would not have 
worked if they had not received support from their close relatives (I). The 
older person’s hip fracture can be seen as the starting point of a transition in 
the close relative’s daily life, as the hip fracture also affected their lives (cf. 
Meleis, 2010). Close relatives saw helping the older person as a natural thing 
to do during recovery and unselfishly put their own life on hold to be a helper 
to the older person (IV). These findings are similar to previous research 
(Adamson & Donovan, 2005; Nyborg et al., 2017) on the experiences of close 
relatives in relation to an older person’s illness. According to Løgstrup (1994), 
every relationship with another human holds an unspoken ethical demand in 
meeting a person who needs one’s help. The ethical demand stems from trust, 
love, and sympathy for the person who needs help. Taking on the 
responsibility to help an older person recovering from hip fracture surgery 
can be seen as an expression of an ethical demand and as a facilitator for a 
healthy transition for the patient, since support from close relatives is vital in 
a transition (cf. Meleis, 2010). 

 

For close relatives, the amount of help that was needed and expected of them 
was overwhelming, and they could not believe that healthcare personnel had 
not involved them in the discussions or decisions (IV). However, the nurses 
stated that they involved close relatives in such discussions, either directly or 
indirectly via the patient, given the importance of close relatives to the older 
person’s recovery (II, III). Research shows that it is not uncommon for close 
relatives to feel uninvolved in discussions about patients’ post-discharge care 
(Dyrstad et al., 2015; Toscan et al., 2013), despite healthcare personnel seeing 
them as important (Toscan et al., 2012). It is possible that this discrepancy 
occurs because nurses see the older patient as competent enough to make 
autonomous decisions and thus trust in them; while this is a good thing, it 
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seems appropriate for nurses to check with close relatives, especially in 
situations where the older person’s care needs are extensive. This situation 
not only affects the health of close relatives (Shyu et al., 2012), it may also 
affect the older person’s recovery toward health, since close relatives may 
have neither the capacity nor the willingness to help in the way that is needed. 
Not being able to manage a new situation can potentially hinder the healthy 
completion of transition for both the older person and the close relatives (cf. 
Meleis, 2010). 

 

In this study, the older people were convinced that they would recover and 
that it was important to stay positive during this time (I). This is supported by 
a previous study by Sims-Gould et al. (2017), who showed that older people 
who had recovered their ability to perform pre-fracture activities believed that 
this was a result of keeping a positive attitude and being self-determined 
during recovery, even in the face of setbacks. Close relatives also hoped for a 
total recovery but stated that they would be satisfied with less: most 
important for them was that the older person was satisfied with the recovery 
(IV). However, older people in this study became impatient and wondered if 
something was wrong, since they were not recovering at the pace they 
expected, and they started to lose hope of recovery (I). When recovery is 
perceived as slower than expected, older people can begin to doubt that they 
will recover and consider giving up their fight for independence (Gesar, Bååth, 
et al., 2017). Having a positive attitude can be seen as involving hope, a basic 
human need that involves realistic optimism, expecting positive results, and 
achieving goals (Hammer et al., 2009).  

 

Given the importance of staying positive during recovery, it seems critical that 
not only the older people but also their close relatives have knowledge about 
what to expect regarding timelines and milestones, but a wall in the 
communication between the nurse and the patient seems to have occurred (cf. 
Halldorsdottir, 1996). Having unrealistic expectations during recovery 
increases the risk of feeling disappointed when recovery does not meet these 
expectations (Sims-Gould et al., 2017). Recovering from hip fracture surgery 
takes time, and since changes are not visible on a day-to-day basis, keeping a 
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diary that indicates the progress over time can be useful (Schiller et al., 2015). 
Despite the potential benefits of information about the hip fracture surgery 
and recovery timeline, several studies describe older people’s general lack of 
relevant knowledge, which makes it difficult for them to assess whether their 
progress in their recovery is normal (Jensen et al., 2017; Olsson et al., 2007). In 
this study, close relatives also lacked knowledge about what to expect 
regarding recovery; they had sought information from healthcare personnel 
at the hospital, but they were not involved (IV). When close relatives lack vital 
information, they are unable to support the older person’s recovery toward 
independence (McMillan et al., 2014). According to Meleis (2010), knowledge 
about what to expect during a transition may be helpful in managing it.  

