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One’s own discovery 

I have become aware that a great majority of human beings were 

unaware of philosophy and logic and understanding and knowledge of 

their own soul. I found people seeing and feeling what others have told 

them, who in turn were told by someone else and so on.  Is there no 

marvellous awareness of one’s own discovery?   

(Rinder, 1971, p. 157) 
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Abstract 

 In this thesis, the theory of restoring is presented.  Restoring explains how older 

adults recover following a health event such as hip fracture.  Understanding how the 

older age group manages recovery is important with ageing populations occurring 

around the world.  Age-related health events impact at individual, community, and 

national levels.  To date, research has tended to examine age-related recovery from 

perspectives that focus on factors relevant for professionally based care.  Recovery 

though, does not just stop at discharge from those settings.  It is an ongoing process.  

Yet, little exploration of recovery following the completion of interventional healthcare 

has taken place.  Shorter healthcare episodes and longer lifespan mean older adults are 

returning to community settings to recover in their own way.  It is important to 

understand what happens as older adults continue to recover after discharge from 

hospital. 

 A Glaserian grounded theory study has been undertaken.  Twenty-one individual 

interviews were conducted.  Data collection, analysis and theory generation follow the 

classical grounded theory methodological approach.  The hallmarks of the methodology 

include constant comparative analysis, theoretical sampling, theoretical coding, and 

theoretical sensitivity.  It is evident that the main concern was normalisation, which 

participants resolved using the process of restoring.  Restoring consists of regaining and 

reasserting, which are continuously being balanced depending on the context and 

situation.  Regaining is about pacing, spacing, and relying relative to the physical and 

social aspects of recovery.  Reasserting is the permissioning, connecting, and reconciling 

that focuses on the psychological factors influencing recovery.   

 This research shows that older adults manage recovery according to their social 

memory, whilst adhering to professional regimes that are interpreted in terms of 

individual self-governance.  It will be shown that individual social responsibility for 

managing recovery is continuously balanced against the social collective responsibility 

for the professional management of recovery in hospital and the community.  Thus, 

individual-collective social responsibility determines the governance of restoration and 

the return to normality.  Therefore, I argue that restoring is contextual and also 

influenced by social memory that is about people restoring normal patterns of 

behaviours to manage their recovery.  Clearly, though, there is more to restoring normal 
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than simply managing the physical aspects of regaining function.  While there are 

multiple ways to view normal, four contextual perspectives were evident from the data. 

These perspectives frame participants’ interpretations of normal.  They include a societal 

view, a physiological viewpoint, and an everyday perspective, all of which influence the 

fourth point of view, which is the individual perspective.  The four views demonstrate 

how a collective social context influences recovery at an individual level. 

 The theory of restoring has implications for practice.  Current practice reflects 

generalised recovery programmes that sit alongside medicalised processes of care 

managed by professionals.  How the person manages recovery and restoring their normal 

once they return home, needs to be factored into care delivery.  This research shows that 

people will manage their recovery irrespective of what clinicians say.  Understanding 

this will have implications for how information is imparted to patients during recovery 

and at discharge.  This will influence how people understand and adhere to the 

generalised recovery information that is provided when a person leaves hospital. 
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Chapter One 

 

 The idea for this study came about when I returned to clinical practice after several 

years working in other healthcare roles.  The return to practice was relatively 

straightforward once I had adjusted to advances in technologies, pharmacological 

changes, and new management approaches.  Although many aspects of practice were the 

same, I had changed.  Personal experience and health management roles had added a 

different dimension of understanding about practising nursing in the changing New 

Zealand environment.  I started questioning professional practice and examining 

previously taken-for-granted phenomena.  All sorts of questions arose. For example, 

while there were numerous people with injuries being cared for in the orthopaedic ward 

where I worked, one specific group seemed to warrant both positive and negative 

attention. Older adults presenting with hip fracture stood out because they followed a 

particular clinical journey from admission to discharge.  As a result, returning to the 

bedside highlighted clinical issues about what happened to these people during their 

recovery process.  Did they, for example, have a particular set of problems that were 

perhaps unique for older adults? 

 In particular, I was aware that although recovery begins in hospital, much more takes 

place in the community once the patient goes home to their own place, or perhaps stays 

with family, or is discharged to a care facility.  Many health professionals seem to 

assume that as long as the operation is successful and the patient goes home on time, 

recovery will take its course.  My professional experience however, suggests that 

recovery is not necessarily such a simple process.  Three decades of working as an 

orthopaedic nurse with older adults has provided numerous opportunities to observe 

what happens in hip fracture recovery.  In the hospital setting there is an emphasis on 

stabilising the fracture, and mobilising the patient for discharge.  For example, the 

nursing approach to the patient tends to be task-oriented as is seen in the following 

exemplar
1
: 

                                                 

1       This exemplar is based on my clinical practice experience  
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‘Another fractured hip is on her way up.  That’s the third this shift.  Get a bed 

ready; prepare the IV equipment; Nil by Mouth sign up; and admission notes to fill 

in.  Where’s the monitoring equipment?  Will these patients get to theatre today?  I 

doubt it - too many on the acute list already.  It will probably be two days before 

surgery.  Maybe I’ll have to manage frustrated relatives.  The patient will probably 

deteriorate physically and mentally because of the ‘starve and feed’ regime.  What 

happened to this patient?  She has had a fall.  This is a familiar story.  The patient 

can answer questions coherently.  Hopefully, she should rehab well.   

Next day, the patient is finally off to theatre.  She returns to the ward, surgically 

stable, but presenting with the usual shock symptoms following major surgery.  

She is weak, frail and dependent.  Monitoring, fluid regimes, analgesia, and all 

nursing cares are implemented.  She seems a little indignant about the intrusion on 

her body.  She is too tired to protest.   

Day three and the patient is recovering from surgery.  She is stabilising.  It is time 

to start the ‘rehab’ phase.  Mobilisation – where is the physiotherapist?  Review 

her activities of daily living with the occupational therapist.  Where will she go on 

discharge?  I must talk to the social worker.  The patient’s pain is decreasing and 

she is managing with oral analgesia.  Her independence is increasing.  She should 

be ready for discharge soon.   

Day seven and the patient is going home today with family to support her.  This 

has been a successful case.  The patient recovered well.’ 

 This exemplar describes hospital care that meets the patient’s basic needs, maximises 

physical recovery, and prepares the older adult for discharge.  While there are clinical 

pathways of care (prescribed trajectories for typical conditions) to mitigate safe progress 

through the episode of care, I questioned the effectiveness of this apparently efficient 

approach to practice.  For example, the person appeared to be lost in this pathway.  The 

emphasis was on following through the biomedical plan.  The care was 

compartmentalised into segments that were discipline-specific.  Was there not more to 

recovery than this?  Overall, patients seem to be treated according to their condition; that 

is, labelling as a ‘hip fracture’.  I also wondered if older adults were disadvantaged 
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further if they were shifted off operating theatre acute lists to accommodate other types 

of injuries (for example, younger patients with complex trauma).  

 I had observed that people were categorised depending on the point they were at in 

the generalised clinical pathway.  Recovery management, for instance, focused on 

specific disciplinary input which was standardised to the older adult according to the 

type of injury and fixation used.  Treatment depended on the individual surgeons’ 

approaches to fracture management. Thus recovery was expected to conform to 

predetermined pathways, as medicine provided surgery and overall direction.  Next, 

physiotherapy stepped in emphasising mobility, whereas, occupational therapy managed 

functional activity.  Throughout the recovery process, nursing collaborated with all the 

disciplines to link the biophysical, social, and psychological factors.  The systematic 

approach to managing the fracture emphasised a checklist style of care planning and 

delivery. According to this, recovery progressed if the individual patient met specific 

criteria that were identified in a multidisciplinary regime of care. For example, on day 

three, patients were expected to walk with the physiotherapist.  Nurses seemed to 

administer the overall process.  As a nurse returning to practice, however, individualised 

and holistic care during recovery was not always evident.  This drew my attention to the 

fact that there are many ways to nurse and that practice is often influenced by the context 

in which it is delivered (McCloskey & Diers, 2005).   

 I had used a Salmond (1994, 2002) nursing model to frame my practice for several 

years .  This model emphasises interdependent perspectives that include biophysical, 

sociological, psychological, and environmental elements of care.  According to 

Salmond, these perspectives are always interpreted through cultural filters, such as 

gender, age, ethnicity, and religion.  It is noteworthy to state that while my research will 

identify physical and social processes in regaining, and the psychological process of 

reasserting that are equally important during recovery, the meaning of commonly used 

terms is different.  The Salmond model works well in the contemporary healthcare 

environment, as it emphasises the biophysical approach and interventional activity that is 

both typical of and relevant to the biomedical approach to healthcare delivery (Roberts 

& Wolfson, 2006).  Moreover, the sociological, psychological, and environmental 

factors are congruent with nursing’s holistic approach to care and caring, all of which 

influence recovery (McEwen & Wills, 2007; Monti & Tingen, 1999).  However, while 
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Salmond’s model strengthens the nursing approach to individual care, it reinforces the 

separation into parts that is inherent in the biomedical model.  Indeed, McEwen and 

Wills (2007) discuss Rogers, Science of Unitary Human Beings (1970) that was 

instrumental in highlighting the issues of compartmentalisation in health care.  For 

example, health professionals tend to care for patients in isolation, depending on the 

discrete functions or tasks required, without knowing the whole person.  This contradicts 

nursing’s holistic approach in which the whole is considered more than and greater than 

the sum of its parts (Orem, 1991; Parse, 1981; Rogers, 1970).  Nurses tend to understand 

about recovery from the health professional perspective, while actively administering the 

process during the event episode.  The multidisciplinary approach to recovery 

management divides recovery into discipline foci, areas, functions, and conditions, as 

well as generalising and individualising it.  This perspective of recovery though is 

problematic, as the focus is on physical and functional recovery, which tends to be the 

one that follows the professional view.  It is argued in this thesis that this presents a 

limited view of recovery, that in this study at least, is shown to be also influenced by the 

patient’s social memory and self-governance. 

 This view is quite different to traditional approaches to recovery in which it is usual 

for clinicians to explain physical recovery and how it is influenced by psychosocial, 

cognitive, and emotional factors, which affect outcome.  The traditional approaches 

stress the physical and functional nature of recovery management.  As will be shown in 

Chapter Two, this emphasis dominates the professional literature.  For example, 

clinically, the first stage of recovery is complete when the patient leaves hospital.  This 

means that any problems the older adults might have and how they might manage them 

after discharge are not very often considered.  The assumption seems to be made that the 

patient will continue to recover using information given to them at the time of discharge.  

This patient information relates to the condition, discusses specific aspects of care and 

procedures that are expected to be followed, without considering the individual needs of 

the person.  What is not factored into the recovery process is that when the person is 

discharged from hospital, recovery management is returned to the community healthcare 

agencies, such as the general practitioner.  Some aspects of the condition are managed 

externally through community based visits to the patient in their own home.  

Occasionally, there will be ongoing physical therapy and exercise programmes that take 

place in the home.  The influence of the external agencies is limited to short visits or to 
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the management of specific issues.  Therefore, it is important to find out what happens to 

older adults as they continue to recover after discharge, so that the knowledge base of 

recovery management can be extended.   

Significance 

 The findings from this research are important. The concurrent influences of socio-

political and economic cost-benefit for providing healthcare are weighed against the 

growing trend that people are living longer, which is impacting how recovery is 

managed individually and organisationally.   Additionally, as people are experiencing 

healthier, and longer life-spans, so there is an increased potential for an age-related fall, 

which in turn has repercussions for the individual and the healthcare services (Accident 

Compensation Corporation, 2005; Ministry of Health, 2001, 2011)
2
.  Moreover, the 

probability of longer-term survival from a hip fracture has increased.  Credit for this is 

related to improved anaesthetics, surgical techniques, and better post-operative 

complication management, which have enhanced survival rates.   Improved functional 

outcomes following surgery influence recovery, as they equate to perceived quality of 

life and generally include returning mobilisation, involvement in rehabilitation, all of 

which affect health status and satisfaction (Hallberg et al., 2004; Hass, 1999; Pande et 

al., 2006; Shyu et al., 2004; Van Balen, Essink-Bot, Steyerberg, Cools, & Habbema, 

2003).  While these studies provide some explanation of facets of recovery, primarily 

about hospitalisation and discharge, they overlook the older adult’s interpretation of 

recovery, and what happens as individuals manage their own recovery at home.  Acute 

care management emphasises functional recovery, often leaving out individual 

management responses to the event.  This has an impact on the longer term view and 

how a person returns to normal.  Irrespective of the emphasis on evidence-based 

biomedical care, older adults continue to recover once they leave the hospital. There is a 

gap in the knowledge base about recovery due to a lack of information on recovery once 

the event, like hip fracture, is considered professionally completed.  

                                                 
2 In New Zealand, the Accident Compensation Corporation is a crown entity and the sole and compulsory provider of 

accident insurance for all work and non-work injuries. The ACC Scheme is administered on a no-fault basis, so that 

anyone regardless of the way in which they incurred an injury, is eligible for coverage under the scheme. Due to the 

scheme's no-fault basis, people who have suffered personal injury do not have the right to sue. 
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 As already noted, the contemporary approach to recovery management has a 

biomedical focus.  Patients are treated individually, relative to the condition they were 

admitted with.  The treatment regimes are based on standardised medical protocols and 

guidelines.  At the same time, patient- professional interaction focuses on immediate in-

hospital recovery progression.  Individual patient perception of the process is not likely 

to be considered unless there are complications that will impact the expected recovery 

timeline.  Patients experience the event uniquely, but they are still treated according to a 

collective approach.  Nevertheless, each influences the other.  The experience could add 

to the collective understanding of recovery.  However, the primary focus reinforces the 

professional point of view.  In spite of all this, people live in and return to their social 

communities to recover.  

 The question that emerges is, what pattern of behaviour is used by the participants to 

manage their recovery once the health professionals have finished?  Grounded theory 

research is useful here as, according to Stern and Porr, “the grounded theorist engages 

with participants to figure out participants’ interpretations as to what is happening.  What 

are their explanations of the how, why, when and where of what they and others are 

doing or experiencing?” (2011, p. 42).  Understanding participants’ problems during 

recovery post-discharge from hospital is important to extend knowledge in the area.  At 

the beginning of this research it was assumed that knowing how older adults manage 

their recovery long term may have immediate and future benefits yet to be recognised. 

Discovering the processes older adults use to recover may help to improve the quality of 

care delivery both during the initial episode and for discharge planning. 

The research project 

 The research project began with enrolment in a professional doctorate. This was a 

useful programme for me, as I was in clinical practice and it allowed me to develop my 

passion for improving nursing knowledge and being patient centred. Moreover, this 

programme enabled me to continue nursing in the early stages of the study. The 

professional doctorate provided an alternative journey to the traditional PhD trajectory.  

In this particular programme there are three (3) core papers. These are Health Systems 
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Analysis, Practice and Philosophies, and Research Practice and Methodologies
3
.  In the 

first paper, I examined the national health system and its influences, context, and 

potential relevance to the topic.  In the second paper, I explored philosophy and 

practice relationships, examining the topic of recovery from different theoretical 

perspectives and methodologies.  In the final paper, I focused on research methodology 

and designing the research.  

 

Aim of the research 

 The aim of this study was to generate a substantive theory that explained recovery 

from hip fracture from the perspective of older adults and find out how they managed 

it. 

Purpose of the research 

 The purpose of this grounded theory study was twofold. The first purpose was to 

develop a theoretical explanation of the behaviours older adults use to manage their 

recovery, and second, to provide practical knowledge about the recovery process that 

would have application for the professional arena. The findings are expected to 

contribute to the current knowledge base as original research.  

 

Methodology 

 Grounded theory is an inductive research method that provides a framework for 

research, along with flexibility for creative exploration that supports openness and 

emergence. Glaser (1978, 1998) states grounded theory is a suitable research method 

when an alternative perspective is required to view the familiar or currently understood 

subject area.   Importantly, grounded theory begins with a general area of interest and 

does not have a hypothesis or problem identified prior to commencing the study.  

Therefore, I entered the field with a broad question by asking what is the main concern 

of older adults recovering from hip fracture and how do they resolve that concern?  

                                                 
3  AUT, Faculty of Health and Environmental Sciences, Doctor of Health Science, Programme Outline (AK3664), March 

2006. 
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Structure of the thesis 

 This thesis is presented in eight chapters. 

 Chapter One has set the scene regarding the purpose and relevance of the study and 

explained how the research topic was identified in the practice setting.  The aim, 

purpose, and significance of this study, and methodology used, have been clarified.  

 

 Chapter Two explores the context of recovery.  The methodological viewpoint on 

literature in a grounded theory is examined.  The function of literature is discussed 

according to its relevance to stages of the research process.  Recovery has a received 

view that is understood from a professional point of view.  The social viewpoint, the 

healthcare viewpoint, the mental health perspective, and the physical view of recovery, 

are analysed.  In addition, ‘normal’ and its influence on recovery are explored.  

 

 In Chapter Three the classical grounded theory methodology is examined.  The 

positioning of grounded theory epistemologically is considered relative to the co-

originators’ backgrounds.  The potential relationship of grounded theory to Peircean 

pragmatist philosophy is explored as an epistemological stance that fits with Glaser’s 

atheoretical view of grounded theory.  A review of methodological changes since the 

inception of grounded theory explores the evolution of grounded theory methodology 

and its associated epistemological positioning.  Key methodological principles, such as 

the basic social process, constant comparative analysis, theoretical sampling, coding, 

conceptualisation, memoing, and theoretical sensitivity are discussed.  Issues related to 

credibility and rigour are outlined in order to demonstrate meeting the grounded theory 

generation process.   

 

 In Chapter Four the methodological application is presented.  This includes 

sampling, ethical considerations, data collection and analysis and generation of the 
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theory.  The chapter is structured to present the processes undertaken, decisions made, 

and the discovery of the main concern and the resolution process.  How rigour was 

maintained and the challenges that arose throughout the study are discussed.  

  

 In Chapter Five regaining, a subprocess of the theory of restoring, is presented 

along with its properties of pacing, spacing and relying, which are used to restore 

physical and social normal.  Pacing is defined through time, age, perceptions and 

compromise.  Spacing is the use of symbolic security and role shifting that influence 

restoring in terms of physical and social space.  In contrast, relying is about self 

reliance, marshalling resources, and helping all of which are required in restoring 

normal. 

 

 In Chapter Six I present reasserting, as a subprocess of restoring which is about the 

permissioning, connecting, and reconciling that restores psychological normal. 

Permissioning is defined through the diverse expectations of restoring although it 

needs to be balanced with the developmental stage of older people.  Connecting is 

dealing with the familiar and unfamiliar situations that occur during restoring while 

reconciling reflects how attitude, routines, and acceptance restore normal. 

 

 In Chapter Seven I introduce an overview of the findings.  In particular, the specific 

findings of normalisation, a balancing act, social memory, and self-governance, are 

examined. Contextual considerations are examined relative to ageing and the socio-

political background which influences recovery management and thus restoring.   

 

 In Chapter Eight I discuss the findings.  An initial comparison of extant literature 

locates the theory of restoring in the knowledge base.   The individual-collective social 

responsibility for recovery management is analysed. How individual self-management 

occurs in a generalised, evidence-based practice context is discussed relevant to modes 

of deliveries of care and the ageing population. Finally, traditional models of care are 
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reviewed against a potential quantum model of care delivery.  An evaluation of the 

research, its limitations, implications and recommendations are provided in this 

chapter.  
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Chapter Two 

The received view of the recovery 

Introduction 

 Recovery is contextual.  There are multiple perspectives about recovery.  In this 

chapter, I will review recovery from methodological, social, healthcare, mental health, 

and physical perspectives.  I will also review perceptions of normal relative to recovery.  

As will be shown in this thesis, returning to normal is problematic during recovery 

therefore, it is important to understand how perceptions of normal in society may 

influence the process.  The different viewpoints are a useful beginning in a grounded 

theory study, as they help identify inherent assumptions, which influence taken-for-

granted understandings.  Awareness of predetermined assumptions emphasises a 

received view of the world (Glaser, 1978).  The received view, according to Glaser is the 

“latent or manifest assumptions of what ought to be found [in the data]” (1998, p. 69).  

Nonetheless, the total avoidance of prior knowledge is not possible.  Understanding the 

place of literature in the grounded theory process lessens the influence of the received 

view on the research outcomes.  

 The received view of the world though was useful to theoretically sensitise myself to 

the extant knowledge base.  In the first instance, the literature on recovery from hip 

fracture in older adults was reviewed and written up as a journal article.  The review was 

a synthesis of literature to inform nurse clinicians of the different perspectives about 

recovery.   The resulting article (Appendix 15) illustrated the physical, psychological, 

social, cognitive and emotional factors relevant to recovery, and suggested that recovery 

is a complex concept (Healee, McCallin, & Jones, 2011) 
4
.  Despite that, I still did not 

understand the problems of recovery as identified by patients who were recuperating 

from a hip fracture. This situation was an ideal place to begin a grounded theory study.  

 

                                                 
4 Healee, D.J., McCallin, A.M., & Jones, M. (2011), Older adult’s recovery from hip fracture: A literature 

review. International Journal of Orthopaedic and Trauma Nursing, 15(1), 18-28. Doi: 
10.1016/j.ijotn.2010.06010 (Appendix 15) 
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The methodological viewpoint 

 Glaserian grounded theory is based on an assumption that pre-reading extant 

literature is potentially distracting because the researcher needs to enter the field not 

knowing the research problem (Glaser, 1978, 1998).  The problem is identified by the 

participants once the research is underway.  Glaser argues that because the researcher 

does not know what to look for, prior reading is not only a waste of energy, it may also 

capture the researcher’s interests and potentially force received views onto the data 

collection, analysis, and theory generation.  Glaser also states that pre-reading in the 

specific subject area may force pre-conception, and undermine the researcher’s potential 

for conceptualisation by inhibiting creative thinking (Glaser, 1978, 1998).  However, 

Glaser suggests that the researcher reads generally around different fields to develop 

theoretical sensitivity.  While Glaser’s approach to literature has valid methodological 

argument, there are numerous classical grounded theorists who recognise that pre-

reading may have relevance if approached mindfully, so that it does not undermine the 

principles of the methodology (T. Andrews, 2006; Martin, 2006; McCallin, 2003, 2006; 

Nathaniel, 2006).  These authors recognise the influence of professional experience and 

pre-reading, and suggest that methodological integrity can be maintained through 

trusting the method and judiciously adhering to its standards and processes.   

 Clearly, literature has a specific function in grounded theory as a data source to be 

constantly compared to the emergent categories during the latter phases of the 

research. Glaser notes “once a fundamental process is generated then a particular 

literature becomes apparent to review” (1998, p. 69).  Literatures become more 

focused to the core process
5
.  The possibility of a received view being forced onto the 

data is minimised, as the information is seen as data for comparison only as something 

that has potential to add detail and clarity, or be enhanced through the emergent theory.  

Thus, literature is not avoided in grounded theory; it is used at a time and place to 

support interpretation of the emergent methodological concepts. Methodologically, 

pre-reading and the potential for preconception is countered as the researcher enters 

the field with a broad research question only and a willingness to be open to problems 

                                                 
5  Core process is the term that will be used throughout this thesis.  Core process incorporates a number of 

terms used to label the resolution process that explains the pattern of behaviour.  Terms such as, category 
and variable when used in direct quotes have not been changed however reflect the intent of the name core 
process.  
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defined by participants.  However, an initial literature review, appropriately 

undertaken, situates the study in the current knowledge base.  It “opens up the mind to 

the strengths and the limitations in received writing” (McCallin, 2006, p. 56) thereby 

raising awareness about the multiple interpretations of recovery and the potential gap 

in the knowledge base.   

 Nevertheless, I did not enter the field totally free from any prior knowledge of the 

topic.  As already mentioned in Chapter One, I had questions about practice that initiated 

the study interest.  At the same time I was continually keeping abreast of current 

specialty literature, the latest evidence, and general interest information.  As a health 

professional researcher, I was always surrounded by information that was readily 

accessible via the electronic media.  I had ready access to research studies, and papers 

about changes and influences on practice.  Not being influenced by this literature prior to 

the research was therefore difficult.  Similarly, my professional experience and 

background were influential, as was the expectation that a pre-field literature review be 

part of the doctoral process.  Therefore, I argue here that undertaking the initial literature 

review situated the potential research in the received knowledge base, identified the 

potential knowledge gap, and supported justification of my research approach.  I also 

understood that preconception had to be minimised.  This meant that while knowledge 

was analysed, I was required to remain open to new ways of understanding the world.  In 

order not to be over-influenced by the literature that had the potential to impact my 

interpretations of data, I completed this second literature review after the theory of 

restoring was developed.  Therefore, literature was reviewed at different times as it 

should be, according to Glaserian grounded theory.  This review focuses on general 

contextual issues that influence recovery.    

 Literature was accessed using a metasearch strategy. The initial search used the key 

words, older adults, hip fracture, and recovery. It was confined to material which had 

English titles and abstracts with the terms illness, injury, older adult, elderly, hip fracture 

or fractured neck of femur.  The range of literature was broad and provided both general 

and specific themes on recovery.  Full text versions of articles were reviewed if the 

search parameters were met.  Searching was modified according to emerging categories. 

For example, recovery has relevance to a number of fields and disciplines, therefore the 

parameters became primarily healthcare focused.  Under the process, secondary searches 
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sought other related fields including the social sciences, which provided broad 

background about the topic. These perspectives included social and healthcare views of 

recovery, the mental health approach to recovery, and recovery according to the physical 

health model.  These various understandings will illustrate how explanations of recovery 

are contextual. 

 

The social context 

 From a broad social perspective, the ongoing effect of an ageing population is 

reflected in epidemiological studies, and the social sciences, all of which influence 

professional knowledge and experience.  Awareness of the general context of ageing 

has repercussions for understanding how recovery has shifted for both individuals and / 

or groups.  Recognising that an epidemiological shift in ageing populations has the 

potential to impact all facets of social life is important when considering the social 

context of recovery.  Because people are living longer due to improvements in living 

standards, environments and healthcare (Accident Compensation Corporation, 2005; 

Ministry of Health, 2002, 2004), this life span growth increases the risk for health 

related events, such as hip fracture (Accident Compensation Corporation, 2005; Horne, 

2007; Johnell & Kanis, 2004).  At the same time, while it was more usual for older 

people to recover in hospital in the past, today people return to the community to 

complete their recovery process (Hall, Williams, Senior, Goldswain, & Criddle, 2000; 

Hershkovitz, Pulatov, Brill, & Beloosesky, 2012).  This has social implications for 

society.   

 One effect that influences understandings of recovery is that old is defined socially, 

politically and by the health professionals.  In New Zealand, as in many western 

countries, old age politically and socially is considered to start at 65 years (Ministry of 

Health, 2002, 2004).  Moreover, aged subcategories are created within this group.  The 

oldest old for example, is a term used to describe people being treated for conditions in 

their nineties and hundreds and returning to the community (Fulop et al., 2010).  This 

trend is evident in the orthopaedic literature, where there is evidence that hip fracture 

intervention in this older age group is more common (Shah, Aharonoff, Wolinsky, 

Zuckerman, & Koval, 2001; Tanaka, Tokimura, & Seki, 2003).  Not surprisingly, 
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studies on ageing suggest that caring for very old people brings a new challenge to 

managing the inherent frailty of this older group of people (Gobbens, Luijkx, Wijnen-

Sponselee, & Schols, 2010; Nicholson, Meyer, Flatley, & Holman, in press).  As a 

result, there has been continued knowledge growth in the physical and social sciences 

about the various facets that influence ageing (Achenbaum, 2005; Hamerman, 2009).  

For example, social scientists have explored the increase in age related lifespan growth 

(M. L. Johnson, 2005; Powell, 2009; Powell & Biggs, 2000; Sheldon & Kasser, 2001).  

Older adults living healthier lifestyles with the longer life span has given rise to a 

plethora of studies on ageing in the social sciences.  Kirkwood’s (2002, 2005) research 

on the biological basis of human ageing suggests that understanding this process has 

potential developmental links to other fields and disciplines, such as sociology and 

psychology.   

 Some of these fields offer insights into issues that are embedded in the social 

context and influence older adults’ recovery from hip fracture.  For instance, the 

psychological approach to health emphasises a biopsychosocial viewpoint that 

examines wellness and illness from multiple dimensions (Hayden, 2009).  Carman 

(1997) suggests the physical decline of the body has an impact on the psychology of a 

person’s everyday living and activities.  This influences a person’s viewpoint on their 

health status.  In contrast, Baltes, Freund, and Li (2005) offer a psychological 

perspective of ageing as shifting from a process of decline to a dynamic of gain and 

loss balancing.  Moreover, contributing psychological attributes that affect ageing and 

recovery management include emotions and ageing (Labouvie-Vief, 2005), personality 

and ageing (Staudinger, 2005), and intelligence and wisdom (Sternberg & Grigorenko, 

2005).  Clearly, understanding the relationship between physical, emotional, 

psychological and social elements has generated substantial knowledge about 

individual perspectives of health and ageing (Blazer, 2008; Wilcock et al., 1998), 

including the alternative medicine influences (Kleine & Hughner, 1999).  Overall, 

ageing is seen as a successful process in the lifespan rather than a decline (M. 

Andrews, 2009).  These different perspectives influence understanding of health and 

healthcare, including recovery.  The multiple factors inherent in ageing reflect the 

complexity of recovery and the changing nature of the social environment.  As people 

are ageing healthier and living more active lives often with a coexisting condition, the 
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impact on the healthcare services is continually being questioned from a social 

perspective relative to its ability to manage the increasing ageing population.  

 

The healthcare context 

 While the healthcare context is influenced by age related population growth, other 

factors such as political and economic issues have been included in research on ageing 

(Berger, 1998; Higgs & Jones, 2009; Kirkwood, 2002, 2005).  Political and economic 

factors influence healthcare delivery via organisational and operational structures, 

systems and processes.  This means that recovery occurs within a healthcare context 

that emphasises economic rationality, safety and efficiency, and managerial based 

decision-making (McCloskey & Diers, 2005).  This in turn supports the biomedical 

model of care delivery through an emphasis on fix or cure and evidence-based practice 

(Hayden, 2009; Roberts & Wolfson, 2006).  It is different to the mental health 

approach to recovery and the physical health recovery approach that will be discussed 

later in the chapter.  Nonetheless, during the in-hospital period, efficiency and 

effectiveness drive healthcare delivery and recovery.  This may have occurred in part, 

because the ageing population has increased demand for healthcare intervention. 

Improved diagnostic and interventional technologies have put pressure on healthcare 

systems that have responded with economic rationalism.  That is, to be efficient and 

achieve the most possible, with the available resources.  All these factors dominate the 

recovery context and affect the recovery process, including, what is available, how it 

will occur, who will be involved or not, and which approach is recommended.  Many 

of these issues have the potential to impact older adults’ recovery once they have left 

hospital.  

 Part of the problem is that the current healthcare context in New Zealand has 

undergone three decades of constant reform, and this has impacted recovery 

management (Gauld, 2001).  Health care sector modifications changed managerial and 

professional relationships, influencing care delivery through economic control, 

efficiency gains, and improving quality of service to the population (Ashton, 2005; 

Boston, Dalziel, & St John, 1999; Devlin, Maynard, & Mays, 2001).  As a result, 

recovery no longer includes a recuperation period in hospital, as early discharge is the 
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new norm.  The average length of stay for most hospitalisation episodes has decreased 

slightly over a decade, from 8.0 to 7.6 days, despite the fact that the number of 

procedures has increased (Ministry of Health, 2011).  Following the initial acute care 

episode, a person is discharged back to the community for ongoing recovery. 

Moreover, changes to primary healthcare accompanied the drive for shortened in-

hospital stay (Ministry of Health, 2000, 2001), to include a strengthening of the 

primary healthcare sector and supporting community agencies.  These initial strategies 

continue to influence recovery today.  The early discharge strategy certainly influences 

recovery management.  For the older adult, early discharge may mean having to rely on 

or stay with family initially, or go into short term care, or feel insecure until physically 

recovered.  Early discharge strategies may benefit an organisation but appear limited 

for the individual who is wholly dependent on community support. 

