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Synopsis 

 

Ageing has been recognised as a major concern in most industrialised countries. 

Many older people may experience functional disability due to falls, injury or disease, 

which later results in surgical procedures. Rehabilitation programs have been 

considered as the better option for maintaining and restoring functional ability. 

Successful rehabilitation depends to a great extent on building older people‘s 

confidence in adherence to exercise programs. However, there is limited information 

about the influence of self-efficacy and outcome expectations on functional status and 

quality of life (QoL). This current study investigated older people‘s self-efficacy and 

outcome expectations in functional status and QoL following orthopaedic surgery 

during the rehabilitation process. This study also aimed to identify the strategies used 

by older people in managing home rehabilitation after discharge from hospital. 

 

A mixed method research design was used in this study. The quantitative aspect of 

this study involved a descriptive, three-staged longitudinal study. A cohort of 108 

older people was recruited within 72 hours of admission to the geriatric rehabilitation 

units at a private hospital in Brisbane (stage one). Participants were surveyed in a 

face-to-face interview using a set of standardised questionnaires, including the 12-

item Short Form Health Survey (SF-12), short Health Assessment Questionnaire 

(HAQ), Self-efficacy for Functional Activity Scale (SEFA), Outcome Expectations 

for Functional Activity Scale (OEFA), Geriatric Depression Scale (GDS) and the 

Australian WHOQOL-BREF. Participants were again interviewed in hospital within 

72 hours of each participant‘s discharge (stage two) and six weeks after discharge 

from hospital (stage three) by telephone interviews or mailed completed surveys.  

 

The qualitative aspect of the study involved face-to-face interviews with 15 

participants selected from this large cohort of participants who had indicated their 

willingness to be followed up at home. The interviews were conducted in participants‘ 

home settings or through telephone interviews between 6 and 23 weeks post-

discharge. Semi-structured interviews were undertaken with three guiding questions 

developed from the objectives of this study to investigate the experiences of 
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rehabilitation and the strategies used in managing home rehabilitation among older 

people following orthopaedic surgery.  

 

The results showed that there was a significant improvement in older people‘s general 

health, functional status and QoL throughout the period after admission to six weeks 

post-discharge. Personal self-efficacy beliefs and outcome expectations were 

substantial after attending the hospital rehabilitation program. Levels of pain and 

depression decreased as older people‘s social functioning ability improved. This 

indicated that the rehabilitation program had a key role in restoring personal 

functional ability in independent living within home settings and satisfaction with 

QoL.     

 

Older people reported that the transition period from hospital to home settings was 

stressful and challenging. They adopted several strategies and motivational ideas to 

enable them to maintain strength and personal confidence levels during home 

rehabilitation. The results emphasised the importance of social support from family, 

friends and community. Accessing personal beliefs and attitudes, adaptive strategies 

and developing realistic outcomes were strategies older people used to rebuild their 

self-efficacy beliefs and motivation in regard to adherence to home rehabilitation 

exercise programs. Goal setting was recognised by older people as their most useful 

strategy during the recovery process. 

 

The results of a theorised model using Structural Equation Modelling indicated that 

depression had a negative significant influence on QoL. The nature of depression had 

a circular influence and a reinforcing effect on a person‘s motivation and outcome 

expectation, which reduced older people‘s participation in and adherence to 

rehabilitation programs. This influence further resulted in lower satisfaction with QoL. 

Moreover, self-efficacy had a unique and significant impact on QoL by increasing 

personal outcome expectations from exercise and confidence in performing functional 

activities. The findings also showed that older people with more limitations in 

functional status seemed to have less confidence with new situations, which later 

resulted in disappointment and depression.   
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The oldest male participants were found to have higher QoL compared to the 

youngest members of the group. Older women were more likely to report higher 

levels of pain and lower functional status than men when they were admitted to 

geriatric rehabilitation units. 

 

The theorised model across the three stages of the study revealed that outcome 

expectation prior to discharge was the most significant predictor of functional status 

after discharge. The levels of individual depression, functional status and QoL had a 

significant positive effect on themselves from stage one, consistently through to stage 

three. The satisfaction with QoL prior to discharge also had a positive influence on 

pain after discharge. The findings further suggested that although initially the 

satisfaction with QoL at admission had a positive impact upon efficacy beliefs, the 

high level of satisfaction with QoL and high expectation of efficacy beliefs may have 

led to unrealistic outcomes, for example, excessive exercise resulting in pain during 

the rehabilitation process. 

 

This study not only provides evidence of the significant role of a rehabilitation 

program for older people in resuming functional status and QoL following 

orthopaedic surgery, but also provides guidance for effective strategies and 

motivational ideas in facilitating self-efficacy during home rehabilitation management. 

It emphasises the importance of the concepts of self-efficacy and outcome 

expectations in participating and adhering to a long-term rehabilitation program 

involving a range of activities. A greater level of self-efficacy and outcome 

expectations could facilitate a smoother transfer from hospital to independent living 

environments.  
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Chapter 1 Introduction 

 

The world‘s population is ageing as people are living longer as a result of improved 

medical technology and nutrition; however, many older people may experience 

functional disability due to injury, disease processes and falls. In terms of fall events, 

Bradley and Pointer (2009)  reported that the prevalence of injury incidents is 2.4% in 

older Australians and that 82% of incidents require rehabilitation procedures. 

Rehabilitation programs have been considered as the better option for maintaining and 

restoring functional ability for older people. Furthermore, self-efficacy has been 

identified as a significant predictor in facilitating the rehabilitation process (Resnick, 

1998a, 2000). Self-efficacy is the ability of a person to regulate his/her motivation, 

thought processes and emotional states through appropriate behavioural changes 

(Bandura, 1986). To assist the rehabilitation process, it is important to understand 

how self-efficacy beliefs affect functional status and how personal beliefs are 

translated into appropriate actions in the rehabilitation process and functional status 

following rehabilitation.  

 

Although older people can benefit from rehabilitation programs, many never 

completely recover their pre-hostpital functional status. Since functional status is 

significant for maintaining daily activities and social activities for older people, an 

individual‘s quality of life (QoL) will be adversely affected by functional disability or 

poor functional status. This study investigates the impact of older people‘s efficacy 

expectations about functional status on QoL. Other variables such as demographic 

factors (age and gender), pain and depression will also be examined in relationship to 

outcomes at each stage (before, during and after) of a rehabilitation program for older 

people in geriatric rehabilitation settings. This chapter presents a brief overview of the 

Australian ageing population, physical disorders associated with ageing, a definition 

of QoL and self-efficacy, geriatric rehabilitation history and the background to this 

study. 
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Current Trends in Population Ageing  

Population ageing had been a characteristic of all developed and many developing 

countries since the late-20
th

 century and into the 21
st
 century. Japan and most 

European countries have a high percentage of the group aged 65 years and over (16-

20%) in comparison to other industrialized countries, such as the United States of 

America, Canada and New Zealand with 12-13% of the population in 2005 

(Australian Institute of Health and Welfare, 2007). The population of older 

Australians is similar. According to Australian Institute of Health and Welfare 

(AIHW) (2009), there were 2.8 million older Australians in 2008, which represented 

13% of the total population. Australia has also been recognised as a country where 

people have one of the longest life spans in the world: an over of 83.7 years for 

females and 79.0 years for males (Australian Institute of Health and Welfare, 2010a). 

Those aged between 65 and 74 years made up over half of all older people in 2006, 

but people aged 85 years and over have been identified as the fastest growing group 

(Australian Bureau of Statistics, 2007). The Australian Bureau of Statistics‘ 

projections (Australian Bureau of Statistics, 2008) indicate that the population aged 

65 years and over will grow to between 7.1 and 10.8 million by 2056, or around 23% 

to 25% of the population. 

  

Ageing is not necessarily synonymous with illness, infirmity or frailty. However, 

ageing does highly correlate with disability, impairment and handicap (Heitkemper, 

2005), and older people who are more disabled are more likely to be hospitalised. 

Older Australians have been reported as having higher rates of admission to hospital 

compared to the general population; they accounted for 36.8% of all hospital 

separations within the total population in 2008-2009 (Australian Institute of Health 

and Welfare, 2010b). Older people not only readmit to hospital frequently but also 

stay in hospital longer than average. The ratio of hospitalisation time was 4.6 days for 

older people in 2004-2005 in contrast with 3.4 days for all age groups (Australian 

Institute of Health and Welfare, 2010b). Hence, healthcare resource allocation and 

management is expected to be challenging in the future due to the high usage of 

hospital facilities by this older population (Australian Institute of Health and Welfare, 

2007). 
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Population ageing in our society has had a major impact on the healthcare system. 

The use and cost of hospital resources by older people is higher because they often 

have more than one primary health problem. Approximately 84% of older persons 

aged 85 and over live with a disability which is related to chronic disease (Heitkemper, 

2005). Gillick (2002) points out that older people are often treated in multiple distinct 

sites because of their co-morbidity. However, acute treatment and care administered 

in response to older people‘s conditions has not necessarily assisted in the 

improvement of care and overall health for these people while they have been 

hospitalised. This is due to older people with co-morbidity being frequently 

transferred between different wards, involving the changing of physicians and nursing 

care, rewriting of orders and physical dislocation (Gillick, 2002). As a result, the 

relationships between patients and health providers are reduced and patient care lacks 

continuity and consistency. All of these problems will affect treatment outcomes 

adversely. Moreover, the longer older people stay in hospital, the more likely there 

will be a decrease in their functional outcome and self-care abilities (Kane, Ouslander, 

& Abrass, 2003) and they will be less likely to return to pre-hospital activity levels.  

 

Physical Disorders Associated with Ageing 

Physical disabilities are the most frequently reported disabilities among older 

Australians. According to an AIHW (2005) report, 56% of older Australians (1.4 

million) in 2003 reported at least one disability lasting for six months or more and that 

resulted in daily activity restrictions. This report also demonstrated that physical or 

multiple and diverse disabilities were recognised by older Australians as the most 

common disability and accounted for 45% of those affected in this population. The 

degree of severe disabilities is positively correlated with age. One fifth of older people 

aged 65 and over had a severe or profound activity restriction and it is predicted that 

the number in this group will rise by almost 100% over the next two decades between 

2003 and 2023 with the ageing population (Australian Institute of Health and Welfare, 

2007). Moreover, 47.4% of people aged over 65 years have sedentary lifestyles. This 

is especially true in relation to older females (Australian Institute of Health and 

Welfare, 2010a). This negative attitude toward physical exercise or activities may be 

due to a lack of awareness of the benefits from regular exercise, and may cause more 
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functional disabilities in the older population. As a result of this attitude more 

demands will be placed on health and nursing care. 

 

As the general population ages, there will be an increased incidence of balance 

problems and associated falls. Kane et al. (2003) state that in the US one third of older 

people in the community fall each year and one in 40 of these falls resulted in the 

older person being hospitalised. Fifty percent of people hospitalised have a one-year 

survival rate and the survivors show significant morbidity. Older Australians have 

similar problems and they have been found to have an increased rate of hospitalisation 

due to the likelihood of sustaining a fall injury, particularly in older women (Bradley 

& Pointer, 2009). These older women accounted for a third of cases with hip and 

thigh injuries. A report by Bradley and Pointer (2009) showed that the incident rate is 

2,415 per 100,000 people aged 65 and older, but increases to 12,548.2 per 100,000 for 

those over 95 years of age. The hospital bed days for older Australians with fall-

related injuries in 2005-2006 were 1,086,818 and represented 9.3% of all hospital bed 

days for older people aged 65 years and over. There has been a 10% increase in the 

estimated number of those hospitalised due to falls in this group since 2003-2004. The 

estimated total cost for fall-related acute care was $566 million in 2003-2004 (Bradley 

& Harrison, 2007).  

 

Physical disabilities are recognised as major disorders in older Australians and 

functional status is significant for maintaining an individual‘s well-being. Functional 

status is defined as ―a person‘s ability to perform the activities necessary to ensure 

well-being, and it is conceptualised as the integration of three domains of function: 

biological, psychological (cognitive and affective), and social‖ (Lekan-Rutledge, 

1997, p. 76). This entails performance in basic self-care tasks called activities of daily 

living (ADL) and instrumental activities of daily living (IADL) tasks that are required 

for more complex activities of independent living (Lueckenotte, 2000). ADLs include 

seven personal care activities – eating, toileting, bathing, transferring, walking, 

dressing and going outside, which are the things people do every day and often 

without any special attention or effort (Aud, 2000). IADLs consist of preparing food, 

cleaning, driving, shopping and paying bills. 
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Functional status varies among older people. It can change from time to time given 

personal situations, such as acute/chronic disease progression, symptom control and 

emotional status. Through a better understanding of personal functional status, the 

direction of rehabilitative needs and establishment of a plan of care enable older 

people to perform physical activities effectively in their own particular environment. 

 

Quality of Life (QoL) 

QoL is a multidimensional, subjective and dynamic concept. It is about the meaning 

people derive from the important aspects of their life and it is based on social 

constructions (Skevington, 2002).  The definition from the World Health Organisation 

(WHO) (1997) is the definition used for this study and is:  

 

...individuals‘ perception of their position in life in the context of the 

culture and value systems in which they live and in relation to their 

goals, expectations, standards and concerns. It is a broad ranging 

concept affected in a complex way by the person‘s physical health, 

psychological state, level of independence, social relationships, 

personal beliefs and their relationship to salient features of their 

environment (1997, p. 1). 

 

QoL has gained considerable recognition and value in health related areas recently. 

This is because the evaluation of QoL has been identified as a relevant measure of 

efficacy in clinical trials and a valid indicator of beneficence from medical treatment 

(Lhussier, Watson, Reed, & Clarke, 2005; Livingston, Watkin, Manela, Rosser, & 

Katona, 1998). The importance of improved QoL among older people has been 

emphasised, especially in determining how to promote QoL in people following 

orthopaedic surgery by maintaining independence. Older people sometimes self-limit 

their activities due to poor functional status, which may threaten their QoL. Grundy 

and Bowling (1999) point out that the current trend to promote ―successful ageing‖ 

has resulted in higher expectations in older populations for maintaining personal 

independence in their increased life years.     

 

QoL provides a holistic picture for health providers to have a better understanding of 

the impact of functional disability on the ageing population. However, individuals‘ 

functional and QoL status does not encompass initiative or self-awareness with regard 

to influencing health care. Self-efficacy can bridge this gap. The theory of self-
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efficacy is widely used in health promotion programs. Self-efficacy is a mediator 

between knowledge and action; it acts as a bridge between knowing what to do, and 

actually doing it (Bandura, 1986). Rejeski and Mihalko (2001) argue that self–

efficacy is possibly a mediating factor in producing positive outcomes, both 

physically and psychologically in older adults.  

 

Self-efficacy and Outcome Expectations 

Bandura‘s Social Cognitive Theory (SCT) was developed in 1977. His theory argued 

that people have personal beliefs about their capabilities to carry out specific levels of 

performance or behavioural skills utilised to create success under a variety of 

circumstances through their own judgments and expectations. Self-efficacy plays an 

important role in a personal competency development system, which determines how 

people feel, think, motivate and behave. Self-efficacy has been defined as ―people‘s 

beliefs about their capabilities to exercise control over events that affect their lives‖ 

(Bandura, 1989, p. 1175). It is concerned with people‘s judgments of their capabilities 

to mobilise motivation and cognitive resources, and to organise and execute courses 

of action required to attain designated types of performances (Bandura, 1986). Thus, 

personal self-efficacy is not only a factor in skill development but it also acts as an 

enhancing factor in performance achievement.  

 

Outcome expectations are often confused with self-efficacy. Outcome expectations 

are related to a person‘s judgements of certain behaviours that will result in an 

outcome which is significant for that person. Although self-efficacy and outcome 

expectations are two different constructs, Bandura (1997) explained that individual 

perceptions of outcome expectations are largely affected by his/her judgements of 

accomplishments and achievements in performances, whereby outcome expectations 

are inextricably influenced by self-efficacy perceptions of capabilities in dealing with 

situations. Bandura (1997, p. 24) states that ―in most social, intellectual and physical 

pursuits, those who judge themselves as highly efficacious will expect favourable 

outcomes, whereas those who expect poor performances of themselves will conjure 

up negative outcomes‖. Therefore, both self-efficacy and outcome expectations are 

expected to contribute to older people‘s functional status and QoL. Further details of 

self-efficacy and outcome expectations mechanisms will be discussed in Chapter Two. 
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Overview of Geriatric Rehabilitation 

The model of rehabilitation care for maintaining or restoring functional ability has 

been recognised as an essential option for ageing groups. Rehabilitation is defined as 

enabling ―persons to achieve the greatest level of independence, to participate fully 

within their communities, and to limit their dependence on health systems as well as 

social systems‖ (Capilouto, 2000, p. 1).  

 

The idea of geriatric rehabilitation was originally used in relation to war veterans who 

had acquired disabilities associated with ageing (Lefroy, 2001). The word ‗geriatric‘ 

emerged in New York at the beginning of the last century, but this division of health 

care became more recognised around World War II. Douglass‘s (2001) literature 

review of the development and evolution of geriatric assessment teams identified the 

main historical time-points in the geriatric rehabilitation evolution. Firstly, Dr 

Marjory Warren established the original practical application of geriatric 

rehabilitation by identifying a need for restorative care, using rehabilitative equipment 

and forming a multidisciplinary team to promote older patients‘ autonomy in West 

Middlesex County Hospital in London in the 1940s. Secondly, geriatric rehabilitation 

was introduced into the newly created National Health Service in the United Kingdom 

(UK) and was recognised as a type of specialised care in the late 1940s. Over time, 

geriatric care was progressively developed, increasingly recognised for its important 

role, and extended into community care. Thirdly, between the 1960s and 70s, Britain 

experienced most of its demographic transformation to an ageing society and as such 

there was a rise in demand for rehabilitation services. This led to geriatric 

rehabilitation, which flourished and became well established through government 

encouragement. Since then, the field of geriatric rehabilitation has been broadened to 

serve a large number of people across a variety of settings and exported to other 

countries such as Canada, United States, Australia and New Zealand. 

 

It would appear that the evolution of geriatric care has been differently influenced 

across different countries and environments. Douglass (2001) highlights the different 

foci in geriatric rehabilitation between the United Kingdom and the United States of 

America through geriatric assessment teams (GATs). She points out that GATs in 
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America use more personnel (e.g., physiotherapist, dietician, social worker) than 

GATs in Britain. This discrepancy explains the broadening of services that has 

occurred in America. Geriatric rehabilitation within the National Health Service in the 

UK provides a holistic approach for GATs which are used more broadly and not 

focused on ‗tailoring‘ care to meet a patient‘s unique needs – which contrasts with the 

American environment. Additionally, the American environment appears to be a 

decentralised system. Douglass also states that American GATs in managed care 

settings cite cost management as being of greater influence in the management of 

patients and that these situations lend themselves to being increasingly institution-

oriented compared to the UK environment. A lack of standardisation in GATs and a 

cultural gap in rehabilitation focus between these two countries made comparisons in 

effectiveness of care delivery difficult to assess. Nevertheless, GATs in both countries 

evaluate their effectiveness in terms of patient outcomes. 

 

Geriatric rehabilitation in Australia 

Rehabilitation began in Australia as early as 1853 named Immigrants Aid Society 

(later changed its name to Immigrants Aid Society's Home for Houseless and 

Destitute Persons between 1870-1902), with the modern beginnings of aged care 

around 1950 (e.g., the Mount Royal Hospital). The other institution of note was the 

Rookwood Asylum, which develolped into the Lidcombe State Hospital (Lefroy, 

2001). Both institutions provided custodial care for older people in New South Wales. 

 

Geriatric rehabilitation appeared in Australia during the 1950s, with Dr. Richard 

Gibson opening a successful geriatric service at Royal Newcastle Hospital in NSW 

(Hunter, 2006). Prior to the opening of this unit, however, there were 

recommendations made by the Hospital Commission of NSW for a special unit to 

care for people with multiple sclerosis in the Hunter region at the Newcastle Hospital. 

The commission‘s findings recommended home care for the infirm, as opposed to 

providing care in the facilities of that time, which were apparently overcrowded 

(Lefroy, 2001). The recommendations from this report took some time to be enacted 

and cost-effective hospital-based home care and rehabilitation was not realised until 

1955 (Lefroy, 2001).   
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The Victorian experience showed that prior to the first purpose-built geriatric unit 

being opened in 1955 (Mt Royal Home and Hospital For the Aged), aged care was 

partly achieved through benevolent homes, which had infirmary wards that 

accommodated chronically sick people, as well as the infirm and the elderly (Hunter, 

2006). Benevolent homes from the 1920s began to take in more chronically sick 

patients as a means of expenditure control; hence, benevolent homes functioned as 

both chronic hospitals and homes for the aged, but performed neither function well 

(Hunter, 2006).  

 

In Queensland, Dr. Peter Livingstone was instrumental in bringing ideas about aged 

care back from Britain. He was Australia‘s first trained physician in the new speciality 

of geriatric medicine and also became the first director of Geriatrics in Queensland‘s 

Department of Health and Home Affairs in 1961. He started to practise at Princess 

Alexandra Hospital in Brisbane (Lefroy, 2001). As public demand for the provision of 

beds for old age infirmity increased, the government started to introduce a subsidy for 

long-term care in early 1960. Later, the Australian Association of Gerontology was 

formed. 

 

Between 1972 and 1975 the Commonwealth Government formed the National 

Hospitals and Health Services Commission, which adopted Sydney Sax‘s model to 

deal with health issues related to the elderly including a community health program 

and a rehabilitation unit attached to acute hospitals (Hunter, 2006). Dr. Sax was 

Director of Geriatrics in the NSW Department of Public Health (Hunter, 2006). He 

developed his ideas from experience within South African community health centres 

and was also influenced by developments in social medicine in post-war Britain that 

mirrored ideas John Ryle‘s ―third epoch of prevention‖ (Hunter, 2006). This included 

the social causes of health, developed through socio-medical reforms (Hunter, 2006).  

 

These changes were eventually followed by problems associated with aged care 

(inappropriate admissions to homes, lack of uniform codes and standards, and 

increases in healthcare costs), including over-utilisation of institutional care instead of 

community-based care due to funding imbalances (Fazio, 2004). These problems were 

brought to light in the McLeay report in 1982, which prompted the Commonwealth 
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Government‘s aged care reform (Lefroy, 2001). Prior to this report, State and 

Commonwealth agencies had carried out other investigations related to aged care and 

care for the disabled (Fazio, 2004). This led to changes in community care based work 

in the form of Aged Care Assessment Teams (ACAT) and Home and Community 

Care programs (HACC) (Lefroy, 2001) which were announced in the Hawke 

government budget of 1984-1985 (Fazio, 2004). After these reforms, geriatric 

rehabilitation services were expanded in the 1980s following the idea of 

multidisciplinary Geriatric Domiciliary Care/Aged Care Assessment Teams. This 

service continues to the present time and provides a hospital rehabilitation system and 

outpatient healthcare service for older people. 

 

The Practice of Rehabilitation 

The practice of geriatric rehabilitation can be encompassed by three major principles 

which were originally stated by Steinberg (1989, p. 67):  

 

 the care of elderly individuals with disabilities caused by disease or injuries 

 the rehabilitation of early, still minor musculoskeletal disorders, of old age 

 physical fitness programs for the well elderly 

 

Alternatively, Heitkemper (2005) and Kane et al. (2003) describe the principles of 

rehabilitation as: 1) stabilizing primary disorders, 2) preventing subsequent 

disabilities, 3) preventing functional de-conditioning, 4) promoting adaptation, and 5) 

maximising functional capabilities. The prevention of functional decline is recognised 

as the most frequently required need for geriatric rehabilitation (Routasalo, Arve, & 

Lauri, 2004). 

 

Rehabilitation is based on a function-oriented approach, which is different from the 

traditional disease approach. It is a process of re-education and re-learning. Successful 

rehabilitation requires an interdisciplinary team, which participates in care-based 

decisions. Each member of the team is considered equal and shares their respective 

goals and ideas among the various discipline members (Frieden, 1999). This team 

often includes a psychiatrist, a specialist nurse, physical, occupational, recreational 

therapists, a speech pathologist, a psychologist, a social worker, and a nutritionist. In 
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the team approach, each team member‘s role is agreed upon and all members are 

ideally highly motivated to help others and to work together. 

 

Orthogeriatric rehabilitation 

Functional decline has been reported as one of the most common clinical syndromes 

encountered in geriatric rehabilitation (Heitkemper, 2005); hence, rehabilitation has 

an important role in restoring hospitalised patients‘ functional abilities and making 

adaptation to deficits through working with specialised teams on physical and 

psychological aspects. The word ―rehabilitation‖ is used in relationship to various 

health conditions in healthcare systems. The Commission on Accreditation of 

Rehabilitation Facilities set up guidelines for comprehensive inpatient rehabilitation 

and has divided these into three categories (see Table 1-1). The guidelines use the 

degree of medical acuity, rehabilitation nursing needs, and intensity of therapy as 

stratification criteria (Commission on Accreditation of Rehabilitation Facilities, 1994). 

  

Orthogeriatric rehabilitation is health care in co-operation with aged care services for 

older people aged 65 and over with orthopaedic disorders. Orthopaedic disorders are 

hip and other bone fragility fractures, such as knee, pelvis, vertebra, ankle, humerus 

and forearm. Hip fractures resulting from falls are the most common condition in 

older people in orthogeriatric units and the majority require acute surgery. The 

consequences of acute surgery are decreased ADL and IADL, with 33% and 55% 

reductions respectively, compared to pre-surgical levels (Roder et al., 2003). Bradley 

and Pointer (2009) state that 31.1% of falls caused hip and thigh injury and 82% of 

falls require rehabilitation procedures in Australia in 2005-2006.  

 

 

 

 

 

Table 1-1. Stratification of Comprehensive Inpatient Medical Rehabilitation Program 

Based on Guidelines from the Commission on Accreditation of Rehabilitation 

Facilities  

Factor Category 1  Category 2 Category 3  
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(Acute) 1  (Sub-acute) 2 (Sub-acute)3 

Site of 

rehabilitation* 

Hospital Hospital, hospital-

based SNF, SNF 

Hospital-based 

SNF, SNF 

Risk of medical 

instability 
High Variable Low 

Rehabilitation 

nursing needs 

Multiple, complex, 

or both 

Multiple, complex, or 

both 

Routine 

Potential need for 

high medical acuity 

skilled nursing 

Yes Yes Low risk 

Expected outcome Progress to another 

level of rehabilitation 

or return to 

community with 

appropriate support 

Progress to another 

level of rehabilitation 

or return to 

community with 

appropriate support 

Return to 

community with 

appropriate 

support 

Therapy by inter-

disciplinary team† 

Minimum—3 h/day,  

5 days/wk 

Minimum—1-3 h/day,  

5 days/wk 

Minimum—1-3 

h/day, 5 days/wk 

Physician contact All require regular direct contact by rehabilitation physician 

Patient and family 

education 

All require education and training opportunities for patient and 

family members on an ongoing basis 

*SNF=skilled nursing facility. 

†Interdisciplinary team includes an occupational therapist, a physical therapist, a 

psychologist, a social worker, a speech-language pathologist, and a therapeutic recreation 

specialist. 

 

The incidence of hip fracture or other fracture injuries due to falls will exponentially 

increase worldwide in line with the continued ageing population growth. An 

individual‘s progress and the outcomes of fracture injuries are often unsatisfactory 

and also cause an economic burden on health systems. Therefore, specific 

                                                 

1
 Category 1 programs – are for acute patients with cerebral infarctions, neuromuscular disease, 

multiple trauma, spinal cord injury or brain injury, and require hospital-based rehabilitation therapy. 
2
 Category 2 programs – are for sub-acute patients who generally have a more stable medical condition 

and require or tolerate a lower intensity of therapy than those in category 1 with similar diagnoses. 
3
 Category 3 programs – are for sub-acute patients with orthopaedic conditions, amputations, and 

multiple trauma without complications.   
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―orthogeriatric units‖ (OGUs) providing care combining orthopaedic with geriatric 

management have developed. The main aim of orthogeriatric rehabilitation is to give 

appropriate treatment in restoring and maximising individual physical function, and 

preventing secondary complications for older people (Gupta, 2005). 

 

Orthogeriatric rehabilitation is a re-education and re-learning process and it is 

conducted in a functionally oriented way (Gupta, 2005). It is based on a rehabilitation 

environment (Aitken & Yu, 1998) and it takes care of all surgical, medical and 

rehabilitation needs (Adunsky et al., 2005). Multidisciplinary teams are involved from 

early stages of care. Older patients are encouraged to be physically independent (for 

example, activities for daily living) and motivated in self-care. Patient, family or 

carers are contacted to ensure acceptability of care plans, and are closely involved 

with treatments and basic home care (Australian Society for Geriatric Medicine, 

2005).  

 

Heyburn, Beringer, Elliott and Marsh (2004) developed four models of orthogeriatric 

rehabilitation currently used in health systems from a review of the literature. The first 

model outlined is the ―traditional model‖, where patients are admitted into trauma 

wards and subsequent rehabilitation is managed by orthopaedic surgeons. Orthopaedic 

surgeons consult with geriatricians when any medical queries occur. The second 

model described by the authors is a modification of the traditional model and involves 

regular input from geriatricians based on a twice-weekly ward round. The third is 

called a ―two-step model‖ where patients admitted to orthopaedic wards are followed 

by transfers to geriatric rehabilitation units (Heyburn et al., 2004). Multidisciplinary 

ward rounds are conducted by orthopaedic surgeons and geriatricians in the 

rehabilitation unit. The fourth model is the ―Sheba model‖ where patients are 

admitted to geriatric-based orthogeriatric wards directly under the care of geriatricians 

and orthopaedic surgeons (Heyburn et al., 2004). The patients are assessed by the 

geriatric team pre-operatively and post-operatively. The rehabilitation procedure 

commences in this setting. In the settings of the current study, the third model as 

described above is employed in the participating hospital within Brisbane, Australia. 

The details of the multidisciplinary team and their roles and responsibilities are 

outlined in Appendix A.  
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Outcome of Rehabilitation Programs 

Rehabilitation programs are clearly associated with improved care outcomes for older 

people. Families can also gather guidance and participate in care through these 

programs. Numerous studies have shown that older patients have significantly 

improved in functional status and morale from geriatric rehabilitation programs 

(McCloskey, 2004; Poulsen, Hesselbo, Pietersen, & Schroll, 2005). Poulsen et al. 

(2005) report a 30% increase in the number of geriatric rehabilitation inpatients with 

capabilities for performing daily activities after attending a rehabilitation program. 

Rehabilitation programs benefit a great number of patients and many are able to be 

discharged to their pre-fracture living environment (Adunsky et al., 2005). Patients 

within rehabilitation programs continue to improve in physical activities and feel 

more comfortable managing daily activities adequately in home settings. Roder et al. 

(2003) note that geriatric rehabilitation plays an important role in improving older 

patients‘ daily activities, with rehabilitation patients recovering 80-90% of their initial 

baseline level within six months. Consequently, rehabilitation programs decrease the 

re-admission rates to acute care hospitals and patients usually only require general 

practitioners to meet their healthcare needs in the community (Cordato, Saha, & Price, 

2005).  

 

In addition, Huusko, Karppi, Avikainen, Kautiainen and Sulkava (2002) point out that 

active geriatric rehabilitation and mobilisation does not increase the risk of 

complications for patients following hip fracture operations. In fact, secondary 

conditions and complications are likely to develop from longer hospitalisation (Kane 

et al., 2003). Immobility, especially resting in bed, is found to cause decreases in 

muscle mass and strength, as well as vertebral bone loss (Kane et al., 2003). 

Rehabilitation programs actually make hospital stays shorter and enable patients to 

become independent faster. Through attending geriatric rehabilitation programs, 

survival rates for older patients are increased, thus decreasing the direct costs for 

institutional care (Adunsky et al., 2005; Cordato et al., 2005).   

 

In orthogeriatric rehabilitation settings, Fisher et al. (2006) compared the various 

models with and without a geriatrician medical registrar, who oversaw patients daily 
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with weekly geriatrician consultant reviews. They found that morbidity and mortality 

significantly decrease in orthopaedic-geriatric co-care. Similarly, Adunsky et al. 

(2003) compared the two-step model and ―Sheba‖ model and found that patients have 

better functional outcomes in geriatric-based orthogeriatric wards. They also 

recognised that the ―Sheba‖ model helps to resolve shortages in acute care beds and 

minimises the use of general orthopaedic beds, and results in shorter stays in hospital. 

This model significantly decreases morbidity and mortality rates (Adunsky et al., 

2005). 

 

Moreover, Amatuzzi, Leme and Suzuki (2003) identify that orthogeriatric 

rehabilitation increases adherence to therapy participation and patient satisfaction, and 

decreases length of stay, costs, mortality rates, immobility, falls and fear of falling in 

the older population. Through increased functional status, older people are satisfied 

with community participation (Ostir, Smith, Smith, Rice, & Ottenbacher, 2005). As a 

result, orthogeriatric care has been recognised as the most effective treatment for 

older people following an orthopaedic event.  

 

To summarise, geriatric rehabilitation programs are ―tailored‖ to the needs of 

individual older patients and address all aspects of functional activities. The programs 

not only achieve the appropriate placement of older patients but also help to decrease 

use of health resources and improve a range of patients‘ outcomes. 

 

Significance of this Study 

An ageing population has been identified as a major problem in most industrialised 

countries. The problem will become acute in the next 10 to 20 years due to the 

generation of ―baby boomers‖ who will be aged 65 years and over. This will create a 

greater burden than ever before on the health system. A paper from the Australian 

Government Department of Foreign Affairs and Trade (2007) shows that Australia, 

like other similar nations, is facing growing pressures on health funding as a 

consequence of an ageing population, technological changes and patient expectations. 

The Australian healthcare system is currently in crisis due to large financial burdens 

and declining service levels (emergency ward overloads, long waiting periods for 

emergency admission and elective surgery) (Australian Institute of Health and 
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Welfare, 2010a). Older Australians have been recognised as a major group 

contributing to the hospital crisis by unnecessarily occupying acute beds (McCormack, 

2002). Older Australians are also recorded as having increased hospital admissions, 

high use of hospital facilities and longer hospital stay periods (Australian Institute of 

Health and Welfare, 2007; Nichol, Lonergan, & Mould, 2000). This increasingly aged 

population will have both societal and economic consequences. 

 

Preventive health care therefore becomes a crucial factor as more people move from 

hospitals to home or community situations. Butler (1991, p. 320) argues that 

―preventive geriatrics and preventive rehabilitation both imply new ways of thinking 

for healthcare workers‖. Teaching older people the concept of safety, preventing 

accidents and restoring optimal function can promote older people‘s lifestyle and QoL. 

Hence, self-efficacy and outcome expectations are pivotal factors in rehabilitation to 

encourage older people to participate and adhere to rehabilitation programs. It also 

plays a vital role in self-awareness and motivation in personal health promotion.  

 

Having a better understanding of how self-efficacy and outcome expectations 

influence individual beliefs in functional status will help researchers and healthcare 

providers establish and organise educational programs for older people in 

rehabilitation settings. It will also create clear guidelines for geriatric nurses in 

enhancing individual self-efficacy, outcome expectations and performance 

capabilities. Furthermore, it will contribute to personal health outcome achievements. 

As greater numbers of older people request community care, enhancing self-efficacy 

and outcome expectations is a long-term solution for people to maintain physical 

activity within their daily lives. It is also important to the preservation of functional 

status, especially for older people following orthopaedic surgery who are undergoing 

a transition period, such as discharge from hospital to community settings. Enhancing 

self-efficacy, outcome expectations and performance capabilities will not only reduce 

re-admission rates but also decrease the length of stay in hospitals with a 

consequential reduction in health expenditure. If self-efficacy and outcome 

expectations can be retained by older people and continued after discharge from 

hospitals, it will not only maintain individuals‘ functional status and independence, 
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but also maintain personal social status and maximise life satisfaction and QoL, 

creating a healthier, more productive and self-sustaining society in the future.      

 

In summary, most studies related to self-efficacy and outcome expectations in 

personal functional status have been conducted in the United States. Most have 

focused on functional status measurement outcomes and this may have resulted in a 

limited view of health and related life domains from participants‘ perspectives. This 

limitation provides the stimulus for healthcare providers to gain an understanding of 

the impact of functional incapability and the effect of rehabilitation programs on the 

lives of older people. There is an urgent need for Australian research on self-efficacy 

and outcome expectations and the contributing factors, such as age, gender, pain and 

depression that influence older people‘s functional status and their QoL through 

rehabilitation processes in geriatric units and community and home environments.  

 

Structure of the Thesis 

Chapter 1 has presented a brief overview of the Australian ageing population and the 

complications associated with ageing. The importance of rehabilitation programs for 

older people has been highlighted in this chapter. Despite the advantages of 

rehabilitation programs for restoring individual functional status, there is little known 

about the influences exerted by self-efficacy in functional status and QoL. The present 

study aims to examine the impact of self-efficacy and outcome expectations in 

relation to functional status and QoL among older Australian people following 

orthopaedic events. Other selected variables, namely age, gender, pain and depression, 

are investigated in association with self-efficacy, functional status and QoL at three 

stages (before, during and after rehabilitation programs).   

 

Chapter 2 reviews literature in relation to the concept of self-efficacy, including the 

definition of self-efficacy, determinants of self-efficacy beliefs, efficacy-activated 

processes and outcome expectancy. It also critiques self-efficacy and different 

variables (age, gender, pain and depression) in relation to functional status, and how 

these eventually influence personal QoL. The conceptual framework for this study is 

drawn from the literature review. The chapter concludes by outlining the research 

questions of the present study.  



18 

 

 

Chapter 3 outlines the method used in this study, and discusses the study rationale and 

aims.  A mixed method design, including a longitudinal survey study and face-to-face 

interviews, was used in the present study. The longitudinal study involved three stages 

conducted at the time of admission to geriatric rehabilitation units, within 72 hours 

prior to discharge, and six weeks following discharge. The face-to-face interviews 

were conducted at participants‘ home settings after discharge. The recruitment of 

sampling and participating site is described. Data analysis and ethical considerations 

are also discussed.   

 

Chapter 4 presents the findings from the quantitative aspect of this study by outlining 

the survey results. These include the participants‘ characteristics, descriptive results of 

each variable, the relationship between variables and predictors of functional status 

and QoL. The significant changes in each variable over three stages are also reported. 

Finally, the theorised model of functional status and QoL developed from Structural 

Equation Modelling is presented, as well as the theorised model across three stages.   

  

Chapter 5 presents the findings from the qualitative aspect of this study involving 

face-to-face interviews. Firstly, the participants‘ demographic data are presented. 

Secondly, the rehabilitation challenges are discussed and the three major themes and 

interconnecting factors are identified. Thirdly, four major themes emerging from how 

participants managed home rehabilitation are reported.  

 

Chapter 6 discusses the significant findings from the study in relation to contemporary 

literature on the outcomes of rehabilitation programs and home rehabilitation. The 

factors influencing QoL are explicated and the flow-on effects during rehabilitation 

identified through the theorised model are discussed. The limitations of the study are 

outlined. The implications of the study in relation to practice, education, research and 

social policy development are also presented. 

  

The thesis concludes in Chapter 7 by summarising the major findings of this study. 

Recommendations for further research in clinical practice and education are presented.   
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Chapter 2 Literature Review 

The present study examines the relationship between self-efficacy, outcome 

expectations, functional status and QoL of older patients following orthopaedic events 

at three stages (before, during and after rehabilitation programs). This chapter focuses 

on what is known from the published literature on older people with functional 

limitations related to QoL. The chapter begins with the concept of self-efficacy, which 

has been identified as an important predictor of functional status and QoL. This is 

followed by the review of literature, including that on the two major areas: functional 

status and QoL. As well, research in regards to the importance of self-efficacy, pain, 

depression, age and gender in relation to these two major areas are reviewed. 

Limitations of studies critiqued are also highlighted to provide the rationale for the 

study. The chapter finishes with the resultant research aim, questions and conceptual 

framework.    

 

The Concept of Self-efficacy 

The concept of self-efficacy has been recognised as a predictor of health behaviour 

change and maintenance (Strecher, Devellis, Becker, & Rosenstock, 1986). Self-

efficacy is the core of social cognitive theory and relates to all the thoughts affecting 

human functioning. It involves ―a generative capability in which cognitive, social and 

behavioural sub-skills must be organised into integrated courses of action to serve 

innumerable purposes‖ (Bandura, 1986, p. 391). It also involves a personal capability 

to achieve a certain level of performance. In comparison, outcome expectation, which 

is distinguished from self-efficacy, is a judgment of the likely consequence of an act. 

The following section discusses self-efficacy and outcome expectation in detail.   

 

Determinants of self-efficacy beliefs 

There are four major sources that develop personal self-efficacy: a) mastery 

experiences; b) vicarious experiences; c) social persuasion; and d) physiological and 

emotional states (Bandura, 1997). Firstly, mastery experiences function as an 

indicator of personal ability and have been identified as the strongest source in self-

efficacy development (Bandura, 1997, 1999). They create stronger and more 

generalised efficacy beliefs compared to the other three sources. The experiences of 

success can build the sense of self-efficacy, whereas failures can decrease efficacy 
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expectancy. For example, an older woman who tries to climb up steps but falls may 

doubt her ability to mobilise in the future.    

 

Secondly, vicarious experiences are what people observe and compare in other 

individuals‘ achievements in similar situations; these experiences have been described 

as social models (Bandura, 1997; Maddux, 1995). Social models have a vital 

influence on personal judgment of self-efficacy by perceived similarity to the models. 

Through this comparison, individuals are able to form expectancies of their behaviour 

and predict the consequences. The greater the degree of similarity that the models 

have to the individual‘s situation, the more influence the models will have on success 

or failure.     

 

Thirdly, social persuasion is a booster in personal perceived self-efficacy that guides 

people to undertake certain behaviours and utilise their capabilities to take control 

over given tasks (Bandura, 1999; Maddux, 1995). The experimental study of Maddux, 

Norton and Stoltenberg (1986) showed that verbal persuasion has a moderate effect 

on changing personal self-efficacy. It is hard to maintain high levels of belief in 

personal self-efficacy by unrealistic verbal persuasion. However, someone with a 

conservative attitude may not draw out the personal potential of people, thereby 

limiting them. Thus, verbal persuasion through professional advising using honest but 

not unrealistic wording enthusiastically delivered, is important.   

 

Finally, physiological and emotional states act partly in influencing personal self-

efficacy. People respond to unpleasant sensations via stress reactions (pain and 

fatigue), which are more likely to lead them to feel less confidence in their abilities. 

By the same token, people with negative moods (depression and anxiety) may have a 

reduced perception of self-efficacy. Bandura (1999) demonstrated that physiological 

indicators of efficacy have an essential role in determining personal health 

functioning and activities in terms of physical strength and mettle, especially in older 

people. For instance, older adults with a physical impairment could have a low sense 

of self-efficacy and subsequently easily give up regular exercise although they realise 

regular exercise has a great influence on ageing successfully. Moreover, an 
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individual‘s beliefs about their physical ability will affect their emotional states more 

than the decline in their physical status (Davis-Berman, 1989).     

 

Efficacy-activated processes 

Efficacy beliefs regulate human functioning and have been recognised through four 

major processes (Bandura, 1999): cognition, motivation, affect and selection of 

environment and activities. 

 

Cognition 

Self-efficacy has been identified as a powerful factor in influencing personal thought 

patterns and behaviours through the procedure of acquisition, organisation and use of 

information to enhance performance. This procedure influences the way in which 

people set up their goals, conceive of approaching the goals, predict events and 

develop problem-solving skills to control threats through self-appraisal of capabilities 

(Bandura, 1994). People with a low sense of self-efficacy are more capricious in their 

analytic thinking, decrease their aspirations and visualise negative performance for 

mastery efforts during difficult environmental demands under pressure situations. 

Self-efficacy and the cognition process are interrelated. As Bandura (1997, p. 117) 

argues, ―a high sense of efficacy fosters cognitive constructions of effective courses 

of action, and cognitive enactments of efficacious actions, in turn, strengthen efficacy 

beliefs‖.  

 

Motivation 

Self-efficacy plays a vital role in the self-regulation of motivation and purposive 

action.  Bandura (1997, p. 122) states that ―most of human motivation is cognitively 

generated [and] people motivate themselves and guide their actions anticipatorily 

through the exercise of forethought‖.  Motivation is an activator to conduct actions. 

The level of motivation reflects the choice of courses of action, and the intensity and 

persistence of effort (Bandura, 1994). There are three types of cognitive motivators: 

causal attributions, outcome expectancies, and cognised goals (Bandura, 1997). 

Causal attributions operate through retrospective reasoning with personal self-efficacy, 

and outcome and goal motivators operate through the anticipation mechanism 

(Schwarzer, 1992). In outcome expectancies, motivation is influenced by the 
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expectation of a given course of behaviour which will produce certain outcomes and 

values. The stronger belief people have in their outcome expectancies, the greater 

effort they will expend.  

 

Affect 

Self-efficacy has an elemental role in self-regulation of affective status, enabling 

people to create attentional biases and influence how emotive life events are construed 

and cognitively represented (Bandura, 1997). It influences personal emotional 

experience in three principal ways: the exercise of personal control over thought, 

action and affect. Self-efficacy perception in exercising control over stressors is 

described as having a pivotal role in anxiety arousal. It determines how much stress 

and depression people experience in pressured situations as well as their level of 

motivation (Bandura, 1999). People with a low sense of efficacy tend to be vulnerable 

to stress and depression that may cause dysfunction and loss of faith in their 

capabilities. On the other hand, people with a high sense of self-efficacy may treat 

stressors as a challenge.   

 

Selection of environment and activities 

This process enables people to adopt beneficial environments and to exercise control 

over them. Personal efficacy beliefs help a person‘s life through selection of activities 

and environments; for example, people are more likely to avoid situations that they 

judge themselves incapable to handle (Bandura, 1989). Therefore, people develop 

different competencies, values, interests and social networks that determine their life 

experiences. 

 

However, like any theory about human behaviour, self-efficacy theory has also been 

criticised for its shortcomings. In relationship to motivation, previous experiences and 

higher efficacy in certain tasks or situations may produce less effort in performing a 

task, which may not necessarily imply lower ability. Bandura (1997, p. 84) points out 

that ―whether resolute effort signifies high or low ability [this] varies among 

individuals rather than across age groups‖. This point also relates to the areas of age 

and the dynamics of self-efficacy. Although Bandura (1994) mentions in general 

terms how self-efficacy might vary with age, the theory itself does not seem able to 
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explain how self-efficacy varies over the lifespan. Bandura described situations in 

points of time as opposed to a dynamic process that is continually changing. 

Additionally, in constructing studies this theory cannot take into account all possible 

influences on behaviour. A means to deal partly with this problem and to better assist 

in predicting specific behaviours, therefore, is to conduct a study within specific 

situations over a relatively long period of time (Maddux, 1995). Furthermore, 

judgments of individual efficacy need to be distinguished from response-outcome 

expectations (Bandura, 1986). Self-efficacy is a judgment of one‘s ability to achieve 

certain performance, whereas outcome expectancy is a judgment of the likely results 

the behaviour will produce. Therefore, outcome expectancy needs to be examined 

separately from self-efficacy.    

    

Outcome expectancy 

Outcome expectancy is described as a situation where personal beliefs in certain 

outcomes from given tasks result in values that are meaningful to an individual, which 

are opposite to self-efficacy (Bandura, 1997). In self-efficacy theory, the influence of 

outcome expectancy is decided mostly by self-efficacy (Bandura, 1997, 1999). People 

with highly efficacious judgments will expect favourable outcomes.  As a result, a 

measure of outcome expectancy does not reliably predict human behaviour and 

intention under the contributions of self-efficacy in most conditions. 

 

Bandura (1977) demonstrated that outcome expectancy can affect personal perceived 

self-efficacy independently as people predict harmful or painful results. Outcome 

expectations take three major forms: positive expectations, negative expectations and 

concomitant behaviours (positive and negative physical effects) (Maddux, 1995). For 

example, an older woman who has a total hip replacement may anticipate severe pain 

after mobilisation during the first week post-operation. Therefore, she may doubt her 

ability to mobilise and not be willing to participate in exercise programs for 

rehabilitation. Baker and Kirsch (1991) explained this situation as measuring personal 

intention: rather than saying that individuals cannot perform the behaviour, it is more 

accurate to say they will not perform it. Consequently, outcome expectancy has a 

major impact on self-efficacy. 
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The relationship between self-efficacy and outcome expectancy is not qualified by 

Bandura. He does not give a clear conceptual division between the two expectancies 

nor does he sufficiently emphasise the importance of outcome expectancy (Eastman 

& Marzillier, 1984). As a result, these two factors need to be measured in a manner 

consistent with the conceptual distinction so each of them can act independently to 

influence the prediction of behaviours and intentions.  

       

In summary, the concept of self-efficacy is the ―effective personal functioning [that] 

is not simply a matter of knowing what to do and being motivated to do it; rather, 

efficacy is a generative capability in which cognitive, social, emotional, and 

behavioural sub-skills must be organised and effectively orchestrated to serve 

innumerable purposes‖ (Bandura, 1997, pp. 36-37). Although often confused with 

self-efficacy outcome expectations as Bandura (1977) demonstrated affect personal 

perceived self-efficacy as people predict harmful or painful results of behaviours. It 

follows that the level of self-efficacy and outcome expectations is a powerful 

predictor in management and enhancement of personal functional status. Literature 

reviews concerning functional status and QoL are reviewed in the next part of this 

chapter.   

 

Search Strategies 

A search of English language papers was undertaken with an extensive search of 

electronic databases, including CINAHL, Medline, ProQuest, Ovid, Pubmed, 

Cochrane library and ProQuest Dissertations and Theses. Selection focused on studies 

relevant to aged/ageing, orthopaedic surgery and geriatric rehabilitation. In searching 

for literature in these two major areas, the followings terms were used: quality of life 

(QoL), health-related QoL (HRQoL), well-being, functional status, functional 

performance, physical activities and exercises. Other search terms for the important 

influencing factors were self-efficacy, outcome expectations, pain, depression, age 

and gender differences. The results were then merged and cross-searched. Moreover, 

the references of retrieved studies were examined for additional studies which met 

inclusion criteria.  
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Table 2-1 shows the inclusion and exclusion criteria for the selection. In relation to 

functional status, the initial search outcome generated 2440 papers. After these titles 

were screened, 196 papers met the inclusion criteria. On the basis of abstracts and full 

paper reviewed, 47 papers were selected for inclusion in the review.  

 

Table 2-1. Inclusion Criteria for Selection in Functional Status 

Inclusion criteria     Exclusion criteria 

Article published 1995 onwards   The studies combined those 65 

English language papers       years and over with other age 

Research publications including quantitative     groups 

   research, qualitative research, descriptive   The studies focused on stroke,  

   and case studies, and review papers         dementia, Alzheimer‘s disease 

The studies focused on low-extremity surgery     and fall-related issues (fear of  

   and arthritis          falling and repeat fall) 

Study samples aged 65 years and over in    The studies focused on  

   hospital and community settings      rehabilitation interventions. 

 

In relation to QoL, the initial search outcome was 1214 papers and abstracts that were 

reviewed for inclusion. From the abstracts reviewed, 64 full papers were evaluated. 

Finally, 35 papers were determined for inclusion in the review. 

 

Functional Status 

Functional status is defined by Leidy (1994, p. 197) as ―a multidimensional concept 

characterizing one‘s ability to provide for the necessities of life‖. The necessities 

include physical, psychological, social and spiritual needs that are socially influenced 

and individually determined. It refers to a person‘s  performance of an activity and the 

level or degree of performance in activities of daily living (ADLs) and instrumental 

activities of daily living (IADL) (Knight, 2000). Functional status combines four 

dimensions: functional capacity, functional performance, functional reserve and 

functional capacity utilisation (Leidy, 1994). Furthermore,  functional performance is 

defined as ―the physical, psychological, social, occupational and spiritual activities 

that people actually do in the normal course of their lives to meet basic needs, fulfil 

usual roles, and maintain their health and well-being‖(Leidy, 1994, p. 198). 
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Functional status has been frequently used and discussed in nursing research and 

practice; however, numerous terms have been used interchangeably with it, such as 

functional performance and activities of daily living. For the purpose of this current 

study and literature review, the term functional status has been choosen to describe 

this multidimensional concept.  

 

Moreover, physical activity which is defined as any physical movement produced by 

bodily skeletal muscles that requires energy expenditure (World Health Organisation, 

2010), is incorporated within  functional status given its association with  activities of 

daily living and that researchers have included functional status in their  measurement 

of physical activity. The advantages of regular exercise and physical activity for older 

people have been clearly shown in numerous studies. They have been recognised as 

key factors in maintenance of functional status when there are functional limitations 

(Resnick & Spellbring, 2000) and promotion of mood and general well-being 

(Resnick, 1998a) in older people. The following section discusses the relationships 

between functional status and self-efficacy, age, gender, pain and depression, and the 

synergistic influences these variables might have.  

 

Functional status, self-efficacy and outcome expectations   

Twenty-four relevant studies including two literature review papers on functional 

status and self-efficacy with or without explicit outcome expectations measurement 

are summarised in Table 2-2. The majority of the studies (18 out of 24) have been 

written by Resnick in the USA. The results illustrated in the table show a statistically 

significant relationship between self-efficacy, outcome expectations and functional 

status (Conn, 1998; Fortinsky et al., 2002; Rejeski, Miller, Foy, Messier, & Rapp, 

2001; Resnick, 1998a, 2000, 2001a, 2001b, 2001c, 2002a, 2002b, 2004; Resnick & 

Nigg, 2003; Resnick, Orwig, D'Adamo et al., 2007; Resnick, Orwig, Magaziner, & 

Wynne, 2002; Resnick, Palmer, Jenkins, & Spellbring, 2000; Resnick & Pasco, 1998; 

Resnick & Spellbring, 2000). Self–efficacy expectations are found to influence 

outcome expectations and directly influence overall functional activity. It is the major 

predictor of functional ability for older people with knee pain (Rejeski et al., 2001). 

Outcome expectation is found to have an independent and significant role in 

functional status compared to self-efficacy (Resnick, 1998a, 2000, 2001a, 2001b, 
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2001c, 2002a, 2002b; Resnick et al., 2002; Resnick et al., 2000). Resnick (1998a) 

further found that admission function is a predictor of self-efficacy for functional 

ability as well as self-efficacy and outcome expectancy.  

 

In relation to older people with hip fracture, self-efficacy is the major predictor in 

functional recovery (Fortinsky et al., 2002). Older people with higher self-efficacy 

levels tend to spend more time in exercise (Resnick, Orwig, Yu-Yahiro et al., 2007). 

Moreover, self–efficacy and outcome expectations are found to have an influence in 

shaping individual exercise behaviour, endurance and adherence to physical activity 

in older adults (Inguito, 2008; Resnick, 2004; Resnick, Orwig, Hawkes et al., 2007; 

Resnick et al., 2000). 