 

The rural context in this study did not seem to affect older people’s recovery 
following hip fracture surgery from the perspectives of the older people (I, III), 
their close relatives (IV), and the nurses at the hospital (II, III); these findings 
confirm previous research. This finding was a bit unexpected, since living in 
a rural area has been described as being rather difficult for older people due 
to a general lack of service infrastructure, such as insufficient health and social 
care services, as well as poor retail services (Scharf et al., 2016). The nurses 
spoke about the older homes where many of the patients resided and shared 
that they were often unpractical, since bathrooms and bedrooms are often 
situated on different floors, thus requiring the patient to manage climbing 
stairs. The nurses believed that with the right type of aids (e.g., a mobile toilet 
at home and temporarily moving furniture), it would not be a problem (II). 
Those beliefs were supported by the older people and their close relatives, 
who said that they refurnished for easier living during recovery (I, IV). For 
close relatives, the rural context has been described as difficult when they 
need to attend a meeting at the hospital on a given day and time and there is 
significant distance between the home and the hospital (Elliott et al., 2014). 
This was not supported by the findings in this study, as the rural context was 
not mentioned by the close relatives (IV). This could perhaps be explained by 
the fact that several of the close relatives were not allowed at the hospital due 
to the COVID-19 pandemic. 
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The older people were grateful that they had been able to return home after 
being discharged from the hospital, and they spoke highly of their close 
relatives and other people in their neighborhood in terms of their support and 
willingness to help the older person out (I). An important theme in transitions 
is the need to feel and stay connected, which could involve continuing old 
connections with extended family and friends (Meleis, 2010). However, the 
older people spoke about uncertainty related to potential future falls; in such 
case, they knew they could end up lying on the ground for a long time, since 
not many people entered their house each day (I). The uncertainty and worry 
about falling when alone confirms previous studies by Jellesmark et al. (2012) 
and Abrahamsen and Nørgaard (2020). These found that this concern is a 
reality for people living in urban areas, indicating that the concern is 
connected to the physical impairment and loss of confidence that follows hip 
fracture surgery rather than the geographical location of the home.  

 
 

Methodological considerations 
Trustworthiness is a term used in qualitative research that seeks to assure the 
reader that the findings of an inquiry are worth paying attention to; it involves 
the concepts of credibility, dependability, confirmability, transferability 
(Lincoln & Guba, 1985), and authenticity, and it can be achieved in many 
different ways (Lincoln & Guba, 1986). In this doctoral thesis, issues of 
trustworthiness were kept in mind throughout the entire research process, 
from the beginning of planning the studies all the way through to reporting 
the findings (cf. Graneheim et al., 2017).   

 

Credibility refers to confidence in the truth value of the data and findings 
(Lincoln & Guba, 1985). Triangulation was used in this study to establish 
credibility. Describing recovery from hip fracture surgery from three different 
perspectives—i.e., person triangulation—enables validating the data on the 
phenomenon of interest through multiple perspectives (cf. Polit & Beck, 2016). 
Credibility can also be established by choosing the most suitable data 
collection method for the study. In this study, the data collection methods 
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were chosen carefully and in accordance with the aim of each study. For the 
study presented in Paper I, individual interviews were considered the most 
suitable data collection method, since the purpose was to describe older 
people’s experiences of recovering from hip fracture surgery. Had focus 
group interviews been used, it is likely that the participants would not have 
felt comfortable sharing their personal experiences with people they were 
unfamiliar with, which could have affected the quality of data. In contrast, in 
the study presented in Paper II, focus group interviews were considered a 
suitable method, since the aim of the study was to describe nurses’ views on 
discharge planning for older patients after hip fracture surgery. The 
participants shared their views in a familiar and open environment, which 
allowed for different opinions that enhanced the data. In the studies presented 
in Papers III-IV, narrative interviews were found to be the most suitable data 
collection method for gaining in-depth knowledge and elucidating 
participants’ lived experiences of the phenomenon of interest.  