 What is clear in this healthcare context is that healthcare delivery is dominated by 

the biomedical model of care (Hayden, 2009; Roberts & Wolfson, 2006).  This 

contrasts with social science that is different, but can still influence healthcare delivery 

through shifting the focus of disciplines (Fisher et al., 2006; Koval, Chen, Aharonoff, 

Egol, & Zuckerman, 2004; New Zealand Guidelines Group, 2003).  Consequently, it 

emphasises that healthcare is delivered in a particular paradigm (Porter, 1997).  In this 

case the positivistic paradigm is influential.  Porter notes medicine’s historical and 

scientific dominance in healthcare that is situated in the positivistic, logical-deductive 

scientific paradigm, which underpins the biomedical model of care that shapes 

recovery.  When older adults’ recovery from hip fracture is viewed from this 

perspective, a cause is established, the effects recognised, and then a fix and cure is 

provided.  In addition, restoring the physical body is central to recovery because 

conditions are viewed objectively as separate components of the whole. The processes 

though are compartmentalised.  For example, older adults with a hip fracture have 

many common characteristics which respond to evidence-based and researched 

interventions.  Therefore, a fracture can be treated in a particular way because there is 

clear evidence for managing that condition using specific disciplinary involvement. 

 However, if a holistic approach to care is desired in the healthcare context, a tension 

exists with the current biomedical model of care and evidence-based practice approach.  

Nursing authors have argued that nursing practice has been compromised by evidence-
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based practice with its emphasis on pathophysiology, efficiency, and safety in today’s 

healthcare context (Crookes & Davies, 1998; Morse, 1997; Playle, 1995; Watson & 

Foster, 2003).  Moreover, contemporary authors suggest evidence-base practice should 

be the basis for the delivery of nursing care (Biesta, 2007; Burgers, Grol, Klazinga, 

Makela, & Zaat, 2003; Fineout-Overholt, Melnyk, & Schultz, 2005).  Nursing issues 

with healthcare delivery are well documented in alternative understandings that 

encompass a holistic practice approach to recovery (Biesta, 2007; Burgers et al., 2003; 

Fineout-Overholt et al., 2005; Jennings & Loan, 2001). 

 Further examination of the healthcare context raises questions about recovery 

concepts within nursing, which are limited when text is examined (McEwen & Wills, 

2007).  Orem’s Self care deficit theory is the only nursing theory to explicitly discuss 

recovery as a concept within nursing practice (Orem, 1991).  Recovery from a nursing 

perspective has been linked to the biomedical model of care, which focuses on disease 

or injury, managed interventions, and the functional needs of the individual (McEwen 

& Wills, 2007; Morse, 1997; Watson & Foster, 2003).  Nevertheless, recovery as a 

central concern to nursing practice, albeit implicit, is embedded in this theoretical 

approach and assumed as a function and outcome of caring.  Nursing models provide a 

framework for care delivery through nursing assessment, planning, intervention and 

evaluation of a person. The goal of care is to promote recovery. However, recovery is 

taken for granted even though it depends on the healthcare context and complex 

interrelationships between the environment, biophysical, sociological, and 

psychological factors (McEwen & Wills, 2007; Salmond, 1994, 2002).  

 It is clear that recovery occurs according to the contextual environment in which it is 

located.  The impact of ageing populations also influences healthcare delivery and 

recovery management.  Individual health disciplines understand many of the factors 

involved in recovery however tend to emphasise physical functionality and delivery of 

care as separate from a holistic approach.  This suggests that the background influencing 

recovery is dynamic and complex, and often condition specific as is seen with the mental 

health and physical approaches to recovery.  
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Recovery in mental health  

 The mental health view of recovery offers a broader consumer-driven understanding 

of recovery, as it  emphasises the psychosocial and emotional factors affecting the 

process.  These two aspects of recovery are important, although it will be shown in this 

thesis that they are only part of older adult’s recovery.  Wider issues need to be 

addressed if older adults are to return to whatever is defined as normal.  Nevertheless, 

explanations arising from the mental health viewpoint have contributed to and 

influenced physical recovery perspectives (Salmond, 1994, 2002).  Mental health 

disciplines generally use models of recovery, which emphasise subjective 

individualism and the consumer’s rights (Roberts & Wolfson, 2006).  These recovery 

models are flexible depending on the context.  Over the last decade the importance of 

context has been recognised in national and international policies for mental health 

recovery in New Zealand (O'Hagan, Reynolds, & Smith, 2012), Australia, (Oades & 

Anderson, 2012), the United Kingdom (Le Boutillier et al., 2011), and the United 

States of America (Farkas, 2007; Jacobson & Greenley, 2001).  The focus however, is 

on service models and the integration of individual and professional recovery 

outcomes.  Mental health recovery concepts, based on the work of William Anthony 

(1993), emphasise the personal process, which is used to manage an individual’s 

changing psychosocial responses to recovery.  These consumer-oriented recovery 

models are patient driven and based on the core concepts of hope, security,  self, 

support, environmental meaning, and coping strategies.  There may be some 

professionally based activities, but generally the individual has more involvement in 

the decisions made about their recovery.  This is a significant shift from a previous 

biomedical cure-recovery focus to working with the biopsychosocial factors (Roberts 

& Wolfson, 2006).  It is similar to psychological views of recovery, that suggest illness 

and injury have biological factors that interlink with psychological and sociocultural 

components.  These factors influence both recovery decision-making, treatment and 

outcomes (Hayden, 2009).   They also recognise the importance of social and cultural 

factors that are located in the community, which affect recovery.   

 The consumer driven and individual-oriented approach to mental health recovery 

has influenced the health professional understanding of service delivery.  To arrive at a 

better understanding of service delivery, the New South Wales Consumer Advisory 
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Group and the Mental Health Coordinating Council (2009) undertook a major 

literature review to gain insights about mental health recovery.  The research aim was 

to establish both congruent philosophical and operational recovery notions and 

definitions to enhance understanding of mental health practice within a community 

setting.  The report identifies the need for a coherent definition of recovery for 

practice.  It also acknowledges that interpretations of recovery need to accommodate 

“consumers to define their own concepts of recovery to aid their own personalised 

journey” (2009, p. 2).  What is pertinent to the mental health notion of recovery and 

definitions, is the significant inclusion of individual psychological and sociocultural 

components that influence recovery at an individual or group level.  This suggests 

recovery is more holistic than a fix or repair stance.  

Overall, the viewpoint of mental health recovery is that it is consumer centred and 

includes an individualistic understanding of recovery progression.  It is also seemingly 

holistic in that numerous interdependent factors such as psychosocial, cultural, 

cognitive, and emotional factors influence recovery. However, the emphasis is on 

treating psychiatric illness, substance abuse, or other forms of psychological trauma 

that impact normal social behaviour (Farkas, 2007; Jacobson & Greenley, 2001; 

Roberts & Wolfson, 2006). Although mental health recovery is individually centred, 

taking into account the individual’s socio-cultural and psychological background, the 

influence of institutions or disciplines remains. At the same time, the philosophy of 

recovery assumes a subjectivity of the process rather than an objective approach and 

centres on the individual patient as the focus of recovery. Moreover, this concept has 

relevance to older adults’ recovery from hip fracture.  

The recent developments in the mental health focus have influenced physical 

recovery through the inclusion of quality of life, satisfaction and other functional 

assessment tools.  Tools to measure the psychosocial and emotional factors are 

available and are used to determine older adult recovery progression, although they 

tend to be complementary to the physical process.  Health related quality of life tools 

for example, examine functional, psychological, and social health relationships during 

recovery (van Balen, Essink-Bott, et al., 2003). These determine an overall health 

related quality of life status.  Even so, the comparative assessment favours functional 

measurement against the various impacts on a person’s psychosocial health such as 
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gender, culture, experience, or meaning.  During recovery, changes in health related 

quality of life may relate to actual or perceived measureable functional differences, 

which have a biophysical basis.  Recovery becomes affiliated to quality of life 

measures, thus functional recovery remains dominant though it may be influenced by 

socio-cultural and psychological factors.  

 Experience of the psychosocial and emotional aspects adds a different perspective 

to understanding recovery.  The meaning of the health event
6
 suggests a psycho-

emotional approach to recovery, which is similar to the mental health model of 

recovery.  Initially, the person explains the event that in turn influences their perceived 

sense of resultant disability, which impacts how the individual views their long term 

future (Borkan, Quirk, & Sullivan, 1991; Hunt & Stein, 2004).  Psycho-emotional 

elements may support patterns of behaviour which promote or inhibit the transition to 

recovery (Robinson, 1999).  However, other noted experiences that influence recovery 

include the perception of injury, pain, recovery and disability (Archibald, 2003), or 

physical, social, and psychological changes that may follow a health event (Ziden, 

Wenestam, & Hansson-Scherman, 2008).  Interestingly, Hunt and Stein (2004) 

explored expectations of recovery in a group of older adults who had not experienced a 

hip fracture. Their outcome predictions were optimistic when compared to their current 

life situation, suggesting current psychosocial and emotional health may have an 

influence on recovery prospects.   

 Overall, from the mental health viewpoint, it is without doubt that psychosocial and 

emotional factors are important to recovery.  Psychosocial and emotional recovery 

contributes to the interplay of physical, cognitive, and emotional factors in the 

recovery process. However, while each plays a role in recovery, either as a separate 

entity or as a whole, the emphasis is usually health professionally oriented.  The 

mental health model of recovery emphasises support of the individual experience in 

and of the recovery management.  The individual and consumer oriented focus is 

becoming more evident in physical health.  Tools are used to gather individual level 

information however this is usually aligned with physical functionality to produce a 

generalised approach to managing recovery or to enhance a specific discipline’s 

                                                 
6  Health event and event have been used interchangeably throughout the thesis.  Health event refers a more specific event 

occurring, such as a hip fracture, whereas, event refers to the more general event and reflects the wider view and method.  
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knowledge base.  It may be implied that these elements represent a segmentation of 

recovery by continuing to see the parts rather than the whole.  It is the influence of 

individual elements that impact recovery from this perspective and understanding these 

influences enables improvements to be made to the process of recovery.  While mental 

health recovery models aim to focus on the individual, recovering from physical 

trauma tends to have a condition oriented viewpoint.   

 

Recovery in physical health 

 Recovery from a physically related health event emphasises fixing or repairing 

biological dysfunctionality.  As noted earlier, the biomedical model of health 

underpins how physical recovery is perceived following a health event (Hayden, 2009; 

Roberts & Wolfson, 2006).  Physical recovery is based in the concepts of body 

structure and function, in which clinicians determine and provide clear objective 

guidelines for recovery.  Conditions are usually treated according to their impact on 

the physical body, in which recovery is relevant to physiological restoration.  At the 

same time, organisations favour efficient systems that emphasise minimisation of 

external influences such as risk, or length of stay, hospital costs, and care delivery 

activity factors (Alaszewski, Harrison, & Manthorpe, 1998; Resnick & Remsburg, 

2004).  These are often determined by structural components, intervention outcomes, 

and minimising influences that influence the recovery process.   

 

 Structural components 

 A structured organisational approach to recovery from a physical injury or illness is 

usually defined by the healthcare specialty.  How recovery occurs following a health 

event has been explored by specialty and some examples include: cardiac artery 

grafting (Barnason et al., 2008); cancer (Dorsett, 1991); stroke (Dowswell et al., 2000; 

Gallagher, 2011); abdominal surgery (Fearon et al., 2005; Zalon, 2004), and chronic 

illness (Bishop, 2001).  The clinical pathway is a useful example of a structured 

approach to recovery, as this presumes commonality within a specific event.  The 

pathway approach structures the process of recovery from event to discharge (Choong, 



34 

Langford, Dowsey, & Santamaria, 2000; Koval & Cooley, 2005).  The aim is to 

minimise variation, reduce risk, and maximise results.  These studies suggest that ‘fast-

tracking
7
’ people through the process minimises potential complications, reduces time 

spent in institutions, and improves the likelihood of potential physical recovery, which 

in turn supports the need for efficiency in the institutional and professional structures.  

Nevertheless, research outcomes note that an understanding by clinicians does not 

necessarily correspond with the perceptual and contextual experience of the person’s 

recovery process.  Recovery in these studies is viewed from a body structure and 

function perspective and associated organisational and environmental influences.  

 Organisational environments have structurally based phases to recovery.  Initially 

an acute phase centres on the biophysical regaining of body function and minimising 

potential complications.  Either the individual is cured and discharged or moves to 

another phase, such as rehabilitation.  People rehabilitated in specific facilities 

generally have better recovery prospects from the beneficial environment, the 

collaboration of healthcare teams and clinical best practice (Fisher et al., 2006; New 

Zealand Guidelines Group, 2003; Siu et al., 2006; Watters & Moran, 2006).   Ganz, 

Peterson, Russo, and Guccione (2007) support the notion of the rehabilitation 

environment owing to its focuses on functionality, thus ensuring appropriate 

interventions and resources are directed to support recovery.   

 The use of clinical pathways to improve progression through the episode and 

specific units to cater for age related recovery has a benefit of collaboration between 

specialty medical teams.  The enhancement of interprofessional cooperation improves 

recovery outcomes, positively influences the environment, and strengthens quality of 

service delivery.  However, the separatist focus to physical recovery remains as each 

discipline undertakes specific interventions.  Koval and Zuckerman (1994) reported 

that in the complex nature of recovery healthcare staff usually resort to a focus on 

interventions.  While a collaborative approach to care delivery may result in improved 

psychosocial evaluation and social support, divisions occur according to condition and 

discipline.  Moreover, healthcare is still driven by external influences and 

                                                 
7   Fast-tracking is a term commonly used in the clinical field to mean that an organisational process is in place in 

which the patient is assigned to a specific clinical pathway and must meet pre-determined timeframes and goals.  

This is based on my experience. 
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organisational structures relative to clinician and specialty supporting interventional 

activity to manage physical recovery. 

 

Intervention outcomes 

 Intervention outcomes focus on healthcare activities such as surgery, treatment 

regimes, and discipline related care delivery considered relevant to physical health 

recovery.  For example, the relationships between surgical interventions, techniques, 

and functional recovery are examined to determine if appropriate treatment decision-

making is effective to improve outcomes (Mouzopoulos et al., 2008; New Zealand 

Guidelines Group, 2003; Siu et al., 2006).  These relationships are influenced by age, 

co-existing disease, general and local complications, which are significant for recovery 

prospects (Koot, Peeters, de Jong, Clevers, & van der Werken, 2000).  While 

appropriate treatment regimes clearly improve recovery prospects there are multiple 

variables in the processes that impact physical health recovery management. 

 Interventional activities when examined from clinician specific care delivery 

suggests enhanced recovery prospects are likely.  Medicine, physical therapy and 

nursing indicate that separate or collaborative interventions influence recovery.  

Oldmeadow et al. (2006) explore the benefits of post operative early versus delayed 

ambulation, concluding early ambulation promotes functional recovery, improves 

discharge rates and reduces functional impairment that otherwise may result in a need 

for higher level care.  Continued targeted physical therapy post discharge will improve 

functional recovery prospects according to Tsauo, Leu, Chen and Yang (2005).  They 

explore this concept by comparing in-home physical therapy treatment with standard 

in-hospital only therapy. While benefits are produced with physical therapy in care and 

post discharge, the impact on resources and practice is considered too prohibitive to be 

effective.  Not surprisingly, interventional activities are driven by economic efficiency.   

 Nursing interventional activity generally reflects the biomedical model approach to 

recovery (McEwen & Wills, 2007).  Barangan (1990) had earlier argued that nurses 

need to comprehend the multiple variables affecting recovery. These individually 

related factors include age, gender, type of intervention, general health, cognitive 

status, and iatrogenic complications as being more relevant to recovery.  Jagmin 
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(1998) is more specific, suggesting recovery would be compromised if complications 

are not detected early enough through relevant nursing assessment and interventions.  

Although these works are dated, their original contribution remains relevant to the 

current healthcare context.   Titler et al. (2006) however explain that person specific 

elements improve the chance of recovery and discharge but interventional activities 

and phases of the recovery are still relevant.  The nursing focus throughout these 

studies suggests the biomedical approach influences the healthcare setting however 

there is a linking of a nursing practice perspective that moves recovery beyond the 

body structure–condition emphasis.  

 There is a growing research emphasis that recovery is the integration of physical 

and psychosocial, in which restoration of function alone through interventional 

activities cannot be viewed as a prime indicator of recovery (Hayden, 2009; Roberts & 

Wolfson, 2006).  Horan and Clague’s (1999) summation of a review of interventional 

recovery highlights the scant depth of knowledge on the person recovering from 

trauma.  Noting an increasing growth in studies examining ageing issues along with an 

historical review of research activity, Horan and Clague discuss the gap in knowledge 

about the psychosocial aspects of recovery.  Their analysis suggests recovery has at 

least three distinct aspects:  

(i) A return to function of injured body parts; (ii) a more generalised process of 

restoration of the deficits that arise from the acute and subacute changes that 

characterize the well-known ebb and flow of the injury response; and (iii) the 

psychosocial adjustment of the patient (1999, p. 897). 

The changing emphasis to include psychological, social and other dimensions to 

facilitate recovery does not lessen the stress placed on physical recovery.  This 

emphasis suggests a more holistic aspect is necessary along with relevant professional 

intervention.   

 The holistic perception of recovery is evident in Kearney’s (1999) exploration of 

women’s experiences of illness and trauma.  Halcomb and Davidson (2005) examine 

traumatic injury recovery, and conclude an illness trajectory framework has potential 

for enhancing post-discharge interventions, and has application for nursing 

management.  In contrast, Young and Resnick, (2009) examine the influence of 

attitude, self-determination and social factors on functional recovery.  They conclude 

these traits are necessary attributes for recovery.  Godfrey and Townsend (2008) 
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explore the changing nature of recovery by shifting the focus from particular 

conditions to an individual’s perceptual and experiential aspects of the process, which 

in turn realigns patient and healthcare priorities and interventions.  While, these studies 

discuss holism as an approach, most are interdependent with clinician interventional 

activity and other influences, which maintain the emphasis on discipline segmentation 

of physical health recovery process.  

 

Minimising influences 

 So far, it is clear that multiple influences impact recovery before, during or after a 

health event.  Interestingly, improving recovery outcomes may be determined through 

understanding the influences that lead to the health event occurrence, for example, age, 

health status or contributing factors.  Age may relate to the event occurrence, as well as 

influencing the recovery prospects.  Age related populations and potential for injury 

are considered when determining the minimisation of influences.  New Zealand has a 

number of reports exploring, explaining and offering advice on the impact of ageing 

(Accident Compensation Corporation, 2003, 2005; Ministry of Health, 2002, 2004, 

2007; New Zealand Guidelines Group, 2003).  Minimising the potential for injury 

relatively reduces the need for managing recovery from the injury.  Recognising that 

age and health state influence recovery, Norton et al. (1995) and Kannus et al. (1996) 

acknowledge that potential health events increase with advancing age especially in the 

over eighty-five year age group.  Adults in their seventies and eighties generally, have 

a poorer recovery outcome (Kannus et al., 1996; Young, Brant, German, Kenzora, & 

Magaziner, 1997).  A number of studies examine ninety years and over as a significant 

group within the ageing status (Shah et al., 2001; Tanaka et al., 2003).  Being older at 

the time of a health event means that recovery outcomes can potentially be impacted 

resulting in physical decline.  Titler et al. (2006) observe that age may affect recovery 

and discharge destination, while Young et al.(1997) report an increased complexity in 

how older adults recover.  Age alone does not automatically reduce positive recovery 

outcomes although it certainly influences treatment decisions.  
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 While age impacts fracture recovery, it is potentially more significant when 

coexisting conditions accompany the recovery process.  Many older adults have a 

health status that includes pre-existing conditions such as cardiac, respiratory, 

musculoskeletal or neurological degenerative disorders.  In spite of multiple issues 

people live successfully in the community when these are well managed.  

Nevertheless, coexisting conditions may influence recovery which requires increased 

resource use and longer hospital stays (K. P. Chang, Center, Nguyen, & Eismen, 2004; 

Ishizahi et al., 2004; Koval, Skovron, Polatsch, Aharonoff, & Zuckerman, 1996).  

Researchers examining the relationship between comorbidities and health recovery 

management generally agree that the complex interplay of treatments and coexisting 

conditions must be managed carefully, if the impact on recovery outcome is to be 

minimised.  Moreover, the economic impact on the health sector is another influence to 

be considered.  In the recovery management process, there is an attempt to minimise 

the impact of co-existing conditions on the recovery progression (Ishizahi et al., 2004; 

Khasraghi, Lee, Christmas, & Wenz, 2003; Koot et al., 2000).  While appropriate 

interventions, therapy regimes and rehabilitation programmes improve recovery 

potential, complications however, are an ever-present influence on recovery, and may 

include an increased risk of death, decreased function, and longer length of hospital 

stay. Anticipating complications following surgery can determine where relevant 

resources and interventions will be best utilised (Cree, 2004; Tanaka et al., 2003).  

However, Giaquinto, Majolo, Roncacci, Sciarra, and Vittoria (2000) argue that even 

very old people can have a favourable outcome if influences are understood and 

managed appropriately. 

 Knowing the factors involved in recovery can help to minimise potential problems.  

Clinicians use comparative tools to help assess and predict recovery following a health 

event, including the appropriate allocation of resources (Eastwood et al., 2002; 

Giaquinto et al., 2000).  These are primarily measurement tools, which centre on 

physical functioning activities.  Tools examine activities of daily living, walking, 

transferring and grooming, levels of self-care, and cognitive, affective, and social 

functioning (Eastwood et al., 2002; Magaziner et al., 2003).  Even when pre-existing 

conditions, age, and functional limitation variables are acknowledged, an expected 

permanent decline in function is a common outcome.  Lin and Chang (2004) recognise 

issues related to functional decline, and conclude that most patients do not return to 
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pre-event status.  Overall, it is clear that measurement tools concentrate on the 

variables inherent in recovery and potentially predict which influences may impact 

recovery.  

 Accompanying the knowing about and predicting the common variables influencing 

recovery in care episodes, is useful so that healthcare agencies can take into account 

the potential impact on future social health relative to ageing populations.  National 

strategies aim to minimise potential risk and harm to individuals, and to minimise 

potential for increased levels of injury and associated healthcare for the wider 

population.  Having strategies to reduce fall-associated injuries is significant.  The 

Preventing injury from falls: The national strategy 2005-2015 (Accident 

Compensation Corporation, 2005), covers the entire age range, however recognises the 

increased risk potential for older age groups.  The report provides recommendations 

for reducing falls risk.  Ageing populations are also recognised in national health 

strategies that aim to involve people in improving their personal health, as the primary 

and secondary health services interface is strengthened (Ministry of Health, 2001, 

2007).  Furthermore, keeping people healthy and free from harm has economic 

benefits.  National strategies need to recognise and interface with the research.  

Knowledge provides theoretical explanations of healthy ageing.   

  It is clear that physical recovery aspects are well examined and explained 

according to structural, interventional and other influences (Horan & Clague, 1999; 

McEwen & Wills, 2007; New Zealand Guidelines Group, 2003).  How a person 

recovers following an event may be described, prescribed, and predicted.  The 

psychosocial and emotional factors influencing recovery are examined alongside 

physical factors.  The interrelationship of the factors may explain why recovery occurs 

in a particular manner.  Psychological, cognitive, and emotional events are considered 

specific fields of investigation and interventions relative to them are examined relative 

to recovery management.  The emerging knowledge from these fields is being 

assimilated into physically-related healthcare and recovery management 

understanding.  Recovery in physical health events is generally examined from a short 

term perspective and explained in-depth, although other explanations include a longer 

term view of recovery.  Following the event for a longer period of time may gain 
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information about factors, aspects, or elements of recovery that could develop current 

interventions.   

 Overall, knowledge about recovery is varied and there are many different 

viewpoints.  It can be seen that recovery is well researched and well-known as a 

procedural, interventional, and discipline focused phenomenon. The physical, social, 

psychological, cognitive, and emotional factors are generally known and explained in a 

particular context.  It is clear that recovery has multiple perspectives.  However, the 

perspectives can be problematic when they are managed by a discipline that stresses a 

compartmentalised approach.  The person’s involvement in the process tends to be 

interpreted according to the condition and what factors and influences will impact their 

recovery.  Knowledge focuses on the initial recovery episode, primarily in care 

settings, with some occasional follow up studies to determine further functional 

recovery. What is not known is how people manage recovery once healthcare input has 

finished and how they determine their recovery back to normal.  Having some 

understanding of the literature about normal is important at this point, as the main 

problem older adults had with recovery was returning to normal.  

   

Interpreting normal 

 Older adults’ interpretations of normal are multifactored and complex.  Once again, 

it is clear that social and professional definitions influence understanding.  What 

constitutes normal is based on individual and collective social processes.  Normal, 

sociologically, is conforming to expected norms of behaviour.  The term invokes a 

sense of people behaving in particular ways according to the situation or context.  A 

norm is a social construct which defines what is expected as normal through roles, 

relationships, and societal order.  This is based on the ideal ways to behave, and 

expected social roles and behaviours (Abercrombie, Hill, & Turner, 1988; Bilton et al., 

1981).  Abercrombie et al.(1988) clarified norms further by suggesting they are 

prescriptive guidelines for rule governed collective social action.  However, they note 

social norms are not always actual behaviour and normative patterns are not always the 

most frequent.  Abercrombie et al. suggest conformity of actions is implied with 

correctness or properness of behaviour.  This suggests that the received view of norm 
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is an established pattern of behaviour shared by a social group to which a member is 

expected to conform.  This introduces the influence of other perspectives establishing 

the expected pattern of behaviour and reinforces a received view.  Within healthcare 

however, norms are seen as ideal standards of action or behaviour, for example, how to 

behave during recovery.  Not surprisingly, social norms and expectations pervade 

current healthcare and are generally seen as the normalised approach to recovery.  

 

Societal 

 The societal perspective of normal is underpinned by historical and contemporary 

sociocultural constructs.  Sociological views of ageing are viewed from multiple 

perspectives, such as, sociology, psychology, and the health professions, and each 

determines expected norms for health and illness in older age (Baltes et al., 2005; 

Fulop et al., 2010; Gobbens et al., 2010; Kirkwood, 2005; Sheldon & Kasser, 2001; 

Staudinger, 2005).  A well-known view of normal came from Talcott Parsons (1951) 

and has had an influence on expectations about recovery.  Parsons’s concept of the sick 

role has permeated societal views of age, health, illness, recovery and therefore 

understandings of normal (Bilton et al., 1981; Robertson, 1989).  The sick role is 

viewed as the logical extension to illness behaviours, social functioning and the 

integration of medical care systems in which an individual accepts the healthcare 

system and professional input and responds with appropriate behaviours (Levine & 

Kozloff, 1978; Segall, 1976).  Critiques continue however, and now include the 

growing issue of older populations living with chronic conditions (Varul, 2010).   

 Contemporary views on ageing, illness and chronicity have shifted Parson’s 

traditional view of the sick role in society.  For example, Blazer (2008) considered 

older adult’s self-perception of health and well-being coincided with wider societal 

shifts such as, how ageism impacts health, and the biomedical model of healthcare 

(Angus & Reeve, 2006; Grant, 1996; Roberts & Wolfson, 2006).  This suggests that 

the views on how ageing is perceived and managed within society shift according to 

the context even though the reality of physiology is a fixed factor to be reviewed when 

examining returning to normal during recovery. 
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Physiological 

 The physiological view of normal reflects the natural progression of ageing 

(Kirkwood, 2005).  Getting older, living with a changing health status as body function 

and mental processes alter according to physiological changes within the body is a 

normal process.  Any anatomy and physiology text will describe in detail the normal 

body and its changes through the lifespan.   Scientifically defined, stages of ageing 

may be categorised, normalised and jargonised.  From this perspective, normal is 

defined according to the examiners of ageing, rather than by the recipients of the 

process (Carman, 1997; Hamerman, 2009; Katz, 2000; Powell, 2009; Powell & Biggs, 

2000).  Powell (2009) picks up this aspect, discussing the issues of professional control 

inherent in healthcare, that are mediated through increasing technology, which impacts 

older peoples’ lifestyles and life courses.  This creates social meaning and expectations 

of normal health and illness behaviour.  Interestingly, with the increase in health 

technologies and knowledge, professional understanding of normal physiology in 

social health behaviours is impacted. Professional healthcare disciplines may view 

their stance as indicative of how older adults should maintain health, age, and how 

they should be managed in health and illness, thus influencing recovery (Hamerman, 

2009; Miller, 2009; Schulz & Heckhausen, 1996).   

 Though normal physiology is about progressive ageing, as stated previously, there 

is little doubt that the biomedical model dominates social perceptions (Roberts & 

Wolfson, 2006).  This has implications for practice, because healthcare is redefined 

through innovative and developing technologies and interventions.  However, what is 

not considered is that physiological normal has changed, as older adults are living 

longer.   New sub-groups are formed as longevity impacts society and healthcare.  For 

example, a new sub-group is the oldest old that is, people in their late nineties and 

early hundreds. This has created the new physiological concept of frailty being normal 

(Fulop et al., 2010; Gobbens et al., 2010).  Although ageing is a fixed process, its 

application is fluid regarding how ageing is viewed in the everyday aspect of normal 

and recovery.   
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Everyday normal 

 The everyday view of normal reflects the stereotypical perceptions of society and its 

changing views on ageing, health, illness, and normal.  Achenbaum (2005) describes 

ageing relative to historical sociocultural factors, suggesting that old age has always 

been present but its perception has altered because the contemporary social construct 

has changed.  Tulle-Winton (1999) describes how gerontological research has shaped 

social constructions of ageing and old age discourse.  Older adults are influenced by 

social, cultural, political and academic views and this influences understandings of 

normal.  Whether through personal interaction, media or experience, views of ageing 

are formed, altered, and defined by individuals or groups.  As a result, the everyday 

normal view of old age may be revered, scorned, accepted, denied, or cherished 

depending on the contemporary social construct of the moment.  However, all may be 

present during periods of socio-cultural transition.  For example, the negative 

stereotyping of old age may be present in a professional group (Higgins, Van Der Riet, 

Slater, & Peek, 2007), as new discourses and practices are evolving.  

 This illustrates well that the explanations of recovery from hip fracture have moved 

from pure survival experience to managing the oldest old (Magaziner, Simonsick, 

Kashner, Hebel, & Kenzora, 1989; Tanaka et al., 2003).  In addition the growth in anti-

ageism, and positive ageing is changing social constructs on age and ageing, therefore 

influencing recovery (Angus & Reeve, 2006; Grant, 1996; Katz, 2000; Lupien & Wan, 

2004).  Similarly, language use is constantly changing when discussing normal. Katz 

and Marshall (2004) describe the shift of language use of normal or pathological to 

functional or dysfunctional terminology.  The sciences appear to be using functionality 

as a marker of successful living rather than the previous use of the descriptive normal.  

The everyday viewpoint represents the ever changing nature of language, ideas and 

definitions.  Influenced by multiple sources, individuals, groups, and / or society 

constantly reassess how normal is perceived within a contemporary moment of time.  

This influences how older adults view their everyday normal and recovery. 

 



44 

Individual perception 

 Normal at the individual level is influenced by societal, physiological, and the 

everyday viewpoints.  The factors influencing individual perception of normal are 

continuous and ever changing.  For example, ageing as a natural process requires 

fluidity in how the individual perceives normal.  With decline in physical function 

such as decreased ability or energy, the individual will make changes to their 

functional activities and subsequently their perception of normal.  How people 

perceive health, illness and normality is a growing research focus.  For example, 

Blazer (2008) describes self-perceptions of health relative to health outcomes in late 

life. Blanchard-Fields (2007) discusses problem-solving strategies used by older adults 

to manage their everyday interpersonal issues.  Moreover, how older adults perceive, 

experience or manage normal relative to their physical, social, cultural, and 

psychological factors is explored in several studies that conclude context and personal 

theory influenced the perceived view of age and ageing relative to a person’s normal 

(M. Andrews, 2009; Kleine & Hughner, 1999; Sanders, Donovan, & Dieppe, 2002; 

Schaie, Boron, & Willis, 2005; Sheldon & Kasser, 2001; Sternberg & Grigorenko, 

2005). 

 

Summary 

 This chapter has examined how varying forms of information are used in a 

Glaserian grounded theory study.  Methodological protocols require a researcher to be 

cognizant of the influence prior experience and pre-reading can have on analysis and 

theory generation if not managed appropriately. Professional experiences exist and are 

acknowledged however, the researcher needs to remain open to all possibilities 

emerging from the data and not to preconceive.  Literature reviews are ongoing 

throughout the research process. Pre-reading is undertaken to enhance theoretical 

sensitivity whereas, extant literature is introduced at different stages in the research 

according to the theory’s generation stage.  While literature is not avoided, it has 

relevant times where it is compared to the emerging concepts as data.  