 

In five experimental studies (Allison & Keller, 2004; Resnick, 1998a, 2002a; Resnick, 

Orwig, Hawkes et al., 2007; Resnick, Orwig, Yu-Yahiro et al., 2007), self-efficacy 

increased over time in intervention and control groups. However, self-efficacy toward 

functional status did not have significant differences between groups. Only Resnick‘s 

(2002a) study showed that residents who were exposed to the WALC (Walk; Address 

pain, fear, fatigue during exercise; Learn about exercise; Cue by self-modelling) 

program had greater levels of efficacy related to exercising and had better functional 

status and fewer limitations on functional activities in comparison to residents who 

did not attend the walking program.  

 

Resnick also investigated the link between functional status and motivation. She 

(Resnick & Pasco, 1998) states that motivation includes extrinsic and intrinsic factors, 

and extrinsic factors are identified as self-efficacy and efficacy expectations. 

Motivation was demonstrated to play a significant role in predicting personal 

functional status. Resnick undertook further research on motivation based on 

empirical and theoretical findings. She created a model of motivation called ―The 

Wheel That Moves‖ (1998b, p. 5), which suggests that a high level of functional 

ability can be maintained or obtained through motivation, which is in turn influenced 

by a range of variables identified by the study. For instance, spirituality has more 

impact on beliefs (self-efficacy and outcome expectations); hence, beliefs, social 
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support and self-determination have effects on individual goals, which in turn 

influence motivation (Resnick, 1998b, 1999b).  

 

Overall, the majority of studies were conducted in community settings. Only two of 

Resnick‘s studies (1998a, 2002b) were performed in an inpatient geriatric 

rehabilitation unit, and the other four studies (Fortinsky et al., 2002; Resnick, Orwig, 

D'Adamo et al., 2007; Resnick, Orwig, Hawkes et al., 2007; Resnick, Orwig, Yu-

Yahiro et al., 2007) were conducted in acute care setting in hospitals with patients 

following hip fracture. However, the two studies performed in inpatient geriatric 

rehabilitation units did not explore the impact of self-efficacy and outcome expections 

on functional status through to discharge to the patients‘ original environments. 

Archibald (2003) points out that although patients with hip fractures discharged from 

rehabilitation units are believed to be successfully rehabilitated, there is a need for 

further investigation on patients‘ supports and physical needs due to mobility 

difficulties. Although the other four studies collected baseline data prior to surgery in 

acute care settings, they did not collect the data before patients were discharged from 

hospitals.          

 

Moreover, 15 of the 24 studies were conducted with one-time interviews. Seven 

longitudinal studies were undertaken (Allison & Keller, 2004; Fortinsky et al., 2002; 

Rejeski et al., 2001; Resnick, 2002a, 2004; Resnick, Orwig, D'Adamo et al., 2007; 

Resnick, Orwig, Yu-Yahiro et al., 2007). However, Allison and Keller‘s (2004) study 

did not have a significant straightforward result in relation to self-efficacy and 

physical activity due to the complications of rehabilitation and training aspects of care. 

Although the study produced desirable results in physical activity from the 

intervention group, self-efficacy did not facilitate the outcome. Therefore, it may have 

been influenced by other factors. The authors mentioned that ―the measure of self-

efficacy was not theoretically sensitive‖ (p.43). Furthermore, both of Resnick‘s 

studies (2002a, 2004) and that of Fortinsky et al. (2002) were limited by the sample 

size, especially the longitudinal study, which had a significant number of dropout 

participants (n = 78/200) (Resnick, 2004). 
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All studies were conducted in the USA. The participants in Resnick‘s studies were 

Caucasian, female and well educated, as well as having had low levels of activity 

(Resnick, 2001b, 2001c, 2004). Similarly, the participants in Resnick‘s longitudinal 

studies were older women only, which may mean her results are not representative 

results of the general public. Resnick recommended that further studies were needed 

to include a more heterogeneous older population group. Moreover, the participants in 

her intervention studies may have already had high self-efficacy levels before they 

joined the exercise programs (Resnick, Orwig, Hawkes et al., 2007) as all participants 

had no medical problem and mobilised independently before fractures occurred. As 

such, the results may have been limited by this lack of a population with lower self-

efficacy. Resnick has suggested that the correlations between variables in her model, 

which were tested for reciprocal pathways, imply a need to consider the sample size 

(Resnick, 2001c), since some studies were limited by a small sample size and 

therefore could not be generalised to larger older populations (Resnick, 2000, 2002a, 

2004; Resnick & Pasco, 1998). Furthermore, Crotty (2010) points to a need to 

establish psychosocial outcomes in older people who have undergone a rehabilitation 

program in future studies. Rejesku and Focht (2002) also suggest that individual 

psychological factors need to be addressed to meet physical activities, which would 

enable older people to recognise their self-efficacy and expectations toward daily 

functioning.  
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Table 2-2. Summary of Studies on Functional Status, Self-efficacy and Outcome Expectations 

Authors Objectives Sample Settings Designs Measures Major Results 

Conn 

(1998) 

To develop and test 

the predictive ability 

of a model of 

exercise 

n = 147 

Mean age 

± SD = 79 

± 8.7 

Community 

settings, 

USA. 

Interview 

Cross-section 

- Lifelong Physical  

  Activity Questionnaire 

- The Exercise  

  Benefits/Barriers 

Scale  

- Exercise-specific Self- 

  efficacy Scale 

- Baecke Physical  

   Activity Scale 

- Self-efficacy had a strong direct effect on exercise 

- Outcome expectancy was weak predictor of exercise 

- Perceived barriers and self-efficacy, followed by age, 

exerted the most total influence on exercise 

Resnick 

& Pasco 

(1998) 

To explore 

functional 

performance and 

factors that had an 

impact on functional 

performance 

n = 44  

Mean age 

± SD = 88 

± 6.4  

Two nursing 

homes, 

USA. 

Interview 

Cross-section 

- Functional Inventory 

  Measure (FIM) 

- Self-efficacy for  

  Functional Ability  

  (SEFA) 

- Outcome Expectation  

  For Functional Ability  

  (OEFA) 

- Geriatric Depression  

  Scale (GDS)  

-Apathy Evaluation   

  Scale (AES) 

- Motivation (efficacy beliefs and intrinsic motivation) and 

lower extremity function played a significant role in 

predicting personal functional performance and accounted 

for 81% of the variance in function 

- No significant relationship between depression and 

functional performance 

- No significant relationship between age and gender with 

functional performance 

- Depression was significantly correlated with intrinsic 

motivation and self-efficacy 

 

Resnick 

(1998a) 

To explore the 

impact of efficacy 

beliefs on older 

adults and test 

interventions to 

strengthen efficacy 

beliefs related to 

participation in 

rehabilitation and 

functional 

performance 

n = 77  

Mean age 

± SD = 78 

± 7.2 

Inpatient 

geriatric 

rehabilita-

tion unit, 

USA. 

Experimental 

pre-post test 

design/ 

randomly 

assigned  

- The FIM 

- The SEFA 

- The OEFA 

- Self-efficacy for  

  Participation in  

  Rehabilitation Scale  

  (SEPR) 

- Outcome Expectancy 

  for Participation in  

 Rehabilitation Scale   

 (OEPR) 

- Efficacy beliefs were increased over time in treatment and 

control groups 

- Outcome expectancy was a better predictor of exercise 

- There was a significant difference in efficacy beliefs to 

participation in rehabilitation between both groups 

- No significant difference in self-efficacy belief toward 

actual functional performance between two groups 

- Admission function was a predictor of self-efficacy beliefs 

for functional ability 

- Age, gender and pain had no significant related to self-

efficacy and functional performance 
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Table 2.2. Summary of Studies on Functional Status, Self-efficacy and Outcome expectations (Con’t)  

Authors Objectives Sample Settings Designs Measures Major Results 

Resnick 

(1999a) 

To explore what 

motivates older 

people to perform 

functional activities 

n = 44  

Mean age 

± SD = 88 

± 6.4 

Two nursing 

homes, 

USA. 

Naturalistic 

study 

 - Personality may be central to the individual‘s motivation to 

perform functional activities, however, goals, beliefs and 

physiological sensations (e.g. pain) also influenced 

motivation and behaviour 

Resnick 

(2000) 

To explore the 

factors that 

influenced 

functional 

performance and 

exercise 

n = 59  

Mean age 

± SD = 88 

± 6.9 

Continuing 

care 

retirement 

community, 

USA. 

Interview 

Cross-section 

-Barthel Index (BI) 

-Self-Efficacy for  

 Exercise Scale (SEE) 

-Outcome  

 Expectations for 

 Exercise (OEE) 

-12-item Short Form 

 Health Survey 

 (SF-12) 

- There was a statistically significant relationship between 

self-efficacy, outcome expectations and functional 

performance 

- Outcome expectations had a stronger predictor effect than 

self-efficacy  

- Perceived health status which was described as a mediator 

in motivation helped individuals to perform functional 

activities and engage in regular exercise  

- There was no statistically significant relationship between 

age, gender and functional performance 

- Pain was significantly related to self-efficacy in exercise 

Resnick & 

Spellbring 

(2000) 

To explore the 

factors that 

influenced 

adherence to an 

exercise program 

n = 23  

Mean age 

± SD = 81 

± 7.2 

Continuing 

care 

retirement 

community, 

USA. 

Non-

experimental 

combined 

qualitative 

and 

quantitative 

design,  

Interview 

Cross-section 

- Self-efficacy  

  Barriers to Exercise  

  Measure 

- Expected Outcome 

  For Habitual  

  Exercise Scale  

- FIM 

- AES 

- Individuals with a) higher self-efficacy expectations b) 

higher outcome expectations related to exercise c) less 

limitation in functional performance (attributed to health) 

were more likely to adhere to the exercise program  

- Personal beliefs, past experiences, goal identification and 

unpleasant sensations (e.g. pain) toward exercises play an 

important role in exercise adherence 
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Table 2.2. Summary of Studies on Functional Status, Self-efficacy and Outcome Expectations (Con’t)  

Authors Objectives Sample Settings Designs Measures Major Results 

Resnick et 

al. (2000) 

To test a 

theoretically and 

empirically based 

model that age, 

gender, mental and 

physical health have 

an effect on self-

efficacy and 

outcome 

expectations, and 

that all these 

variables influence 

exercise behaviour 

n = 187 

Mean age 

± SD = 85 

± 6.2 

Continuing 

care 

retirement 

community, 

USA. 

Interview 

Cross-

section 

- The SEE 

- Expected Outcome 

   For Habitual  

  Exercise Scale 

- Exercise behaviour  

  was defined as  

  participating in  

  at least 20 minutes  

  of continuous  

  aerobic exercise 

  at least 3 times   

  per week. 

- Efficacy expectations exert an influence on people‘s 

adherence to regular exercise 

- Self–efficacy not only directly influenced exercise 

behaviour but also indirectly influenced through outcome 

expectations 

- Outcome expectations had a significant effect on exercise 

behaviour independently from self-efficacy 

- Age and gender both indirectly influenced exercise via self-

efficacy and outcome expectations 

- Mental and physical health significantly related to self-

efficacy expectations  

Resnick 

(2001a) 

To test the 

hypothesized model 

of the relationship 

between mental 

health, physical 

health, self-efficacy 

and overall activity 

n = 175  

Mean age 

± SD = 86 

± 5.7  

Continuing 

care 

retirement 

community, 

USA. 

Interview 

Cross-

section 

-Yale Physical  

Activity Survey 

(YPAS) 

-The SEE 

-The OEE 

- Self–efficacy expectations influenced outcome   

expectations and directly influence overall activity 

- Outcome expectation had a slightly stronger impact on 

activity compared to self-efficacy 

- Age, mental health indirectly influenced activity through 

self-efficacy and outcome expectations 

- No significant correlation between gender and activity 

Resnick 

(2001b) 

To test a model of 

exercise behaviour  

n = 201 

Mean age 

± SD = 85 

± 6.1 

Continuing 

care 

retirement 

community, 

USA 

Interview 

Cross-

section 

- The SEE 

- The OEE 

- Exercise behaviour   

  was defined as  

  above. 

- Self–efficacy and outcome expectations were significantly 

associated with exercise behaviour 

- Outcome expectations had an independent and significant 

relationship with current exercise behaviour 

- Health status (mental and physical health and chronic 

illness), gender and age were all indirectly associated with 

current exercise through self–efficacy and outcome 

expectations 
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Table 2.2. Summary of Studies on Functional Status, Self-efficacy and Outcome Expectations (Con’t)  

Authors Objectives Sample Settings Designs Measures Major Results 
Resnick 

(2001c) 

To test a model of exercise 

behaviour 

n = 175 

Mean age 

± SD = 86 

± 5.7 

Continuing 

care 

retirement 

community, 

USA. 

Interview 

Cross-

section 

- The SEE 

- The OEE 

- The YPAS 

- Physical health, self-efficacy and outcome 

expectations are directly associated with exercise 

behaviour 

- Age and mental health were indirectly related to 

exercise through self–efficacy and outcome 

expectations 

Rejeski et 

al. (2001) 

To explore the 30-month 

prospective relationships 

between self-efficacy beliefs 

for functional tasks, declines 

in performance-related  

function and self-reported 

disability  

n = 480 

mean age 

± SD = 

71.8 ± 5.0 

Community 

settings, 

USA 

Surveys/ 

Longitudinal 

study over 

30 months 

period 

- Stair climb task 

- Self-report 

disability 

- Knee pain scale 

- Knee strength 

- Self-efficacy 

measure 

-  The baseline self-efficacy was the major predictor in 

the functional decline and disability in 30 months 

follow-up 

-   Self-efficacy was most important to functional 

decline in older people when they were challenged 

by muscular weakness in the lower extremities 

-   Depression was related to number of months of 

disabling musculoskeletal pain 

Rejeski & 

Focht 

(2002) 

Review article on conceptual 

models on physical disability 

that suggests including self-

efficacy beliefs and physical 

symptoms into the main 

pathway of the disablement 

process 

15 

references  

   - Targeting psychological and specific needs (e.g. 

pain) to meet physical activities. This can also be 

related to activity challenges that enable participants 

to recognise their capacities (self–efficacy) in 

physical functioning through day-to-day living 

Fortinsky 

et al. 

(2002) 

To test the hypothesis that 

hospitalised hip fracture 

patients with greater reported 

self-efficacy for conducting 

rehabilitation therapy would 

have a greater likelihood of 

recovering to pre-fracture 

levels of physical function 

N=24 

Mean age 

± SD = 79  

Orthopaedic 

units, two 

hospitals, 

USA 

Longitudinal 

design  over  

6 months 

- The rehabilitation  

  therapy self-efficacy 

- FIM 

- The Center for  

  Epidemiological 

studies- 

  Depression (CES-D) 

 

- Patients with higher self-efficacy had a greater 

likelihood of functional recovery, controlling for pre-

fracture functional level 
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Table 2.2. Summary of Studies on Functional Status, Self-efficacy and Outcome Expectations (Con’t)  

Authors Objectives Sample Settings Designs Measures Major Results 
Resnick 

(2002a) 

To test the feasibility of 

the intervention (Walk; 

Address pain, fear, 

fatigue during exercise; 

Learn about exercise; 

Cue by self-modelling) 

and determine its effects 

on efficacy expectations 

and exercise activity 

n = 17 

women 

Mean age 

± SD = 88 

± 3.7 

Continuing 

care 

retirement 

community, 

USA. 

Experime

ntal pre-

post test 

design/ 

randomly 

assigned  

- The SEE 

- The OEE 

- The YPAS 

- Exercise behaviour    

  was recorded the  

   number of hours  

   perform aerobic  

   exercise. 

- People who were exposed to the WALC (Walk; Address 

pain, fear, fatigue during exercise; Learn about exercise; 

Cue by self-modelling) program had greater levels of 

efficacy related to exercising and had better overall activity 

- Outcome expectations increased through the program in the 

intervention group and had a certain level of influence on 

overall activity  

- Pain could be decreased through intervention program and 

thus indirectly influence overall activity 

Resnick 

(2002b) 

To better understand the 

relationships between 

efficacy beliefs, 

motivation and 

behaviour 

n = 77 

Mean age 

± SD = 78 

± 7.2 

Inpatient 

geriatric 

rehabilitation 

unit, USA. 

Naturalis-

tic study 

 - Efficacy expectations influence individual‘s motivation and 

behaviour to participant in programs 

- Outcome expectations played an important role in 

functional performance  

- Pain had an impact on self-efficacy related to functional 

performance 

Resnick 

(2002c) 

Review article on the 

impact of self-efficacy 

and outcome 

expectations on 

functional activities 

26 

references 

   - Self-efficacy and outcome expectations had a significant 

impact on functional recovery 

- The Self-efficacy for Functional Activities and Outcome 

Expectations for Functional Activities scales can be used to 

evaluate efficacy expectations and help practitioners 

develop a plan of care to improve motivation and behaviour  

Resnick 

etal. 

(2002) 

To test the relationship 

among social support 

types related to exercise, 

self-efficacy, outcome 

expectations and 

exercise behaviour 

n = 74 

Mean age 

± SD = 

85.6 ± 5.5 

Continuing 

care 

retirement 

community, 

USA. 

Interview 

Cross-

section 

- The SEE 

- The OEE 

- Social support for  

  exercise habits 

scale 

- Friend support had a direct influence on self-efficacy 

related to exercise 

- Friend support had an indirect influence on exercise 

behaviour through self-efficacy 

- Self-efficacy directly influenced outcome expectations and 

exercise behaviour 

- Self-efficacy had an indirect influence on exercise 

behaviour through outcome expectations 

- Outcome expectations and age directly influenced exercise 

behaviour  
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Table 2.2. Summary of Studies on Functional Status, Self-efficacy and Outcome Expectations (Con’t)  

Authors Objectives Sample Settings Designs Measures Major Results 

Resnick 

& Nigg 

(2003) 

To test a theoretical 

model of exercise 

behaviour 

n = 179 

Mean age 

± SD = 

85.1 ± 7.1 

Continuing 

care 

retirement 

community, 

USA. 

Interview 

Cross-section 

- The SEE 

- The OEE 

- Exercise was recorded 

  as participating in at  

  least 20 minutes of  

  continuous exercise at  

  least 3 times per week. 

- Self-efficacy and outcome expectations had a direct 

relationship to exercise behaviour 

- Physical and mental health status indirectly influenced 

exercise behaviour through self-efficacy and outcome 

expectations 

- Gender and age were not significantly related to self-

efficacy and exercise behaviour   

Resnick 

(2004) 

To examine the 

longitudinal changes in 

self-efficacy and 

outcome expectations 

for exercise and the 

impact on maintaining 

regular exercise  

n = 78 

Mean age 

± SD = 86 

± 5.7 

Continuing 

care 

retirement 

community, 

USA. 

Surveys/ 

Longitudinal 

study over 4 

year period 

 

- The SEE 

- The OEE 

- The YPAS 

- Exercise behaviour was 

   defined as 20 minutes    

   of physical activity at  

   least 3 times per week.   

- Self-efficacy expectations, outcome expectations and 

physical health directly and indirectly impacted on 

maintaining regular exercise  

- Participants decreased their self-efficacy and tended to 

have less regular exercise as the study went on 

- Gender and mental health had limited and inconsistent 

influences on maintenance of exercise 

- Age only had minimal influence on outcome 

expectations 

Allison 

& Keller 

(2004) 

To determine the 

effectiveness of a self-

efficacy intervention 

designed to improve 

self-efficacy and 

physical activity 

n = 83  

Mean age 

± SD = 72 

± 4.4 

Medical 

centre, USA. 

Experimental 

pre-post test 

design/ 

randomly 

assigned  

- Self-efficacy  

  Expectations (SES) 

- The PASE 

- The 6MWT 

- The self-efficacy intervention did not have a direct 

influence on participants‘ self-efficacy for physical 

activities 

- Self-efficacy increased over the period in three 

groups, especially intervention group 

- There was an indirect relationship between self-

efficacy and physical activity 

Resnick 

et al. 

(2007) 

To describe selected 

intra- and interpersonal 

factors that influence 

exercise behaviour in 

women post hip 

fracture 

n = 209  

Mean age 

± SD = 81 

± 6.9 

Six 

hospitals, 

USA 

Experimental 

pre-post test 

design/ 

randomly 

assigned / 

longitudinal 

study over 1 

year period 

- The SEE 

- The OEE 

- SF-36  

-  The Social Support for 

Exercise Habits Scale 

- CES-D 

-  The stage of change 

Questionnaire 

- Self-efficacy and social support related to outcome 

expectations 

- Self-efficacy was positively associated with physical 

exercise 

- Age related to outcome expectation negatively and 

had a limited, indirect relationship with exercise 

behaviour  
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Table 2.2. Summary of Studies on Functional Status, Self-efficacy and Outcome Expectations (Con’t)  

Authors Objectives Sample Settings Designs Measures Major Results 

Resnick 

et al. 

(2007) 

To test the impact of a 

self-efficacy-based 

intervention, the exercise 

plus program, and the 

different components of 

the intervention: self-

efficacy, outcome 

expectation and exercise 

behaviour among older 

women post-hip fracture 

n = 209  

Mean 

age ± SD 

= 81 ± 

6.9 

Six 

hospitals, 

USA 

Experimental 

pre-post test 

design/ 

randomly 

assigned / 

longitudinal 

study over 1 

year period 

 

- The self-efficacy for 

walking/exercise 

scales 

- The OEE 

- The YPAS 

- The Step Activity 

Monitor (SAM) 

- Older women had a greater increase in their self-

efficacy and outcome expectations in the treatment 

group compared to control group; however, the 

difference was not significant 

- Older women with more time spent exercising had 

greater exposure to self-efficacy intervention 

programs 

Resnick 

et al. 

(2007) 

To test a self-efficacy-

based model to explain 

exercise behaviour after 

hip fracture 

n = 389  

Mean 

age ± SD 

= 83.2 ± 

6.9 

Twelve 

acute care 

facilities, 

USA 

Experimental 

pre-post test 

design/ 

randomly 

assigned/2 

months 

follow up 

- The SEE 

- The OEE 

- SF-36  

- GDS 

- CES-D 

-The YPAS 

- Women from two exercise groups reported 

moderately high self-efficacy and outcome 

expectation for exercise 

- Age negatively influenced outcome expectation for 

exercise 

- Depression indirectly related to outcome expectation 

through self-efficacy 

- Self-efficacy consistently influenced exercise 

behaviours in women from two exercise groups 

- Age, pain, physical and mental health, outcome 

expectation and depression did not directly influence 

exercise behaviours 

Inguito 

(2008) 

To test the impact of the 

Exercise Plus Program on 

long-term adherence to 

regular exercise in older 

women post hip fracture  

n = 101  

Mean 

age ± SD 

= 80 ± 

7.6 

Community 

settings, 

USA 

Telephone 

interview 

Cross-section 

- The SEE 

- The OEE 

- Numeric pain  rating  

  scale  

-  The Social Support for 

Exercise Habits Scale 

- Self-efficacy, pain and social support for exercise 

explained 32% of the variance in exercise behaviour 
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Functional status, self-efficacy, outcome expectations and gender  

Regardless of whether self-efficacy and outcome expectations can enhance personal 

functional status, other factors which affect individual efficacy perception should also 

be taken into account, such as demographic factors. There is no single or 

straightforward explanations of the relationship between gender, self-efficacy, 

outcome expectations and functional status; they appear to be very situation-specific. 

Nine papers testing gender and functional status were reviewed and some studies have 

shown that self–efficacy has been a mediator between variables. Gender is found to be 

significantly associated with self-efficacy expectations, and males are more likely to 

have stronger self-efficacy expectations related to exercise (Morris, 2008; Resnick, 

2001b; Resnick et al., 2000). Resnick suggests that this is likely to be due to past 

experiences in exercise being more favourable for men in comparison to women.  

 

However, gender shows a limited and inconsistent influence on self-efficacy and 

maintenance of exercise (Resnick, 2004). There is a sporadic relationship between 

gender and exercise through self-efficacy in Resnick‘s longitudinal study (2004). 

Nevertheless, several other studies reported that gender does not affect an individual‘s 

self-efficacy and has no effect on mediating functional status and exercise behaviour 

(Resnick, 2000, 2001a; Resnick & Nigg, 2003; Resnick & Pasco, 1998). In looking at 

the specific group of older patients with orthopaedic events, Resnick (1998a) noted 

that gender does not significantly predict any of the four efficacy beliefs (e.g., 

performance of activity, verbal encouragement, role models and physiological 

feedback like pain, fatigue or anxiety) with regard to functional status. 

 

Finally, limitations appear in many of Resnick‘s studies which used samples of older 

Caucasian women and did not take into account men and non-Caucasian people who 

will soon become a major part of the older population in North America, Australia 

and elsewhere. An inadvertent bias is also apparent as the life expectancy of women is 

longer than men in many countries. Resnick (2001a, 2001b) acknowledged these 

―sample specific‖ limitations that may not necessarily be representative of patients in 

need of self–efficacy assistance and guidance in relationship to health matters. 

Resnick et al. (2000) recommend further research to confirm the impact of gender on 

functional status in older people. There is a need to better understand the way in 
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which gender influences individual self-efficacy and functional status, as this would 

assist health carers to better assess patients‘ needs.    

 

Functional status, self-efficacy, outcome expectations and age  

Age had been recognised as an intermediary factor in the importance of modelling for 

social learning (Bandura, 1986, 1994), but there is no decisive or clear association 

among age, self-efficacy, and outcome expectations related to functional status. 

Thirteen studies were reviewed to explore age, self-efficacy and functional status.  

 

There is a negative link between age, self-efficacy, outcome expectancy and exercise 

behaviour (Conn, 1998; Resnick, 2001a, 2001b, 2001c; Resnick, Orwig, D'Adamo et 

al., 2007; Resnick, Orwig, Hawkes et al., 2007; Resnick et al., 2000; Simonsick, 

Guralnik, & Fried, 1999). Age has been singled out as the only variable to directly 

influence outcome expectations (Resnick, 2001a, 2001c; Resnick, Orwig, D'Adamo et 

al., 2007; Resnick, Orwig, Hawkes et al., 2007) and indirectly influence exercise 

behaviour via self–efficacy and outcome behaviours (Conn, 1998; Resnick, 2001b; 

Resnick, Orwig, D'Adamo et al., 2007; Resnick et al., 2000). People who have higher 

self–efficacy expectations and are younger have higher outcome expectations related 

to exercise. Conn (1998) also notes that age has a negative and direct relationship 

with exercise behaviour. However, Resnick et al. (2002) found that the oldest old 

people tend to exercise more compared to young old people. However, age only 

accounted for a small amount of influence in outcome expectations (Conn, 1998; 

Resnick, 2001c; Resnick, Orwig, D'Adamo et al., 2007; Resnick, Orwig, Hawkes et 

al., 2007). Resnick‘s longitudinal study (2004; 2007) had weaker findings, showing 

that age has low, inconsistent correlations with outcome expectation. All of these 

studies support the idea that advanced age is related to lower efficacy beliefs and is 

indirectly linked to poor functional status. On the other hand, age does not appear to 

significantly affect functional status, or any of the four efficacy beliefs with regard to 

health behaviour (Resnick, 1998a, 2000; Resnick & Nigg, 2003; Resnick & Pasco, 

1998). Self-efficacy and outcome expectations toward functional status do not decline 

with age in these studies.  
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One theme raised by these studies is that social issues and cultural attachments may 

affect individual self-efficacy and motivation related to functional status. Studies by 

Resnick (2000) and Resnick and Pasco (1998) identified this connection, but did not 

fully explain the link to functional status and expand on these points as their studies 

had a particular focus. Resnick (1991) claims that social norms are important in 

connection with a patient‘s motivation and this could affect the will to participate in 

exercises. Conn (1998) also points out that age should be examined as a predictor of 

functional status in older people at different ages. Older people may use age as a 

contextual reference in relationship to health behaviour. There is a necessity for a 

deeper analyses of different generations, such as adults aged 65-74, adults aged 75-84 

and adults aged > 85 that consider different individual social and cultural aspects.  

 

Functional status and pain 

Pain is an unpleasant sensation and acts as an important signal for malfunctioning or 

endangering of the human body (Mitchell & Condon, 2005). Pain consists of both 

physical and emotional aspects and can be viewed as the greatest cause of physical 

activity disturbance. It is one of the most common complaints in populations aged 65 

years and over that are most affected by joint disease and mobility problems, 

especially with patients following surgery. As Robinson (1999) points out, pain and 

functional disability are major problems for patients with hip fractures.  

 

There is a large body of recent research into the prevalence of pain, mechanisms of 

pain, pain management and improved techniques for pain control; however, the 

consequences of pain related to functional status in older people have been largely 

excluded from pain studies. It is an understudied problem in older populations 

(Higgins, Madjar, & Walton, 2004) for a number of possible reasons, including a) 

older persons regard pain as a normal process of ageing (Seomun, Chang, Lee, Lee, & 

Shin, 2006), b) older persons have cognitive impairment (Higgins et al., 2004), and c) 

older persons are possibly being forgotten by nursing staff due to busy schedules and 

workloads (Higgins et al., 2004). As a result, our knowledge about functional status 

and pain in older people is limited. Nine studies were found that discuss pain and 

functional status. 
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Klinger et al. (1999) describe the adaptations in daily activities due to pain for 

osteoarthritis patients (n = 30; mean age ± SD = 76 ± 6.5). The Western Ontario and 

McMaster Universities Osteoarthritis Index (WOMAC) was used to measure 

participant‘s pain and functional disability. The results show that participants adapt 

nearly half of their daily activities to cope with hip or knee pain from osteoarthritis: 

for example, changing the way an activity is performed, stopping the performance of 

an activity and decreasing the frequency of the activity. Seomun et al. (2006) 

similarly report such findings in 16 people (mean age = 74), through a qualitative 

study in South Korea. They show that people need to modify their daily activities and 

limit activities to avoid pain. Individuals who experience more pain and adapted more 

activities are seen as more depressed (Klinger et al., 1999), which further affects 

physical disability levels over time (Penninx, Leveille, Ferrucci, Van Eijk, & Guralnik, 

1999). The greater the pain individuals feel, the greater the prevalence of functional 

difficulty and depression. This finding supports the sequelae outlined where disease 

causes pain, pain causes depression, and depression further sensitises individuals‘ 

feelings of pain (Harkins, 1996). However, Lamb et al. (2000) examined 769 women 

(mean age ± SD = 77.8 ± 7.9) with knee pain and found that only persons with severe 

pain are affected in their functional abilities. They explained that persons with 

moderate pain are only affected when walking fast paced, as they often adopt gait 

patterns which protect ligaments and joint structures from movement, such as taking 

shorter steps and walking slowly.  

 

In a representative sample of community residents in Britain (n = 3,341), Dawson et 

al. (2004) found that the overall prevalence of having either hip or knee pain is 40.7%, 

with higher representation within the female population who have a hip or knee 

replacements. As the number of symptomatic hip and knee joints that are affected 

increase, the degree of pain, the physical function and role limitation due to physical 

problems become worse. The authors concluded that without hip and knee pain 

symptoms, older people may have reasonable general health status and enjoy their life 

more. Dawson et al. (2005) extended their 2004 study to 1,305 people who had 

experienced hip or knee pain for one year to investigate the impact of persistent hip or 

knee pain on older adults‘ overall health status. The persons who had persistent pain 

in this study had poorer health status compared to the non-persistent pain group. The 



41 

 

overall health status of those with persistent pain deteriorated over the study period. 

Similarly, Nagano et al. (2003) examined functional performance (timed ―up and go‖ 

test), functional reach and gait in two groups of older people (mean age = 79.8) with 

or without knee pain in the community. In the group aged between 65 and 79 years 

old, older people with knee pain took more time to perform an ―up and go‖ test. 

However, there was no significant difference between older people with or without 

knee pain in the group aged over 80 years. Knee pain seemed only to affect the gait 

and functional movement in young older people, not the oldest old.    

 

Regarding post-operation pain, Williams et al. (2006) examined 270 older people 

(mean age = 80) post hip fracture for 12 months with Numeric Rating Scale (NRS) 

used to measure pain intensity. Pain was a significant factors related to instrumental 

activities of daily living and social activities at 12 months after discharge from 

hospital. The increasing level of pain between 6 and 12 months had a relationship 

with concurrent decreases in functional ability, which also partly resulted from 

depressive symptoms and physical ability of rapid gait speed. A cross-section study 

(Inguito, 2008) examined long-term adherence to regular exercise among 101 older 

women (mean age ± SD = 80 ± 7.6) post hip fracture between 14 to 48 months. Pain 

was found to significantly influence individual exercise behaviour and the author 

suggests that alleviating pain could improve older people‘s long-term adherence to 

regular exercise.     

 

Another subject related to pain is how it is perceived, or how people are more prone 

to fear pain than actually experience pain in certain situations. Resnick (2002a) note a 

similar fear of pain (either real or imagined, which resulted in exacerbation of 

symptom pain) as an impediment to the performance of health activities.  

 

The majority of the papers discussed above were conducted with patients suffering 

from arthritis in community settings in the USA. Little is known about pain and 

functional status in older people occurring after orthopaedic surgery, except from the 

Williams‘s (2006) and Inguito‘s (2008) studies. Moreover, the findings of these 

studies are limited by their descriptive designs and do not give in-depth information 

of the nature of correlation between pain and functional status with regard to length of 
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time for observations. Additionally, it would appear that cultural and social issues 

(e.g., individual QoL and demographic factors) of a wider scope have not been 

addressed and this requires further research.  

 

Functional status, self-efficacy, outcome expectations and pain 

Research evidence shows that self-efficacy has been identified as a significant 

predictor in individual pain coping mechanisms (Marks, 2001), as having the greatest 

impact on the prediction of pain (Turner, Ersek, & Kemp, 2005), and as influencing 

adjustment to pain-related disability (Barry, Guo, Kerns, Duong, & Reid, 2003; 

Turner et al., 2005). Self-efficacy may not significantly alter individual pain levels, 

but may instead alter individuals‘ perceptions of their pain-related condition and it 

may further change attitudes toward painful sensations (Bandura, 1977). O‘Leary 

(1985, p. 443) points out that ―perceived self-efficacy to manage pain may be closely 

related to the cognitions that mediate a placebo response‖. Self-efficacy allows 

individuals to feel confident in their ability to overcome pain and thus improve their 

functional status.  

 

Ten papers were assessed and six studies stressed that self-efficacy may be predictive 

of several key outcomes in participants with chronic pain in community settings in the 

USA. Only, two specifically considered outcome expectations (Resnick, 1999a; 

Resnick & Spellbring, 2000). Barry et al. (2003) and Turner, Ersek and Kemp (2005) 

examined 1,045 veterans (mean age ± SD = 75.4 ± 5.1) and 140 residents (mean age ± 

SD = 81.7 ± 6.3), using functional self-efficacy and the modified eight-item Arthritis 

Self-efficacy Scale separately. Both these studies reported that self-efficacy is 

negatively associated with pain-related disability (Barry et al.2003; Turner et al., 2005) 

and positively with pain coping strategies (Turner et al., 2005). Self-efficacy plays an 

important factor in managing pain in older adults. The relationship remains highly 

significant even after adjustment for potential confounders (e.g., age, depression, the 

level of pain) (Barry et al., 2003). Pain-related disability is also found to be strongly 

linked with pain intensity. This outcome is reinforced by Rejeski et al. (2001) who 

noted that self-efficacy beliefs measured by Self-efficacy Scale are essential factors in 

understanding functional decline in older patients with knee pain (n = 480; mean age 

± SD = 71.8 ± 5.0). In this longitudinal study, the occurrence of pain was related to 
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low self-efficacy toward functional ability and depressive symptoms. Although the 

results in Barry et al‘s study (2003) have high correlation, it is not clear how 

functional self-efficacy influenced pain-related disability due to the cross-sectional 

study design. Rejeski et al. (2001) and Turner et al. (2005) also argue that there are 

other considerations in the way self-efficacy helped in managing individuals‘ pain, 

such as psychological factors (e.g., depression). More research is needed to assist in 

understanding the relationship of self-efficacy and outcome expectations for 

managing pain and self-efficacy and outcome expectations for functional status, and 

how these are related to changes in physical and psychosocial functioning over time. 

 

Moreover, in both of Resnick‘s qualitative papers (Resnick, 1999a; Resnick & 

Spellbring, 2000) that explored functional status and motivation in older patients, 

unpleasant sensations (e.g., pain) associated with interventions are mentioned as 

problems that will detract from patients‘ willingness to continue with functional 

activities. The authors speculate that motivation may be decreased through self-

efficacy expectations from unpleasant sensations associated with activities. This idea 

is supported by another of Resnick‘s papers (2000), which suggests that pain plays a 

vital role in an individual‘s beliefs about the capacity to exercise.  

 

The nature of the underlying orthopaedic disease process was a feature of a cross-

section study that examined 5,500 community residents with the 36 Short Form 

Health Survey (SF-36) in the UK (Linsell et al., 2006). This paper found that the 

prevalence of pain in older people with hip and knee replacement (arthroplasty) 

compared to people without arthroplasty is 62.5% and 36.5% respectively. People 

with arthroplasty are more susceptible to physical dysfunction and physical role 

limitation. They require significantly higher health and social care assistance than 

other people. Hence, more attention needs to be paid to investigating functional status, 

self-efficacy and pain perception in this particular group. 

 

Resnick (1998a) conducted an experimental pre-post test in older patients following 

an orthopaedic event. Although no significant relationship between overall pain and 

self-efficacy was shown, the treatment group had less pain, stronger self-efficacy and 

greater participation in the rehabilitation program post-discharge and outcome 
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expectation was a better predictor of participation in exercise. She explains that the 

results are due to the way that pain was measured in this study. Pain is subjectively 

interpreted (Bandura, 1986); therefore it may be how individuals interpret pain rather 

than the actual pain itself that influences efficacy beliefs and performance. Although 

this study was well designed to address pain problems in orthopaedic patients, it is 

limited by the amount of observation of patients‘ post-discharge from hospitals.   

 

During the rehabilitation process, pain may be interpreted as an inevitable aspect of 

the progression or change within the body. This issue is indirectly mentioned by 

Resnick (2002a). Participants do not necessarily associate pain with worsening 

situations: they do not interpret pain as a bad sign and may relate it to maintaining 

their own efficacy beliefs. Geelan and Soons (1996) note that physical pain can be 

viewed as a gain as opposed to a detraction within the field of rehabilitation; tolerance 

of pain could increase the chances of a beneficial outcome. For example, the 

symptoms of discomfort (pain or niggling feeling) from exercise within a 

rehabilitation process may make patients feel that their efforts are having the desired 

effect and result in better outcomes.  

 

The theory of self-efficacy has been widely researched in community residents with 

chronic pain as a strategy to deal with pain, but there is still limited research on the 

specific group of older patients following an orthopaedic event in geriatric 

rehabilitation units. Turner, Ersek and Kemp (2005) point out that further research is 

needed to include different older populations with pain to generalise the study 

findings. Moreover, in most of Resnick‘s studies (Resnick, 1999a; Resnick & 

Spellbring, 2000), the focus was on the individual‘s health status rather than the 

symptom of pain. Only one study (Resnick, 2000) examined pain as an independent 

variable. There is a need for research to extend the examination of pain as a major 

variable and investigate the relationship with self-efficacy, outcome expectations and 

functional status over certain time periods. Furthermore, most studies were conducted 

in the USA, except Linsell‘s study (2006) which was investigated in the UK, and did 

not include self-efficacy in the measurable outcomes. There is a need to pay attention 

to how psychological factors (e.g., self-efficacy and outcome expectations) influence 
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personal perception of pain and functional status among Australian patients following 

orthopaedic events. 

 

Functional status and depression 

Psychological states can influence individuals‘ functional status in response to poor 

motivation to engage in daily activities, or lack of energy to be physically active. 

Depression has been noted as the most common psychological disorder in later life. It 

has consistently been associated with physical disabilities in older adults. Penninx 

(1999) states that it is important to identify depression as a risk factor for physical 

disability among older people as depression often remains unrecognised by clinical 

and family members. Eight papers were reviewed to explore functional status and 

depression.  

 

Lenze, Rogers, Martire and Mulsant (2001) undertook a literature review of 

depression and anxiety and described the relationship between depression and 

physical disability among older populations. Their report indicates that depression is 

an independent risk factor for disability and is associated with high levels of disability. 

Disability was also found to be a risk factor for depression. This idea is supported by 

Penninx et al. (1999) who examined the effect of depression on physical disability in 

6,247 older people (mean age ± SD = 72.8 ± 5.9) for six years. The risk of disability 

had a positive relationship with depression; that is, depression was associated with 

67% of disabilities in daily activities and 73% of mobility disability. Disability also 

resulted from decreased individual physical activity and social interaction through 

depressive symptoms. Similarly, the study of Blumstein et al. (2004) investigated 

oldest old people (aged 80 years and over) during 1989-1992 and found that 

participants with fewer depressive symptoms had better physical and mental 

functioning. They were more likely to interact with their children.   

 

Depression appears to be attributable to physical decline and can be used to predict 

decline in physical performance for older people. Penninx et al. (1998a) investigated 

1,286 community residents (mean age ± SD = 77.7 ± 4.9) in 1988-1992, and showed 

that depression is a powerful predictor of a decline in physical performance. Similarly, 

Mehta, Yaffe and Covinsky (2002) investigated 5,694 community residents (mean age 
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= 77) for 2 years and found that cognitive impairment and depressive symptoms are 

independent predictors in ADL decline. Both cognitive impairment and depressive 

symptoms can coalesce to magnify physical disability. Hence, older patients who 

have their mood improved also increase their physical functioning. As well, Penninx 

et al. (1998a) demonstrated that poor physical ability is a risk factor associated with 

depressive symptoms. The findings from the above four longitudinal studies support 

each other and imply that depression and poor physical ability are mutually 

reinforcing, and affect the physical and psychological health of some older people. 

 

Similar results were found by van den Brink et al. (2006), in a study that examined 

723 older men from three European countries over five years and used self-rating 

depression scale (SDS) to measure depressive symptoms. They demonstrated that the 

hierarchic severity level and sum scores of disabilities (numbers of disabilities) were 

predictors in depressive symptoms, especially the hierarchic severity level which was 

distinguished by instrumental activities, mobility and basic activities of daily living. 

The current disability status was also a stronger predictor of depressive symptoms. 

This result is corroborated by Yang and George (2005) who employed the Centre for 

Epidemiologic Studies Depression Scale (CES-D score) in 1,300 older people. They 

found that functional disability reflected loss of personal physical functioning, 

consequently leading to increments in depressive symptoms. As Bruce et al. (1994, p. 

1796) suggest, ―both depressive symptoms and physical disability can initiate a 

spiralling decline in physical and psychological health‖. 

 

Only one study focused on the relationship between depression and functional 

activities in patients following orthopaedic events (Fredman, Hawkes, Black, 

Bertraund, & Magaziner, 2006); it found a negative relationship between functional 

ability and depressive symptoms during the recovery process. This study measured 

functional outcomes by participants rating their performance based on how much 

assistance they believed they received. This tool may not reflect the participants‘ 

confidence in their capacity to perform tasks. There is a need for design studies that 

use instruments to measure functional ability in terms of what participants believe 

they can do rather than in terms of what they cannot do. Moreover, Penninx et al. 

(1998b) and Bruce et al. (1994) acknowledge the possibility of a self–efficacy 
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development and enhancement intervention improving the functional ability of older 

people.  

 

Functional status, self-efficacy, outcome expectations and depression 

Psychological or emotional states are a part of four major sources, such as mastery 

experiences, vicarious experiences, social persuasion and physiological and emotional 

states, in forming personal self-efficacy and outcome expectations. According to 

Bandura (1997), individuals with high perceived self-efficacy are more likely to have 

fewer depressive symptoms and better health status. Through a review of eight papers, 

the relationship between self–efficacy and outcome expectations and depression in 

older people is not necessarily straightforward or well explained. Some studies 

support linkages between depression, self–efficacy, outcome expectations and 

functional status for older patients (e.g. Davis-Berman, 2001; Turner et al., 2005). 

Others remain unclear and have vague dimensions in defining a linkage due to 

complicating factors (e.g. Resnick & Pasco, 1998; Simonsick et al., 1999). 

 

Turner, Ersek and Kemp (2005) examined 140 community residents and explain that 

patients with higher levels of self–efficacy have significantly fewer physical 

disabilities and depressive symptoms. They argue that strengthening self–efficacy 

levels reduces the incidence of depression and improves overall activity. Davis–

Berman (2001) investigated 200 community residents (mean age = 81.1) and showed 

that physical self–efficacy is a more powerful predictor of depressive symptoms as 

opposed to physical status. Davis–Berman also suggests that physical self–efficacy 

correlates more with subjective health factors (e.g., health status and activity level 

ratings) than with objective physical factors (e.g., number of physical problems and 

number of physician visits).  

 

Moreover, Resnick (2001b) found that mental health is indirectly associated with 

exercise through self-efficacy and outcome expectations. She suggests that dealing 

with or treating depression may directly strengthen self-efficacy and outcome 

expectations related to exercise behaviour. However, the findings are limited with the 

major focus on mental health, measured by SF-12. The other study by Resnick 

(Resnick, Orwig, Hawkes et al., 2007) focused on depression itself as an influencing 



48 

 

factor, which had an inconsistent finding. Resnick et.al. (2007) demonstrated that 

depression had a negative relationship with outcome expectations for exercise through 

self-efficacy in one exercise group (BHS-5); however, the other group (BHS-4) 

showed that mental health status indirectly affected outcome expectation for exercise 

through self-efficacy. This study examined a community-based cohort of healthy 

older adults (without any medical problem prior to study), and hence offered a limited 

inclusion of older people with existing depressive symptoms who may need more 

reinforcement and encouragement in relation to their confidence toward functional 

status. Further research needs to include populations with depressive symptoms and 

concentrate on testing specific diagnoses (e.g., depression) in older populations.   

 

Only a few papers looked at the relationship between depression, self-efficacy and 

functional activity in older people with orthopaedic events (Fredman et al., 2006; 

Kurlowicz, 1998; Resnick & Pasco, 1998). Kurlowicz (1998) investigated the effects 

of perceived self-efficacy and functional ability on depressive symptoms in 76 people 

(mean age ± SD = 72.3 ± 5.1) after major elective surgery. The data were collected in 

two time phases: four-to-five days post-surgery and six weeks after surgery. 

Kurlowicz pointed out that depressive symptoms have a negative influence on 

personal perceived self-efficacy and functional ability. A decrease in functional 

ability following surgery has been linked with the persistence of depressive symptoms 

in some older patients. The study highlights that emotional distress in older people 

with functional decline after elective surgery needs to be taken into account in their 

care. However, the authors suggest that further research needs to extend and 

determine the important role of self-efficacy in the post-operative period and into its 

continuous influence on the incidence of depression, as well as functional ability.   

 

In addition, Fredman et al. (2006) used positive effects instead of self-efficacy beliefs  

in combining the Centre for Epidemiologic Studies Depression Scale (CES-D) to 

examine the relationship between functional recovery, depression and positive effects 

in 804 older people (mean age  = 79.7) with hip fracture for two years. Participants 

with high positive affect were able to achieve their maximum improvement and 

higher levels of functioning than those with high levels of depressive symptoms. 

Another study by Resnick and Pasco (1998) focused on depression as an independent 
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variable and could not find a clear link between depression and functional stattus, 

although there was a significant correlation between depression and motivation. They 

suggest that depression may indirectly affect functional status through motivation. 

The findings were limited by sample size (n = 44) and convenience sampling.  

 

Some papers express differing viewpoints about the idea that mental and physical 

health influence self–efficacy expectations, outcome expectations and depression, 

which can be related to exercise and activity in older people. Simonsick, Guralnik and 

Fried (1999) studied 1,002 women with severe disabilities. They argue that it is 

difficult to determine whether it is depression itself or poor physical health causing 

depression that influences activity. They encapsulate the notion of the indeterminate 

nature of depression and its effects on activity levels and health status, stating 

―depressive symptoms often accompany poor health, the extent to which depression 

impacts on activity level, independent of health status, remains unclear‘‘ (Simonsick 

et al., 1999, p. 678). 

 

In summary, all the above studies on depression, functional status, self-efficacy and 

outcome expectations were conducted in the USA. The majority of studies employed 

the Centre for Epidemiologic Studies Depression Scale (CES-D) and Geriatric 

Depression Scale (GDS) to measure participants‘ depression. Only three studies 

specifically related to orthopaedic patients (Fredman et al., 2006; Kurlowicz, 1998; 

Resnick & Pasco, 1998). Close attention needs to be paid to this emotional condition 

through assessing for symptoms among older persons, especially after major surgery.    

 

Quality of Life (QoL) 

There have been numerous studies measuring individual QoL over the past 30 or so 

years (Joyce, Hickey, McGee, & O'Boyle, 2003) and QoL has recently become an 

important issue in health-related areas. QoL is an encompassing term for ideas and 

concepts that are normally complex and difficult to quantify in any way. As there is 

no agreed-upon definition of exactly what constitutes QoL and no universally 

accepted ―gold standard‖ measure, the terms health status, HRQoL and QoL are often 

used interchangeably for many purposes (Berger & Motl, 2001). However, in more 

recent times some authors have tried to suggest there is a difference between HRQoL 
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and QoL. For example, Smith, Avis and Assmann (1999) argue that QoL and health 

status are two different constructs and they should not be used interchangeably. 

HRQoL and health status are either generic or disease-specific (Rejeski & Mihalko, 

2001) and  have a narrower focus in measuring components related to health 

compared to general or overall QoL (Jakobsson, Hallberg, & Westergren, 2004). 

Despite these argued differences, given that the 3 terms are used interchangeably to 

describe the same construct in research literature (Crosby, Kolotkin, & Williams, 

2003) for the purpose of this literature review and study, the term of QoL will be used 

as a broad term indicated by the Wold Health Organisation as incorporating the 

persons‘s physical health, psychological state, level of independence, social 

relationships, personal beliefs and their relationship to their environment (WHO, 

1997).      

 

QoL, functional status, self-efficacy and outcome expectations 

In this section, 16 papers were reviewed in regard to QoL, functional status and self-

efficacy. Only one specifically addressed outcome expectations (Rejeski & Mihalko, 

2001). Historically, most clinical professionals agree that physical therapy enables 

people with chronic diseases to improve their functional status and ultimately their 

overall QoL. It is assumed that enhancement of an individual‘s physical function 

positively relates to his/her QoL and that this relationship is generally consistent 

regardless of age, activity status and health of participants (Rejeski & Mihalko, 2001).  

 

A well considered and designed longitudinal study conducted by Grundy and Bowling 

(1999) administered a structured interview survey for three years to people 85 years 

and over (n = 630) in community settings in Britain. The study examined QoL in 

older people by analysing what proportion of them had cumulative difficulties across 

several domains of QoL and how these factors changed over time, such as physical, 

psychological and social wellbeing. Overall, nearly half of the residents reported 

―good‖ QoL (achieved good scores for at least five out of nine items) and a quarter 

had ―poor‖ QoL (achieved poor scores for at least five out of nine items). The group 

with ―poor‖ QoL had difficulty with ADLs, had more health problems and less life 

satisfaction compared to the other group. The group with ―good‖ QoL tended to have 

regular outdoor activities and hobbies. They concluded that participants with low QoL 



51 

 

seem to have poor physical health, mental health, smaller social networks, loneliness 

and recent adverse life events. Likewise, Bergland and Narum (2007) investigated the 

concept of QoL with older people 75 years and over in Norway and discovered what 

made participants think was good QoL for them. The findings showed that the 

importance of good social functioning and good health were mentioned by 82.3% and 

68.8% participants respectively. 

 

Although physical function plays a major part in older people‘s lives and has been an 

objective marker in assessing their health, it is perhaps overstated in its importance 

according to some health workers. Johansson (2003) points out that physical function 

is obviously an important element in QoL, but it is not a necessity or a sufficient 

condition for a high QoL. To maximise understanding of QoL, factors such as 

spirituality, social engagement, connectedness to self, environment and design of 

physical activity programs need to be considered (Johansson, 2003). Lhussier, Watson, 

Reed and Clarke (2005) examined QoL in 355 older people in Britain, using the 

Schedule for the Evaluation of Individual Quality of Life (SEIQoL) to measure 

subjects‘ QoL. The researchers make similar claims about individual QoL being 

unrelated to functional status and found an indirect link between health status and 

QoL. Despite this indirect link between health status and QoL, Lhussier et al. (2005) 

suggest that measurement of QoL could bring valuable insights to evaluating and 

developing more person-centred health services. 

 

Livingston, Watkin, Manela, Rosser and Katona (1998) investigated HRQoL among 

700 older people (mean age = 75.7) in community settings in Britain. QoL was 

measured by the Index of Health-Related Quality of Life (IHQL), which is divided 

into three dimensions (disability, physical discomfort and emotional distress). The 

study found no significant relationship between each of the subscales in IHQL and 

activities of daily living. The results imply that IHQL is not an appropriate tool to 

measure QoL in older people in the community. Therefore, the authors suggest a need 

to develop age-appropriate HRQoL instruments for older populations.     

 

Berger and Motl (2001) looked at QoL from a different angle in their paper, 

presenting QoL as a health enhancement model of physical activity rather than a 
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disease prevention model. They describe the physical and psychological benefits and 

perceptions of physical activity while exercising. People increase QoL through a 

sense of ―feeling better‖, since people generally feel better after exercising. Physical 

activity decreases individual stress, anxiety and depression, but enhances mood status 

(positive self-concept and self-esteem), self-efficacy and QoL (Argyle, 1999; Berger 

& Motl, 2001). The enhancement of self-efficacy in older people in rehabilitation 

programs may have a valuable role and potential to improve individual QoL.  

 

The issue of healthcare delivery models and QoL was dealt with by Stevens et al. 

(2004) who developed the Groningen Orthopedic Exit Strategy (GOES) home-based 

program for total hip and knee arthroplasty patients. They created this study in 

response to the need for shortened waiting lists and shorter hospital stays, which it 

was posited would create financial savings. They questioned how HRQoL would be 

improved if self–efficacy, social support and coping with pain could be manipulated 

through a support program for older patients. Rejeski and Mihalko (2001) argue that 

given an environment conducive to feelings of satisfaction (e.g., individual goal 

setting monitored with self-regulating skills) and the ability to improve participants‘ 

confidence in their functional abilities, these qualities could ultimately be manipulated 

to strengthen people‘s self–efficacy and outcome expectations and enable them to 

enhance their own QoL.  

 

Morris (2008) examined the relationship between physical activities, disablement and 

QoL with 106 residents (mean age ± SD = 85.4 ± 6.5) in a long-term care facility. She 

found that older people with higher self-efficacy had lower functional limitations and 

both these factors contributed to less disability and greater satisfaction with QoL. 