 

The fact that my supervisors and I were all involved in the data analysis can 
be seen as another way to establish credibility in this study. In studies I and 
II, interpretations were discussed until consensus was obtained; in studies III 
and IV, interpretations were discussed until we agreed on the most probable 
interpretation. According to Ricoeur (1976), verbatim transcribed interview 
texts become separate from the utterer when transcribed; thus, the text opens 
up for several interpretations. However, not all interpretations are equally 
probable, and we have sought to present the reader with the most probable 
one. In addition, quotations from the interviews in all four studies have been 
used to help the reader judge whether our interpretations are credible.  

 

Dependability refers to stability of data over time (Lincoln & Guba, 1985). 
Interview guides were used to ensure that participants were asked about the 
same topics, as a way to establish dependability. Furthermore, all interviews 
in the study were conducted by the same person (myself). The fact that some 
of the interviews in the studies presented in Papers III and IV were conducted 
over the phone can be seen as a limitation, as I was not able to see the 
participant’s facial expressions during the interview, nor could I establish a 
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face-to-face rapport between the participant and me. This was not the original 
plan but it had to happen because of the recommendations on social 
distancing due to the COVID-19 pandemic. However, these interviews were 
just as rich in deep descriptions as those that were conducted face-to-face. 
Additionally, it is possible that the telephone provided a sense of comfort due 
to anonymity, which prompted participants to open up. Dependability was 
also established by providing clear descriptions in the methods sections, so 
another researcher could repeat the study. 

 

Confirmability involves the objectivity or neutrality of the data (Lincoln & 
Guba, 1985). To establish confirmability, all the participants were chosen by 
purposive sampling, which seeks to recruit participants who have experience 
with the phenomenon of interest and who are willing to talk about their 
experiences. Recruiting information-rich participants allows for insight and 
in-depth understanding (Patton, 2015). The number of participants in all four 
studies can be considered as a relatively small sample size; however, the 
sample sizes for the studies in this thesis were guided by Malterud et al.’s 
(2016) concept of information power: the more information the sample holds, 
the fewer participants are required. Thus, in this context, sample suitability 
and data quality are more important than the number of participants. When 
planning the study, my supervisors and I discussed a probable number of 
participants needed in order to answer the aim of the study. Thus, the 
definitive number of participants was not decided in advance but assessed 
stepwise during the research process. The interviews were rich in content and 
contained variation, differences, and similarities among the participant’s 
experiences. To establish confirmability, quotes from the interview texts have 
been presented in the findings to show how the findings are based on the 
participant’s experiences (cf. Polit & Beck, 2016). 

 

Transferability involves the extent to which data can be transferred to other 
settings or groups (Lincoln & Guba, 1985).  In order for the reader to make 
judgments regarding transferability, I strove to provide the clearest possible 
descriptions of the participants and the context without risking violations of 
confidentiality or anonymity (cf. Graneheim et al., 2017). From the perspective 
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of trustworthiness, this can be seen as a limitation, as revealing more 
information about the participants would have increased the readers’ ability 
to assess transferability. However, not revealing too much information about 
the participants was a conscious choice in order to protect confidentiality, 
since the study was conducted in a rural area in which a single hospital 
provides care for all patients with hip fracture. However, the findings can be 
transferred to similar situations if they are decontextualized from the current 
context (Polit & Beck, 2016). 

 

Authenticity refers to the extent to which researchers fairly and faithfully 
depict a range of different realities (Lincoln & Guba, 1986). To establish 
authenticity, I strove to describe the participant’s experiences in such a way 
that the nuances and varieties are visible and that the voices of the participants 
are heard, so that the reader can get an understanding of the participants (cf. 
Polit & Beck, 2016). 