 It is evident so far that recovery is contextual.  The varying influences on recovery 

are from societal, healthcare, and professional viewpoints.  This literature review has 
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demonstrated that there is a wide range of views on recovery on what determines 

recovery.  In addition, the literature has illustrated that there is a predominant 

traditional and medicalised view of older adults’ recovery, primarily as a return of 

functionality.  Understanding of how individuals manage recovery is limited.  When 

this aspect has been explored, it generally had a professional focus to improve care 

delivery.  Peoples’ perceptions of normal were also relevant to recovery.  Different 

perspectives of normal influenced the multiple viewpoints of recovery, which in turn 

impacted how recovery was managed.  Recovery as a professional process is well-

understood.  What is not well-known is how recovery continues once in-hospital and 

professional input has finished.  Both society and individuals interpret recovery 

behaviours and responses according to preconceived ways of knowing.  As one side of 

recovery has been examined in-depth, it is important to ask, what is the main concern 

of older adults recovering from hip fracture and how do they resolve that concern? 
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Chapter Three 

Research methodology: Embracing discovery 

Introduction  

 Glaserian grounded theory
8
 is based on an epistemological stance that it is a general 

research method and not aligned to any specified philosophical or theoretical 

framework (Glaser, 1978, 1992, 1998, 2005; Glaser & Strauss, 1967).  The research 

method claims neutrality from theoretical influences because the focus is on the 

discovery of participant centred issues and hidden patterns of behaviour that resolve a 

main concern.  This means that for a grounded theory researcher, theoretical 

frameworks are viewed with caution as they can influence research design if 

assumptions are made that affect the choice of specific procedures and direction of the 

data collection. Nevertheless, it is important to understand where epistemology stands 

relative to the grounded theory approach. In this chapter, the grounded theory 

methodology and a pragmatist epistemological relationship will be discussed, 

according to the hallmarks of the classical approach.  Finally, this study will be 

positioned in Glaserian grounded theory.  

 

Epistemology of grounded theory 

 Honderich (1995) defines epistemology as “the branch of philosophy concerned 

with the nature of knowledge, its possibility, scope and general basis” (p. 242).  

Epistemology is concerned with the theory of knowledge.  Bilton et al. outline 

epistemology in sociological terms as “concerns with knowing, i.e. what sort of 

statements will we accept to justify what we believe to exist” (1981, p. 629).  

Epistemology is about understanding reality in a manner that establishes what is real 

according to a specific stance.  

                                                 
8  Glaser notes that grounded theory is the original 1967 version and his ongoing development of that.  This is referred to 

as classical grounded theory or Glaserian to distinguish it from other versions of the method.  
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 According to Holloway and Wheeler (1996) research tends to separate into two 

general types of approaches with underpinning assumptions about reality.  These are 

termed qualitative or quantitative paradigms.  Each has their own view of reality and 

influence how knowledge is attained and understood.  Within each of these 

paradigmatic approaches are further delineations of how knowledge ought to be 

attained.  The important point to be made is that philosophical foundations and 

assumptions underpin epistemological approaches. These assumptions influence how 

knowledge is assimilated into fields of study such as the physical or social sciences.  

Moreover, further assumptions include the relationship of the knowledge to practice, 

which in turn determines relevance and applicability based on paradigmatic 

significance.  However, practice-related research has to link back to the philosophical 

foundations of understanding knowledge, which underpin assumptions that will frame 

the research questions, processes, and outcome.  This epistemology provides the 

framework for how a study will be interpreted. 

 From a discipline and practice related viewpoint, Crotty (1998) defines 

epistemology as “the theory of knowledge embedded in a theoretical perspective” 

(p.3).  Crotty refers to the notion of “how we know what we know” (1998, p. 8) and 

the need to identify, explain, and justify the chosen research methodological stance and 

theoretical perspective.  Crotty outlines three different epistemological approaches to 

qualitative inquiry.  For example, he offers objectivism as a reality that exists apart 

from any consciousness; constructionism where meaning is constructed according to 

the interrelationships that take place between individuals, groups, communities, and 

societies and objects; and subjectivism, where the meaning of reality is imposed or 

created, and the object does not contribute to the meaning.  

 Which perspective underpins a methodology therefore becomes important.  In 

grounded theory the participant perspective is central and, as explained in Chapter 

Two, other perspectives are seen as received or existing views of the world.  

According to Crotty (1998), epistemology is underpinned by the theoretical 

perspective or a philosophical stance that influences the methodology.  Glaser 

however, argues that grounded theory “is a general methodology. What counts are that 

grounded theory methods are not bound by discipline or data collection” (1992, p. 18).  
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Glaser highlights that discipline focused training will give a different perception to the 

research, which is at odds with the grounded theory emphasis on participants. 

 Crotty (1998) discusses epistemology and theoretical perspectives as separate but 

interrelated concepts.  This is different to the Glaserian proposition that classical 

grounded theory is not influenced by any received perspective, which includes my 

personal assumption that epistemology and theoretical perspective are synonymous.  I 

assume the study of knowledge in grounded theory logically cannot be free from an 

epistemological influence as it is embedded in social worlds and multiple perspectives. 

This is perhaps illustrated in the seminal work in the area.  Classical grounded theory 

originally emerged from studies undertaken by Glaser and Strauss exploring dying in 

hospitals.  The methodology was published in ‘Discovery of grounded theory’ (Glaser & 

Strauss, 1967). Published at a time in which positivist social sciences dominated, the 

research method was explained using quantitative terminology and research language 

typical of the time.  While the research language was clear, the underpinning 

epistemological stance was not explicit in the seminal work.  What stood out nonetheless 

was that the purpose of the grounded theory approach was to offer an alternative form of 

research by emphasising the generation of theory from data, rather than testing 

theoretical hypotheses as was more usual at that time (Glaser, 1978; Glaser & Strauss, 

1967).  As a result, the epistemological stance of the methodology is not outlined in the 

seminal work, although assumptions have been made since, as various authors have 

made a range of interpretations drawing on knowledge about the co-originators 

backgrounds.   

 Glaser’s background suggests positivist realist epistemology.  His mentors included 

Lazarsfeld and Merton whose academic fields influenced Glaser and grounded theory 

development (Glaser, 1978; Glaser & Strauss, 1967). Building on the qualitative 

foundations of mathematics, inductive hypothesis testing, index formation, 

interchangeability of indicators, latent patterns, and coding, Glaser developed the 

principles of grounded theory while working with Strauss (Glaser, 1978; Glaser & 

Strauss, 1967).  Strauss’s epistemological background was influenced by his work in the 

Chicago School of Sociology, which was underpinned by Blumer’s symbolic 

interactionism, and pragmatism (Corbin & Strauss, 2008) along with his interest in 

qualitative research (Glaser, 1998).  The merging of Glaser’s and Strauss’s perspectives 
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developed the grounded theory method. This was, according to Glaser, “to harness the 

logic and rigor of quantitative methods to the rich, interpretative insights of the symbolic 

interactionist tradition” (2005, p. 143).  Moreover, the discernible lack of an original 

epistemological stance in the seminal work has caused continuing debate over the 

decades (McCallin, Nathaniel, & Andrews, 2011; Nathaniel, 2011).  Glaser (1992, 1998, 

2005, 2011) however maintains a stance that classical grounded theory is atheoretical 

and that theoretical perspectives are not only irrelevant to the approach but also 

detrimental to application of the method.  Using a professional framework, theoretical 

perspective or epistemological base according to Glaser, forces the assumptions of those 

models onto the research process.  This shifts the focus of the research to the 

researcher’s existing framework and away from the participants’ main concern.  There 

has been ongoing debate about the relevance of theoretical perspectives and frameworks 

to grounded theories.  However, when classical grounded theory has been placed in an 

epistemological or theoretical paradigm, Glaser has continued to maintain his 

atheoretical stance (Glaser, 1992, 1998; Heath & Cowley, 2004; MacDonald & 

Schreiber, 2001; McCallin et al., 2011; McCann & Clark, 2003; Moore, 2009).  

 The general stance of classical grounded theory is that the methodology is free of 

theoretical frameworks and associated assumptions, however it cannot be assumed to 

be epistemologically neutral (Glaser, 1978; Nathaniel, 2011).  As a result, grounded 

theory has been located in a number of epistemologies, such as interpretivism, realism, 

constructivism, and pragmatism (Holton, 2008, 2009) in the decades since the seminal 

work was published.  The epistemological directions arising from more recent 

interpretations of the methodology have been reflected back to the seminal work of 

Glaser and Strauss (1967).  This claims epistemological relevance for the evolved 

version.  Classical grounded theory assumes no epistemological base supports the 

methodology and that this assumption-free approach fits with a pragmatic reality 

where the interests and actions of a group necessitate a practical bearing or action.  

 

Grounded theory and pragmatism epistemology 

 Classical grounded theory and the epistemology of pragmatism appear to have 

comparable goals. The pragmatist belief that a group of similar people will initiate 
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actions or responses to a self-defined problem fits grounded theory’s research raison 

d’être.  Similarly, the pragmatic assumption that the determination of truth in 

statements is relative fits grounded theory’s participant focus, which is observed 

through action or patterned behaviour (Glaser, 1978; Honderich, 1995).  Therefore, 

discovering the main concern and resolution process of a group of people with a 

similar issue is the pragmatic reality of the social world where a problem is defined 

through meaning in statements, and actioned according to patterns of behaviours and 

practical application.  

 Pragmatism, viewed from a philosophical perspective is, according to Honderich, 

“efficacy in practical application – the issue of which works out most effectively” 

(1995, p. 710).  Honderich further explains that three contexts exist when considering 

pragmatism.  First, is the determination of truth in statements; the second context 

refers to rightness in the case of action; and the third context concerns value in the case 

of appraisals.  From a philosophical perspective, the first context is only relevant as it 

relates to meaning and truth.  This is the idea that the meaning of any concept that has 

application in the real world has observable results relative to practice application.  

The emphasis on meaning comes from the work of Charles Sanders Peirce (Honderich, 

1995; Nathaniel, 2011) whose philosophical doctrine was primarily interested in a 

theory of meaning.  This work is difficult to comprehend in simple terms.  Peirce’s 

prolific writings and multiple theories are more easily understood when studied 

philosophically.  Over time though, Peirce’s pragmatist philosophy has emerged as a 

single construct (Honderich, 1995; Nathaniel, 2011), usually known as the pragmatic 

maxim: 

Consider what effects which might conceivably have practical bearings, we 

conceive the object of our conception to have. Then our conception of these 

effects is the whole of our conception of the object” (Peirce, 1905, p. 166). 

 

 In the pragmatic theory of meaning, it is assumed that people are conscious so they 

experience the real directly. Thus reality exists whether a person is conscious of 

thought or not.  Our ideas, however selective, are based on partial experience colouring 

our history, circumstances, and purpose.  Therefore, our idea of anything is our idea; 

its sensible effects to finding true knowledge are that all our ideas are similar to 
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scientific hypotheses (Colapietro, 2006; De Waal, 2001; Magnani, 2005; Ormerod, 

2006; Urmson & Ree, 1991).  Peirce (1905) noted that every truth which follows from 

any of the other form can be deduced, while some errors can be avoided.  Reality 

connects itself with a critical proof of its truth.  In the logical order of investigation, 

usually a person first forms a hypothesis that seems more and more reasonable the 

further it is examined.  It is only later that the hypothesis may become known as 

adequate proof.  Peirce argues that this is how a person is guided on constructing new 

hypotheses from the remains of defeated ones.  Then the person examines the norms 

for guidance when deciding which hypotheses are worth taking forward.  Peirce 

modelled this inductive reasoning on statistical quantitative induction tests by 

sampling their consequences (De Waal, 2001). 

 Further, Peirce (1905) goes on to describe categories as classification aspects of 

reality expressed as objects relative to our direct perception of them.  The uniformity we 

discover has meaning in so far as we can act regularly in their regard (De Waal, 2001).  

This needs to be understood from the logic of relations and introduces the logic of 

abduction.  The term abduction was coined by Peirce according to Magnani in order “to 

illustrate that the process of scientific discovery is not irrational and that a methodology 

of discovery is possible” (2005, p. 265).  Abduction had a logical form distinct from the 

prevailing induction and deduction ideal of Peirce’s time.  Reasoning which starts from 

reasons and looks for a consequence is called deduction whereas, when reasoning starts 

from consequences and looks for reasons, it is abduction (Magnani, 2005).  Abduction is 

therefore about inferring facts or hypotheses that render some sentences plausible, that 

explains or discovers some phenomenon or observation.  It is the process of reasoning in 

which explanatory hypotheses are formed and evaluated (Magnani, 2005).   Peirce’s 

numerous writings include multiple descriptions and discussion on meanings.  However, 

some have more relevance than others when pragmatism is linked to grounded theory.  

 According to Nathaniel (2011), Peirce’s pragmatism assumptions and scientific 

principles are consistent with classical grounded theory.  Nathaniel offers an explanation 

of how pragmatic epistemology underpins classical grounded theory, one which does not 

erode or modify the original methodology.  Nathaniel believes that Glaser and Strauss’s 

(1967) seminal work failed to articulate the philosophical foundations of grounded 

theory, which has “lead to half a century of piecemeal explanations of the method’s 
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ontological, epistemological and methodological underpinnings” (2011, p. 187).  The 

argument is focused on the roots of pragmatism reflecting the mutual purpose of 

research, which is similar to grounded theory methodology.  Two key points illustrate 

the consistency of the relationship between classical grounded theory and Peirce’s 

pragmatism.  Nathaniel suggests a legacy of people and pivotal ideas influence the 

relationship.  Peirce’s philosophical ideas had an influence on Glaser and Strauss’s 

mentors.  As already stated, the first of Glaser’s mentors was Lazarsfeld and his work on 

the scientific method, which was influenced by James, Dewey, and Peirce’s pragmatism 

discussions (Glaser, 1998; Holton, 2011).  Glaser’s second mentor was Merton whose 

work on statistics and social research is similar to Peirce’s statistics of chance.  Strauss’s 

mentor Blumer, along with symbolic interactionism, arose from Mead, Dewey, James, 

and Peirce’s significant influences on the Chicago School of Sociology (Glaser, 1998; 

Glaser & Strauss, 1967).  The second set of pivotal ideas linking pragmatism and 

grounded theory include objective reality, latent patterns, and human perspective.  

Peirce, according to Nathaniel, set the stage for Glaser to develop conceptualisation 

through these central ideas.  

 Nathaniel (2011) suggests that objective reality centres on the inferences of Glaser’s 

writings and word use.  She cites three key points as an epistemological position for 

classical grounded theory: 

Glaser recognised that, (1) there is an objective reality that can be 

observed;  (2) inasmuch as it is possible, the researcher gathers data 

from the perspective of the research participant, and (3) grounded 

theory sheds light on latent pattern (Nathaniel, 2011, p. 192). 

There are similarities to Peirce who noted that there are real things, and if examined with 

experiment and observation, familiar everyday observations are surprising to us only 

because their familiarity prevents our noticing them (Honderich, 1995).  Colapietro 

explains Peirce from the viewpoint of what’s going on here (Glaser, 1978, 1998) as 

“experience as to be capable of helping us in the discovery of the way things are” (2006, 

p. 16).  Nathaniel summarises Peirce’s epistemology as “the process [of scientific 

inquiry] unfolds, what is real in a practical sense consists of both the object and the 

investigator’s ability to understand and communicate it” (2011, p. 190).  Therefore 

Nathaniel argues that objective observations in grounded theory are separate from the 

researcher.  This is seen through the method’s data collection and analysis, minimised 
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preconception, and the emphasis on letting “the data speak for itself” (Glaser, 1978, p. 

8).  

 Latent patterns according to Nathaniel (2011) are the second integrative component 

of the grounded theory-pragmatism fit.  Under the concept of metaphysical categories of 

firstness, secondness and thirdness, Peirce defines the respective relationship of one to 

the other.  Firstness suggests a quality or existence of something, whereas secondness is 

the fact of something or its actuality.  However, thirdness is relevant to grounded theory 

because of its relationship to habit or the regularity or generality of something.  Through 

this approach, Peirce could demonstrate the systems and the emergence of relationships. 

The actuality of relationships gives rise to the possibility of emergent properties that 

become real, as they are placed in the higher level clearness concepts (Graves, 2007). 

Accordingly, “although the categories occur in all phenomena, one may characterise 

some phenomena as typifying one category more than others” (Graves, 2007, p. 244).  

This potential link to grounded theory helps to support the belief that there are 

observable predictable patterns of behaviour, which can be identified by constant 

comparison and abstraction (Nathaniel, 2011).  In addition, Peirce’s abduction 

principles, relative to grounded theory’s constant comparison and abstraction processes, 

continually induce and deduce through hypothesising and testing until a true hypothesis 

survives elimination (Meyers, 1999).  This describes an inference pattern that provides 

the best explanation of the process (Honderich, 1995; Magnani, 2005; Ormerod, 2006; 

Rosenthal, 2003).  

 The human perspective is the third integrative factor.  According to Nathaniel (2011), 

Peirce’s Semiosis was the integrating concept.  Relative to the thirdness concept, Peirce 

underpinned semiosis with a theory of meaning (Honderich, 1995).  The notion of 

interpretation is the key factor in understanding signs and symbols.  There are three 

kinds of signs.  First, icons (objects signified); second natural signs (clouds equal rain); 

and third, conventional signs (understood meaning).  A sign is considered relational to 

the object, thus emerges as an icon, index, or symbol (Colapietro, 2006).  Icon is related 

according to an inherent similarity to the object.  The index is related by virtue of its 

casual connection to the sign and object, whereas the symbol is related to the object 

through habitual connection, either natural or conventional.  However, Colapietro notes 

that signs are potentially interwoven and not separable functions.  Nathaniel argues that 
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the second sign, index, has a relational connection with grounded theory.   This occurs 

because Peircean indices underpin the constant comparative method and 

interchangeability of indices developed from Lazarsfeld’s prior work (Glaser, 1998).  

According to both Peirce and Glaser, the human perspective is central to epistemology 

and hence, to the grounded theory approach.  The interpretation and understanding of 

signs and indices is reflected in the maxim “study the problem that exists for the 

participants in the area, not what is supposed to exist... it is their main concern and their 

continual processing of it that is the focus of grounded theory”(Glaser, 1998, p. 116). 

Glaser affirms the human perspective through the questioning of the data and ‘what is 

going on’, and the conceptualisation of this.  

 Nathaniel summarises the grounded theory-pragmatist relationship stating: “Peirce 

created a philosophy of science that set the stage for Glaser’s conceptualisations of 

observable patterns, interchangeable indices, tentative hypotheses and modifiable 

theories” (2011, p. 195).  Interestingly, when reading interpretations of Peircean 

pragmatism, other concepts emerge that tentatively support the grounded theory 

epistemology (Colapietro, 2006; De Waal, 2001; Graves, 2007; Honderich, 1995; 

Magnani, 2005; Ormerod, 2006; Peirce, 1905).  These include the logic of discovery, 

clarification of concept development, emergence, and “abduction as an inferential 

creative process of generalising a new hypothesis”(Magnani, 2005, p. 265).  Nathaniel 

concludes that there is a strong relationship between pragmatism philosophy and 

grounded theory methodology, however not as a theoretical framework.  

Epistemological understanding of knowledge through a pragmatist approach reflects 

grounded theory having an underpinning epistemology.  Nathaniel’s arguments and 

positioning of grounded theory within the pragmatism epistemological relationship 

offers a researcher a stance from which to discuss Glaser’s atheoretical positioning of 

grounded theory.  

 

Changes in methodological focus 

 Grounded theory’s evolving interpretations can influence which specific approach is 

used in a study (Morse et al., 2009).  Understanding the differences in these approaches 

helps to decide which particular interpretation will be chosen.  However, to make such a 
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decision, the researcher must first understand the split between Glaser and Strauss 

(Glaser, 1992), which has contributed to differences in the interpretation of and the 

development of epistemological diversity.  For over two decades Glaser has continued 

with the seminal work and its intention to be free from received view frameworks 

thereby maintaining a stance that supports grounded theory as a general method, which 

is atheoretical.  In contrast, Strauss moved grounded theory towards descriptive 

qualitative analysis (Strauss, 1987), an alternative methodological version, underpinned 

by the Chicago School of Sociology’s pragmatism and symbolic interactionism (Corbin 

& Strauss, 2008; Glaser, 1992; Strauss, 1987; Strauss & Corbin, 1990, 1998).  Since the 

initial divergence, there have been a number of interpretations of grounded theory.  

Strauss’s (1987) interest in developing qualitative analysis for the social sciences 

influenced his divergence from the original work.  Strauss and Corbin (1990, 1998) 

published alternate versions, aligning grounded theory to qualitative descriptive analysis 

(Glaser, 1992).  Grounded theory was also linked epistemologically to the naturalistic
9
 

paradigm owing to the emphasis on inductive strategies of theory generation (Denzin, 

1971; Denzin & Lincoln, 2003; Lincoln & Guba, 1985).  Several years later Charmaz 

(2000) used a constructivist epistemology to underpin her approach to grounded theory.  

Other versions, such as Schatzman (1991), deepened the modes of analysis by 

introducing dimensional analysis to grounded theory.  A recent version has been 

Clarke’s (2003) elaboration on the conditional matrix into a situational analysis 

grounded theory.  As new or modified versions of the methodology emerged, Glaser 

published reasoned accounts countering the ‘new’ version, comparing them to the 

seminal work.  Glaser consistently argues that the new versions are not grounded theory 

and are qualitative descriptive analysis (QDA) (Glaser, 2003). According to Glaser, 

there is only one grounded theory and that is the original Glaser and Strauss (1967) and 

Glaser thereafter.  Thus the co-originator split has enabled evolution of grounded theory, 

however with it, subsequent epistemological influences that according to Glaser,(1992, 

1998, 2005, 2011) have moved the method from conceptualisation to qualitative 

descriptive analysis (Glaser, 2003; McCallin et al., 2011).  

                                                 
9 Naturalistic inquiry is often interchanged with qualitative and interpretative inquiry.  Though subtle 

differences occur with each, for the purpose of this paper, naturalistic inquiry is deemed qualitative and 
interpretative. 

 



56 

 In classical grounded theory the methodology leads the researcher toward the 

objective nature of the emerging codes, categories and concepts.  Thus emergent not 

preconceived ideas are fundamental to the methodology.  Understanding the rationales 

and subsequent methodological divergence of grounded theory informs which choice of 

approach is made. The first significant shift to a symbolic interactionist theoretical 

perspective and qualitative description was Strauss (1987).  Glaser responded to the 

changes with the publication of Basics of grounded theory analysis, (1992).  Glaser 

argues that the Strauss and Corbin interpretation shifts the true emergence principle by 

emphasising preconceived assumptions and questions that influence data analysis.  This 

results in conceptual description that is, qualitative descriptive analysis (QDA).  The 

additional coding, the conditional matrix, and the assumptions of qualitative research 

inquiry force the data analysis and outcome away from theoretical emergence.  Glaser 

(2005) further elaborates on the impact of symbolic interactionism on grounded theory 

noting that it is a data type like any other used in the general method of the research 

process.  However, if symbolic interactionism is overlaid as a foundational theoretical 

perspective then the general method is lost.  Symbolic interactionism has possessed, 

impacted and dominated discipline related grounded theory research as a foundational 

theoretical perspective.  This influence has been accredited to Strauss and later Corbin’s 

ongoing interpretation of grounded theory.  Nursing for example connects to symbolic 

interactionism through its need for an ontological and epistemological perspective in 

research activities.  Despite this, Glaser argues “the quest for ontology and epistemology 

for justifying GT is not necessary...GT is simply an inductive model for research... a 

paradigm for discovering what is going on in any particular arena” (2005, p. 145).  

Applying symbolic interactionism as a foundation theoretical perspective transfers the 

assumptions, tenets and preconceptions of the theory to the analysis.  This leads to a 

conceptual description of what ought to be happening to participants in the data, rather 

than developing a conceptual rendering of what is happening that links the methodology 

to qualitative inquiry.  

 Similarly, the naturalistic inquiry paradigm provides a broad term to capture 

qualitative inquiry that is not specifically aligned to any particular theoretical construct 

(Denzin, 1971; Denzin & Lincoln, 2003; Lincoln & Guba, 1985).  Simply put, it is a 

disciplined inquiry conducted in natural settings (the substantive field of interest), using 

natural methods (interviewing or observation), in natural ways by people who have an 
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interest in what they are studying (practitioners).  The consequent methodology is then 

based on a pragmatic approach as to what best suits the discovery of the problem.  

Glaser argues that naturalistic inquiry assumes grounded theory is a form of qualitative 

data analysis (QDA). Glaser published Description’s remodelling of grounded theory 

methodology (2003) to counter the naturalist inquiry invasion into classical grounded 

theory.  He argues that qualitative inquiry’s goal is to produce description compared to 

discovery through emergence.  Linking the epistemological assumptions of naturalistic 

inquiry further erodes the classical grounded theory goal of emergent conceptual theory.  

Interestingly, it forces preconception, speculation, assumptive concepts, and researcher 

interests, that is, epistemological bias.  Glaser notes, “When GT procedures are laced 

with the exhaustive, abundant requirements of QDA methodology, GT becomes 

distorted, ... derails the knowledge, hence grounding of GT, of what is really going on” 

(2003, p. 4). 

 The second significant epistemological shift was by Charmaz (2000).  Her argument 

is that constructivist epistemological assumptions do underpin the grounded theory 

methodology.  Further, constructivism-focused publications continued the discussions on 

epistemology relative to interpretative and constructivist perspectives (Bryant & 

Charmaz, 2007).  In response, Glaser published Jargonizing: Using grounded theory 

vocabulary (2009) to argue Bryant and Charmaz’s publication continues to erode the 

original grounded theory version through remodelling and the use of vocabulary.  Their 

publication according to Glaser is a process for providing a modified grounded theory 

vocabulary relative to descriptive qualitative data analysis (QDA).  He used classical 

grounded theory principles, such as constant comparison to argue the case.  Glaser 

continues to argue “that all other versions leave out the two fundamental requirements of 

GT – no preconceptions and finding a core category” (2009, p. 74).  However, he argues 

the points from a methodological approach rather than an epistemological one.  

 Glaser (1978, 1998, 2001, 2003) has consistently stated that a theoretical 

perspective applied to grounded theory research erodes the basic principles of 

openness and emergence thus creating a conceptual description of the findings rather 

than a conceptual explanation.  Glaser notes “grounded theory provides a conceptual 

overview with grounded interpretation, explanations, impacts, underlying causes and 

so forth” (2003, p. 118), which makes the methodology complementary to either 
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qualitative or quantitative research approaches (Glaser, 1978; Glaser & Strauss, 1967).  

It can be used with any data, discipline, and theoretical perspective.  However, as 

stated previously, these cannot be overlaid onto the methodology.  Owing to grounded 

theory’s approach to be as assumption-free as possible to the research, using a 

theoretical perspective undermines its principles of openness and emergence.  

 Grounded theory is about discovering a social groups’ latent patterned behaviour 

that is used to resolve a main concern.  It is assumed that the main concern is a self-

identified problem that people find ways of dealing to, although they seldom discuss or 

acknowledge how they do it.  Arguably, the analyst interprets and conceptualises.  As 

explainable patterned behaviour is the outcome expected from the research, there is an 

assumption that a person is a socially organised and pattern making being, deriving 

meaning from actions and interaction, which can be discovered through a systematic 

analysis of empirical data (Nathaniel, 2011).  These patterns of behaviour are 

explained through a rigorous and systematic method.  The behaviours are 

generalisable.  This participant stays central to the research, although the aim of 

theoretical generation is to explain group behaviour patterns.  Thus subjectivity is 

maintained while the theoretical perspective is not central. 

 In summary, the epistemological debate is challenging. What is clear though is that 

classical grounded theory is inductive and participant-centred. Applying different 

frameworks to the methodology undermines grounded theory’s emergent nature.  I 

agree with Nathaniel (2011) and take the position that classical grounded theory has an 

epistemological stance that has ‘fit’ with Peircean pragmatist philosophy.  The 

scientific approach to empirical data conceptualised through pattern recognition, 

comparisons, hypothetical relationships, and the human perspective being central, 

relates as an epistemological underpinning for classical grounded theory, thus 

maintaining the assumption-free, atheoretical stance. 

 

Methodology 

 As stated earlier, the purpose of grounded theory is to uncover and explain hidden 

behaviours or basic processes that resolve the main concern of participants (Glaser, 

1978, 1998; Glaser & Strauss, 1967).  Glaser notes that the methodology is not linear or 
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a step-by-step procedural approach; it is messy and confusing.  The confusion is a 

necessary part of the process owing to its paradoxical nature between being a systematic 

process and having creative freedom (Glaser, 1998).  Glaser (1998) notes that staying 

true to the methodological principles of constant comparison, theoretical sampling, 

coding, and emergence, provides the researcher with a systematic process to achieve 

theory generation.  At the same time, the methodology facilitates creativity, and 

flexibility, along with freedom to explore those discoveries without overriding, 

constricting theoretical assumptions.  The aim of discovering a latent pattern of 

behaviour in a substantive area, conceptually explained in an emergent generated theory 

(Glaser, 1978, 1992; Glaser & Strauss, 1967), is linked to the maxim that “all is data” 

(Glaser, 1998, p. 8).  Preconception is always inherent in information and may influence 

data collection, analysis, and method. Yet the principle of conceptualisation lifts the 

theory out of the unit of analysis, the individual, so that the researcher develops a 

generalised theory of group behaviours in a particular area.  It is the theoretical 

explanation of the patterned behaviour that makes this methodological approach open to 

discovery, and facilitates emergence of a core process, which may be a basic social 

process. 

Basic social process  

 The basic social process emerged from the Glaser and Strauss (1967) seminal work to 

explain a considerable portion of the action that participants use to resolve their main 

concern.  Defined as “processural or process out, that is, they have two or more clear 

emergent stages” (Glaser, 1978, pp. 96-97), a basic social process is a type of core 

process which may be present in an emergent theory.  While a core process will always 

be present, not all will elicit a basic social process. Glaser notes that actions are “labelled 

with a ‘gerund’...  to give a feeling of process, change and movement over time” (1978, 

p. 97).  The gerund also helps direct the potential research question, which is ‘what is the 

basic social process’ that underlies the area of interest or main concern.   

 Two types of basic social processes can be identified in grounded theory: “a basic 

social psychological process and a basic social structure process” (Glaser, 1978, p. 102).  

The basic social psychological process (BSPP) indicates a social psychological process, 

which reflects a group patterned process such as, restoring.  The basic social structure 

process (BSSP), on the other hand, refers to a wider social process reflecting “usually 
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growth or deterioration” (Glaser, 1978, p. 102), such as routinisation or centralisation 

and decentralisation.  However, Glaser states a “BSSP may facilitate or be the social 

structure within which the BSPP processes” (Glaser, 1978, p. 102).  Within 

contemporary grounded theory the BSSP is assumed, as the research tends to 

concentrate on the BSPP to discover behavioural patterns that do not need the social 

structure to understand it.  Glaser reinforces basic social processes as a core process, as 

they are “pervasive since they are fundamental, patterned processes in the organisation 

of social behaviours which occurs over time and go on irrespective of the conditional 

variation of place” (Glaser, 1978, p. 100).  Cutcliffe (2005) elaborates on a basic social 

process describing it as a core process that explains how participants resolve their key 

social-psychosocial problem.  Identifying a core process is important, as not producing a 

basic social process, according to Glaser (1978), impacts the fit and workability of a 

theory and suggests that it is underdeveloped. To achieve a basic social process, the 

methodology is designed to structure how data is collected, analysed, and interpreted.  

Grounded theory has particular analytical tools that are important for developing a 

systematic, well-organised theory.   

   

Methodology process and procedures 

 The hallmarks of grounded theory include constant comparative analysis, 

theoretical sampling, theoretical coding, and theoretical sensitivity (Glaser, 1978, 

1992, 1998, 2005; Glaser & Strauss, 1967).  Procedurally, these provide the logic and 

organisation for data collection and analysis, minimising researcher bias and 

preconception.  The complexity of the methodology is reflected in its concurrent 

approach to data collection and analysis.  The simultaneity principle is characteristic of 

grounded theory, which brings about an innate complexity in data analysis throughout 

the research process. The interdependence of data collection, coding, analysis, 

conceptualisation, and memoing in theoretical generation is not a strict linear process, 

although these will be examined in a linear manner here.  