Stretton, Latham, Carter, Lee and Anderson (2006) also examined 243 ―frail‖ older 

people (mean age ± SD = 79 ± 5) with co-morbid illness, functional limitation or a 

recent fall in New Zealand and Australia for 6 months. The majority of participants 

were recruited in their own home. The SF-36 was employed to measure HRQoL in 

this study. The results showed that functional status only has a 25-50% variation 

associated with HRQoL; the more important predictor for both functional status and 

HRQoL is psychological factors, particularly self-efficacy. However, the findings 

could not explain the causal relationship between these variables. The authors also 
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suggest that there is a need to include other instruments to explore the role of 

psychosocial functioning.  

  

The above papers demonstrate the importance and beneficial effects of self-efficacy 

on functional status and QoL. Only two research studies were found that directly 

addressed the question of self-efficacy mediating functional status and QoL in older 

people aged 65 years and over (Morris, 2008; Stretton et al., 2006), with no study 

found that specifically addressed this issue following orthopaedic surgery.    

 

The importance of examining QoL and functional status has been emphasised through 

reviews of different studies. Although various measurement tools are used to assess 

this relationship, results are generally presented consistently; functional status can 

have a positive effect on QoL in direct or indirect ways. However, there is no 

evidence outlining the situation for older people following orthopaedic events, and 

this needs attention in further studies. Additionally, in spite of many positive 

outcomes regarding physical functioning and symptom improvement and inferences 

made of improved QoL, Rejeski and Mihalko (2001) questioned whether such 

changes are acceptable to study participants or whether there is any accompanying 

satisfaction with these improvements to participants. For example, a dimension-

specific instrument (e.g., HRQoL) measures the participants‘ functional ability; 

however, the improvement on functional status may or may not have much meaning 

for participants within the dimensions of particular questions. Rejeski, Brawley and 

Shumaker (1996) recommend therefore that participants‘ perceptions of their overall 

QoL should be taken into account.  

 

Clark and Bowling (1990) point out the problem of QoL researchers asking either 

sensitive or alien questions within some cultural contexts. Some questions may be too 

rigidly fixed and may not encompass the way people may have felt or have 

experienced certain qualities within life. Stewart (1992) argues that the instrument 

should be sensitive enough to measure the important differences or changes in the 

clinical status of QoL. For example, Bowling (1995) argues that the Short-Form-36 

(SF-36) Health Status Scale which has been used throughout Europe and the USA to 

measure QoL may not be suitable for older populations as it pays less attention to the 
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functional ability scale, when functional ability is always heavily emphasised by older 

people. Therefore, instruments should be considered with cross-cultural measures and 

reflecting the individual‘s perceptions or values to enable comparisons in different 

cultural or social groups (Bowling, 1995; Skevington, 2002). 

 

Rejeski and Mihalko (2001) suggest that the mechanism by which physical activity 

creates a change in QoL depends ultimately on the outcome that is of greatest concern 

to the individual older adult. The important issue is not only whether the outcome of 

the activity will be functional, but whether the affected functions are those of greatest 

value to participants (Johansson, 2003). For example, the first and most relevant issue 

for older people following orthopaedic surgery is how they perform certain functional 

activities for daily living. No attention has been paid to functional status and QoL for 

in-patients and out-patients aged 65 years and over following orthopaedic surgery. 

 

Functional status is not an appropriate index for QoL, since people with compromised 

functional ability are still capable of maintaining satisfying lifestyles. Based on the 

review of the literature, it seems that personal values and perception of physical 

function play an important role in moderating the effect that a physical activity 

intervention has on life satisfaction in the particular domain (Rejeski & Mihalko, 

2001). There is a general lack of data that directly addresses the issue of how 

particular mechanisms facilitate the effects of physical activity on improved life 

satisfaction and the strength or direction of this relationship. McAuley and Katula 

(1998) point out that this is a complex area in itself and life satisfaction is not 

attributable to any single psychological, physiological or socio-economic mechanism. 

Rejeski and Mihalko (2001) also suggest that QoL was intended to be a psychological 

construct but is used instead to cover multiple areas as an umbrella term in various 

areas of research. As a result, there is a need to explore possible underlying variables 

(e.g., self-efficacy, outcome expectations, pain and depression) that may link or affect 

functional status and QoL.  

 

QoL, functional status, age and gender 

QoL is influenced by lifestyle, functional ability, and physical and mental health 

(Atchley & Barusch, 2004). The results from the review of QoL and functional status 
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literature indicate that an individual‘s functional ability does have a certain degree of 

influence on his/her QoL directly or indirectly. However, the effect of demographic 

factors (e.g., age and gender) on QoL through functional status still remains unclear. 

Nine studies were reviewed to explore the relationship between demographic factors 

and QoL.       

 

Five out of nine studies showed that QoL is not affected by demographic factors, such 

as age, gender, years of education, marital status and health status (Lhussier et al., 

2005; Naumann & Byrne, 2004). However, these studies did not mention any linkage 

to functional status. Chan et al. (2009) conducted a study with older people in the 

community and found no significant correlation between demographic data and QoL 

in relation to individual physical conditions. Shyu et al. (2009) similarly found that 

age did not have any impact on HRQoL for older people following hip fracture, 

whereas Hellstrom and Hallberg (2001) demonstrated that gender is not significantly 

related to QoL.  

 

In contrast to the above results, other studies appear to have identified a relationship 

between demographic factors, functional status and QoL. Functional limitation and 

increased age were significant factors associated with low QoL (Hellstrőm & 

Hallberg, 2001; Jakobsson & Hallberg, 2002; Tajuar, Arab, & Montazeri, 2008). In 

relation to gender, another of Hellstrőm‘s (2004) studies investigated 1,248 older men 

and women (mean age ± SD = 82.3 ± 4.4) in home living situations and separated 

participants into two groups depending on whether or not they were receiving  

community help. The researchers found that women tended to have a lower QoL than 

men in the group not receiving community help. Advanced age appears to indirectly 

affect QoL as those in a higher age grouping required community help to overcome 

their impaired mobility. Other studies by Borglin et al. (2005) and Tajuar et al. (2008) 

found similar results in older women whose overall QoL and HRQoL were 

significantly lower than men. The study by Tajuar et al. (2008) examined HRQoL 

through an Iranian version of SF-36 in Iran (n = 400; mean age ± SD = 72 ± 6.3). 

These results may have been limited by the inequalities of gender in the country (e.g., 

Iranian women generally experience less access to information and education and 

disadvantages in economic status and social position compared to men).     
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Most of the articles on the issue of QoL related to functional status and demographic 

factors dealt with community residents in Sweden. No study examined QoL-related 

trends for functional status and demographic factors in Australian older patients 

following orthopaedic events. Hence, our knowledge about orthopaedic surgery and 

QoL-related issues in the Australian context is relatively sparse.  

 

QoL, functional status and depression 

Depression has been recognised as the most prevalent psychological disorder 

influencing functional status in older people; however, degrees of unhappiness and 

suffering are not easily measured. One potential way to measure depression is to 

include QoL measurements, which may reflect levels of depression otherwise 

undisclosed by individuals, or detect levels of depression that may have resulted from 

major situations in individuals‘ lives. As Draper (2000) states, outcome measures in 

addition to depression should include QoL and functional status. 

 

Eleven papers were reviewed and are outlined in Table 2-3. Four studies indicated 

that participants suffering from depression rated their QoL lower; the higher the 

degree of depression, the lower the rating of QoL (Ciechanowski, Wagner, & 

Schmaling, 2004; Hellstrőm & Hallberg, 2001; Hellstrőm, Persson et al., 2004; 

Scocco, Fantoni, & Caon, 2006). These findings imply that individuals cannot 

simultaneously be both depressed and have a reasonable level of satisfaction with life. 

Copeland (1999) mentioned that depression is the major cause of low QoL in older 

populations. The remaining papers further found that individuals with higher levels of 

depression report lower scores in QoL because depression had influenced functional 

ability, leading to low ratings in QoL (Chan, Chiu, Chien, Goggins, Thompson, & 

Hong, 2009; Chan, Chiu, Chien, Goggins, Thompson, Lam et al., 2009; Chan, Chiu, 

Chien, Thompson, & Lam, 2006; Chan, Shoumei et al., 2006; Naumann & Byrne, 

2004; Ryan, Enderby, & Rigby, 2006; Winocur et al., 2007). However, these studies 

are still limited in terms of explanations for the direction of causality.  

 

In three studies with intervention programs, all participants benefited from the 

rehabilitation program. These benefits include improved overall well-being, enhanced 

self-efficacy, improved QoL and lessened depression (Ciechanowski et al., 2004; 
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Ryan et al., 2006; Winocur et al., 2007). Only the hip fracture patients in Ryan‘s study 

(2006) did not benefit from the rehabilitation program. The authors suggest that the 

findings may be limited by the failure to achieve a ratio of 2:1 (intensive/non-

intensive). This may have led to difficulties in detecting the difference in most 

outcomes between the two groups. Moreover, this study did not reach the sample size 

required of 200 and the drop-out rate in the follow-up phase was high.      

 

The above review indicates that depression has been widely found to be negatively 

correlated with functional status and QoL. Through the experience of other countries 

and a review of relevant literature, there is a suggestion that there needs to be further 

study and exploration of the relationship between depression, functional status and 

QoL for older people 65 years and over in Australia, especially for orthopaedic 

patients.  
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Table 2-3. Summary of Studies on QoL, Functional Status and Depression 

Authors Objectives Sample Settings Designs Measures Major Results 

Hell-

strom & 

Hallberg 

(2001) 

To investigate older 

people dependent on 

care, functional health, 

diseases and complaints 

in relation to QoL 

n = 448 

Mean age 

± SD = 84 

± 5.1 

Community 

settings, 

Sweden 

Interview 

Cross-

section 

- Adding the responses to 

each question concerned 

with QoL 

- Depression, feeling lonely and reduced mobility had a 

significant effect on reducing the satisfaction with 

QoL 

 

Hell-

strom et 

al. (2004) 

To compare the soci-

demographic data, QoL 

and symptoms of older 

people 

n = 1,248 

Mean age 

± SD = 84 

± 5.2 

Community 

settings, 

Sweden 

Interview 

Cross-

section 

- The Life Quality 

Gerontological Centre 

Scale, Lund (LGC) 

- Depressed mood was significantly related to low QoL 

in both groups who were living at home with and 

without help 

Ciechano

wski et 

al. (2004) 

To determine the 

effectiveness of a 

home-based program of 

detecting and managing 

minor depression or 

dysthymia  

 

n = 138 

Mean age 

± SD = 73 

± 8.5 

Community 

settings, 

USA 

Intervention/ 

Follow up 

for 12 

months  

 

- The Hopkins Symptom 

  Checklist 20 

- The Functional 

Assessment of Cancer 

Therapy Scale-General 

Instrument  

- Home-based treatment intervention benefited older 

people to reduce depressive symptoms and 

significantly increased their health-related QoL 

 

Naumann 

& Byrne 

(2004) 

To assess the reliability 

and validity of 

WHOQoL-BREF with 

depressed patients 

n = 41  

Mean age 

± SD = 79 

± 6.7 

Geriatric 

psychiatry 

service, 

Australia 

Interview 

Cross-

section 

- The Hamilton 

Depression Rating Scale 

(HAM-D) 

- The GDS 

- The WHOQoL-BREF 

- QoL was positively related to self-rated overall 

physical health and negatively related to self-rated 

depression 

 

 Scocco 

et al. 

(2006) 

To assess QoL of older 

adults 

n = 138  

Mean age 

± SD = 76 

± 6.2 

Community 

settings and 

clinic, Italy 

Interview 

Cross-

section 

- The GDS 

- The WHOQoL 

 

- Participants suffering from depression rated their QoL 

lower than the healthy and dementia groups 

 

Chan et 

al. (2006) 

To investigate health 

related QoL of older 

adults with depression 

n = 80 

 

Community 

settings, 

Hong Kong 

Interview 

Cross-

section 

- The Hong Kong Chinese 

  WHOQoL Scale  

- The Chinese version of  

  the 15-item GDS 

- Women were more likely to suffer from the effects of 

depression than men 

- Individuals with higher levels of depression reported 

lower scores in QoL, since depression influenced daily 

functional ability, which led to low ratings in QoL 
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Table 2-3. Summary of Studies on QoL, Functional Status and Depression (Con’t) 

Authors Objectives Sample Settings Designs Measures Major Results 

Chan et 

al. (2006) 

To investigate health 

related QoL of older 

adults with depression 

n = 71 

 

Community 

settings, 

China 

Interview 

Cross-

section 

- The Hong Kong Chinese 

  WHOQoL Scale  

- The Chinese version of  

  the 15-item GDS 

 

- A higher level of depression was related to a poorer 

health-related QoL and physical health 

- The level of depression, ADL and satisfaction with 

social support were predictors of QoL 

Ryan et 

al. (2006) 

To measure changes 

from intense 

community-based 

rehabilitation following 

discharge from hospital   

n = 160 

Mean age 

± SD = 73  

Community 

settings, 

Britain. 

Intervention 

program for 

12 weeks 

- Euroqol 5D (EQ-5D) - Stroke patients within an intensive training program 

had improved social participation, physical activity, 

depressive symptoms and QoL  

- Hip fracture patients did not benefit from the 

rehabilitation program 

Winocur 

et al. 

(2007) 

To examine changes in 

psycho-social function 

in two groups of older 

adults that participated 

in rehabilitation 

program 

n = 49 

(range 71-

87 years) 

Community 

settings, 

Canada 

Intervention 

program for 

14 weeks/ 

Surveys 

- Flanagan‘s QoL 

- The GDS 

- The rehabilitation program had a greater impact on 

participants‘ overall well-being for both groups: 

enhanced self-efficacy, QoL and lessened 

depression 

- The early training group had more benefits from 

post-training gains at 6 months 

Chan et 

al. (2009) 

To identify predictors 

of change in HRQoL 

among older people 

with depression 

n = 77 

Mean age 

± SD = 

72.7 ± 5.1 

An 

outpatient 

department 

Longitudinal 

study over 

12 months 

-  Physical Health Condition 

Checklist (PHCC) 

-  The Chinese version of  

GDS 

-  The Hong Kong Chinese 

WHOQoL 

- The increase in IADL performance and decrease in 

depressive symptoms significantly resulted in 

higher QoL  

 

Chan et 

al. (2009) 

To identify predictors 

of change in HRQoL 

among community 

dwelling Chinese older 

people with depression 

n = 31 

Mean age 

± SD = 72 

± 5.2 

An 

outpatient 

department 

Longitudinal 

study over 

12 months 

-  PHCC 

-  The Chinese version of  

GDS 

- The Chinese Hamilton 

Depression Rating Scale 

(HDRS) 

-  The Hong Kong Chinese 

WHOQoL 

- Functional ability and depression were predictors in 

perceived HRQoL over 12 months follow-up 

- Functional ability and depression had a negative 

relationship with WHOQoL 
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QoL, functional status and pain 

Pain has been recognised as the major cause of problems and difficulties associated 

with functional status, which may result in loss of independence and self-care abilities. 

Compared to other symptoms, loss of functional ability is the most significant factor 

related to low QoL (Luggen, 1998). Salkeld et al. (2000) note that 80% of Australian 

women (n = 194; mean age = 83) in their study would rather be dead than suffer from 

loss of independence following hip surgery. Pain and physical limitation have been 

pointed out by Robinson (1999) as the two most common function-inhibiting factors to 

a successful transition for patients following hip fracture.  

 

In regard to the study of QoL, five out of eleven papers were conducted in Sweden for 

people aged 75 years old and over. Jakobsson et al. (2003) and Borglin et al. (2005) 

surveyed QoL, measured by the Short Form Health Survey (SF-12), for 4093 people 

(mean age ± SD = 84.6 ± 6.0) and 469 people (mean age ± SD = 83.1 ± 5.6) 

respectively in community settings. The other study of Jakobsson et al. (2007) used 

Lund Gerontologist Centre Scale (LGC) and Health-Related Quality of Life (HRQoL) 

to measure QoL with 526 older people (mean age = 87). They found that the 

prevalence of pain was 40.4% and positively related to the age groups. Pain was also 

associated with mobility limitation, depressed mood, sleeping disorders, fatigue and 

lower QoL. People who suffer from musculoskeletal pain and impaired mobility have 

lower QoL (Hellstrőm & Hallberg, 2001; Hellstrőm, Persson et al., 2004). These five 

papers suggest that as the self-reported complaints increase, there is an accompanying 

lowering in QoL. However, the study by Jakobsson et al. (2007; 2003) lacked the 

ability to generalise results for older people in general public situations due to the high 

rate of refusal by people aged > 85 to a) participate in the study from inception 

(described as external dropout) and b) others who may have declined to answer certain 

questions (described as internal dropout). Those older participants that dropped out 

from the studies were more likely to be the frailest and had poor health. The authors 

recommend that the results of these studies contribute only to a description of the 

population in younger and healthier old adults rather than older people. 

 

Shyu et al. (2004) conducted a longitudinal study for one year after participants (n = 

110; mean age ± SD = 79.3 ± 7.4) were discharged following hip surgery in Taiwan. 
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The participants‘ HRQoL was measured by SF-36. The dimensions of bodily pain and 

physical function in HRQoL improved significantly through the 12-month period, but 

the average scores were lower than within the Taiwanese general population. Shyu 

(2009) further explained that participants (n = 87; mean age ± SD = 79.8 ± 7.2) with 

pain following the first month of discharge, experienced a significant decline in QoL 

for up to one year. Additionally, Archibald (2003) explored hip-fracture patients‘ 

experiences by interviewing five older people who underwent rehabilitation programs 

in Britain. Pain and physical limitation were the main experiences for participants. A 

similar result was found by Hallstrom, Elander and Rooke (2000) who investigated hip 

fracture patients‘ (n = 9) experiences of care in connection to QoL in Sweden. Both 

papers advise that health providers need to take patients‘ experiences into account and 

give consideration to individuals‘ QoL following hip fracture rehabilitation in future 

studies.  

 

Only one study showed no significant relationship between QoL, functional difficulty 

and pain (Klinger et al., 1999). The authors measured Canadian participants‘ life 

satisfaction (measured by the Satisfaction with Life Scale) related to osteoarthritis pain. 

They explained that life satisfaction is emphasised by personally perceived health, 

socioeconomic status and social interaction in this group of older people.    

 

Finally, Jakobsson and Hallberg (2002) completed a literature review on pain and QoL 

in rheumatoid arthritis and/or osteoarthritis. Pain, functional limitation and advanced 

age were found to decrease an individual‘s QoL. Social support is a moderator on this 

negative effect to QoL. These researchers also point out that most studies do not take 

age into consideration and old people are usually a small part of most studies‘ 

participants. Fewer studies represented older people, especially the age group 65 years 

and over; although a number of Swedish studies of this age group were reviewed. 

None originated from the Australian environment. There is a continuing need for a 

broader understanding of the impact of pain on functional status and personal QoL.  

 

Conceptual Framework 

This study is based on a hypothesised model of predictors of exercise and activity that 

was developed by Resnick (2001a, 2001b, 2001c) (Figure 2-1). The model presents the 
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interrelationship of self-efficacy, outcome expectations, activity and the factors that 

influence self-efficacy and outcome expectations.  

 

According to Resnick (2001a, p. 145), this model predicts how a) mental and physical 

health directly influence self-efficacy expectations; b) mental and physical health, age, 

gender and self-efficacy expectations influence outcome expectations; and c) all of 

these variables directly or indirectly influence overall activity.  

 

 

Figure 2-1. Hypothesised model of predictors of exercise and activity 

 

 

This model, together with insight from the literature review, is used to guide the 

assessment of the relationship between the selected independent variables (e.g., age, 

gender, self-efficacy, outcome expectations, pain and depression) and dependent 

variable (e.g., functional status and QoL) for this current study. The demographic 

factors (age and gender), depression (mental health), pain (physical health), self-

efficacy and outcome expectation are examined in relation to functional status in this 

current study of older patients following orthopaedic surgery. This current study aims 

to extend Resnick‘s focus on the individual to encompass social and cultural issues, 

which includes QoL as another dependent variable to obtain a holistic overview and a 

better understanding of the impact of functional disability on older people (Figure 2-2). 
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Figure 2-2. The hypothesised model of predictors of functional status and QoL 

 

Summary 

Functional status has been recognised as a significant factor for older people following 

orthopaedic surgery in maintaining their individual lifestyle. The theory of self-

efficacy plays a vital role in forming personal beliefs about capabilities to perform 

daily activities and the restoration of functional ability. Self-efficacy and outcome 

expectations are positively associated with personal functional activity; hence, an 

individual‘s functional status improves and personal independence can be maintained, 

while older people are more satisfied with their overall QoL.      

 

Since populations are ageing and increasing numbers of older people require 

orthopaedic surgery due to falls, injury and disease processes, pain and depression 

become major problems in maintaining functional status during the recovery process. 

The greater pain individuals feel, the greater functional difficulty and depression they 

may develop. Both pain and depression can initiate a spiralling decline in physical 

function and QoL. Moreover, demographic factors are also a predictor of functional 

status and QoL because of the different social and cultural aspects of individuals. Age 

and gender are seen in parts of the literature as influencing functional status and QoL 

through self-efficacy and outcome expectations.        

 

The literature review demonstrates that the majority of studies have been conducted in 

the USA, UK, Europe, Sweden and Canada, and a few studies have addressed Asian 
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experiences, such as those from Hong Kong, Taiwan and China. Only two studies 

related to QoL, functional status, self-efficacy and depression have been carried out in 

Australia. Additionally, only a few studies focused on self-efficacy related to 

functional status and QoL for older people following orthopaedic surgery, but the 

participants in these studies did not undergo a hospital rehabilitation program. None of 

these studies included outcome expectations in relationship to functional status and 

QoL. There is clearly a need to explore the impact of self-efficacy and outcome 

expectations on functional status and QoL for older people following orthopaedic 

surgery who have experienced hospital rehabilitation in Australia. A better 

understanding of how self-efficacy and outcome expectations influences personal 

beliefs in functional status will not only benefit individual health outcomes and 

maintain QoL, but also provide a better picture for researchers and health workers to 

develop education programs during rehabilitation procedures. Furthermore, older 

people with high self-efficacy and outcome expectations are able to maintain their 

physical function within community settings and thus reduce re-admission rates and 

the length of hospitalisation with a subsequent reduction in health expenditure.        

 

The present study investigates self-efficacy and outcome expectations in older 

Australians following orthopaedic surgery and its effects in functional status on QoL 

at three stages (before, during and after rehabilitation programs). Selected variables, 

such as age, gender, pain and depression are also examined in the relationship between 

self-efficacy, outcome expectations, functional status and QoL. As such, the following 

research questions are generated: 

 Does older people‘s self-efficacy and outcome expectations increase 

during rehabilitation programs and affect their functional status and QoL? 

 Do older people maintain their levels of self-efficacy and outcome 

expectations, and manage with functional status after discharge from 

rehabilitation units to their own community settings? 

 Are older people able to maintain their QoL following discharge via high 

self-efficacy and outcome expectation and better functional status?  

 Do age and gender have an influence on functional status and QoL 

through self-efficacy and outcome expectations? 
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 Do pain and depression have an effect on functional status and QoL 

through self-efficacy and outcome expectations? 
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Chapter 3 Methodology 

 

This study focuses on the impact of older people‘s self-efficacy and outcome 

expectations in functional status on QoL in geriatric rehabilitation units following 

orthopaedic surgery. No previous studies have specifically explored this area. 

Considerations in designing this current study highlight gaps from the review of 

literature and methodological weaknesses from previous studies. This chapter outlines 

the rationale for this study, study aims, research design, and the use of mixed methods, 

and provides details of data collection, sample recruitment, pilot study, instruments, 

ethical considerations and data analysis. The overall framework of this study is 

presented in Figure 3-1 to demonstrate the procedures and the embedded mixed 

methods design. 

 

Rationale for Study Design 

There are a number of reasons why the study has been designed in this way. Firstly, 

only two studies in self-efficacy related to functional status and QoL have been found 

to date (e.g. Morris, 2008; Stretton et al., 2006). However, it is difficult to extend the 

findings of these studies to Australian older people following orthopaedic events as 

these studies focused on ―frail‖ community dwelling residents and residents in long-

term care facilities. Moreover, the studies did not explore the mediating effect of 

outcome expectations to functional status and QoL and Morris‘s (2008) results were 

limited given the cross-sectional design used.  

 

Secondly, there is a lack of a consistent and longitudinal examination of self-efficacy 

in functional status from geriatric rehabilitation units to home settings for patients 

following orthopaedic events. The majority of the studies examined in-patient older 

populations (e.g. Resnick, 1998a, 2002b) or out-patient settings (e.g. Resnick, 2000, 

2001b, 2002a) separately. Only four studies (Fortinsky et al., 2002; Resnick, Orwig, 

D'Adamo et al., 2007; Resnick, Orwig, Hawkes et al., 2007; Resnick, Orwig, Yu-

Yahiro et al., 2007) examined older people with hip fracture from hospital through to 

community settings with a longitudinal design; nevertheless, the participants in these 

studies did not undergo a hospital rehabilitation program. There is still a need to 
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examine how older people following orthopaedic surgery manage their daily activities 

and rehabilitation exercise programs after being discharged from hospital. 
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Thirdly, most of the studies in the area of functional status with older people were 

interested in physical activity or exercise instead of functional status itself (Allison & 

Keller, 2004; Resnick, 2001a, 2001b, 2002a; Resnick, Orwig, D'Adamo et al., 2007; 

Resnick, Orwig, Hawkes et al., 2007; Resnick, Orwig, Yu-Yahiro et al., 2007). 

Robinson (1999) notes that older people with hip fractures faced decreasing functional 

status permanently. To date, only three studies (Fortinsky et al., 2002; Resnick, 1998a, 

2002b) stressed functional ability. There is a lack of understanding of how orthopaedic 

surgery affects older people‘s functional abilities since this is the main predictor of 

individuals‘ QoL.  

 

Furthermore, pain has been recognised as a major challenge for older people following 

orthopaedic surgery. Only four studies have explored the relationship between pain 

and QoL related to functional status in populations with orthopaedic surgery 

(Archibald, 2003; Hallstrőm et al., 2000; Shyu, Chen, Liang, Lu et al., 2004; Shyu et 

al., 2009); however, the findings from these studies failed to explore the mediator of 

self-efficacy and two of the studies (Archibald, 2003; Hallstrőm et al., 2000) were 

limited by sample size (n = 5 and n = 9 respectively). The findings are also difficult to 

generalise to an Australian population as the studies were conducted in Sweden, 

Taiwan and Britain where the study cohorts may have had different cultural values and 

been cared for in healthcare systems that might have influenced QoL. On the other 

hand, Resnick (1998a, 2002b) examined the issue of pain in relationship to self-

efficacy and functional status in her studies. Both studies did not extend their focus to 

QoL even though pain can affect an individual‘s QoL. Besides these issues, Resnick‘s 

emphasis was on physical health rather than symptoms of pain.   

 

Additionally, no study has investigated the relationship between depression, self-

efficacy and functional status related to QoL. Ryan et al. (2006) examined physical 

activity, depression and QoL among older people after stroke and hip fractures, but 

these researchers did not observe the influences of self-efficacy as a mediator between 

depression and physical activity or QoL. Therefore, it could be argued that an 

exploration of self-efficacy may produce different results from Ryan‘s study. 

Moreover, there were no significant results found in regard to hip fracture patients and 

Ryan‘s study was limited by sample size and a high drop-out rate.   
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Similarly, there is a lack of a consistent and universal definition of QoL and standard 

instruments for measuring QoL, in published studies to date. For example, Rejeski and 

Mihalko (2001) point out that QoL has been used to cover multiple areas in various 

situations. Incidentally, instruments for measuring QoL are not always culturally 

sensitive. More to the point, there is the question of the applicability of QoL 

instruments in relation to the sample population being investigated. For instance, the 

use of the Short-Form-36 (SF-36) Health Status Scale in older populations has been 

questioned as it is less focused on the functional ability scale (Bowling, 1995). To 

address these issues, the WHO definition of QoL and the Australian version of 

WHOQoL-BREF were used in this present study.    

 

There is also a lack of a clear understanding of how age and gender influence self-

efficacy, functional status and QoL. Further research is needed to qualify the direction 

and the ways these demographic factors work to influence self-efficacy beliefs, 

functional status and QoL among older people following orthopaedic surgery. 

Furthermore, some studies have not been able to be generalised to broader populations 

due to small sample sizes (e.g. Archibald, 2003; Hallstrőm et al., 2000; Ryan et al., 

2006).   

    

Finally, only two Australian studies related to self-efficacy, depression, functional 

status and QoL have been found to date. Stretton et al. (2006) looked at the 

relationship between self-efficacy, functional status and QoL, while Naumann and 

Byrne (2004) explored the influence of depression on QoL in older  patients with 

depression. Neither of these studies included all the major areas covered in this present 

study as well as other variables, such as pain and demographic factors. Most studies 

regarding functional status were conducted in the United States (e.g. Allison & Keller, 

2004; Conn, 1998; Resnick, 1998a) and the issue of QoL was popular in Sweden (e.g. 

Hallstrőm et al., 2000; Hellstrőm & Hallberg, 2001; Hellstrőm, Persson et al., 2004). 

There is an urgent need to conduct research in Australia to understand how the effects 

of dependent variables (e.g., self-efficacy, pain, depression and demographic factors) 

interact with functional status and QoL. This may produce useful information to 

benefit orthopaedic patients, current rehabilitation programs and healthcare delivery.   
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Study Aims and Hypotheses 

The study aims derived from the literature review and the conceptual model outlined 

in the previous chapter are: 

1. To examine outcomes across three stages in the rehabilitation process 

(following admission to a geriatric rehabilitation unit through to six weeks 

post-discharge) in relation to older people‘s general health, pain, depression, 

efficacy beliefs, functional status and QoL   

2. To explore the strategies used by older people in managing home rehabilitation 

following orthopaedic surgery  

3. To identify the relationship between age, gender, pain, depression, self-efficacy, 

outcome expectations and functional status and QoL for older adults admitted 

to a geriatric rehabilitation unit post-orthopaedic surgery, through to discharge 

to community/home settings within three time frames. 

 

Specifically, in relation to aim three, the hypotheses to test in relation to the 

conceptual model are:   

a) There will be significant predictive relationships between the independent 

variables (age, gender, pain, depression, self-efficacy, outcome expectations) 

and the dependent variables (functional status and QOL) 

b) Age, gender, pain and depression affect functional status and QOL positively 

and indirectly through self-efficacy 

c) Age, gender, pain and depression affect functional status and QOL positively 

and indirectly through outcome expectations 

d) Self-efficacy and outcome expectations mediate a positive relationship 

between age, gender, pain and depression and the dependent variables 

(functional status and QOL) 

 

Research Design 

This study is described as a mixed method design, which is also known as the 

triangulation method, combining data collection associated with both quantitative and 

qualitative approaches. There are four major types of mixed methods designs: 

triangulation, embedded, explanatory and exploratory designs (Creswell & Plano 
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Clark, 2007). This study adopted the embedded design (embedded correlation model), 

whereby one data set (qualitative) acted as a supportive, secondary role in a study 

within a larger design using the other type of data set (quantitative) (Creswell, Plano 

Clark, Gutmann, & Hanson, 2003). Both the quantitative and qualitative methods were 

guided by an overarching question, which was to investigate the impact of older 

people‘s efficacy expectations in functional status on QoL. The two different data sets 

allowed for different questions to be addressed at different timelines. This study began 

with a broad survey in order to generalise results in older people‘s efficacy 

expectations related to functional status and QoL, and then focused on detailed 

qualitative, open-ended interviews to probe or explore participants‘ perceptions of the 

rehabilitation process in more depth. The qualitative data set therefore provides 

support and adds new knowledge for the primary purpose of the study.  

 

The quantitative aspect of this current study involved a descriptive, longitudinal study. 

Burns and Grove (1997) argue that descriptive studies are appropriate designs to 

expand knowledge about characteristics in a specific area of study and provide a 

picture of situations. This study was designed to cover a specified time frame to enable 

the changes that might occur to be compared over a period of time. The design of the 

study included three stages and was conducted with older people following an 

orthopaedic event to ensure the target population had similar characteristics. The 

qualitative aspect involved face-to-face interviews with 15 participants selected from 

the large cohort of participants completing structured surveys during rehabilitation to 

post-hospital situations. Qualitative research is appropriate for the exploration of 

personal experiences (Burns & Grove, 1997) and it was used in this study to 

investigate how older people manage home rehabilitation exercise programs following 

orthopaedic surgery by gathering their personal experiences. The qualitative part of the 

research explored in detail the causes of variations related to self-efficacy, functional 

status and QoL identified through the survey findings. Figure 3-2 shows the data 

collection sequence in this study. Stages one and two were conducted through a 

quantitative approach and Stage three through both quantitative and qualitative 

methods concurrently.  The concurrent nested design was used to address a very 

specific subtopic (participant perceptions) which was overarching the general research 

question (Kroll & Neri, 2009). 
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     Stage 1    Stage 2          Stage 3 

QUANTITATIVE       QUANTITATIVE              QUANTITATIVE+ qualitative 

  data collection        data collection   data collection 

 

Figure 3-2: The data collection sequence of study design 

 

This study is exploratory in nature. Functional status has been investigated over 

decades and has also been a major focus in older people‘s health. It has been suggested 

that QoL needs to be added to the measure of personal physical activities to gain a 

holistic picture of individual wellbeing (Crotty et al., 2010). This study concentrated 

on finding a model of the role of self-efficacy and outcome expectations in functional 

status and QoL by using Structural Equation Modelling (SEM). A measurement model 

was based on Resnick‘s hypothesised model (Resnick, 2001a, 2001b, 2001c) and was 

tested for its goodness of fit with quantitative data. Semi-structured interviews 

concentrated on finding the challenges participants experienced in daily functioning 

during their rehabilitation following discharge and how their functional status 

influenced their QoL. Then, the findings from the quantitative and qualitative data 

were integrated and compared to explain the theorised models of functional status and 

QoL. 

 

Rationale for Mixed Method 

This study applied the embedded mixed method design to investigate older people‘s 

efficacy beliefs in functional status and QoL during the rehabilitation processes. The 

advantages of this design are discussed below. 

 

Quantitative methods have traditionally dominated the research field (Chen, 1997); 

however, the mixed method approach has increasingly received attention and interest; 

particularly in nursing and health science (Bazeley, 2009; Halcomb, Andrew, & 

Brannen, 2009). The combination of quantitative and qualitative methods give ―the 

best of both worlds‖ (Chen, 1997, p. 61). Mixed method design can compensate for 

data method weaknesses (Chen, 1997; Creswell & Plano Clark, 2007) and enable 

researchers to gain broader perspectives compared to the use of a predominant method 

alone (Creswell et al., 2003).  
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Moreover, this design allows researchers to collect two types of data concurrently in 

one single study and gain perspectives from the different types of data to extend the 

richness and in-depth knowledge generated in responding to the research questions. It 

provides more comprehensive evidence and obtains a more comprehensive 

understanding of human behaviour and experiences than using quantitative or 

qualitative method alone (Creswell & Plano Clark, 2007). Consequently, it will 

enhance the research design‘s overall ability to meet the study aims and enhance the 

validity and reliability of study (Creswell, 2003; Creswell et al., 2003).  

 

Similarly, researchers have more resources in using all the tools of data collection and 

have been encouraged to use multiple worldviews or paradigms rather than the typical 

association of certain paradigms in quantitative or qualitative research (Creswell & 

Plano Clark, 2007). The mixed method approach is more ―practical‖ in that it allows 

researchers to use all methods possible to explore the research question.  

 

Data Collection 

The current study took place at a 48-bed private hospital in Brisbane, Queensland, 

Australia. This hospital includes 34 rehabilitation beds and 14 acute care beds. The 

sample was selected from a convenience population from the rehabilitation units 

during the period from September 2008 to November 2009. The data were collected 

over three main time periods: a) within 72 hours of admission to the geriatric 

rehabilitation units for the baseline information, b) within 72 hours of the participants‘ 

discharge from the geriatric rehabilitation units, and c) six weeks after discharge from 

hospitals (see Table 3-1).  

 

In stage one, personal information, general health status, level of efficacy beliefs 

(including self-efficacy expectation and outcome expectation) towards functional 

status, functional status, degree of depression and QoL were ascertained using a self-

report questionnaire. In stages two and three, similar information to stage one was 

collected, except for personal information. Stage three was conducted by telephone or 

mail at six weeks after discharge from the geriatric rehabilitation units. The self-

administered questionnaire and a stamped return addressed envelope were mailed out 
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to participants. The power analysis in a longitudinal study is dependent on the number 

of participants completing the study (Burns & Grove, 1997). As non-response would 

decrease the power of the study, telephone reminders for those not returning 

questionnaires were made to ensure a greater sample size.  

 

Table 3-1. Summary of the Time Period and Information Type for Research  

 Stage 1 Stage 2 Stage 3 

Time 

period 

within 72 hours of 

admission 

within 72 hours of  

discharge 

Six weeks after 

discharge 

Information 

type for 

collection 

- personal data  

- general health status 

- level of efficacy  

  belief 

- functional status 

- degree of depression  

- QoL  

- general health status 

- level of efficacy belief  

- functional status  

- degree of depression 

-QoL 

 

- general health status 

- level of efficacy belief 

- functional status  

- degree of depression 

-QoL 

 

 

The qualitative aspect involved interviews undertaken using a semi-structured 

interview guide (Table 3-2) that was expanded on as necessary during the data 

collection process. The questions guided participants to reflect back on the strategies 

used in the first few weeks post-discharge to manage their home rehabilitation exercise 

programs and to discuss any challenges experienced. The interviews were conducted 

in participants‘ home settings or through telephone interviews between 6 and 23 weeks 

post-discharge. Each interview was audiotape-recorded and lasted for approximately 

30 minutes. The audiotapes were erased following transcription of the interviews. 

 

Sample Recruitment 

A convenience sampling method was applied in this study based on practical 

constraints (Burns & Grove, 1997). The recruitment criteria were (a) aged 65 years 

and over, (b) English speaking, (c) admitted following an orthopaedic event with a 

single-side injury located within lower extremities, (d) without hearing impairment, (e) 

able to provide informed consent, (f) requiring low-level care (returning to home or 

hostel), and (g) cognitively competent as measured by the Montreal Cognitive 
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Assessment (MoCA) ≥ 19. A geriatric rehabilitation unit Nursing Unit Manager 

(NUM) or a charge nurse identified potential participants according to the recruitment 

criteria. The medical records of eligible patients were reviewed and the nurse incharge 

was interviewed to identify if any patients had been medically unstable or mentally 

confused within the previous 24 hours.  

 

Table 3-2. Interview Guide 

Number Question Focus 

1 What were the causes or limitations of participants‘ experience in their 

daily lives related to post-surgery situations and and how did these affect 

their self-efficacy, outcome expectations, functional status and QoL? 

2 What were the strategies that participants found that helped them to 

improve or maintain their self-efficacy, outcome expectations, functional 

status and QoL? 

3 How did participants maintain their self-efficacy levels and outcome 

expectations, and improve their functional status and QoL in the first few 

weeks at home? 

 

In the qualitative design, a purposeful sample of 15 participants was used to allow rich 

information access and to enhance the in-depth understanding of personal experience 

being studied (Burns & Grove, 1997). The purposeful sample for this aspect of the 

study was derived from participants in the larger cohort who expressed willingness to 

be interviewed at home or on the telephone and whose survey data indicated a range of 

variations in demographic information (e.g., age, gender, co-mobility, living 

arrangements, income and social support) and other variables to ensure participant 

variability.  

 

Power calculations for sample size calculation were based on the data from a pilot 

study with 20 participants who completed stage one, two and three, and later using a 

General Linear Model Repeated Measures estimate of partial eta squared and 

probability of QoL outcomes. This process identified that 80 participants would need 

to be recruited to ensure a statistical power of 0.90 and an alpha level of 0.05 for the 

quantitative aspect of the study. Given the nature of the current study, the loss of 
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participants at different points in the study was anticipated as a potential problem 

(Polit & Hungler, 1997). An additional 30% of the required sample size was therefore 

recruited based on figures reported in a previous study of a similar nature to satisfy the 

validity of the findings (Chan, Chiu, Chien, Goggins, Thompson, & Hong, 2009; 

Roder et al., 2003; Shyu, Chen, Liang, Wu, & Su, 2004; Shyu et al., 2009). Therefore, 

the final sample size was determined to be 108.    

 

Pilot Study 

Two processes were undertaken to pilot aspects of this study. Firstly, a small group of 

five older people living in the community with similar characteristics of the study 

population were approached to assess the appropriateness and practicability of the 

survey questionnaire before commencing the research. The participants were contacted 

and given an explanation of the purpose of the pilot study. They were encouraged to 

give feedback about the clarity of wording and any difficulties with the questionnaire 

for the study. Data obtained in this pilot study were not included in the overall data 

analysis of this current research. Modifications were made as a result of the feedback. 

Some useful techniques were discovered by the researcher to guide the survey 

interview process: 

 

1. Four older people explained that ―take a tub bath‖ in the health assessment 

section of the questionnaire was not applicable to them as they had not taken a 

tub bath for a long time. The underlying reasons for this were that tub baths 

were discouraged by local government authorities during the drought 

conditions occurring in Brisbane at the time of this study. Therefore, when this 

occurred participants were asked to reflect on when they last had a tub bath and 

then imagine themselves doing the same again and consider how they might 

have got in and out from tub bath.    

2. The global health scale in the health assessment questionnaire was confusing 

for three participants. The questions asked participants to rate their health on a 

scale of 0 to 100 (0 represents ―very well‖ and 100 represents ‖very poor‖ 

health). To overcome participants‘ confusion, the researcher asked participants 

to consider 0 as very poor and 100 as very good health, therefore reversing the 

rating scale. 
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3. In regard to self-efficacy beliefs, three older people reported that they did not 

understand what self-efficacy meant despite having the nature of the study 

explained to them. This made it difficult for them to apply self-efficacy in the 

context of barriers to exercising. Therefore, the researcher explained the 

meaning of self-efficacy at the beginning of the interview and referred to this 

as personal confidence to conduct activities. The researcher also related this 

explanation to when they had to partake in exercises alone and what kind of 

situations or conditions stopped or limited them to do exercises. Additionally, 

the researcher offered participants a situation as an example to help them to 

understand the questions. These strategies were then used in the final study. 

4. In the geriatric depression scale, one older person found it difficult to answer 

―yes‖ or ―no‖ to some of the questions. Strategies were developed, practised 

and carried forward to the larger study to address this issue. For example, the 

researcher initially asked participants to consider how they felt in situations 

most of the time. If they still had difficulty, the researcher suggested 

visualising a point in the last week and before that time. This helped them to 

assess and compare their emotional feelings in relation to certain situations.    

 

The second process of the pilot study was conducted in response to the fact that the 

usual hospitalisation period for the participants in the research site‘s rehabilitation 

units was approximately seven days. A procedural pilot study was conducted with 20 

participants from the hospital‘s site of geriatric rehabilitation units to decide how 

many data collection points were necessary and to assist in a power calculation to 

determine the sample size for the actual study. Older people in the pilot study were 

selected from the same population as that used in the actual study. The results 

suggested that a stage data collection point was necessary; therefore, the data 

collection process continued as three separate stages as planned.  

 

Instruments 

The questionnaire in this study included six standardised instruments. The researcher 

obtained permission from relevant authors to use the questionnaires.  
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Personal demographic and medical history   

Personal demographic data and basic medical history were obtained to establish the 

representative nature of the sample. Demographic data sought participants‘ contact 

details, age, gender and level of education. The basic medical history requested the 

admission date, the diagnosis on admission to geriatric rehabilitation units, and co-

morbidities that might exist. To assess co-morbidity, participants were asked whether 

they had had one or more of the following diseases: arthritis, high blood pressure, 

diabetes, coronary heart disease, lung cancer, stroke, chronic obstructive pulmonary 

disease, depression, osteoarthritis, colorectal cancer or others. The list of chronic 

diseases was based on the top ten leading causes of disease burden in Australia 

(Mathers, Vos, & Stevenson, 1999). Participants were categorised as having no disease, 

one disease, two diseases or more than two diseases. The personal demographic and 

medical histories are shown at Appendix B. 

 

General health questionnaire 

The 12-item Short Form Health Survey (SF-12) is an abbreviated version of the 36-

item Short Form Health Survey (SF-36) (Ware, Kosinski, & Keller, 1996). The SF-12 

has been widely used for measuring health status, a term that has been used 

interchangeably with QoL (Rejeski & Mihalko, 2001). Although the SF-12 has been 

used as a QOL measure in some studies in this current study it is used to measure 

general health in line with Resnick‘s studies (2000, 2001a, 2001b, 2001c, 2002a, 2004; 

Resnick & Nigg, 2003; Resnick et al., 2000), particularly, the 2001a study that also 

provided a basis for the conceptualization of this current study (see Figure 2-1 on page 

62). SF-12 contains one physical component summary score (PCS) and one mental 

component summary score (MCS). The SF-12 measures eight dimensions of health 

status: physical functioning (PF), role-physical (RP; role limitations due to physical 

problems), bodily pain (BP), general health (GH), vitality (VT), social functioning 

(SF), role emotional (RE; role limitation due to emotional problems), and mental 

health (MH). The test-retest reliability of  .89 for the PCS and alpha coefficient of  .76 

for MCS have been reported in the United States (Ware et al., 1996). The SF-12 acute 

version, which has a one-week recall period, was used in this study. The rationale 

behind using the acute version was that the shorter periods were more sensitive in 

patients following orthopaedic surgery who had experienced recent changes in health 
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status. Median validity of .67 and .97 have been reported for the PCS and the MCS 

respectively (Ware et al., 1996). The items in each dimension were coded, scored and 

summed and transferred to the range from 0 to 100. The higher the score, the better the 

level of health or functioning.   

 

Health Assessment Questionnaire 

The short Health Assessment Questionnaire (HAQ) was employed in this study, which 

contains the HAQ Disability Index (HAQ-DI), the HAQ pain scale, and the patient 

global health scale (B. Bruce & Fries, 2003). The HAQ-DI was used to assess 

participants‘ functional status. This instrument asked participants to report the amount 

of performance difficulty for tasks and what kind of devices participants used for 

difficult tasks. The HAQ-DI contains 20 items and is divided into eight categories: 

dressing and grooming, arising, eating, walking, hygiene, reach, grip and common 

daily activities (IADL). One additional item inquires about overall physical function. 

In each category, there are at least two component questions and participants are asked 

to report the amount of performance difficulty for each task. There is a four-level 

difficulty scale from 0 to 3: representing no difficulty (0), some difficulty (1), much 

difficulty (2), and unable to do (3).  Higher scores mean higher disability or poor 

functional status. Participants‘ pain level and global health status are rated from a 

number between 0 and 100 (with 100 = severe pain). The test-retest correlation  ranged 

from .87 to .99 and validity ranged from .71 to .95 (Stanford University Medical 

Centre, 2007).  

 

Self-efficacy beliefs 

The Self-efficacy for Functional Activity Scale (SEFA) was used to measure self-

efficacy for functional status. The SEFA Scale is a 9-item survey that asks participants 

to rate their confidence in bathing, dressing, transferring, toileting, ambulation and 

stair-climbing activities with the numbers from 0 (no confidence) to 10 (total 

confidence) (Resnick, 1999). The SEFA‘s  internal consistency is high, with alpha 

coefficients of .83 ~ .94 and construct validity with a strong correlation of .52 ~ .59 

having been reported (Resnick, 1996). Prior to obtaining results from the scales of the 

SEFA, the score in each item is summed and then divided by the number of items. The 
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greater the scale, the more confidence an individual has toward exercise and functional 

activity.  

 

Outcome expectation  

The outcome expectations for functional status were measured with the Outcome 

Expectations for Functional Activity Scale (OEFA) (Resnick, 1996). The OEFA scale 

includes six items that measure an individual‘s belief about a certain outcome as a 

result of performance. Participants are asked to rank their beliefs on a scale of 1 (not at 

all) to 5 (strongly agree). The score from each response is summed and divided by the 

number of responses. Higher scores indicate strong outcome expectations for exercise. 

The internal consistency of the OEFA has been reported as .92 (Resnick & Pasco, 

1998) and the test-retest reliability .75 ~ .81 (Resnick, 1996).  

 

Geriatric Depression Scale (GDS) 

The GDS short form was used to measure depressive symptoms in this study. This 

instrument contains 15 items and has been recognised as easier to use for patients with 

physical illness (Kurlowicz & Greenberg, 2007). It is found to have a 92% sensitivity 

and an 89% specificity for major depression or clinically significant depressive 

symptomology in hospitalised, medically ill, older people (Koenig, Meador, & Cohen, 

1988). The scale asks participants to respond affirmatively or negatively to statements 

that reflect symptoms of depression. The range of scores is 0 to 15. If higher scores are 

produced, this indicates a greater number of depressive symptoms. A score greater 

than 5 is suggestive of depression and indicates a need for more definitive 

examinations of depression. A score greater than 10 is almost always suggestive of 

depression. The Cronbach‘s alpha coefficient of 0.94 has been reported (Yesavage et 

al., 1983) for this instrument. A test-retest reliability of .85 or greater was found in a 

study of community-dwelling and hospitalised older adults (Alden, Austin, & 

Sturgeon, 1989).  

 

Australian WHOQOL-BREF 

The Australian WHOQOL-BREF, a brief version of WHOQOL-100, was used to 

measure individual QoL in this study (World Health Organization, 2000). The 

Australian WHOQOL-BREF merges 24 facets of QoL into four major domains: 
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physical health, psychological health, environment and social relationships and as such 

it satisfied the need of this study in its global application in regards to QoL and as 

defined for this study for an Australian population. The instrument is rated on a 5-

point response scale concerned with intensity, capacity, frequency and evaluation. The 

rating is in the positive direction. The domain scores are summed and calculated. 

Higher scores denote higher levels of QoL. The Cronbach‘s alpha coefficient was 

documented in the Victorian Validation Study as .87, .81, .68, .81 in the four domains 

of physical, psychological, social relationships and environment respectively (World 

Health Organization, 2000). The test-retest reliability was above .8 in each domain and 

high correlations support the construct validity of the Australian WHOQOL-BREF. 

Moreover, this generic profile WHOQoL-BREF instrument has been successfully 

administered to older Australians with depression (Naumann & Byrne, 2004).  

 

 

Ethical Considerations 

Ethical considerations for this study were based on the National Health & Medical 

Research Council‘s (NHMRC) Principles of Ethical Conduct (National Health & 

Medical Research Council, 2007). The researcher sought ethical approval from the 

University and the Private Hospital Human Research Ethics Committees (See 

Appendix I). Written informed consent forms were signed by participants (See 

Appendix K). The purpose of the study and the participants‘ rights were documented 

in the informed consent materials and reiterated orally. The informed consent 

materials indicated a) that the study participation was voluntary and participants could 

withdraw at any time without explanation, b) participants were free from coercion, c) 

participation or non-participation had no impact on the care given, d) specific 

expectations regarding participation (e.g., the need to complete surveys at three time 

points), and e) the likely risks and benefits incurred (Polit & Hungler, 1997). 

 

Confidentiality was explained to participants as follows: a) the data was only accessed 

by the research team (the student and supervisors), b) all data were encoded in an 

identifiable format and then de-identified to protect individuals‘ privacy and stored on 

the researcher‘s password-protected computer, c) all records including paper copies of 

data, audio tapes and transcripts were to be stored in a locked cupboard in a controlled 
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access room at Research Centre for Clinical and Community Practice for a seven-year 

period according to Queensland Health‘s guideline, and d) lay feedback of the findings 

were offered to participants. All data will be disposed of after seven years of storage at 

Griffith University (See Appendix J). 

 

Quantitative Data Analysis 

Once the data had been collected, data cleaning and screening were employed before 

the data analysis. During the data entry process, 20% of the data were double-entered 

and checked for any error. The Statistical Packages for Social Science (SPSS, 16.0) 

software was used to identify any missing values or errors, and any ―out of range‖ 

values in data entry. Cronbach‘s Alpha was used to check on reliability of existing 

scales. 

 

Descriptive statistics, such as mean, standard deviations and percentages were used to 

analyse participants‘ demographic data. Chi-square and Mann-Whitney U tests were 

employed to show the difference in demographic data (e.g., gender, co-morbidity, 

education, income, living condition and social support) between respondents and 

dropouts. Descriptive information (mean, standard deviations and percentage) on 

scales and sub-scales of measures (e.g., SF-12, HAQ, SEFA, OEFA, GDS and 

WHOQOL-BREF) at three stages was established. The bivariate correlations were 

used to examine any inter-correlations between different variables and stages. 

Repeated Measure Analysis of Variance was used to compare the mean scores of 

independent variables (e.g., pain, depression, self-efficacy and outcome exepctations) 

and outcomes (functional status and QoL). In each stage, Multiple Regression was 

used to analyse the specific pathways and the significance of differences for functional 

status and QoL to produce predictive relationships between significant variables. To 

summarise the relationships among different variables in this study, the data were 

analysed by Structural Equation Modelling (SEM) and the Amos statistical program to 

test hypothesised causal relationships in the overall model. The five domains of age, 

gender, pain, depression and self-efficacy were modelled as indicators based on 

Resnick‘s model (2001a, 2001b, 2001c). Furthermore, all data across three stages were 

analysed by SEM to detect the flow-on effects. A significance level of ≤ .05 was 

utilised for all statistical comparison.  
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Qualitative Data Analysis 

A thematic analysis approach drawn from Norwood's (2010) work was used to analyse 

the data for themes. Following verbatim transcription of the interviews, the descriptive 

data were read and re-read to become familiar with the data in search of meaning and 

insight from the information. Sentences and statements relevant to rehabilitation 

challenges and managing home rehabilitation were coded and categorised through 

systematic review based on behaviour, observation or verbal expression (DeSantis & 

Ugarriza, 2000). The pattern of categories and the relationships between categories 

were identified and systematically considered using an inductive analysis process to 

allow themes to emerge from the data (Norwood, 2010).The themes were refined as 

the analysis process progressed through in-depth research team discussions about the 

raw interview data, and the emerging themes until distinct themes emerged. The use of 

questions, such as 'What is meant by this response by the participant' and 'What is 

going on here in this situation' (Norwood, 2010) helped identify themes. The names of 

the themes were chosen based on their clarity to represent the overall sense of the 

participants‘ responses (Norwood, 2010). 

 

Four case studies were also developed from the interview data to illustrate important 

contexts and the interrelationships inherent in the themes. They provided an 

opportunity to interpret rich data from qualitative findings that could be used to 

triangulate with the theoretical model emerging in the quantitative data. The purpose 

of the case study was to understand the case in depth within its natural setting to 

preserve the wholeness, unity and integrity of the case (Punch, 2005). This also 

enabled the researcher to comprehend the issues and phenomena in connection to the 

rehabilitation processes and recognise their complexity context. 

 

Summary 

This chapter has outlined the descriptive, longitudinal design used to explore the major 

focus of older people‘s self-efficacy in functional status and QoL after an orthopaedic 

event at three time periods using standardised instruments. Strategies used in 

managing rehabilitation exercise program following discharge were also investigated 

through face-to-face or telephone interviews. The reliability and validity of each 



84 

 

instrument were outlined and the ethical considerations were explained for this current 

study. Data analysis processes used for both the quantitative descriptive and inferential 

statistics and the descriptive qualitative thematic approach were outlined. The 

following chapters will present firstly the quantitative findings, followed by qualitative 

findings.    