 

In all research, the researcher’s pre-understanding is important, but in 
qualitative research, the researcher is the instrument; as a result, the 
researcher’s background, experience, education, and the way they engage in 
data collection and analysis affect the trustworthiness of the findings (Patton, 
2015). Therefore, part of the qualitative methodology entails reflection on how 
my data collection and interpretation are affected by who I am, how I view 
the world, and how I have chosen to study what interests me. My several 
years of experience in orthopedic nursing—particularly in meeting patients 
and their close relatives—are a strength, since it gives me an insider 
perspective (cf. Patton, 2015). However, it can be a limitation if my pre-
understanding stands in the way of the research process by preventing me 
from seeing beyond what I already know about the phenomenon of interest. 
Since my pre-understanding is fundamental and cannot be separated from me, 
I have sought to be aware of it and try to bridle it (Dahlberg et al., 2008) so as 
to prevent it from affecting the research. In this process, intense discussions 
with my supervisors, colleagues, and fellow doctoral students have been of 
great help.  
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Concluding remarks 
This doctoral thesis shows that older people’s recovery from hip fracture 
surgery is unique, complex, and multidimensional. Being a co-creator in care 
and receiving support from healthcare personnel and from close relatives are 
important for recovery toward taking the day for granted again. To be co-
creators in care, older people need to be seen as important and treated as 
equals in a bridge-like nurse-patient relationship based on mutual trust, 
respect, and open communication (cf. Halldorsdottir, 1996). They need to 
participate in care on their own terms and guided by competent nurses 
instead of the other way around as well as have access to vital information 
once they are discharged. Nurses need to be more aware of what participation 
in care means so as to increase older people’s opportunities to be co-creators 
in care. In order to support older people’s recovery at home, it is imperative 
that their close relatives are involved in care and decision-making, as their 
ability to support the older person directly affects their recovery and 
transition experience. Routine follow-up calls made by nurses a couple of 
days after discharge to hear how the older people are doing could also 
support recovery at home. This has the potential to improve care for older 
people after hip fracture surgery, since nurses would receive knowledge 
about the experience of being discharged to home. That would also give 
nurses the opportunity to reflect on their practices and perhaps be a piece that 
fits in the broken web.  

 

The knowledge from this doctoral thesis can be used to further develop 
orthopedic nursing care that supports older people’s resources and needs and 
thus enhances their recovery after hip fracture surgery. Additionally, it can be 
used in nursing education to highlight the importance of patients being co-
creators in care, regardless of the reason for their hospital admittance. Further 
research should focus on interventions that can enhance people’s 
opportunities to be co-creators in care when they are hospitalized. 
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Summary in Swedish 
Återhämtning efter en höftfrakturoperation – äldre drabbade 
personens, närståendes och sjuksköterskans perspektiv 
 
Introduktion 
Den här doktorsavhandlingen i ämnet omvårdnad har fokus på återhämtning 
efter en höftfrakturoperation för äldre personer som skrivits ut tillbaka till 
eget hem vid vårdtidens slut. För att ge en bred bild av återhämtning har det 
studerats ur tre olika perspektiv; äldre drabbade personer, deras närstående 
samt sjuksköterskor som arbetar på en ortopedisk vårdavdelning. En 
höftfraktur orsakad av en fallolycka är en vanlig skada som främst drabbar 
personer över 65 år och årligen inträffar cirka 17 500 höftfrakturer i Sverige 
(Rikshöft, 2020). Att drabbas av en höftfraktur beskrivs som en akut, 
traumatisk händelse som påverkar den drabbade personen fysiskt, psykiskt 
och socialt för en lång tid efter frakturen. På grund av svårigheter med att gå 
och röra sig förändras livet och den drabbade personen blir beroende av 
närstående, familj, vänner och vårdpersonal för att utföra enkla saker i 
vardagen som tidigare tagits för givet. Återhämtningen startar på sjukhuset 
där sjuksköterskor har en nyckelroll i att hjälpa patienterna att återfå rörlighet 
och självständighet – vilket är i linje med målet med vården. Forskning visar 
dock att långt ifrån alla återfår den funktionsförmåga man hade före 
frakturen.  