Constant comparative method 

 Constant comparative analysis is a central procedure to grounded theory. It is an 

ongoing process in which the researcher simultaneously collects and analyses data, 
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arranging it into codes and categories until a core process is identified.  According to 

Glaser and Strauss, “comparative analysis is a general method” (1967, p. 21).  Glaser 

further defines constant comparative analysis as:  

When the comparison is made between incident to incident, a category is 

generated (an index with meaning). To continually compare each incident to 

incidents and categories generates meaningful properties of categories... a far 

richer yield of concepts and relationships between them... A theory is 

generated (1978, p. 24).  

Speculative hypotheses emerge from the comparison of data, identifying the main 

concern, codes, and categories.  Once the core process is identified, further data 

comparisons take place in order to clarify and saturate it.  Data not relevant to the core 

process are discarded.  This systematic comparison of data enables the core resolution 

process to be discovered and verified.   

 The constant comparison method is underpinned by a concept-indicator model 

based on Lazarsfeld’s Interchangeability of Indicators Model (Glaser, 1978, 1998; 

Glaser & Strauss, 1967).  Conceptual specification becomes the focus.  Comparative 

analysis enables the researcher to develop conceptual hypothetical statements about the 

relationship between concepts.  Comparative analysis ensures similarities, differences, 

and degrees of consistency of meaning between incidents are confronted, thus 

generating an underlying uniformity to produce codes and categories with relevant 

properties.  The concept-indicator model requires categories and the properties of the 

theory to earn their way into the theory through the systematic organisation of data.  

The method ensures the concepts that form the conceptualisations and theory emerge 

from the raw data and the analytical process.  Highly regarded comparisons, that is, the 

connective relationships, increase the validity of the research process and findings 

(Boeije, 2002).  Verification of the analysis and conclusions, using constant 

comparison, links the generated theory back to the real world participant data.   

 Data is usually collected through interviewing and observation.  Interviewing in 

grounded theory has numerous factors to ensure relevant information is gained in the 

process and is congruent within the method.  The question type, style, manner of 

asking and recording of the answers are methodologically based.  Interviewing 
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according to Glaser (1978, 1998) should be undertaken using questions arising from 

the ongoing data analysis.  The constant comparison method happens within the 

interview as the researcher compares data with emerging codes, concepts, and 

hypotheses, complementing analysis that has already occurred with previous data.  

Interestingly, Glaser (1998) details the type and extent of data that may result from 

questioning.  Four data types are suggested.  Baseline data is first and is the most 

accurate information.  Properline data is second and refers to data whereby participants 

respond to the researcher, talking about issues they think the researcher wants to know.   

Third, interpreted data is where information is framed in a particular way to favour the 

professional view.  The participants respond to the professional viewpoint, even 

though it may be against their normal interpretation of the information.  Vaguing out is 

the final data type in which the participant does not wish to answer the question 

therefore responds in a very general manner.  Understanding the differences in 

participant responses helps to improve grounded theory interviewing skills and data 

collection. 

 

Theoretical sampling 

 Theoretical sampling is unique to grounded theory.  It is sampling that follows the 

emerging concepts that are part of the theory (Glaser, 1978; Glaser & Strauss, 1967).  

All data collection is controlled by the emerging concepts, categories, codes, and 

properties as theory develops (Glaser, 1978).  Theoretical sampling is “continuously 

tailored to fit the data and [is] applied judiciously at the right point and moment in the 

analysis... [the researcher] continually adjusts his control of data collection to ensure the 

data’s relevance” (Glaser & Strauss, 1967, p. 48).  Entering the field with an open mind 

supports theoretical sampling.  Glaser notes that a researcher using “theoretical sampling 

cannot know in advance precisely what to sample for and where it will lead” (1978, p. 

37).  The process of data collection according to Glaser (1978) is controlled by the 

emerging theory.  However, it is a joint process of analysis and coding, which are 

aligned with theoretical sampling in order to develop the theory.  

 The starting point of theoretical sampling, according to Glaser, is a context where 

“the initial sample is based on a general sociological perspective within the substantive 
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area” (1978, p. 37).  The participants’ interests are at the forefront as the researcher 

examines the understanding of people who experience the phenomenon.  The initial 

participant group has to be big enough to note emerging patterns, but small enough to 

allow semi-directional interviewing to clarify emerging categories.  Theoretical 

sampling is based on the inductive-deductive logic (Glaser, 1978).  The aim is to 

induce concepts and categories from the gathered data through constant comparison.  

The emerging codes and properties then direct further data collection to theoretically 

develop the properties and hypothetical connections.  Deduction in grounded theory is 

according to Glaser “used to derive from induced codes conceptual guides as to where 

to go next “ (1978, p. 37).  This also ensures the emerging codes and concepts have fit 

and relevance through testing them in the field with the participants.  This continues 

until the core process explaining the main concern is clear. Ongoing sampling and 

interviewing of participants adds clarity and density to the core process and related 

properties only.  When full theoretical saturation is reached, sampling stops. 

 Theoretical sampling suggests that participants have a dual role in the interview 

process.  Underpinned by the inductive–deductive logic, participants provide 

information for constant comparison analysis, the inductive aspect.  This inceptive role 

provides a large amount of data.  This is where codes are generated and hypotheses 

developed.  The new data gradually reduces as more participants are sampled, until 

new information is no longer offered.  However, the deductive aspect elaborates on 

where next and with whom further data should be obtained.  The second function for 

the participant in the interview is the governing role.  This is where the induced codes 

and hypotheses are tested with participants through the clarification of emerging codes, 

subprocesses and core process.  This governing role increases once the core category 

has emerged.  Participants are theoretically sampled to saturate the core and related 

categories and properties that have fit and relevance to the main concern.  Therefore, 

the inceptive phase is used primarily to collect data to add to the emerging codes, 

categories, and theory.  The governing role aims to clarify those emerging codes, 

categories, and theory.  This dual role in turn functions as a regulator for ‘fit and 

relevance’ to the emerging substantive theory and interviewing process.  Figure 1 is a 

diagrammatic representation of my interpretation. 
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Figure 1. Participants’ dual role in sampling 
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Coding – open, selective and theoretical  

 Grounded theory coding has two phases and types. An initial open coding is 

followed by a selective phase.  Theoretical coding is the second type and usually 

emerges towards the end of the theory generation.  The first phase of analysis 

following interview is to code the raw data.  Seeking commonality among the data 

means possible relationships can be made under broad headings.  These codes and later 

categories are flexible and open to change, and subject to further refinement as the 

analytic process advances.  In initial open coding raw chunks of data are sorted for 

similarity.  Thus the data is fractured (Glaser, 1978, 1998).  This data-dependent 

substantive coding continues using constant comparisons until categories emerge.  

Fracturing the data forces any researcher-preconceived notions and ideas to be 

examined.  Open coding according to Glaser, allows the analyst the full range of 

theoretical sensitivity to take a chance on generating codes that may have fit and work.  

Glaser’s three coding questions are constantly used when analysing the data.  These 

questions include, What is this data a study of?  All data has relevance; however it may 

not be seen immediately by the researcher.  If data is relevant to the participant, it has 

value within the theory.  The second question is: What category does this incident 

indicate?  Asking this question focuses the researcher on how data relates to other data 

and codes, and encourages inductive thinking.  The third question is: What is actually 

happening in the data?  This has a twofold purpose.  One is to search for the main 

concern and the processing of it by participants.  Second, the question encourages the 

researcher to focus on the patterns emerging amongst the incidences and encourages 

conceptual thinking.  Glaser’s intention is to focus the researcher on emerging patterns 

that yield codes, which will assist in conceptually rising above detailed description 

(Glaser, 1978, 1998, 2011). 

 The second phase of the coding process is selective coding.  The core process has 

emerged, further data collection and analysis centre on saturating the core process and 

its relevant properties through delimiting data collection to these specific areas.  By 

delimiting the core process the theory is refined to a parsimonious scope, as irrelevant 

data is discarded and only information relative to the emergent theory is gathered.  

Selective coding also provides an opportunity for gaps in the theory to be examined 
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allowing further collection or testing of concepts to be undertaken.  Conceptualisation 

of the substantive codes which are integrated into a coherent theory is underpinned by 

the second aspect of grounded theory coding.  Theoretical coding is an abstractive 

process which centres on the use of coding families to “weave the fractured data back 

together again” (Glaser, 1978, p. 72).  

 Glaser notes that often theoretical coding is confused with substantive coding, 

stating that “substantive codes are the categories and properties of the theory which 

emerge from [the] conceptual images [in] the substantive area” (2005, p. 11).  In 

contrast, “theoretical codes conceptualise how the substantive codes of a research may 

relate to each other as hypotheses to be integrated into a theory.  They, like the 

substantive codes, are emergent” (Glaser, 2005, p. 2).  Theoretical codes are “abstract 

codes that allow the researcher to talk substantive categories and properties while 

thinking theoretically” (Glaser, 2005, p. 2).  Glaser notes that theoretical codes from all 

fields and their perspectives along with staying open to them will enrich the grounded 

theory.  It is important to study beyond one’s own discipline or field to learn as many 

as possible.  Theoretical coding is relevant during the sorting and write up of the 

theory.  The appropriate code emerges as a framework with which to write up the 

hypothetical and integrative relationships of the substantive codes, concepts, and 

categories to the core process that resolves the main concern.  Interestingly, suitable 

theoretical codes may emerge as the researcher develops theoretical sensitivity and 

engages in ongoing reading.  

 

Theoretical sensitivity 

  A person enters a study with personal experience and knowledge of the area, but 

according to Glaser (Glaser, 1978), if the researcher does not have relevant theoretical 

sensitivity an insubstantial grounded theory may result.  Theoretical sensitivity 

according to Glaser is “an ability to generate concepts from data and to relate them 

according to the normal models of social theories in general, and development in 

sociology, in particular” (1992, p. 27).  Glaser (1978, 2005) further elaborates that 

many different fields contribute to theoretical sensitivity.   The first step in acquiring 

theoretical sensitivity is to enter the research setting with as few pre-determinations as 
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possible, so that the researcher can conceptualise and formulate a theory as it emerges 

from the data (Glaser, 1978, 1998).  Theoretical sensitivity is increased through the 

researcher being cognizant with literature, knowledge, and experience that deals with 

the kinds of variables and associated general ideas that can be used in the analytical 

process.  This means the analyst reads widely in the substantive and related fields 

(Glaser, 1978).  To achieve the “necessary theoretical sensitivity” (Glaser, 1978, p. 1), 

the researcher needs two essential characteristics.  Firstly, he or she needs to have a 

personal and temperamental bent to maintain analytic distance, tolerate confusion and 

regression, while remaining open, trusting to preconscious processing and to 

conceptual emergence (Glaser, 1978, 1998; Glaser & Strauss, 1967).  Secondly, the 

researcher must have the ability to develop theoretical insight into the area of research, 

combined with the ability to make something of the insight.  In general, the researcher 

needs the ability to conceptualise and organise, make abstract connections, visualise, 

and think multivariately (Glaser, 1978, 1998), especially while using the constant 

comparison method.  Age and experience do not necessarily equate to theoretical 

sensitivity, as it is an ongoing activity which develops over the years through being 

open to multiple viewpoints, reading and going outside one’s comfort zones. 

 When a professional framework or theoretical construct is assumed by a researcher, 

as a theoretical perspective, this does not use theoretical sensitivity appropriately, as 

this is likely to create emergent implications.  However, when the framework is 

perceived as potential data, openness is increased.  Researcher involvement and 

preconception arguably arise from experience and knowledge that comes from 

working in the field of interest.  The maxim of remaining open and avoiding 

predetermination according to Glaser is “the first step in grounded theory [that] is to 

enter the substantive field for research without knowing the problem” (1998, p. 122).  

Thus, suspending experience, including knowledge of the professionally related 

literature minimises the received aspects of the topic.  To stop the researcher coming 

into the field with a professionally specific question, Glaser suggests that by laying 

aside previous knowledge, the emergence of the participant issues and resolution is 

supported.  This improves the conceptual ability to see beyond current professional-

based thinking, and limits non-participant related problems that might be forced onto 

the data process.  However, it must be acknowledged that experience and knowledge 
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can assist with theoretical sensitivity. Thus conceptualisation needs to be seen in such 

a light.  

 

Generating a substantive grounded theory 

 The grounded theory analysis process is determining the essential relationships 

between data and emerging theory.  A conceptual code abstracted from raw data 

moves it from the concrete description to the abstracted, contextually free 

conceptualised name. Theory generation is developing hypothetical relationships 

between conceptual codes until one core process consistently relates to all other 

processes.  It requires induction and deduction.  The inductive phase is the researcher’s 

coding and conceptualising from the participant data.  The deductive aspect is the 

testing of the inducted concepts through theoretical sampling.  Glaser (1978) suggests 

that the inductive-deductive approach is a complex thinking process.  Carefully 

grounded inductions such as naming concepts, properties, or categories are verified 

through deductive sampling.  This process promotes improved data sources for further 

induction.  The inductive-deductive process delimits the study to finding the core 

process to resolve the main concern and is underpinned by the principle of parsimony. 

 Choosing the simplest explanation of a phenomenon is the one that requires the 

fewest leaps of logic. Parsimony has a preference for the least complex explanation for 

an observation (Honderich, 1995), as does the emerging concept explaining the hidden 

pattern of behaviour, which resolves the participants’ main concern.  The resolution 

process comes from the data.  Therefore, let the data speak for itself.  The theory then, 

has fit, relevance, and works for the people, and can be modified when new data are 

applied. 

 

Conceptualisation 

 Conceptualisation is a core premise of grounded theory (Glaser, 2001).  The 

generation of emergent conceptualisations into integrated patterns, denoted by categories 

and their properties, are woven together in the theory.  Conceptualisation has two 

primary properties.  First is that concepts are absent of time, place, and people 
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properties, and second, concepts have enduring grab (Glaser, 1978, 1998, 2001).  This 

conceptualised approach to naming patterns emerging during data analysis has “imageric 

meaning” (Glaser, 2001, p. 10).  Arising in a named pattern, imageric words have grab, 

capture and fit the conceptual image.  Concepts describe something significant at a 

different level of thinking.  To enhance conceptualisation during a grounded theory 

study, a researcher needs to be cognizant of three facets that assist with conceptualising.  

The first is theoretical sensitivity; second, theoretical coding families; and third, is 

theoretical sampling.  

 As already noted, Glaser has argued frequently that conceptualisation is compromised 

when theoretical or professional frameworks are overlaid on the grounded theory process 

(1978, 1992, 1998, 2001, 2003, 2005, 2011).  This impacts conceptualisation at an 

abstractive level and keeps analysis at a descriptive level.  While suitable for some 

research purposes, it is not congruent with the classical grounded theory approach.  In 

conceptual description a concept is described continuously rather than constantly 

compared.  When incident to incident comparison is not based on the interchangeability 

of indices and conceptual saturation, its conceptual properties are not forthcoming, but 

detailed descriptively.  Glaser (1992, 2001) refers to this process as qualitative 

descriptive analysis (QDA).  Glaser states that conceptualisation is only achieved 

through rigorous adherence to the classical approach.  That is to analyse line by line, 

carefully comparing incident to incident, then concept to concept, and constant 

theoretical sampling, which ensures that the theory is conceptual.  A significant and 

valuable process to assist with conceptualising is memoing.  This captures the thinking 

that accompanies analysis.  

 

Memo writing 

 Memoing is a central tool in the grounded theory process (Glaser, 1978, 1998).  

Memo writing is the articulation of a systematic and extensive writing process 

concerning the theoretical development of the data and the conceptual connections 

between categories (Glaser, 1978, 1998; Glaser & Strauss, 1967).  Memoing helps the 

researcher achieve a conceptualisation that rises above description of the data and 

develops defining properties of categories.  Working in conjunction with constant 
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comparative analysis, memoing adds to the coding and theoretical emergence of 

concepts.  Memoing according to Glaser should be a continuous activity, 

simultaneously occurring whether the researcher is actively analysing or pre-

consciously reflecting, thus ensuring theoretical developments are captured.   

 Writing memos enables the researcher to keep a “memory fund” (Glaser, 1978, p. 

86) of developing ideas and thoughts during analysis.  The tracking of ideas captures 

the moments of insight and clarity through the multiple phases of the research.  In 

addition, the researcher must interrupt analytic activity to label the thoughts and 

insights arising from being immersed in the data.  Ideas need to be identified 

immediately when they arise simultaneously with coding, demonstrating potential 

connections and relationships.  As analysis continues, memos display the emerging 

relationships, substantive and theoretical codes and the shift from the concrete coding 

to the theoretical abstraction of ideas.  Memo maturity ensures appropriateness of 

concepts and properties when reviewed for saturation and delimiting of their 

relationships to the core resolution process.  The relevance of the core process for the 

main concern is conceptualised and assured (Glaser, 1998) and confirmed repeatedly 

in the memoing process.  Sorting of memos is followed by the writing up of the theory.  

This is the “epitome of the theory generation process” (Glaser, 1998, p. 187).  Sorting 

the conceptual build up of the theory from the continual memo writing, prepares the 

researcher for the write up.  The sorting demonstrates the progress through the theory 

generation, how it emerged and was saturated to ensure fit, relevance and workability.  

 Lastly, Glaser (Glaser, 1998) warns against using technology to support memoing.  

He believes that using prescribed technological programmes could inhibit the ability of 

the researcher to freely capture thoughts and ideas.  Using hand written notes captures 

the immediacy of the thinking, whereas a computer programme has the potential to 

stifle creativity.  Scribbles, quick jottings, and simple words can reveal more to the 

researcher than the computerised programme, which may require a specific format to 

be followed.  Formats may limit the freedom to pursue emergent ideas.  Free thinking 

is the ultimate aim of memoing.  Anything that stifles that creativity can inhibit the 

abstraction of ideas and reduce full conceptualisation to description thus impacting the 

credibility of the theory.  
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Credibility and rigour  

 Credibility and rigour will be discussed in Chapter Four.  However, the principles 

ensuring trustworthiness of the theory are mentioned here. Glaser and Strauss (1967) 

point out two potential issues in conveying credibility of a grounded theory study.  First, 

is getting the reader to understand the theoretical framework, and second, is how to 

describe the data studied so vividly that the reader can ‘see and hear’ the participants, in 

relation to the theory.  In the seminal work, Glaser and Strauss note that “grounded 

theory has been developed in order to facilitate its application in daily situations… 

requires developing a theory with (at least) four highly interrelated properties” (1967, p. 

237).  The properties include, (a) theory must fit closely with the substantive area, (b) it 

must be understandable by all levels, (c) it must be general enough to be applicable to 

diverse situations within the substantive area, and (d) it must allow the user partial 

control over the structure and process of situations as they change through time.  Glaser 

(1978) notes that fit, relevance, and workability are essential elements for credibility.  He 

elaborates that a fourth criteria, modifiability is also relevant for credibility.  

 The fit relates to the everyday activities within the substantive area, induced from the 

data that supports the theory without the influence of preconception, overt and covert, 

that may end up forcing the theory.  The fit and workability concepts of classical 

grounded theory are important to get at what is going on in the processes of the 

substantive area.  A theory must apply to the situation and work when put to use.  Fit is 

determined by the categories being readily applicable to and indicated by the data.  

Workability is determined by the meaningfulness and relevance to the explanation of the 

behaviour under study.  Relevance is the applicability to the situation and participants.  If 

the theory can withstand modification and reformulation, it is grounded and intimately 

linked to the data.  It is minimally interpreted, not preconceived or forced, just 

inductively emerged from the data (Glaser, 1978, 1998; Glaser & Strauss, 1967).  If the 

four criteria are met, credibility and rigour are established.  
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Positioning the research in Glaserian grounded theory 

 The decision to use classical grounded theory as a research method has been an 

interesting journey.  I studied the method in the professional doctorate that provided 

opportunities to explore different research methodologies, to find one that suited both the 

topic, and supported my personal strengths.  Following an initial examination of 

grounded theory, many useful discussions with my supervisor, and a sideways 

exploration of mixed methods, I finally selected Glaserian grounded theory as the most 

relevant method for the topic and my persona.  Glaserian grounded theory has structure 

as well as flexibility and creativity.  It balanced my need for process and challenged me 

to step outside of my professional understandings.  Well versed in quantitative 

epistemology from a professional domain, the prospect of uncovering something 

unknown was intriguing.  

 Reading, talking, and exploring grounded theory cemented my choice of the method. 

Reading about alternative types of grounded theory was interesting.  Strauss and Corbin 

appeared complicated and restrictive and seemed less creative.  Charmaz’s constructivist 

approach, plus Schatzman’s dimensional analysis did not appeal to me.  The elements of 

preconception and the need to follow the underpinning assumptions resulting in 

descriptive outcomes seemed limiting.  Wide reading, alongside discussions with my 

supervisors developed further my understanding of the classical approach.  Attending 

two grounded theory workshops at Mill Valley in 2011 and 2012, run by Dr Barney 

Glaser, augmented my learning, as I engaged with the co-originator of the methodology, 

the Fellows of the Grounded Theory Institute, and other international students using 

grounded theory.  

 

Summary 

 Examining the potential philosophical foundation that underpins classical grounded 

theory has demonstrated relationship complexity related to epistemology, theoretical 

perspective, and methodology.  A number of arguments have been reviewed to locate 

classical grounded theory epistemologically.  However, classical grounded theory’s 

inherent assumptions are its participant-centred perspective throughout the research 



73 

process.  This assumes no predetermination, only the interaction of participant and 

their world.  Epistemologically, grounded theory is intentionally atheoretical and does 

not answer to others’ ways of knowing.  Yet, Peirce’s pragmatist philosophy offers an 

epistemological base for classical grounded theory.  Peirce perceived that real things 

are independent of our opinions of them, and through the advantage of perception we 

can ascertain by reasoning, how things are.  Classical grounded theory is about what is 

real for the participants, which could be discovered through analysis of their data.  The 

practical application of a hidden pattern of behaviour to self-identified problem 

resolution aligns with Peirce’s pragmatic reality. Epistemologically, Peircean 

pragmatism could underpin grounded theory, as the capacity to remain open ensures 

the participant remains central to the theory emergence not an overarching framework.   

Application of the grounded theory methodological principles relative to this study is 

discussed in the next chapter. 
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Chapter Four 

Applying process: Doing grounded theory  

Introduction  

 The doing of the study relates to how the research process unfolded, what worked 

and the challenges that arose while discovering the core process and generating the 

theory.  This chapter examines applying grounded theory in practice and presents 

process development and understanding of the theory’s generation.  The initial 

beginnings outline a brief overview of the academic requirements to undertake the 

study and the ethical issues that were considered in order to access the participants.  

This section also presents starting the process of collecting and analysing data, and 

highlights the issues that arose in the initial stages.  The next section, moving forward, 

demonstrates increasing confidence in applying the method.  At the same time, the 

confusion and complexity of coding, analysis, and conceptualisation had reached a 

point where the main concern and a potential core process were identifiable.  

Strengthening the core process details the theoretical sampling and further clarifies the 

generation of the theory.  Rigour and process problems are discussed accordingly.  The 

following diagrammatic overview of the method processes demonstrates doing 

classical grounded theory within this study (Figure 2).  Developing a diagram has a 

threefold purpose for understanding the method (Artinian, Giske, & Cone, 2009).  

First, it helps illustrate the process over time.  Second, a diagram provides structure for 

organising the process, and third, it visually presents my understanding of the process, 

to the reader.  
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Figure 2. Applying the grounded theory method 
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The initial beginnings 

 In this study, particular attention was given to informed consent, privacy, 

anonymity, and confidentiality especially as I was working with older adult 

participants, who are considered vulnerable.   Obtaining ethical approval to conduct 

research on potentially vulnerable participants in New Zealand is tightly governed by 

legislative and regulatory processes (McCallin, 2010).  To meet the strict criteria, how 

I advertised for participants and gained their consent to participate in my research had 
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to meet socio-cultural regulations and standards.  Therefore, all consenting procedures, 

managing potential risk and vulnerability, how privacy, confidentiality and anonymity 

would be managed, had to be detailed.  I was also responsible for ensuring that 

participant safety was managed in a way that met methodological relevancy and 

academic propriety.   

 DePoy and Gitlin (2005, 2011) suggest the involvement of vulnerable people in 

research has twofold aspects.  First, excluding vulnerable people who are at risk related 

to their health condition, intellectual competence, comprehension, psychosocial 

stressor, or setting, may restrict information gathering, thus compromising 

generalisability of the research through underrepresentation of that group.  This 

impacts knowledge development.  Hence, these elements were considered as part of 

the inclusion and exclusion criteria for this study.  The second aspect is the potential 

for coercion, when trying to include people who may be considered to be vulnerable, 

in a study.  The research information, how it is written and given (verbally and / or in 

writing) must support the relevant decision making abilities of the participant.  Again, 

this was reflected in the inclusion and exclusion criteria.  Vulnerable participants are 

often highlighted in the ethical submission and are subjected to particular scrutiny 

from the approving ethics committees.   

 Ethical approval for this study was sought from the Northern Regional Ethics 

Committee, along with the University’s Ethics Committee
10

 (AUTEC) (Appendices 1 

& 2). Institutional Ethics Committees, such as AUTEC are accredited by the Health 

Research Council of New Zealand.  The following documents were submitted and 

approved:  a participant information sheet, detailing the purpose of the research and the 

type and level of involvement required (Appendix 3); the consent form (Appendix 4); 

support group contacts in case issues arose during interview and follow up was 

required (Appendix 5).  A supervising cultural advisor was obtained to oversee that the 

principles of the Treaty of Waitangi
11

 were maintained to ensure cultural relevance 

throughout the research project. 

                                                 
10  AUT University grants approval to the primary supervisor of the study, not to the student. 

11 Further information on the Treaty of Waitangi can be found at www.treatyofwaitangi.govt.nz 
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 Research ethics within the New Zealand socio-cultural context aim to protect 

participants and are guided through the Health Research Council of New Zealand 

[HRC], (2005).  This is critical because historically, health research activities denied 

informed consent, which resulted in detrimental health outcomes for a number of 

participants
12

.  Protection of research participants also includes consideration of the 

Treaty of Waitangi (1840) that cements the relationship between the indigenous people 

(Maori) and the crown.  Three key concepts of this Treaty are partnership, participation 

and protection that are sanctified in law and are enculturated into all social and 

political life within New Zealand.  This includes health related research activity 

(Ministry of Health, 2006).  The sanctification of the Treaty of Waitangi principles and 

protection of participants in health research ensures participants’ rights are respected 

and supported through the ethics submission and ongoing study.  Ethics committees 

have the legal obligation to ensure that participant rights are protected, potential harm 

is minimised, and that ethical principles are integrated into the study design (Ministry 

of Health, 2006).  

 Managing informed and voluntary consent is a key principle in gaining ethical 

approval.  DePoy and Gitlin (2005, 2011), for example, define informed consent as the 

process in which participants are approached, informed and recruited, through the use 

of written information detailing the purpose and scope of the study.  As the researcher, 

I was responsible for producing recruitment notices, information sheets, and a consent 

form based on the principles underpinning informed and voluntary consent.  

Interestingly, Glaser (1998) argues against using consent forms, as they have the 

potential for participants to properline information.  However, research activity cannot 

take place in New Zealand without appropriately informed consent. Glaser recognises 

the pragmatic reality of ethical requirements and advises students to “just do it! Get the 

[grounded theory] experience, do not fight windmills...” (1998, p. 19).   

 To meet legal and socio-cultural facets, I made sure participant protection and 

respect for their rights met both Ethics Committee’s approval standards.  Through this 

process the rights to privacy and confidentiality are outlined along with how specific 

                                                 
12  The Cartwright (1998) Report of the cervical cancer inquiry outlines the unfortunate experiments carried out on women 

without their consent.  The Health & Disability Commissioner Act (1994) The Privacy Act (1993) and Health 

Information Privacy Code (1994), and Code of Consumer Rights (1996) all resulted from this original inquiry.   McCallin 

(2010) has succinctly outlined the historical events and resultant actions.    
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social or cultural sensitivities would be managed.  Privacy factors are protected under 

law in New Zealand ("Health Information Privacy Code," 1994; "Health Information 

Privacy Code," 2008; "Privacy Act," 1993).  Therefore, as the researcher, I ensured 

that all information obtained throughout the study was used for the purpose of its 

collection and for the protection of the participants.  At the same time, methodological 

design determines the level of identification of participants. However, as this was a 

grounded theory study, participant-specific information is minimised through 

conceptualisation, which removes individual identification and increases anonymity.  

Participant quotes are managed through non-specific identifiers and therefore maintain 

confidentiality.    

 The confidentiality aspect supported the ethical and privacy elements through the 

study’s information management.  To maintain security of information during the 

research, all participant consent forms were locked in a secure office.  Participants 

were given copies of consent forms when requested, and a note made if a follow up 

report at the completion of the research process was requested.  All computer data 

were password protected.  Participant information, to preserve anonymity, such as 

individual interviews, was coded to number and year, for example, (#3/2009).  Any 

quotes used within the study follow this coding method.  Participant identity could not 

be linked directly to data other than through me or my primary supervisor.  A further 

aspect of confidentiality management during research was how and where I contacted 

and interviewed participants.  Where possible, all interviews were conducted in a 

participant selected area that was chosen to limit others overhearing the conversation.  .   

 Methodological design is part of the ethics submission, which is also reviewed for 

potential harm, risk or potential for poor outcomes for participants (McCallin, 2010). 

The minimisation of risk to participants through the recruitment and data collection 

management also recognises the need for research honesty.  The potential risks to the 

research itself arise from deception, lack of truthfulness, research adequacy, conflicts 

of interest, and respect for intellectual property.  DePoy and Gitlin (2005, 2011) note 

three specific ethical considerations in a study.  These include the rights of the 

participants, which have been discussed previously, the conduct of the researcher, and 

the question and design of the study.  It may be considered that the ethical framework 

for participant protection also engineers the process through which the information 
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will be analysed, interpreted, and presented.  Therefore, staying true to the grounded 

theory principles and design ensured the participant information would be 

appropriately managed ethically and methodologically.   

 Interestingly, academic honesty accompanies the ethical process with reference to 

misconduct by the researcher. The use of information gained from the participant is 

governed relative to socio-cultural standards. Moreover, methodological management 

of the information, along with academic presentation, is included in the ethical 

principles relative to research activity.  New Zealand universities have governing rules 

and regulations regarding deception, truthfulness, conflicts of interest, and plagiarism 

when undertaking an academic study.  Management of these aspects occurs through 

the rigorous application of the university’s handbooks, guidelines, and relevant 

referencing style.  

   

The participants 

 This study was undertaken in a large metropolitan city in the North Island of New 

Zealand.  National databases such as the Accident Compensation Corporation and the 

Ministry of Health indicate a large proportion of people are discharged back to 

community settings, following hip fracture.  However, this group has significant levels 

of diversity relative to age, cognitive ability, residence type, and time since injury 

(Accident Compensation Corporation, 2005; Ministry of Health, 2004, 2011).  The 

inclusion criteria were that participants needed to be 65 years or over, as this was the 

recognised national classification of an older adult (Accident Compensation 

Corporation, 2005); had a history of hip fracture; were living in the community; and 

were willing and able to tell their story about recovery.  The minimum time a post 

injury interview could be conducted was set at three months or over.  Usually older 

adults have returned to the community then.  

 A decision was made not to include participants who were still in an acute care or a 

short term rehabilitation hospital.  DePoy and Gitlin (2005, 2011) suggest that 

vulnerable people may feel coerced into participating in a research activity owing to 

the acute care environment and their perception that not contributing may impact care.  

Also, the rationale included consideration of the potential for participants to properline 
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while still in care
13

. Glaser (1998) suggests properlining occurs when participants tell 

the researcher what they think he or she needs to know rather than talking about what 

is actually happening.  Other exclusion criteria included individuals with cognitive 

issues.  A significant portion of older adults with hip fracture live in institutionalised 

care and have age related cognitive decline.  In many instances this is a contributing 

factor to the injury (Accident Compensation Corporation, 2005).  Their experience of 

the recovery process and concerns therefore, were likely limited.  The story of their 

recovery would be dependent on proxy views from their families and caregivers.  To 

include this group in the study may have impacted the principle of participant-centred 

grounded theory.  Therefore they were excluded.  

 The sample group was a total of sixteen participants with twenty-one interviews 

completed.  Participants were sourced using formal and informal networks.  All 

participants were interviewed at a day, time, and location of their choice. Several were 

interviewed a second time as part of the theoretical sampling process, once the basic 

social process was identified. Co-existing health conditions and supports were fairly 

evenly spread with little significant bias.  The age range demonstrates an older 

population with the majority living in the community.  This presented a challenge in 

recruiting participants.  Details about the sample group are presented in the following 

Figure 3. 