 

  



85 

 

Chapter 4 Quantitative Results 

 

This longitudinal study involves a mixed-method design, which consists of 

quantitative and qualitative data sets. The findings from the quantitative data are 

presented in this chapter using descriptive and inferential statistics. Firstly, data 

management processes used prior to the interpretation of results to ensure the rigour of 

this study and the response rate achieved are detailed. Secondly, the demographic 

profile of the study participants is reported and compared to Australian national data to 

show the representative nature of the sample. The reliability of the instruments for this 

study are examined and stated. Descriptive statistics are used to describe important 

factors for older people following orthopaedic surgery, namely functional status, QoL, 

pain, depression, level of self-efficacy and outcome expectation. The relationship 

between personal efficacy beliefs and older people‘s wellbeing is analysed using 

bivariate correlations. Then, Multiple Regression is used to explore relationships and 

identify predictors in functional status and QoL. 

 

Data for each variable are presented for three time periods (stage one, two and three) 

and these important variables are further examined to create a baseline to determine 

the changes and relationships across time. Drawing upon prior research findings 

regarding efficacy beliefs in relation to older people‘s wellbeing and the results of 

Multiple Regression analysis found in this study, a theorised model of functional status 

and QoL in older people following orthopaedic surgery is developed. Finally, the 

complex causal relationship among the variables will be explored through Structural 

Equation Modelling (SEM) to understand multivariate relationships in an integrated 

manner to define a theorised model. 

 

Response Rate 

This longitudinal study included three stages of data collection. Initially, 268 people 

were assessed for eligibity and 76 people were excluded as they did not meet 

eligibility criteria. As such, in the first stage, 192 eligible older people were 

approached within 72 hours of admission to geriatric rehabilitation units, to invite their 

participation in this study. Of those approached, 84 people refused and 108 people 

agreed to participate. In the second stage, these 108 participants were followed up 
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when they were within 72 hours of discharge from the geriatric rehabilitation units. 

Ninety-two people responded and nine people refused to participate in the survey 

because they had a short stay in hospital (average 5.7 days) and therefore felt the time 

period between the surveys was too short. Five people withdrew from the study, one 

was lost in the follow-up to data collection and one person was transferred following 

amputation surgery. In the third stage, participants were followed up at six weeks after 

discharge from hospital. Ninety-two people responded to the third survey, while six 

people refused to participate in this stage. Three people were lost because they were 

unable to be contacted: one passed away, one went to a nursing home and one 

transferred to another medical department due to a medical condition. Figure 4-1 

shows the flow chart of participation of older people following orthopaedic surgery 

within the three stages of this longitudinal study. Overall, 83 older people completed 

all three stages of this study, giving a response rate of 43%.     
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Figure 4-1: Flow chart of participation in this study 

 

Data Management 

During the data entry process, 20% of the data were double-entered and checked for 

errors. Screening and cleaning of the data were employed prior to data analysis. Errors 

and any out-of-range values were identified by examining the frequencies of each 
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variable in the SPSS version 16.0 software program. Moreover, the crosschecks 

against three time periods were conducted and errors were corrected.  

 

The missing values were managed in five ways. Firstly, cases including those who 

completed at least two of the three time periods were included in the data set. The 

missing data were calculated within the range of 7.9% to 36.6%. The greatest 

percentage of missing values related to the item called sex life and this was 10.9% at 

stage one, 14.8% at stage two and 36.6% at stage three respectively. The next greatest 

missing values were the items related to the geriatric depression scale with 9.9% to 

11.9%. Secondly, Little‘s MCAR test was conducted with SPSS. The p value was 

found to be less than 0.05 in this study, which suggested the data were not missing 

completely at random (MCAR).  Judd and Kenny (2010) state that missing at random 

(MAR) and missing not at random (MNAR) are difficult to distinguish. They suggest 

that using logistic regression to recognise the pattern of missing data between MAR 

and MNAR. Logistic regression was used to examine the missingness in this study and 

indicated the probability that missing values would vary according to other variables 

(for example, age and education). Therefore, it can be concluded that the data were 

likely to be missing at random (MAR).  

 

The previously mentioned missing data in the items were substituted for the purpose of 

analysis following the instruction manuals for each instrument. For example, the 

missing values in the sex life item were replaced by the case mean of other items in the 

domain (World Health Organisation, 1996). The scores on the Geriatric Depression 

Scale were prorated to compensate for unanswered questions as (score × 15) ÷ number 

of questions answered (McDowell, 2006). Additionally, nine participants had short 

hospitalisations and refused to complete the survey at stage two. In these cases, the 

imputation strategy of last observation carried forward (LOCF) was used to carry the 

data from stage one to stage two. However, the missing values at stage three did not 

use LOCF for missing imputation because of the time interval being longer (six 

weeks). Consequently, the range of missingness was 7.9% to 8.9%, which 

encompassed the missing data not replaced at stage three. These missing values were 

imputed using expectation-maximization (EM) imputation in SPSS program as the 

best approach to address missing values (Polit, 2010).   
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To ensure accurate interpretation of the data, scores were transformed using SF-12 and 

Australian WHOQOL-BREF instruments. The values on specific items were reversed 

so that all scores were shown in a positive direction according to the instruction 

manuals. Then, each subscale score was transformed to a 0-100 scale.   

 

In addition, a sensitivity analysis was carried out to test the adequacy of the 

imputations. Garson (2008) argues that improper handling of missing values can 

distort analysis as the remaining dataset is possibly biased and the sample size reduced, 

especially in time series analysis. The mean of each variable on the imputed dataset 

was compared with the original dataset (see Table 4-1). There was no appreciable 

difference between the two datasets. As a result, the imputed dataset was selected to 

report the results in this longitudinal study. 

 

Table 4-1. Comparison of Imputed Dataset and Original Dataset 

Variables    Imputed dataset  Original dataset  

S1 general health   44.59 (15.03)   44.33 (15.29) 

S1 self-efficacy     7.43 (1.96)     7.44 (2.05) 

S1 outcome expectation    4.68 (0.46)     4.67 (0.48) 

S1 functional status     1.69 (0.59)     1.69 (0.62) 

S1 pain    59.49 (27.65)   59.47 (27.80) 

S1 Geriatric Depression Scale   3.36 (2.49)     3.32 (2.31) 

S1 QoL    67.87 (12.21)   67.29 (12.55) 

S2 general health   52.42 (16.34)   52.72 (16.65) 

S2 self-efficacy     8.70 (1.61)     8.71 (1.61) 

S2 outcome expectation    4.80 (0.42)     4.80 (0.42) 

S2 functional status     1.39 (0.54)     1.36 (0.53) 

S2 pain    44.37 (27.02)   43.16 (27.31) 

S2 Geriatric Depression Scale   2.67 (2.46)     2.62 (2.50) 

S2 QoL    70.82 (11.68)   70.01 (12.17) 

S3 general health   60.53 (16.30)   60.44 (17.06) 

S3 self-efficacy     9.26 (1.10)     9.26 (1.15) 

S3 outcome expectation    4.76 (0.46)     4.76 (0.48) 

S3 functional status     1.09 (0.61)     1.10 (0.65) 

S3 pain    26.92 (22.91)   27.00 (24.00) 

S3 Geriatric Depression Scale   2.60 (2.45)     2.68 (2.70) 

S3 QoL    74.16 (12.48)   74.33 (13.07) 

 

 

Demographic Characteristics of Participants  

Demographic characteristics of all participants are shown in Table 4-2. These are 
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compared with national statistical data of people aged 65 and over, based on 2006 

census of population and housing (Australian Bureau of Statistics, 2007), to illustrate 

the representativeness of this sample to the Australian older population. Of the 101 

participants, there was a high percentage of females (n = 71, 70.3%) compared to 

males (n = 30, 29.7%). The participants were aged between 65 and 97 years with the 

mean age of 75.7 years (SD = 7.1 years). The proportions of participants in the age 

groups 70–74 and 75–79 were 29.7% (n = 30) and 25.7% (n = 26) respectively. When 

compared to the Australian population, these age groups are slightly higher than the 

national data. There were fewer older people in the 65–69 age group (n = 18, 17.8%) 

compared to the national population average of 28.6%. Fifteen people (14.9%) were 

aged between 80 and 84 years and eight people (7.9%) were aged between 85 and 89. 

Similarly, few older people were aged 90–94 (n = 3, 3.0%). These figures showed a 

great deal of parity with the Australian population data. Overall, the participants in this 

study were slightly older than the Australian population. For the purposes of the 

current study, the older people are categorised into two groups: youngest older group 

(aged 65–79 years old) and oldest older group (aged 80–100 years old) to enable a 

fuller discussion of the findings. 

 

Over half of the participants (n = 53, 52.5%) had total knee replacements (TKR). 

Nearly the same proportion of participants had neck of femur (NOF) injuries (n = 20, 

19.8%) and total hip replacement (THR) procedures (n = 23, 22.8%). Only five 

participants (5.0%) had ankle surgery. The average length of stay in rehabilitation units 

was 14 days (SD = 7.2 days), with a range of 3 to 42 days.  

 

Four categories of education level were used and grouped according to the highest 

level of education participants had completed. Around 19% of participants (n = 19, 

18.8%) had completed primary school, 32.7% (n = 33) had completed junior high 

school, 28.7% (n = 29) had completed senior high or vocational school, and 19.8% (n 

= 20) had graduated from university. These figures were compared with the Australian 

older population and indicate that the sample had a lower education level than the 

national older population (Table 4-2). 
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Table 4-2. Demographic Characteristics of Participants (n = 101) 

Demographic characteristics  Sample n (%)  National population (%) 

Gender  

Male    30 (29.7)   (44.9) 

Female    71 (70.3)   (55.1) 

 

Age group      

65 - 69    18 (17.8)   (28.6) 

70 - 74      30 (29.7)   (23.3) 

75 - 79    26 (25.7)   (20.6) 

80 - 84    15 (14.9)   (15.3) 

85 - 89      8 (7.9)   (8.1) 

90 - 94      3 (3.0)   (3.2) 

95 year and over     1 (1.0)   (0.9)  

 

Diagnosis 

 Ankle surgery     5 (5.0)   - 

 NOF    20 (19.8)   - 

 THR    23 (22.8)   - 

 TKR    53 (52.5)   - 

 

Education 

Primary school  19 (18.8)   

Junior high school  33 (32.7)   (36.4)
a
 

Senior high school/ 

Vocational school  29 (28.7)   (55.4) 

University   20 (19.8)   (8.2) 

     

Ethnicity 

Caucasian/European  99 (98.0)   (94.7) 

Asian      2 (2.0)   (4.6) 

Other    -    (0.7) 

 

Religion  

Catholic   33 (32.7)   (28.8) 

Christian   50 (49.5)   (60.5) 

No religion   14 (13.9)   (8.9) 

Other      4 (4.0)   (1.8) 

  

Fortnightly Income 

Less than $500  25 (24.8)   (42.8) 

$500 - $1000   58 (57.4)   (31.6)
b
 

$1000 - $1500     9 (8.9)    (4.8)
b
 

Over $1500     9 (8.9)   (7.7)
b
 

Non-response   -    (13.1) 
a
The percentage shown included primary school and junior high school.  

b
The category for national data was based on $500 - $1200, $1200 – 1600 and over $1600. 
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The majority of participants were Caucasian or European (n = 99, 98.0%) compared to 

the national population of 94.7%. There was a small proportion of older people (n = 2, 

2.0%) from an Asian background, which was less than the national population of 4.6%. 

Nearly half the participants (n = 50, 49.5%) in the sample were identified as being 

affiliated with a Christian religion. Around a third (n = 33, 32.7%) were affiliated with 

the Catholic religion, which is comparable to the national population figure of 28.8%.  

A further 13.9% of participants (n = 14) declared they had no religion, which is higher 

than the national data of 8.9%. Only 4.0% (n = 4) were affiliated with other religions, 

compared to 1.8% in the national sample.   

 

Approximately one quarter of participants (n = 25, 24.8%) were in the lowest income 

range (less than $500 per fortnight), which is lower than the national figure of 42.8%. 

The results also showed that three-quarters of participants (n = 76, 75.2%) reported 

fortnightly income greater than $500 compared to 57.2% in the national population. 

Overall, the participants in this study were wealthier than a similar age group in the 

Australian population.      

 

Participants’ Pre-existing Diseases 

Pre-existing diseases were identified as any medical condition diagnosed prior to when 

participants were surveyed. There were ten common diseases identified based on the 

top ten leading causes of disease burden in Australia (Mathers et al., 1999) and these 

are shown in Table 4-3. National data for these ten diseases are not available as the 

categories used are different from the ones used in this study. The most common 

disease participants reported in this study was arthritis (n = 65, 64.4%), followed by 

high blood pressure (n = 56, 55.4%) and osteoarthritis (n = 51, 50.5%). Twenty-two 

people (21.8%) had diabetes, 17 people (16.8%) had coronary heart disease and 12 

people (11.9%) suffered from depression. A few participants had colorectal cancer (n 

= 6, 5.9%), stroke (n = 5, 5.0%) and chronic obstructive pulmonary disease (n = 4, 

4.0%). Figure 4-2 summarises the numbers of pre-existing diseases participants had, 

including other conditions excluded from previous categories. Over half of the older 

people (n = 52, 51.5%) in the sample were diagnosed with more than two 

diseases/conditions whereas 22.8% (n = 23) were diagnosed with two 
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diseases/conditions. More than 20% of participants (n = 21, 20.8%) were diagnosed 

with one disease/condition and five older people (5.0%) had no pre-existing 

disease/condition.  

 

Table 4-3. Frequency of Pre-existing Diseases  

Diseases                 Study sample  

         n (%) 

Arthritis        65 (64.4) 

High blood pressure       56 (55.4) 

Osteoarthritis        51 (50.5) 

Diabetes        22 (21.8) 

Coronary heart disease      17 (16.8) 

Depression        12 (11.9) 

Colorectal cancer         6 (5.9) 

Stroke           5 (5.0) 

Chronic obstructive pulmonary disease      4 (4.0) 

Lung cancer          0 (0) 

 

 

 

Figure 4-2. Participants‘ pre-existing diseases 

 

Participants’ Living Arrangements and Social Support 

Table 4-4 presents participants‘ living arrangement and social support. Nearly 48% (n 

= 48) of older people lived with a spouse, family or a friend compared to the national 

population of 67.0%. Over half of the participants (n = 53, 52.5%) lived alone in 

community settings, which is higher than the general population (33.0%). The social 
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support that participants received prior to hospitalisation to facilitate their daily living 

was investigated. The types of social support were identified and grouped into six 

categories: domiciliary nurses, meals on wheels, social workers, family and friends, 

volunteer groups, and others. A high proportion (n = 46, 45.5%) of participants 

reported that their family and friends were the major support system in their everyday 

life. A few participants received support from volunteer groups (n = 6, 5.9%), 

domiciliary nurses (n = 3, 3.0%), meals on wheels (n = 3, 3.0%) and social workers (n 

= 2, 2.0%). A further 24% (n = 24, 23.8%) employed private cleaners, home help, or 

other community support, including religious congregational support. The majority of 

participants (n = 55, 54.5%) received some kind of social support, while just over 30% 

of the older people (n = 33, 32.7%) reported no social support. Ten participants (9.9%) 

had two types of support and only three older people (3.0%) received three types of 

social support.   

 

Table 4-4. Participants’ Household Composition  

   Detail                 Study sample       National population 

            n (%)       (%) 

Living arrangement 

 Living with spouse/family/friend 48 (47.5)       (67.0) 

 Living alone    53 (52.5)      (33.0) 

 

Social support 

 Domiciliary nurses     3 (3.0)          - 

 Meals on wheels     3 (3.0)          - 

 Social workers      2 (2.0)          - 

 Family and friends   46 (45.5)          - 

 Volunteer group     6 (5.9)          - 

 Others      24 (23.8)          - 

 

The number of social support types received 

 No support    33 (32.7)          - 

 One support network   55 (54.5)          - 

 Two support networks   10 (9.9)          - 

 Three support networks    3 (3.0)          - 

 

 

Comparisons between Older People Lost to Follow-up and Study Participants  

A total of 101 older people participated at stages one and two, and nine older people 

were lost at stage three in this study. Older people who withdrew from the study were 

more likely to have completed senior high school/vocational school (χ
2
(3) = 11.96, p 
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< .05). There were no statistically significant differences in age, gender, diagnosis, 

length of stay, income, the number of co-diseases, ethnic group, religion, living 

arrangement and the number of social support types received.     

 

Reliability of Instruments 

Six standardised instruments were utilised in this study. They were SF-12 Health 

Survey (SF-12), Health Assessment Questionnaire (HAQ), Self-efficacy for Functional 

Activity Scale (SEFA), Outcome Expectations for Functional Activity Scale (OEFA), 

Geriatric Depression Scale (GDS) and Australian WHOQOL-BREF. The reliabilities 

of these instruments across three stages were examined and are reported in Table 4-5 

with reliability coefficients of all scales and subscales. All the Cronbach‘s Alpha 

values were above .70, which indicated good reliability in this present study. The 

scales are also compared in Table 4-5 with previous studies in nursing or related 

disciplines.  

 

Table 4-5. Reliability of Scales and Subscales   

Scales/Subscales   Stage 1     Stage 2      Stage 3       Comparable studies 

          α            α      α      α  

SF-12         .76          .81     .86      .76~.89 (Ware et al., 1996) 

HAQ         .89          .88     .87      .87~.96 (Dena, et al., 1992) 

SEFA         .88          .89     .85    .83~.94 (Resnick, 1996) 

OEFA         .88          .91     .91    .92 (Resnick, 1998) 

GDS         .71          .76         .78    .92 (Resnick, 1998)  

Australian WHOQOL-BREF   

 Physical health      .80          .82     .85 

 Psychological health      .75          .77     .85 

 Social relationship      .66          .57     .63 

 Environment       .78          .77     .87 

 Overall            .90          .91     .94     .68~.87(Hawthorne et al., 2000) 

  

 

The reliability coefficient was calculated for each subscale of the Australian 

WHOQOL-BREF: physical health, psychological health, social relationship and 

environment. It was found that the reliability coefficients for physical health, 

psychological health and environment subscales were all adequate for the three stages, 

ranging from .75 to .87. However, the reliability of the social relationship subscale was 

low, between .57 and .66, within the three stages. Overall, the reliability coefficients 

for the Australian WHOQOL-BREF ranged from .90 to .94 for the three stages, 
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suggesting very good internal consistency and reliability. 

 

Important Factors for Older People Following Orthopaedic Surgery  

There are numerous factors identified in previous studies that may influence QoL for 

older people (Jakobsson & Hallberg, 2002; Naumann & Byrne, 2004; Stretton et al., 

2006). The conceptual model for this study, based on the review of literature includes a 

number of variables (see Chapter 2) which are considered important factors for older 

people following orthopaedic surgery.  

 

Older people and general health outcomes 

The SF-12 Health Survey is a self-report scale to assess participants‘ general health 

outcomes at admission (stage one), discharge (stage two) and six weeks post-discharge 

(stage three). Table 4-6. presents the mean and standard deviation scores for each 

subscale of the SF-12. The mean overall score of SF-12 in this study increased 

generally across the three stages. Figure 4-3 indicates that the means of SF-12 

subscales increased from stage one to stage three. The most discernable increase in 

subscales was bodily pain and social functioning. The score for bodily pain was 

reversed so that a high score indicated lack of bodily pain. From the initial score of 

28.71 (SD = 26.31) at stage one, there was an increase of 30.07 points to 58.78 (SD = 

25.13) at stage three. Similarly, the mean social functioning improved from 43.32 

(SD= 37.40) at stage one to 69.86 (SD = 29.30) at stage three. The physical 

functioning of older people in this study slighltly improved after discharge to 

community home settings where mean scores increased from 26.98 (SD = 27.99) at 

stage one to 40.46 (SD = 31.29) at stage three. These figures indicate that the bodily 

pain level for older people decreased noticeably with better physical functioning after 

discharge to enable participants to return back to their social activities. 

 

The mean scores with average increases were role physical and vitality subscales, 

17.22 points in role physical and 16.66 points in vitality. This reflects that the older 

people felt more vigour after discharge compared to the time during hospitalisation, 

allowing them to pursue more work or leisure activities in their daily lives. The role 

emotional for older people from the initial stage to the final stage of this study was 

enhanced between stage one (mean = 67.57, SD = 31.48) and stage three (mean = 
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78.36, SD = 22.31). The mean mental health score for older people at stage three 

(mean = 78.47, SD = 16.92) was also higher than the mean score at stage two (mean = 

75.12, SD = 15.46) and stage one (mean = 67.20, SD = 21.13). These figures indicate 

that the older people felt more positive about their lives post-discharge as opposed to 

during hospitalisation, which seemed to reduce motivation and limit their 

achievements in daily life. Lastly, the mean general health score increased the least 

compared to other subscales, 61.29 (SD = 23.51) at stage one to 62.79 (SD = 22.29) at 

stage three.   

 

Table 4-6. The Results of SF-12 in Three Stages (n = 101)  

Scales/Subscales       Stage 1                Stage 2             Stage 3        

      Mean (SD)         Mean (SD)  Mean (SD)   

SF-12 overall scores      44.59 (15.03)  52.42 (16.34)  60.53 (16.30) 

     Physical functioning   26.98 (27.99)  31.44 (32.14)  40.46 (31.29) 

     Role physical      29.21 (23.40)  42.33 (26.98)  46.43 (21.77) 

     Bodily pain       28.71 (26.31)  42.82 (27.23)  58.78 (25.13) 

     General health      61.29 (23.51)  62.57 (20.31)  62.79 (22.29) 

     Vitality       32.43 (25.38)  43.07 (26.01)  49.09 (23.49) 

     Social functioning      43.32 (37.40)  47.28 (37.90)  69.86 (29.30) 

     Role emotional      67.57 (31.48)  74.75 (31.87)  78.36 (22.31) 

     Mental health      67.20 (21.13)  75.12 (15.46)  78.47 (16.92) 

     

 

 

Figure 4-3. The subscales of SF-12 across time 

 

Older people and functional status 

The participants‘ functional status was assessed by the Health Assessment 

Questionnaire (HAQ), which reports the amount of performance difficulty for each 
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task. HAQ includes the HAQ Disability Index (HAQ-DI), the HAQ pain scale and the 

patient global health scale (B. Bruce & Fries, 2003). Participants‘ functional ability 

was presented in terms of dressing and grooming, arising, eating, walking, hygiene, 

reach, grip and activities. The frequency of functional status is outlined in Table 4-7.  

 

The data revealed a high percentage of participants (n = 76, 75.2 %) who were unable 

to manage their hygiene at stage one. However, the number began to decrease steadily 

at stage two (n = 68, 67.3%) through to stage three (n = 50, 49.5%). Similarly, there 

was a noticeable decrease in extent to which older people were unable to carry out 

activities from stage one (n = 55, 54.5%) to stage three (n = 35, 34.7%).  

 

Additionally, participants had much difficulty in undertaking dressing and grooming at 

stage one (n = 30, 29.7%) and this progressively improved at stage two (n = 25, 24.8%) 

and stage three (n = 17, 16.8%). Likewise, the older people reported having much 

difficulty (n = 34, 33.7%) or being unable to arise (n = 30, 29.7%) at stage one. 

Afterwards, the number having much difficulty in arising dropped to 18 (17.8%) 

people at stage two and remained similar at stage three (n = 17, 16.8%). But the 

number of older people who were unable to arise slightly increased from 9 (8.9%) 

people at stage two to 12 (11.9%) people at stage three. These figures reflect that the 

older people struggled with arising due to mobility precautions post-surgery or 

equipment differences between hospital and their community homes (for example, 

availability of an electric bed at hospital for raising oneself).      

 

Almost half of the participants had much difficulty (n = 46, 45.5%) or were unable (n 

= 43, 42.6%) to walk at stage one. The number of older people who were unable to 

walk radically dropped at stage two (n = 13, 12.9%) and three (n = 8, 7.9%). As well 

there was a slight reduction at stage two (n = 40, 39.6%) and stage three (n = 35, 

34.7%) in walking with much difficulty. In the category of unable to reach, the figure 

decreased considerably from 38 (37.6%) people at stage one to 29 (28.7%) of people 

at stage two, followed by a general decline from stage two through to stage three (n = 

16, 15.8%). 
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Table 4-7. Frequency of Functional Status Using HAQ-DI  

Categories     Stage 1           Stage 2            Stage 3           

                      n (%)  n (%)   n (%) 

Dressing and grooming      

Without any difficulty   29 (28.7) 43 (42.6) 54 (53.5) 

With some difficulty   27 (26.7) 23 (22.8) 28 (27.7) 

With much difficulty     30 (29.7) 25 (24.8) 17 (16.8) 

Unable to do      15 (14.9) 10 (9.9)   2 (2.0) 

Arising        

Without any difficulty   10 (9.9) 28 (27.7) 35 (34.7) 

With some difficulty   27 (26.7) 46 (45.5) 37 (36.6) 

With much difficulty   34 (33.7) 18 (17.8) 17 (16.8) 

Unable to do      30 (29.7)   9 (8.9) 12 (11.9) 

Eating          

Without any difficulty   74 (73.3) 88 (87.1) 89 (88.1) 

With some difficulty     17 (16.8)   9 (8.9)   8 (7.9) 

With much difficulty      7 (6.9)    1 (1.0)   2 (2.0) 

Unable to do       3 (3.0)    3 (3.0)   2 (2.0) 

Walking     

Without any difficulty     3 (3.0)   3 (3.0) 27 (26.7)

 With some difficulty     9 (8.9) 45 (44.6) 31 (30.7) 

With much difficulty   46 (45.5) 40 (39.6) 35 (34.7) 

Unable to do    43 (42.6) 13 (12.9)   8 (7.9) 

Hygiene     

Without any difficulty     5 (5.0)   6 (5.9)  10 (9.9) 

With some difficulty     4 (4.0)   6 (5.9) 11 (10.9) 

With much difficulty   16 (15.8) 21 (20.8) 30 (29.7) 

Unable to do    76 (75.2) 68 (67.3) 50 (49.5) 

Reach  

Without any difficulty   13 (12.9) 26 (25.7) 36 (35.6) 

With some difficulty   26 (25.7) 19 (18.8) 28 (27.7) 

With much difficulty   24 (23.8) 27 (26.7) 21 (20.8) 

Unable to do    38 (37.6) 29 (28.7) 16 (15.8) 

Grip      

Without any difficulty     53 (52.5) 69 (68.3) 74 (73.3) 

With some difficulty   22 (21.8) 23 (22.8) 15 (14.9) 

With much difficulty     19 (18.8)   4 (4.0) 11 (10.9) 

Unable to do        7 (6.9)   5 (5.0)   1 (1.0) 

Activities 

Without any difficulty     5 (5.0)   5 (5.0) 21 (20.8) 

With some difficulty     4 (4.0)   4 (4.0) 16 (15.8) 

With much difficulty   37 (36.6) 31 (30.7) 29 (28.7) 

Unable to do    55 (54.5) 61 (60.4) 35 (34.7) 
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The findings also show that the majority of participants (ranging from 52.5% to 73.3%) 

had no difficulty with gripping during the three stages; only a small percentage faced 

difficulty with gripping at stage one. In spite of participants improving their capability 

between stages one to three, a growing number of people had much difficulty in 

gripping from stage two (n = 4, 4.0%) to stage three (n = 11, 10.9%). This figure 

reflects the adjustments of returning to community settings where greater difficulties 

were encountered than older people might have expected. Only a small proportion of 

the older people reported having much difficulty and an inability to feed themselves 

during the three stages (4.0%-9.9%). 

 

Descriptive results for health status 

As indicated in Table 4-8, the mean scores of HAQ-DI decreased across the three 

stages, with the range from 1.09 to 1.69. This suggests that the sample in this study 

had moderate to severe disability (B. Bruce & Fries, 2003). The changes in mean 

scores reflect a progressive increase in functional status following discharge. The other 

two separate items from HAQ-DI are HAQ-Pain and the global health scale. The scale 

for global health was reversed into a positive direction ranging from 0 to 100. The 

HAQ-Pain decreased dramatically from stage one (M = 59.49, SD = 27.65) to stage 

three (M = 26.92, SD = 22.91). On the other hand, the global health scale had an 

opposite direction compared to HAQ-Pain; it had a slight increase from stage one (M 

= 63.06, SD = 24.65) to stage three (M= 72.78, SD = 25.41). Overall, older people in 

this study had decreasing levels of pain and improving health and functional status 

throughout the rehabilitation program in hospital and in the community.  

 

Table 4-8. The Results of Health Status in Three Stages (n = 101)  

Scales   Stage 1   Stage 2    Stage 3           

   Mean (SD)       Mean (SD)   Mean (SD)   

HAQ-DI    1.69 (0.59)    1.39 (0.54)    1.09 (0.61) 

HAQ-Pain  59.49 (27.65)  44.37 (27.02)  26.92 (22.91) 

Global health  63.06 (24.65)  70.03 (25.30)  72.78 (25.41)  

 

Frequency of aids or devices use in functional status 

Table 4-9 shows responses to each aid or device used to maintain or facilitate 

participants‘ functional status between the three stages. Walkers (n = 63, 62.4%) and 

crutches (n = 35, 34.7%) were the most common devices utilised by older people at 
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stage one and later updated their walking equipment to a cane (n = 43, 42.6%) and a 

walker (n = 33, 32.7%) at stage three. Only nine (8.9%) people walked with crutches 

and seven (6.9%) people needed a wheelchair. The overall progression of percentage 

values for a bathtub bar shows a dramatic decrease from stage one (n = 24, 23.8%) to 

stage two (n = 18, 17.8%) but a smaller percentage change was detected between stage 

two and three (n = 14, 13.9%). A similar situation occurred with aids/devices 

categorised as special or a built-up chair at stage two (n = 25, 24.8%) to stage three (n 

= 23, 22.8%). There was a gradual decrease in using long-handled appliances for reach 

from stage one (n = 45, 44.6%) to stage three (n = 35, 34.7%). Participants utilised this 

equipment to enable them to balance and avoid bending too far. Therefore, these 

figures reflect the difficulty in bending down that participants faced on a daily basis. 

These figures also suggest that those participants recovering from hip surgery 

continued to carry out hip precautions in their daily lives after discharge, which 

assisted them in preventing complications from surgery and recurrent injuries.  

 

Table 4-9.  Frequency of Aids or Devices Used for Maintaining Functional Status  

Aids / devices     Stage 1  Stage 2            Stage 3           

                      n (%)  n (%)   n (%) 

Devices used for dressing   10 (9.9) 13 (12.9) 14 (13.9) 

Special or built-up chair   35 (34.7) 25 (24.8) 23 (22.8) 

Walker      63 (62.4) 53 (52.5) 33 (32.7) 

Crutches       35 (34.7) 40 (39.6)   9 (8.9) 

Built-up or special utensils     17 (16.8)   5 (5.0)   4 (4.0) 

Wheelchair     16 (15.8)   7 (6.9)   7 (6.9) 

Cane      27 (26.7) 33 (32.7) 43 (42.6) 

Raised toilet seat    69 (68.3) 60 (59.4) 42 (41.6) 

Bathtub bar     24 (23.8) 18 (17.8) 14 (13.9) 

Long-handled appliances for reach  45 (44.6) 45 (44.6) 35 (34.7) 

Bathtub seat       31 (30.7) 17 (16.8) 16 (15.8) 

Long-handled appliances in bathroom   26 (25.7) 19 (18.8) 14 (13.9) 

Jar opener     22 (21.8) 13 (12.9) 15 (14.9) 

 

Frequency of help from another person in functional status 

The frequency of help that participants requested from another person for maintaining 

functional status during the three stages is presented in Table 4-10. The most difficult 

task for participants was errands and chores, which showed that 81.2%-82.2% of 

people needed assistance at stage one and two. These figures reflect the fact that 

assistance with these specific events was required during hospitalisation. About 42% 
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of the participants (n = 42) still required help with errands and chores after discharge 

from hospital. Table 4-10 also shows that participants requested help with all 

categories at stage one, except for the category of eating. After the rehabilitation 

program within the hospital, the number of instances of help decreased noticeably at 

stage two and remained similar at stage three. This indicates that the majority of 

participants were able to manage their functional status throughout the rehabilitation 

program, excluding errands and chores.   

 

Table 4-10. Frequency of Help from Another Person for Maintaining Functional Status 

Categories of help    Stage 1  Stage 2  Stage 3           

                      n (%)  n (%)  n (%) 

Dressing and grooming   35 (34.7) 21 (20.8) 10 (9.9) 

Arising       27 (26.7)   6 (5.9)   2 (2.0) 

Eating          2 (2.0)   2 (2.0)   1 (1.0) 

Walking     44 (43.6) 18 (17.8) 12 (11.9) 

Hygiene       21 (20.8)   7 (6.9)   2 (2.0)  

Reach      39 (38.6) 23 (22.8) 15 (14.9) 

Gripping and opening things   25 (24.8) 15 (14.9) 15 (14.9) 

Errands and chores    83 (82.2) 82 (81.2) 42 (41.6) 

 

Older people and efficacy beliefs 

Older people‘s efficacy beliefs are measured by two separate instruments: Self-

efficacy for Functional Activity Scale (SEFA), which measure personal self-efficacy 

beliefs with total scores ranging from 0 to 10, and Outcome Expectations for 

Functional Activity Scale (OEFA), which examine personal outcome expectations with 

total scores ranging from 1 to 5. As displayed in Table 4-11, there was a gradual 

increase in the overall scores of self-efficacy and outcome expectations through the 

three stages, except OEFA from stage two to stage three. The mean scores for self-

efficacy were 7.43 (SD = 1.96) at stage one, 8.70 (SD = 1.61) at stage two and 9.26 

(SD = 1.10) at stage three. The means of outcome expectations were 4.68 (SD = 0.46) 

at stage one, 4.80 (SD = 0.42) at stage two, and 4.76 (SD= 0.46) at stage three. The 

mean scores in OEFA decreased slightly at two time periods (stage two, M = 4.80; 

stage three, M = 4.76). This change reflected the items in OEFA being less relevant to 

participants following discharge from hospital.  
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Table 4-11. The Results of Self-efficacy in Three Stages (n = 101)  

Scales    Stage 1              Stage 2              Stage 3           

Mean (SD)       Mean (SD)  Mean (SD)  

Self-efficacy 

SEFA   7.43 (1.96)  8.70 (1.61)  9.26 (1.10) 

Outcome expectation 

 OEFA   4.68 (0.46)  4.80 (0.42)  4.76 (0.46) 

  

 

Older people and depression 

The Geriatric Depression Scale (GDS) was applied in this study to measure 

participants‘ depressive symptoms. Table 4-12 presents responses to each item of 

depressive symptoms through three data collection stages. The majority of participants 

reported that they were satisfied with their life (81.2%-91.1%) and they thought it was 

wonderful to be alive (79.2%-89.1%). Only a small percentage of older people 

revealed that their lives were empty (4.0%-8.9%), they were afraid something bad 

might happen to them (7.9%-10.9%), their situations were hopeless (3.0%-4.0%) and 

they were worse off than most people (5.0%-8.9%). About one third of older people 

felt that they were full of energy across the three time periods, ranging from 31.7% to 

39.6%. Almost the same percentage of older people (12.9%-14.9%) had problems with 

memory throughout the three stages.  

 

For the item ―dropped many activities and interests‖, the number of participants 

agreeing with the statement slightly decreased from stage one (n = 49, 48.5%) to stage 

three (n = 30, 29.7%). The item ―often get bored‖ decreased from 23.8% (n = 24) at 

stage one to 7.9% (n = 8) at stage three. Similarly, the number agreeing with the 

statement ―prefer to stay at home‖ fell from stage one (n = 48, 47.5%) to stage two (n 

= 40, 39.6%). These results reflect that older people returned back to their social 

activities and recovered their interests following discharge. However, the number 

preferring to stay at home only decreased slightly from stage two (n = 40, 39.6%) to 

stage three (n = 34, 33.7%).  
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Table 4-12.  Frequency of Depression Using GDS  

Items      Stage 1  Stage 2            Stage 3           

                 n (%)  n (%)   n (%) 

1. Satisfied with life    83 (82.2) 92 (91.1) 82 (81.2) 

2. Dropped many activities and interests 49 (48.5) 44 (43.6) 30 (29.7) 

3. Feel life is empty      9 (8.9)   4 (4.0)   4 (4.0) 

4. Often get bored    24 (23.8) 15 (14.9)   8 (7.9) 

5. In good spirits most of the time  87 (86.1) 91 (90.1) 77 (76.2) 

6. Afraid something bad is going to happen 11 (10.9) 10 (9.9)    8 (7.9) 

7. Happy most of time   88 (87.1) 95 (94.1) 81 (80.2) 

8. Often feel helpless    27 (26.7) 18 (17.8) 14 (13.9) 

9. Prefer to stay at home   48 (47.5)  40 (39.6) 34 (33.7) 

10. Have more problems with memory 15 (14.9) 13 (12.9) 14 (13.9) 

11. Wonderful to be alive now  90 (89.1) 89 (88.1) 80 (79.2) 

12. Feel pretty worthless the way you are  18 (17.8)   9 (8.9) 10 (9.9) 

13. Feel full of energy   32 (31.7) 35 (34.7) 40 (39.6) 

14. Feel situation is hopeless     3 (3.0)    4 (4.0)   3 (3.0) 

15. Most people are better off than you are   6 (5.9)    9 (8.9)   5 (5.0) 

 

The percentage of older people who ―often feel helpless‖ dropped slightly from 17.8% 

(n = 18) at stage two to 13.9% (n = 14) at stage three. Likewise, responses to ―feel 

pretty worthless‖ increased slightly from 8.9% (n = 9) at stage two to 9.9% (n = 10) at 

stage three. These results indicate that particpants had difficulty in adjusting within 

community settings. These results may have led to unhappiness and poor spirits among 

older people. As seen in Table 4-12, there was a slight increase in the percentage of 

happiness from stage one (87.1%) to stage two (94.1%) followed by a gradual 

decrease from stage two to stage three (80.2%). Moreover, there was a significant 

reduction in the number of participants reporting ―in good spirits most of the time‖ 

from stage two (n = 91, 90.1%) to stage three (n = 77, 76.2%).  

 

Overall, the mean scores with the GDS ranged from 2.60 to 3.36 (see Table 4-13) 

across the three stages of data collection, which suggests that the population in this 

study were within the normal range using this particular questionnaire (McDowell, 

2006). However, the mean at stage three (M = 2.60, SD = 2.45) remained similar to 

stage two (M = 2.67, SD = 2.46), which indicates older people‘s depressive symptoms 

remained consistent following discharge. This may have been caused by the difficulty 

of adjustment within their living environment, as previously mentioned, and possibly 

by their struggle to maintain functional performance in their daily life after discharge 
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from hospital.     

 

Table 4-13. The Results of GDS in Three Stages (n = 101)  

Scales    Stage 1              Stage 2              Stage 3           

Mean (SD)       Mean (SD)  Mean (SD)  

GDS    3.36 (2.49)  2.67 (2.46)   2.60 (2.45) 

 

Older people and QoL 

The Australian WHOQOL-BREF measures participants‘ QoL and encompasses 

physical health, psychological health, social relationships and environment. Scoring 

took place on a five-point rating scale for each item and the score was transformed to 

0–100 in a positive direction. Table 4-14 outlines the mean score and the number of 

participants for each of the subscales in the three data collection stages compared to 

the Australian population aged 60 years and over (Hawthorne, Herrman, & Murphy, 

2006). There was a radical increase in physical health from stage one (M = 47.84, SD 

= 17.07) to stage three (M = 64.77, SD = 16.05), which indicated that the level of 

physical health progressed significantly following discharge (see Figure 4-4). However, 

there was a lower mean score for physical health of older people in this study sample 

across the three stages compared with the Australian population mean of 69.6.  

 

Table 4-14. The Results of WHOQOL-BREF in Three Stages (n = 101) 

Scales/Subscales  Stage 1  Stage 2  Stage 3           Population 

             norms    

Mean (SD)      Mean (SD)     Mean (SD)          Mean  

Australian WHOQOL-BREF 

 Physical health 47.84 (17.07) 56.08 (16.04) 64.77 (16.05)      69.6 

 Psychological health 72.24 (13.53) 73.80 (13.32) 75.34 (13.66)      69.4  

 Social relationships 75.21 (17.63) 75.91 (14.98) 76.90 (16.25)      70.7  

 Environment  76.21 (13.73) 77.51 (13.10) 79.63 (13.10)      75.5  

Overall  67.87 (12.21) 70.82 (11.68) 74.16 (12.48)      71.3  
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Figure 4-4. QoL across time 

 

The mean scores in psychological health improved slightly from stage one (M = 72.24, 

SD = 13.53) to stage three (M = 75.34, SD = 13.66), which were higher than the 

population norm (M = 69.4). Similarly, the mean scores in social relationships in the 

study were higher than the population norm (M = 70.7), although there was little 

variation over the three stages (M = 75.21, SD = 17.63 at stage one; M = 75.91, SD = 

14.98 at stage two; M = 76.90, SD = 16.25 at stage three). These figures reflect that 

participants in this study did not have psychological concerns, and this was supported 

by the results from the GDS (scores were within normal range). Participants had 

positive attitudes toward the situations they encountered and they were satisfied with 

themselves regarding improvements in their situations. They also felt satisfied with 

and appreciated their personal relationships with others.   

 

Finally, there was a noticeable rise in the mean score of the environment subscale from 

stage one (M = 76.21, SD = 13.73) to stage three (M = 79.63, SD = 13.10). The mean 

score in the Australian population norm (M = 75.5) was slightly lower than the mean 

score of the study sample across the three stages. As such, older people in the study 

were satisfied with and felt safe within their living environment, especially after 

returning to their community settings. Moreover, they had more opportunity for leisure 

activities and were satisfied with their transport arrangements. Overall, the mean 

scores of older people‘s QoL during stage one (M = 67.87) and two (M = 70.82) were 

lower than the Australian population norms (M = 71.3); nevertheless, their QoL 

improved considerably following discharge (M = 74.16) and improved to a greater 

0 

10 

20 

30 

40 

50 

60 

70 

80 

90 

Stage 1 Stage 2 Stage 3 

Physical health 

Psychological 

health 

Social 

relationships 

Environment 



107 

 

extent than the population norm.      

 

Relationships between Personal Efficacy Beliefs and Older People’s Wellbeing    

A Pearson‘s correlation coefficients matrix was examined for inter-correlations 

between personal efficacy beliefs and older people‘s wellbeing. Efficacy beliefs 

included self-efficacy and outcome expectations, and personal wellbeing consisted of 

depression, pain, functional status and QoL. Demographic factors, age and gender, 

were also investigated. 

 

Exploration of relationships between variables at each stage 

The bivariate correlations between each variable at each of the three stages were 

examined to determine any co-relations between variables and if these varied at any of 

the stages (see Table 4-15). There was a strong association between depression, self-

efficacy, outcome expectations and QoL (P < .01) across three stages, indicating that 

older people who were more satisfied with their QoL had high levels of efficacy 

beliefs and fewer depressive symptoms. QoL had a moderate relationship with 

difficulty in functional status (P < .01). The results from difficulty in functional status 

and QoL showed a higher association at stage three (r = -.36, P < .01) than at stage one 

(r = -.30, P < .01) and two (r = -.30, P < .01). This indicated that older people‘s QoL 

was highly associated with their functional ability following discharge due to the 

certain level of functional activities needed to carry on in their daily lives. The level of 

pain showed a smaller correlation at stage one (r = -.20, P < .05) and moderate 

correlation at stage three (r = -.36, P < .01) with QoL.  

 

The results show that older people with more difficulty in functional status had lower 

levels of self-efficacy beliefs toward exercise, outcome expectations and more 

depressive symptoms (P < .05). Level of pain had a moderate positive relationship 

with difficulty in performing activities of functional status at stages two and three (P 

< .01). These figures reflect that older people‘s pain was being managed and they did 

not perform as many functional activities while they were admitted to the 

rehabilitation units; therefore older people‘s functional status was only shown to be 

influenced by pain at stages two and three. Moreover, level of pain was only found to 

have a moderate relationship with depression (r = .35, P < .01) at stage three; older 
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people with a higher level of pain had more depressive symptoms after returning to the 

community. Gender also had a weak correlation with pain (r = .22, P < .05) at stage 

one; being a female involved a greater likelihood of suffering from severe pain.   

 

Additionally, depression had a moderate negative relationship with self-efficacy 

beliefs and outcome expectations (P < .01), except for outcome expectation at stage 

one. The associations between depression and self-efficacy beliefs increased through 

the three stages. This reflects that the self-efficacy beliefs among older people slowly 

increased during the rehabilitation program at hospital through to discharge to 

community settings. Older people felt more confident with their situations and this 

allowed them to overcome difficulties they faced, and thus their depressive symptoms 

decreased. However, the association between depression and outcome expectation 

decreased from stage two to stage three. This indicated that outcome expectation did 

not have much influence on depressive symptoms at stage three, as returning home 

was the major goal for many older people during hospitalisation. In relation to efficacy 

beliefs, a positive association were found between self-efficacy and outcome 

expectation from stage one to stage two (P < .01). 

 



109 

 

Table 4-15. Bivariate Correlations between Variables in Three Stages (n = 101)  

    Gender      Age   Self-efficacy (SE) Outcome     Depression (De)      Pain       Functional             QoL 

              Expectations (OE)           Status (FS)         
     S1    S2    S3   S1    S2    S3  S1       S2        S3            S1         S2        S3        S1       S2       S3  S1       S2      S3      S1     S2     S3             S1   S2   S3 

             

Gender   1.0   1.0  1.0     

 

Age  -.05  -.05 -.05   1.0   1.0   1.0           

 

SE  .04   .06   .16 -.06 -.11  -.14    1.0       1.0       1.0      

 

OE  .11   .07   .02 -.02 -.18   .02 .34**   .55**    .18     1.0    1.0      1.0    

 

De  .04   -.06  -.11 -.04   .06   .09 -.31** -.48** -.60**  -.08   -.31**  -.21*      1.0      1.0      1.0  

 

Pain  .22*  .16  .16 -.14  -.06   .03 -.01      -.10      -.19    .10      .08      -.03        .08      .16      .35**     1.0   1.0     1.0   

  

FS  .14    .09  .14 .03   -.04   .14 -.60** -.61**-.63**   -.08     -.22*    .00      .31**  .26**  .46**    .08  .26** .38**   1.0      1.0      1.0   

             

QoL  -.16 -.18* .03 .23*  .10   .08  .31*   .46**   .46**  .28**  .32**   .27**  -.68** -.66** -.67**   -.20*  -.10  -.36** -30** -.30**-.36** 1.0 1.0  1.0  

*correlation is significant at the 0.05 level (2-tailed). 

**correlation is significant at the 0.01 level (2-tailed). 
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Exploration of relationships in variables between stages  

The relationships in variables between different stages were further examined by 

correlation analysis. Table 4-16 presents bivariate correlations between stage one 

and stage two. The strength of correlation was set between .10 to .29 for small, .30 

to .49 for medium, and above .50 for large (Pallant, 2007). As there were many 

small relationships in variables between stages, the median relationship and above 

are reported in this section.   

 

Table 4-16. Bivariate Correlations in Variables between Stage One and Two (n = 101) 

   S2 SE    S2 OE    S2 Depression   S2 Pain      S2 FS       S2 QoL  

           

S1 Self-efficacy (SE)  .66**       .24*        -.29**         -.11          -.49**         .30** 

S1 Outcome  

   expectations (OE)  .31**        .45**       -.15*               .16            -.10             .20* 

S1 Depression  -.31**      -.20*          .65**            -.07              .20            -.60** 

S1 Pain   .17           .15           -.03                 .35**         -.05            -.13 

S1 Functional  

    status (FS)  -.30**      -.42**        .24*               .12              .66**        -.26** 

S1 QoL   .47**       .34**       -.56**              .01            -.21*           .80** 

*correlation is significant at the 0.05 level (2-tailed). 

**correlation is significant at the 0.01 level (2-tailed). 

 

High degrees of associations between the same variables continued on to the next 

stage, such as QoL at stages one and two (r =.80, P < .01). Older people‘s QoL at 

stage two was found to be significantly correlated with level of self-efficacy (r = .30, 

P < .01) and depression (r = -.60, P < .01) at stage one. The difficulty in functional 

status at stage two was moderately related to the level of self-efficacy at stage one 

(r = -.49, P < .01). The depressive symptoms at stage two had a strong relationship 

to QoL at stage one (r = -.56, P < .01). Moreover, outcome expectations at stage 

two was statistically significant and correlated with the difficulty in functional 

status (r = -.42, P < .01) and QoL (r = .34, P < .01) at stage one. The level of self-

efficacy prior to discharge was positively associated with QoL (r = .47, P < .01) and 

outcome expectations (r = .31, P < .01). On the other hand, the level of self-efficacy 

was negatively associated with difficulty in performing activities of functional 

status (r = -.30, P < .01) and depression (r = -.31, P < .01) at stage one.   
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Table 4-17 shows a relationship in variables between stage two and three. Each 

variable had strong correlations that continued onto the next stage as described 

previously. The result illustrates that QoL at stage three is associated with self-

efficacy and depression at stage two (P < .01). There was a significant relationship 

between difficulty in functional status at stage three and self-efficacy, outcome 

expectations, depression and QoL at stage two (P < .01). Pain at stage three also 

had an association with depression and QoL at stage two (P < .01). Depression at 

six weeks after discharge had moderate relationships with self-efficacy, outcome 

expectations, difficulty in functional staus and QoL at stage two (P < .01). Self-

efficacy at stage three was found to have a significant association with outcome 

expectations, depression, difficulty in functional status and QoL at stage two (P 

< .01).           

 

Table 4-17. Bivariate Correlations in Variables between Stage Two and Three (n = 101) 

   S3 SE    S3 OE    S3 Depression   S3 Pain      S3 FS       S3 QoL  

           

S2 Self-efficacy (SE)   .64**      .12            -.43**          -.25*          -.56**        .38** 

S2 Outcome  

   expectations (OE)   .45**      .27**        -.48**            -.23*          -.39**         .29** 

S2 Depression   -.39**    -.21*            .57**             .31**          .31**       -.53** 

S2 Pain   -.16          .16               .05               .36**          .17           -.01 

S2 Functional  

   status (FS)  -.49**       .01              .31**            .19             .59**        -.28** 

S2 QoL   .37**       .21*           -.50**           -.35**       -.33**          .71** 

*correlation is significant at the 0.05 level (2-tailed). 

**correlation is significant at the 0.01 level (2-tailed). 

 

In addition, the relationships in variables between stage one and three were 

explored and are shown in Table 4-18. All variables had a continuous moderate 

correlation between stage one and three, except for pain. There was a significant 

correlation between QoL at stage three and depression (r = -.47, P < .01) at stage 

one. The difficulty in functional status at stage three was significantly associated 

with self-efficacy (r = -.52, P < .01) at stage one. Furthermore, there was a 

relationship between depression at stage three and QoL (r = -.38, P < .01) at stage 

one. Lastly, self-efficacy at stage three had a correlation with difficulty in 

functional status (r = -.33, P < .01) at stage one. 
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Table 4-18. Bivariate Correlations in Variables between Stage One and Three (n = 

101)   

   S3 SE    S3 OE    S3 Depression   S3 Pain      S3 FS       S3 QoL  

           

S1 Self-efficacy (SE)   .48**      .06            -.28*          -.09          -.52**        .26** 

S1 Outcome  

   expectations (OE)   .25*        .14            -.25*                .03           -.15             .24* 

S1 Depression  -.25*       -.17              .51**              .03            .23*          -.47** 

S1 Pain   .25*         .16             -.06                 .05           -.17              .01 

S1 Functional 

   status (FS)             -.33**      .19             .20*                 .06             .51**        -.18 

S1 QoL   .23*        .21*          -.38**              -.11            -.19             .62** 

*correlation is significant at the 0.05 level (2-tailed). 

**correlation is significant at the 0.01 level (2-tailed). 

 

Currently, research has not explicitly investigated the contribution of these 

variables (gender, age, self-efficacy, outcome expectations, depression, pain and 

functional status) to QoL among older people following orthopaedic surgery. To 

explore the relationships between these variables, a Multiple Regression analysis 

was undertaken and is presented in the following section.  

 

Predictors of Functional Status and QoL 

Regression analysis was used across the three stages to assess a number of variables 

to predict functional status and QoL. Functional status and QoL were treated as the 

dependent variables as they were the major outcomes to be examined in this present 

study. Other variables, including gender, age, self-efficacy, outcome expectations, 

depression and pain, were treated as independent variables. Nevertheless, the 

interrelationship between functional status and QoL was critiqued as previously 

mentioned in the literature review; hence, this relationship will be further 

investigated. Normality, multicollinearity and homoscedasticity were checked by 

preliminary analyses to ensure no violation of the assumptions in the data.  

 

Predictors of functional status 

Table 4-19 provides a summary of the regression analysis on functional status 

across three stages. The results show that the model accounted for 40.8% of the 

variance in functional status at stage one (F (6, 94) = 10.775, p < .001, R
2
 = .408). 

Self-efficacy was the only predictor (β = -.602, p < .001) to functional status. The 
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model at stage two had 43.6% of the variance in functional status (F (6, 94) = 

12.106, p < .001, R
2
 = .436). Self-efficacy was the stronger significant predictor (β 

= -.685, p < .001) to functional status than pain (β = .169, p < .05). Moreover, there 

was a statistical significance in the model at stage three, which showed 51.7% 

variance in functional status (F (6, 94) = 16.773, p < .001, R
2
 = .517). Self-efficacy 

was still a major predictor (β = -.588, p < .001) and gender was further identified as 

a subsequently powerful predictor (β = .209, p < .05), followed by pain (β = .204, p 

< .05).     

 

Table 4-19. Regression of Variables on Functional Status across Three Stages (n = 

101)   

   Stage 1       Stage 2        Stage 3 

Variables   B          β    t          B          β           t  B β t  

Gender  .174 .135 1.652       .101      .086      1.091      .280     .209    2.817* 

Age  .001 .010   .125      -.006     -.081    -1.031      .004     .052     .712  

Self-efficacy  -.182    -.602   -6.794**   -.229      -.685   -6.794**  -.329    -.588   -6.451**  

OE  .151 .117 1.379        .133       .104     1.095       .166     .124     1.684  

Depression .029 .122 1.450       -.010     -.046     -.517        .020     .079      .835 

Pain             .000     .021  .249          .003      .169    2.095*      .005    .204     2.607* 

* P < 0.05.  