 
Övergripande syfte 
Det övergripande syftet för doktorsavhandlingen var att beskriva äldre 
personers återhämtning efter en höftfrakturoperation ur äldre personers, 
närståendes och sjuksköterskors perspektiv. Avhandling består av fyra 
delstudier och har en kvalitativ design, se Tabell 1. 
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Tabell 1 
 Översikt över delstudiernas syfte, design/metod, deltagare och 
datainsamling 

 
 

Studie Syfte Design/Metod Deltagare Datainsamling 

I Att beskriva äldre 
personers erfarenheter 
av återhämtning i eget 
hem i glesbygd efter en 
höftfrakturoperation  

 

Kvalitativ metod/ 
kvalitativ 
innehållsanalys 
(Catanzaro) 

13 äldre 
personer 

Kvinnor=7 

Män=6 

Individuella 
intervjuer 

 

II Att beskriva 
sjuksköterskors syn på 
att planera utskrivning 
för äldre patienter som 
opererats för en 
höftfraktur och som 
ska skrivas ut till eget 
hem i glesbygd 

 

Kvalitativ metod/ 
Kvalitativ 
innehållsanalys 
(Catanzaro) 

18 
sjuksköterskor 

Kvinnor=14 

Män=4 

Fokusgrupps 
intervjuer 

III Att belysa innebörder 
av delaktighet i vård 
för äldre personer som 
vårdas för en 
höftfraktur och för 
sjuksköterskor på en 
ortopedisk 
vårdavdelning 

 

Kvalitativ metod/ 
Fenomenologisk 
hermeneutik 

11 äldre 
personer 

Kvinnor=6 

Män=5 

12 
sjuksköterskor 

Kvinnor=12 

Narrativa 
intervjuer 

IV Att belysa innebörder 
av att vara närstående 
till en äldre person 
som återhämtar sig 
efter 
höftfrakturoperation 

Kvalitativ metod/ 
Fenomenologisk 
hermeneutik 

1o närstående 

Kvinnor=7 

Män=3 

Narrativa 
intervjuer 
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Delstudie I – äldre personers perspektiv 

Syftet med delstudie I var att beskriva äldre personers erfarenheter av att 
återhämta sig efter en höftfrakturoperation i eget hem i glesbygd. Data 
samlades in med kvalitativa individuella intervjuer med 13 äldre personer 
(≤65 år) som återhämtade sig i eget hem efter en höftfrakturoperation. 
Intervjuerna genomfördes cirka tre till fem veckor efter utskrivning från 
sjukhuset. En intervjuguide användes och deltagarna fick berätta om fallet 
som orsakade frakturen samt hur deras liv var nu i jämförelse med före 
frakturen. De tillfrågades även om tiden på sjukhuset och i vilken 
utsträckning de var delaktiga i planering för utskrivning. Intervjuerna 
spelades in digitalt och skrevs ut ordagrant. Data analyserades med kvalitativ 
innehållsanalys.   

 
Resultatet visar att de äldre personerna beskrev att de i och med fallet som 
orsakade höftfrakturen drabbats av en oväntad livsförändrade händelse. De 
befann sig i en sårbar situation där de var beroende av andra för att utföra 
enkla vardagliga saker. Det var inte roligt att behöva hjälp men de 
accepterade det eftersom det inte fanns något alternativ. De var nöjda med 
vården och tyckte att personalen var hjälpsamma, men de kände inte att 
vården de fick var anpassad efter deras behov utan att saker och ting mer 
skedde på rutin. Samtidigt som de kämpade med att återigen bli självständiga, 
vissa otåligare än andra, var de positiva och övertygade om att de skulle 
återhämta sig. De var också tacksamma över att de hade kunnat komma 
tillbaka till sitt eget hem efter utskrivning från sjukhuset och beskrev att det 
inte hade gått om de inte haft stöd från familj, vänner och bekanta samt den 
kommunala hemtjänsten. Rädsla för att falla igen samt brist på information 
gjorde att det var besvärligt att klara sig hemma.  