 

 

 

 

                                                 
13  This decision was based on my experience and knowledge in clinical practice  
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Figure 3. Sample group of participants' recovering from hip fracture 
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 An important factor in grounded theory is to ensure an appropriate number of 

participants are sampled to identify the main concern and how it is resolved.  Glaser 

discusses the issue of going outside the substantive area before the core process has 

been stabilised as a potential to undermine the “emerging theoretical framework” 

(1978, p. 50).  To determine that the relevant number of participants has been reached 

and a stable core process achieved cannot be predetermined.  Making assumptions that 

participants within the substantive area would be available for sampling undermined 

the process of accessing them.  Operational issues will be discussed later; however 

reaching the core process through theoretical identification was possible with a smaller 

than anticipated sample group.  Moreover, during open coding, the main concern and 

relevant processes emerged quickly even with a small initial group of participants.  

Verification, correcting and saturation of the concepts continued with ongoing initial 

sampling until the core process was stabilised.  Staying within the confines of the 

substantive area ensured relevance, fit and workability (Glaser, 1978).   
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 Delimiting of the data to one core process occurred prior to selective sampling. 

However, more than one core process may be present in the data (Glaser, 1978).  

Selecting which relevant core process had to be based on the data analysis and the 

theorising at the time.  Even within this small sample group, an obvious core process 

was identified and followed through to selective sampling.  But, in later analyses, after 

deeper thought and some supervisory challenging, the initial core process selection 

was determined to have a limited fit, which is discussed later in the chapter.  The 

decision that the initial core process was not appropriate was finally demonstrated in 

the first write up.  The telling of the story of how participants resolved their main 

concern did not fit with the initial core process.  This illustrated the length of time a 

particular version of the theory dominated my theoretical thinking.  In hindsight, a few 

more participant interviews may have minimised this presumptive core process 

selection.    

 

Starting the process 

 An initial sample group had been identified along with a broad question with which 

to start the first data collection and analysis.  The original intention to recruit using a 

number of channels, such as flyers in general practitioner surgeries, hospital outpatient 

clinics, and word of mouth met with varying levels of success.  The general 

practitioner surgeries and outpatient clinics had very limited support from their parent 

organisations.  They either required their own in-house research application process or 

each placement was to be contacted individually.  For the latter, this meant multiple 

contacts of over one hundred plus practices all over the city.  An alternative approach 

to advertise for participants using the parent organisation in-house electronic network 

system also met with little success.  Eventually, informal networking through 

professional and personal contacts enlisted two participants.  At the same time, visiting 

retirement village complexes and posting flyers in their common rooms or health 

clinics increased initial participant numbers.  A further four were recruited for the 

study.  

 Open coding and memoing commenced from interview one (Appendix 7).  Initial 

codes were plentiful and came fast during analysis of the first six interviews. Examples 
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of codes within the interviews included: chronic conditions, activity, restrictions, loss, 

support, positive attitude, expectations, and sameness. Initial categories were 

developed, for example, pacing, overcoming, and normalising. These terms were 

conceptually represented in the data text and seemed to have meaning in relation to the 

emerging processes. Tentative relational hypotheses were developing.  For example, 

attitude is influenced by a person’s life history; attitude is a mindset; the perception of 

losing control of activities impacts recovery progress; perceived loss of control is 

determined by life history; and the sanctity of independence is influenced by perceived 

loss of control. 

 However, it soon became evident that coding was biased towards mobilisation and 

functionality, all professional interests.  Returning to the interviews a number of times, 

it was obvious that the general talk within the interviews had been overlooked.  

Initially, this data had seemed insignificant when I was preoccupied with mobility, 

which is important from a professional view point.  Interestingly, words and phrases 

that were relevant to the participants, such as, family values, social history, or current 

life, had been ignored in the beginning, owing to my professional interest.  After many 

weeks of thinking, I re-immersed myself back into the data and began to look at the 

information with an increasing openness.  I gradually recognised my tendency to force 

data towards a professional direction.  Supported by ongoing conversations with 

supervisors and continued reading of methods books made the preconception more 

noticeable.  After many months of continued re-immersion in the data, remaining open 

to what was happening in the information, minimisation of professional bias occurred.  

Slowly, my preconceived ideas of hip fracture recovery faded.  

 On reflection, these first few interviews contained the basis of the core process and 

the theory, even though it was not obvious to me at the time.  Each interview analysis 

and memoing followed Glaser’s (1978) three question format relating to what the data 

was about, incident or concept relationships, and what was happening in the data.  At 

the conclusion of the interview, my general thoughts about what had happened within 

the interview were noted.  Field notes taken during the interview and my thoughts 

were combined to produce codes and memos.  Key words and codes were handwritten 

on post-it notes and pinned to a cork board.  These were continuously moved around.  

Along with the corkboard, thinking and analysis were presented as flowchart diagrams 



84 

to capture the analysis at that point in time.  This helped to illuminate the potential 

main concern of the participants, subprocesses and their properties, and a core 

resolution process.  An early example is Appendix 6.  Notebooks were utilised as well 

to illustrate my theoretical thinking, methodological understanding, and reflections on 

reading.  These approaches produced open codes, potential gerund processes, and a 

main concern from the first six participant interviews (Appendix 7).  These techniques 

were used throughout the study. 

 At the completion of the six interviews, a problem recruiting further participants 

was encountered.  There was no further response to the informal and formal 

networking that had been initially established.  Continued access to retirement village 

complexes through a phone call or visit recruited two more people.  Contact was made 

with local newspapers and older people’s organisations.  Advertising was possible 

however costs were prohibitive.  The Aged Concern Organisation did publish a small 

advertisement through their regional newsletter, which had one or two responses.  

However, these calls were more to gain information for the caller, or related to elective 

hip replacement surgery, not recovery from a fractured hip.  Another avenue of 

recruitment was required. 

 In order to manage the problems of recruitment, approval was gained from the 

Northern Regional Ethics Committee to change the participant recruiting conditions to 

include access to local hospitals (Appendix 8).  A follow up letter was sent to the local 

hospitals to seek their approval as well (Appendix 9).  Of the three hospitals contacted 

only one gave approval to recruit. Recruiting occurred in collaboration with the Charge 

Nurses of older adult units.  They acted as an intermediary and identified suitable 

participants to be contacted.  I then approached potential participants, described the 

research, and left an information sheet with the person.  If they had agreed to 

participate, I followed up at three months with a phone call to confirm if they were still 

willing to participate in the study.  All affirmative responses resulted in a day and time 

for interview.  This new process recruited a further eight participants.  

 The first six interviews were taped and transcribed.  The remaining 15 interviews 

were taped only.  Field notes and memos of these later interviews were written.  Being 

able to return to recorded data, not only provided security, it also improved my ability 

to code and conceptualise for theoretical development.  Nevertheless, interviewing 
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participants for a grounded theory study is a learnt skill and required patience and 

ability.  Grounded theory interviews consist of numerous factors to ensure relevant and 

useful information is gained in the process and is congruent with the method.  

Underpinning each question is the search for behavioural patterns that resolved the 

groups’ main concern.  Therefore, questions are required for information gathering and 

clarification based on the researcher’s emerging conceptualisations.  A skilled 

interviewer and researcher can interview and constantly compare these potential 

emerging factors within the interview. This was an ongoing development for me. In 

the initial interviews, everything appeared to have some relevance but this was 

dependent on what and how the questions had been asked by me.  However, returning 

to the taped interviews not only provided more relevant data, continued analysis and 

conceptual terms, it also helped to improve my interviewing style relevant to grounded 

theory. 

 Interestingly, Glaser (Glaser, 1978, 1998) argues that only field notes should be 

taken during and immediately post interview as other methods of recording may 

detract and limit information shared by the participants.  Glaser (1998) suggests taping 

and transcribing verbatim interviews has a potentially detrimental effect on the 

interviewing process, therefore should be avoided.  Taping and consequent 

transcription slow or forestall theoretical sampling.  A transcription of tapes delays the 

time taken to analyse the data and slows the sampling processes.   It is at odds with the 

tempo of grounded theory that is about immediacy of coding and constant comparison.  

However, there needs to be a reliance on good, strong field notes.  Despite Glaser’s 

advice on taping and transcribing, and as I was an emerging grounded theory 

researcher, I preferred to tape interviews as a backup resource.  In this study, taping 

acted as a security measure, by providing the ability to re-immerse myself in the 

interview at later stages of theoretical generation and to improve my confidence in 

interpretation.  

 Despite intense analysis, I was unsure about the main concern.  A number of 

concerns were reviewed for commonality and tentatively named.  Initial examples 

included: finding a way; changing gear; or marshalling resources.  Open coding 

continued to produce additional terms although in retrospect, I found I had a tendency 

to focus on activity, attitude, self as a person, supports, and chronic conditions, all 
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professional interests.  Interestingly, the supports older adults used during recovery 

illustrated a degree of connections that seemed to be relevant.  Connections were 

developing into a taxonomy that suggested older adults gave different degrees of 

priority and involvement to people, things, and places.  Moreover, three initial 

subprocesses, pacing, overcoming and normalising, had remained relevant through the 

six interviews.  

 

Moving forward 

 The next eight interviews progressed with a more solid understanding of grounded 

theory.  The main concern emerged reasonably early during these eight interviews.  

The main concern of the participants was getting back to normal that was 

conceptualised as normalisation.  Data analysis suggested getting back to ‘something’ 

was a significant issue for the participants.  Getting back to normal [normalisation] 

whether physical, social, emotional, family, occupation or health was evident in these 

and previous interviews.  Moreover, these were often expressed by participants relating 

to activity, social, environmental or personal factors.  The main concern was saturated 

and stabilised at the completion of the fourteen interviews.  Appendix 10 is a sample of 

the main concern from interviews and Appendix 11, a sample of main concern memo.  

Before final confirmation of normalisation as the relevant label, a number of terms 

were considered.  Figure 4 demonstrates the conceptual development of the term, 

normalisation from the data. 

Figure 4. Main concern emergence 

 

Normalisation 

normalising 

 

getting back to normal  

returning to familiar things 

sameness 

getting back to what was 

 
chronicity 
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restrictions 

moving on 
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being independent 

re-organising 

not gearing life around  injury 
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 In the moving on period, codes and concept labelling changed continuously as new 

data was verified, corrected, as processes and their properties were saturated.  During 

the coding process incidents within the data are abstracted into conceptual codes and 

indicate the relationships between them, along with the hypothetical integration for 

generation of a theory.   The term indicator is not well defined within grounded theory 

methodology and often is misinterpreted or applied according to researcher 

understanding.  A set of descriptive incidents form a concept that indicate an 

underlying pattern within them.  An indicator is viewed as the link between data and 

concept (Glaser, 1978, 1992, 1998; Glaser & Strauss, 1967).  Holton (2007, 2008) 

discusses indicators as a set within a concept and the relationships between the 

conceptual levels.   Moreover, Holton (2008) links the indicator to incident in a 

defining manner.  Therefore, it is important to define how indicators are used within 

this research.  Indicators are the links between the raw data incidents and the emerging 

conceptual codes and categories / processes.  Hence, indicators can be viewed at a 

multiple level throughout the coding processes.  For the purposes of this research, 

process is defined as the core resolution method used by participants to manage their 

main concern.   Subprocess is the next level down, a lower level conceptual code that 

supports or underpins the core process.  Supporting each subprocess is another lower 

level concept which in turn is underpinned by properties indicating the relationship 

with the raw data or incidents.  

Defining terms for the theory 

Term Definition 

Process This is the core category or variable used by the 

participants to resolve their main concern 

Subprocess This is a lower level abstraction of the process that inform 

or support the core  

Concept This is a lower conceptual term that captures the imageric 

intent of the  properties that constitute the term 

Property This is the terms that relates / captures the link between the 

raw data and the conceptualisation 

 

 The subprocesses, pacing and overcoming remained consistent with additional data 

supporting them.  The third process shifted as the early title of normalising had now 

become the main concern. At the same time, continued interviews and analysis focused 
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on explaining how the theory might come together I continually tested tentative names 

in an attempt to identify the core process.  For example, was it resolving 

normalisation?  This seemed to be a pattern of behaviour that encompassed phasing, 

perhaps multiform compensating, or self-organising, or re-engaging with routines.  In 

addition, the subprocesses supporting the core process appeared to have potential 

stages or levels, which were attractive.  Pacing as a subprocess was concerned with 

restriction, whereas, connecting as the second subprocess was aligned with 

relationships, and finally, controlling was about dealing with participation.  Previous 

terms such as overcoming, spacing, or balancing were eventually subsumed into new 

subprocesses.  Continued memoing helped develop my thinking about the 

subprocesses and a potential core process (Appendix 12).  

 I was still in a state of conscious processing, needing to talk to others.  I was 

learning though to trust my own preconscious processing that accompanies analysis.  

Moments of insight occurred as reading, data analysis, and conversations introduced 

ideas that I explored and developed further.  This occurred more in the later interview 

collections and analyses.  Data collection, analysis, coding, and conceptualisation had 

been enhanced during these eight interviews.  Glaser (1978, 1998) details the 

rationales and stages of grounded theory, however does not elaborate on the doing of 

the study that enables a new grounded theory researcher to competently manage the 

intricacies of the method.  Reliance on supervisor feedback, reading and secondary 

sources improved my understanding along with doing the actual research activities.  

Working with new concepts and principles of the grounded theory method often led to 

difficulties with process or misinterpretation.  Reading alternative versions of the 

theory occasionally helped my understanding.  For example, reading Strauss and 

Corbin’s (1998) writings on coding and memoing gave insight into the classical 

approach, or Boeije’s (2002) article on constant comparison enhanced understanding.  

Cognizant of Glaser not recommending computer based programmes to assist coding 

and conceptualisation, flowcharting was an ideal tool for learning and reflection for 

me.  My understanding of theory generation following interviews and conceptualising 

was assisted through flowcharting and diagramming.  However, this was only used to 

support memoing along with developing thinking and ideas arising from the analysis 

and reading.   
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 In the end, the main concern and a resolution process were identified after fourteen 

(14) interviews.  A core process of negotiated positioning was tentatively present but 

needed more development to ensure theoretical saturation.  At this point, there was an 

opportunity to attend a Grounded Theory Workshop in the United States in 2011.  

Presenting work in progress offered challenges and rewards.  Appendix 13 was the 

work in progress presented.  Feedback about the theory in progress was offered and 

stimulated further reflection.   

 

Strengthening the core process 

 Post workshop analytical activities included, going back to the data, memos, notes 

and flowcharts.  It became necessary to re-analyse and review the developing theory.  

At that point, the core process had been labelled as renormalising, as it linked with 

normalisation and had arisen in workshop feedback.  Similarly, the subprocesses were 

renamed as moving, reclaiming, and reconciling.  Relevant properties were present to 

support these. Workshop attendees had also suggested that there was a need for some 

strengthening of the relationships and properties of the process along with further 

hypotheses development. This feedback questioned my current theorising, thus further 

interviews were for the development of the theory’s core process and related 

subprocesses.  Enlisting new participants continued to be difficult even with continued 

advertising and informal networking.  A decision was made to return to some of the 

original participants to clarify the emerging categories and properties.  Four repeat 

interviews were completed with two new participants being recruited through informal 

networks.  Little new information was identified during these interviews.  

 In the year following attendance at the grounded theory workshop, the theory 

generation process was confusing, messy, and frequently frustrating.  During the 

process there were revelations and repeatedly my thinking was challenged.   Several 

tasks occurred at this time.  Codes and properties relative to the core process and 

subprocesses were reconsidered.  Renormalising though, remained relevant for some 

time.  However, the first subprocess, moving, seemed restrictive.  It was limited as a 

conceptual term.  Following data reviews, the term regaining seemed to encompass 

pacing, routines, and balancing, all the while including an apparent relationship to 
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physical functionality. Questions related to whether a critical juncture (Glaser, 1998) 

was part of the process were investigated and relinquished.  For example, participants 

had talked of walking after the injury and repair being equivalent to functional 

independence.  However, according to Glaser’s (1998) critical juncture definition, 

participants could still recover post injury even if they did not regain mobility.  

Therefore, this did not create a critical process in the recovery progression.   

 

 At this stage, it appeared clear that regaining had a physical, functional focus.  The 

second subprocess, reclaiming, centred on psychological factors.  Reconciling linked 

to cognitive and emotional elements as the third subprocess.  The psychological 

elements relative to ageing and recovery were seen in the data as personality.  Along 

with connections with people, things, and places, permissioning occurred between the 

older adult and other people.  Permissioning related to how much participation 

happened on either side of the process.  Reconciling referred to the deliberative factors 

older adults used as they moved through recovery progression.  There was an implicit 

suggestion of adjustment and acceptance, both relative to ageing and recovery. The 

potential relationship between normal ageing and recovery was therefore interpreted as 

a behaviour in which older adults managed both ageing and coped with their recovery.  

Figure 5, displays the main concern, resolution process, age and recovery at this stage 

of the theorising process.  
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Figure 5. Main concern and resolution process (2011) 
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  Further interviews and analyses challenged the notion that there was a relationship 

between normal ageing and recovery.  In retrospect, it was evident that researcher bias 

still dominated thinking.  Further analysis and conceptualisation continued until a 

potential theoretical code was identified.  Balancing suggested an ongoing process 

between two subprocesses that was behaviourally significant for both recovery and 

normal ageing.  Originally, balancing was a property before it started to stand out as a 

potential theoretical code.  According to my analysis, the process of growing older was 

a balancing of the physical with psychosocial, emotional, and cognitive factors, which 

were relevant to recovery also.  The third subprocess of reconciling was subsumed into 

the second, that of reclaiming, in this rethink and theoretical coding process to create 

the theoretical code, balancing.  Despite increasing clarity, the complexity of 

generating theory and its relationships was challenging to understand and explain.  

Constant immersion in the data along with ongoing analysis required me to step out 

and view the data in a more conceptualised manner.  Further analysis and thinking 

refined the theory representation to a simplified version moving away from the ageing 

and the notion of normal relationship (Figure 6). 
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Figure 6. A simplified version of the theory of renormalising (2012) 
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 Through this simplified model theoretical development proceeded.  Selective 

interviews clarified and verified concepts and processes. The interview focus was on 

following through concepts.  When a participant was asked about a conceptual term, 

their response indicated its relevance. For example, targeting or goal setting as 

conceptual labels was passed over by participants.  Earlier process names had been 

rethought owing to this process with the later versions being confirmed in interview.  

Further development continued, culminating in a theory that had fit and relevance to 

managing normalisation.  There was a second opportunity to attend a grounded theory 

workshop in 2012, in which Figure 7 illustrated the theory generation at that time.  The 

theory outline was presented as a work in progress (Appendix 14).  
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Figure 7. The theory of renormalising (May 2012) 
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theoretical decision making.  Understanding the rationales driving the study, how this 

would be significant, along with revisiting the hypothetical relationship, resulted in a 

new theory.  The tentative theory of restorative renormalising became the theory of 

restoring.  At that stage, the theory of restoring was about the regaining, reasserting 

and routinising that occur during recovery management and resolve the main concern 

of normalisation.  A second full draft of the thesis was undertaken and submitted for 

supervisory review following this phase of the theory’s generation.  The theory was 

modelled as illustrated in Figure 8. 

Figure 8. Theory of restoring (January 2013) 
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Comprehensive feedback indicated that the theory demonstrated relevance, fit, and 

worked to explain the core resolution process and main concern.  Strengthening the 

relationship between the data and conceptual labels was required along with reviewing 

the theoretical code that bound the theory into a cohesive grounded theory study.   

 The second draft of the theory had used a typology approach to integrate the theory. 

This was the two types of restoring, assisted and self-determined.  However, these 

types of restoring reflected indicators of a subprocess rather than bringing the theory 
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together and were subsequently moved.  Following a re-immersion in the data and 

reanalysis of the hypothetical relationships, potential theoretical coding families were 

tested for relevancy.  Starting with the Six C’s family group (Glaser, 1978) context, 

consequences and interaction had some relevance, however the theory still did not 

come together easily.  A weekend was spent resorting and reviewing whether two or 

three subprocesses were more appropriate along with testing which theoretical code 

fitted.  Deciding the relevant number of subprocesses eventually resulted in 

clarification of the most appropriate theoretical code, that of balancing.  Balancing had 

been present throughout the data, analysis, and in an earlier version of the core process. 

Moving balancing to become a theoretical code supported the use of two subprocesses 

and effectively wove the theory together.  

 

Balancing: The theoretical code 

 The theory of restoring is integrated around the concept of balancing.  This is 

evident in the subprocesses of regaining and reasserting which must be balanced as 

they are continuously acting together to manage an equilibrium state of normalisation.  

Balancing refers to the ongoing actions used by participants to facilitate the return to 

normalisation and manage all the factors within the event.  Glaser’s description of 

theoretical coding included the “paired opposite family” (1998, p. 171).  Many paired 

relationships can go together, move back and forth easily to generate stability based on 

a continuous equilibrium state.  These may reflect actions that address a situation to 

keep a person on an even level.  For example, the manifest-latent paired opposite may 

have relevance to the theory of restoring.  The manifest action is the physical and 

social elements in regaining which are visible factors such as changes to functioning 

following the health event.  Their manifest visibility is explainable through 

physiological and sociological domains, and may be short or long lasting and is 

evident to all.  In contrast, the latent action is the reasserting of psychological and often 

less visible behaviours used to balance the influences of the physical impact.  Here I 

argue that the psychological factors are often manifest however, latent behaviour 

action in response to the physical event, is often based in longstanding personality 

actions underpinned by personal values and beliefs.  Therefore, simple physical 

restoring is continuously balanced against psychological restoring.  
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Maintaining rigour 

 A major factor in any research outcome is the rigour and integrity of the process.  

Glaser (1978, 1998) proposes that the detailed explanation of the data collection, 

analysis, and theory generation process ensure credibility of the method.  However, the 

terms used to consider rigour in a grounded theory study differ from the standard 

qualitative trustworthiness. Interestingly, while reading about rigour, a number of 

grounded theory theses were reviewed to gain insight into the credibility aspect.  The 

majority of theses, including some classical approaches, measured rigour through the 

qualitative criteria of credibility, transferability, dependability, and confirmability 

(DePoy & Gitlin, 2005, 2011; Lincoln & Guba, 1985; Polit & Hungler, 1991).  

However, as was argued in Chapter Three that classical grounded theory is aligned to 

Peircean pragmatism and supports Glaser’s atheoretical stance, therefore, aligning 

credibility to a specific paradigm, such as a qualitative inquiry, undermines 

methodological integrity.  If any epistemological base were to be considered, Peirce’s 

pragmatism would be the only underpinning criteria.  The alignment of Peircean 

pragmatism to classical grounded theory (Nathaniel, 2011) supports the practical 

approach reflected in the four criteria of fit, relevance, workability, and modifiability.  

Integrity in this study was achieved by paying attention to the four grounded theory 

criterion (Glaser, 1978, 1998).  Rigour was maintained throughout the study with 

regular supervisory feedback along with questioning of the emerging concepts.  

Arguing for their relevance and fit was a developmental process, which also 

strengthened the rigour of the method.  

 

 Fit is considered an alternative for validity.  The question that corresponds to 

validity in a grounded theory study is, did the emerging core process and subprocesses 

adequately express the data?  Fit was maintained through the constant comparison of 

the data from the first interview through to the twenty-first.  This means the core 

process and subprocess terms emerged from and fit the participant data.  Importantly, 

they were not preconceived or forced onto the data, as initially happened in this study.  

Moreover, the data-naming fit became increasingly relevant as the core process 
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emerged.  Fit is critical and determines grounding of the data to the theory, which is 

critical to the method.   

 Workability according to Glaser (1998) is defined as “do the concepts and the way 

they are related into hypotheses sufficiently account for how the main concern of 

participants ... is continually resolved” (p.18).  Therefore, the resolution process should 

explain how participants recover using this process to resolve the main concern.  To 

stay out of conceptual description and move the analysis to a theoretical explanation is 

aided by memoing, which minimises description.  Although conceptualisation was 

initially a difficult task in the early stages it became easier with time and practice, and 

with conversations with supervisors.  Ongoing memoing augmented my 

conceptualisation development. 

 Relevance in relation to rigour is seen when the main concern is clear and the 

participant problem has instant grab (Glaser, 1998).  Relevance is promoted through 

theoretical sampling.  As concepts emerge they become questions to obtain participant 

feedback.  Either they elicit an immediate response in which case the participant talks 

about the term with minimal prompts, or the term is not discussed at all.  Minimal 

response usually implies the term is of little interest to the participant, as it is not very 

important.  Professional preconception and theoretical frameworks are minimised 

through rigorous application of the method.  Ongoing reflection and learning to put 

aside clinical experience and knowledge was not an easy process.  This was evident in 

my primary emphasis on function and mobility, which were in the data but did not 

eventuate as the participant’s main concern.  

 The final criterion for rigour is that of modifiability.  Often defined as comparing 

new data to the theory, it just modifies the theory.  Interestingly, modifiability 

underpins the process of classical grounded theory itself.  From the initial interview, 

the data, codes, concepts, and theory are constantly modified as new data are gathered 

and new concepts emerge, only to be challenged by new data and abstraction.  

Modifiability was demonstrated through the multiple versions of the core process until 

it had fit, worked, and was relevant.  Numerous flowcharts of potential core processes 

were developed during the research.  Feedback from supervisors, grounded theory 

workshops, and continued reading of process, augmented the modifiability factor.  The 

emergence of the theory would not have been achieved without absolute trust in 
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grounded theory and its processes. Interestingly, doing the method meant making 

methodological mistakes, preconceiving in the early phases, failing to let go of 

professional interests initially, and occasionally forcing these ideas onto the research 

process.  

 

Challenges 

 There are always challenges when commencing a new project and learning about a 

new research method. Frustration and confusion are largely forgotten when the theory 

emerges through the ‘eureka moment’ (Glaser, 1998).  Getting to grips with the 

methodology took time however.  This was part of the journey and the process was 

well supported with knowledgeable and positively challenging supervisors.  Attending 

the grounded theory workshops offered by Glaser and Fellows of the Grounded Theory 

Institute was a vital and necessary part of my research training. As the research process 

became more understandable, I gained confidence as a researcher, learned more about 

applying the methodology, and became free to generate a theory.  

 Learning constant comparative analysis was an ongoing developmental process for 

me. Constant comparison procedures are not explicitly outlined in the grounded theory 

method. This caused some misinterpretation and forcing that were based on personal 

and professional knowing.  As a result, potential categories and concepts were 

probably missed initially.  This was rectified by reading primary and secondary 

grounded theory resources that helped to improve my skills of constant comparative 

analysis. My development as an analyst was supported with good supervisor feedback.  

 A third challenge was gaining participants for the study.  Interestingly, my initial 

thoughts prior to the research commencing, held professional and institutionally 

focused views of participants.  According to the literature there were numerous cases 

of older adults with hip fracture, therefore I expected that they should have been easy 

to recruit.  Also, I was interested in only talking to people who had been discharged 

from the acute care setting and returned to a previous community environment.  

Moreover, the limited response from the community advertising was unexpected.   

Gaining access was difficult, as most people following hip fracture repair and 

discharge resumed their previous lives and reduced their healthcare relationships.  As a 
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result, informal networking and access through a hospital setting were the only viable 

approaches.  Nevertheless, the sixteen people interviewed culminated in twenty-one 

interviews, and all contributed to the generation of the theory of restoring.   

  

Summary 

 This chapter has discussed how the classical grounded theory approach was applied, 

rigor maintained, and the theory of restoring was generated during the research 

process.  Learning to do grounded theory is not an easy process however the result has 

outweighed the inherent messiness and developmental ups and downs.  While a 

relevant number of participants were needed to underpin the theory generation process, 

it was my thinking, conceptualisation, and application of the methodology that 

produced the theoretical explanation.  This illustrates well that process can be learnt.  

Mistakes made helped to generate a better understanding of the method.  Perseverance 

brought forth the theory.  The following chapters present the findings relevant to the 

theory of restoring.  First, the two subprocesses, regaining and reasserting, are 

presented in separate chapters, explaining how participants manage the issue of 

normalisation. Second, key conceptual ideas that were evident in the findings were 

explored.   
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Chapter Five 

An overview of the theory of restoring 

 In this chapter I present an explanation of the theory of restoring.  As stated in 

earlier chapters, the main concern, normalisation, referred to participants wanting to 

get back to normal.  It was evident that during recovery participants had an issue with 

being able to do what they were doing before the fracture event. This concern referred 

to the elements of sameness and familiarity which influenced previous perceptions of 

being normal.  Even though participants had gone through a major health event and 

had surgery for their hip fracture, normalisation dominated their thinking, actions, and 

behaviours.  It was clear that normalisation encompassed the participants’ response to 

their life situation, which was personal and relevant to their viewpoint. 

Returning to normal [is] very important – it’s getting back to [being] useful 

(#16/2011). 

Always trying to show being normal (#17/2011). 

 In the theory of restoring normalisation explained a self-determined ideal state as it 

was interpreted by the participants.  Individual self-determination was underpinned by 

the participants’ life experiences and their previous interactions throughout life.  The 

participants became involved in restoring some familiarity to their lives according to 

their previous lifestyle and patterns of behaviour.  This main concern is the cause and 

motivator for the resolution process (Glaser, 1978, 1998). Therefore, the theory of 

restoring is presented as a resolution process for normalisation. 

 Restoring is a process of balancing the regaining of physical and social functioning 

and reasserting normal psychological behaviours during recovery, all of which restore 

normalisation.  Restoring is influenced by two concepts, social memory and self-

governance, which stood out in the study.  As will be seen in Chapter Five, regaining 

was the pacing, spacing, and relying that occurred to restore the participants’ physical 

and social activity relative to normalisation.  Reasserting, discussed in Chapter Six, 

was the permissioning, connecting, and reconciling that were necessary to normalise 

the psychological self in restoring.  Balancing these two subprocesses was influenced 

by a number of perspectives that included societal, physiological, everyday, and 
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individual viewpoints of recovery, which were also affected by social memory and 

self-governance behaviours. 

 I will argue in a later chapter that the theory of restoring is about the balancing of 

individual responsibility for recovery with perceived contemporary social and health 

responsibilities.  The relationships and interactions that occur between these 

viewpoints are based on the concepts social memory and self-governance.  Moreover, 

individual social responsibility is reflected in the self-management behaviours of the 

participants as they managed their recovery in the hospital and community 

environment.  This self-management was different to the current emphasis in health 

practice that emphasises a generalised and segmental approach to recovery.  This 

suggests that evolving models of care are challenging the traditional approaches to 

recovery.  The theory of restoring will offer an alternative perspective to established 

practice.  The following model (Figure, 9) represents the theory of restoring. 

Figure 9. Theory of restoring (March 2013) 
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Regaining  

 Regaining is the first subprocess to be presented in the theory of restoring.  

Regaining is defined as the pacing, spacing, and relying required for restoring normal 

physical and social functioning
14

.  Pacing is the regaining of physical and social 

activity.  Pacing is influenced by time, age factors, perceptions, and compromises that 

are required to achieve restoring normal.  Spacing is the regaining of physical and 

social distance.  This assists people in restoring functioning to their normal distance, 

which reflects different levels of closeness that are given to people and things.  Relying 

is the regaining of a relative independence and relates to the types of help that are 

required for restoring normal.  During regaining, people need some assistance until 

they are able to return to their own self-determined state of restoring.   The 

participants’ physical and social activity was something that they wanted restored.   

Regaining these activities during recovery addressed a sense of loss in relation to the 

previous normal, the participants felt:   

 

  It’s about regaining something you have lost (#21, 2012). 

 

 In this chapter, regaining and its subprocesses will be presented, along with a 

diagrammatic representation.  The components of regaining are presented in the 

following Figure 10.  