** P < 0.001.  

 

Predictors of QoL 

The analysis, as presented in Table 4-20, indicated that these independent variables 

had a significant impact on participants‘ QoL at stage one (F (7, 93) = 19.518, p 

< .001, R
2
 = .595); the model explained 59.5% of the variance in QoL. Of the seven 

variables, only three were statistically significant, with depression recording a 

higher beta value (β = -.610, p < .001), followed by outcome expectations (β = .258, 

p < .001) and age (β = .191, p < .05). These trends were in the negative direction, 

which suggests that older people with more depressive symptoms are more likely to 

have a low QoL. However, those who have a high level of outcome expectations 

and are of advanced age tend to have higher satisfaction with their QoL.    

 

 

 

Table 4-20. Regression of Variables on QoL across Three Stages (n = 101)  
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   Stage 1          Stage 2         Stage 3 

Variables   B          β    t        B          β           t  B β t  

Gender           -3.160   -.119   -1.722    -5.846   -.230   -3.202*    -.320    -.012    -.150 

Age   .330  .191 2.862*     .271       .164    2.289*      .255    .144     1.963 

Self-efficacy  .014  .002   .024     1.104    .153    1.371       1.244    .109      .986 

OE            6.858  .258 3.603**   2.621     .095   1.100       3.477    .128     1.684 

Depression    -2.992   -.610   -8.648**  -2.765   -.583   -7.214** -2.727  -.535   -5.538** 

Pain            -.053    -.121   -1.754      .019     .044     .593        -.083  -.152    -1.854 

FS           -1.592   -.077    -.897        -.380   -.018    -.189        -.120   -.006     -.057 

* P < 0.05  

** P < 0.001  

 

The model at stage two, which was statistically significant, showed 54.4% variance 

in QoL (F (7, 93) = 15.862, p < .001, R
2 

= .544). The data confirmed the findings 

presented previously: depression (β = -.583, p < .001) was the most significant 

predictor of QoL. In addition, gender (β = -.230, p < .05) and age (β = .164, p < .05) 

were identified as having a significant unique contribution to the prediction of QoL: 

oldest older male participants were more likely satisfied with their QoL. Similar 

findings were found at stage three where the model explained 51.1% of the variance 

in QoL (F (7, 93) = 13.863, p < .001, R
2
 = .511) with depression (β = -.535, p 

< .001) as the most significant predictor.  

 

Exploratory Analysis on Variables over Time 

A repeated measure ANOVA was utilised to compare the mean scores of each scale 

between the three stages. To examine any significance across time a within-subject 

factor analysis was undertaking in conjunction with the three times periods. The 

Bonferroni adjustment for multiple comparisons was used in post hoc test of 

repeated measurement. Table 4-21 presents the means and standard deviations of 

each variable across three stages. There was a significant change in the mean score 

of general health, functional status, pain, self-efficacy, depression and QoL across 

time, but not outcome expectations. The total mean scores of general health were 

significantly increased across time (F (2, 99) = 43.01, P < .001). The greatest 

increase  was  discovered  between  stage  one  and  stage  three (mean difference = 

-15.94, P < .001). The second greatest increase was between stage two and three 

(mean difference = -8.12, P < .001), and the last was between stage one and two 

(mean difference = -7.83, P < .001).        
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Table 4-21. Comparison of Variables between Three Stages (n = 101) 

Variables       Stage 1          Stage 2          Stage 3     Partial Eta  Observed   F-value

          Mean (SD)   Mean (SD)      Mean (SD)    Squared       Power 

General       

  health         44.59 (15.03) 52.42 (16.34)   60.53 (16.30)     .301     1.00         43.01** 

FS                 1.69 (0.59)      1.39 (0.54)      1.09 (0.61)        .385           1.00         62.72** 

Pain            59.49 (27.65)  44.37 (27.02)  26.92 (22.91)      .349           1.00         53.62** 

SE                7.43 (1.96)      8.70 (1.61)       9.26 (1.10)       .440           1.00         78.47** 

OE               4.68 (0.46)      4.80 (0.42)       4.76 (0.46)        .024            .47           2.45 

Depression  3.36 (2.49)      2.67 (2.46)       2.60 (2.45)        .064      .92           6.84* 

QoL        67.87 (12.21)  70.82 (11.68)  74.16 (12.48)      .188          1.00         23.17** 

** P < 0.001  

* P < 0.05  

 

A statistically significant change was found in functional status for older people 

from stage one to stage three (F (2, 99) = 62.72, P < .001). As displayed in Figure 

4-5, the most obvious difference was found between stage one and stage three 

(mean difference = 0.60, P < .001), followed by stage one and two (mean difference 

= 0.30, P < .001) and stage two and three (mean difference = 0.29, P < .001).   

 

 

Figure 4-5. Functional status across time 

 

The mean score of pain changed significantly between stages (F (2, 99) = 53.62, P 

< .001) and accounted for 34.9% of the variance. The pain level significantly 

decreased from stage one (M = 59.49, SD = 27.65) to stage three (M = 26.92, SD = 

22.91) (see Figure 4-6). The higher variation was located between state one and 

three (mean difference = 32.57, P < .001), followed by stage two and three (mean 

difference = 17.45, P < .001) and stage one and two (mean difference = 15.12, P 

< .001).   
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Figure 4-6. The level of pain across time 

 

There was a significant increase in scores on self-efficacy (F (2, 99) = 78.47, P 

< .001), which accounted for 44.0% of the variance according to the partial eta-

squared variance (see Table 4-21). The mean scores were increased from 7.43 (SD 

= 1.96) at stage one to 9.26 (SD = 1.10) at stage three. The greatest difference in 

self-efficacy was found between stage one and three (mean difference = -1.83, P 

< .001), followed by between stage one and two (mean difference = -1.28, P < .001). 

Participants‘ self-efficacy beliefs were strengthened through the rehabilitation 

program.  

 

Additionally, Table 4-21 outlines the significant changes in depression across three 

stages (F (2, 99) = 6.84, P < .05); depression accounted for 6.4% of the variance. 

The mean score of 3.36 (SD = 2.49) at stage one generally decreased to 2.60 (SD = 

2.45) at stage three. The most significant difference found in depression scales was 

found between stage one and three with a mean difference of 0.76 (P < .05), 

followed by stage one and two (mean difference = 0.68, P < .05). There was a 

significant improvement in QoL following discharge (F (2, 99) = 23.17, P < .001), 

as the mean score of 67.87 (SD = 12.21) at stage one increased to 74.16 (SD = 

12.48) at stage three. QoL accounted for 18.8% of the variance within the three 

stages. The greatest difference in QoL occurred between stage one and three (mean 

difference = -6.29, P < .001), followed by between stage two and stage three (mean 

difference = -3.34, P < .05) and stage one and two (mean difference = -2.95, P 

< .05).  
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A Theorised Model of Functional Status and QoL in Older People Following 

Orthopaedic Surgery 

Based on the findings from bivariate correlations and Multiple Regression, a 

theorised model of functional status and QoL in older people following orthopaedic 

surgery was developed. This theorised model was tested through Structural 

Equation Modelling (SEM) (Amos 16.0) and multivariate relationships identified.    

 

Table 4-22 shows a good fit of the hypothesised model to the data with a chi-square 

of 14.45, degrees of freedom of 18, p of .70, CFI of 1.00, NFI of .92 and RMSEA 

of .00. There were nine pathways statistically significant (p < .05) and standardised 

regression weights for these item scale associations ranged between .15 and .64 (see 

Figure 4-7). Age (.20, p < .05), gender (-.15, p < .05), depression (-.64, p < .05) and 

outcome expectations (.25, p < .05) directly and significantly influenced QoL. 

Oldest older people and those with high levels of outcome expectations were likely 

to have a better QoL. Conversely, older women with significant depressive 

symptoms had a poor QoL. Self-efficacy indirectly influenced QoL through 

outcome expectations. All of these variables combined accounted for 58% of the 

variance in QoL.  

 

Table 4-22. Estimates of Goodness of Fit for the Theorised Model of Functional 

Status and QoL 

 

 

 

Note. χ
2
 = Chi square; df = Degrees of freedom; χ

2
/df  = Chi square ratio; CFI = 

Comparative fit index; NFI = Normed fit index; RMSEA = root mean square error 

of approximation.  

  

χ
2
       df    Probability   χ

2
/df      CFI          NFI      RMSEA 

Ideal values            p > .05      0 - 3  .90 - .95  .95 - 1.00   0 - .6 

Obtained value        14.45      18       .70           .80        1.00         .92           .00 



118 

 

                                     R
2 
= .10                                              .34                                              R

2 
= .11                                                                  

                                                                                                                    R2 =    

              .32                                 

                                                                                                                                                                                                 .25 
                  

                                                                                                                                                                            R
2 
= .58                                                                  

                     

                                                                                              .20 

                                                                                                                    -.60 
 

          -.04                                     

                      -.31        

     -.15                                     -.64 

                                                                                                                                                                           R
2 
= .39 

                                                                                                                                                     .16 

                .22 

 

                                                                                                    R
2 
= .00                                                        R2 = .05              

 

 

 

Figure 4-7. The theorised model of functional status and QoL 
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Self-efficacy (-.60, p < .05) and gender (.16, p < .05) significantly influenced 

functional status. Those patients with high levels of self-efficacy tended to have 

better functional status, as older women were likely to have difficulty in functional 

status. Depression had an indirect association with functional status through self-

efficacy. Older people with significant depressive symptoms had difficulty in 

functional status. All these variables accounted for 39% of the variance in 

functional status.  

 

Self-efficacy (.34, p < .05) directly influenced outcome expectations and was a 

mediator between depression and outcome expectations, accounting for 11% of the 

variance in outcome expectation. Older people with higher self-efficacy were more 

likely to a have higher outcome expectation. Depression (-.31, p < .05) was 

negatively affected self-efficacy and accounted for 10% of the variance in self-

efficacy. Gender was also found to have a significant impact on pain (.22, p < .05) 

and accounted for 5% of the variance in pain, with females having more significant 

pain levels. To date, research has not investigated the multivariate relationships 

within a longitudinal study to explore a flow-on effect. This effect is integral in that 

previous stages reinforce later stages at specific time periods in relationship to 

hospital rehabilitation of patients. This model extends the current understandings in 

the field of the study by identifying multivariate relationships and predictors from 

admission to a geriatric rehabilitation unit to six weeks post-discharge. Additionally, 

mediating factors were also identified and they are expected to strengthen this 

predictive ability for older people during the recovery process. This would enable a 

greater and more comprehensive understanding of how to predict the recovery 

progress of older people with orthopaedic surgery. The theorised model of 

functional status and QoL across three stages in this study will be discussed in the 

following section. 

    

The Theorised Model of Functional Status and QoL across Three Stages 

Table 4-23 presents estimates of goodness of fit for the theorised model of 

functional status and QoL across three stages. The model fitted the data with a chi 

square of 151.26 (degrees of freedom = 135, p = .16). The CFI, NFI and RMSEA 

were .98, .87 and .04 respectively, which were within acceptable levels for 
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goodness of fit estimates. A total of 28 regression coefficients representing 

unidirectional pathways were shown in the model (see Figure 4-8) and 27 out of 28 

pathways were statistically significant: the exception was gender to S3QOL (p 

= .068). All standardised regression weights for the 27 item scale associations are 

presented in Table 4-24, with a range between .15 and .79.   

 

Table 4-23. Estimates of Goodness of Fit for the Theorised Model of Functional 

Status and QoL Across Three Stages 

 

 

 

Note. χ
2
 = Chi square; df = Degrees of freedom; χ

2
/df  = Chi square ratio; CFI = 

Comparative fit index; NFI = Normed fit index; RMSEA = root mean square error 

of approximation.  

 

Oldest older people (.21, p < .05) directly predicted greater satisfaction in QoL 

when admitted to hospital and indirectly influenced QoL prior to discharge. In 

regard to gender, being female directly predicted significant pain levels at stage one 

(.22, p < .05) and lower QoL (-.15, p < .05). Gender also had an indirect impact on 

pain levels and self-efficacy at stage two through pain levels at stage one. Similarly, 

gender indirectly affected personal self-efficacy, levels of depressive symptoms and 

QoL prior to discharge through QoL at stage one. Gender further influenced 

individual outcome expectations, levels of pain and QoL at six weeks post-

discharge through QoL at stage one.  

 

Each variable at stage one in the model had a direct, positive flow-on effect to the 

following stage, indirectly and positively impacting on stage three. There is a strong 

element of interconnection between the three stages and QoL, where each preceding 

stage reinforced the apparent influence of QoL on the next stage (see Table 4-24). 

This strong flow-on effect can also be seen with self-efficacy through three stages 

and functional status between stages one and two. In spite of this, functional status, 

depressive symptoms and QoL at stage one had a small positively direct effect on 

stage three.  

  

χ
2
       df    Probability   χ

2
/df       CFI         NFI      RMSEA 

Ideal values           p > .05      0 - 3    .90 - .95  .95 - 1.00      0 - .6 

Obtained value      151.26   135        .16           1.12         .98         .87             .04 
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           Figure 4-8. The theorised model of functional status and QoL across three stages 

S1SE 

S1 OE 

S1De 

S1FS 

S1Pain 

Gender Age 

S2QOL 

S2FS 

S2Pain 

S3QOL 

S3FS 

S3Pain 

S2De S3De 

S2OE S3OE 

S3 SE 

 

S2 SE 

 

S1QOL 



122 

 

 

Table 4-24. Standardised Regression Weights  

Independent variable   Dependent variable   Estimate 

Gender     S1Pain      .22  

Age     S1QoL      .21 

Gender     S1QOL    -.15 

S1SE     S2SE      .56 

S1OE     S2OE      .43 

S1FS     S2FS      .63 

S1QoL     S2QoL      .79 

S1Pain     S2Pain      .41 

S1QoL     S2SE      .18  

S1QoL     S2De     -.27 

S1De     S2De      .46 

S1Pain     S2SE      .14 

S2SE     S3SE      .56 

S2OE     S3OE      .21 

S2De     S3De      .25 

S2FS     S3FS      .34 

S2QoL     S3QoL      .52 

S2Pain     S3Pain      .32 

S2QoL     S3Pain     -.59 

S1FS     S3FS      .28 

S2OE     S3De     -.28 

S2OE     S3FS     -.24 

S1QoL     S3Pain      .35 

S1De     S3De      .30  

S1QOL    S3QOL     .23 

S1FS     S3OE      .29 

S1QOL    S3OE      .25 

 

The pain level at stage one had a direct and positive influence on self-efficacy at 

stage two (.14, p < .05). There was an indirect prediction in correlation to self-

efficacy at six weeks post-discharge through the levels of self-efficacy at stage two. 

Older people with great difficulties in functional status at stage one, directly and 

positively predicted outcome expectations (.29, p < .05) at stage three. Older people 

with high satisfaction with QoL at stage one directly predicted significant levels of 

self-efficacy (.18, p < .05) at stage two and outcome expectations (.25, p < .05) at 

stage three. QoL at stage one also had an indirect association with self-efficacy at 

stage three through self-efficacy at stage two. On the other hand, older people with 

higher QoL at stage one tended to have less depressive symptoms (-.27, p < .05) at 

stage two and greater levels of pain (.35, p < .05) at stage three. Similarly, QoL at 
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stage one indirectly related with levels of depressive symptoms at stage three 

through levels of depressive symptoms at stage two.   

 

Additionally, outcome expectations at stage two directly influenced levels of 

depressive symptoms (-.28, p < .05) and functional status (-.24, p < .05) at stage 

three. QoL at stage two was strongly associated with pain levels at stage three (-.59, 

p < .05); people with high QoL prior to discharge were more likely to have less pain 

levels at six weeks post-discharge.   

 

Conclusion 

This chapter provided a rigorous presentation of study results. The demographic 

characteristics of the sample of older people following orthopaedic surgery 

demonstrate the representative nature of the sample. Several measures were utilised 

across the three stages of data collection to assess the nature of the recovery process 

after orthopaedic surgery among older people.  

 

This study shows the significant changes in older people‘s wellbeing and self-

efficacy beliefs following admission to a geriatric rehabilitation unit to six weeks 

post-discharge. The levels of general health and functional status of older people 

following orthopaedic surgery progressively increased from stage one to stage two. 

The level of self-efficacy was more substantial following the rehabilitation program. 

On the other hand, older people had a significant reduction in levels of pain and 

depressive symptoms. Following discharge from hospital, older people‘s general 

health and functional status continuously improved with pain levels decreasing 

significantly. Consequently, they were satisfied with their QoL after returning to 

community settings.  

 

The relationship between personal efficacy beliefs associated with older people‘s 

wellbeing was examined. QoL was strongly correlated with depressive symptoms 

and a medium correlation was discovered with self-efficacy, outcome expectations 

and functional difficulty. The difficulty in functional status had a high negative 

association with self-efficacy and an average positive association with depressive 

symptoms and pain. Pain also had an intermediate-level relationship with 
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depressive symptoms at stage three. The medium-level relationship between 

depressive symptoms and efficacy beliefs was shown across three stages, except 

outcome expectations at stage one. Moreover, there was a statistically significant 

moderately positive relationship between self-efficacy and outcome expectations. 

Additionally, there was a noticeable trend of significant results with an association 

between different stages. Depressive symptoms had high correlation with QoL 

between stages, as well as a moderate correlation between self-efficacy and QoL. 

There was a moderate relationship between difficulty in functional status and self-

efficacy between stages. Likewise, depressive symptoms at stage three was 

moderately associated with self-efficacy at stage two.  

 

Predictors of functional status and QoL were examined. The results showed that 

QoL was predicted by age, gender, outcome expectations and depressive symptoms, 

as functional status was predicted by gender, self-efficacy and pain. These results 

were tested and confirmed with Structural Equation Modelling (SEM). This 

theorised model also identified significant pathways in age to QoL, gender to pain, 

gender to functional status, gender to QoL, self-efficacy to outcome expectations, 

outcome expectations to QoL, depressive symptoms to self-efficacy and depressive 

symptoms to QoL. In addition, this model outlined that outcome expectations was a 

mediator between self-efficacy and QoL, as self-efficacy was a mediator between 

depressive symptoms and functional status.  

 

The model was further expanded across three stages to identify a flow-on effect and 

predictors. Each variable had a noticeable flow-on effect into the following stage. 

Depressive symptoms, functional status and QoL at stage one also directly 

influenced stage three but circumvented stage two. QoL at stage one was influenced 

by age and gender. Female participants reported more pain than males. Additionally, 

QoL at stage one was significant and directly associated in conjunction with self-

efficacy and depressive symptoms at stage two. QoL at stage one directly predicted 

outcome expectations and pain level at stage three. Functional status at stage one 

significantly and directly impacted on outcome expectations at stage three. Pain at 

stage one had a direct influence on self-efficacy at stage two. Furthermore, outcome 

expectations at stage two had significant relationships with levels of depressive 
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symtoms and functional status at stage three. QoL at stage two strongly negative 

impacted on pain levels at stage three. These findings were supported by correlation 

results.  

   

The current study confirmed that the rehabilitation program played an important 

role within the recovery process for older people following orthopaedic surgery. 

Participation in a rehabilitation program at geriatric rehabilitation units assisted 

older people to regain their functional status and general health, with additional 

results in the reduction of depressive symptoms, which further consolidated higher 

levels of self-efficacy and outcome expectations before discharge. In the same way, 

the level of pain following surgery was appropriately managed. This is an expected 

finding given pain management is a major element of the rehabilitation program. 

While attending the program, older people‘s self-efficacy and outcome expectations 

were strengthened during hospitalisation, which indirectly facilitated functional 

status after discharge. Therefore, QoL for older people improved after discharge to 

community settings as a result of the benefits gained from involvement in the 

rehabilitation program. 

 

In summary, participants‘ general health, self-efficacy, outcome expectations, pain, 

depression, functional status and QoL improved through the rehabilitation program. 

Older male participants were more likely to be satisfied with their QoL, as 

individuals with higher outcome expectations and less depressive symptoms tended 

to have greater satisfication in QoL. Male participants with higher self-efficacy 

levels reported having better functional status. In the flow-on effect, QoL at stage 

one had a positively relationship with self-efficacy at stage two and outcome 

expectations and pain levels at stage three; however, QoL at stage one had a 

negative association with depression at stage two. Outcome expectation at stage two 

also had a significant negative influence on depression and functional difficulties at 

stage three. Finally, greater QoL had a negative tendency to pain levels at stage 

three.       
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Chapter 5 Qualitative Results 

 

This chapter presents the qualitative results of the study. A descriptive exploratory 

study was conducted to investigate the experiences of rehabilitation among older 

people following orthopaedic surgery. Semi-structured interviews were undertaken 

with three guiding questions developed from the objective of this study, which is to 

investigate the impact of older people‘s efficacy expectations in functional status on 

QoL: 

1) What were the causes or limitations of participants‘ experiences in their daily 

lives related to post-surgery situations and how did these affect their self-efficacy, 

outcome expectations, functional status and QoL? 

 

 2) What were the strategies that participants found that helped them to improve or 

maintain their self-efficacy, outcome expectations, functional status and QoL? 

  

3) How did participants maintain their self-efficacy levels and outcome 

expectations, and improve their functional status and QoL in the first few weeks at 

home? 

  

The final surveys (stage three) of the main quantitative longitudinal aspect of the 

study were collected six weeks post-discharge, and interviews for this qualitative 

aspect were conducted 6–23 weeks post-discharge. Interviews enabled participants 

to reflect back on challenges during their first few weeks of home rehabilitation and 

the strategies they used in managing home rehabilitation. The data from face-to-

face interviews with 15 older people assisted the researcher to develop a descriptive 

overview of the issues involved in rehabilitation in the home environment following 

discharge from hospital. The purpose of the interviews was to add a qualitative 

perspective to the findings of the longitudinal survey. As such, the focus of the 

interviews was around the challenges participants experienced in relationship to 

their daily functioning during their rehabilitation following discharge and how their 

functional status influenced their QoL. In this way, the results provide an 

understanding of the older peoples‘ efficacy beliefs and the contribution of efficacy 

beliefs to functional status and QoL. 
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Firstly, the participants in this aspect of the study are described. Secondly, the 

analysis of the data from the transcribed interviews is presented with a focus on 

emergent themes in connection to 1) home rehabilitation challenges and 2) 

managing home rehabilitation. The relationships between each theme are explored 

to understand the rehabilitation challenges participants experienced after discharge 

from hospital. Lastly, four case studies that highlight the multi-dimensional 

interrelationships between the themes are presented. The case studies reveal the 

reality of participants‘ rehabilitation experiences and provide further insight and 

understanding of the rehabilitation processes in this older population following 

orthopaedic surgery.   

 

Participants 

The participants were selected from those who had indicated their willingness to 

participate in the qualitative interviews. The selection criteria were based on 

participants‘ survey data which showed a range of variations in demographic 

information (age, gender, co-mobility, living arrangements, income and social 

support) and other variables (self-efficacy, outcome expectations, depression, pain, 

functional status and QoL) to ensure maximum variation sampling was achieved 

and various older people‘s experiences were presented. The participants‘ details are 

shown in Table 5-1. Participants‘ anonymity was assured by using pseudonyms 

throughout the chapter. A total of 15 participants (eight female and seven male), 

who were aged from 66 to 91 years and who had experienced single orthopaedic 

surgery to the lower extremities, took part in this aspect of the study. Six 

participants had total knee replacements (TKR) and six participants had total hip 

replacements (THR). The other three participants were diagnosed with neck of 

femur (NOF) injuries and had hip hemiarthroplasty, or hip pinning. Seven 

participants lived in their own house and six participants lived in a hostel/unit at 

retirement villages. One lived in a flat and the other one lived in a granny flat 

attached to her daughter‘s house. Nine participants lived alone and six participants 

lived with partners or friends. 
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Table 5-1. Participants’ Demographic Table 

Code no. Gender Age Living 

condition 

Place of 

residence 

Diagnosis 

F035_I_1 

(Joan) 

Female 71 Alone Retirement 

village 

R) TKR 

M001_I_2 

(Ron) 

Male 69 Alone House R) THR 

M007_I_3 

(Peter) 

Male 72 Spouse Retirement 

village 

L) TKR 

F001_I_4 

(Ruth) 

Female 69 Alone House R) TKR 

M008_I_5 

(Barry) 

Male 66 Spouse House R) THR 

M004_I_6 

(Bruce) 

Male 91 Alone House R) NOF 

M012_I_7 

(Alan) 

Male 76 Alone Retirement 

village 

R) THR 

M023_I_8 

(John) 

Male 83 Spouse Retirement 

village 

R) THR 

F063_I_9 

(Anna) 

Female 83 Alone Retirement 

village 

R) TKR 

F008_I_10 

(Diana) 

Female 87 Religious 

Sisters 

House R) THR 

M020_I_11 

(Kevin) 

Male 85 Spouse House R) NOF 

F051_I_12 

(Betty) 

Female 87 Spouse House L) NOF 

F073_I_13 

(Jessica) 

Female 71 Alone Retirement 

village 

R) THR 

F080_I_14 

(Jean) 

Female 90 Alone Flat L) TKR 

F062_I_15 

(Dorothy) 

Female 78 Alone Granny flat R) TKR 
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The Rehabilitation Challenges 

The rehabilitation challenges participants experienced were analysed from the 

interview data to understand the rehabilitation issues involved for participants after 

being discharged from hospital. The interview transcript data were read and reread 

to become familiar with the information. Sentences and statements relevant to 

rehabilitation challenges were coded and three major themes emerged. The three 

themes that emerged around the challenges participants faced were functional status, 

self-efficacy and ageing health. Table 5-2 provides examples of participants‘ quotes 

relevant to the themes. These themes were interrelated and impacted on participants‘ 

perceptions of their QoL. Figure 5-1 presents the three themes related to 

rehabilitation challenges and their interrelationship. Two interconnecting factors 

were pain and depression; these factors had various influences on each theme that 

influenced QoL. Four themes emerged from the data around managing home 

rehabilitation and these will be discussed later in the chapter.  

 

 

 

  

 

 

 

 

 

 

Figure 5-1. The themes around rehabilitation challenges 
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Table 5-2. Overview of the Themes around Rehabilitation Challenges 

Theme Examples from participants‘ interviews 

Functional status  It’s like putting my weight on; it’s still a bit of a problem … I 

put my right foot down first ... I can do it … but it does give a 

bit of a jerk or something (F008_I_10).  

The showering is the biggest problem I think when I come 

home from hospital … We had to have our bath bench over the 

tub and that was the only difficulty (F051_I_12). 

We cannot drive and we will not be able to drive again 

because of the immobility (M023_I_8).  

I’m very slow in getting in and out of the car (M020_I_11). 

Self-efficacy  But I am still not too confident with hanging the clothes on the 

line (F073_I_13). 

Some of it is my own fear [to put my weight down to the leg] 

(F008_I_10).  

Ageing health As you get older, it does take you a little bit longer [to conduct 

activities] (F051_I_12). 

I have lots of other medical problems ... I’m limited [in daily 

activities] since I’m so full of arthritis, it doesn’t help 

(M012_I_7). 

I had a pre-existing old shoulder injury ... my wrists – that was 

also pre–existing (M001_I_2). 

 

To more clearly illustrate the interrelationships inherent in the themes, four case 

studies are presented later in this chapter. In addition, these case studies help to 

provide the context for the study. Prior to this, a description of each theme within 

the overarching context of QoL as well as the themes that emerged in relation to 

how participants managed their home rehabilitation are presented. 

 

QoL 

QoL is multi-faceted and encompasses complex aspects of an individual‘s physical 

health, psychological health, social relationships and environment (World Health 

Organization, 1997); the complex nature of QoL was validated by the interview 
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data. As demonstrated in Figure 5-1, QoL, which is the major outcome in this study, 

is influenced by three themes (functional status, self-efficacy and ageing health), 

and central to these themes are pain and depression. Participants realised that QoL 

was strongly influenced by functional ability because a certain level of functional 

status was needed to continue daily living routines considered to be important to 

them. Most participants perceived QoL as being greatly influenced by physical 

limitations and identified that differences in functional status during rehabilitation 

process were connected to how they perceived QoL. They thought surgical 

procedures had decreased their QoL by limiting personal ability to undertake 

routine activities. They had to ―curtail a lot of activities‖ including social activities 

for some time. In particular, they were unable to be involved in regular activities 

with friends or families as a result of post-operative restrictions (for example, being 

unable to drive for six weeks and bending precautions). This reflects the degree to 

which QoL for these participants was shaped by the social aspects of personal life, 

which were also directly affected by their functional status.   

 

The themes 

This section illustrates the three intersecting themes identified from the data, how 

these themes are influenced by pain and depression, and therefore how participants 

experienced rehabilitation challenges in their home environment. The three major 

themes, functional status, self-efficacy and ageing health, are presented as a means 

to explore the underpinnings of the factors influencing QoL during rehabilitation 

for participants. Moreover, new insights into some of the underpinnings of their 

challenging experiences are examined in relationship to pain and depression. The 

multiple interrelationships of pain and depression within the three themes and QoL 

reflect the reality of the rehabilitation process for the participants involved.    

 

Functional status 

Although participants attended the rehabilitation program while they were 

hospitalised, prior to being discharged to their home settings, their physical strength 

had not returned to pre-operation levels. Most of the participants were confident in 

performing self-care tasks and only a few of them had problems with showering 

due to a lack of modern facilities in their bathrooms (e. g., ‗walk in‘ style showering 
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areas instead of bath tubs). They developed ideas for adjustment from learning 

experiences in the hospital rehabilitation program, which allowed them to develop 

confidence in their changed circumstances and situations. However, all participants 

in this study still required adjustment to their home environment due to their low 

level of functional status during the transition period from hospital to home settings. 

Each participant recalled the limitations they experienced in their new domestic 

settings in the first few weeks after discharge as a certain level of inability in 

performing instrumental activities of daily living (IADLs). They reported that the 

most difficult task was housework, including preparing meals, making beds, 

hanging clothes on the clothes line, and washing up dishes and laundry items. They 

were unable to perform grocery shopping, driving and outdoor activities. This was 

due to lower levels of physical strength and immobility which had impacted on 

participants‘ physical conditions and ability to perform tasks. Therefore, this theme 

presents participants‘ experiences of a low level of functional status when they 

suffered from physical limitation following orthopaedic surgeries. 

 

Reduced physical capabilities following surgery decreased many participants‘ 

willingness to perform daily activities. For example, a few participants were unable 

to fully weight bear on the affected leg, which stopped them from standing up to 

prepare meals or wash dishes. The awareness of the precautions necessary after 

surgery also contributed to participants having limited mobility in their lower 

extremities. The participants with hip replacement needed to adhere to hip 

precautions and this prevented them from bending down: ―it’s a little difficult 

getting a sock on‖ and ―they put my shoes on and take them off for me‖. Sitting was 

described as a difficult task, especially trying to get up from a low chair. Moreover, 

the participants who had a knee replacement discovered the problems with 

repositioning. One participant described ―when you get crook knees, your legs go 

like that – bow legged‖ and ―I can’t kneel, I have trouble getting back up from the 

floor and getting balance.‖  

 

Fatigue and lost fitness were unpleasant physical sensations caused by low physical 

strength, influencing participants‘ motivation to perform daily activities. They 

illustrated the situation with statements such as ―I’m not as active as I was‖ and ―I 
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find that I get quite tired, physically tired quite quickly‖. Loss of fitness and low 

energy levels caused participants to be less active than they had been previously 

and this kept them from adhering to their home rehabilitation program and daily 

activities. As a result, this situation affected individual mobility and ability to 

undertake and perform certain tasks of everyday living, which lowered their QoL. 

 

Self-efficacy 

This theme encompasses patterns of categorised data about low confidence and 

negative feelings. This theme demonstrates that participants encountered home 

rehabilitation with lower levels of self-efficacy due to physical dysfunction or 

inabilities. This resulted in unproductive rehabilitation management and decreased 

QoL. 

 

Not having self-confidence in themselves was recognised as a major factor 

impacting on participants‘ initiatives in performing activity or continuing exercises. 

Some participants experienced low confidence concerning mobilisation and 

exercise in home settings because there were no health professionals to guide and 

motivate them. Some participants could not maintain their confidence levels 

because more functional limitations emerged during the transition to home 

environments. They did not have the necessary modifications for personal needs 

completed before discharge, such as ground areas that had not been levelled, or 

cement pathways not having been constructed to clothesline areas. They realised 

that adjustment to their home environments was more difficult than they had 

anticipated. All participants required assistance from family or friends to enable 

them to develop confidence with individual situations and to improve their daily 

performance. Once they gained confidence with daily activities, they tended to 

maintain independence. The goal of maintaining personal independence was typical 

of the rehabilitation recovery from orthopaedic surgery and being independent 

enabled them to maintain their social lives and satisfaction with their QoL. 

 

Having low levels of confidence made participants feel inadequate and insecure in 

their home situations and during rehabilitation exercises. This circumstance resulted 

in them experiencing negative feelings concerning mobilisation and exercise while 
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they managed home rehabilitation activities. They were afraid of movements that 

might result in injury or damage to the operation site. They also felt nervous and 

frightened about the uncertain situation with respect to their progress and tried hard 

to remember the bending precautions to avoid recurring injuries. As a result of this, 

they did not follow the discharge schedule plan specified from the hospital 

physiotherapists to continue exercises and thus this impeded the recovery process. 

Subsequently, their QoL declined.   

 

Ageing health 

This theme presents the influences of participants‘ ageing process and co-

morbidities related to functional status and QoL. The theme reveals how the study 

participants perceived the ageing experience and the way that this affected their 

rehabilitation process. The theme also illustrates that co-morbidities were the major 

issue concomitant with ageing and this created more complex challenges during 

home rehabilitation.      

 

Ageing contributed to the rehabilitation challenge as participants realised their 

current physical condition, being a result of the ageing process, was impacting on 

their ability to recover to pre-surgery levels of performance. They realised that the 

recovery process took longer and that they were not able to manage functional 

activities immediately once they were discharged from hospital. These changes 

were described by participants as: ―it’s a bit difficult to try to do exactly what I did 

20 or 30 years ago‖ and ―not that I could do it greatly. Well, I’m old mate‖. They 

recognised the need to adopt new ways or methods to overcome the changes in their 

physical condition caused by ageing.     

 

Ageing is highly associated with co-morbidities. Many of the participants had 

developed more than one chronic disease by the time they had orthopaedic surgery. 

Co-morbidities contributed to the existing challenges which participants 

experienced from surgery and also reduced their capacity to perform functional 

activities. For example, one participant mentioned that he did not continue with 

physiotherapy and rehabilitation exercises because ―[his] neck is wrecked totally‖ 

from arthritis and this decreased his physical strength and functional status. He had 
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to be careful concerning his movements and postures; otherwise, he might have 

developed unintended long-term consequences. In spite of participants having 

positive intentions to continue daily activities that they did previously, they were 

limited by symptoms from pre-existing diseases. Therefore, co-morbidities not only 

made their rehabilitation more complex, but these co-morbidities also affected their 

QoL.   

 

Interconnecting factors 

Depression and pain were identified from the interview data as influencing each of 

these themes and therefore QoL. These are described in the following sections.  

 

Depression 

The physical limitations that restricted participants‘ functional abilities and 

achievements had a noticeable negative impact on individuals‘ emotional status. As 

mentioned previously under the theme of self-efficacy, negative feelings were 

identified as a major factor impacting on participants‘ initiatives in performing 

daily activities or continuing exercise regimes even when they were physically 

capable. Negative feelings (frustration or being upset) developed and were related 

to their new situations once they were within home settings. They realised that they 

had to undertake functional activities to be able to live independently and this was 

not as simple as they had previously expected. When the negative feelings persisted 

and continuously occupied participants‘ thoughts, they felt depressed. Depression 

was mentioned by three participants as a factor negating their motivation in 

conducting activities which would have enabled them to achieve their goals: ―I was 

a bit depressed and down. For a little while it did because I couldn’t do what I 

wanted to and I got quite down about it.‖ This situation was quite circular in that 

participants initially felt depressed that they could not do some things, and this 

realisation made them more depressed, which resulted in fewer achievements of 

their goals, thus causing dissatisfaction with their QoL.  

  

Pain 

Pain was a common complaint from the participants following orthopaedic surgery. 

Pain not only impacted on participants‘ functional ability but also often had a 
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deleterious effect on their QoL. All of the participants mentioned that they were 

receiving pain relief/management to enable them to continue exercises and daily 

routines in home settings. However, some participants still stated that pain and 

feelings of discomfort were a major source of concern for them after discharge: ―I 

did find pain a big issue. And still am in a big way. I had to take quite a few pain 

killers to be able to do my exercises.‖ They also recognised pain as a major factor in 

influencing QoL. One participant reported that severe pain was a key factor in 

maintaining daily functioning and thus QoL: ―except when the pain really got to me 

and then I think I want my old knee back.‖ The pain participants suffered triggered 

memories attached to their past struggles and functional difficulties they faced, 

which consequently lowered their QoL.  

 

Managing Home Rehabilitation 

Although participants were required to demonstrate certain capabilities before 

discharge from hospital, most of them were not fully prepared for limited or fewer 

capabilities of functional ability, and did not anticipate the affects on their daily 

living. They experienced various levels of challenges in home settings, which were 

mostly different environments from the hospital. They needed to undertake their 

own care and daily activities without any health professional supervision. They also 

recognised the difficulties of adjustment in home settings were related to their 

limited functional status, especially since some participants lived alone. These 

challenges made them feel frustrated and depressed. Consequently, on-going 

rehabilitation played an important role in the recovery processes for participants 

returning to community settings. Participants were expected to continue 

rehabilitation programs at home that were prescribed by hospital health 

professionals. They also developed strategies to assist their on-going rehabilitation 

and to maintain functional status. They developed motivational ideas to sustain 

personal beliefs and to preserve higher confidence levels in order to maintain daily 

activities and manage home rehabilitation. This allowed them to regain the life they 

had prior to surgery and allowed them to retain or improve their QoL.    
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This section presents five major themes that emerged from participants‘ managing 

home rehabilitation following discharge from hospital: nurturing self-efficacy 

through working as a team, strengthening self-efficacy through accessing personal 

values and beliefs, improving self-efficacy through adaptive strategies, managing 

pain, and outcome expectations (see Table 5-3). This rich in-depth information 

related to the rehabilitation process for older people following orthopaedic surgery 

in home settings. This was not examined in the quantitative aspect of the larger 

study and therefore provides additional knowledge of the home-based rehabilitation 

experience. 
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Table 5-3. Overview of the Themes in Managing Home Rehabilitation 

Theme Example from participants‘ interviews 

Nurturing self-

efficacy through 

working as a 

team  

I’ve got good family and friends and they always 

ducking in and saying ‘can we go and get you 

something?’ (F035_I_1). 

I was supposed to be dependent on people to a certain 

extent. They are very kind to me. They are 

very…sometimes too caring of me (F008_I_10). 

We have a lady that comes in and does the cleaning 

every two weeks (F051_I_12). 

We have gardeners do all that sort (M007_I_3). 

Strengthening 

self-efficacy 

through accessing 

personal values 

and beliefs  

At least twice a day I go for a walk. Each time I do a 

series of exercises (M012_I_7). 

Trying to do things for yourself (M012_I_7). 

I am sort of looking on the positive side (F051_I_12).  

 Improving self-

efficacy through 

adaptive strategies 

 

I was very conscious of it and made sure that I lifted 

my leg up, and beginning to come down the stairs 

(F008_I_10). 

The surgeon and the GP say it’s a very big procedure, 

and you’ve got to expect that sort of pain and soreness 

for quite a long time (F035_I_1). 

Managing pain I managed basically with just panadol and panadeine 

type pills, and only for a short time (M001_I_2). 

I just put up with it until such time as the...oh, I have 

some pain killers as well (M004_I_6). 

Outcome 

expectations 

 

Gradually building up to five rows again (M001_I_2). 

I just keep living along the way that I used to 

(M020_I_11). 

Tried to carry on normally, as much as normal 

(M007_I_3). 
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Nurturing self-efficacy through working as a team 

This theme presents how participants accessed their social network to work as a 

team to maintain functional status and QoL once they returned to home settings. 

This theme discusses the importance of family and friend support as well as 

community services.  

 

Living with limited functional status following orthopaedic surgery impacted on 

participants‘ everyday lives, leading to some life changes and restrictions for a 

period of time. Most participants had a difficult time and did not know how to 

initially respond when faced with challenges during rehabilitation, particularly as 

this was first-time surgery for some. They not only needed to consider their 

physical condition, but also bending precautions associated with surgery to make 

adjustments in everyday living. They had no guidance from health professionals 

while they continued the rehabilitation program at home. This stage of the 

rehabilitation was challenging and stressful for participants. They realised that 

during this period of time, the solution to their problems was to ―let other people 

help [them] and learn to accept the help offered from others‖. As a result, all 

participants sought nurturing support from their families and friends to assist them 

with the limitations they experienced in daily life. As mentioned previously, 

domestic chores were one of the most difficult tasks for participants to undertake on 

returning to their home situations. Participants who lived with spouses or friends 

tried to work together to carry out complex house duties, while others who lived 

alone would get help from their families or friends. People in the participants‘ 

social network co-operated as a team; for example: one participant‘s brother did the 

shopping and banking for her, while her niece sent over frozen meals and her 

friends assisted with simple domestic tasks. Other activities, such as transport, 

laundry, carrying groceries and hanging up clothes, were also mentioned by 

participants as being challenging for them. Families and friends assisted with 

activities which participants could not manage. They were all willing to play a part 

within a supportive network and to give help in different ways in order to help 

participants‘ daily living activities and to maintain their QoL. Moreover, 

participants pointed out that neighbours were a great resource in assisting them with 

difficulties. Neighbours, because they lived close to participants, were able to see 
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participants every day and recognise any individual needs immediately; hence, they 

provided support and care to participants without any delay.          

 

Family and friends not only provided material and physical support, but also gave 

emotional support. Participants shared negative feelings with family and friends 

while they faced difficulties in daily life. They knew that they had family and 

friends available to talk to and were able to openly express how they felt with their 

circumstances. Participants knew that family and friends would respect their 

feelings and this made them feel comforted. Some participants‘ families and friends 

also gave verbal encouragement or took them for short trips to reward the efforts 

they had made in the rehabilitation process. Furthermore, in some cases participants‘ 

friends had also had surgery on their lower extremities and with similar experiences; 

they enjoyed swapping stories and shared experiences with each other. They also 

discussed and gave advice or information on how to manage daily living and what 

to expect following surgery. Through emotional support, participants felt that the 

relationship between them and their families and friends had become closer. 

Moreover, when participants had someone whom they could rely on and talk to they 

were more able to adjust to their life changes.       

 

Although the support from families and friends played an important part in 

participants‘ daily living during transition from hospital to home settings, one 

participant mentioned that she felt embarrassment to receive so much caring and 

help from friends. She stated that ―they [friends] are very kind to me. They are 

sometimes too caring of me. You know? It’s better not do that. It will be too much 

for me”. 

 

Reduced independence due to limited functional abilities was a ―big loss‖ for 

participants. They had difficulty in going out and attending social activities. 

Participants who discontinued regular activities with friends or groups they 

belonged to became upset and discontented with life. Nevertheless, the people from 

their social networks tried to use different ways to support them, such as sending 

greeting cards and letters, making phone calls, visiting them at home or taking them 

out for meals and short trips. Thus, when participants had this support they did not 
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feel isolated from society, and they were able to maintain contact with people and 

continue with their social lives.  

 

Community services helped participants with the limitations they experienced 

during rehabilitation at home. Four participants received community services from 

various sources. The community services consisted of Meals on Wheels and Home 

and Community Care, which supplied meals, cleaning and housework. Another 

source of community service used is Transition Care, funded by the Commonwealth 

and State Governments, which enabled one participant to optimise his functional 

capacity and complete his restorative process after discharge from hospital. 

Transition Care involves a professional team which provides goal-oriented 

packages of care to clients  (Queensland Government, 2009). There was only one 

participant in the face-to-face interviews receiving transition care through this 

program. He was immobile and still needed extensive physiotherapy after discharge. 

He also needed someone to help him in managing daily activities due to his spouse 

having had surgery at the same time. Community services were organised by 

hospital staff before participants were discharged to their community settings. Other 

participants also organised private community services to meet their individual 

needs, such as gardeners and cleaners.  

 

One participant mentioned that her church group also provided community service. 

Since she could not attend religious services at the church that she belonged to, one 

group of people from the church came over to her and conducted the service in a 

common room on the ground floor of her apartment building. She could easily get 

to this venue and thus continued her spiritual and social engagement with other 

people. Through working together with friends and family and co-operating with 

community services, this not only allowed participants time to gain their confidence 

with functional ability and independence, but also fulfilled important aspects of 

their social life; consequently, these participants felt more content with their QoL.   

 

Strengthening self-efficacy through accessing personal values and beliefs  

This theme presents the ways participants accessed their personal values and beliefs 

following orthopaedic surgery as a source to strengthen their self-efficacy and 
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became confident in continuing rehabilitation and functional status after being 

discharged from hospital. This theme demonstrates the importance of continued 

rehabilitation in relation to participants‘ self-beliefs and maintenance of positive 

attitudes toward challenges. These not only prompted their adherence to exercise 

programs but also enabled them to recover more quickly. The participants 

acknowledged that they drew on their personal values and beliefs to create success 

in their rehabilitation program. Their personal beliefs about the importance of 

exercise and the self-discipline needed to adhere to exercise were important to their 

decisions and actions. They also utilised their personal values to maintain a positive 

attitude toward their situation and used this positively to help adhere to the 

rehabilitation program. 

 

Before being discharged from hospital, every participant was given a list of 

exercises and guidelines to continue at home by a hospital physiotherapist. Most of 

them realised that continuing exercises had an important role in the recovery 

process. They understood that the benefits of continued exercise not only helped 

with stiffness around the surgery site, but also helped with strengthening of muscles 

and bone health. Most of the participants continued to follow advice from 

physiotherapists and performed the exercise program every day. They also 

combined a series of exercise programs after gradually building up strength over a 

period of time, such as hydrotherapy, bike riding, weight training and swimming. In 

addition, walking was recognised by participants as the best way to continue 

exercise because walking could be flexible enough for everyday situations and was 

generally a more useful solution, since participants could utilise this form of 

exercise any time, any day and anywhere without any restrictions, except for their 

own physical condition. When they went out shopping, they walked around 

shopping centres and completed extra walking exercise there. Some participants 

tried to walk to their local shopping areas or local shops to get food. A few 

participants also went to local parks for exercise, for example, training with steps 

and walking around the park. Participants were motivated and persistent in 

completing the exercises because they realised that the only way to improve their 

functional status and return to their usual lifestyle was to continue exercising. They 

explained that they ―relied on exercise and kept walking‖ to get stronger and to 
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improve their physical condition. They incorporated the exercise program into their 

life and continued adding a series of other exercises into their routine. By doing this, 

participants did not feel burdened from conducting exercises by themselves. 

Therefore, they enjoyed the exercises more and were able to maintain an active 

lifestyle, which gave them an incentive to continue home rehabilitation. 

 

There were many challenges participants needed to confront following their 

discharge from hospital. Participants learned to accept and appreciate help from 

their families and friends, who helped them through difficult times to gain 

confidence in their situations. Some of them also tried to retain their high self-

efficacy level from hospital rehabilitation programs to assist them in dealing with 

everyday challenges. However, most of the participants still felt frustrated with 

their circumstances and recognised that their QoL had decreased. These participants 

also tried to change their attitude and take a positive perspective on the 

rehabilitation process. They accepted their individual situation and realised ―it was 

only temporary‖. They understood the healing process would take time and were 

determined to regain their health. They kept positive attitudes and treated 

difficulties as challenges to motivate themselves to overcome various situations. 

Most of the participants characterised the idea of rehabilitation through phrases 

such as ―you needed to go through the hurt and pain before you gain improvement 

for yourself‖ and ―the more you tried - the better your improvement‖. Although the 

recovery process was painful, participants still tried to get through it incrementally 

and they discovered that ―everyday was getting a little bit better‖. Once they 

regained fitness and independence, they realised that ―it [the whole recovery 

process] was not all that bad‖ and ―eventually the quality of life [would] be back.‖ 

As such, this access and utilisation of personal values in reference to the importance 

of having a positive attitude enabled them to accept the incremental nature of the 

recovery process and that the healing process would take time and they were 

determined to regain their health. 

 

Moreover, participants used a lot of humour in their daily lives when they faced 

restrictions and limitations. Participants themselves or people around them used 

humour to deal with their individual situations. Participants and their associates 
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were able to react facetiously to otherwise serious matters, without any 

embarrassment. This would lessen the negative feelings of participants in regard to 

their personal limitations. Additionally, a few participants had faith and they 

believed that religious beliefs gave them wisdom and encouragement to endure 

through the difficult times they experienced. This also gave participants more 

chances to meet people from the same religious background and therefore to 

continue social contact with others, enabling them to share feelings and seek 

emotional support.  

   

Improving self-efficacy through adaptive strategies 

Participants were able to improve their self-efficacy in relation to their 

rehabilitation program at home through adaptations and modifications made to daily 

activities to continue their normal lives and activities. A large component of this 

was achieved by modifying environments to create safer home situations and safer 

situations outside of domestic scenarios. Participants also felt that their self-efficacy 

was reinforced by advice accepted from health professionals. This consequently 

increased their overall confidence in managing challenging situations within the 

rehabilitation process, enabling them to gain success in their home rehabilitation 

process.  

 

All participants were aware of personal immobility and developed strategies in 

managing functional status in their home settings. Firstly, most participants limited 

daily activities in the first few weeks after being discharged from hospital. They did 

only what was considered important and necessary, and concentrated on activities 

and issues that they were capable of completing. Additionally, most participants 

prepared themselves mentally for any particular events and situations which may 

have affected their operation sites. While they performed daily activities, they paid 

extra attention and carried out activities slowly and carefully. They also realised 

that it took more time to complete activities than it had before surgery. Participants 

were aware of their limitations and knew how far their strength could tolerate any 

changes post-surgery. They took personal pre-existing diseases into account and 

were self-aware of individual conditions. They were conscious of bending 

precautions and avoided certain activities (lifting and carrying heavy objects), as 
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well as uncertain situations which might cause them to fall or damage the surgery 

site (wet floors and unsteady surfaces). As a result, they utilised walking aids and 

facilities to enable them to overcome their limitations. They took advice from 

health professionals to use various walking aids, depending on individual capability. 

They installed frames around the toilet and grab rails in showering areas. They also 

used stools or shower chairs in the bathroom instead of standing up. Holding onto 

rails and stepping down with their better side leg or foot while 

descending/ascending stairs also assisted in mobilising safety. In addition to safety 

issues, mobile equipments or services replaced other articles and services to 

enhance the flexibility of daily living for some participants, such as cordless phones, 

mobile phones and grocery delivery services. 

 

During the recovery process, all participants spent more time reading, writing 

letters and contacting people by telephone due to their immobility. This allowed 

them to occupy themselves and distract attention away from their limitations. When 

they did housework, they tended not to stand on the affected leg for too long. For 

example, some participants sat down to complete jobs or had a rest between 

activities. Additionally, participants completed tasks ―gradually and a bit at a time‖. 

When they got into a car seat or bed, they tried to wiggle or slide themselves around 

to get proper and comfortable positioning. Moreover, a few participants with hip 

precautions carried a cushion to get comfortably level in the chair when they went 

out. As they were restricted from driving for six weeks after discharge from hospital, 

all participants took a taxi or were picked up by their families or friends. One 

participant used a scooter to replace his car because of severe immobility and his 

inability to drive a car again. Participants discovered that they needed to adapt 

strategies according to their own situations and environments, to enable them to live 

safely and independently. As participants mentioned, ―you get used to different 

plans and different methods that you did before‖ and ―you sort of ease off and found 

another way of doing it‖.     

 

The hospital rehabilitation team conducted a comprehensive assessment for each 

participant at admission to rehabilitation units that allowed health professionals to 

gain a better understanding of individual capacities related to daily functioning. The 
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health professionals worked on the limitations or tasks participants could not 

manage. The team members taught participants strategies needed to manage 

personal issues and daily activities, which helped them to regain confidence and 

independence. Most of the participants gave positive comments about the 

rehabilitation team members: ―they helped you to do things on your own.‖ Some 

participants said that they could not have had such a speedy recovery process 

without the rehabilitation team.   

 

Before participants were discharged, the occupational therapist gave participants 

advice regarding safety issues. The hospital physiotherapist gave a list of exercises 

for participants to follow and hospital staff organised the community 

physiotherapists to partake in home visits once or twice a week, for four to six 

weeks after discharge. Regardless of the advice and support acquired from hospital, 

all participants still experienced low confidence after they returned to home settings 

due to their immobility and the unavailability of regular health professionals to 

guide them. They felt nervous and afraid that improper movements or exercises 

might cause further damage on surgery sites. Therefore, the advice from community 

health professionals became an important resource for them while they were facing 

difficulties within home settings. The community physiotherapists visited 

participants and followed up their circumstances to see if they performed exercises 

properly. The physiotherapists gave positive reinforcement and encouragement 

when participants managed well, as well as giving suggestions or adding activities 

into exercise programs, dependent on individual conditions. All of the participants 

had received positive feedback and confirmation from physiotherapists relating to 

their applied efforts to exercising.  

 

Participants also consulted general practitioners about any concerns about their 

situation, such as pain control and pre-existing diseases. They apparently had good 

relationships with general practitioners and were able to express any worries or 

anxieties they had that troubled them. In the same way, general practitioners had 

clearer understandings of participants‘ recovery processes and were able to give 

suggestions in updating walking aids. One participant explained that her general 

practitioner trusted her capability and suggested that she walk down a corridor 
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without any walking aids. She mentioned that if the general practitioner did not 

make the suggestion for her to try this, she might have taken longer to mobilise with 

a walker. She was so grateful for taking this advice as it allowed her to regain more 

independence. Updating walking aids helped to make participants feel more 

confident in mobilisation. Furthermore, participants visited surgeons regularly to 

have continuing check-ups on their surgery sites and at these times they raised any 

concerns involving surgical issues and recovery. The doctors also gave advice and 

reminded participants of any precautions they should be aware of. All participants 

found this support very helpful, enabling them to facilitate individual self-efficacy 

levels associated with functional status via professional support, advice and positive 

reinforcement, which allowed them to continue with their independent living and 

improve their QoL. 

 

Managing pain 

This theme presents participants‘ perception of post-operation pain after they were 

discharged from hospital, since suffering from pain was a major concern for some 

participants. They explained that the level of pain had increased compared to the 

period when they were in the hospital, which created difficulties in continuing with 

functional status and rehabilitation exercises within home settings. The increased 

pain may have been caused by the weaning of pain relief after discharge, and more 

activities needing to be conducted at home. A few participants went back to general 

practitioners for treatment for their pain and received prescriptions for extra pain 

relief. Additionally, other participants included hydrotherapy treatment, which not 

only reduced pain levels but also strengthened muscles around the surgery site. 

Three months following surgery, most participants kept their pain under control 

with panadol or panadeine and others did not require any pain relief.    