 

Delstudie II – sjuksköterskors perspektiv 

Syftet med delstudie II var att beskriva sjuksköterskors syn på att planera 
utskrivning för äldre patienter som opererats för en höftfraktur och som ska 
skrivas ut till eget hem i glesbygd. Data insamlades med 
fokusgruppsintervjuer. Fyra fokusgruppsintervjuer gjordes med sammanlagt 
18 sjuksköterskor på en ortopedisk vårdavdelning. För att stimulera 



 

62 

diskussionen inleddes intervjuerna med att deltagarna fick läsa en vinjett. 
Vinjetten beskrev ett fiktivt patientfall; en äldre, ensamboende kvinna i 
glesbygd som ådragit sig en höftfraktur och vårdades på en ortopedisk 
vårdavdelning. Deltagarna ombads berätta hur de skulle planera utskrivning 
för patienten. Därefter fick de berätta om utskrivningsplanering generellt för 
patienter med höftfraktur som ska skrivas ut till hemmet i glesbygd samt 
patientens och närståendes delaktighet i planeringen. 
Fokusgruppsintervjuerna spelades in digitalt och skrevs ut ordagrant. 
Texterna analyserades med kvalitativ innehållsanalys. 

 

Resultatet visar att sjuksköterskorna ansåg att patienterna behöver stöd från 
hälso-och sjukvårdspersonal för att förbereda sig för att bli utskriven från 
sjukhuset och de gjorde sitt bästa för att uppmuntra och stödja dem till att bli 
så självständiga som möjligt. Sjuksköterskorna såg den äldre patienten som 
en stark individ som kunde ha svårt att acceptera att den nu behövde hjälp, 
och tog därför tidigt upp att de kunde få hemtjänst efter utskrivning om de 
hade behov. De ansåg också att närstående var ett viktigt stöd under 
vårdtiden och de flesta upplevdes osjälviska och var ofta villiga att hjälpa och 
stötta den drabbade familjemedlemmen mer än vad sjuksköterskorna tyckte 
kunde förväntas av dem. Sjuksköterskorna uttryckte att samarbetet med 
annan hälso- och sjukvårdspersonal, både inom och utom den egna 
organisation, hade försämrats under de senaste åren vilket i sin tur påverkade 
utskrivningsplaneringen negativt. 

 

Delstudie III – äldre personers och sjuksköterskors perspektiv 

Syftet med delstudie III var att belysa vad delaktighet i vård betyder för äldre 
personer som opererats för höftfraktur samt för sjuksköterskor på en 
ortopedisk vårdavdelning. Data insamlades med narrativa intervjuer med 
sammanlagt 11 äldre personer och 12 sjuksköterskor. Intervjuerna med de 
äldre personerna gjordes en till fyra veckor efter utskrivning från sjukhuset 
och de ombads berätta om tiden på sjukhus. De fick berätta om situationer 
där de känt sig delaktiga och där de inte känt sig delaktiga. Sjuksköterskorna 
ombads berätta om patientens delaktighet i vård i samband med en 
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höftfrakturoperation samt berätta om situationer där patienten är delaktig 
samt situationer där de inte är delaktiga. Data analyserades med 
fenomenologisk hermeneutik. 