 

 

                                                 
14 Functioning is defined, pursuant to the Chapter Two explanation, as the interdependent relationship between societal, 

physiological, and everyday factors that are the manifest and latent elements individuals use to behave and interact, 

as they live in their normal milieu. 
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Figure 10. Regaining subprocess and properties 

       Subprocess                   Concept            Properties

REGAINING

Pacing

Spacing

Relying

Time, age, 

perceptions, 

compromises

Symbolic security, 

role shifting

Self reliance, 

marshalling resources, 

helping 

 

Pacing 

 Pacing is one concept of regaining that is defined according to participants’ 

interpretations of restoring normal physical and social activity.  The properties of 

pacing include, time, age, perceptions, and compromises, which are essential for 

regaining and restoring normal.  What was evident in the data was that there was more 

than one perspective to pacing.  Pacing referred to temporal pacing and an event-

related pacing.  Temporal pacing was time and age related, whereas event-related 

pacing reflected perceptions and compromises.  These two elements of pacing were 

continuously balanced against each other during regaining.  For example, time and age 

influenced actions and behaviours of pacing and consequently, affected perceptions 

and resulted in compromises:  

Yes, things have changed and [my] physical pace of life is different; ageing 

has [me] slowed down physically and socially. However, I definitely pace 

myself now... never used to... [this] has changed due to injury (#19, 2012). 
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 Although pacing was temporal or an event-related process, it was also influenced by 

the context in which it occurred.  Participants recognised that event-related pacing was 

relative to the setting they were in. This in turn, influenced the pacing of physical and 

social activities during regaining.  For example, during initial restoration, the pace of 

activities generally reflected the healthcare context, where the emphasis was on 

regaining walking ability.  This represented an event-related paced approach to 

restoring physical functioning, which related specially to restoration of function, in 

which the pace was set by others: 

[They helped] to get me mobile again; it was very slow. First I managed to 

get from the bed to the toilet. Then they took me for a walk down the 

corridor, and [I got] a little bit of physio to get me walking again (#12, 

2010). 

 Moreover, while in hospital, the pacing of activities drew participant attention to the 

compromises needed to regain self-management of physical and social activity.  

Interestingly, the response to the pace set by the health professionals, varied along a 

continuum of adherence behaviours.  Where participants were more likely to be 

compliant, they were generally passive about the temporal aspect of pacing.  In those 

situations, the age of participants often influenced their pacing response.  Participants 

responded with implicit assent until they were no longer reliant on the pace set by the 

health professionals:  

Generally [I] went with the flow unless something arose... [I was] glad to 

have someone take over (#7, 2010).  

[I] do as I am told...to an extent... [I do that because] somebody knows 

better than I did... (#12, 2010). 

[I had to] reclaim [my] right to do things at [my] own pace; showering on 

my own, I’m no longer reliant on others (#18, 2011).  

 

 However, a change of setting, such as returning to their previous residence, changed 

the rate of pace.  Thus, pacing behaviours, while still influenced by the event, were 

related to the regaining of self-management of physical and social functioning.  At the 

same time, compromises related to the perceived rate of restoration of physical and 

social functioning over time were required.  In particular, the influence of temporal 

pacing, that of time and age, influenced restoring:  
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Well, I suddenly want to do something and I have to think I need to slow 

down and have a rest / coffee and then do it. Like the vacuum cleaner sitting 

there and I have to think, “No, it can stay there a little longer”...I’m just 

slower.  I am getting the same things done (#2, 2009). 

Suddenly you find yourself doing normal things rather than thinking twice... 

normal things don’t mean vacuuming. Going to the letterbox is normal; 

having people come in for cups of tea and coffee, chat [is normal] ...I’m 

back to bowls.. I still do a little bit, just evenings for social activities (#2, 

2009).   

 

 Clearly, pacing was context specific, as behaviours and interactions had to change, 

as shifts in responsibility for restoring moved.  Pacing that occurred in the healthcare 

context was applied as a generalised baseline to determine time-specified progress.  

The healthcare professional pacing of activities provided guidelines for the incident 

management, interventions, and rehabilitation progression.  This in turn reflected the 

nature and systems of the organisation, and the necessity to manage regaining of 

physical activity through a set pace.  However, the shift for managing restoration of 

physical and social activities changed pace once healthcare personnel withdrew from 

interventional activity, or the participants were discharged.  Thus the balance of 

responsibility was moved from the healthcare professionals to the individual 

participant.  Four properties influenced pacing and restoring normal.  As already stated 

time was particularly significant.  

  

Time 

 Time was a property of pacing.  During pacing, regaining was affected by 

participants’ interpretations of the time it took for restoring.  Time from their 

perspective was defined by either chronological time (ageing) or the course of time.  

Time-course was perceived by participants’ reflections about the duration required for 

regaining physical or social activities.  Sometimes it referred to a longer term view of 

restoring normal.  Initially, time related to regaining physical and social activity was 

paced depending on the impact of the event on the person:   



106 

Of course you have to pace. If you are weak therefore it will take time to 

recover. Sometimes it takes different times, pace or steps in achieving 

recovery (#17, 2011). 

 

Moreover, time was used as a way of perceiving restoration of physical or social 

activity that was compared to the previous time taken for an activity, before the 

injury.  Time and pace were inter-related:  

Whereas, before the fracture I walked half an hour and a reasonable 

distance, now I might walk twenty minutes and feel fatigued... (#6, 2009). 

  

 Time also impacted pacing behaviours if complications from the event were 

present.  Physical and social activities were affected owing to the increased and 

unexpected time it took to regain familiar activities or manage compromises 

during the restoration to previously normal activities: 

If I hadn’t broken the screws, I would be back walking again [and] working 

(#19, 2012). 

[I] used to walk, go to the gym... [I] had to give that all away... [it] impacted 

our life as a couple (#9, 2010).  

 

 Significantly, understandings of time indicated peoples’ expectations of how 

normal physical and social activity should be regained.  Not surprisingly, the 

anticipation of time and pace required to regain functioning was based on 

information available from others.   A period of three months was the expected 

time span needed to regain normalisation.  This time period was based on 

professional information and also on the participants expected timeframe for 

restoring normal:   

Well, I thought it would be 3 months or something like that; that is what the 

doctor said (#13, 2010). 

Actually, I think 3 months is quite enough to recover... (#10, 2010). 

I thought 3 months and I would be on the go again (#11, 2010). 



107 

However, the time to regain normal physical behaviours took longer than 

expected for most: 

I thought it would take 3 to 6 months but it doesn’t work out like that (#7, 

2010). 

[The] first month home was utter misery, just living... [my] muscles [were] 

weak; [it was] a shock to the system...it takes a long time to get over [a 

fractured hip; it] takes about 12 months or so (#18, 2011).  

Moreover, the long-term effects of time and pace on regaining physical and 

social activity were not indicated by the healthcare professionals.  The impact of 

time was not always explained to the participants beyond the immediate physical 

functional restoration:  

[I] lacked information on discharge from hospital; [I was] given physical 

instructions, [about] walking and stairs but not relative time [that it would] 

take to recover. [The health professionals did not mention] the social and 

psychological aspects or the adjustments that needed to be made (#8, 2020). 

 

 Thus time influenced pacing as the recovering participants regained physical and 

social activities.   However, the resulting influences of developmental life stage time 

were not discussed at all.  As a result, the span of time to restore normal functioning 

was often longer than expected owing to the nature of growing older.  Further, the time 

effects depended on who would manage restoring and govern the pace of activities.  

Ageing clearly influenced pacing although it was not always recognised as a 

contributing factor to recovery. 

 

Age 

 Age, another pacing property, had a temporal component in that chronological age 

affected the pacing in life and consequently regaining:  

Yes, things have changed and [the] physical pace of life is different.  Ageing 

has slowed [me] down physically and socially. However, I definitely pace 

myself now... [I] never used to... [it has] changed due to injury (#19, 2012). 
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Thus age, time, and pace were inter-related in regaining and restoring normal.  Often 

these interactions and their influence on participant behaviours were not always 

considered prior to the event.  Initially, regaining of physical and social functioning 

was managed within the healthcare setting and provided a certain image of recovery.  

However, returning home, participants often noticed how age, time, and pace impacted 

their behaviours and influenced the restoration process:  

I think I have recovered very well...I felt fit, could walk around but I don’t 

know.  It’s rather bewildering... No I don’t feel right – I am all right for a 

little while then I have to go lie down...I am getting exhausted...I was alright 

before... It was disappointing because I was so good...probably when you 

get to my age it would take longer (#11, 2010). 

 

 Pacing, age, and the regaining process were interdependent. The older the person 

was and closer to the event they were, the more likely that their age influenced the time 

taken to restore physical and social activity.  In contrast, the younger the patient was 

and/or the longer the duration since the event, age was recognised as separate to 

restoring normal:  

I have to be grateful but I am not doing as much as I was, but then I’m a lot 

older (#2, 2009). 

Nevertheless, age influenced pacing in restoring normal.  Interestingly, age was not 

considered inhibitive but part of self-managing life.  People handled age differently. 

This influenced how they paced themselves, as they regained physical and social 

functioning: 

I never think I am old and I never think of growing old...I am not old. I am 

me and age doesn’t come into it (#4, 2009). 

As you get older you have to find ways [to manage] but this becomes 

normal (#7, 2010). 

 

 Age influenced pacing and ultimately regaining.  As a result, age was used to 

explain changes to physical activity, functional ability, or the length of time it took for 

restoring normal.  The temporal elements of time and age influenced pacing, 

depending on perceptions and compromises. 
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Perceptions 

 During regaining, restoring normal was influenced by the property of perceptions.  

Pacing perceptions reflected the event related factors that affected the return to 

physical and social normal.  Participants perceived the differences and similarities 

between their current situation at the time and what was previously considered normal.  

Perceptions reflected pacing progress:   

I didn’t go far or very quickly but each day I would do a little bit of exercise 

and it just got a bit easier each day (#2, 2009). 

Alternative perceptions of pacing were common as well.  There were multiple ways to 

see the process of restoring of activity.  Many points of view generally reflected the 

collective healthcare team behaviours, through to the individual actions and 

interactions.  Therefore, pacing behaviours were more influenced by interactions.  For 

example, the interactions varied between a person and the healthcare staff, or the 

person and their circumstances, such as living with and managing a coexisting 

condition:  

... The home care people who came into assess me...gave me a big lecture 

about the stairs...I thought blow this, the physios show you how to walk the 

stairs and you tell me to go somewhere.  My poor eyesight holds me back 

quite a bit...while I stay here I know where everything is (#6, 2009).  

Well, knowing what I had to put up with... [having a] muscle disease [I 

knew] something would have happened anyway... I suppose it has made it a 

little harder to get on top of, [to] keep going; [the fracture] happened to heal 

and everything is all right (#1, 2009). 

In this latter situation, hidden perceptions about a chronic illness influenced 

behavioural possibilities.  

 

 Pacing perceptions could be positive or negative and focused on regaining activities 

that were achieved through a perceived self-measure: 

A measure of getting better is walking the corridor in hospital or walking to 

the letterbox at home (#17, 2011). 
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Yes, you had to do that there [in hospital], just to show them I could do it. I 

thought if I can do that, I can do that at home (#12, 2010). 

Alternatively, perceptions of pacing behaviours were sometimes influenced by the pre-

discharge healthcare-determined activities.  As already mentioned, the healthcare 

professional responsibility for restoring normal set and defined the pace and process of 

regaining physical activities.  Health professionals had a perspective that a person 

should achieve a specific activity within a defined timeframe.  This influenced 

regaining physical and social activity as people paced themselves according to the 

professionals’ perceptions.  These perceptions shaped interaction and behaviour: 

I do as I am told; I obey until I can be independent... (#10, 2010). 

 

 Other peoples’ perceptions of regaining behaviours influenced how the 

participants restored normal.  Not surprisingly, being compared to others had a 

negative influence on progress behaviours as normal was restored:   

My husband was comparing me to others in the village that had hip 

replacements and were walking faster than I was. He could not see the 

difficulties I was having and I felt I was being pushed (#8, 2010). 

 

 Overall, perceptions influenced pacing in a number of ways.  Participants had to 

balance their own perceived restoration progression with the healthcare teams’ 

perception of regaining physical and social activity. The setting supported this pacing 

perception, in which activities were defined initially, according to other’s points of 

view.  However, the pacing perception changed and was regained by individual 

participants, once the health care professionals withdrew interventional care and 

people returned to their normal residential setting.  Perceptions impacted compromises 

participants would make in restoring normal physical and social activity. 

 

Compromises 

 Compromises was another property of pacing.  During regaining, compromises in 

relation to pacing were required in order to manage restoring.  In other words, the 
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pacing of physical and social activity was influenced by compromise.  This was more 

evident in people whose restoring took longer than expected, or resulted in long term 

complications.  Some compromises made were impacted by personal relationships: 

Being pushed by my husband versus managing myself... I had to find a 

compromise (#9, 2010). 

On occasions, a change in pace due to complications prompted compromises: 

[I] just do the best I can. I need the stick, even to the letterbox. [We] had the 

garden re-landscaped to reduce hazards to walking, from tiles and shrubs 

etc... Now [I] can get around... Family activities are curtailed... [The] 

grandchildren have to watch Nan-Nan now (#9, 2010). 

I make compromises to manage, for example, removing the hedge to 

minimise future falls off the ladder (#20, 2012).  

... [It depends on] what limitations are around you...for example, I have 

eight steps in the front of the house and sixteen at the back. I always use the 

front. [It’s] easier (#16, 2011). 

 

 As already mentioned, pacing compromises were also influenced by coexisting 

conditions that individuals had.  This influenced their perception of self-management 

relative of their condition.  This had both a direct and indirect impact on pacing.  

Coexisting conditions had the potential to influence the effects of time, age, 

perceptions, and compromises on pacing.  People perceived the coexisting condition 

did not necessarily influence pacing as the condition was inherent to their usual life 

style.  However, irrespective of the coexisting condition, pacing was perceived as the 

interplay between age and the health event and required some compromise: 

I don’t know whether it’s the fracture or it’s the increasing age I’m fighting 

the fact that I mostly don’t feel old...I don’t say it’s due to the fracture.  

Perhaps it was a wakeup call. Perhaps I have been slowing down anyway 

and also not being able to move very fast at this stage. I really felt that was 

difficult to understand... (#6, 2009). 

 

 In summary, pacing was not a static or sequential process in regaining 

physical and social functioning.  The ongoing balancing of temporal aspects of 

pacing in restoring normal was continuously balanced and weighed against the 
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event impacts and managed through perceptions and compromises.  This was a 

significant aspect in regaining physical and social activity.  It suggests that 

pacing is more than just the physical tempo of activity.  Pacing’s relationship to 

time is influenced by perception and the viewpoints of others.  An outcome of 

balancing time, age, and perceptions, resulted in compromises being made, all of 

which influenced the pace of restoring.  

Spacing 

 Another concept of regaining, spacing is defined as the participant’s interpretation 

of physical and social space, and how these are used to facilitate recovery.  Spacing is 

the creating of physical and social distance according to the participant’s needs.  The 

properties of spacing are symbolic security, and role shifting, both of which are 

essential for regaining and restoration.  The physical distance that underpins spacing, 

depends on the participant’s needs and the context.  It is also influenced by previous 

social interactions.  Behaviours in spacing are about balancing these distances in 

restoring.  This relates to the creating, moving, or removing of physical and social 

distance contingent on the degree of closeness required.  Spacing is influenced by 

physical determinates on the one hand and by family, healthcare professionals, and the 

public on the other, during regaining.  For example, the event is about the need for 

professional assistance and balancing that with the usual personal distance needed by 

the participants.  Initially, healthcare personnel are involved in the participant’s very 

personal space for a short period.  However, the distance is increased as participants 

regain physical and social functioning.   In other words, the close patterns of behaviour 

required in the acute episode of care are withdrawn and replaced with the familiar 

social distance behaviours as normal is regained: 

Creating ...space, to have some privacy...it depends on how much it 

mattered in the first place.  It is about what we are used to (#20, 2012). 

 

Symbolic security 

 Symbolic security, a property of pacing, was the participants’ interpretations of the 

appropriate physical and social distances required to manage their spacing behaviours.  

The use of devices such as symbols, created messages which indicated a desire for 
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physical space.  Security referred to the social space, usually family, friends and 

neighbourly supports that provided a sense of safety during regaining.   Symbolic 

security was inter-related and interdependent in the spacing behaviours used by the 

participants.  However, together they provided a sense of social safety during restoring.  

Although security was interdependent with symbol use, the sense of safety was 

enhanced when physical and social activities came together to create a safe distance for 

the participants: 

It’s a security thing and I am happy to have that walker...so if anybody sees 

you with one of those, they naturally steer clear of you, don’t they (#13, 

2010). 

 

 Physical spacing became a symbolic security during regaining.  The amount of 

physical space required was continuously balanced against physical and social 

functioning.  Moreover, the use of devices as symbols that something was not quite 

normal provided a sense of security for participants.  Following the event, walking 

devices supported physical functioning.  These were used short-term or sometimes 

became permanent devices to assist activity.  These devices conveyed messages to 

others, thus enhancing feelings of safety.  For example, a walking device was a 

symbolic message which created physical distance or suggested that potential 

assistance may have been required.  Such devices increased visibility and space: 

Ok, so I use a stick when I go out...I need secure hold...yes it’s a symbolic 

thing, which means [it] just gives me space (#3, 2009). 

Devices also signalled that assistance might be required:  

Even now...I intend to take my big black stick, just so I am visible and if I 

ask for help they won’t look at me sideways (#6, 2009). 

 

 The participants need for symbolising physical space was subject to multiple 

interpretations.  However, while symbols increased visibility and thus safety, they also 

sent unintended messages about what was happening during recovery.  The 

participant’s distance or assistance message could be interpreted differently by others.  

Unsolicited help from strangers was unwelcomed and considered intrusive.  To other 
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people, the symbolic message of the walking aid suggested vulnerability.  But, during 

regaining, offers of assistance were a choice and not a forced interaction, which 

impacted the participants’ sense of safety and privacy: 

You get people who want to do their good deed for the day.... [They are] 

walking a fine line between familiarity and respect for other people’s 

privacy (#3, 2009). 

 

 Alternatively, an unintended message from using assistance devices was a symbolic 

statement that physical illness and disability were present, and others needed to give 

space to the person.  Participants who used devices for mobility assistance valued them 

for this reason, however, being in public with the walking aid also created unintended 

physical spacing messages.  A potential for physical weakness was considered when 

using the device, as it symbolised a need for a safe space through physical distance, 

time, or assistance.  Interestingly, the type of device used sent different messages.  On 

the one hand, a walking frame drew attention to a person who was unwell: 

Everybody knows you are a sick person or disabled.  [The walking frame 

becomes] a sandwich board (#10, 2010). 

 On the other hand, using crutches or a stick minimised the perception of weakness and 

the need for physical distance.  Therefore, from the participant viewpoint, symbolic 

meanings from a device reflected variable messages.  Interpretations of the need for 

physical spacing were more mixed and depended on what a participant would allow:  

I think I can manage by myself but it doesn’t mean I don’t want any 

help...but at the same time, they must think I am the man (#10, 2010). 

 

 Spacing from a professional viewpoint, emphasised symbolic security and the 

physical assistance needed for restoring.  While the focus was physical, it included a 

component of social protection during recovery.  Regaining physical activity followed 

professional behaviours until the appropriate degree of participant independence had 

returned to be considered safe, according to clinicians.  The use of devices also secured 

privacy and freedom of action thus regaining normal social space for the participants.  

However, before full restoration of normal social spacing occurred, participants often 
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relinquished personal privacy while in care yet managed these interactions to maintain 

the sense of safety.  In the following instance the simple presence of a person provided 

social support and a sense of security in an unfamiliar space: 

I have never had anyone shower me before; it was ghastly...I got used to 

it...having someone watch me...otherwise I wouldn’t bring myself to do it 

(#11, 2010). 

  

 Symbolic security as social spacing during regaining included the participants’ 

relationship with healthcare professionals, and the stable influence of regimes, which 

promoted a sense of safety while in the hospital.  The participants’ previous social 

spacing behaviours changed in the hospital setting.  The level of adherence to hospital 

regimes and the healthcare personnel reflected both normal social behaviours and the 

current situation:   

...I used to walk without the help of the physiotherapist or the nurse... 

[They] told me not to do it without them...they said I have to [wait for them] 

but I decided when (#10, 2010). 

Professionals...looking after me...sometimes I listen, other times I don’t 

listen (#17, 2011). 

 

 Other symbolic security measures were useful to manage social spacing.  

Participant relationships with social groups, such as family, people, and community 

were important for regaining social functioning.  Family relationships created a sense 

of security for social space although there was always a need to balance the actual need 

with the perceived need.  Family supports were recognised as essential for the initial 

recovery and continued as security long after the event.  Social space and security were 

more evident when the influence of specific family members, such as partners or 

children, provided a safety net to pre-empt problems: 

I sat in the chair and no-one spoke to me. I thought am I supposed to stay in 

the chair or get back into bed?  So I rang my daughter and I said, “I have 

been in the chair all day... no-one had said anything to me”... I should have 

said something (#11, 2010). 
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 However, social spacing as a security measure in terms of family support was 

moveable.  Participants noted the role of family in regaining both physical and social 

activity. Security from family had to be continuously balanced so that social input did 

not have a detrimental impact on the family.  Participants talked of giving space to 

family members during restoring.  Social spacing was a two-way process.  The social 

spacing of family, especially the participants’ children, requiring space and time for 

their own lives, impacted interactions and behaviour:   

They [family] came to see me in hospital and then after that, once I was 

back here in the village.  They knew I had [my husband] and they knew I 

would be looked after. With my daughter teaching and my son with his own 

business, they were both very busy, so they were not part of my recovery.  

Once the operation was over and they knew everything had gone right, they 

had no more worries and responsibilities (#4, 2009). 

Family were often more visible in the hospital phase although input to further restoring 

was limited.  But, normal family social spacing was restored when the participants’ 

safety was considered no longer at risk.  At the same time, restoring normal family 

relationships increased a sense of security as usual social behaviours resumed.  Social 

space increased on return home and required balancing with a need to have family 

members living-in, staying overnight, or calling in regularly. Support in the social 

space enhanced the sense of safety and promoted individual self-management: 

The daughter... she helps me, she stays here at night so I don’t have to call 

on anybody (#13, 2010). 

 

 It has been shown so far that symbolic security was the interplay of physical space 

and social spacing behaviours that had to be balanced during recovery to provide an 

ongoing sense of safety.  Normal social space shifted according to the sense of 

physical distance needed during regaining. Initial responses to the event required 

closer social spacing for the participants until their physical functioning was regained.  

Nevertheless, physical spacing changed as restoration occurred and influenced how 

social spacing was interpreted and actioned throughout restoring.  Responsibilities also 

changed roles according to the context.  
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Role shifting 

 Role shifting, a property of spacing, was the action participants took to shift 

physical and social roles within their relationships so that they could manage restoring.  

Role shifting was another process to manage spacing of physical and social activity, 

which overlapped with symbolic security.  Shifting roles had temporary and permanent 

elements within regaining. Temporary elements were time-limited aspects in which 

participants created space for others to take over their normal social or physical roles 

for a specific period.  In contrast, permanent role shifts occurred owing to health 

related physical decline in which others facilitated or took over roles during restoring.  

Moreover, role shifting was a balancing act used by participants during the regaining 

period to manage different processes in restoring physical and social functioning.  

 Temporary role shifting during the event and regaining began with an individual 

taking on different roles, such as a patient.  The social interactions with professionals 

and family were temporarily changed to accommodate the impact of the physical 

trauma. The role shift from a previous active role to passive role behaviours enhanced 

or inhibited interactions as restoring proceeded.  For example, complying with 

healthcare regimes tended to enhance recovery prospects through a perceived notion 

that the patient was recovering well because they were interacting and behaving as was 

expected of them.  Participants acknowledged taking on the patient role and doing 

what was asked of them: 

You have to do as you’re told, you know it’s for your own good, so you try 

and do it... (#13, 2010). 

 

 Role shifting also involved actions of compliance, taking on the patient role, which 

often meant participants’ usual social role, was not always acknowledged.  Social 

spacing favoured the healthcare professionals.  The participants’ social perspective was 

temporarily limited to the extent that their normal spacing behaviours were minimised. 

For participants in a patient role, it meant following others’ expectations of behaviour, 

taking on a social role as patient and regaining physical functioning according to social 

conceptions.  Indeed, restoration depended on doing things based on someone else’s 

criteria and justifying it: 
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You are very rarely asked if you want to.  However, sometimes you need to 

be ‘bristled up’.  It’s another step so you allow it...there were times when I 

didn’t want to do it...but you do it anyway because you are told to (#18, 

2011). 

 

 Role shifting within family relationships was temporary though for the initial event 

but reverted back quickly to normal behaviours as participants regained previous 

family roles such as supportive parents or being supported by children or partners:  

I have my youngest daughter here... she still has problems...I take her to 

lunch on Saturdays and slip her a bit of the you know what...I support 

her...she needs it (#3, 2009). 

[He was] just so helpful, [taking] over my role for a little while...not that 

long.  I just sort of eased back in gradually (#2, 2009). 

Spacing associated with role shifting allowed family to be supportive until the 

unexpectedness of the event was settled and normal roles were regained.  Therefore, 

temporary role shifting was situational, as all the different aspects of the event were 

balanced in the course of the restoration.  

 In contrast, permanent role shifting altered according to the participants’ normal 

independent living behaviours. This required both physical and social spacing changes. 

Other people took over some of the participants’ usual functioning roles, so that they 

retained some independence.  Permanent role shifting occurred when full-time 

assistance was required for physical functions.  A decline in physical function meant 

dependence on others to maintain a normal lifestyle.  Spacing was re-interpreted to 

allow others to step into roles within the participants’ home environment.  Physical 

roles within the home setting were permanently shifted to home help, carers, spouse, 

family, or neighbours. These ranged from assistance with personal tasks, taking over 

the role of caring for the home or garden, or allocating certain tasks to others:   

I did a lot of things myself, for economic reasons and for choice, which I 

find I am limited [with] now.  I can’t do [some things].  I haven’t yet 

because I haven’t the confidence, like washing the bathroom ceiling because 

it means standing on the edge of the bath. I just haven’t the confidence.  It’s 

a big ask. I like to do my own carpets, but I don’t know who is going to lift 

the Rug Doctor up... but it’s good to know that there is help there (#6, 

2009). 
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 This illustrated balancing of the physical activities with usual social functioning. It 

suggested that role shifting may be a socially conditioned response to a health event, 

such as being a patient, or it may be using others to maintain a social role of 

independent living.  Nevertheless, spacing was clearly a decision process participants 

used to manage physical and social roles in regaining.  Spacing actions and behaviours 

are also used to balance physical and social relationships during restoring. Therefore, 

self-reliance or relying on others is intimately linked to the interactions. 

 

Relying 

 Relying, a concept of regaining physical and social activity is necessary for 

restoring.  Relying is defined as the self-reliance, marshalling resources, and helping 

behaviours needed for regaining.  Self-reliance was the participants’ personal 

management that was influenced by their historic social behaviours and life 

experiences.  In contrast, marshalling resources referred to the wide variety of external 

assistance needed to regain physical and social functioning.  Helping was the balancing 

of needing help against self-help that occurred in restoring normal.  This was the self-

help behaviours normally used to manage events and life situations, which determined 

the assistance necessary for restoring normal.  There was often a need to cooperate 

socially with the wider community, in order to regain physical activity: 

Even in hospital as a patient you have to get the cooperation of everybody 

(#10, 2010). 

 

 When physical activity is temporarily or permanently changed, previous self-

reliance interactions and behaviours had to change to accommodate this.  For example, 

using help for certain household tasks supported self-reliance, as resources were 

marshalled, and relevant assistive help activated:  

That I have to be really, really, really stuck to ask for help...not sit back and 

wait for someone to tell me what to do, ... [or] wait for somebody to help me 

(#3, 2009). 
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Relying is the active management of balancing self-reliance and marshalling resources 

through the amount of help used to support regaining physical and social functioning. 

Moreover, relying was about regaining familiarity and restoring normal:  

...back with familiar things helps you become normal again. [It’s] important 

to get back to your own bed and own toilet, own your own pad.  Back to 

your own routines (#18, 2011). 

 

Self-reliance 

 Self-reliance is a property of relying, which shifted according to participant need 

during regaining.  Self-reliance was the behaviours and interactions participants 

normally used before the event.   Interpretations of their pre-event life affected 

restoring normal: 

So I figure I am pretty darned independent. I look after myself; make my 

own meals [as] I like to eat well.  [Also, I like to] read a good book... (#1, 

2009). 

The carer at night comes a bit early, at half past four, and you have to get 

into your night gear.  But she has others to go to... I don’t have my meal 

while she is here.  She will get it ready if I need her to but I don’t usually... 

[The meal] is something I can pop into microwave ...when I want to (#12, 

2010). 

 

  Nevertheless, in the very early event period of recovery, self-reliance behaviours 

were limited because patients needed healthcare assistance and expertise.  Once the 

temporary shock of the event had dissipated, participants commenced regaining some 

of their previous physical and social behaviours.  Self-reliance was slowly restored.  

However, self-reliance depended on the normal patterns of behaving in similar 

situations.  Requests for cooperation were balanced against usual self-reliant 

behaviours and tempered by the current physical state:    

Being weaker or sick, you need to rely on other people; it is just being 

human (#17, 2011). 
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 Participants’ self-reliant behaviours were not always taken into account.  

Participants’ historic behaviours underpinned current self-reliance and influenced the 

normal management of family, home, and life.  To remain in their normal setting, it 

helped if participants had a history of self-managing along with being independent 

with activities.  If familiar self-management behaviours were limited as occurred in the 

hospital setting, self-reliance declined.  Decisions for action were made according to 

other people’s criteria:    

I was nearly [shipped] off to a home or to my daughter’s place, which I 

couldn’t take... she has enough work without me...why should they be 

saddled with you... (#11, 2010). 

 

 However, some participants insisted on retaining their self-reliance and returned 

home to living alone, thus, restoring their self-management behaviours.  Sometimes, 

self-reliance required extra assistance.  Interestingly, participants considered 

themselves to be self-reliant even when using carers or home help.  

I am mostly alone. I mean I have a carer in the morning and night but I am 

mostly on my own... [my] daughter comes in once a week with the shopping 

(#12, 2010). 

She helps me but I am independent. It means I can get up any time, walk 

anywhere, get whatever I want when I want (#10, 2010). 

 

 During regaining, self-reliant behaviours were balanced according to interpretations 

of restoring normal.  There was usually a temporary reduction in self-reliant 

behaviours that accompanied the initial event however, as physical capacity was 

restored, normal physical and socially based self-reliant behaviours were regained.  

Moreover, self-reliance is not an independent entity.  It is usually located within 

multiple elements, termed resources.  

 

Marshalling resources 

 Marshalling resources, as a property of relying, was a logically derived term used to 

explain the multiple factors participants used to activate resources as they regained 
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physical and social functioning.  The amount and type of resources needed for 

restoring included the use of people, beliefs, things, or environment:   

...nobody can do anything by themselves; you need assistance...if it is family 

you can’t do it without the cooperation of other family members (#10, 

2010). 

 

 Activating people resources was often commenced during regaining.  While family, 

friends, neighbours, and community were a constant throughout restoring normal, 

temporary resources such as the healthcare professionals assisted with immediate 

physical restoration.  However, marshalling healthcare resources was generally 

confined to the event and interventional activity needed for regaining physical 

functioning.  These healthcare resources were beneficial in this initial process of 

restoring normal.  In some cases though, relying on healthcare resources was a 

concern: 

I think when you are dependent...if you will get a pan on time...that is a big 

worry...once I got walking and I could go when I felt like it; it was a big 

thing (#11, 2010).  

Once participants returned home though, marshalling resources in the form of support 

people was necessary to manage physical and social activity.  For some, this was a new 

experience, whereas for others, it became a permanent arrangement: 

The ACC lady came and helped me shower; very competent woman; and I 

got equipment from ACC.  The hospital OT came... [but it was  my] son 

[who] put in a handle in the shower (#6, 2009).  

Well, I got used to them coming, the home help, here. If they didn’t come I 

just couldn’t bring myself to do it, shower, housework (#11, 2010). 

Moreover, participants had other resources to assist them on the return home that 

were part of their usual social relying:  

Well my son was very good, he came the week after I came out of hospital 

and he left me with meals, what have you. And the church group down there 

came and left me meals and what have you (#6, 2009). 
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 Family resources were useful to help with normalisation during regaining. Family 

interactions and family ties were important in restoring:  

Being together with my husband and family is my rock.  Friends and church 

support me; a big network sits around me (#9, 2010).  

[I] rely on my daughter’s phone call; [we] talk in a way you wouldn’t with 

anyone else (#18, 2011).  

My wife is with me so I have nothing to lose... (#10, 2010). 

 

  In contrast, other participants had ongoing relationships with neighbours who were 

useful resources when family was not living close by:  

I have excellent neighbours, both sides. It was the environment (house) and 

knowing that I had supportive neighbours on each side (#12, 2010). 