 

On the other hand, some participants had experienced continuous or chronic pain 

for some time before surgery. These participants did not perceive pain as a major 

issue for them after surgery. They felt that the pain they had was ―nothing‖ 

compared to what they had previously. They were delighted with their condition 

due to the abatement of pain and the consequent reduction in pain relief medication. 

Once the pain disappeared, they were able to increase their exercise levels weekly 
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and get stronger. They were capable of visiting family and friends and performing 

all their previous activities with others. These participants thought they were 

happier and had a better life quality due to pain reduction. In this way, the level of 

their QoL was even better than the level before surgery. 

 

Outcome expectation 

This theme illustrates that participants managed their home rehabilitation through 

goal setting and realistic expectations by identifying both short and long-term 

objectives to motivate them to achieve success in the rehabilitation process. They 

could perceive expectations from the goal setting process, deriving directions and 

clarifying acheviable and non-acheviable outcomes. It could be posited that a return 

to prior lifestyles of participants might constitute part of the outcome expectation 

situation within the rehabilitative process; hence, goal setting lead participants to 

accomplish normal living and continuation of previous lifestyles. 

 

Some participants automatically set goals during their rehabilitation process, as 

some participants anticipated returning to and later maintaining their normal lives. 

One participant received goal-oriented packages of care from the transition care 

team, which he found very useful and willingly followed. There were a few 

participants that pre-determined goals from ideas generated from health 

professionals. By later using initiative and the seeds of ideas from previously given 

advice and a sense of will, participants were able to circumvent the usual processes 

of relying heavily on health care professionals for timely advice - to develop their 

own ideas that suited their personal circumstances regarding the rehabilitation 

process. As a result, goal setting was a continued review process which included 

ongoing assessment and the modification of goals.  

 

Setting goals stimulated participants‘ enthusiasm to overcome difficulties and 

enhanced participants‘ willingness to recommence living the way they used to: ―I 

knew what I was looking for, going and heading for‖ and ―I get on with it, yes; 

whatever it happens to be‖. They believed in the likelihood of continued 

rehabilitation leading them back to the independent normal lives that they 

previously maintained to support their QoL. This idea exemplifies how participants 
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developed goal setting that later improved their self-efficacy and enhanced 

motivation to adhere to the rehabilitation program. Goal setting assisted anticipation 

of positive outcomes, but also assisted participants in forming beliefs about what 

they could achieve and guided their actions in completing their goals. This was an 

important cognitive process that facilitated participants‘ motivation and self-

efficacy during the rehabilitation process. 

 

Other participants tried to maintain their lives as usual. The belief that continuity of 

normal living was associated with their routines and environments allowed them to 

have familiar feelings and a positive sense of self. Once participants regained their 

abilities with routine activities, they felt more in control of their lives and more 

confident with situations of success in the rehabilitation process: ―whereas now I’m 

almost back to what I was when I was feeling quite well‖. Since normal living and 

continuation of previous lives were the major outcome for all participants, they 

would make necessary modifications into goal setting to achieve a level of 

existence close to and near to the lifestyle prior to surgery due to their functional 

limitations. As one participant stated that ―it’s just that life’s just continued on the 

same way, you know, where we left off. The only thing is that I’m walking on a 

walker. That’s all‖. Most of participants thought that ―life [was able to] continue on 

the same way‖ and ―keep going normally day by day and hoping to improve day by 

day.‖ 

 

Case Studies 

This section includes four case studies that were based on the responses from 

participants in different demographic strata (age, gender, co-mobility, living 

arrangements, income and social support) and a range of rating from quantitative 

variables (self-efficacy, depression, pain, functional status and QoL), These 

participants‘ cases help set the context of the study and highlight the complexity of 

the rehabilitation challenges and the issues in managing home rehabilitation. Each 

case presents the challenges that individual participants identified in relation to 

home rehabilitation, demonstrates the influences of the interconnecting factors, and 

shows a comprehensive view of the wider ranging reality of rehabilitation for older 

people following orthopaedic surgery. Moreover, the strategies that participants 
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utilised to enable them to manage challenges and maintain their self-efficacy in 

relation to functional status and QoL are outlined.    

 

1. Jessica 

Jessica‘s case presents the specific influences within individual self-efficacy caused 

by depressive symptoms. This case indicates the typical circumstances of how 

depressive symptoms reduce personal motivation in conducting daily functioning, 

which result in perception of low QoL.  

 

Jessica is a 71-year old Caucasian woman who had a right total hip replacement 

during hospitalisation. She had been diagnosed with depression, osteoarthritis and a 

panic disorder at some stage prior to surgery. Jessica has been retired for many 

years and now lives alone in a retirement village in southern Brisbane. She has one 

daughter and two sons. She does not currently smoke or drink alcohol, although 

prior to the operation she was at some point drinking alcohol heavily. Jessica was 

interviewed at her unit six weeks after her discharge. 

 

Jessica reported that she had felt low in confidence with the new adjustments she 

needed to make to continue her rehabilitation in her environment. She was 

confident with her personal care but not with housework. She was scared to conduct 

daily activities and housework without someone next to her. She had her daughter 

come over and stay with her for a week before she started to gain more confidence 

with her situation. Her daughter did cooking, cleaning and other duties for her. She 

thought that her daughter was a great help. Once she regained confidence, she asked 

her daughter to leave. Jessica had continuously conducted the prescribed exercises 

at home, but not to the extent necessary for a swift recovery. She stated that she was 

scared, frightened and nervous with the situation because of issues relating to hip 

protection. She mentioned that there were so much information to remember and 

she was scared that she might forget something and do something wrong, and 

would therefore suffer severe consequences. This issue also limitated her social life. 

She was afraid that she would not find a seat at a comfortable level for her hip when 

she went out with friends. During the first two weeks, Jessica pointed out that her 

QoL had decreased due to depressive symptoms and functional limitations. She 
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perceived that her condition would not get better and she felt downhearted, and thus 

she did not exercise as prescribed or carry out daily activities. Her Geriatric 

Depression Scale was initially 10 out of 15 at admission and then decreased to 3 out 

of 15 before discharge and 2 out of 15 at six weeks post-discharge. On the self-

efficacy scale, she scored 10 out of 10 at six weeks post-discharge, compared to 8.6 

out of 10 before discharge.   

 

After her daughter left, Jessica started to gain confidence by recognising 

improvement in her general health and the level of her activities gradually increased. 

She tried to use alternative ways to deal with problems, such as sitting down to cut 

food and clean her kitchen instead of standing upright. She was also aware of safety 

issues as a result of past falling experiences, so she avoided hanging laundry on the 

clothes-line and walked carefully down to the letter-box. She always took a mobile 

phone with her in case she had an accident. Additionally, she had expected that her 

QoL would decrease after the operation, and she credited her improvement in QoL 

at home to the fact that her everyday life continued via the gradual acquisition of 

confidence in her increasing functional abilities and returning to social activities. 

She was also pleased about the success of her operation, which reduced the constant 

pain she had had for two years. As a result of this, she was happier and felt her QoL 

had improved during the rehabilitation process.   

 

Jessica had a supportive daughter and neighbours. She regularly made phone calls 

or sent text messages to share her feelings with her daughter. The neighbours 

around her also came over to see her and offer help. ―That’s a comfort‖, she said. 

Neighbours and friends took her to a shopping centre and offered to carry her 

groceries. They also gave her positive verbal reinforcement and rewards so as to 

increase her confidence. She further emphasised the bonding and improvement of 

her relationship with her two sons. Since the operation, both of her sons have 

visited her more frequently and have shown greater concern for her.   

 

Jessica had support from health professionals, such as a surgeon and a 

physiotherapist. The physiotherapist had come to see her at home three times since 

her discharge from hospital, and convinced her about her positive progress; the 
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physiotherapist informed Jessica that ―you are doing very good, very well, 

excellent‖. Jessica had regular appointments with the surgeon and expected to have 

another follow-up post-operative visit with the surgeon one week after the interview.  

 

Jessica initially scored 12 out of 24 and 5 out of 24 for the HAQ Disability Index 

(HAQ-DI) on the discharge day at hospital and six weeks later respectively. This 

represents a large improvement in functional ability. Her overall physical function 

recovered and she was capable of conducting daily activities. Jessica gave positive 

feedback about the rehabilitation program at the hospital and recognised the 

importance of the rehabilitation program in her recovery process. The rehabilitation 

program provided confidence to enable her to manage challenges during this period. 

Nevertheless, she pointed out that the inconsistency of advice or instructions from 

different physiotherapists led to her confusion in terms of prohibitions on issues 

related to movement and self-care after discharge. She further mentioned that short 

staffing and the large number of applications for home environment modifications 

affected her ability in accessing facilities at home because modifications could not 

be completed on time, resulting in her feeling unable to safely and confidently 

undertake certain activities (such as hanging up laundry items). 

 

2. John 

John‘s case shows how low functional status impacts on QoL. This case study is 

useful in illustrating a holistic portrayal of a rehabilitation experience combined 

with a community support program. It describes the ways John was involved with 

the support program. This case can be compared to other rehabilitation experiences 

among most participants, who did not receive such effective and supportive services.  

 

John is an 86-year old Caucasian man who had a right total hip replacement during 

hospitalisation. He has a history of arthritis and coronary heart disease. He 

completed a university degree and had been a teacher for most of his life. He is 

retired and lives with his spouse in a retirement village on the Gold Coast. His 

spouse had a right total knee replacement at approximately the same time he had his 

surgery at the same hospital. John was interviewed via telephone 16 weeks after his 

discharge.  
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John reported that he had been only able to mobilise a little and had lost 12 kilos 

since discharge from hospital. He thought weight loss was contributing to his loss 

of fitness and lack of ability in mobilisation and functional status. He reported that 

he had difficulty in managing domestic chores, even simple tasks (washing and 

drying dishes). As a result of his poor physical condition, he got tired easily and 

required a rest between performing activities. He mentioned that his spouse and he 

were both using mechanical aids (e.g., wheelie walkers) and were unable to drive 

because of their immobility. He described the situation as ―a big loss‖ for him. He 

had limited capability in shopping and social activities. As a result of this, he felt 

that his QoL had decreased.      

 

However, John eventually used these limitations as a challenge to overcome the 

situation he faced. He also had a care team from the transition care program to help 

him through these difficulties and overcome these challenges. The program, which 

is funded by the Commonwealth and State Governments, was organised by hospital 

staff to assist him in the smooth transition to his residential environment and 

maintain maximum functional status at home. John had consulted with his spouse at 

the hospital about any problems they might have at home and the services that 

would suit their individual needs and would eventually be required. He explained 

that the transition care team was ―top class‖ and was ―tailor made‖ to his needs. 

The team that assisted him consisted of doctors, physiotherapists, nurses, 

psychologists, dieticians and cleaners. The team visited him regularly. The 

professionals set goals with John and reviewed each individual goal with him to 

determine if he had achieved that goal effectively. The cleaners from the team also 

helped him with domestic work, laundry, ironing and shopping. John pointed out 

that the transition care program was a part of his early discharge plan to continue 

care and treatment from hospital since he was not fully prepared for how his limited 

functional abilities would affect his daily living.  

 

Although the transition care program covered most of John‘s requirements, he still 

had some support from friends, who provided transportation for him. One of his 

friends managed and took care of his car because of his immobility and inability to 
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drive his vehicle. He eventually had to sell the car and replaced it with scooters for 

him and his wife to meet transportation needs. He was satisfied with all his 

achievements in terms of his goals, except one unfinished goal, which was to 

continue exercises prescribed by the team. John mentioned that the cessation of the 

transition care program after 12 weeks would affect the continuation of his exercise 

program. He believed that it would restrict his access to hydrotherapy and thus he 

would achieve fewer of his goals. Initially, John‘s functional status was 23 out of 24 

on the HAQ Disability Index (HAQ-DI) on the discharge day at hospital; six weeks 

later he scored 19 out of 24. 

 

3. Ron 

Ron‘s case illustrates that co-morbidity associated with ageing health has a great 

impact on personal functional status. This case reflects the reality of the 

rehabilitation experience for older people with pre-existing multiple diseases, which 

may make the rehabilitation process more difficult and complex than for other 

participants. 

 

Ron is a 69-year old Caucasian man who had a right total hip replacement during 

hospitalisation. He had pre-existing arthritis, hypertension, depression, 

osteoarthritis and heart failure. He completed senior high school. He lived alone in 

his own house in eastern Brisbane. He worked part-time as a journalist for a 

company. He has no religious beliefs. He had drunk alcohol and coffee heavily until 

four years ago. Ron was interviewed at his house 23 weeks after discharge. 

 

Ron explained that he faced some difficulties after discharge from hospital because 

of his pre-existing diseases. He had had an arthritic hip for 20 years, which resulted 

in his being seriously disabled. His pre-existing shoulder and wrist injuries returned 

to annoy him after discharge, so that he had difficulty rising from a bed or chair. He 

was more recently diagnosed with a ―lazy heart‖ and arterial fibrillation, which 

were contributing to his lack of energy while he was mobilising. He was also 

diagnosed with sleep apnoea and took medication for depression. Since his return to 

home, he had lost a lot of fitness and put on weight. All these conditions were 

contributing to his lack of ability to get on with daily activities. Moreover, he found 
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that he had trouble motivating himself to carry out a planned day‘s routine due to 

physical tiredness.  

 

Although he had a lot of limitations in daily functioning, Ron was still satisfied 

with his QoL and had a positive outlook on many things he wanted to do and 

obligations to be carried out. In the Australian WHOQOL-BREF, the range of his 

scores was from 75.0 to 79.6 out of 100. He was happy because his two children 

and their families lived nearby and they saw each other frequently. ―I am pleased 

with the prospect of life,‖ he said. The only negative feeling he had was that he 

badly missed his wife who died eight years ago. He understood that there was 

nothing he could do about this. However, he consoled himself with the thought that 

his wife would have liked him to continue being positive in his life.  

 

After Ron came back from hospital, his son and family lived with him for five 

months. They did the housework, washing and shopping for him. He had much time 

to pursue the exercises and work he needed to do. According to him, he needed to 

force himself to do a little bit of exercise every morning and then got on with the 

rest of his day‘s work. He used to make a list of work which needed to be 

completed for each day. He said that he felt frustration when the list of work that he 

was willing to do remained unchanged. He very slowly maintained his schedule, but 

he tried hard and had to persevere with his schedule. For exercising, he went for a 

walk to the end of the road and back every morning. He sometimes drove down to 

the park and trained with steps. He was aware of his heart problems, so he gradually 

increased his capability in exercises. He visited a physiotherapist regularly and had 

hydrotherapy in the local swimming pool.    

 

Ron had a close family and they talked to each other about most things. He also had 

helpful neighbours and was on friendly terms with them. If he needed assistance, he 

could always obtain it. He also contacted some old friends in Brisbane and saw 

them occasionally. Beyond this, he had interesting projects and things to do which 

were connected with formal and informal associations. He had a hobby that he 

enjoyed, since he belonged to a social club which taught him how to repair historic 

motor vehicles. He was mostly content and loved the way he now lived.  
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At the time of the interview, Ron was able to perform most daily activities by 

himself. He would begin and finish jobs he needed to do or whatever was necessary 

around the house. But he would avoid any heavy work due to his medical 

conditions. He credited the operation as a total success as far as his expectations 

went. Ron scored 15 out of 24 for the HAQ Disability Index (HAQ-DI) on his 

discharge day and later improved to 5 out of 24 at six weeks after discharge. He had 

regular appointments with a general practitioner, a cardiologist and a psychiatrist 

for any concerns related to his medical conditions. His co-morbidities were treated 

and under control. Therefore, he was satisfied with his situation and his ability to 

live independently.   

 

4. Jean 

Jean‘s case exemplifies the strong influence of ageing health on functional status, 

which consequently decreases social activities and QoL. As the oldest woman 

interviewed for this aspect of the study, this case enables a better understanding of 

the rehabilitation process and challenges the older group of aged people face. Since 

population ageing has become a critical issue for many developed countries, it is 

important to identify how home-based rehabilitation plays a significant role for 

older people after discharge to community settings and how this rehabilitation 

program assists them to return to an independent normal life.   

 

Jean is a 90-year old Caucasian woman who had a left total knee replacement 

during hospitalisation. She had been previously diagnosed with arthritis, 

hypertension and osteoarthritis. She completed junior high school. She is retired 

and lives alone in a flat near Brisbane City. She is a Christian and regularly attends 

the church next to her place. Jean was interviewed at her flat six weeks after 

discharge. 

 

Jean stated that she was confident with personal care activities, such as showering 

and getting dressed. However, she felt nervous about mobility and housework. Jean 

was concerned about being at home by herself and was anxious that her movement 

and limited mobility that might result in an injury to the operation site. She was 
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afraid of falling, which would result in damage or harm to the operated knee. She 

thought that it was difficult to look after her flat and to make it tidy. Meals were 

also a concern for her after she returned home due to immobility. Moreover, she felt 

frustrated because she was unable to do the regular activities she used to do, such as 

going out to see Christmas decorations. She had so many things on her mind that 

she felt she had to do and a willingness to do them, but she had not been able to 

physically do them. She felt impatient about how much longer it was going to be 

before she could get out of the flat and become independent in her daily living. Jean 

complained that she was suffering from pain while she was doing exercises and in 

particular while straightening her knee. She required panadol or panadeine to help 

her undertake the exercises. The recovery progress was slow due to her age and 

pain. Consequently, Jean expressed that her QoL had decreased after the surgery. 

 

Jean explained that she had Meals on Wheels for a while and help with the 

housework from Home and Community Care after discharge. She also had 

considerable help from her neighbours and families. She had many friends in the 

building where she lived. All of them were willing to help her and she felt they 

were very thoughtful. The neighbour who lived next door was a nurse. She came to 

see Jean every day and offered to help her. Her brother did the grocery shopping for 

her and her nieces sent over frozen meals. Jean said that it was very hard for her to 

experience such loss of her independence since the operation. Nevertheless, she 

realised that what she needed most importantly at that juncture was to allow other 

people to help her. She recognised that people were ―so wonderful and really 

wanted to help‖. She learned to accept help from friends and families, and 

appreciated the help she got.    

 

Jean talked about a few strategies she utilised to improve her confidence with 

functional status. Firstly, Jean walked carefully with a walker in her flat and then 

changed to a walking stick. She mentioned that her flat was quite small and it was 

safer than a larger place. This helped her to build her confidence with mobility and 

she was happy most of time with her situation. Secondly, she took the advice from 

an occupational therapist to install a stool and two grab rails in the shower room. 

She also had an over-style toilet seat with arms for her to hold. Thirdly, her brother 



158 

 

bought a cordless phone to her so she did not need to hurry into the bedroom to 

answer the phone and for easier access elsewhere within the flat. Fourthly, she was 

aware of safety issues while she was in the kitchen. She always walked very 

carefully because she needed to carry groceries and had no hand to hold a walking 

stick. She would think about what to cook first and normally chose a dish she could 

easily manage. She then got everything accessible and within reach before she 

started to prepare meals. Moreover, the building she lived in was public housing 

and was built to suit the needs of older people. The environment was better adapted 

to her needs and easy for her to access: for example, no steps, lifts to go downstairs, 

and an electronic central control door. These strategies and the more accessible 

environment facilitated her confidence and enabled her to become more 

independent.   

   

Although Jean initially felt frustrated and impatient, thereby lowering satisfaction 

with her QoL, she realised that this situation was only temporary and she was 

motivated to get better. She managed to keep a positive attitude at all times and told 

herself, ―yes, the knee will get better. It is getting better now and it will continue to 

do so‖. She did exercises every day and tried to get the knee working properly again. 

She understood that only exercises could help with the symptom of stiffness, 

particularly in the morning. She relied on the exercises and walking to improve her 

mobility. After exercising, she rewarded herself with a little rest with an icepack on 

her knee. She went back to visit the surgeon and physiotherapist, and both of them 

were satisfied with her progress. The physiotherapist thought Jean was doing the 

exercise program well and decided to let her manage by herself after a few home 

visits. She also went to see the general practitioner when she had any concerns 

about her condition.  

 

Additionally, Jean had friends who provided her with psychological support. She 

was able to talk and share feelings with them when she felt frustrated. This was 

particularly the case with her neighbours who were the same age as her and were 

able to express empathy with her situation. She pointed out that she particularly 

liked to talk to the neighbour who lived next to her as she was a retired nurse. This 

neighbour had more understanding about the difficulties she was going through and 
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was able to give her advice. She also appreciated help from her families. They took 

her out to lunch and also to see her grandchildren. She joined in on any social 

activities to meet people if someone was able to provide her with transport. 

Moreover, she had faith and believed ―God was helping her‖. A group of church 

people sometimes came to her place and held meetings there so she could keep 

social contact with other people. She expressed appreciation that she had so much 

to be grateful for in her life: she mentioned that she had a lovely home with a 

wonderful view of Poinsettia trees down the road and was able to watch people 

going back and forth. ―I have got so much to be thankful for really,‖ she said.   

 

At the time of interview, Jean was able to cook her meals and do some light 

housework, such as dusting, tidying up, washing and laundry. She also did shopping 

through telephone orders and the shop delivered the goods for her. She still required 

some assistance from her brother, such as banking and appointments with doctors. 

Jean scored 11 out of 24 on the day she was discharged and 10 out of 24 at six 

weeks after discharge from hospital for the HAQ Disability Index (HAQ-DI). Jean 

still had not gone outside of the building where she lived by herself. However, she 

indicated that she would get on with life, whatever happened, and would continue 

with a normal life as independently as possible.  

 

Conclusion 

The findings of these qualitative interviews revealed that the participants 

experienced challenges after they returned to home settings following orthopaedic 

surgery. They felt frustrated, scared and had lower confidence with their situations 

due to limited functional ability. Negative feelings resulted in low self-efficacy and 

therefore exacerbated the difficulties they faced. Pain, depression and pre-existing 

diseases related to ageing also played a part in influencing their capabilities to be 

independent in their lives, and consequently decreased their QoL.   

 

On-going rehabilitation was recognised as playing a significant part in the recovery 

processes for participants after discharge from hospital. They continued to partake 

in rehabilitation programs at home and to develop strategies to assist their home 

rehabilitation and maintain daily functioning. The support from family and friends 
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or community organisations helped them with the limitations they experienced in 

daily life. The people in the participants‘ social networks cooperated as a team to 

enable participants in regaining confidence with their circumstances and to live as 

independently as possible. They kept in contact and continued social life with 

people in their social networks, which also provided them with emotional support 

and comfort to ease adjustments to their life changes.       

   

Moreover, participants developed ideas to empower their self-efficacy beliefs and 

keep high levels of confidence in maintaining functional status. They had strong 

beliefs in the importance of exercise. They recognised that continued exercise 

would relieve pain symptoms and strengthen bone and muscles around the surgery 

site. They considered the limitations they had as a challenge. They tried to keep 

positive attitudes toward the rehabilitation process and were determined to improve 

their health and general well-being. During the recovery process, they were aware 

of safety issues and adapted new strategies appropriate to their home settings and 

surroundings, such as installing frames and grab rails. They also utilised different 

methods that they had previously used to solve mobility challenges in their daily 

lives.  

  

Participants sought professional advice for any concerns regarding their recovery 

process or medical conditions. They had regular appointments with general 

practitioners, physiotherapists and surgeons to upgrade their walking aids, and 

follow-up checks. They also consulted doctors with regards to their pain and tried to 

keep pain levels under control with medicine or alternative methods such as ice 

packs, which allowed them to continue with exercises every day. In this way, they 

believed that continued home rehabilitation would lead them onto more 

independent living and improvements in their QoL. They expected to have a greater 

sense of normality in living. This setting of expectations facilitated participants‘ 

motivation and self-efficacy to continue actions to achieve their goals. 

Chapter 6 Discussion 
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This study was conducted in two geriatric rehabilitation units at one private hospital. 

These rehabilitation units provide a short-stay intensive rehabilitation program to 

older people following orthopaedic surgery. The major aim of the rehabilitation 

program is to assist older people to return to community living through restoring 

their functional ability and independence. This program also helps older people in 

setting achievable goals to reduce the impact of physical disability and maintain 

functional status following discharge, which may facilitate older people‘s QoL. The 

present study aimed to investigate older people‘s self-efficacy and outcome 

expectations in functional status and QoL following orthopaedic surgery. This 

chapter discusses the significant findings of the study and the contribution of 

important factors to personal functional status and QoL during and after 

participation in the hospital rehabilitation program. The quantitative results are 

discussed in combination with the qualitative findings and possible explanations are 

provided. The findings are examined in association with contemporary literature 

that focuses on these issues.  

 

The present study is the first known longitudinal investigation into QoL, functional 

status and self-efficacy and outcome expectations of older people following 

orthopaedic surgery in Queensland, Australia. Underlying this study are 

methodological strengths that include both quantitative and qualitative data. This 

mixed-method design allowed an in-depth exploration of rehabilitation and an 

understanding of older people‘s self-efficacy and outcome expections and the 

contribution of theses to functional status and QoL. Secondly, the longitudinal 

study was designed to take into account baseline data from admission to a geriatric 

rehabilitation unit until six weeks post-discharge to community settings. This 

enabled the examination of important variables over three time periods and 

explored the relationships and flow-on effects between variables to test the 

hypothesised model based on the literature review as outlined on page 63. Thirdly, 

extending previous studies that explored functional status in rehabilitation settings, 

this study included QoL as a means of gaining a more holistic picture of the 

rehabilitation process following orthopaedic surgery. This study explored QoL 

among older people in relation to their physical (functional status and pain) and 

psychological (depression) status. Fourthly, standardised measures were used to 
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measure QoL, functional status and efficacy beliefs. The use of these instruments 

enables comparisons with findings from other studies.  

 

In the following sections, the findings are discussed in relation to the research 

questions. The first purpose of this study was to focus on the three stages of 

quantitative results and to determine the outcomes of the measures in connection to 

older people‘s self-efficacy, outcome expectations, functional status and QoL 

following admission to geriatric rehabilitation units through to six weeks post-

discharge. This is addressed in the Outcomes of the Rehabilitation Program section 

below. This is followed by a discussion of the information gained from qualitative 

interviews regarding a home rehabilitation process following hospital discharge. 

The theorised model that emerged from the findings is then addressed and the 

influencing factors in relation to personal functional status and QoL during the 

rehabilitation process are explored. Finally, the limitations and implications of the 

findings for future research are presented.  

 

Outcomes of the Rehabilitation Program 

The first study aim was to examine outcomes across three stages in older people‘s 

self-efficacy, outcome expectations, functional status and QoL following admission 

to a geriatric rehabilitation unit post-orthopaedic surgery. The level of functional 

status and general health of older people improved throughout the period after 

admission to six weeks post-discharge. Several researchers (Adunsky et al., 2005; 

Adunsky et al., 2003; Amatuzzi et al., 2003; Huusko et al., 2002; Roder et al., 2003; 

Zidén, Frandin, & Kreuter, 2008) found that hip fracture patients who attend 

geriatric rehabilitation units recover their instrumental activities of daily living and 

regain their independence rapidly. In the current study, the difficulty in functional 

status decreased 20% by the end of six weeks post-discharge compared to the time 

of admission. The results show that the functional status categories of walking, 

arising, activities and dressing in this study improved significantly after attending 

the rehabilitation program, whereas the categories of eating and gripping did not 

show much difference through the three stages. Participants‘ abilities in eating and 

gripping objects were not affected post-surgery. However, participants 

demonstrated that the most difficult categories in functional status were hygiene 
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and activities; almost half of the participants were unable to manage their hygiene 

and more than one third of participants were unable to carry out activities by the 

end of six weeks post-discharge. In the same way, more than one third of 

participants had significant difficulty with walking and around one fifth of the 

participants were unable to reach objects at home. This finding is supported by 

Shyu et al. (2004) who found that people with hip fracture have difficulty with 

activities involving the lower extremities, such as climbing stairs, transferring, 

bathing, walking, toileting and shopping. These restrictions demonstrate that hip 

precaution/bending precautions post-surgery still remained a major obstacle in 

conducting daily activities after discharge for participants (Robinson, 1999). 

Bending precautions are necessary in facilitating a safer recovery from surgery. 

However, a few participants in this current study reported that they felt overloaded 

with the quantity of information provided regarding hip precautions and frustrated 

with their movements and functional status. This circumstance affected participants‘ 

motivation in conducting daily activities. These findings provide direction for 

nurses and other rehabilitation team members in terms of the information about 

specific activities associated with hip precautions that older people might encounter 

and need assistance with to live independently within a home situation.  

 

In regard to participants‘ general health, there were significant decreases in bodily 

pain and increases in social functioning, vitality, role physical and physical 

functioning over the three stages of the study. This result is corroborated by a 

previous study (Sharma et al., 1996) which investigated functional outcomes using 

SF-36 for older people with total knee replacement. Bodily pain was the key issue 

for participants in the current study, which is not surprising as pain is the main 

problem for patients after hip surgery (Robinson, 1999). The current findings are 

consistent with findings from the HAQ-Pain scale in Health Assessment 

Questionnaire (HAQ) showing that the level of pain decreased significantly through 

the three stages, similar to Resnick‘s (1998a) study. Pain issues were managed by 

the rehabilitation team at the hospital and pain relief was given to assist participants 

in mobilising as soon as possible. Pain relief was also prescribed prior to 

physiotherapy to enhance participants‘ willingness to participate in exercise 

programs. Unpleasant sensations have been found to be one of the main factors 
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impeding an individual‘s motivation and self-efficacy toward continuing exercises 

(Resnick, 1999a; Resnick & Spellbring, 2000). In addition, pain relief advice was 

given before discharge to assist participants in managing their rehabilitation 

exercise program at home. The qualitative findings indicate that the majority of 

participants were satisfied with the pain management provided by health providers 

and they appreciated the reduction of pain levels through the rehabilitation period. 

Most of them only required panadol for pain control to enable them to conduct daily 

activities and exercise programs after returning to their homes. This was 

particularly important given that alongside the reduction of pain, the level of 

physical functioning and social functioning increased. Participants were able to re-

engage with community activities and felt more energised. Ostir et al. (2005) 

examined functional status in older people with orthopaedic impairment and found 

that community participation was highly associated with individual functional 

status; hence, the greater the gains in their independence with functional status, the 

greater the satisfaction participants gained with their personal ability to participate 

in community activities.    

 

The current study showed that levels of self-efficacy and outcome expectations 

increased substantially through continuing participation in the rehabilitation 

program during hospitalisation, which emphasises the role of health professionals 

providing training in daily activities, transferring techniques and practicing the use 

of walking devices. These results are supported by other studies (Resnick, 1998a; 

Zidén et al., 2008). Bandura (1977) points out that greater levels of self-efficacy 

result from continuing to practise tasks involving physical manipulations and tasks 

(for example, ―hands-on‖ practice) pertinent to specific activities. Personal 

experiences related to performance are more likely to change an individual‘s sense 

of personal capability rather than simply providing behavioural cues for judgment 

of self-efficacy (Bandura, 1977). Consistent with this finding, self-efficacy also has 

an impact on outcome expectations (Bandura, 1997, 1999). Participants‘ outcome 

expectations in the current study were generated from the realistic goal setting 

accomplished in partnership with the rehabilitation team. Older people are likely to 

benefit from the outcomes achieved from performing tasks rather than from their 

belief in their ability in conducting activities (Resnick, 1996). However, in the 
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current study outcome expectations did not improve significantly between the 

stages of the study (e.g., stages one and two, and stages two and three). This may be 

because the time between each stage may have been too short to detect any 

significance.   

 

Furthermore, the level of pain and depressive symptoms for participants in this 

current study significantly decreased six weeks after discharge. This decrease may 

result partly from the strength of efficacy beliefs developed from the rehabilitation 

program. Steven et al. (2004) acknowledge that properly manipulating self-efficacy, 

social support, and pain management within the rehabilitation program for older 

people following orthopaedic surgery promote a progressive and efficient recovery 

process. In addition, emotional arousal impacts on individual efficacy expectations 

because people judge their depression and pain as a sign of debility or disability, 

thus decreasing their efficacy beliefs and capabilities (Bandura, 1977, 1994). This 

situation can be found during the transition period from hospital to home. In the 

quantitative results, the level of self-efficacy and depressive symptoms did not 

show any significant improvement from stage two to stage three. This result can be 

explained by the qualitative findings. Participants explained that they struggled with 

adjustments in their home settings and had difficulty in managing rehabilitation 

exercises due to functional limitations after discharge from hospital. They felt less 

confident with conducting daily activities and also had negative feelings toward 

situations. This finding is supported by Robinson (1999) who explored 15 older 

women‘s experiences during their return home to a solitary situation following hip 

fractures, and discovered that physical discomforts and limitations, the need for 

assistive devices, and bending precaution presented obstacles to their successful 

transition and regaining of their functional status.  

 

Overall, the current study illustrated an improvement of participants‘ QoL after 

returning to home settings; the mean of WHOQOL-BREF was higher than 

population norms (M = 74.16 vs. 71.3). This result differs from results of a previous 

study (Shyu, Chen, Liang, Wu et al., 2004) which examined older people with hip 

fractures who did not go through a rehabilitation program at hospital and found that 

they had relatively low scores in HRQoL compared to community dwelling 
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residents after one month post-discharge. This difference reflects the importance of 

rehabilitation programs for older people to enable them to resume their functional 

ability after orthopaedic surgery. The improvement in QoL was substantial and 

influenced by significant progress with physical functioning, the enhancement of 

self-efficacy, the reduction of pain and depression, the capacity to live 

independently in the home environment, and the ability to engage in community 

activities. This finding corresponds to previous studies (Ostir et al., 2005; Richter, 

Schwarz, Eisemann, & Bauer, 2003; Stevens et al., 2004).  

 

In summary, the current study demonstrated that there was a significant 

improvement in older people‘s general health, self-efficacy, functional status and 

QoL across the three stages following admission to geriatric rehabilitation units, as 

well as a decrease in levels of pain and depression. The rehabilitation program 

played a key role in accentuating participants‘ personal beliefs and motivation 

toward functional status, consequently increasing their capabilities in independent 

living within home settings and satisfaction in QoL. The next section specifically 

discusses home rehabilitation. 

 

Home Rehabilitation 

The second study aim was to explore the strategies used by older people in 

managing home rehabilitation following orthopaedic surgery. Home rehabilitation 

was based on recommendations made on discharge from geriatric rehabilitation 

units. It was often difficult for older people to maintain their exercise regimes 

during the transition period from hospital to home. The challenge was even greater 

when older people lived alone. In the current study 52.5% of participants lived 

alone, compared to the national figure of 33%. This reflects a social change that has 

occurred within older people‘s living arrangements in recent years; there was a 

remarkable change in the proportion of older people living alone in Australian 

national census data, from 27% in 2001 to 33% in 2006 (Australian Bureau of 

Statistics, 2003, 2007). This trend has led to numerous changes and adjustments in 

resources required for older people to live alone. It is important to consider the 

requirements of a home environment for independent living and personal functional 
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ability, and the interconnectedness between these two factors (Lysack, MacNeill, 

Neufeld, & Lichtenberg, 2002) when health providers conduct discharge planning.  

 

Participants expressed feelings of frustration, fear, nervousness, and impatience in 

struggling with functional limitations after returning home. This finding is 

corroborated by international data (Archibald, 2003; Robinson, 1999). In this 

current study, negative feelings impacted on participants‘ self-efficacy and ability 

to deal with their situations and may have caused unsafe and unsuccessful 

rehabilitation at home. Previous works by Resnick (1998a) and Ziden et al. (2008) 

acknowledge the importance of strengthening self-efficacy in facilitating the 

rehabilitation processes and maintaining high functional status among older patients. 

More attention to older people‘s awareness of personal self-efficacy and 

encouraging and supporting their self-efficacy beliefs toward health promotion 

issues is needed to promote successful rehabilitation.  

 

Realistic appraisal of difficult situations was mentioned by most participants after 

returning home. They reported that families and friends were the major resource 

they used for support, followed by formal (e.g., Meals on Wheels, Home and 

Community Care) and informal (e.g., church services, gardeners and cleaners) 

community services. Such findings are supported by previous studies (Hellstrőm & 

Hallberg, 2001; Lysack et al., 2002; Robinson, 1999; Young & Resnick, 2009). A 

study conducted with older people who lived alone in their own homes found that 

about 84% of people received help from families and friends, whereas 53% 

required formal community support (Hellstrőm & Hallberg, 2001). This finding 

emphasises the necessity of recognising important familial resources for people 

undergoing rehabilitation programs and a need to cooperate with this social network 

from an early stage of admission in order to plan for a smooth discharge. 

Furthermore, support from friends was found to be a significant factor that directly 

influenced older people‘s self-efficacy expectations related to exercise. This support 

from friends also indirectly influenced individual exercise behaviour through self-

efficacy expectations (Resnick et al., 2002).  
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Although all participants had reached a satisfactory level of independence in 

functional status prior to discharge, they still experienced various challenges in their 

homes and lacked confidence in continuing a home rehabilitation program. The 

level of participation and adherence to rehabilitation exercise programs were 

affected by perceptions of the necessity and importance of the program, the 

personal benefits, opportunities to socialise, support and encouragement received 

from social networks and health professionals, self-efficacy beliefs, goal settings, 

personalities, past experiences, role models, religious perceptions, positive attitude, 

and the quantity of information and assistive equipment available for use (DeForge 

et al., 2008; Guerin, Mackintosh, & Fryer, 2008; Resnick, 2004; Resnick & 

Spellbring, 2000; Robinson, 1999; Young & Resnick, 2009). This current study 

presents findings consistent with previous studies. It is not sufficient to prescribe 

exercises that will increase mobility and functional status during rehabilitation; 

rather, the exercises need to focus on the practical nature and benefit which 

ultimately are of the greatest value to participants (Johansson, 2003). All 

participants in this current study had a strong belief in the importance of continuing 

exercise and maintained positive attitudes toward challenges. Some participants 

also used humour in dealing with their limitations. Humour was identified as a key 

factor in successful transition for older people following hip fracture in Robinson‘s 

study (1999). Wanzer, Sparks and Frymier (2009) point out that humour was one 

type of coping mechanism for older people and a vital contributor to coping ability 

and life satisfaction. Importantly, outcome expectations via goal setting and 

ongoing modifications to realised and unrealised goals was recognised by 

participants as the most useful strategy during the recovery process (Young & 

Resnick, 2009). They were willing to continue using this strategy as their 

rehabilitation progressed. Goal setting assisted participants to form beliefs about 

what they could do and to guide their actions to achieve their goals (Bandura, 1997). 

By achieving goals, participants were able to see their progress, thus providing 

further motivation for them to continue the rehabilitation program.  

 

Assistive equipment was introduced by physiotherapists to assist participants to live 

independently. All participants continued to use assistive equipment after returning 

home to maintain safety. They valued the benefit gained from the equipment and 
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thought of this as a crucial factor in promoting their functional ability (Robinson, 

1999). Despite the benefits generated from assistive equipment, one participant 

expressed negative feelings about using a mobility aid. There may be stigma or 

shame attached to using a walking aid which can be perceived as reflecting a loss of 

functional ability and independence (DeForge et al., 2008; Robinson, 1999).  

 

In addition, transition care programs were recognised as ―tailor made‖ by one 

participant. This program was planned to meet the participant‘s special needs and 

requests regarding his limitations and weaknesses after returning home. 

Individualised care can increase a participant‘s motivation to participate in the 

rehabilitation program (Resnick, 2002b) and achieve goals effectively. However, 

the participant argued that the period of the transitional care program was too short 

to enable him to access facilities while continuing with the exercise program. To 

provide a successful transitional care program for older people, their personal 

capabilities in resuming independently living, the recovery progress of surgery type 

and the availability of government funding and resources need to be taken into 

consideration. This is an area that would benefit from further research. 

 

In summary, the results highlighted several strategies and motivational ideas that 

enabled older people to maintain their strength and personal confidence levels in 

managing home rehabilitation. These strategies included realistic appraisal of 

personal situations, social network supports, humour, goal setting and self-efficacy 

beliefs. The strategies reflect different dimensions of personal perspectives and 

resources that were available for participants to use during the rehabilitation process. 

The findings also suggest that self-efficacy beliefs could be strengthened through 

individual acknowledgement of the necessity and importance of the exercise 

program, personalities, past experiences, role models, religious perceptions, 

positive attitudes and the use of assistive equipments for daily activities. Combining 

these resources to form an individual care situation would allow older people to 

have a smoother and more successful transition from hospital to home settings and 

further facilitate their participation in and adherence to home rehabilitation. The 

theorised model developed through the Structural Equation Modelling is discussed 

in the next section. 
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The Theorised Model  

The third aim of the study was to explore a theorised model and the 

interrelationships between influencing factors, QoL and functional status in both 

quantitative and qualitative data. As such, the findings provide a comprehensive 

understanding about the nature of challenges within rehabilitation for older people 

following orthopaedic surgery and important information about the orthopaedic 

rehabilitation process from admission to six weeks post-discharge. The following 

section will discuss the findings within the areas of QoL and functional status, with 

direct and indirect pathways being described in relation to other influencing factors 

in the theorised model at stage one of the study. Significant differences in the flow-

on effects of the theorised model across the three stages will also be discussed.  

 

QoL 

QoL and depression 

During the rehabilitation process, depression was identified as the major factor 

influencing QoL. Copeland (1999) states that depression is the major cause of lower 

levels of QoL in older populations. Depression was identified as having a highly 

negative association with QoL in this current study; that is, older people with higher 

levels of depressive symptoms had less satisfaction with their QoL. This finding is 

consistent with previous research (Ciechanowski et al., 2004; Hellstrőm, Andersson, 

& Hallberg, 2004; Hellstrőm & Hallberg, 2001; Scocco et al., 2006).   

 

Additionally, depression has been shown to influence personal QoL by affecting 

older people‘s efficacy beliefs. The findings in this current study show that 

depression had an indirect impact on QoL through self-efficacy and outcome 

expectations. Depression had a circular effect by reinforcing negative feelings and 

decreasing motivation to participate with the rehabilitation program, thus 

exacerbating feelings of depression. This influence was extended to outcome 

expectations (for example, goal setting), which were shown not only to have a 

strong correlation with self-efficacy, but also a discernable influence on QoL. 

Depression had a flow-on effect to outcome expectations and diminished older 

people‘s ideas and visions of their abilities to manage their new situations. It is 
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conceivable that personal efficacy beliefs were noticeably affected by depression, 

which decreased both motivation to engage in activities and expectations derived 

from goal setting during the rehabilitation process, leading to lower levels of QoL.  

 

QoL and efficacy beliefs 

In the current study, the results showed that efficacy beliefs were the second most 

influential factor on QoL. Outcome expectation had a direct association with QoL, 

while self-efficacy had an indirect relationship with QoL via outcome expectations. 

The means of setting realistic goals enabled older people to overcome difficulties 

associated with their recovery from surgery. They could continue with their 

rehabilitation and begin to regain abilities connected to their previous daily 

activities and routines (e.g., normal living and continuity of life). This process 

facilitated older people‘s maintenance and management of their lives. In this way, 

older people not only gradually restored more positive outlooks of themselves and 

their capabilities, but also had more positive mindsets to overcome difficulties. 

Consequently, these older people were more satisfied with their abilities and 

capabilities, and as such this extended to their QoL. 

 

Furthermore, self-efficacy indirectly influenced QoL through outcome expectations. 

This idea is further reinforced by Bandura (1997, 1999), who argues that self-

efficacy has a noticeable effect on outcome expectations; people who have higher 

levels of self-efficacy have more considered outcome expectations. The greater 

levels of self-efficacy assisted older people in the current study to develop confident 

feelings of their capabilities and set realistic outcomes to enable them to manage 

daily life and achieve satisfaction with their QoL.    

 

QoL, age and gender 

Age was another significant factor influencing QoL. Unlike previous studies 

(Hellstrőm & Hallberg, 2001; Hellstrőm, Persson et al., 2004; Jakobsson & 

Hallberg, 2002; Suzuki, Ohyama, Yamada, & Kanamori, 2002), older people in the 

advanced aged group in this current study were more satisfied with their QoL, in 

particular older participants. This may be related to the supportive social network 

available to this study‘s older population compared to the younger groups. These 
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oldest old people realised their functional limitations and although the recovery 

process took longer, they accepted help or support from their social network to 

assist them with their difficulties. They also had faith which enabled them to create 

a positive outlook and attitude towards challenges. Trusting in God and adherence 

to this positive attitude can be a means of retaining inner strength for the oldest old, 

allowing them to go on living a life in wholeness (Nygren, Norberg, & Lundman, 

2007) and reducing the deleterious effects of stress on health in late life (Krause, 

2006). Moreover, Resnick (2002b) argues that spirituality and social support 

networks are influencing factors in older adults‘ beliefs about their ability and 

motivation to perform activities during the recovery process. Interactions with other 

people such as families and friends and a grateful life attitude may be reasons why, 

as Hellstrom et al. (2004) and Johansson (2003) argue, QoL is sometimes  

perceived as better among the oldest old than among some younger age groups. 

Additionally, male participants reported higher satisfaction in QoL compared to 

females. 

 

Functional status 

Functional status and efficacy beliefs 

Studies that have investigated the relationship between efficacy beliefs and 

functional status (Conn, 1998; Resnick, 1998a, 2000, 2001a, 2001b, 2001c, 2002a, 

2002b, 2004; Resnick & Nigg, 2003; Resnick et al., 2000; Resnick & Pasco, 1998; 

Resnick & Spellbring, 2000) show that self-efficacy influences functional status 

directly. The current study indicates that self-efficacy was the most significant 

predictor of functional status, followed by gender. Older people who had higher 

self-confidence were likely to be motivated to conduct and continue the 

rehabilitation program of activities. They persistented with the program activities as 

they realised that this was the best way to improve their functional status and return 

to their usual life. They were also willing to take any functional limitation as a 

challenge to be overcome. As their functional ability improved, their self-efficacy 

level and motivation also increased. In this way, they were able to regain functional 

ability more rapidly and live independently.  
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Moreover, self-efficacy can be sustained by individuals by developing and 

enhancing abilities in managing their environment and daily activities (Robinson-

Smith & Pizzi, 2003). Feelings of inadequacy and insecurity within their 

environment resulted in low self-confidence and caused older people to have less 

motivation to adhere to their prescribed rehabilitation activities and thus delayed 

their recovery processes. This further limited their functional ability. This situation 

was reported by study participants after discharge to home settings. 

 

Functional status and gender, Gender and pain 

The findings in this current study showed that female participants tended to report 

higher levels of pain compared to males. They also considered their functional 

status to be significantly lower than that of males. This finding was consistent with 

Resnick‘s studies (2001b; 2000) that found that older men perceived better exercise 

behaviour through self-efficacy and had less pain. An explanation for the current 

study‘s findings may reflect the psychosocial perspective outlined by Keefe (1998)  

that suggests that men normally do not show their feelings and do not seek 

assistance immediately in the way that women do. Similarly, women in this current 

study may have felt freer to talk to nursing staff, as most of the nurses were female. 

Regarding functional status, the older female participants of this study may not 

have independently engaged in exercise and may not have been encouraged by 

other people to have regular exercise when they were younger as suggested by 

Resnick (2001b). Male participants were perhaps more familiar with exercise 

routines and felt more confident with their participation in a rehabilitation program 

that included such activity and as such felt their functional status improved.   

 

Functional status and depression 

The psychological factor, depression, has been identified as a major symptom 

related to physical performance (Penninx et al., 1998a). Findings from the current 

study support the view that depression has a significant influence on functional 

status indirectly. Older people with higher levels of depressive symptoms were 

most likely to have low levels of self-efficacy which later resulted in more 

functional limitation. Similar results were found in several other studies (Lenze et 

al., 2001; Lenze et al., 2005; Mehta et al., 2002). On the other hand, older people 
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with low levels of functional status that struggled in their circumstances had higher 

levels of frustration and lower self-confidence. This situation could possibly 

reinforce any negative feelings of insecurity and inadequacy that they had about 

themselves in their situations and their abilities to deal with difficulties. If negative 

feelings persist for a period of time, it can result in depressive symptoms, which 

were found to be another significant factor in connection to functional status in this 

current study. As shown in the qualitative findings, older people in this study were 

not fully prepared for their limited functional status on discharge and did not 

anticipate the effect that this would have on their daily living, although they were 

able to demonstrate certain capabilities before being discharged from hospital. They 

discovered that their weaknesses and inadequate functional status did not enable 

them to live independently in their home settings. It is plausible that there is a cyclic 

mechanism working, although this was not clearly shown within the quantitative 

findings. However, these findings certainly point to an opportunity for rehabilitation 

teams to assist older people to become aware of their negative feelings or 

frustrations so that these can be explored and addressed during rehabilition in 

hospital and at home.  

 

More specifically, the qualitative findings showed that older people with initially 

higher levels of depressive symptoms prior to discharge felt disappointed on 

arriving and settling into their home settings. The depressive symptoms made them 

feel inadequate and insecurr in their new situation and consequently they became 

disappointed in their under-performance and lack of progress in their recovery. 

Participants sought support from their social networks to enable them to increase 

confidence in their own circumstances and regain their functional status. Once they 

regained confidence with daily activities, they were likely to maintain their 

independence as much as possible. This also supports the finding that self-efficacy 

was the mediator between depression and functional status found in the quantitative 

results.  

 

The flow-on effect model 

It appears that no research has previously focused on the flow-on effects related to 

pain, depression, self-efficacy, outcome expectations, functional status and QoL 
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over time. This current study provides a new understanding of important 

information from admission to a rehabilitation unit to six weeks post-discharge. 

Some of the findings of this flow-on effect model are similar to the single stage 

theorised model. In the following section, the discussion therefore is focused on the 

significant results which were considered to be different from those predicted by the 

single model. There are five major pathways established from the flow-on effect 

model as described below.  

 

Pathway in each variable 

The findings showed that each variable had a positive, consistent flow-on effect 

across the three stages; nevertheless, the levels of depressive symptoms, functional 

status and QoL were found to have an excessive and direct critical influence from 

admission to the rehabilitation units through to six weeks post-discharge that 

circumvented stage two. This explained how initial perceptions of functional ability 

and QoL of older people were crucial and how these perceptions shaped 

participants‘ expectations about their capabilities in managing daily activities and 

the restoration of their QoL status. Older people with an initial high level of 

depressive symptoms were more likely to experience difficulty and be too 

overwhelmed by negative emotional experiences in the later stages of their 

rehabilitation. There is a need to promote and implement a range of strategies to 

assist older people in building social and emotional resources and support to lessen 

these consequences. The following subheadings refer back to the abbreviation in the 

theorised model across three stages (see Figure 4-8 on page 121).  

 

S2OE – S3De and S3FS 

The level of individual outcome expectation prior to discharge had a greater 

positive impact on the level of depression and functional status at six weeks post-

discharge. Older people with higher outcome expectation levels were more aware of 

the benefits and outcomes accompanying an exercise program and were more likely 

to continue exercises after discharge; hence, their functional status improved and 

their level of depression decreased. This pathway highlighted outcome expectation 

prior to discharge was a major mediator in functional recovery at home. This 

finding provides nurses and health professionals with insights into the influence of 
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expectations from rehabilitation exercise programs on functional progress and the 

successful management of daily activities in the later stages of rehabilitation. It also 

suggest that when issuing discharge information, nurses and other healthcare 

professionals could place an emphasis on older people‘s perceptions of the 

necessity and importance of the rehabilitation exercise program, since this period 

prior to discharge was found to be an optimum point to have the greatest impact.        

 

Gender – S1Pain  – S2SE 

Women were likely to report higher levels of pain when admitted to rehabilitation 

units; however, they had better self-efficacy levels in relation to their functional 

status prior to discharge. This finding is supported by previous studies (Keefe, 1998; 

Maradino, 1998) that found women used more coping mechanisms (e.g., peer 

support, prayer, relaxation) and conducted these techniques more successfully while 

they had physical pain. These coping mechanisms enabled them to build up greater 

motivation toward exercises and difficulties situations.  

 

Gender – S1QoL – S2SE, S2DE, S3OE and S3Pain  

Older male persons who were satisfied with their QoL tended to have higher levels 

of self-efficacy and lower depression levels prior to discharge. They also had higher 

levels of outcome expectations and pain at six weeks post-discharge. This result 

may be because male participants with higher levels of life quality expected greater 

outcomes from the rehabilitation exercise program to enable them to return to 

normal life; however, the higher expectations may also have resulted in them over-

exerting themselves during exercise, resulting in greater levels of muscle and joint 

pain. Resnick et al. (2007) suggest that there is a need to help older people in 

assessing realistic capabilities in connection with their self-efficacy and outcome 

expectations toward exercise. Nurses and health providers need to consider how 

they might balance factors of high expectations for QoL, outcome expectations and 

the practicalities of such situations, especially for older male persons.  

 

 S1FS – S3OE 

Not surprisingly, older people with higher levels of functional status at admission 

had better outcome expectations levels toward the home rehabilitation program at 
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six weeks post-discharge. Greater functional status had a further positive effect on 

individual expectation from rehabilitation outcomes.  

 

 S2QoL – S3Pain 

Older people with better perceptions of QoL prior to discharge had lower pain 

levels. The higher perceptions of QoL prior to discharge gave older people positive 

attitudes to deal with pain at home. This can be explained from the qualitative 

findings, that is, participants demonstrated that ―you needed to go through the hurt 

and pain before you gain improvement for yourself‖ (Peter). In spite of the recovery 

process being painful, older people were still determined to go through it and 

possibly treated pain as ―a bitter pill‖ to take in order for them to achieve a level of 

recovery and a better QoL. Additionally, the pain might also have been viewed and 

experienced in terms of maintaining one‘s personal self-efficacy beliefs (Resnick, 

2002a), where pain might represent personal gain and progress within the context of 

a rehabilitation process, as in the adage ―No pain, no gain‖ (Geelen & Soons, 1996).    

 

In summary, the results of the theorised model imply that depression had a negative 

impact on QoL. Depression seemed to have a circular influence and a reinforcing 

effect on a person‘s motivation and outcome expectations when participating in 

rehabilitation program, thus decreasing their functional status and QoL. 

Additionally, efficacy beliefs are an important component in the theorised model 

because they were a mediator between influencing factors and functional status or 

QoL. This finding provides evidence of the significant role of the concept of self-

efficacy during the rehabilitation process.  

 

Furthermore, participants in the oldest old group were likely to report higher QoL. 

Gender was found to have an impact on pain. Older women tended to report higher 

levels of pain at admission to rehabilitation units and greater levels of self-efficacy 

prior to discharge to home settings compared to men. On the other hand, older men 

were likely to be satisfied with QoL which resulted in more substantial levels of 

self-efficacy and less depressive symptoms prior to discharge. They also expected 

more outcomes from participanting in a rehabilitation program and anticipated the 

consequences of greater levels of pain compared to women after returning home. 
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This offers a better understanding of the nature and influence of age and gender on 

outcomes during the rehabilitation process. It may also reveal the impact of cultural 

expectations of men and women who respond to illness or symptoms in different 

ways.    