 

Resultatet visar att delaktighet i vård har delvis lika men också olika 
innebörder för äldre personer och för sjuksköterskor. En av likheterna är 
fördelarna med att göras delaktig som möjliggör att den äldre personen 
känner sig tryggare vid utskrivning eftersom hon eller han har fått vara med 
och planerat och bestämt hur det ska bli. För äldre personer innebär 
delaktighet i vård att vara en samskapare av vården och innefattade att bli 
bemött av lyhörd och stödjande personal som har förmåga att se individen, 
att få veta vad som ska hända för att kunna delge närstående och planera 
framåt, att ta eget ansvar och ställa frågor om sådant som upplevs viktigt 
istället för att förlita sig på den informationen som personalen ger samt att ges 
möjlighet att påverka. Möjligheter till att påverka sågs som små då mycket av 
vården skedde på rutin. För sjuksköterskorna var det svårt att beskriva vad 
delaktighet i vård innebär men det innefattade att möta patientens behov och 
önskemål genom att ha förmåga att tänka om utifrån patientens önskemål, att 
informera om vad som planerades samt respektera patientens vilja. Det 
innebar också att ge möjligheter att påverka genom att se patienten som en 
del i teamet och låta patienten ha kontrollen. Delaktigheten var dock 
begränsad, och berodde delvis på vem patienten var och delvis på alla de 
rutinprocedurer som hörde till vården vid en höftfrakturoperation.  

 

Delstudie IV – närståendes perspektiv 

Syftet med delstudie IV var att belysa innebörder av att vara närstående till 
en äldre person som återhämtar sig efter en höftfrakturoperation. Data 
samlades in med narrativa intervjuer med 1o närstående. Intervjuerna 
genomfördes cirka två veckor till två månader efter den äldre personens 
höftfrakturoperation. De närstående ombads berätta om relationen till den 
äldre personen och upplevelser av dennes höftfraktur och om och på vilket 
sätt den påverkat den närståendes liv. Data analyserades med 
fenomenologisk hermeneutik. 



 

64 

Resultatet i delstudie IV visar att vara närstående till en äldre person som 
återhämtar sig efter en höftfrakturoperation innebär att vara en hjälpare 
under återhämtningen. Att vara en hjälpare innefattar att stå inför det 
otänkbara men ändå förväntade. Närstående var medvetna om att med 
stigande ålder ökar risken för att något, såsom en höftfraktur, kan hända och 
det medförde en osäkerhet kring hur framtiden skulle bli. De satte sitt eget liv 
åt sidan för att hjälpa den äldre personen med det som behövdes. Att vara en 
hjälpare försvårades av att hälso- och sjukvårdspersonalen inte involverat 
dem i vården, och de kände oro inför att den äldre personen skulle komma 
hem från sjukhuset och var rädda för ett nytt fall. Närstående hoppades att 
den äldre personen skulle återhämta sig helt, men skulle vara nöjd med 
mindre – det viktigaste var att den äldre personen var nöjd. 

 

 

Sammanfattning 

Sammanfattningsvis visar den här doktorsavhandlingen att återhämtning 
efter en höftfrakturoperation är komplext. Höftfrakturoperationen medför 
stora förändringar i den drabbade personens dagliga liv, men den drabbade 
personen verkar inte ges så stora möjligheter att vara delaktig i, eller kunna 
påverka beslut kring sin vård. För att stödja återhämtningen behöver den 
äldre personen få vara en samskapare i vården; det vill säga vara delaktig på 
sina egna villkor istället för på sjuksköterskans. För att den äldre personen ska 
kunna bli en samskapare i vården behöver de bli sedda som viktiga och 
jämlika i relationen med sjuksköterskan. Det behövs också broar i 
kommunikationen, det vill säga en öppen kommunikation baserad på 
ömsesidig tillit och respekt. Ytterligare en förutsättning för att patienten ska 
kunna vara en samskapare i vården är att sjuksköterskor reflekterar över vad 
delaktighet i vård betyder på deras arbetsplats för att bättre kunna stödja mot 
återhämtning och hälsa. Den äldre personens närstående behöver involveras 
i större utsträckning eftersom deras förmåga att stödja får direkta 
konsekvenser för den äldre personens återhämtning.  
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