On the other hand, village residents had built-in support systems that could be used as 

a resource system, but that depended on the role the neighbours and village community 

had for people.  Social activity had to be balanced against being reliant on others: 

Some people I don’t think they will really adjust to this type of [village] 

living...you are walking a fine line between familiarity and respect for other 

people’s privacy.  But I haven’t got any close, close, tell you everything 

friends here because I’ve moved so often (#3, 2009). 

 

I have a few friends here, [in the village] ... there is just so much to do here. 

You don’t come in here because you are old; you come in here, and I always 

tell people you come in here to open up a new chapter in your life (#4, 

2009). 

 

 Restoring normal physical and social activity also included marshalling faith as a 

resource, and managing the environment.  Spiritual faith sustained regaining.  

Participants’ beliefs supported their restoring normal through maintaining a link to an 

inner resource.  Faith was a resource that contributed to regaining physical functioning. 

It was demonstrated through overt signs, or was part of the everyday normal 

behaviours for the participants: 



124 

What helped me when I came out of hospital...I had put this up on wall 

opposite where the chair was where I sat (a notice “With God’s help – I can, 

I will”).  It was a mindset I suppose (#5, 2009). 

Technological resources, such as computer or telephone supported interactions 

too, in the participants’ normal environment:   

... and then [ there is] the old computer.  I ‘Skype’. Well I can talk to my 

sons overseas and see them. Oh yeah, turn the stupid thing on every 

morning to see who is there.  Just keeping in touch, even emails; the 

children send me pictures; I print them off, I got myself a printer... it keeps 

me in touch with everybody (#1, 2009).  

And the other thing that I find quite comforting is the fact that you have 

access to the telephone.  I didn’t have a cell phone but they brought the 

cordless phone, so that enquires from outside, I could handle.  So, I wasn’t 

in any way cut off (#6, 2009). 

Managing the environment was regaining physical and social functioning by 

marshalling familiar resources. This included alterations to the house or garden that 

restored a sense of normalisation. Relying on a change to the participants’ environment 

was on the one hand using marshalling the resource through adaption.  On the other 

hand moving to new accommodations, such as in a village complex, was another way 

of marshalling resources to restore normal:   

I came home and stayed with my daughter and son-in-law. I stayed a couple 

of days with them, and then I came up here and then went back to them. I 

needed to have a walk in bathroom put in, so I had to stay with them.  I had 

the bathroom redone.  [It took] about three weeks. All tiled, walk in, sit 

down, turn on the shower.  With that, I came home and here I am (#1, 

2009). 

I think I have been here several years now; [it had been] redesigned... into 

your own double apartments... So we moved up here. Oh yes, it’s lovely, 

because we are completely independent.  I can order my dinner, go 

downstairs if I want to or if they are putting on a nice light lunch over at the 

Coffee Inn, I look at it and think oh yes, I like that, so I have a meal over 

there and then I just have fruit for tea at night, and if I want to I can pop on a 

bus and go out, have a meal out somewhere (#4, 2009). 

 

 Marshalling resources combined many factors such as the family, support networks, 

appliances, environment, or familiar activities all of which helped to restore normal 

interactions and behaviour.  Moreover, some participants preferred less interaction 

with others and balanced being more self-reliant, whereas, others preferred the use of 
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their many available resources as they regained physical and social functioning.  

Helping, whether self-related or from others, was a continuous back and forth process 

according to the situation and context.  

 

Helping 

Helping is a property of relying and was about the balancing of assisted-help with 

self-help that were necessary in regaining.  Assisted-help was the use of multiple 

factors during regaining physical and social functioning whereas, self-helping was the 

self-determining amount of help needed for restoring normal.  Moreover, assisted-help 

did not necessarily mean participant dependence and relying on others.  Assisted-help 

had various meanings.  On the one hand, there were the types of help needed to regain 

physical and social activity, and on the other hand, there was the assisted-help 

participants gave to their family and community.  Self-help was the ability to self-

manage what was normal for the participants or obtain resources to restore normal.  

Determining who was responsible for the type of help needed, moved back and forth 

between participants and other people:  

I think it is important to get help and have it offered to you.  When they 

stopped sending the person to help me with showering, I needed someone to 

help with shopping. I have that because of asking... it was important (#7, 

2010). 

 

 Assisted-helping inferred different meanings for the participants. This influenced 

how and who they interacted with during regaining. Assisted-helping to restore normal 

was the people and devices, along with physical and environmental changes that 

occurred during restoration of physical functioning.  For example, using healthcare 

teams to assist in regaining physical functioning became important: 

I like to mention the hospital service, very kind, and always very helpful to 

patients because I know I could not walk on the first week.  I was told not to 

get out of the bed unless it was with them, to call them.  So they came and 

helped me, and they lifted me and put me into the wheelchair, and if I 

wanted to go for toilet, they took me to the toilet, they waited there until I 

finished; and after I [had] finished they brought me back to the bed.  And 

even for the shower, they took me; they helped me (#10, 2010). 
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 The use of assisted-helping in the community was also necessary for restoring 

normal.  Participants remained in the home setting, by drawing on assistance for 

normal activities from other people and agencies.  The type of help ranged from 

personal cares, to house and garden work:  

[I have] home care help one day a week for shopping and one day a week 

for housework. Then I have another one just for showering (#11, 2010). 

Yes, but I have more help coming in, cleaners and things  Well I have carers 

now that come into help me but they don’t have to help me walk (#12, 

2010). 

I still have a carer; she is a nurse, and she vacuums for me once a week. I 

rely on her because I do find the pushing makes me very tired.  I know a 

good job is going to be done and I don’t have to worry about it (#6, 2009). 

 

 Assisted-helping also included the normal activities participants used to manage 

social and family matters or their community:  

I keep in touch as much as I can, help them [the family] out when I 

can...yeah, so I can help [with money], and I love to (#1, 2009). 

So I thought it would be nice to have a group of people interested in 

painting.  So I started an art class. I have been given talent; I use my talents 

to help other people [I also did volunteer work in the village] (#4, 2009). 

 

 Although individuals became involved in helping others their own needs for self-

helping were still important, and these determined the amount and type of help needed 

for regaining.  This was achieved either through the participant’s idea of normal and 

sustaining it, or obtaining and using resources to maintain normal. For example, 

maintaining usual activities meant balancing the understanding of normal with the 

practical reality of living normal.  Self-reliance and marshalling resources were used 

depending on what the participants determined normal. 
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 Helping moved between assisted and self according to the need and the situation. 

Interestingly, during the acute care hospital episode, assisted care was overt and 

dominant, with a primary focus on restoring physical functionality.  However, once 

mobility was restored to independence, the amount of assisted care lessened but 

remained until people returned home.  While assisted care still occurred in the home 

setting, this was self-helping rather than assisted.  Therefore, helping is the behaviour 

of balancing regaining’s needs against maintaining normal.  Relying in restoring 

normal is the balancing of self-reliance and marshalling resources in the form of using 

self-help and assisted help.  

 

Summary  

 Regaining has illustrated that restoring normal was more than just getting back to 

physical functioning.  The interplay of physical and social interactions and behaviours 

was about restoring normal according to participants’ interpretations.  On the one 

hand, the pacing inherent in regaining was influenced by time, age, perceptions, and 

compromises.  Spacing on the other hand was the balancing of distance using symbols 

that enhanced security and assisted with role shifts. Spacing focused on the social 

interactions between people, places, and environment, all of which were important to 

support regaining.  At the same time, relying was the effective managing of self-reliant 

activities that were balanced with resources marshalled from multiple sources.  

Constant movement between pacing, spacing, and relying occurred during restoring 

normal. Each property interacted with the others.  As participants recovered, properties 

continuously moved to manage restoring normal.  While regaining has presented the 

physical and social elements of recovery, the following chapter will examine the 

psychological aspects that are required to restore normal.  
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Chapter Six 

Reasserting 

Introduction 

 Reasserting is the second subprocess to be presented in the theory of restoring.  

Reasserting is defined as the permissioning, connecting, and reconciling required for 

restoring normal psychological processes.  Permissioning is the reasserting of the 

participants’ normal responses, interactions, and behaviours.  Permissioning is 

influenced by the participants’ developmental life stage and the diverse expectations 

that influence restoring normal behaviour.  Connecting is reasserting the self back into 

interactions and relationships.  Familiar patterns of interactions and relationships assist 

in restoring normal psychological responses recovery that is actually an unfamiliar 

situation for many.  Reconciling is the reassertion of the usual psychological 

behaviours.  These behavioural responses are seen in the restoring of participants’ 

normal attitude, routines, and ways of accepting, which occur in their normal life.   

 Reasserting had two components. The first component was the reasserting of the 

self during restoring.  The self was defined as the distinct identity and characteristics of 

the older adults, presented publicly through their personality and behaviours during 

restoring. Second was the reassertion of the older adults’ position within the many 

groups they encountered during restoring.  The older adults’ personality influenced 

behaviours and the position taken in these groups.  Interactions and behaviours were 

contextual and depended on the individual response to the recovery situation.  For 

example, in the early recovery stage, the older adults’ interaction with health 

professionals was influenced by their unfamiliar position and the differing views 

within the health professional group.  In the later recovery stage, a change of situation 

or place, repositioned the older adults’ behaviour.  This reflected familiar patterns of 

behaving of the self, within normal groups such as family, friends, and community.   

 The psychological process used in reasserting is defined as the cumulative 

influences of family, socialisation, experiences, and life span events that are described 

as a person’s personality.  Personality is the qualities, traits and characteristics that 
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make up and define a person. The dynamic and organised set of characteristics 

possessed by a person uniquely influences his/her cognition, motivation, actions, 

interactions, responses, and behaviours.  Psychological responses to events are 

influenced by peoples’ thought processes and actions.  The particular combination of 

emotional, attitudinal, and behavioural responses is intimately linked to a sense of the 

self.  The self uses filters, such as social history, roles, culture, faith, and values as a 

pragmatic response according to the situation and context.  The person’s past 

underpinned their actions during restoring:  

Don’t forget your past, it makes you... (#13, 2010).  

 

 Self-response behaviours had to be balanced with wider interactions that occurred 

in the recovery situation.  Moreover, there are multiple selves that transition according 

to time and context.  Reassertion of the participants’ psychologically normal 

behaviours underpinned responses to the immediate event, and had to be managed in a 

way that was acceptable for the longer term:   

I mean this is how it is...deal with it...nobody else can do it for me... (#3, 

2009). 

As you get older you have to find ways, but this becomes normal (#7, 2010). 

Part of reasserting, in the wider context, involved comparing the self to other 

peoples’ ways of behaving during recovery.  Personality traits and characteristics 

were considered against expected patterns of behaving: 

I mean even with some marriages and some lives, people don’t have to 

develop certain traits others have, do they?  [The fracture] was just 

something in passing. Yes, it didn’t reduce me to a helpless wreck. It was 

just a blasted nuisance.  I know it was because you see I was in an 

orthopaedic ward, which is very educational... it was so screamingly 

obvious the one who [were] martyred people (#3, 2009).  

I was going to say that you don’t just suddenly have a personality change, 

some people do of course.  They have a fracture and that’s the end of the 

world as far as they are concerned; they mentally fall to pieces.  You don’t 

make a conversation [of it] for the rest of your life (#3, 2009). 
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 In this chapter, reasserting and its concepts and properties will be presented along 

with a diagrammatic representation of the subprocess. (See Figure 11).    

Figure 11. Reasserting subprocess and properties 

           Subprocess                  Concepts Properties

REASSERTING

Permissioning

Connecting

Reconciling

Developmental life stage,

 diverse expectations

Familiar situations, 

unfamiliar situations

Attitude, routines, 

accepting

 

Permissioning 

 Permissioning is one concept of reasserting that is defined by differing contextual 

and situational interpretations of behaviours during restoring.  The properties of 

permissioning include developmental life stage, and diverse expectations.  Therefore, 

developmental life stage influenced self-permissioning and diverse expectations 

impacted behaviours seen in professional interactions. It was evident that the recovery 

context influenced permissioning.  There were professional and self-permissioning 

behaviours that affected recovery.  In the acute period, recovery was professionally-

directed and situational.  This impacted how permissioning was interpreted by older 

adults.  At the same time, professional expectations and understandings influenced the 

older adults’ responses and the timing of reasserting self-permissioning.  Reassertion 

of self-permissioning was initially limited until professional permission was given to 

the older adults’ to be independent within the hospital: 

Well, after I had been getting up to the toilet with the nurse...[She] said to 

me, you can walk on your own now...I thought I must be well and walking 

okay (#11, 2010). 
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 Self-permissioning overlapped with the health professionals’ permissions during the 

hospital phase.  However, as recovery progressed, older adults reasserted normal 

psychological behaviours that would be used after their discharge from hospital.  In the 

immediate recovery stage, older adults gave unspoken permission to the healthcare 

professionals to manage the beginning recovery processes, which resulted in 

individuals adhering to the professionally-directed regimes, or not acting 

independently, until professional permission had been given:  

You have to be obedient because you don’t know what is happening.  I 

knew there was something wrong with me, so I knew it was my duty to 

listen to them [health professionals]. I had to trust people. I had to. I was 

happy that there was somebody worrying about me; I really appreciated it 

(#10, 2010).  

On the other hand, some participants were more active in seeking permission.  They 

reasserted their usual personality and interactions and became more involved with the 

health professionals.  Rather than waiting for permission to be given, some individuals 

reasserted their authority by confirming permission with the healthcare personnel: 

Got the doctor’s permission for my discharge. I always told them that I was 

going. [I] already had my carers set up at home (#12, 2010). 

 

 Permissioning was tempered according to the contextual setting.  In the hospital 

context, professional permission for self-management was important, as it facilitated 

the reassertion of normal behaviours.  As the patients’ independence increased 

professional permissioning declined.  This had a psychological effect on the older 

adults who began to display self-management restoration management and 

psychological responses similar to at-home behaviours.  Therefore, permissioning 

moved from professional control to self, and reflected participants’ normal behaviour 

and choices they made:  

I did what I normally did however, not telling anyone...asking for help was 

making a choice to allow others to get involved (#16, 2011). 
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 Once participants returned to their previous residence, self-permissioning helped to 

restore normal patterns of behaviour: 

You give yourself permission to do or not to do things (#18, 2011). 

In the home setting, while self-permissioning was reasserted there was still room for 

healthcare professional input.  The influence of professional permissioning at this later 

stage though was balanced with self-permissioning.  Thus older adults reasserted their 

control, and determined which at-home professional regimes were useful to their 

needs: 

Because I tend to think [about] the stuff I didn’t like [to do]; I put [that] 

right away [exercise programmes]. Out of sight, out of mind. (#2, 2009). 

 

 The situational difference between the two types of permissioning is that 

professional permissioning did not explicitly acknowledge the older adults’ 

developmental life stage, personality characteristics, and attitudes.  Primarily, health 

professionals dealt with the body but left individuals to manage their psychological 

restoring.  Self-permissioning was eventually reasserted though and the older adults’ 

usual behavioural responses occurred.  The older adults’ personality characteristics and 

attitudinal responses were shaped according to the influence of developmental life 

stage and diverse expectations.  

 

Developmental life stage 

 The developmental life stage, a property of permissioning, influenced the 

behavioural interactions in permissioning, as participants’ personality characteristics, 

ways of thinking and attitudes about recovery were reasserted during restoring.  The 

term was logically derived from the data to represent the variance inherent in older 

adults’ developmental life stage and its subsequent influence on restoring.  There were 

many developmental factors that influenced participants reasserting normal 

psychological behaviours.  For example, attitude, mindset, and personality: 

I made sure I didn’t develop tunnel vision about any particular aspect about 

how I was living. [I] tried to keep a broad view and a balance to what I was 

doing... In other words, I am self-disciplined... there is some value in being 

like that.  We are living longer but on the average, when you get to 85, you 
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sort of move on... Instead of making a fuss, you just put up with it (#3, 

2009). 

 

 Nevertheless, the developmental life stage influenced participants’ psychological 

responses to reasserting.  For example, the older the participant was at the time of the 

event, the more likely they were to wait for professional permission to become 

independent.  This was often seen in the participants’ conduct towards healthcare 

professionals and adherence to regimes, reliance on assistance, and general 

appreciation of the care received:   

I like to be very grateful... to the hospital service... [They were] very kind 

and helpful...[but]  you have to be obedient because you don’t know what is 

happening (#10, 2010). 

 

 The development life stage affected if reasserting occurred or not.  Older adults 

tended to respond passively in some instances, and were happy to cooperate without 

question: 

I was happy to cooperate. Whatever they considered necessary, then I was 

okay [with it].  Well, nobody likes being in hospital if they don’t have to.  

But I can’t complain about the hospital. Just getting home, I like to be at 

home. That is very important (#7, 2010). 

On other occasions, older adults’ passivity impacted them emotionally as 

professional permissioning continued during recovery: 

I was so excited and nervous at the same time, in being able to get out, as I 

had never been in a place where you were not allowed to move and get out 

to go home.  There was this ghastly feeling of helplessness.  I knew that I 

didn’t have the strength to go anywhere on my own.  I knew I couldn’t 

move very far, I was controlled sort of up to a point. The point is where you 

realise you can’t go where you like (#11, 2010).  

 

 In contrast, some participants saw permissioning as a shared responsibility.  They 

were more active in reasserting their own ways of thinking according to their 

personality traits and customary habits:   
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I started to argue about having a shower. The lady would say to me, “you 

are having a shower this morning”. I said, “No, I am not. I am just having a 

wash.  That is all. I am not having a shower; I will have a shower 

tomorrow”.  Well I don’t shower everyday... I have never showered every 

day in all my life. [I] have a full wash because we never had enough water... 

(#11, 2010). 

 

Younger participants’ permissioning depended on the relationship they had with 

others.  These participants controlled permissioning accordingly:  

You create your own space and you give permission for others to help you 

(#16, 2010),  

This type of attitude promoted self-permissioning.  

 Irrespective of the developmental life stage, participants who lived alone, reasserted 

their way of thinking as quickly as they could:   

Well I think I am alright. [I have] this lady here [who] comes every Monday 

morning to help with the vacuum cleaning and she does the ironing for me. 

Then another one on Wednesday who comes and she could wash me if I 

wanted, [but] I’m a bit independent... I try to help myself and she is handy if 

needed (#13, 2010). 

More often than not, older adults’ hospital self- permissioning behaviours were similar 

to their at-home ways of thinking.  When an unexpected event occurred, their normal 

psychological behaviours were interrupted.  As recovery progressed and psychological 

reassertion strengthened, older adults began to question professional permissioning and 

actions:  

I do think it would be better if the doctor did talk to you. Doctors don’t tell 

you a lot, they never do. Well a funny thing happened when I first came out 

of surgery. In the next couple of days the doctor came through [and] he said, 

“how are you feeling, do you feel alright?”  I said, “I have a bit of pain 

down here (indicated my knee area)”.  I was only saying what he wanted to 

know and he turned to his... whatever it was [Registrar/ House Surgeon] Oh, 

she has just has a big operation and she feels some pain. Well he did ask, 

what did he want me to say? Sometimes, someone would come through and 

pass a remark, ask something but [I] didn’t know who it was (#11, 2010).  

 

 The attitudes, ways of thinking, and behaviours were evident in the diverse 

expectations older adults had to respond to during recovery. 
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Diverse expectations 

 Expectations, a property of permissioning, were the multiple viewpoints older 

adults encountered during recovery.  The diversity was evident in the behaviours of the 

many people involved in the process of restoring.  Expectations were the beliefs and 

assumptions people made about recovery, which were interpreted through their 

developmental life stage or professional equivalent.  These assumptions were reflected 

in the ways of thinking, attitude, and actions of those involved.  Older adults’ 

expectations influenced reasserting of normal psychological behaviours, along with the 

responses to professional permissioning and self-permissioning. During restoring, 

older adults’ expectations were continuously balanced against professional, 

family/community, and time-related expectations.  The older adults’ expectations 

emphasised a restoration attitude that was reflected in the recovery outcome:  

[I] never thought that I wouldn’t get back to my normal life (#9, 2010). 

I never thought of not recovering, it never came into my mind. I thought I 

am going to hospital, I’m having an operation and after that I’ll be fine, and 

I’ll be back (#4, 2009). 

 

 Professional expectations were balanced with the older adults’ reassertion of 

self-permissioning, which influenced their expectations during recovery: 

I don’t know if I will ever recover because the doctor said you don’t really 

recover properly from a hip operation.  Well, I thought it meant that you 

would never get walking.... not how you walked before kind of thing, you 

know, that it would upset the [normal] walking. I thought it would be about 

3 months or something like that – that is what the doctor said.  I think I 

remember my Dad breaking a bone and it took him about 3 months (#13, 

2010). 

 

Older adults expected to be involved in the recovery process and that health 

professionals would interact accordingly.  This also included gaining permission 

from the older adults for healthcare interventions: 
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They don’t tell you anything. One of my daughters was up one day and 

started talking about blood transfusions, and I sort of wondered why she was 

bothering and I said “I’ve never had a blood transfusion”.  She said “Yes 

you have”... I was a bit brassed off about that.  They could have said, “this is 

what we are going to do”.  I don’t think they even asked either of my 

daughters to sign for it.  [I was] just annoyed that nobody had bothered 

telling me.  [I] hadn’t been involved at all [but] you get over these things 

(#7, 2010). 

On the other hand, some participants’ expectations were met during the hospital stage.  

Professional permissioning was accepted and interpreted depending on the older 

adults’ ways of thinking. This was reflected in their later recovery and influenced their 

viewpoint on responding to professional advice: 

I just thought it was fixed and that was it.  Providing always that I did what 

they [health professionals] suggested to do.  They suggested that I walk and 

why did I do it because I thought why not do it.  They tell you or suggest to 

you certain things.  Whatever it is, you should do it.  We have seen people 

in here [the village].  We have been in here 3 years ...  we’ve got to know 

people... but there are some of them [who] are not doing what the doctors 

have advised them to do after their operations or whatever.  They’ve let it 

go, [and it] becomes their disadvantage (#5, 2009). 

The hospital period influenced permissioning and expectations about immediate 

recovery.  Reasserting normal psychological behaviours was seen to be beneficial, but 

the older adults’ expectations reflected their attitude to the recovery process: 

You have to do as you’re told.  You know it is for your own good so you try 

and do it, don’t you.  But I think I had a lot of freedom in that hospital and 

to be able to get out of the bed and walk along the hallway and go to the 

lounge.  Then the doctors used to come around at certain times each day, so 

in a way you looked forward to seeing them because it was like having a 

visit, I thought from the doctor (#13, 2010). 

 

 Older adults continually balanced and interpreted family/community expectations 

during restoring. This was dependent on the type of relationship the older adults had 

with family members and other people in their usual environment.  Family member 

expectations shifted according to the context during recovery.  During the acute stage, 

family members responded to the health event and provided expected support, 

reasserting family interactions and behaviours: 
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My daughter, well she isn’t soft with me but she does everything and we 

have a few laughs together and all that you know. Without her, I would 

probably be a little bit lost. We have always been friends together [and] she 

makes sure that I am okay (#13, 2010). 

[It’s] great to have them present, but [I] worry about intruding into their 

lives, their time, costs and effort... (#7, 2010). 

At the same time, older adults self-permissioning and support behaviours reflected 

family roles, reasserting their normal psychological responses to family members: 

Well, [family] are scattered. I only have my youngest daughter in Auckland.  

She was worried silly, more than I realised at the time.  She was scared stiff 

I was going to die seemingly. I do support her. She needs it; she is still 

trying to find her feet. I mean a broken marriage is not a good thing (#3, 

2009). 

I have a daughter in ill-health.  She was going to be on her own, should I go 

[and die].  I didn’t have to worry; the choice was made for me.  Get up and 

get on with it.  I had no choice (#6, 2009).  

As family roles and expectations reverted to normal behavioural patterns fairly quickly 

during recovery, reasserting normal interactions with home based and community 

people followed after discharge.  Self-permissioning behaviours returned to the usual 

patterns typical of the home environment.  However, expectations about the self 

varied: 

Well I wasn’t able to anything very much.  I just had to exist until I could 

cope.  Bloody-mindedness I guess. I have never had anything like this 

before.  New experience, absolutely, totally and one I don’t want to repeat 

(#7, 2010). 

I probably found that as the help dried up after awhile, eventually they sent 

a nurse to evaluate me, for what I needed and what I didn’t need.  She 

recommended that I had help for another 8 weeks.  She said, “it doesn’t 

mean you’ll get it, but that was her recommendation”.  I got it for another 6 

weeks, which was very helpful (#7, 2010). 

Home help were fantastic but overgenerous.  [I was] glad when [it] ran out, 

[as I was] over it.  [There is a] point where the help is no longer help but 

interruption or hindrance... [I] had enough but they were supportive people 

(#9, 2010).  

 On the other hand, older adults’ expectations varied about people in the community.  

Participants’ normal psychological behaviours to manage the recovery process were 

compared with other peoples’ responses to health events: 
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You know people moan and groan.  They do that anyway because that is 

their temperament.  You deal with it.  That’s life sorted out. Survival is the 

name of the game.  I would say it’s a total attitude, yes, yes because you 

have met the types that go into a decline and talk about my operation, spare 

me.  It doesn’t mean that your whole life is forever geared around before I 

fractured, after I fractured, while I was fractured. I think it is important 

people realise that they can be very tedious and boring (#3, 2009). 

 

 Older adults’ self-expectations influenced their responses to restoring and were 

interpreted through permissioning in different contexts and time-related expectations.  

Professional permissioning was followed in the initial hospital period until 

interventional activities were significantly reduced.  Older adults reasserted self-

permissioning behaviours at this point, as professional permissioning no longer 

seemed relevant.  Even if the time frame for recovery was short, older adults 

reasserted normal self-permissioning behaviours: 

Getting permission to do something went against what I normally did...Why 

did I need someone’s permission? (#16, 2011). 

In a different context, such as returning home, older adult expectations of the time it 

took to recover had to be reinterpreted to reflect the situation:  

I am a little bit disappointed in that umm, I expected to be able to get back 

totally to what I was before and I find that this muscle fatigue is annoying. 

[Before] I was walking; you know my little walk, my half hour walk.  I find 

I’m puffing and feeling fatigued half way through.  I had hoped to be right 

back to normal (#6, 2009). 

I thought three months and I would be on the go again... probably when you 

get to my age, it takes a little longer (#11, 2010).    

 

 Self- permissioning was reflected in older adults’ expectations and normal 

behaviours were reasserted as recovery progressed: 

As soon as I felt strong enough to walk on my own.  That’s the thing that it 

makes the difference (#11, 2010). 

[I’m] just doing what I have to do.  I’m very good at not doing things.  I 

suppose I’m lazy, probably born lazy and just expending the least amount of 

energy [I] have to. You have to be comfortable, don’t you? [Which] means 

being able to do what I have to do. I’m a bit lucky being here [in the 

village], I don’t have to do it and that suits me beautifully (#7, 2010). 



139 

 

 Developmental life stage and diverse expectations influenced the types of 

permissioning that occurred. Reassertion of the older adults’ normal attitude, ways of 

thinking and actions contributed to their sense of self and place in the recovery 

process.  Instrumental to reasserting normal psychological behaviours was the older 

adults multiple ways of connecting.  

 

Connecting 

 Connecting was another concept of reasserting.  Connecting is defined as the 

process used to manage familiar and unfamiliar situations during recovery.  Situations 

were defined as the connections older adults had with people, places, objects, concepts 

such as faith, environments, and customary habits.  Familiar situation connecting refers 

to the normal relationships, attitudes, and responses older adults used in familiar 

interactions.  Unfamiliar situations meant connections had to be reinterpreted by the 

older adults according to their normal psychological responses.  Unfamiliar situational 

connecting was usually short term and contextual, which resulted in interactions to 

clarify the situation:   

I was hospitalised that night... and they said they wouldn’t operate until the 

Monday. Lo and behold, on the Sunday night they operated... By Monday 

lunchtime, everybody was showering and I said, “Am I showering?”  They 

said, “Yes, off you go”... here arrives a walker and a carer (#6, 2009). 

 

 Connecting was not static and continually changed according to the needs of the 

participants.  Nevertheless, restoring psychological connections was important.  

Reasserting the older adults’ thought processes and actions used in familiar situations 

enabled the unfamiliar ones to be managed.  How older adults dealt with familiar 

situations reflected their personality and interpretation of connecting accordingly:  

To me everything is connected altogether, it is part of the way my brain 

functions; it just happens; it’s all part of memory...you are the sum of your 

past in the present through being connected (#20, 2012). 
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 It was evident that connecting was about the relativeness of familiar situations.  The 

more familiar the older adult was to a person, place, object, concept, or support, the 

more likely their attitude, ways of thinking and behaviour would be supported by those 

connections during recovery.  In contrast, the less familiar participants were with 

people or supports, the more likely they were to fall back on familiar connections to 

help manage the situation.  

 

Familiar situations 

 Familiar connecting was a property of connecting that was interpreted by 

participants according to their relationships with usual situations such as, people, or 

supports.  It was the interpretation of the familiar that supported reassertion of the 

older adults’ personality, attitude, and interactions during recovery.  Familiar 

connecting emphasised family members as a basis for restoring, which provided a 

network that enveloped the older adults.  While this increased the potential for 

reasserting normal behaviours, it was often specific members of the family that created 

the sense of familiar: 

My children are an incentive to move forward (#7, 2009). 

[My] husband [was] most important as [my driver] however, [the] rest of 

family being there in the background [was] important (#8, 2010). 

Being with my son...we enjoy life together and that is what I wanted to get 

back to (#11, 2010).  

The familiarity of connections had many interpretations other than close family 

members.  Non-family people and community supports were also part of the familiar 

network that was used during restoring:  

A big network sits around you – husband, family, friends, church... Trying 

different things and using connections to try and find a remedy (#9, 2010). 

A husband, family generally, but he’s the only one handy. [My] daughter 

lives in [another city]. [My] son is [here] but he is so busy.   [I have] lots, 

lots [of friends, including] bowls naturally.  Moving here [to the village] 

was only at the beginning of this year and [I] met some terrific people. 

Instead of being all by yourself, it is just the friendliness of people, people 

that I hadn’t known before really, doing helpful things but I think that 

helped [me to] manage very well, because [I] couldn’t stay where [I was], as 
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it was a big place to look after, lots of outside area. Stuff that I used to do I 

can’t do it now (#2, 2009).  

Connecting with community supports were usual relationships that older adults 

continued to interact with once they had returned home. Neighbours tended to have 

more importance for participants especially when they lived alone:  

Yes, it is important to keep contacts; I’m very much on my own. You come 

in as an outsider; no matter when the chips are down... [You] have to make 

connections with neighbours, however superficial (#16, 2011). 

There are people [neighbours]around here,... they are younger people but 

they all connect with me...you see them and say hello...we don’t have a lot 

to do with each other but if we see each other we acknowledge each other 

(#13, 2010). 

 

 Older adults used other familiar situations to support the reassertion of their usual 

psychological patterns of behaving.  For example, faith in the self, along with spiritual 

faith, was an inner familiar connection, older adults used during restoring:  

Because I think positive...if you are going to go whinging and whining, not 

been able to do this and not been able to do that, not me... It doesn’t matter 

what happens, there is a silver lining in every cloud and I figure well when I 

did fall and break my hip...I just have to get on with it (#1, 2009). 

 [I am a] practising Christian.  Right from a little girl, as soon as I could 

talk, I was taught to say my prayers and I have said my prayers every night, 

every morning, every night since... I’ve just got a positive faith.  I don’t take 

risks but things happen.  It’s how I deal with it.  I said my prayers before 

surgery and I said a thank you after.  I’m not silly with it; it’s just part of me 

(#4, 2009). 

 

 Alternatively, familiar connecting was strengthened when participants returned to 

their previous residence.  Participants managed at home, often with helpers, who were 

already an everyday established part of their lives.  The participants’ residence or 

home based-technologies were familiar forms of connecting.  For example, within a 

village complex, participants connected with a number of activities that were 

interpreted as familiar interactions: 

There is just so much to do here. You don’t come in here because you are 

old.  You come in here, I always tell people you come in here to open up a 

new chapter in your life.  We have a beautiful big art and craft room, we can 
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teach any sort of art, any sort of craft.  We go on trips, out to lunch, go to 

the ballet, to the opera, and I am going into the Town Hall next week.  

There’s the Philharmonic Society (#4, 2009). 