 

Lastly, the level of individual depression, functional status and QoL had a 

significant positive effect from stage one, straight through to stage three. Outcome 

expectations prior to discharge were the major predictor in regaining functional 

status after discharge to home settings. Although initial QoL at admission had a 

positive impact upon efficacy beliefs, the high level of QoL and high expectation of 

efficacy beliefs may lead to unrealistic outcomes (for example, over exercising 

resulting in pain) during the rehabilitation process. The findings suggest that a sense 

of balance in older people‘s expectations should be generated to enable an 

association with practical situations and outcomes.     

 

Limitations of the Study 

There are some limitations in this study in connection to the study design, sampling, 

recruitment procedure and measures and these should be taken into account when 

reading the findings.  

 

The sample in this study was representative of older people following orthopaedic 

surgery undergoing a rehabilitation program. However, it was challenging to recruit 

a sufficient numbers of participants. During the data collection period between 

September 2008 and November 2009, the global financial crisis occurred and this 

may have affected older people‘s willingness to participate in this study, and have 

led to a number of participants leaving the later stages of this longitudinal study. 

Some participants expressed their apprehensions and insecurities about their 

financial issues in terms of losing money from their superannuation plans or being 

unsure of future financial trends; hence, this negative feeling could have impacted 

on their decision to not participate in this study. Moreover, once some participants 

returned to home and their busy lives, they refused to continue participation. 

Similarly, participants who were fragile or were found to have several co-

morbidities tended to withdraw from the study or refused to participate further with 
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the study. This may have resulted in older people with greater levels of co-

morbidity and emotional distress being excluded from this study.  The lack of a 

comparison group may influence the generalizability of the results to older people 

following orthopaedic surgery. As such there is a need to be cautious about the 

findings in this study as the level of self-efficacy may naturally improve post-

discharge for older people undergoing orthopaedic surgery and the occurrence of 

depressive symptoms may occur for the majority as part of the natural course of the 

recovery process. However, given that a rehabilitation program is best practice 

following orthopaedic surgery there are ethical concerns for including a group of 

participants not receiving such a program.   

 

The study population was a convenience sample of patients from two rehabilitation 

units at a large private hospital who had undergone surgery in one single lower 

extremity. Therefore, the findings cannot be generalised to other populations who 

attend rehabilitation programs. Given the context of the study was a private hospita 

the sample may not be representative of older people who had similar experiences 

in public hospital settings. As well, the surgery participants underwent was elective 

and as such their experience of the rehabilitation program may be different to those 

undergoing emergency surgery given the different routes of admission and levels or 

preparation for surgery. Thus, the findings in this study may not accurately reflect 

the rehabilitation experience for older people in public hospital settings. 

 

A few participants had had previous surgery of lower extremities and this may have 

introduced bias in this current study. The older people who had this experience 

were likely to be aware of issues pertaining to bending precautions post-surgery and 

could also anticipate what to expect after surgery. They may have had more 

confidence in their functional abilities and appreciated the progress of their 

respective recovery processes.   

 

A less significant study limitation was related to the different time of the qualitative 

interviews. Although the research questions allowed participants to reflect back on 

their experiences in managing home rehabilitation, they may have had different 

perceptions about home rehabilitation due to their individual level of functional 
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limitations. It was likely that participants would give more positive feedback once 

they reached higher levels of recovery at home. Although participants were able to 

successfully reflect back to their experiences of the first few weeks following 

discharge, some individuals may have had more time to adjust to their functional 

status and develop strategies for daily living that influenced their responses.   

 

The results of this study rely on the accurate assessment of self-efficacy, outcome 

expectations, functional status and QoL using standardised measuring tools through 

three stages of data collection. Although a functional status tool was used in three 

stages to ensure reliability in this study, some phrases or items may seem strange in 

the Australian context and may have been influenced by political changes. As an 

example of this, local governments at the time of this study had restricted 

showering periods and discouraged the use of bathtubs for bathing due to water 

restrictions as a result of a major drought. This situation may have resulted in the 

distortion of participants‘ responses to the specific question about bathing. Similarly, 

an item in the QoL tool investigating satisfaction in sexual life may have been 

distorted due to a culture of conservatism in older people or the large number of 

single widowed people. Likewise, on initial contact with researchers, there may 

have been some reticence in divulging information in relation to sexual needs, since 

rapport with the researcher might need to have been established before further 

discussion of this topic. Moreover, the concept of self-efficacy was challenging for 

participants to understand. It is easier for participants to understand the concept in 

relation to their progress in functional performance, but not in the context of facing 

barriers to continue exercising, particularly while they stayed in the hospital 

environment. Participants had been motivated by rehabilitation team members to 

continue exercising during hospitalisation. The times for exercising and goals were 

set to encourage adherence to the rehabilitation program. Therefore, participants 

may have given little thought to the barriers and their responses may have been 

affected accordingly.      

 

Although this current study used a longitudinal design, it did not include 

information gained prior to admission to hospital. It may have been useful to extend 

the study period to include the period before surgery, and six-months and one-year 
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after attending rehabilitation programs to have a clearer view of the long-term 

rehabilitation process for older people following orthopaedic surgery. As shown in a 

previous study (Shyu, Chen, Liang, Wu et al., 2004), it took at least six months to 

recover physical functioning and 12 months to resume some complex activities for 

older people with lower extremity surgery.   

 

Lastly, this study looked at individual self-efficacy, outcome expectations toward 

functional status and QoL from older people‘s perspectives. It may be necessary to 

gain other professional views from the rehabilitation teams to have an objective 

opinion about participants‘ functional status and efficacy beliefs in regard to 

exercise.  

 

Implications of the Study 

The present study provides information that extends our understanding of the long-

term rehabilitation process for older people following orthopaedic surgery. The 

study determined the influence of self-efficacy and outcome expections in relation 

to functional status and QoL; identified the relationship between the various 

influencing factors during the rehabilitation process; and recognised the strategies 

used in home rehabilitation. As such, the findings of the current study have 

important implications for practice, education, research and social policy 

development. 

 

Implications for practice 

Since hip precautions/bending precautions post-surgery are the major impediment 

factor for older people in performing functional activities, comprehensive 

assessment of older people‘s home settings and the identification of personal 

limitations might lead to a smoother and safer transition to living independently. 

Clearly, nurses and other health providers should gain a comprehensive knowledge 

about individuals‘ home settings and surrounding environments during their stay in 

hospital. Thus, home visits are a necessary activity for the rehabilitation team. 

Home visits are usually conducted prior to discharge; however, these may need to 

be performed earlier to gain a better understanding of older people‘s home 

surroundings and situations. This knowledge, alongside the assessment of 
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individuals‘ disabilities and weaknesses, can be used to design individualised 

rehabilitation and discharge care plans during hospitalisation. The rehabilitation 

program can emphasise particular activities that people feel less confident in 

performing. This would allow the introduction of walking aids or practising with 

equipment to help people adjust to their limitations, such as using high-level chairs 

for hygiene, practising indoor and outdoor walking with mobility aids, practising 

the ascent/descent of stairs, and getting in and out of cars. Health providers need to 

raise older people‘s awareness of realistic future situations that these individuals are 

likely to face and to have realistic perceptions for future plans in regard to their 

precautions and physical limitations after their return to home. 

   

The current study found that the quantity of information regarding hip 

precautions/bending precautions was too much for some participants, especially for 

those people experiencing first-time orthopaedic surgery. Nurses and other 

members of the rehabilitation team should try to manage information, formatting it 

as simply as possible, with clear alternatives in the instructions. Discharge 

information, including the major issue of precautions, should act as a checklist to 

inform older people about any activities or plans associated with bending and 

appropriate precautions after discharge (DeForge et al., 2008). The strategies or 

advice can be outlined to overcome older people‘s restrictions and enhance their 

independent living. Older people could also keep the information sheets in an 

obvious and easily accessible location at home to remind themselves of the 

precautions.  

 

In regard to discharge information, this study suggested that outcome expectations 

prior to discharge were the major predictor of functional recovery after discharge. 

This indicated that if older people‘s outcome expectations could be reinforced 

before discharge, they would be more likely to participate and adhere to a home 

rehabilitation exercise program, which would facilitate their improvement and 

recovery in functional status. Resnick, et al. (2007) made similar findings and 

recommended that friends or peer groups and health professionals need to 

continuously reinforce the positive benefits from exercising through recovery 

procedures. Nurses and rehabilitation team members may include the information 
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associated with benefits and positive outcomes accompanying a rehabilitation 

exercise program in discharge information to enhance the patients‘ levels of 

outcome expectation. 

  

Although goal setting was demonstrated as an effective way for older people to 

achieve their functional status and QoL, the current study showed that unrealistic 

goals and high outcome expectations may result in under-achievement and negative 

feelings among older people. The high expectations in outcome after discharge may 

cause over-exertion in performing exercises and may lead to unwanted side-effects 

in muscle and joint pain. Nurses and rehabilitation team members should encourage 

older people to be aware of similar scenarios in relation to their expectations and 

practical situations. While rehabilitation team members set goals with older people, 

they should make goals achievable and realistic for individual patient circumstances. 

Realistic future situations also need to be discussed before discharge to enable older 

people to have a clear perception of their limitations and weaknesses and be more 

conscious about their own realistic expectations after they return home.      

   

Major carers or close families and friends should be informed and educated about 

older people‘s home rehabilitation needs. They could act as learning partners to 

remind older people of bending precautions following discharge to home. 

Incidentally, this may also require close contact with available social networks for 

the first few weeks after discharge as family and community supports are key 

predictors of participation and adherence to home exercise plans for people 

following discharge (DeForge et al., 2008; Resnick et al., 2002). Similarly, upon 

recognising the dynamics of a person‘s social network, nurses and other health 

professionals can effectively and efficiently allocate resources where they are 

needed. Working together with friends and families, and cooperating with 

community supports, could make for more productive and effective therapeutic 

relationships. In this way, older people following orthopaedic surgery would gain 

confidence about their functional ability and independence, and families and friends 

would have the advantage of forming close personal relationships with each other. 

Close interpersonal relationships have a major impact on individual psychosocial 

and physical well-being, and improve the level of satisfaction with QoL for older 
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people (Hellstrőm, Andersson et al., 2004; Johansson, 2003). In the same way, it is 

important that available community religious services integrate with people‘s 

beliefs after discharge to home settings. Robinson (1999) found that access to 

church services was an important part of any intervention to support older people‘s 

faith to enhance their well-being and successful transition from hospital to home.     

 

Humour was mentioned by older people in this study as being used extensively in 

managing their limitations. Humour not only facilitated personal effective coping in 

stressful situations (Wanzer et al., 2009), but also had positive effects on 

individuals‘ physical and psychological well-being (Kruse & Prazak, 2006). It may 

be useful for humour to be integrated into rehabilitation programs. Nurses and other 

health providers could use humour as a therapeutic tool to relieve physical 

discomfort (e. g., pain), decrease stress and anxiety, and promote health behaviour 

for older people during the rehabilitation program (Kruse & Prazak, 2006). These 

healthcare providers need to learn about the risks and benefits of using humour and 

laughter in health settings. Kruse and Prazak (2006) suggest that health providers 

should have the knowledge required to identify appropriate sources of humour for 

individuals before they introduce humour as a therapeutic tool. They also need to 

continuously assess and investigate individual sources of humour and use this as an 

effective tool of health care and rehabilitation.       

 

One participant in this current study felt embarrassment at receiving what she 

defined as ―so much care and assistance from friends‖. Lifestyle changes and the 

worry of being a burden can be a concern prior to discharge (Robinson, 1999). As 

such, opportunities for sharing feelings may need to be created between older 

people and carers, families and friends; hence, nurses and other rehabilitation team 

members should point out that receiving help is a temporary situation and is only 

part of the rehabilitation process during this transition period of becoming more 

independent. Similarly, the stigma/shame associated with mobility aids can be 

profoundly debilitating to the loss of functioning or independence, and may present 

a barrier for older people in conducting daily activities, which could delay the 

recovery process. Nurses and other health professionals need to emphasise the 

importance of the continued use of devices, and help people view such devices in a 
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positive way that facilitates an effective, safe and quicker recovery (Robinson, 

1999). The findings also highlight how peer groups with similar surgical 

experiences have positive influences on people‘s beliefs and attitudes toward 

rehabilitation programs and walking equipment; therefore, interaction and 

engagement in group meetings may need to be taken into account during 

hospitalisation and out-patient appointments.  

 

The findings suggested that depression was the major factor influencing individual 

QoL and self-efficacy. Rehabilitation programs might consider using a screening 

instrument to determine potential depression prior to admission to a rehabilitation 

unit. Since depression in older people might not be symptomatic or obvious, early 

detection or assessment could prevent problems of depression that could eventuate 

after surgery; hence, psychological counselling or assistance may alleviate present 

and future episodes of depression. Correspondingly, there could be some scope for 

a screening instrument introduced prior to surgery for older people, which could be 

later compared to data collected on admission to rehabilitation units. This process 

would allow a comparison to be made for the detection of early or recognisable 

depression. To reduce anxiety and depression which may result from surgery or 

admission to new environments (e.g., rehabilitation units), simple and yet 

comprehensive information should be introduced to older people prior to surgery, 

for example, about what to expect post-surgery in relation to exercise, pain and 

lifestyle changes; hospital rehabilitation program; and on-going rehabilitation at 

home. Group meetings could also be positive and inspirational for older people with 

first surgery experiences. Older people with experience in completing hospital 

rehabilitation programs could share this experience with older people who have had 

no previous experience in rehabilitation program settings.  

 

Finally, gender was also found to have a close association with reported pain level. 

Older women were more likely to report higher levels of pain than men while 

admitted to rehabilitation units. This may be related to the cultural expectations, 

which women feel more comfortable to talk about their weaknesses and express 

their worries and anxieties compared to men. Women may have also felt freer to 

talk to nursing staff about their health problems. Nurses and health providers should 
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be proactive in pain assessment with both genders and also consider the meaning of 

underlying pain itself. The impact of the meaning of pain on behaviour needs to be 

further investigated alongside pain symptoms. Additionally, women perceived their 

own functional status lower than those of men. Nurses and health providers may 

need to assist women to build up their confidence with rehabilitation exercise 

schedules which may assist them in participate more regularly in the activities 

associated with the rehabilitation program.  

 

Implications for education of older people and carers 

Results of this study indicate that self-efficacy is the major factor influencing older 

people‘s attitudes toward functional status and QoL. Education concerning 

awareness of personal self-efficacy is needed to promote successful rehabilitation. 

To date, educational interventions designed for older people following orthopaedic 

surgery have focused on skills development in regard to management of daily 

activities and goal setting. However, this research suggests that education programs 

could be developed, based on the four major sources of Bandura‘s theory (1997, 

1999): 1) mastery experiences of past and present levels in performance, 2) 

vicarious experiences of observation from others‘ performance, 3) social persuasion 

from others, and 4) personal physiological and emotional states. The program could 

be offered to older people including various forms of information, such as written 

format, audio-visual and ―hands-on‖ practice. In the Groningen Orthopaedic Exit 

Strategy (Stevens et al., 2004), former patients in video recordings were viewed as 

role models and newsletters were sent to update relevant information about the 

rehabilitation process. These methods were used with older people following 

orthopaedic surgery to increase their confidence in rehabilitation prior to discharge 

to their home. Similarly, Resnick (1998a) used verbal encouragement for the 

purpose of goal achievement (this being a type of social persuasion) and addressed 

personal physiological and emotional problems in older people undergoing a 

rehabilitation program; hence, this process permitted the extension of strategy 

development for coping with identified problems. Bandura‘s four principles and the 

ideas from these researchers can be utilised within the framework of current 

rehabilitation programs in Australia. Open communication channels could be 

created for older people to address their personal physical and psychological 
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problems in relation to their functional status and QoL. As such, consistently 

monitoring the effectiveness of self-efficacy learning processes from hospital 

admission to discharge and a period following discharge would be important and 

necessary.  

 

Additionally, there could be an opportunity to use audio-visual media (for example, 

digital cameras for recording snapshots, sound and motion which could later be 

stored on a DVD) as a means of documenting participant progress throughout the 

rehabilitation process, analysing body movement and movement correction, 

demonstrating corrected movements and post-surgery precautions, and providing 

ancillary information associated with discharge planning as needed. This could 

assist older people not only to realise their recovery process but also to view the 

video recording as a role model for themselves and others. Furthermore, 

progressing from this point, a visual analysis of older people‘s home environment, 

where video recordings could be made during the conduct of a home 

visit/assessment would assist the rehabilitation team members to customise the 

rehabilitation program. An analysis and discussion could later be made about any 

alterations required to meet older people‘s new needs prior to discharge from the 

existing home settings. An example of this might be a video recording of kitchen 

facilities, specifically of chair positions, implements and items in accessible 

locations, table and telephone access to enable consideration for alterations in 

assisting the transition from the hospital to the home environment. This process 

would provide older people with a realistic impression about the existing home 

environment and what to expect after discharge from hospital. The major carer and 

families and friends of older people might also be encouraged to assist in this 

process of analysing and suggesting modifications to home settings. Naturally, there 

is the prerequisite of ethical considerations that need to be given to personal privacy 

issues. This issue can be resolved by seeking approval from a hospital ethics or 

privacy committee and cooperation with concerned and involved parties as a part of 

the treatment process while older people are admitted into rehabilitation units. The 

major carer and families and friends should be invited and encouraged to participate 

in this process. They could assist in the recording process and also provide 

assistance during the rehabilitation process drawing on their experience and 
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knowledge of the person in the rehabilitation process. In this way, they would have 

a better knowledge to deal with older people‘s limitations and suggest strategies to 

address the problems before the older person is discharged to the home setting.     

 

Implications for education of health providers 

As mentioned above, depression had a major effect on individual self-efficacy and 

QoL. Since the process of recovery in rehabilitation units is dynamic, the team 

members in rehabilitation units should ideally be aware of the dynamic situation 

involving depression during the rehabilitation process. This awareness might also 

need to extend to community healthcare professionals who have contact with older 

people when they are discharged from hospital to home settings. Nurses and other 

health providers might benefit from an educational program that assists in the initial 

detection of individuals suffering from depression, or those individuals who are at 

higher risk of becoming depressed at a later point in the rehabilitation process. By 

including depression assessment during in-service training at rehabilitation units, 

nurses and other health team members will have better knowledge to identify early 

signs of depression, and be better prepared to appropriately treat older people with 

depression. In such a situation, older people might be referred to mental health 

professionals for early treatment if necessary.        

 

Clear guidelines are needed for nurses and other health providers to facilitate 

individual self-efficacy and functional capabilities. By furnishing this information, 

psychological issues, such as personal beliefs and self-efficacy, would be included 

in rehabilitation education or training courses for nurses and other health providers, 

as these issues promote and influence individual behaviour toward rehabilitation 

programs. Such guidelines could be extended into policy and located in an easily 

accessible place for every staff member. Furthermore, how to detect individuals 

who show lower levels of self-efficacy needs to be recognised, since these people 

might later need greater assistance in their recovery process. Detection and earlier 

assistance to individuals with lower levels of self-efficacy could forestall and 

prevent longer rehabilitation times and complications in the adjustment to new 

environments (for example, return to home settings) where functional status levels 

need to be preserved at higher levels. 
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Additionally, there is the need for efficient use of resources after discharge from 

hospital rehabilitation units. Nurses and other health providers could assist in this 

process of transition from hospital to home by helping individuals analyse and later 

recognise their particular situations and needs. These professionals might benefit 

from training that allows them to guide and give older people initiative and 

empowerment to decide how they can optimise their resource usage and how they 

will meet their needs and arrange their new settings and circumstances. Likewise, 

this idea could also be utilised by community health providers directly involved 

with older people, since they will be caring for and assessing these older people 

from time to time. This training process might assist community health providers to 

recognise older people‘s major resources within their home environment and those 

that need to be made available for them.  

 

Multidisciplinary teams are the principal routine providers of geriatric rehabilitation 

care within hospital and community settings. Given the long-term rehabilitation 

process for older people following orthopaedic surgery, there is a need for some 

level of coordination between the resource users, providers and administrators, and 

between hospital and community settings. Bloor (2006) calls for the development 

and maintenance of inter-agency collaboration. The health providers in both settings 

may take advantage of workshops or focus group interviews which introduce the 

caring roles of major disciplines and the obligations they have to each other. This 

will also provide opportunities for health providers to describe and fully delineate 

their roles to one another. As such, the health providers in hospital settings would 

have a better understanding of what might be achievable in the community, 

enabling them to give older people reliable expectations for community care prior 

to discharge. Health providers in both settings may also be able to find the best way 

of communication to ensure the consistency of care to provide efficient, quality care 

for older people. Bloor (2006) further suggests that a successful rehabilitation 

program includes a shared vision with flexibility in implementation, top-down 

support, building understanding and trust, joint learning, and development of a 

rehabilitative culture. Adoption of these ideas might also be useful in collaboration 

between hospital and community professionals.   
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Implications for social policy development 

An awareness of the ageing of the population has encouraged the Australian 

Government to place an increasing focus on ageing-related health issues. Hence, the 

findings from this study have important social policy implications for government 

and community organisations in order to improve quality of care, reduce health 

expenditure, manage resources effectively and efficiently, and enhance older 

people‘s QoL.  

 

Since 1985 the Australian Government has contributed significant funding to assist 

people in their home environments under the Commonwealth-funded Home and 

Community Care program. Recently, rehabilitation has been recognised as the 

better care option for providing independence and QoL for older people (Penhall, 

2004) with a shift in responsibility from institutional health care of patients to 

community-based aged care providers. A example of this approach is a study 

conducted in South Australia by Kroemer, Bloor and Fiebig (2004), which 

collaborated with acute hospital care and aged care sectors to provide rehabilitation 

programs for older people following acute admission to a hospital. The researchers 

found that aged care providers are capable of providing more flexible, short-term 

rehabilitation care for older people in spite of existing arrangements and current 

staffing in aged care settings. If community aged care providers are able to 

cooperate with regional services (e.g., domiciliary care services) and staff (e.g., day 

therapy service or contracted allied health) on a fee-for service basis for older 

people, hospital utilisation will be reduced and support for older people to retain 

their independence and the lifestyle they preferred will be achievable.          

  

Correspondingly, rehabilitation programs might shift to a home-based setting, 

where families and friends assume more responsibility for older people‘s care after 

orthopaedic surgery. The findings from this current study show that families and 

friends played an important role in older people‘s support network systems; 

however, they were rarely invited to play a part in older people‘s rehabilitation 

processes. Hasselkus (1994) and Wilken and Isaacson (2005) acknowledge the 

critical role for family members as caregivers during rehabilitation. The family-
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professional relationship is emhasised by Hasselkus (1994) who examined the 

shifting patterns of capability and responsibility shared by family members and 

professionals through hospital care, discharge and home-based care. Nurses and 

other healthcare providers should be aware of this shifting process and the 

professional roles needed to facilitate the development of caregivers‘ sense of 

capability and responsibility. Moreover, Wilken and Isaacson (2005) highlight that 

caregiver education is often delivered hours before patient discharge, limiting the 

time for questions to be asked and useful skills practised. This may further cause 

stress and burden for family and friend caregivers. Therefore, it is essential to 

recognise the major role of family and friend caregivers, and include them in the 

early stages of the rehabilitation processes and empower them through knowledge 

and confidence in dealing with future situations in home-based settings. 

Applications of this idea might include information packages, verbal 

communication, supplementing audio-visual with printed materials, and online 

educational programs (Wilken & Isaacson, 2005). Seminars or small workshops 

could be held if numbers warranted this situation. Additionally, local business 

directories could include information specifically targeting aged care needs – for 

example, medical specialists, nursing specialists, other non-government 

organisations, senior citizens associations and support groups – and be distributed  

to family and friend caregivers as references for use after discharge;. This 

information might also provide opportunities for networking with other individuals 

and organisations. 

 

Older people may be discharged home after a short-stay following their orthopaedic 

surgery. Community organisations and related agencies could work collaboratively 

to conduct rehabilitation programs in home-based settings, if families and friends 

could assume earlier responsibility of care. Akker-Scheek et al. (2007) adopted a 

model based on a rehabilitation approach that focused on personal strengths of self-

efficacy, pain control and social support for older people who required short stays 

in hospital. Although this study only showed some significant results, it presented a 

conceptual model based on Bandura‘s theory, which could be considered for use in 

future practice and research. Furthermore, for early discharge to home settings, the 

discharge planning should be considered in regard to early screening for eligible 
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older people (e.g., no signs of severe mobility disablement or psychological 

dysfunction), resource availability (community services and social support), 

individual circumstances (older people‘s financial, mental and physical condition), 

responsibility of family and friend caregivers, and continued appraisal of needs for 

both older people and caregivers alike. Likewise, home-based rehabilitation would 

require a coordinated effort between the various caregivers and community 

organisations responsible for the wellbeing of the older person in their care. 

Families and friends would have a more informed and specific knowledge of an 

older person‘s needs. There might be opportunities for these individuals to target 

areas of greatest need for resource allocation and better management of decisions 

regarding coordination between various community organisations and caregivers. If 

the early discharge process and coordination between community organisations and 

caregivers can be managed effectively, it may not only bring direct cost and 

resource savings but could also improve older people‘s QoL by maintaining their 

independence as much as possible.  

 

Finally, the experience of older people from lower socio-economic backgrounds 

and people from country areas needs to be investigated vis-à-vis social policy 

implications, since these groups might not have an adequate personal social 

network, financial support and knowledge and skills of self-management of their 

current problems or co-morbidities. This often results in a longer period of stay in 

hospital and the resulting rehabilitation process taking longer than average. Nurses 

and other health providers should be aware of this group and include an early 

assessment for their personal needs and requirements. On the other hand, health 

professionals should make this group of older people more aware of their situation 

in relation to the surgery, rehabilitation process, continued rehabilitation process 

following discharge, and the choices that might be available to them associated with 

post-discharge care. Non-government organisations and state governments or 

possibly federal agencies might provide community-based care for those who are 

from country areas and make the care more flexible and more easily accessed in 

their local communities.      
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Implications for research 

Since this current study included participants admitted to a private hospital, further 

studies may consider including public hospital settings to add to the general 

knowledge and understanding of dynamic rehabilitation processes for the public 

health system. It could be expected that greater numbers of people from lower 

socio-economic backgrounds will enter the public hospital system in the near future 

for orthopaedic surgical procedures due to demographics, economic pressures, and 

co-morbidities such as obesity, arthritis and osteoporosis. Further exploration of 

different socio-economic groups might provide scope for broader comparisons to be 

made and the possibility of generalising findings which could later be used as a 

reference for developing health policies and community-based home rehabilitation 

care practices.  

 

Similarly, further exploration of rehabilitation experiences of older populations with 

different diagnoses (e.g., stroke, amputation and arthritis) may further provide a 

different perspective and more defined knowledge of the dynamic nature of the 

rehabilitation process. Awareness of how these different groups of older people 

work through their respective recovery and rehabilitation processes might allow 

similarities between the abovementioned socio-economic groups to be used to 

determine the framework of rehabilitation practices in clinical settings. This 

information would also provide deeper insight and knowledge into rehabilitation 

programs and identify areas which need greater levels of attention.    

 

This current study showed that depression was the most significant influencing 

factor in the dynamic of the rehabilitation process. Depression is expected to 

become the second leading cause of disability by 2020 due to continuing 

demographic and epidemiological transition issues (World Health Organization, 

2001). As such, further research may be needed to study the dynamics of depression 

itself within the realms of rehabilitation recovery processes and explore underlying 

causes of depression and its interaction with other elements (e.g., functional status 

and QoL) with respect to differing intensities of depression, which may vary over 

time. Research could be extended to take into consideration the factors that make 

older people feel depressed and the effects of depression within a broader spectrum 
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of orthopaedic surgical events within an Australian context. Correspondingly, the 

instrument used to detect depression should consider the level of depression which 

may have various influences in the different stages of a rehabilitation process.  

 

Further research could involve conducting interviews with older people to identify 

their perceptions about issues of stigma attached to help and assistance that they 

might receive, or to the use of mobility aids after orthopaedic surgery. Further 

research may explore the scenarios and circumstances which cause older people 

embarrassment or shame. Additionally, research could also identify what 

demographics characteristics are more likely to be linked to these negative feelings. 

Such stigma may be connected with cultural views. The guidelines for educating 

older people with first experiences of using mobility aids may be needed as 

possibly more reassurance or positive feedback are required. There may also be a 

need to investigate underlying causes (e.g., depression) which may be inhibiting 

development of the necessary skills to cope with new equipment.  

 

Finally, further research may investigate the effectiveness of hospital rehabilitation 

programs, community-based rehabilitation programs or home-based rehabilitation. 

This research may provide information regarding different aspects of resources 

between programs, such as cost, the criteria for eligible older people for each 

program, equipment and resource requirements, and pathways of rehabilitation after 

orthopaedic surgery.  

 

Conclusion 

This chapter has discussed the findings of the study in relation to contemporary 

literature. The findings suggest that a rehabilitation program is crucial in assisting 

older people to regain functional ability and QoL following orthopaedic surgery. It 

also plays a key role in sustaining individual self-efficacy and outcome expectations. 

As such, it is an important aspect of the overall health system as it facilitates older 

people‘s independent living in the community settings. 

 

This study highlights that the transition from hospital to home settings is a stressful 

and challenging stage for older people following orthopaedic surgery. A pattern of 
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strategies and adjustments used by older people in rebuilding confidence and 

resuming functional abilities and QoL are identified. The study emphasises the 

importance of self-efficacy in participation and adherence to home rehabilitation 

programs. Goal setting, social network supports, peer modelling, perceptions of the 

necessity and importance of the program and positive attitudes also have a great 

influence on individual attitudes and beliefs during the rehabilitation process. 

Families and friends are essential in care planning, and in particular these groups 

need to be considered when constructing discharge plans. The strength of the study 

is therefore in the contribution it makes to the current level of knowledge in relation 

to home rehabilitation processes with older people following orthopaedic surgery.  

 

The findings of the theorised model indicate that depression has the major impact in 

shaping individual self-efficacy and QoL. Emotional status should be taken into 

account while planning an individualised rehabilitation program. Self-efficacy was 

found to be a mediator between depression and functional status or QoL, and 

outcome expectations were a mediator between self-efficacy and QoL. As a result, 

the concept of self-efficacy belief has an important part to play in the rehabilitation 

process. Self-efficacy awareness, which can be introduced into rehabilitation 

programs, will allow nurses and healthcare providers to have a better understanding 

and clearer guidelines in facilitating older people‘s motivation toward actively 

participating and adhering to rehabilitation programs.  

 

Furthermore, the findings of the flow-on effects model highlighted that the major 

predictor for functional recovery after discharge was outcome expectation prior to 

discharge. It is important to emphasise the importance and necessity of conducting 

exercise, as well as the benefits received from exercising, before discharge. This 

will enhance older people‘s motivation to exercise and adhere to the home 

rehabilitation exercise program after discharge. Even though there are greater 

benefits gained from emphasising outcome expectations, the findings indicated that 

more attention needs to be paid to providing older people with an awareness of 

realistic goal development and setting. There should be a sense of balance between 

older people‘s outcome expectations and practical situations.  
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This study suggests a number of implications for practice, education, social policy 

and research. The final chapter provides a conclusion and recommendations.  
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Chapter 7 Conclusions and Recommendations 

 

There has been a progressive growth in the number of research papers into older 

people‘s self-efficacy related to functional status in the last decade; however, very 

little research has extended the focus to QoL. In particular, limited research has 

been conducted within hospital rehabilitation units examining factors that help 

rebuild self-efficacy beliefs toward post-discharge environments among older 

people following orthopaedic surgery. This study sought to address this dearth of 

pertinent information by investigating the rehabilitation outcomes in connection to 

older people‘s general health, pain, depression, efficacy beliefs, functional status 

and QoL; exploring the strategies used by older people in managing home 

rehabilitation; and identifying the relationship between influencing factors (age, 

gender, pain, depression and efficacy beliefs) and functional status and QoL.    

 

This study adopted a mixed-method research design. A descriptive, longitudinal 

study was used in the larger quantitative aspect, which involved 108 older people. 

Participants were recruited within 72 hours of admission to two geriatric 

rehabilitation units at a private hospital in Brisbane and were again surveyed in 

hospital within 72 hours of discharge and six weeks post-discharge. The qualitative 

aspect aimed to augment the longitudinal study to investigate the experiences of 

rehabilitation and the strategies used by older people in managing home 

rehabilitation. It involved face-to-face interviews with 15 participants in their home 

settings or through telephone interviews between 6 and 23 weeks post-discharge. 

The following section highlights major findings and presents recommendations 

drawn from the current study in terms of policy, research and practice.  

 

Positive Outcomes in the Rehabilitation Program 

This study is unique in its investigation of older people‘s self-efficacy in functional 

status and QoL following orthopaedic surgery. The findings of this study show that 

older people displayed a great improvement in general health, functional status and 

QoL after attending a hospital rehabilitation program. The level of pain, although 

influencing their recovery process, was managed by the rehabilitation team and 

personal general practitioners, while levels of depressive symptoms decreased as 
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older people‘s social functioning ability resumed. Individuals‘ levels of self-

efficacy and outcome expectation were also reinforced through ―hands-on‖ practice 

and realistic goal setting with multidisciplinary teams during the rehabilitation 

process. These positive outcomes indicate that rehabilitation programs play an 

important role in regaining personal functional capabilities in independent living 

within home settings and thus increase individual satisfaction in QoL for older 

people following orthopaedic surgery.  

 

This study clearly illustrates that difficulty in functional status decreased 20% by 

the end of six weeks post-discharge. The mean of the WHOQOL-BREF was higher 

than Australian population norms after participation in the rehabilitation program. 

However, older people still had difficulties with hygiene and activities involving 

their lower extremities due to bending precautions after discharge. This restriction 

and the overload of information regarding bending precautions were identified by 

older people as major obstacles in conducting daily activities after returning home 

and were inhibiting factors during the transition period to live independently. This 

indicates that there is a need for attention to emphasise specific activities associated 

with bending precautions during hospitalisation and before discharge. The 

information given to older people also needs to be reviewed to ensure that it is 

streamlined and does not overload patients. 

 

The results of this study also identified that the levels of self-efficacy, outcome 

expectations and depressive symptoms did not show any significant increase after 

discharge from hospital to six weeks post-discharge. This indicates that the 

transition from hospital to home settings was a stressful and challenging stage for 

older people following orthopaedic surgery. They had less confidence toward 

environmental changes from hospital to home settings and performing daily 

activities within home settings, which later resulted in anxiety and depression. This 

challenging situation made a successful and safe transition to home settings difficult 

and delayed the recovery progress.   
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The Strategies Used by Older People in Managing Home Rehabilitation 

A comprehensive and integrative view of home rehabilitation is required because of 

the stressful transition period from hospital to home settings as described above for 

older people. This view is useful because it identifies a range of motivational ideas 

and strategies used by older people in rebuilding self-efficacy toward stressful 

situations and challenges. Individual social networks are identified as the most 

useful resource for support, followed by formal and informal community services. 

As such, recognising important familial resources and cooperation with this social 

network from an early stage of admission may help to achieve smooth discharge 

planning. Close contact with available social networks for the first few weeks after 

discharge is also important as family and community support networks are key 

predictors of participation and adherence to home exercise plans for people 

following discharge. 

  

The findings emphasised the importance of strategies for accessing personal beliefs 

and attitudes, and developing realistic outcomes in rebuilding older people‘s 

confidence and motivation in regard to home exercise programs. Individual 

perceptions of the necessity and importance of the program, positive attitudes, 

being safe by using mobility aids or equipments, adapting strategies, and taking 

advice from health professionals facilitate participation in and adherence to home 

rehabilitation programs. Similarly, older people were able to gauge their recovery 

progress through achieving goals and this process motivated them to further 

participate and adhere with exercise programs. 

 

Moreover, the findings indicated that low self-efficacy and inability to deal with 

home environments may lead to less safe and successful discharge to home. There 

have been suggestions for strengthening self-efficacy in facilitating the 

rehabilitation processes and speeding the functional recovery progress (Resnick & 

Pasco, 1998; Zidén et al., 2008). Therefore, rehabilitation programs and education 

should encourage an understanding of self-efficacy as a means to improve 

individual functional status and QoL. 
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Influencing Factors on QoL 

This study demonstrated that depression was the major factor influencing QoL 

directly or indirectly via efficacy beliefs. The nature of depression had a circular 

effect on QoL by enforcing negative feelings and diminishing motivation towards 

exercise participation. Theoretically, this circular influence from depression can be 

used to better understand the dynamic nature of the rehabilitation process. Greater 

understanding of how depression develops and the underlying causes of depression 

could be elucidated by nurses and health providers and subsequently play an 

important role in developing individualised rehabilitation programs for older people 

following orthopaedic surgery.  

 

The second most influential factor on QoL was efficacy beliefs. Outcome 

expectations directly affected QoL and also acted as a mediator between self-

efficacy and QoL. Older people with greater self-efficacy and realistic goal setting 

promoted the restoration of their capabilities in managing daily life. Greater self-

efficacy helped the development of motivation to participate in rehabilitation 

programs and resume functional status. These influenced older people‘s satisfaction 

with QoL. It is clear that self-efficacy and outcome expectations had a unique and 

significant effect upon older people‘s QoL through participants being confident 

with performing functional activities, being able to return to their routine social life 

and live independently within their home settings. Thus, it is crucial to consider 

including the theory of self-efficacy and outcome expectations within a learning 

activity in rehabilitation programs.   

 

A positive direct relationship between age and QoL was found in this current study. 

The oldest male persons tended to be satisfied with their QoL regardless of their 

functional limitations. They liked to maintain positive outlooks toward their 

limitations. As well, faith provided many of them encouragement and wisdom to 

overcome difficulties. This finding indicated that these groups of older people could 

be used both to assist other patients through group activities in the rehabilitation 

setting and possibly act as mentors for some of these patients.    

 



201 

 

Influencing Factors on Functional Status and Pain 

This study clearly supports previous studies which demonstrated that self-efficacy 

plays an important key role in personal functional status. The greater the levels of 

self-efficacy older people had, the higher the levels of functional status older people 

achieved. Moreover, the findings in this current study showed that older people 

with more difficulties in their functional status were more likely to have less 

confidence in dealing with new situations or environments, which later caused 

negative feelings or depressive symptoms. The implications of this result were 

consistent with the qualitative findings, in that older people with higher functional 

difficulties had lower confidence in their ability to deal with challenges and felt 

more depression. 

 

The findings also imply that gender had a direct influence on levels of pain and 

functional status. Female participants were more likely to report higher levels of 

pain and lower levels of functional status. This suggests that nurses and health 

providers should possibly be paying more attention to the origins of underlying pain 

itself and the impact of this pain on the behaviour of these older women. This also 

indicates the importance of nurses and health providers taking cultural expectations 

into consideration as an important influence in terms of patients expressing their 

emotional feelings. Furthermore, nurses and health providers may need to 

encourage female participants to have regualr exercise behaviour to achieve better 

functional status.   

 

Flow-on Effects over the Three Stages 

The findings of this current study showed that outcome expectation prior to 

discharge was the most significant predictor of functional recovery after returning 

to home settings. Nurses and healthcare providers should discuss the benefits 

accompanying exercise programs during the discharge process, which would 

facilitate older people‘s motivation to participate and adhere to home rehabilitation 

programs that result in greater improvements in functional status. This study 

suggests that depression, functional status and QoL had important direct influences 

from admission, circumventing stage two and onward to six weeks post-discharge. 

These influences shaped older people‘s perceptions and expectations regarding their 
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emotional status, functional ability and QoL at later stages. More importantly, 

screening and prevention of depression at early stages should be taken into 

consideration for older people undergoing a rehabilitation program.  

 

Higher levels of satisfaction in QoL in older male persons at admission were found 

to be positively related to self-efficacy and negatively associated with depression 

prior to discharge; however, QoL was related to higher levels of outcome 

expectation and pain after six weeks post-discharge. This indicates that older people 

with higher expectations of outcomes who were trying to achieve their original QoL 

may have, through excessive exercising, caused muscle and joint pain. On the other 

hand, older people with higher levels of QoL prior to discharge had less pain levels 

after six weeks post-discharge. They seemed to have more positive attitudes toward 

pain and understood that this was the process they had to go through to improve 

their QoL. 

 

Moreover, female participants reported having better self-efficacy levels toward 

functional activities prior to discharge. This shows that women may have more 

benefits from rehabilitation program during hospitalisation and be able to utilise 

variety coping strategies in dealing with difficulty situations. Those with higher 

levels of functional status at admission also expected more outcomes from the home 

rehabilitation programs at six weeks post-discharge.  

 

Recommendations 

This current study has contributed to the conceptual framework of the nature of the 

rehabilitation process for older people following orthopaedic surgery. It not only 

provides greater knowledge about older people‘s rehabilitation experiences but also 

enhances understanding of the challenging factors and the coping strategies used by 

older people during rehabilitation. It has raised issues that might benefit from being 

included in a theoretical rehabilitation program model to facilitate a greater 

contribution to older people‘s QoL. There are a number of recommendations 

derived from the findings of this study. 
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Firstly, although older people received great benefit from government and 

community support services, individual recovery processes and variation within the 

functional activities recovery pace need to be considered (Shyu, Chen, Liang, Wu et 

al., 2004). It could be very beneficial for some patients if community support 

services continue for a longer period of time and focus on individual functional 

status and the enhancement of personal self-efficacy. It is recommended that the 

Commonwealth and State Governments consider making transitional care programs 

more flexible and possibly extend the support period (for example, six months) to 

account for the time needed to fully recover physical activities. A study that 

investigates the effectiveness of transitional care programs for older people and the 

different time periods for support duration for different diagnoses (e.g., orthopaedic 

surgery, stroke and amputation) is needed to provide evidence to direct the 

government or community support organisations in policy development.  

 

Secondly, although this current study used a longitudinal design, it may have been 

desirable to have extended the data collection time to prior to orthopaedic surgery 

and a year post-surgery as the full recovery process may take up to one year for 

older people before they can conduct complex daily activities (Shyu, Chen, Liang, 

Wu et al., 2004). This period of time would allow the researcher to have a wider 

perspective for comparison.     

 

Thirdly, further studies may develop interventions based on the finding of the 

theoretical rehabilitation model, around issues such as depression and outcomes 

expectation. As well, clinical practice guidelines for multidisciplinary teams to 

educate and facilitate older people‘s motivation and adherence to rehabilitation 

programs would be beneficial. It is clear from this current study that these 

interventions need to take account of issues relating to depression and pain. 

 

Fourthly, the significant role of social support networks was recognised in this 

study. These productive and effective therapeutic relationships could be one of the 

many significant factors in achieving smoother discharge plans to home settings 

and assist older people in adherence to home rehabilitation programs; therefore, 

there is a necessity to integrate major caregivers into rehabilitation programs from 



204 

 

admission to hospital. Development of an educational program or a support 

program is needed for caregivers as a means to inform and assist them in providing 

appropriate support for older people, to strengthen their confidence with dealing 

with difficult situations, to reduce burdens that might occur in a caregiver role, and 

to recognise and effectively allocate available resources for their needs where 

necessary.  

 

Finally, further studies may consider examining resilience in rehabilitation 

processes for older people following orthopaedic surgery. Resilience is an ability to 

adapt and achieve a certain level of physical or psychological wellbeing after 

suffering from illness (Felten & Hall, 2001). Resilience strategies, therefore, may 

provide a greater understanding of dynamic processes and pathways within the 

rehabilitation recovery process.  

  



205 

 

References 

 

Adunsky, A., Arad, M., Levi, R., Blankstein, A., Zeilig, G., & Mizrachi, E. (2005). 

Five-year experience with the 'Sheba' model of comprehensive 

orthogeriatric care for elderly hip fracture patients. Disability and 

Rehabilitation, 27(18-19), 1123-1127. 

Adunsky, A., Lusky, A., Arad, M., & Heruti, R. J. (2003). A comparative study of 

rehabilitation outcomes of elderly hip fracture patients: the advantage of a 

comprehensive orthogeriatric approach. Journal of Gerontology: Medical 

Sciences, 58A(6), 542-547. 

Aitken, E., & Yu, G. (1998). Orthogeriatric rehabilitation: which patients benefit 

most? Hospital Medicine, 59(4), 274-276. 

Akker-Scheek, I. V., Zijlstra, W., Groothoff, J. W., Horn, J. R., Bulstra, S. K., & 

Stevens, M. (2007). Groningen orthopaedic exit strategy: validation of a 

support program after total hip or knee arthroplasty. Patient Education and 

Counseling, 65, 171-179. 

Alden, D., Austin, C., & Sturgeon, R. (1989). A correlation between the Geriatric 

Depression Scale long and short forms. The Journal of Gerontology, 44, 

124-125. 

Allison, M. J., & Keller, C. (2004). Self-efficacy intervention effect on physical 

activity in older adults. Western Journal of Nursing Research, 26(1), 31-46. 

Amatuzzi, M. M., Leme, G., & Suzuki, F. (2003). Interdisciplinary care in 

orthogeriatrics: a good cost-benefit model of care. Journal of American 

Geriatrics Society, 51(1), 134-136. 

Archibald, G. (2003). Patients' experiences of hip fracture. Journal of Advanced 

Nursing, 44(4), 385-392. 

Argyle, M. (1999). Causes and correlates of happiness. In D. Kahneman, E. Diener 

& N. Schwarz (Eds.), Well-being: The Foundations of Hedonic Psychology 

(pp. 353-373). New York: Russell Sage Foundation. 

Atchley, R. C., & Barusch, A. S. (2004). Social forces & aging: an introduction to 

social gerontology. In R. C. Atchley & A. S. Barusch (Eds.), Activities and 

Lifestyles (10th ed., pp. 280-281). Belmont: Wadsworth/Thomson. 

Aud, M. A. (2000). Gerontologic Nursing. In A. G. Lueckenotte (Ed.), Sleep and 

Activity (2nd ed.). St. Louis: Mosby. 

Australian Bureau of Statistics. (2003). Census of population and housing: ageing 

in Australia 2001. Retrieved April 13, 2009. from 

http://www.abs.gov.au/AUSSTATS/abs@.nsf/bb8db737e2af84b8ca257178

0015701e/636F496B2B943F12CA2573D200103DA3opendocument. 

Australian Bureau of Statistics. (2007). 2006 Census of population and housing. 

Retrieved May 28, 2010. from 

http://www.abs.gov.au/AUSSTATS/abs@.nsf/bb8db737e2af84b8ca257178

0015701e/636F496B2B943F12CA2573D200109DA9opendocument. 

Australian Bureau of Statistics. (2008). Population projections, Australia, 2006 to 

2101 Retrieved May 10, 2010. from 

http://www.abs.gov.au/ausstats/abs@.nsf/mf/3222.0. 

Australian Government Department of Foreign Affairs and Trade. (2007). Australia 

now - health care in Australia. Retrieved July 02, 2007. from 

http://www.dfat.gov.au/facts/healthcare.html. 

http://www.abs.gov.au/AUSSTATS/abs@.nsf/bb8db737e2af84b8ca2571780015701e/636F496B2B943F12CA2573D200103DA3opendocument
http://www.abs.gov.au/AUSSTATS/abs@.nsf/bb8db737e2af84b8ca2571780015701e/636F496B2B943F12CA2573D200103DA3opendocument
http://www.abs.gov.au/AUSSTATS/abs@.nsf/bb8db737e2af84b8ca2571780015701e/636F496B2B943F12CA2573D200109DA9opendocument
http://www.abs.gov.au/AUSSTATS/abs@.nsf/bb8db737e2af84b8ca2571780015701e/636F496B2B943F12CA2573D200109DA9opendocument
http://www.abs.gov.au/ausstats/abs@.nsf/mf/3222.0
http://www.dfat.gov.au/facts/healthcare.html


206 

 

Australian Institute of Health and Welfare. (2005). Australia's welfare 2005. 

Retrieved December 30, 2010. from 

http://www.aihw.gov.au/publications/aus/aw05/aw05.pdf. 

Australian Institute of Health and Welfare. (2007). Older Australia at a glance. 

Retrieved December 25, 2010. from 

http://www.aihw.gov.au/publications/age/oag04/oag04.pdf. 

Australian Institute of Health and Welfare. (2009). Australia's welfare 2009. 

Retrieved December 30, 2010. from 

http://www.aihw.gov.au/publications/aus/aw09/aw09.pdf. 

Australian Institute of Health and Welfare. (2010a). Australia's health 2010. 

Retrieved December 30, 2010. from 

http://www.aihw.gov.au/publications/aus/ah10/ah10.pdf. 

Australian Institute of Health and Welfare. (2010b). Australian hospital statistics 

2008-09. Retrieved December 30, 2010. from 

http://aihw.gov.au/publications/hsel/84/11173.pdf. 

Australian Society for Geriatric Medicine. (2005). Australian society for geriatric 

medicine position statement no. 5 Orthogeriatric care - revised 2005. 

Australasian Journal of Ageing, 24(3), 178-183. 

Baker, S. L., & Kirsch, I. (1991). Cognitive mediators of pain perception and 

tolerance. Journal of Personality and Social Psychology, 61(3), 504-510. 

Bandura, A. (1977). Self-efficacy: toward a unifying theory of behavioral change. 

Psychological Review, 84, 191-215. 

Bandura, A. (1986). Social foundations of thought and action: A social cognitive 

theory. Englewood Cliffs: Prentice-Hall. 

Bandura, A. (1989). Regulation of cognitive processes through perceived self-

efficacy. Developmental Psychology, 25(5), 729-735. 

Bandura, A. (1994). Self-efficacy. In V. S. Ramachaudran (Ed.), Encyclopedia of 

Human Behavior (pp. 71-81). New York: Academic Press. 

Bandura, A. (1997). Self-efficacy: the exercise of control. New York: W.H. 

Freeman and Company. 

Bandura, A. (1999). Self-efficacy in changing societies. Melbourne: Cambridge 

university press. 

Barry, L. C., Guo, Z., Kerns, R. D., Duong, B. D., & Reid, M. C. (2003). Functional 

self-efficacy and pain-related disability among older veterans with chronic 

pain in a primary care setting. Pain, 104, 131-137. 

Bazeley, P. (2009). Analysing mixed methods data. In S. Andrew & E. J. Halcomb 

(Eds.), Mixed Methods Research for Nursing and the Health Sciences (pp. 

85-118). Iowa: Wiley-Blackwell. 

Berger, B. G., & Motl, R. (2001). Physical activity and quality of life. In R. N. 

Singer, H. A. Hausenblas & C. M. Janelle (Eds.), Handbook of Sport 

Psychology (2nd ed., pp. 636-671). New York: Wiley. 

Bergland, A., & Narum, I. (2007). Quality of life demands comprehension and 

further exploration. Journal of Aging and Health, 19(1), 39-61 

Bloor, G. (2006). Developing inter-agency collaboration for older patients needing 

rehabilitation. Australian Health Review, 30(3), 362-369. 

Blumstein, T., Benyamini, Y., Fuchs, Z., Shapira, Z., Novikov, I., Walter-Ginzburg, 

A., et al. (2004). The effect of a communal lifestyle on depressive symptoms 

in late life. Journal of Aging and Health, 16(2), 151-174. 

http://www.aihw.gov.au/publications/aus/aw05/aw05.pdf
http://www.aihw.gov.au/publications/age/oag04/oag04.pdf
http://www.aihw.gov.au/publications/aus/aw09/aw09.pdf
http://www.aihw.gov.au/publications/aus/ah10/ah10.pdf
http://aihw.gov.au/publications/hsel/84/11173.pdf


207 

 

Borglin, G., Jakobsson, U., Edberg, A. K., & Hallberg, I. R. (2005). Self-reported 

health complaints and their prediction of overall and health-related quality 

of life among elderly people. Journal of Nursing studies, 42, 147-158. 

Bowling, A. (1995). The most important things in life. Comparisons between older 

and younger population age groups by gender. International Journal of 

Health Sciences, 6, 169-175. 

Bradley, C., & Harrison, J. (2007). Hospitalisations due to falls in older people, 

Australia, 2003-04. Retrieved June 13, 2007. from 

http://www.nisu.flinders.edu.au/pubs/reports/2007/injcat96.pdf. 

Bradley, C., & Pointer, S. (2009). Hospitalisations due to falls in older people, 

Australia, 2005-2006. Retrieved December 25, 2010. from 

http://www.aihw.gov.au/publications/inj/hdtfbopa05-06/hdtfbopa05-06.pdf. 

Bruce, B., & Fries, J. F. (2003). The Stanford Health Assessment Questionnaire: 

Dimensions and Practical Applications. Health and Quality of Life 

Outcomes, 1(20), 1-6. 

Bruce, M. L., Seeman, T. E., Merrill, S. S., & Blazer, D. G. (1994). The impact of 

depressive symptomatology on physical disability: Macarthur studies of 

successful aging. American Journal of Public Health, 84(11), 1796-1799. 

Burns, N., & Grove, S. K. (1997). The Practice of Nursing Research: Conduct, 

Critique, & Utilization (3rd ed.). Pennsylvania: W. B. Saunders  

Butler, M. (1991). Geriatric rehabilitation nursing. Rehabilitation Nursing, 16(6), 

318-321. 

Capilouto, G. J. (2000). Rehabilitation settings. In S. Kumar (Ed.), 

Multidisciplinary Approach to Rehabilitation (pp. 74-121). Woburn: 

Butterworth-Heinemann. 

Chan, S. W., Chiu, H. F., Chien, W., Goggins, W., Thompson, D., & Hong, B. 

(2009). Predictors of change in health-related quality of life among older 

people with depression: a longitudinal study. International Psychogeriatrics, 

21(6), 1171-1179. 

Chan, S. W., Chiu, H. F., Chien, W., Goggins, W., Thompson, D., Lam, L., et al. 

(2009). Predicting changes in the health-related quality of life of Chineses 

depressed older people. International Journal of Geriatric Psychiatry, 24, 

41-47. 

Chan, S. W., Chiu, H. F., Chien, W., Thompson, D., & Lam, L. (2006). Quality of 

life in Chinese elderly people with depression. Internal Journal of Geriatric 

Psychiatry, 21, 312-318. 

Chan, S. W., Shoumei, J. I., Thompson, D., Yan, H. U., Chiu, H. F., Chien, W., et 

al. (2006). A cross-sectional study on the health related quality of life of 

depressed Chinese older people in Shanghai. Internal Journal of Geriatric 

Psychiatry, 21, 883-889. 

Chen, H. (1997). Applying mixed methods under the framework of theory-driven 

evaluations. In J. C. Greene & V. J. Caracelli (Eds.), Advances in Mixed-

method Evaluation: The Challenges and Benefits of Integrating Diverse 

Paradigms (pp. 61-85). San Francisco: Jossey-Bass Publishers. 

Ciechanowski, P., Wagner, E., & Schmaling, K. (2004). PEARLS home based 

treatment significantly improves depression, dysthymia, and health related 

quality of life in older people. JAMA, 291, 1569-1577. 

Clark, P., & Bowling, A. (1990). Quality of everyday life in long stay institutions 

for the elderly. An observational study of long stay hospital and nursing 

home care. Social Science Medicine, 30(11), 1201-1210. 

http://www.nisu.flinders.edu.au/pubs/reports/2007/injcat96.pdf
http://www.aihw.gov.au/publications/inj/hdtfbopa05-06/hdtfbopa05-06.pdf


208 

 

Commission on Accreditation of Rehabilitation Facilities. (1994). Standards 

Manual and Interpretive Guidelines for Organizations Serving People with 

Disabilities. Tucson: Commission on Accreditation of Rehabilitation 

Facilities. 

Conn, V. S. (1998). Older adults and exercise: path analysis of self-efficacy related 

constructs. Nursing Research, 47(3), 180-189. 

Copeland, J. R. M. (1999). Depression of older age. British Journal of Psychiatry, 

174, 304-306. 

Cordato, N. J., Saha, S., & Price, M. A. (2005). Geriatric interventions: the 

evidence based for comprehensive health care services for older people. 

Australian Health Review, 29(2), 151-155. 

Creswell, J. W. (2003). Research Design: Qualitative, Quantitative, and Mixed 

Methods Approaches (2nd ed.). London: Sage Publication. 

Creswell, J. W., & Plano Clark, V. L. (2007). Designing and Conducting Mixed 

Methods Research. Thousand Oaks: Sage Publications. 

Creswell, J. W., Plano Clark, V. L., Gutmann, M., & Hanson, W. (2003). Advanced 

mixed methods research designs. In A. Tashakkori & C. Teddlie (Eds.), 

Handbook of Mixed Methods in Social and Behavioral Research (pp. 209-

240). Thousand Oaks: Sage Publication. 

Crosby, R. D., Kolotkin, R. L., & Williams, G. R. (2003). Defining clinically 

meaningful change in health-related quality of life. Journal of Clinical 

Epidemiology, 56, 395-407. 

Crotty, M., Kathleen, U., Cameron, I. D., Miller, M., Ramirez, G., & Couzner, L. 

(2010). Rehabilitation interventions for improving physical and 

psychosocial functioning after hip fracture in older people. Cochrane 

Database of Systematic Reviews 2010(1). 

Davis-Berman, J. (1989). Physical self-efficacy, perceived physical status and 

depressive symptomatology in older adults The Journal of Psychology, 

124(2), 207-215. 

Davis-Berman, J. (2001). Physical self-efficacy, perceived physical status and 

depressive symptomatology in older adults The Journal of Psychology, 

124(2), 207-215. 

Dawson, J., Linsell, L., Zondervan, K., Rose, P., Carr, A., Randall, T., et al. (2005). 

Impact of persistent hip or knee pain on overall health status in elderly 

people: a longitudinal population study. Arthritis & Rheumatism, 53(3), 

368-374. 

Dawson, J., Linsell, L., Zondervan, K., Rose, P., Randall, T., Carr, A., et al. (2004). 

Epidemiology of hip and knee pain and its impact on overall health status in 

older adults. Rheumatology, 43, 497-504. 

DeForge, R. T., Cormack, C., Byrne, K., Hillier, L. M., Mackenzie, R., & Gutmanis, 

I. A. (2008). Barriers and facilitators to recommendation adherence 

following discharge from geriatric rehabilitation. Topics in Geriatric 

Rehabilitation, 24(4), 345-353. 

DeSantis, L., & Ugarriza, D. (2000). The concept of theme as used in qualitative 

nursing research. Western Journal of Nursing Research, 22, 351-372. 

Douglass, C. (2001). The development and evolution of geriatric assessment teams 

over the past 25 years: a cross-cultural comparison of the US and the UK. 

Journal of Interprofessional Care, 15(3), 267-280. 

Draper, B. M. (2000). The effectiveness of the treatment of depression in the 

physically ill elderly. Aging & Mental Health, 4(1), 9-20. 



209 

 

Eastman, C., & Marzillier, J. S. (1984). Theoretical and methodological difficulties 

in Bandura's self-efficacy theory. Cognitive Therapy and Research, 8(3), 

213-229. 

Fazio, A. (2004). Tribute to the honourable Leo McLeay. Retrieved August 24, 

2006. from 

http://www.parliament.nsw.gov.au/prod/parlment/hansart.nsf/V3Key/LC200

41116036. 

Felten, B., & Hall, J. (2001). Conceptualizing resilience in women older than 85: 

overcoming adversity from illness of loss. Journal of Gerontological 

Nursing, 27(1), 46-54. 

Fisher, A. A., Davis, M. W., Rubenach, S. E., Sivakumaran, S., Smith, P. N., & 

Budge, M. M. (2006). Outcome for older patients with hip fractures: the 

impact of orthopedic and geriatric medicine cocare. Journal of Orthopedic 

and Trauma, 20(3), 172-180. 

Fortinsky, R. H., Bohannon, R. W., Litt, M. D., Tennen, H., Maljanian, R., Fifield, 

J., et al. (2002). Rehabilitation therapy self-efficacy and functional recovery 

after hip fracture. International Journal of Rehabilitation Research, 25, 241-

246. 

Fredman, L., Hawkes, W. G., Black, S., Bertraund, R. M., & Magaziner, J. (2006). 

Elderly patients with hip fracture with positive affect have better functional 

recovery over 2 years. Journal of the American Geriatrics Society, 54(7), 

1074-1081. 

Frieden, R. A. (1999). Geriatrics and rehabilitation medicine: common interests, 

common goals. The Mount Sinai Journal of Medicine, 66(3), 145-151. 

Garson, G. D. (2008). Data imputation for missing values.   Retrieved May 15, 

2010, from http://faculty.chass.ncsu.edu/garson/PA765/missing.htm 

Geelen, R., & Soons, P. H. G. M. (1996). Rehabilitation: an 'everyday' motivation 

model. Patient Education and Counseling, 28, 69-77. 

Gillick, M. R. (2002). Do we need to create geriatric hospitals? Journal of 

American Geriatric Society, 50(1), 174-177. 

Grundy, E., & Bowling, A. (1999). Enhancing the quality of extended life years: 

identification of the oldest old with a very good and very poor quality of life. 

Aging & Mental Health, 3(3), 199-212. 

Guerin, M., Mackintosh, S., & Fryer, C. (2008). Exercise class participation among 

residents in low-level residential aged care could be enhanced: a qualitative 

study. Australian Journal of Physiotherapy, 54, 111-117. 

Gupta, A. (2005). Orthogeriatric service: models of care. Geriatric Medicine, 35(6), 

43-49. 

Halcomb, E. J., Andrew, S., & Brannen, J. (2009). Introduction to mixed methods 

research for nursing and the health sciences. In S. Andrew & E. J. Halcomb 

(Eds.), Mixed Methods Research for Nursing and the Health Sciences (pp. 

3-12). Iowa: Wiley-Blackwell. 

Hallstrőm, I., Elander, G., & Rooke, L. (2000). Pain and nutrition as experienced by 

patients with hip fracture. Journal of Clinical Nursing, 9, 639-646. 

Harkins, S. W. (1996). Geriatric pain. Pain Management, 12(3), 435-459. 

Hasselkus, B. R. (1994). From hospital to home: family-professional relationships 

in geriatric rehabilitation. Gerontology and Geriatrics Education, 15(1), 91-

100. 

http://www.parliament.nsw.gov.au/prod/parlment/hansart.nsf/V3Key/LC20041116036
http://www.parliament.nsw.gov.au/prod/parlment/hansart.nsf/V3Key/LC20041116036
http://faculty.chass.ncsu.edu/garson/PA765/missing.htm


210 

 

Hawthorne, G., Herrman, H., & Murphy, B. (2006). Interpreting the WHOQOL-

Bref: preliminary population norms and effect sizes. Social Indicators 

Research, 77(1), 37-59. 

Heitkemper, M. M. (2005). Older adults. In D. Brown & H. Edwards (Eds.), Lewis's 

medical-surgical nursing: assessment and management of clinical problems. 

Marrickwille: Elsevier. 

Hellstrőm, Y., Andersson, M., & Hallberg, I. (2004). Quality of life among older 

people in Sweden receiving help from informal and/or formal helpers at 

home or in special accommodation. Health and Social Care in the 

Community, 12(6), 504-516. 

Hellstrőm, Y., & Hallberg, I. R. (2001). Perspectives of elderly people receiving 

home help on health, care and quality of life. Health and Social Care in the 

Community, 9(2), 61-71. 

Hellstrőm, Y., Persson, G., & Hallberg, I. R. (2004). Quality of life and symptoms 

among older people living at home. Journal of Advanced Nursing, 48(6), 

584-593. 

Heyburn, G., Beringer, T., Elliott, J., & Marsh, D. (2004). Orthogeriatric care in 

patients with fractures of the proximal femur. Clinical Orthopaedics and 

Related Research, 425, 35-43. 

Higgins, I., Madjar, I., & Walton, J. A. (2004). Chronic pain in elderly nursing 

home residents: the need for nursing leadership. Journal of Nursing 

Management, 12, 167-173. 

Hunter, C. (2006). Medicine of senescence or managing a hospital system: the 

resistible rise of geriatric medicine in the state of Victoria. Social History of 

Medicine, 19(1), 107-125. 

Huusko, T. M., Karppi, P., Avikainen, V., Kautiainen, H., & Sulkava, R. (2002). 

Intensive geriatric rehabilitation of hip fracture patients: a randomized, 

controlled trial. Acta Orthop Scand, 73(4), 425-431. 

Inguito, T. L. (2008). Factors related to long-term adherence to regular exercise in 

older women post hip fracture. University of Maryland, Baltimore. 

Jakobsson, U., & Hallberg, I. R. (2002). Pain and quality of life among older people 

with rheumatoid arthritis and/or osteoarthritis: a literature review. Journal of 

Clinical Nursing, 11, 430-443. 

Jakobsson, U., Hallberg, I. R., & Westergren, A. (2004). Overall and health related 

quality of life among the oldest old in pain. Quality of Life Research, 13, 

125-136. 

Jakobsson, U., Hallberg, I. R., & Westergren, A. (2007). Exploring determinants for 

quality of life among older people in pain and in need of help for daily 

living. Journal of Clinical Nursing, 16(3A), 95-104. 

Jakobsson, U., Klevsgard, R., Westergren, A., & Hallberg, I. R. (2003). Old people 

in pain: a comparative study. Journal of Pain and Symptom Management, 

26(1), 625-636. 

Johansson, C. (2003). Rising with the fall: addressing quality of life in physical 

frailty. Topics in Geriatric Rehabilitation, 19(4), 239-249. 

Joyce, C. R. B., Hickey, A., McGee, H. M., & O'Boyle, C. A. (2003). A theory-

based method for the evaluation of individual quality of life: The SEIQoL. 

Quality of Life Research, 12, 275-280. 

Judd, C. M., & Kenny, D. A. (2010). Data analysis in social psychology: recent and 

recurrenting issues. In S. T. Fiske, D. T. Gilbert & G. Lindzy (Eds.), 



211 

 

Handbook of Social Psychology (5th ed., pp. 131). New Jersey: Johnwiley 

& Sons. 

Kane, R., Ouslander, J., & Abrass, I. (2003). Essentials of Clinical Geriatrics (5th 

ed.). New York: McGraw-Hill. 

Keefe, F. (1998). Gender and pain: A focus on how pain impacts women differently 

than men. Patient Care, 32(11), 15. 

Klinger, L., Spaulding, S., Polatajko, H., Joyce, M., & Miller, L. (1999). Chronic 

pain in the elderly: occupational adaptation as a means of coping with 

osteoarthritis of the hip and/or knee. The Clinical Journal of Pain, 15(4), 

275-283. 

Knight, M. M. (2000). Cognitive ability and functional status. Journal of Advanced 

Nursing, 31(6), 1459-1468. 

Koenig, H. G., Meador, K. G., & Cohen, H. J. (1988). Self-rated depression scales 

and screening for major depression in the older hospitalised patient with 

medical illness. Journal of American Geriatrics Society, 36(8), 699-706. 

Krause, N. (2006). Gratitude toward God, stress, and health in late life. Research of 

Aging, 28(2), 163-183. 

Kroemer, D., Bloor, G., & Fiebig, J. (2004). Acute transition allliance: 

rehabilitation at the acute/aged care interface. Australian Health Review, 

28(3), 266-274. 

Kroll, T., & Neri, M. (2009). Designs for mixed methods research. In S. Andrew & 

E. J. Halcomb (Eds.), Mixed Methods Research for Nursing and the Health 

Sciences (pp. 31-49). Iowa: Wiley-Blackwell. 

Kruse, B. G., & Prazak, M. (2006). Homor and older adults: what makes them 

laugh? Journal of Holistic Nursing, 24, 188-193. 

Kurlowicz, L. (1998). Perceived self-efficacy, functional ability, and depressive 

symptoms in older elective surgery patients. Nursing Research, 47(4), 219-

226. 

Kurlowicz, L., & Greenberg, S. A. (2007). The geriatric depression scale (GDS).   

Retrieved August 09, 2007, from 

http://www.stanford.edu/yesavage/GDS.html 

Lamb, S. E., Guralnik, J. M., Buchner, D. M., Ferrucci, L. M., Hochberg, M. C., 

Simonsick, E. M., et al. (2000). Factors that modify the association between 

knee pain and mobility limitation in older women: the women's health and 

aging study. Annals of the Rheumatic Diseases, 59, 331-337. 

Lefroy, R. B. (2001). Occasional medical history series: origins and development of 

geriatric medicine in Australia. Internal Medicine Journal, 31(7), 422-425. 

Leidy, N. K. (1994). Functional status and the forward progress of merry-go-rounds: 

toward a coherrent analytical framework. Nursing Research, 43(4), 196-202. 

Lekan-Rutledge. (1997). Gerontological Nursing. In M. A. Matteson, E. S. 

McConnell & A. D. Linton (Eds.), Functional Assessment (2nd ed.). 

Philadelphia: W. B Saunders. 

Lenze, E. J., Rogers, J. C., Martire, L. M., & Mulsant, B. H. (2001). The association 

of late-life depression and anxiety with physical disability: a review of the 

literature and prospectus for future research. The American Journal of 

Geriatric Psychiatry, 9(2), 113-136. 

Lenze, E. J., Schulz, R., Martire, L. M., Zdaniuk, B., Glass, T., W., K., et al. (2005). 

The course of functional decline in older people with persistently elevated 

depressive symptoms: longitudinal findings from the cardiovascular health 

study. Journal of the American Geriatrics Society, 53(4), 569-575. 

http://www.stanford.edu/yesavage/GDS.html


212 

 

Lhussier, M., Watson, B., Reed, I., & Clarke, C. L. (2005). The SEIQoL and 

functional status: how do they relate? Scandinavian Journal of Caring 

Science 19, 403-409. 

Linsell, L., Dawson, J., Zondervan, K., Rose, P., Carr, A., Randall, T., et al. (2006). 

Pain and overall health status in older people with hip and knee replacement: 

a population perspective. Journal of Public Health, 28(3), 267-273. 

Livingston, G., Watkin, V., Manela, M., Rosser, R., & Katona, C. (1998). Quality 

of life in older people. Aging & Mental Health, 2(1), 20-23. 

Lueckenotte, A. G. (2000). Gerontologic Nursing. In A. G. Lueckenotte (Ed.), 

Gerontologic Assessment. St. Louis: Mosby. 

Luggen, A. S. (1998). Chronic pain in older adults. Journal of gerontological 

Nursing, 48-54. 

Lysack, C. L., MacNeill, S. E., Neufeld, S. W., & Lichtenberg, P. A. (2002). 

Elderly inner city women who return home to live alone. OTJR: Occupation, 

Participation and Health 22(2), 59-69. 

Maddux, J. E. (1995). Self-efficacy theory: an introduction. In J. E. Maddux (Ed.), 

Self-efficacy, Adaptation, and Adjustment: Theory, Research, and 

Application. (pp. 3-33). New York: Plenum press. 

Maddux, J. E., Norton, L., & Stoltenberg, C. (1986). Self-efficacy expectancy, 

outcome expectancy, and outcome value: relative effects on behavioral 

intentions. Journal of Personality and Social Psychology, 51(4), 783-789. 

Maradino, C. (1998). Feeling no pain. Vegetarian Times, 251, 17. 

Marks, R. (2001). Efficacy theory and its utility in arthritis rehabilitation: review 

and recommendations. Disability and Rehabilitation, 23(7), 271-280. 

Mathers, C., Vos, T., & Stevenson, C. (1999). The burden of disease and injury in 

Australia. Retrieved March 12, 2007. from 

http://www.aihw.gov.au/publications/phe/bdia/bdia.pdf. 

McAuley, E., & Katula, J. (1998). Physical activity interventions in the elderly; 

influence on physical health and psychological function. In R. Shulz, G. 

Maddox & M. P. Lawton (Eds.), Annual Review of Gerontology and 

Geriatrics (Vol. 18, pp. 111-154). New York: Springer. 

McCloskey, R. (2004). Functional and self-efficacy changes of patients admitted to 

a geriatric rehabilitation unit. Journal of Advanced Nursing, 46(2), 186-193. 

McCormack, J. (2002). Acute hospitals and older people in Australia. Ageing, 22, 

637-646. 

McDowell, I. (2006). Measuring Health: A Guide to Rating Scales and 

Questionnaires (3rd ed.). New York: Oxford University. 

Mehta, K. M., Yaffe, K., & Covinsky, K. E. (2002). Cognitive impairment, 

depressive symptoms, and functional decline in older people. Journal of the 

American Geriatrics Society, 50(6), 1045-1050. 

Mitchell, J., & Condon, J. (2005). Lewis's medical-surgical nursing: assessment and 

management of clinical problems In D. Brown & H. Edwards (Eds.), Pain 

Management. Marrickwille: Mosby. 

Morris, K. S. (2008). Physical activity, disablement, and quality of life in long-term 

care residents: a feasibility study. The University of Illinois, Urbana. 

Nagano, Y., Takahashi, T., Ishida, K., Hirose, D., Okumiya, K., Matsubayashi, K., 

et al. (2003). Knee pain in people aged 80 years and older is not associated 

with gait parameter and functional performance. Internal Journal of 

Rehabilitation Research, 26(2), 131-136. 

http://www.aihw.gov.au/publications/phe/bdia/bdia.pdf


213 

 

National Health & Medical Research Council. (2007). National statement on ethical 

conduct in human research [Electronic Version]. Retrieved December 16, 

2006, from http://www.nhmrc.gov.au/publications/synopses/_files/e72.pdf 

Naumann, V., & Byrne, G. J. A. (2004). WHOQOL-BREF as a measure of quality 

of life in older patients with depression. International Psychogeriatrics, 

16(2), 159-173. 

Nichol, B., Lonergan, J., & Mould, M. (2000). The use of hospitals by older people: 

a case mix analysis. Retrieved August 13, 2006. from 

http://www.health.gov.au/internet/wcms/Publishing.nsf/Content/health-

pubs-hfsocc-occpdf.htm#New. 

Norwood, S. (2010). Research Essentials: Foundations for Evidence-based 

Practice. New Jersey: Pearson. 

Nygren, B., Norberg, A., & Lundman, B. (2007). Inner strength as disclosed in 

narratives of the oldest old. Qualitative Health Research, 17(8), 1060-1073. 

O'Leary, A. (1985). Self-efficacy and health. Behaviour Research & Therapy, 23(4), 

437-451. 

Ostir, G. V., Smith, P. M., Smith, D., Rice, J. L., & Ottenbacher, K. J. (2005). 

Orthopedic impairment after medical rehabilitation: functional performance 

and satisfaction with community participation. American Journal of 

Physical Medicine & Rehabilitation, 84, 763-769. 

Pallant, J. (2007). SPSS Survival Manual (3rd ed.). Sydney: Allen & Unwin. 

Penhall, R. (2004). A perspective on case/care management from Australia. 

Geriatrics and Gerontology International, 4, S169-S172. 

Penninx, B. W., Guralnik, J. M., Ferrucci, L., Simonsick, E. M., Deeg, D. J., & 

Wallace, R. B. (1998a). Depressive symptoms and physical decline in 

community-dwelling older persons. The Journal of the American Medical 

Association, 279(21), 1720-1726. 

Penninx, B. W., Leveille, S., Ferrucci, L., Van Eijk, J. T. M., & Guralnik, J. M. 

(1999). Exploring the effect of depression on physical disability: 

longitudinal evidence from the established populations for epidemiologic 

studies of the elderly. American Journal of Public Health, 89(9), 1346-1352. 

Penninx, B. W., Tilburg, T. V., Boeke, J. P., Deeg, D. J., Kriegsman, D. M. W., & 

Van Eijk, J. M. (1998b). Effects of social support and personal coping 

resources on depressive symptoms: different for various chronic diseases? 

Health Psychology, 17(6), 551-558. 

Polit, D. F. (2010). Statistics and Data Analysis for Nursing Research. Sydney: 

Pearson. 

Polit, D. F., & Hungler, B. P. (1997). Essentials of Nursing Research: Methods, 

Appraisal, and Utilization (4th ed.). Philadelphia: Lippincott. 

Poulsen, I., Hesselbo, B., Pietersen, I., & Schroll, M. (2005). Implementation of 

functional assessment scales in geriatric practice: a feasibility study. 

Scandinavian Journal of Public Health, 33(4), 292-299. 

Punch, K. F. (2005). Introduction to Social Research: Quantitative and Qualitative 

Approaches (2nd ed.). London: Sage publication. 

Queensland Government. (2009). Transition care program. Retrieved 17/01/2010. 

from http://www.health.qld.gov.au/goldcoast_nursing/html/trans_care.asp. 

Rejeski, W. J., Brawley, L. R., & Shumaker, S. A. (1996). Physical activity and 

health-related quality of life. Exercise & Sport Sciences Reviews, 24, 71-108. 

http://www.nhmrc.gov.au/publications/synopses/_files/e72.pdf
http://www.health.gov.au/internet/wcms/Publishing.nsf/Content/health-pubs-hfsocc-occpdf.htm#New
http://www.health.gov.au/internet/wcms/Publishing.nsf/Content/health-pubs-hfsocc-occpdf.htm#New
http://www.health.qld.gov.au/goldcoast_nursing/html/trans_care.asp


214 

 

Rejeski, W. J., & Focht, B. C. (2002). Aging and physical disability: on integrating 

group and individual counseling with the promotion of physical activity. 

Exercise and Sport Science Reviews, 30(4), 166-170. 

Rejeski, W. J., & Mihalko, S. L. (2001). Physical activity and quality of life in older 

adults. Journal of Gerontology: Series A, 56A(II), 23-35. 

Rejeski, W. J., Miller, M. E., Foy, C., Messier, S., & Rapp, S. (2001). Self-efficacy 

and the progression of functional limitations and self-reported disability in 

older adults with knee pain. The Journals of Gerontology: Series B 56(5), 

S261-S265. 

Resnick, B. (1991). Geriatric motivation: clinically helping the elderly to comply. 

Journal of Gerontological Nursing, 17(5), 17-20. 

Resnick, B. (1996). Self-efficacy in geriatric rehabilitation. University of Maryland, 

Baltimore. 

Resnick, B. (1998a). Efficacy beliefs in geriatric rehabilitation. Journal of 

Advanced Nursing, 24(7), 34-44. 

Resnick, B. (1998b). Motivating older adults to perform functional activities. 

Journal of Gerontological Nursing, 24(11), 23-31. 

Resnick, B. (1999). Reliability and validity testing of the self-efficacy for functional 

activities scale. Journal of Nursing Measurement, 7(1), 5-20. 

Resnick, B. (1999a). Motivation to perform activities of daily living in the 

institutionalized older adult: can a leopard change its spots? Journal of 

Advanced Nursing, 29(4), 729-799. 

Resnick, B. (1999b). Reliability and validity testing of the self-efficacy for 

functional activities scale Journal of Nursing Measurement, 7(1), 5-20. 

Resnick, B. (2000). Functional performance and exercise of older adults in long-

term settings. Journal of Gerontological Nursing, 26(3), 7-16. 

Resnick, B. (2001a). Testing a model of overall activity in older adults. Journal of 

Aging and Physical Activity, 9, 142-160. 

Resnick, B. (2001b). A prediction model of aerobic exercise in older adults living in 

a continuing-care retirement community. Journal of Aging and Health, 

13(2), 287-310. 

Resnick, B. (2001c). Testing a model of exercise behavior in older adults. Research 

in Nursing & Health, 24, 83-92. 

Resnick, B. (2002a). Testing the effect of the WALC intervention on exercise 

adherence in older adults Journal of Gerontological Nursing, 28(6), 40-49. 

Resnick, B. (2002b). Geriatric rehabilitation: the influence of efficacy beliefs and 

motivation. Rehabilitation Nursing, 27(4), 152-161. 

Resnick, B. (2004). A longitudinal analysis of efficacy expectations and exercise in 

older adults. Research and Theory for Nursing Practice: An International 

Journal, 18(4), 331-344. 

Resnick, B., & Nigg, C. (2003). Testing a theoretical model of exercise behavior for 

older adults. Nursing Research, 52(2), 80-88. 

Resnick, B., Orwig, D., D'Adamo, C., Yu-Yahiro, J., Hawkes, W., Shardell, M., et 

al. (2007). Factors that influence exercise activity among women post hip 

fracture participating in the Exercise Plus Program. Clinical Interventions in 

Aging, 2(3), 413-427. 

Resnick, B., Orwig, D., Hawkes, W., Shardell, M., Golden, J., Werner, M., et al. 

(2007). The relationship between psychosocial state and exercise behavior 

of older women 2 months after hip fracture. Rehabilitation Nursing, 32(4), 

139-149. 



215 

 

Resnick, B., Orwig, D., Magaziner, J., & Wynne, C. (2002). The effect of social 

support on exercise behavior in older adults. Clinical Nursing Research, 

11(1), 52-70. 

Resnick, B., Orwig, D., Yu-Yahiro, J., Hawkes, W., Shardell, M., Hebel, J. R., et al. 

(2007). Testing the effectiveness of the exercise plus program in older 

women post-hip fracture. Annals of Behavioral Medicine, 34(1), 67-76. 

Resnick, B., Palmer, M. H., Jenkins, L. S., & Spellbring, A. M. (2000). Path 

analysis of efficacy expectations and exercise behaviour in older adults. 

Journal of Advanced Nursing, 31(6), 1309-1046. 

Resnick, B., & Pasco, A. C. Y. (1998). Functional performance of older adults in a 

long-term care setting. Clinical Nursing Research, 7(3), 230-250. 

Resnick, B., & Spellbring, A. M. (2000). Understanding what motivates older 

adults to exercise. Journal of Gerontological Nursing, 26(3), 34-42. 

Richter, J., Schwarz, M., Eisemann, M., & Bauer, B. (2003). Quality of life as an 

indicator for successful geriatric inpatient rehabilitation - a validation study 

of the 'Vienna List'. Archives of Gerontology and Geriatrics, 37, 265-276. 

Robinson-Smith, G., & Pizzi, E. R. (2003). Maximizing stroke recovery using 

patient self-care self-efficacy. Rehabilitation Nursing, 28(2), 48-52. 

Robinson, S. B. (1999). Transitions in the lives of elderly women who have 

sustained hip fractures. Journal of Advanced Nursing, 30(6), 1341-1348. 

Roder, F., Schwab, M., Aleker, T., Morike, K., Thon, K., & Klotz, U. (2003). 

Proximal femur fracture in older patients - rehabilitation and clinical 

outcome. Age and Ageing, 32, 74-80. 

Routasalo, P., Arve, S., & Lauri, S. (2004). Geriatric rehabilitation nursing: 

developing a model. Internal Journal of Nursing Practice, 10, 207-215. 

Ryan, T., Enderby, P., & Rigby, A. (2006). A ramdomized controlled trial to 

evaluate intensity of community-based rehabilitation provision following 

stroke or hip fracture in old age. Clinical Rehabilitation, 20, 123-131. 

Salkeld, G., Cameron, I. D., Cumming, R. G., Easter, S., Seymour, J., Kurrle, S. E., 

et al. (2000). Quality of life related to fear of falling and hip fracture in older 

women: a time trade off study. British Medical Journal, 320, 341-345. 

Schwarzer, R. (1992). Self-efficacy: thought control of action. Philadelphia: Taylor 

& Francis  

Scocco, P., Fantoni, G., & Caon, F. (2006). Role of depressive and cognitive status 

in self-reported evaluation of quality of life in older people: comparing 

proxy and physician perspectives. Age and Ageing, 35, 166-171. 

Seomun, G., Chang, S. O., Lee, P. S., Lee, S. J., & Shin, H. J. (2006). Concept 

analysis of coping with arthritic pain by South Korean older adults: 

development of a hybrid model. Nursing and Health Sciences, 8, 10-19. 

Sharma, L., Sinacore, J., Daugherty, C., Kuesis, D. T., Stulberg, D., Lewis, M., et al. 

(1996). Prognostic factors for functional outcome of total knee replacement: 

a prospective study. Journal of Gerontology: Medical Sciences, 51A(4), 

M152-M157. 

Shyu, Y. I., Chen, M. C., Liang, J., Lu, J. F., Wu, C. C., & Su, J. Y. (2004). 

Changes in quality of life among elderly patients with hip fracture in Taiwan. 

Osteoporosis International Journal, 15, 95-102. 

Shyu, Y. I., Chen, M. C., Liang, J., Wu, C. C., & Su, J. Y. (2004). Predictors of 

functional recovery for hip fractured elders during 12 months following 

hospital discharge: a prospective study on a Taiwanese sample. 

Osteoporosis International Journal, 15, 475-482. 



216 

 

Shyu, Y. I., Chen, M. L., Chen, M. C., Wu, C. C., & Su, J. Y. (2009). Postoperative 

pain and its impact on quality of life for hip-fractured older people over 12 

months after hospital discharge. Journal of Clinical Nursing, 18, 755-764. 

Simonsick, E. M., Guralnik, J. M., & Fried, L. P. (1999). Who walks? factors 

associated with walking behaviour in disabled older women with and 

without self-reported walking difficulty. Journal of American Geriatric 

Society, 47, 672-680. 

Skevington, S. M. (2002). Advancing cross-cultural research on quality of life: 

observations drawn from the WHOQOL development. Quality of Life 

Research, 11, 135-144. 

Smith, K. W., Avis, N. E., & Assmann, S. F. (1999). Distinguishing between 

quality of life and health status in quality of life research: a meta-analysis. 

Quality of Life Research, 8, 447--459. 

Stanford University Medical Centre. (2007). The health assessment questionnaire 

(HAQ) and the PROMIS HAQ (formerly called the HAQ-100) Stanford 

University School of Medicine Division of Immunology & Rheumatology  

[Electronic Version]. Retrieved December 04, 2007, from 

http://aramis.stanford.edu/downloads/HAQ%20Instructions%20revised%20

11-20-07.pdf 

Steinberg, F. U. (1989). Principles of geriatric rehabilitation. Achives of Physical 

Medicine and Rehabilitation, 70(1), 67-68. 

Stevens, M., Akker-Scheek, I. V., Spriensma, A., Boss, N. A. D., Diercks, R. L., & 

Van Horn, J. R. (2004). The Groningen Orthopedic Exit Strategy (GOES): a 

home-based support program for total hip and knee arthroplasty patients 

after shortened hospital stay. Patient Education and Counseling, 54, 95-99. 

Stewart, A. L. (1992). Conceptual and methodologic issues in defining quality of 

life: state of the art. Progress in Cardiovascular Nursing, 7(1), 3-11. 

Strecher, V. J., Devellis, M. B., Becker, M. H., & Rosenstock, I. M. (1986). The 

role of self-efficacy in achieving health behavior change. Health Education 

Quarterly, 13(1), 79-91. 

Stretton, C. M., Latham, N. K., Carter, K. N., Lee, A. C., & Anderson, C. S. (2006). 

Determinants of physical health in frail older people: the importance of self-

efficacy. Clinical Rehabilitation, 20, 357-366. 

Suzuki, M., Ohyama, N., Yamada, K., & Kanamori, M. (2002). The relationship 

between fear of falling, activities of daily living and quality of life among 

elderly individuals. Nursing and Health Sciences, 4, 155-161. 

Tajuar, M., Arab, M., & Montazeri, D. (2008). Determinants of health-related 

quality of life in elderly in Tehran, Iran. BMC Public Health, 8, 323-331. 

Turner, J. A., Ersek, M., & Kemp, C. (2005). Self-efficacy for managing pain is 

associated with disability, depression, and pain coping among retirement 

community residents with chronic pain. The Journal of Pain, 6(7), 471-479. 

van den Brink, C. L., van den Bos, G. A. M., Tijhuis, M., Aijanseppa, S., Nissinen, 

A., Giampaoli, S., et al. (2006). Hierarchy levels, sum score, and worsening 

of disability are related to depressive symptoms in elderly men from three 

European countries. Journal of Aging and Health, 18(1), 125-141. 

Wanzer, M. B., Sparks, L., & Frymier, A. B. (2009). Humorous communication 

within the lives of older adults: the relationships among humor, coping 

efficacy, age, and life satisfaction. Health Communication, 24(2), 128-136. 

http://aramis.stanford.edu/downloads/HAQ%20Instructions%20revised%2011-20-07.pdf
http://aramis.stanford.edu/downloads/HAQ%20Instructions%20revised%2011-20-07.pdf


217 

 

Ware, J. E., Kosinski, M., & Keller, S. D. (1996). A 12-item short-form health 

survey: construction of scales and preliminary tests of reliability and validity. 

Medical Care, 34(3), 220-233. 

Wilken, C. S., & Isaacson, M. (2005). Educating caregivers of geriatric 

rehabilitation consumers. Topics in Geriatric Rehabilitation, 21(4), 263-274. 

Williams, C. S., Tinetti, M. E., Kasl, S. V., & Peduzzi, P. N. (2006). The role of 

pain in the recovery of instrumental and social functioning after hip fracture. 

Journal of Aging and Health, 18(5), 743-762. 

Winocur, G., Palmer, H., Dawson, D., Binns, M. A., Bridges, K., & Stuss, D. T. 

(2007). Cognitive rehabilitation in the elderly: an evaluation of psychosocial 

factors. Journal of the International Neuropsychological Society, 13, 153-

165. 

World Health Organisation. (1996). WHOQOL-BREF: Introduction, administration, 

scoring and generic version of the assessment. Retrieved April 13, 2009. 

from http://ww.who.int/mental_health/media/en/76/pdf. 

World Health Organisation. (2010). Global recommendations on physical 

activityfor health. Retrieved January 13, 2011. from 

http://whqlibdoc.who.int/publications/2010/9789241599979-eng.pdf. 

World Health Organization. (1997). WHOQOL measuring quality of life. Retrieved 

November 03, 2006. from http://www.who.int/mental-health/media/68.pdf. 

World Health Organization. (2000). AUSTRALIAN WHOQoL-100, WHOQoL-

BREF and CA-WHOQoL Instruments: User's manual and interpretation 

guide. Retrieved July 20, 2007. from. 

World Health Organization. (2001). The world health report 2001 mental health: 

New understanding new hope. Retrieved December 05, 2010. from 

http://www.who.int/hwr/2001/en/whrol-en.pdf. 

Yang, Y., & George, L. K. (2005). Functional disability, disability transitions, and 

depressive symptoms in late life. Journal of Aging and Health, 17(3), 263-

292. 

Yesavage, J. A., Brink, T. L., Rose, T. L., Lum, O., Huang, V., Adey, M., et al. 

(1983). Development and validation of a geriatric depression screening scale: 

a preliminary report. Journal of Psychiatric Research, 17(1), 37-49. 

Young, Y., & Resnick, B. (2009). Don't worry, be positive: improving functional 

recovery 1 year after hip fracture. Rehabilitation Nursing, 34(3), 110-118. 

Zidén, L., Frandin, K., & Kreuter, M. (2008). Home rehabilitation after hip fracture: 

a randomized controlled study on balance confidence, physical function and 

everyday activities. Clinical Rehabilitation, 22, 1019-1033. 

 

 

  

http://ww.who.int/mental_health/media/en/76/pdf
http://whqlibdoc.who.int/publications/2010/9789241599979-eng.pdf
http://www.who.int/mental-health/media/68.pdf
http://www.who.int/hwr/2001/en/whrol-en.pdf


218 

 

Appendix A: Rehabilitation Program 

 

The Mater Private Rehabilitation Unit provided a short stay intensive 

multidisciplinary rehabilitation service for orthopaedic patients who required a 

specialised rehabilitation program to enable a safe transition from hospital to 

community. The aims of the rehabilitation program were: 1) to encourage patients 

to be actively involved in an intensive rehabilitation program to reduce the impact 

of physical disability, 2) to regain patients‘ independence following orthopaedic 

surgery and assist them in achieving their optimum level of functioning, 3) to help 

in setting up realistic and achievable goals following rehabilitation discharge and 

return to community living, and 4) to maintain functional gains in patients 

following discharge from the rehabilitation service. The rehabilitation program was 

performed by teams of people including patients and families to promote a 

supportive, goal-orientated rehabilitation environment. Professional team included 

doctors, nurses, physiotherapists, occupational therapists, speech pathologists, 

dietician and social worker input as needed on an individual patient goal basis. The 

following section discuses the responsibility of each team member: 

 

Medical doctor: Before admission to the rehabilitation unit, the medical doctors 

evaluated patients to assess their eligibility for a rehabilitation program. Once 

patients entered into a rehabilitation unit, appropriate and realistic goals would be 

set for each patient with an inter-disciplinary team. Any medical issues patients 

experienced were managed by medical doctors. Patient progress towards their 

individual rehabilitation goals were discussed on a weekly basis at a 

multidisciplinary case conference, and discharge plans were discussed and prepared 

for each patient. Consulting medical and surgical specialists were made available to 

assist in patients‘ treatments if needed. On discharge, medical, nursing and allied 

health discharge summaries were sent to the patients‘ general practitioners to 

inform follow up treatment.   

 

Nurse: Rehabilitation nurses provided humanistic healthcare to individual patients 

through assessment, planning, implementation and evaluation data collected from 

patients and families. They played a vital role in cooperating with other team 
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members to develop the most appropriate treatment plan for each patient. 

Rehabilitation nurses presented in the wards and were available during 24 hours to 

support patients‘ medical, physical and comfort needs. They assisted patients with 

meals, showering, toileting and other personal tasks as required by patients to 

facilitate or regain their functional independence. Additionally, they provided 

health education with regard to understanding of their health condition, continence 

management, reinforcement of hip precautions and wound management as 

appropriate. Rehabilitation nurses also administered prescribed treatments and 

evaluated the patients‘ capacity to manage their own medications at home in 

consultation with the rehabilitation pharmacist and doctor.  

 

Physiotherapist: Physiotherapists played a pivotal role in the recovery of 

orthopaedic patients who experienced immobility or impairments. Physiotherapists 

helped patients to regain strength in their legs and improve movement by utilising a 

combination of exercise programs and gait training, and use of appropriate walking 

aids as necessary. Assessments were undertaken as soon as possible after each 

patient‘s admission so that a realistic care plan was developed to match each 

individual‘s needs. Patients were required to attend physiotherapy sessions at least 

once a day (lasting between 60 - 90 minutes), Monday to Friday in a fully equipped 

therapy gym, as well as indoor or outdoor walking practice with the rehabilitation 

assistant each afternoon. A short gym session was available on Saturdays. Patients 

were encouraged to exercise in their own time and provided with written 

instructions on completion of appropriate exercises at each stage of their 

rehabilitation progression. A rehabilitation assistant provided walking practice or 

exercise with each patient on a Sunday in the ward as prescribed by the treating 

physiotherapist. 

 

The majority of participants in this study were operated on for total knee 

replacement and total hip replacement. For a person after surgery with a total knee 

replacement, physiotherapists emphasised a range of motion and endurance 

movements and exercises on the knee or muscle, such as a knee bend, strengthening 

upper and lower extremities, strengthening the posterior and back, and walking. 

Continuous Passive Motion (CPM) was also conducted 2 times per day, 1 hour each 
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time to patients with more significant problems of bending knees or knee pain. 

They provided education on how to walk and use the new aids to help patients with 

mobility. Furthermore, physiotherapists conducted balance exercise, outdoor 

walking and stair climbing practice and exercises during hospitalisation. While pain 

from operative procedures limited movement, physiotherapists would use different 

strategies to manage pain (such as use of ice packs) and consulted with doctors to 

ensure appropriate pain relief medication was given prior to gym activities to enable 

optimal participation in the physiotherapy rehabilitation program. Physiotherapists 

used a range of techniques to improve range of movement, oedema, scar tissue, gait 

and pain management in the rehabilitation setting.  

   

For a person after following total hip replacement surgery, physiotherapists focused 

on reduction of pain and improvement of gait and strength in the lower extremity. 

During the first 6 weeks post surgery, patients were advised to follow specific hip 

precautions to reduce the risk of hip dislocation. Physiotherapists provided 

education on hip precautions and reinforced appropriate techniques to avoid 

excessive hip flexion; for example, practicing getting in and out of bed, using 

elevated chairs and toilets seats. Physiotherapists carried out the range of motion 

and strength exercises through the use of parallel bars or lying down on beds, and 

also worked to maintain the strength in upper extremities. Physiotherapists 

emphasised the movement of hips, balance exercises and standing with a supporter. 

Patients were involved with walking forward and backwards, sideways and walking 

outdoors and ascending / descending stairs. In general, patients with total hip 

replacement took longer to regain mobility compared with total knee replacement 

patients due to the differing complexity of these two procedures and impact on 

functional ability. Physiotherapists educated patients on the importance of gait and 

how to walk. In the rehabilitation phase of care patients were progressed at the 

appropriate time in the use of walking aids such as a rollator, four wheeled walker, 

canadian crutches or walking sticks by their physiotherapist. The level of assistance 

provided during a person‘s mobility was also graded by the physiotherapist as 

appropriate for the person‘s level of safety and independence. Stair climbing and 

outdoor walking was practiced if needed prior to discharge. Patients always had 
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pain relief before they attended exercises. A patient‘s program was tailored to suit 

their individual activity tolerance and within their own pain limitations.  

 

Furthermore, for patients with an ankle fracture, physiotherapists would focus on 

regaining balance and protection around the ankle through the wearing of boots. 

Weight bearing was a limited issue; nevertheless, physiotherapists commenced 

weight bearing exercises with light weights on the affected foot to full body weight. 

They conducted bed exercises to strengthen patients‘ legs by lying on beds on their 

sides, abdomen and back and practiced getting in and out of bed. Physiotherapists 

assisted patients to exercise the muscles around the hip and knee, and taught 

patients how to step on their other leg to reduce weight bearing on the affected leg. 

Until patients reached partial weight bearing, physiotherapists worked on patients‘ 

strengthening both legs, balance exercises and exercise for squatting. They also 

educated patients on how to walk with little steps and then on improvement to big 

steps.     

 

In addition, community physiotherapists were arranged before patients were 

discharged from hospital. Community physiotherapists visited patients at home 

once or twice a week, for four to six weeks after discharge. Patients were 

encouraged to continue exercise everyday following the exercise program which 

was given by physiotherapists at the hospital.  

 

Occupational therapist: Occupational therapists assessed patients engaging in 

various occupation, such as activities of daily living (ADL) and instrumental 

activities of daily living (IADL). The initial assessment was conducted in the first 

or second day of admission, and two or three functional assessments were 

administrated during hospitalisation. The initial assessment allowed occupational 

therapists on understanding of patients‘ home environments and community 

services / access patients have. If patients had cognitive impairment, occupational 

therapists conducted the cognitive assessment on admission day. Occupational 

therapists tried to identify patient‘s functional strengths and limitations through 

assessment. Upon completion of the assessment, occupational therapists 

commenced intervention planning and implementations; for instance they 
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introduced patients to adaptive equipment (e.g. using a long-handle equipment), 

provided education on hip precautions and how to safely manage their own personal 

self care tasks such as dressing and shower in preparation for return home.  They 

also teach patients how to manage functional tasks in the kitchen and transfers in 

the bathroom, and involved interventions to manage the swollen lower extremity 

with bandages and in the prescription and application of compression stockings to 

reduce the incidence of deep vein thrombosis occurring.  Occupational therapists 

helped patients find ways of managing their personal care needs as independently as 

possible. In addition, discharge often required education in the use of equipment 

and the implementation of home adaptations to help patients to live as 

independently as possible. Occupational therapists conducted home assessment 

prior to discharge to check safety and independence needs in patients‘ living 

environments. They may suggest modifications, assistive equipment or strategies to 

use at home for safety. Discharge planning may also involve caregiver / family with 

training and education in transfer activities to reduce safety issues. Community 

services or alternative transportations may also be arranged due to mobility 

restrictions and a period of not being able to drive following lower limb orthopaedic 

surgery. 

   

Speech pathologist: Speech pathologist only assessed patients with difficulty 

swallowing or language issues. However, the participants in this study did not have 

these problems and therefore did not need treatment by a speech pathologist. 

 

Dietician: The dietician conducted a comprehensive nutritional assessment on the 

admission day for specific dietary requirements of patients, such as diabetic and 

vegetarian diets, and also purees, soft and low cholesterol meals. The dietician 

planned food and nutrition programs and recommended dietary modifications to 

address individual medical conditions of patients and there was the promotion of 

healthy and proper eating habits from good nutritional sources. The dietician made 

sure that the diet would provide enough nutrition to enable patients to progress 

through therapy. Upon the discharge of patients from rehabilitation, there was the 

provision of dietary counselling and educational guidelines for patients to utilise in 

the home environment.    



223 

 

 

Social worker: the Social worker provided emotional support for the patient and 

family members as necessary during their recovery. They were also able to provide 

counselling, anxiety management and support with financial concerns and accessing 

community support services following discharge as required by individual patients.  
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Appendix B: Personal Demographic and Medical History 

 

 

 

 

General Instruction: Please answer every question by filling the space 

provided or marking one box. If you are unsure about how to answer, please 

give the best answer you can. 

 

1. Name: 

 

2. Address:……………………………………………………………………. 

 

3. Phone no. :………………………………………. 

 

4. Age:……………………. 

 

5. Gender:                      Male               Female    

 

6. Admission date: ……/………/……… (D/M/Y) 

 

7. Diagnosis for your admission to GARU:……………….………………….. 

 

8. Do you have one or more of the following disease? Please indicate by a tick in 

appropriate box(s)  

             Arthritis                   High blood pressure                      Diabetes    

             Coronary heart disease                     Lung cancer                   Stroke 

             Chronic obstructive pulmonary disease                      Depression  

             Osteoarthritis                 Colorectal cancer      Other……………....  

 

 

  

       Code:……………..……. 

To be completed by researcher                                Date:…………………… 

                                                                                                

Hospital:……………..… 
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9. What is the highest level of your education? 

                    Primary school                         Junior high school 

                     

        Senior high school / Vocational school                  University 

 

10. Please indicate the ethnic group you identify yourself with? 

             Caucasian/European               Aboriginal               Torres Strait Islander  

                  Asian                  Middle East                   other (specify) ___________ 

 

11. Please indicate your religious affiliation / belief system? 

            Catholic                   Christian                   Buddhism                 Muslim     

                 No religious beliefs                     Other (Specify) _______ 

 

12. How much is your income per fortnight? 

 

                    Less than $ 500                 $ 500 ~ 1000                 $ 1000 ~ 1500 

 

                    Over $ 1500 

 

13. Do you live with family or friends?                  Yes                        No 

 

14. What kind of social support do you have? 

Domiciliary Nurses                 Meals on Wheels               Social                    

                                                                                           workers 

 

                   Family and Friends                 Volunteer groups                   Others 

 

 

 

  



Appendix I: Ethical approvals has been removed to comply with copyright. 
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Appendix J: Information Sheet 

 

   

 

 

 

 

 

Principal Investigator: Ms Yi-Chen TUNG 

School of Nursing and Midwifery, Griffith University 

Tel: (07) 3735-5224 

 

Supervisors and Co-investigators 

Associate Professor Marie Cooke  Professor Wendy Moyle 

Nursing and Midwifery, Griffith University       Nursing and Midwifery, Griffith University 

Tel: (07) 3875-7985    Tel: (07) 3875-5526 

E-Mail: M.Cooke@griffith.edu.au  E-Mail: W.Moyle@griffith.edu.au 

 

Why you have been invited to participate in this study 

You have been chosen to participate in this study as you have been admitted to the 

Mater Private Hospital for orthopaedic surgery and you will undergo a period of 

rehabilitation in the hospital before being discharged. 

 

Background 

This study will be undertaken by Ms Yi-Chen Tung as a partial requirement of her 

PhD study in the School of Nursing and Midwifery, Griffith University. Self-

efficacy which is defined as a person‘s beliefs about their capabilities to achieve a 

certain level of performance has been identified as a crucial factor in influencing 

behaviour. Self-efficacy is believed to influence an individual‘s ability to complete 

Information Sheet 

Self-efficacy, functional status and quality of life for older people during 

rehabilitation 
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their activities of daily living and quality of life (QoL) after orthopaedic surgery. 

The objective of this study is to examine the effect of self-efficacy on participants‘ 

ability to complete their activities of daily living, quality of life (QoL), and personal 

health conditions, such as pain and depression and also age and gender.  

 

What participation in this study involves 

Participation in this study involves the completion of three questionnaires that 

explore your past /current health and QoL. The time frames will be a} within 72 

hours of admission to the geriatric rehabilitation units for baseline information; b} 

within 72 hours of the patient's discharge from the geriatric rehabilitation unit; and 

c} six weeks post discharge. Each questionnaire will take you approximately 30-40 

minutes to complete and Ms Tung will be available to assist you if required. The 

results from the questionnaires will be analysed and compared for differences. A 

small number of participants with a range of variations from the questionnaire 

findings and who have indicated their willingness on their consent form will be 

invited for a face-to-face interview or telephone interview. Participants residing in 

the Brisbane city area will be invited to participate in a face to face interview at 

their place of residence. Participants residing outside the Brisbane city area will be 

invited to participate via a telephone interview. The interviews will focus on a 

discussion of any challenges experienced during participants‘ rehabilitation process 

and will last for approximately 30 minutes. The interviews will be audiotape 

recorded so that the researchers have an accurate record of what is said in the 

interviews. The audiotapes will be erased following the transcription of the 

interview. 

    

Consent to participate 

Although we would be very pleased if you participated in this study your 

participation is voluntary and you are not under any obligation to participate in this 

research. Non-participation will not involve any penalty; affect any current or future 

care given. If you decide to participate and later withdraw from this study, you may 

do so at any point of time. No explanations need to be given and there would be no 

penalty for your withdrawal from the study. We hope you will consider 

participating in this study and look forward to discussing the study with you further. 
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Benefits 

Although this study may not benefit you directly it may have the potential to 

improve rehabilitation care for older people following orthopaedic surgery. The 

knowledge gained from this study will help researchers and health care providers 

establish and organise educational programs and further contribute to personal 

health outcome achievements. It will also produce useful information for current 

rehabilitation programs and health care delivery.  

 

Risks   

There are no foreseeable physical or mental risks associated with this study, as the 

student researcher only asks for participants‘ beliefs about their self-efficacy (e.g. 

personal capability to achieve a certain level of performance) in relation to 

performing their activities of daily living and for their perceptions of QoL and 

health conditions.  

 

Confidentiality  

As a participant in this study, your identity will be protected. Each questionnaire 

will be coded with a number and the key code will be kept separately to the results 

so that only the student researcher and her supervisors will know who each 

questionnaire belongs to. The publication or reporting of results from this study will 

be in general terms and no individual participant will be identifiable. None of the 

data collected for the purposes of this study will be used by or revealed to other 

parties. All data will be kept confidential and stored in a locked filing cabinet 

within Griffith University for a period of 7 years prior to it being destroyed.  

 

Feedback 

A brief report of the general findings from the study will be mailed to you at the 

end of the study if requested on consent form. 

 

The Ethical Conduct of this Research 

Griffith University conducts research in accordance with the National Statement on 

Ethical Conduct in Research Involving Humans. If participants have any concerns 

or complaints about the ethical conduct of the research project they should contact 
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the Manager, Research Ethics, Office for Research, Bray Centre, Nathan Campus, 

Griffith University (Tel: 3735-5585 or research-ethics@griffith.edu.au). This study 

has also been approved by the Mater Health Services Human Research Ethics 

Committee. Participants may contact the Mater Human Research Ethics 

Coordinator on 3163-1585 for any concerns or complaints about this research.  

  

Privacy statement 

The conduct of this research involves the collection, access and/or use of your 

identified personal information. The information collected is confidential and will 

not be disclosed to third parties without your consent, except to meet government, 

legal or other regulatory authority requirements. However, your anonymity will at 

all times be safeguarded. For further information consult the University‘s Privacy 

Plan at www.griffith.edu.au/ua/aa/vc/pp or telephone 07 3735-5585.  The 

researchers and Griffith University thanks you for your assistance with this research 

project.  

  

http://www.griffith.edu.au/ua/aa/vc/pp
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Appendix K: Consent Form 

         

 

 

 

 

 

Principal Investigator: Ms Yi-Chen TUNG 

School of Nursing and Midwifery, Griffith University 

Tel: (07) 3735-5224 

 

Supervisors and Co-investigators 

Associate Professor Marie Cooke  Professor Wendy Moyle 

Nursing and Midwifery, Griffith University       Nursing and Midwifery, Griffith University 

Tel: (07) 3875-7985    Tel: (07) 3875-5526 

E-Mail: M.Cooke@griffith.edu.au  E-Mail: W.Moyle@griffith.edu.au 

 

I have read the attached information form and understand that: 

 This research is to investigate my beliefs about my personal capability to 

achieve a certain level of performance in relation to activities of daily 

living and quality of life (QoL). 

 

 I am being asked to provide information in an initial questionnaire and 

will be asked for further information in one or two additional 

questionnaires. 

 

 Each questionnaire will take about 30-40 minutes on each occasion to 

complete. 

 

Consent Form 

Self-efficacy, functional status and quality of life for older people during 

rehabilitation 
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 I may be invited for a face-to-face or telephone interview for 

approximately 30 minutes to discuss any challenges experienced during 

my rehabilitation process (see boxes to be checked over page). 

 

 My participation is voluntary and I can withdraw from this study at any 

point of time without penalty or explanation. 

 

 Any published material from this study will not identify participants, nor 

will any information about participants be shared with other parties. 

 

 The data will remain confidential and be stored in a locked filing cabinet 

in the School of Nursing and Midwifery for a period of seven years 

before being destroyed. 

 

 Results from this study will be made available to me (see boxes to be 

checked below).  

 

I have read the information sheet and consent form. I agree to participate in this 

study and give my consent freely. I understand that the study will be carried out as 

described in the information sheets, a copy of which I have retained. I understand 

that whether or not I participate in this study will not affect the care services I 

receive from health providers. I also realise that I can discontinue participation at 

any time and I do not need to give any reasons for withdrawing. I am satisfied with 

the answers given to me. 

 

…………………………………….                                 …………………………. 

      Name and signature                                                      Date 

 

P.S. Please tick the box if you:  

would like to be invited for a face to face or telephone interview to discuss 

any challenges experienced during the rehabilitation process.  

would agree that the interview be audiotape recorded. 

would like to have results from this study sent to you. 