Familiar connecting’s focus on the home setting, helped to strengthen normal 

behaviour patterns: 

It’s being connected with the house, I know where everything is and if it is 

moved... I am at risk (#16, 2011). 

You make the most of it... There’s a lot to enjoy, you know, the garden, the 

flowers, [and I have] got nice neighbours (#1, 2009). 

In the home environment technology helped to reassert familiar connecting.  For some 

participants computers connected them to people and places that provided a sense of 

participation in family life: 

My eldest grandson got married [overseas], my oldest son took his laptop, 

set it up on the front seat and I saw the whole wedding.  Just like being 

there.  No jet lag, it was fabulous.  I could hear the whole ceremony, 

everything.  It was wonderful.  It has diminished the world, yeah, it keeps 

everybody right here...I bless the day I learnt to email and use the computer 

(#1, 2009). 

  

 While connecting with familiar situations supported older adults in their recovery 

process, some aspects were unfamiliar.  The unfamiliar situation was often contextual 

and situational.  This had older adults connecting with unfamiliar people, processes, or 

environments.  

 

Unfamiliar situations 

 Unfamiliar situations, the second property of connecting, occurred during recovery.  

They tended to be short term and contextual.  An unfamiliar situation happened when 

older adults encountered circumstances that were not part of their normal life 

situations.  These included unfamiliar people, processes, behaviours, and places. The 

most common unfamiliar situation was the unexpected admission to hospital.  In this 

context, older adults initially struggled to connect.  The situation interrupted normal 

psychological behaviour and presented a different set of pattern of interactions.  The 

unfamiliar situation divested the older adult of control of the process: 
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[I was] not sure who did the operation but it wasn’t the specialist surgeon.  

[I was] not told anything, [I was] furious about it but could not talk or tell 

anyone about it.  [There was] a lack of care overall.  [There was] no physio 

[to teach me about] walking, exercises, crutch use, [or managing] stairs.  [I] 

just lay in bed then [I was] discharged.  [I had] no control over what 

happened.  [It was a] big problem [as I was] left out of everything [and] not 

being listened to.  Due to the fall, [I] had no choice in who treated [me] but 

you [do] expect competence (#9, 2010).  

Participants often noted a lack of involvement in the unfamiliar situation of the 

recovery process and that their responses to these situations were not always taken into 

account:  

You are rarely asked if you want to [do something].  There were times you 

didn’t want to, but you did it anyway because you were told to (#18, 2011). 

 

  Overall, the unfamiliar situation resolved fairly quickly.  The unfamiliar became 

familiar.  The older adults’ reassertion of familiar ways of responding occurred, but the 

unfamiliarity of the environment continued to interrupt on occasions.  Ongoing 

interactions with health professionals influenced reasserting.  These were mostly 

positive but there were negative instances.  The older adults’ responses to these 

unfamiliar situations varied however.  It was usually the attitude of health 

professionals that impacted the situation: 

Well I just couldn’t eat really; I found I couldn’t eat when they brought the 

food in.  [It was] a very unusual way of cooking.  What it is I don’t know, 

very peculiar.  They would grumble at me because I couldn’t eat it.  I just 

felt I wanted to throw up.  I told them, [but] they said try, try to eat. I said I 

can’t, and then they started giving me ‘Fortisip’ (#11, 2010). 

Mostly I found them [nurses] to be very good, but I struck one nurse who 

said – “I’m not your slave you know”.  I shed a few tears and another girl 

came in and she said “ what’s the matter?” and I told her what had happened  

and I didn’t see that girl again [the first nurse] – I said keep her away from 

me and I didn’t see her again (#12, 2010). 

I think most of the nurses were doing their job.  [No matter what you think 

or] whatever you feel is too bad.  Well everything is automatic with them 

and you wonder sometimes if they listen to you at all.  It is all just work. 

Just sort of all routine – just a job and that is it.  You have got to fit in that’s 

for sure (#11, 2010). 
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 Unfamiliar connecting merged into familiar situations during the hospital episode.  

Older adults continued to reassert their usual personality and attitude, and the 

environment often supported their ways of thinking until they were ready to return 

home: 

What helped me? The fact that they [health professionals] were confident; 

they were relaxed, they were obviously not worried about anything, so why 

should I be?  Obviously I wasn’t well prepared for a hospital visit.  Other 

than that, it was well organised, well run and I was able to relax.  The 

surgeon came the next day with his houseman and I was obviously in good 

hands.  I won’t say it was quiet or restful because it was a transitional ward 

and it was like a railway station. [But] I thought the ward was excellent and 

it was like a cocoon; it was nice; it was comfortable, I didn’t have to worry 

about anything but there comes a time when you want to move on... 

boredom, restrictions, in [these] surroundings.  You can go that way or that 

way and stop.  You don’t want to do that forever.  The quicker you go, the 

quicker you get home… I [was] ready (#6, 2009). 

On return to the community, unfamiliar situations occurred.  These were usually short-

term but represented an interruption in older adults’ normal behaviour.  For example, 

not being able to drive meant using other forms of transport.  Overcoming the 

apprehension of using buses, a once familiar connection, changed actions and 

sometimes contributed to psychological restoring: 

I’m very apprehensive of buses.  I hate buses.  My son put me on the 

bus...once I could get on the bus, which was quite an adventure in itself, it 

was okay...I didn’t drive for another six weeks and then just limited (#6, 

2009). 

 

 During initial recovery, the unfamiliarity with the healthcare setting, its people, 

processes, and environment, older adults increased their familiar situations connecting, 

while managing the unfamiliar.  The unfamiliar situations more often than not became 

familiar however that depended on the personality, attitude, and response behaviours 

of the older adult.  The normal patterns of behaviours used by older adults were often 

the result of life’s influences that was a way in which they reconciled the unfamiliar 

with the familiar. 
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Reconciling 

 Reconciling is the third concept of reasserting and is defined as attitude, routines, 

and accepting that influence recovery and the process of restoring normal.  Reconciling 

is where older adults will attempt to accommodate, resolve, and accept any and all 

changes that impact during restoring.  The older adults’ personality traits, 

psychological behaviours, and usual situational responses underpin reconciling.  

Moreover, these characteristics facilitate psychological restoration during recovery, 

through the interpretation of attitude, reassertion of routine, and self-acceptance 

behaviours.  Attitude was a mindset older adults’ focused on during recovery.  

Interestingly, their attitude reflected the normal personality of the older adults.  

Attitude was also a way in which the impact of recovery was reconciled as acceptable 

or not for the older adults.  Routines were everyday patterns of behaving that were 

based on normal psychological processes older adults used to manage the sense of self 

relative to their life stage.  Accepting was an ongoing process in the older adults 

emotional, intellectual and behavioural responses to situations and context.  The older 

adults’ usual reconciling of life situations was according to their personality, attitude, 

and emotional responses and was often seen during recovery:  

...because I want to get on with life, I’m not going to sit here and be 

miserable because my hip is broken (#2, 2009). 

Even when complications sometimes occurred following hip fracture, older adults used 

their normal reconciling behaviours to continue their recovery:  

Complications [from the fracture] changed my ability to mobilise, and 

socialise [but I] found solutions to these...until [the] complications [were] 

fixed (#9, 2010). 

 

 Reconciling was a usual psychological response older adults used to interpret the 

influences of ageing.  This was reflected in their interpretations:  

I am very grateful for having a life of not having problems.  I appreciate that 

now, much more than I did. I appreciate my good health much more than I 

ever did, while I had it. I have had to adapt my thinking; I’m not as good as 

I thought I was. I think it’s hard to realise you’re not as good as you used to 

be. I think as you get older you have to find ways of doing things and after a 

while it becomes normal to do it (#7, 2010).. 
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Because I am not as agile as I used to be. I think when you age, you must 

slow up.  Well I have got used to myself and how things are.  I am very 

lucky in a way because I can get out there when the sun is shining and sit on 

the seat, and I can even get to the letterbox in a funny sort of way. I try to do 

my best.  It is an achievement I suppose (#13, 2010). 

 

 Reconciling was the psychological management of the impacts from the health 

event, in which the older adults reasserted their sense of self through personality and 

behavioural responses.  This was reflected in their attitude, routines, and acceptance 

responses during recovery.  

 

Attitude 

 Attitude, a property of reconciling, was a mindset older adults used as a reconciling 

behaviour during recovery.  This mindset was a psychological response developed 

from historical, social, and family influences.  The older adults’ attitudinal 

characteristics were interpreted as thinking positively, which had a significant 

influence on their recovery: 

I think you have to [think positively] don’t you, as you could lie there and 

feel terribly sorry for yourself.  But I don’t see much point.  I think probably 

but I have never had to face this before. You have got to think positively no 

matter how rotten you feel.  You have really got to think positively 

otherwise I think I would go under (#2, 2009). 

Things haven’t changed that much really, I reckon... because I think 

positive... and I just have to get on with it (#1, 2009). 

 

Moreover, older adults’ positive thinking was reflected in their usual attitude.  This 

was supported by a history of family values and psychological responses to situations: 

Attitude is a value; it is about how you were brought up; it’s a family thing, 

and you just get on with it, and make the best of it (#15, 2011). 

I think attitude counts for a lot; from the family I learnt I had to put up with 

quite a bit (#13, 2010).  

Because it’s an attitude that goes within our family...they have always 

looked on the bright side (#12, 2010). 
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Attitude definitely. Well, my son is the same, and my daughter.  They have 

been brought up [like that] and my husband has always had a very, very 

positive attitude (#4, 2009). 

 

Conversely, older adults noticed that some peoples’ behavioural traits reflected a 

negative attitude for recovery:  

Lying there being a weak female isn’t me...people don’t have to develop 

[those] certain traits do they? (#3, 2009). 

 

Psychologically, keeping a positive attitude could be difficult at times.  For 

example, if complications had arisen or recovery was taking longer than expected.  

Sometimes older adults realised that there were occasions when it was harder to 

reassert their positive attitude:  

Well, I wouldn’t say I am positive all the time, as there have been times 

when I have been quite fed up with everything...but you have those days 

don’t you (#13, 2010). 

I have said it before – mainly think positive.  If not, that’s your biggest 

problem.  Everybody gets nights where you lie in bed thinking – why me, I 

want to do something but I can’t. Why?  But if you think positive about the 

things that you can do and you have a very helpful person in the next room, 

it makes a big difference (#2, 2009).  

You must think positive.  Look there have been plenty of times... even 

today, I think I don’t want to get out bed and walk, I don’t want to get out of 

bed and do anything but if you’ve got it ingrained into your mind that you 

have got to do it then you will get up and you will walk, whether your mind 

tells you to or not.  It is very easy to become lackadaisical, too easy.  I don’t 

[but] there are times that I don’t want to go walking, there are times when I 

don’t want to go the gym, but I go [anyway] (#5, 2009). 

A positive attitude supported recovery but it also influenced other aspects of 

reconciling such as reassertion of the older adults’ normal routines.  

 

Routines 

 Routines, another property of reconciling, were the psychological management of 

older adults’ everyday life through patterns of behaviour that were normal customary 
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practice.  Reasserting normal patterns of behaviour by restoring routines enabled older 

adults to reconcile the impact of the recovery processes.  Routines were increasingly 

important to older adults as they grew older, because they tended to provide 

psychological stability and an anchor point during reasserting: 

Very important as you get older, it is something to cling into; routines are an 

anchor for you, comforting (#21, 2012). 

Routines were evident as stabilising forces in reasserting normal psychological 

behaviours.  Older adults interpreted unexpected events as potential threats to this 

stability: 

Routines are evident throughout early and later lives, as they provide 

stability, security and balance...the elderly thrive on routines, you don’t 

want too many surprises anymore (#20, 2012). 

Routines were more important that I thought (#18, 2011). 

 

 Routines were self-determined behaviours. They were often adapted to 

accommodate ongoing change that occurred throughout the life stages.  Routines were 

a part of older adults’ reconciling behaviours in which they managed life events.   Any 

impacts on the usual routines were interpreted accordingly. Older adults managed 

these impacts through normal ways of thinking, and accommodated the changes into 

their normal behaviour patterns: 

[I am] not spontaneous now, [I] used to be... [I] have routines.  Now 

especially after the injury and complications...routines underpin all my 

activities within the home, etc...(#19, 2012).  

Well, what I do now is I have a routine, to give each day its own character.  

So I have a routine for each day and when I have done that routine I can tick 

that off...it’s my choice (#6, 2009). 

 

 In the restoring process restoring routines was influenced by delays or 

complications that occurred during recovery.  However, these were usually temporary.  

The older adults’ psychological response to delays or complications included 

temporary changes to their routines. These were minor changes in which the 

participant required different responses to managing the patterns of daily life for a 
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short period.  When a major environmental change, such as bathroom alterations, 

ramps were installed, or help was needed in the home setting, older adults incorporated 

these into their previous routines.  The older adults’ psychological response was not to 

change normal routine patterns but to reassert the self and reconcile the behaviour 

supporting them:  

Yes, getting back to my previous routines, walking with my neighbour 

however slower now but the routine is present (#16, 2011). 

I’ve lived here for seven and a half years. [I am] well settled in, back to 

normal routines.  How I get around may be different, but [I am] normal for 

being back home (#7, 2010). 

 

 Professional routines had an impact on older adults during restoring.  In the hospital 

period, health professionals’ routines took precedence.  At the same time, the 

healthcare routines provided an element of psychological security for the older adults 

managing the unfamiliarity of the event and the strange environment.  These 

professional routines were generally reconciled by the older adults as an accepted part 

of the recovery process: 

Routines in hospital, you accepted their routines...had no choice really...tend 

to go along with them (#18, 2011). 

Notwithstanding, healthcare routines only interrupted psychological reasserting to a 

point, during recovery.  Once the health professionals considered the older adults 

independent, any continued emphasis on professional regimes was viewed as a 

hindrance to their restoring.  While in hospital older adults’ basic self-care routines 

needed to be re-established.  These were viewed as temporary until the older adults 

returned home.  Although, adherence to hospital routines was perceived a necessary 

part of recovery, different routines in care were an integral part of reconciling back to 

old routines:  

To get back to what I was, that is what I wanted, my old routines just as I 

was... (#11, 2010). 

 Reconciling was a behavioural response to accommodating changes and impacts 

during recovery.  This action was seen in the routines and behaviour patterns the older 
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adults.  While routines offered a psychological stability, reconciling of the impacts on 

these were underpinned by the older adults’ attitudinal response to accepting.    

 

Accepting 

 Accepting, the third property of reconciling, was an ongoing active process in 

reconciling, not an end state.  Accepting was the attitudinal, emotional, and value-

laden ways of thinking older adults used to respond to the multiple factors that 

occurred during restoring.  During recovery, accepting reflected the reasserting of 

older adults’ normal psychological response to life situations.  Accepting was a 

psychological behaviour older adults used to restore a sense of self in the recovery 

process.  Accepting tended to reflect their normal psychological processes used in 

everyday life situations, such as getting older or managing situations.  Moreover, it 

was evident that there was a pragmatic reality to accepting.  Older adults interpreted 

growing older as a natural occurrence, therefore accepting was about taking an active 

role in the process: 

Our acceptance of ageing is happening because we are involved in it (#20, 

2012). 

However, part of the accepting process included being honest with oneself.  There 

were some reluctant responses to the changes that needed to be accommodated during 

recovery: 

Being honest with myself... you never quite get back to normal (#18, 2011). 

Being comfortable with what you can do now (#18, 2011).  

This honest approach to reconciling the changes required also involved accepting 

that help in the home was required to stay in their place:  

[With] some chores [it is] necessary [that I] use others; I’m keeping my door 

open to stay in my space (#16, 2011). 

 

 Reasserting normal acceptance behaviours had an added benefit for older adults 

during recovery.  For example, being able to reconcile activity restriction required the 

use of an assistive device.  Psychologically, this was acceptable, as it benefitted 

restoration of functioning.  Sometimes these devices became permanent.  Older adults 
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reconciled this fact by the reassertion of a psychological response that accepted age 

and device were interdependent factors: 

 

I am getting on now, [although I am] not as young as I used to be.  I do 

manage to do things and get around with the walker and everything now... 

(#13, 2010). 

 

 Reasserting psychological behaviours during recovery occurred fairly quickly for 

older adults.  Although, when delays or complications occurred, some frustration was 

evident.  For some, when recovery was taking longer than expected, the older adults’ 

normal psychological response to such situations influenced accepting: 

[I] did what I could, not worrying about what I could not do; life has not 

changed that much... [I] adapted back to my walker, getting meals and 

adapted my thinking... (#7, 2010).   

I don’t know...just accepting the way things are.  Could be a lot worse, I 

don’t have to look very far to see someone worse off than I am (#1, 2009).  

Acceptance of delays and complications were interpreted according to the older adults’ 

normal psychological response to managing situations.  Older adults’ reassertion of 

their usual patterns of behaviour reflected a life history and values, all of which 

contributed to accepting and how they behaved and interacted during recovery:  

Working with your limitations and being realistic, [realising] you’re not a 

kid anymore (#20, 2012).  

[I was] raised at the Crack Hardy School...we were told you know, instead 

of making a fuss, crack hardy, put up with it in other words...Shut up and 

put up so you didn’t bellyache (#3, 2009). 

 Accepting was the reconciling of all the events that had occurred in older adults’ 

lives.  Accepting was based on the accumulation of the older adults’ life experiences, 

which was not interpreted as an end point, but as a continuous balancing act relative to 

context and situation.  While some older adults accepted that the event was inevitable 

owing to their health status, others interpreted it as a more general factor of life.  

Whichever interpretation was held, it reflected the participants’ normal psychological 

responses to situations. More importantly, reassertion of the older adults’ normal 

psychological responses influenced their acceptance of the recovery and the many 

behaviours inherent in the process. 
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Summary 

 Reasserting has demonstrated that psychological responses are important to 

recovery.  Restoring normal older adult psychological behaviour illustrated that 

permissioning, connecting, and reconciling were interdependent processes used by 

older adults to help them recover.  Permissioning inherent in reasserting was 

influenced by developmental life stage and the diverse expectations of the people 

involved.  Connecting with familiar situations helped older adults to reassert a sense of 

self in unfamiliar situations that occurred during recovery.  Reconciling was the 

process older adults used to interpret reasserting of normal patterns of behaviour into 

the recovery process. To restore normal psychological process, older adults used 

attitude, routines, and accepting behaviours to restore their sense of normal self.  

 

Reasserting provided the psychological balance to the physical regaining restoring. 

Restoring was the continuous balancing of regaining and reasserting subprocesses.  

Each had relative weighting according to the time and context of restoring.  However, 

neither was more dominant in the process, it was about how they worked together 

during recovery.   The following chapter will explore four key conceptual ideas that 

came out of the theory of restoring and its subprocesses, regaining and reasserting.   
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Chapter Seven 

Exploring key conceptual ideas from the theory of restoring 

Introduction 

  The aim of this study was to generate a substantive theory that explained recovery 

from the perspective of older adults and how they managed it.  The research question 

was: what is the main concern of older adults recovering from hip fracture and how do 

they resolve that concern?  The main concern was normalisation which is resolved 

through a process of restoring.  Restoring is a process in which older adults balance the 

regaining of their physical and social activities, while reasserting their normal 

psychological behaviours during recovery.   

 This new knowledge about recovery is not as clear cut as the literature and 

experience suggest.  Recovery is more complex and integrated than the segmental 

approaches often discussed by health professionals indicate.  I argue that recovery 

involves individual interpretation of the situation.  Nonetheless, professional and 

societal understandings also influence on the older adults’ interpretation of recovery.  

While existing understandings focus on the recovery of physical, social, or 

psychological functionality from contextual and / or situational perspectives, the theory 

of restoring offers a new viewpoint about the process of recovery. 

 What is significant and different from the previous understandings of recovery is 

that the theory of restoring identifies the main concern, normalisation, which links 

three factors, physical, social, and psychological, as an ongoing interplay.  These 

factors are not separate, and should not be viewed as discrete entities during recovery.  

These three components form an integrated process, which older adults continuously 

balance during returning to normal.  In this restoring pattern of behaviour, older adults 

use a balancing act to regain and reassert normalisation.  Normalisation is supported by 

the older adults’ social memory and self-governance behaviours.  Social memory 

reflects the psychological behaviours individuals have used throughout their lives and 

is seen in everyday actions as self-governing behaviours that are used to manage their 

physical and social activities.   
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 Hence, social memory that is evident in reasserting influences older adults’ 

responses and interactions during recovery.  Regaining physical and social activities 

during recovery, illustrated the older adults’ usual self-governing behaviours.  It was 

also evident that if restoring was to take place, a balancing act was necessary to 

maintain a continual relationship between regaining and reasserting.  Thus 

normalisation motivated older adults to restore normal.  

 In this chapter, I explore four key conceptual ideas that were prominent in the 

analysis.  They are normalisation, a balancing act
15

, social memory, and self-

governance.  These will be examined against extant literature and discussed relative to 

their theoretical generation from the analysis.  First, though, the theory of restoring is 

compared to current understandings of restoring   

 

Comparing the theory of restoring to the wider literature 

 A metasearch engine was used to search relevant databases to find out what was 

already known about restoring and how it compared to this theory of restoring.  The 

search parameters included the terms, restore, restoring, and restoration.  Six themes 

about restoring were identified in the literature.  These included ecology, environment, 

justice, practice, nursing, and individual function.  The sample of literature selected 

represented the commonalities inherent in each of the theme’s approach to restoring.  

Overall, each of the themes had an everyday understanding that reflected restoring as a 

process that referred to a sense of returning something to a previous state.  The 

similarities and differences of the six themes were compared with the processes 

identified in my theory of restoring.  Two of the restoration themes, ecology and 

justice, only offered everyday and theme-specific restoration information.  However, 

their emphasis was quite different and knowledge could not be compared to the 

theoretical definitions that compromised the theory of restoring.  In the restorative 

theory context, several concepts that resonate with the theory of restoring stood out. 

They were environment, practice, nursing, and individual function.  Restorative 

environment theory offered one similarity relative to reasserting: connecting to 

                                                 
15  I have purposefully used ‘a balancing act’ as it represents an action by the participants whereas ‘the balancing act’ 

suggests a noun.  
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physical place.  This similarity reaffirmed the importance of familiar situations and 

space that have been seen to be critical during recovery.  

 In the theory of restoring it was evident that the right environment can have a 

restorative effect during recovery.  The theory of restoring highlighted that the hospital 

and home environments were significant factors in the recovery process.  The hospital 

environment focused on regaining physical restoration through an appropriately built 

physical environment.  However, in order to reassert psychological behaviours and 

social interactions, the home environment was more significant to restoring.  The older 

adults’ main concern was normalisation and returning home was an important factor in 

getting back to normal.  Environment influenced pacing, spacing, and connecting 

during recovery.  Older adults’ behaviours, responses, and interactions occurred 

according to the environment.  These were seen in permissioning while managing 

diverse expectations during the hospital stay.  Once back to the home setting, older 

adults reverted to their normal ways of behaving.  For the older adults returning home 

motivated restoring normalisation.  While the home environment stood out as a 

motivating force for normalisation, there have been ongoing studies into the 

relationship between people and their environment and physical place.  

 A seminal work on people’s relationship with their environment was the Kaplan’s 

person-environment compatibility fit model (1983, 1992).  This theory focuses on the 

restoration and reduction of psychological stress through the relationship with the 

person’s environment, which may induce calm and pleasant feelings.  While Kaplan’s 

model is different to the theory of restoring, it discusses the interrelationship of affect 

and visual stimuli.  The implication that restorative environment can influence 

recovery is evident.  Along the same lines as the theory of restoring, Kaplan (1983) 

suggests the physical environment can influence the psychological processes people 

use to restore usual behaviours.  Kaplan (2001) looked how a view from a window can 

assist restoration, noting that familiar views such as being in the home environment, 

increase satisfaction and a sense of well-being,.  Moreover, Kaplan notes that a built 

environment, such as a hospital, can provide satisfaction; it does not necessarily 

contribute to a sense of well-being as will being in the home setting.  The theory of 

restoring supports the concept of a familiar view and environment-fit, as it improves 

reasserting of psychological behaviours, increases self-permissioning and connecting, 
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and therefore must influence reconciling of any impacts from the injury and recovery 

process.  Nonetheless, some authors believe that favourite places (Korpela & Hartig, 

1996) support the suggestion of the home environment having restorative value, noting 

the potential improvement in self-regulation and supportive mechanisms for restoring 

emotional and psychological behaviours.  

 More recently Scopelliti and Giuliani (2004, 2006), used Kaplan’s (1983, 1992) 

person-environment compatibility fit model to review the potential of restorative 

environments on perceived quality of life though the relationship of personal needs and 

restoring tendencies, all of which are influenced by physical place.  Scopelliti and 

Giuliani (2006) suggest that different interactions occur in the natural environment 

compared to the built environment, such as occurs in hospitals or people’s homes.  

Their study suggested that the natural environment is considered the person’s home 

whereas the built environment is the healthcare facility.  There are similarities here 

with the theory of restoring.  During recovery, the older adults’ interactions and 

responses within the built environment were tempered by the need for physical 

regaining.  Once older adults became familiar with the built environment (hospital) 

routines, their usual psychological behaviours were reasserted.  This was seen as 

interactions moved from a focus on professional permissioning to the self, during the 

hospital period.   

 In the theory of restoring the environment supported recovery in two ways.  The 

built environment influenced recovery through the regaining of physical activities and 

influenced older adults’ social relationships while in hospital.  Social and physical 

needs were balanced according to the older adults’ interpretation of their recovery 

progress.  Second, the natural environment of the home supported the reassertion of 

usual psychological patterns of behaviour such as getting back to routines, social 

activities, and self-permissioning, all of which supported normalisation. Clearly, the 

environment influenced recovery physically, socially, and psychologically.  Older 

adults were motivated to return to their home setting because it assisted in restoring 

normalisation.   

 Another theory that has some similarity to the theory of restoring is restorative 

practice.  What stands out in particular is that restorative practice is a philosophy and 

process for managing the diversity and range of connections that occur between 
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people.  Restorative practice is based on an educational philosophy and defines 

restoration as the belief that decisions are best made by the people who are directly 

involved in them (Costello, Wachtel, & Wachtel, 2009; Drewery & Kecskemeti, 2010; 

McCluskey et al., 2008). This is conceptually similar to the theory of restoring in 

which older adults discern their main concern and determine the process that resolves 

it.  It was clear in the theory of restoring that being involved in the process improves 

connections, and self-permissioning, and facilitates the regaining and pacing of 

physical and social activities.  There are overlaps with restorative practice (Costello et 

al., 2009), where people are more likely to make positive changes in their behaviour if 

professionals engage with the person rather than just direct them.  For example, in the 

theory of restoring, when professional permissioning had a higher emphasis over self-

permissioning, restorative behaviours were not as effective in the setting.  

  Further analysis of restorative practice suggests that it is about building and 

managing relationships, learning to deal with conflict, educating, and instilling 

appropriate social behaviour (Drewery & Kecskemeti, 2010; McCluskey et al., 2008).  

This is achieved through motivational activities to support individual development and 

social responsibility.  It is quite different to the restoration of recovery where health 

professionals care for, and prepare patients for their discharge back into the 

community.  The professional emphasis during recovery is on the management of 

physical concerns.  A restorative practice concept of person development and social 

responsibility is reflected in healthcare, but it reflects a health professional focus on 

cooperation, productivity, and permissive behaviours.  This is in contrast to the theory 

of restoring which argues that it is about the older adults restoring usual behaviours to 

manage their recovery.  While personal development and social responsibility are part 

of recovery, restorative practice implies the older adult is the recipient rather than an 

active participant in the process.   

 Alternatively, Jenkins (2006) considers that restorative practice should be reviewed 

according to what is to be restored, for whom, for what purpose, and in whose interests 

restoration is likely to occur.  Jenkins ideas add some support to the theory of restoring 

by highlighting that the purpose and practice of restoration is by focusing on people, 

their needs, and their ways of thinking, rather than just on the process itself.  While 

restorative practice originates in educational philosophy, and ways of behaving in 
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schools, the concepts of relationships and interactive behaviours link to the theory of 

restoring through the essential factor, in that restoration is best achieved when the 

people who are undergoing it are directly involved in the process.  

 Restorative nursing reflects a specific practice approach and has more in common 

with the theory of restoring.  Restoration nursing is defined as the improvement or 

maintenance of an older adult’s physical function, along with assisting them to find 

ways to compensate for any functional impairment.  Restorative nursing focuses on 

what the person, usually a residentially care based older adult, can do, and maximises 

those abilities through an individualised restorative (functional) programme (Atchison, 

1992; Bonanni et al., 2009; Resnick & Remsburg, 2004).  The programme centres on 

improving motivation, function, and comfort for residents rather than concentrating on 

underlying disease processes.  This helps older adults to achieve and maintain function 

congruent with their ability.  The practice of restorative nursing has the goal of 

improving a person’s level of independence and self-image within a residential care 

context.  This approach emerged as a counter to the “warehousing” (Atchison, 1992, p. 

8) approach previously used in long term care facilities.  Warehousing was a 

management approach in which older adults had everything done for them until they 

died.  In contrast, the growing professional interest in improving quality of care in long 

term facilities has offered  restorative nursing as a way to improve delivery of care 

(Atchison, 1992; Bonanni et al., 2009).  

 The restorative nursing practice approach has some similarities to the theory of 

restoring in which regaining physical functionality is weighed against peoples’ 

psychological processes and the congruency of their abilities.  However, restorative 

nursing emphasises the physical component and not necessarily the balancing of 

multiple factors inherent in physical, social, and psychological older adult’s recovery.  

The difference to my theory of restoring is in the specificity of the nursing approach. 

The philosophy of restorative nursing focuses on physical functionality, which 

concentrates on improving or maintaining an older adult’s abilities.  While there may 

be some social or psychological benefits arising from the nursing practice, it does not 

focus on the person’s concerns or processes to resolve issues.  The practice of 

restorative nursing enhances routines and core behaviours that enhance quality of life 

functionally.  As a result, restorative nursing is a philosophy of care that is delivered in 
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residential care facilities.  In contrast, the theory of restoring is about recovery from 

the older adults’ perspective and incorporates individual ways of responding, 

interacting and behaving.   

 The emphasis on restoring individual functioning falls into two approaches, which 

are both similar and different to the theory of restoring.  One approach stresses 

physical while the other focuses on psychological factors.  Restoring individual 

physical and psychological function is underpinned by the medical paradigm that 

focuses on individual impairment, professional help, functionality, and safety, which is 

usually represented as a paternalistic approach (Tower, 1994).  Paternalism tends to be 

underpinned by systems and organisational rules that perceive caring as an institutional 

and health professional role.  In this approach, patients are thought to benefit from care 

because the organisation and health professionals know what is best for them 

(Abercrombie et al., 1988).  Hence, recovery is perceived as a professionally defined 

process, which can be measured, predicted, and dictates when recovery has occurred.  

While individual physical restoring occurred in regaining in the theory of restoring, 

pacing and relying in the initial stages were within the realm of the health 

professionals.  This was a similar approach with most physical conditions in which 

health professionals’ viewpoints emphasised restoration processes rather than the 

patients (Angel, Kirkevold, & Pederson, 2009; Guccione, Fagerson, & Anderson, 

1996; J. L. Johnson & Morse, 1990).  This emphasis is contrary to how older adults 

interpreted their individual physical recovery.  During the regaining of their physical 

activities, older adults balanced a psychological process to support recovery.   

 There are some similarities here with discussions about psychological factors of 

individual functional restoration in the literature, which were about self-determination 

theories (Radel, Pelletier, Sarrazin, & Milyavskaya, 2011; Zhou, Sedikides, Wildschut, 

& Gao, 2008).  These theories influenced how health professionals delivered care in 

restoring psychological functioning.  Self-determination theory notes that 

psychological restoration is best achieved if the person determines the process.  It is a 

person-oriented process rather than a professionally-directed one.  At the centre is the 

person who needs to participate in the process, alongside the health professionals.  

However, while the focus is person-centred, it does not recognise the complex 

interplay of factors that need to be managed by people.  Whether physical, social, or 
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psychological functional restoration is occurring, self-determination theory does 

recognise that there is more to the restoration process.  Self-determination theory and 

its associated model of care delivery depend on the organisational systems and 

approaches in which it is delivered.  Yet, the process of restoration remains contextual 

and situational.  Nonetheless, self-determination theory provides support for older 

adults’ recovery process in which restoring is more likely to occur in the home 

situation, once the older adult has been discharged from hospital.  The persons’ usual 

ways of behaving are reasserted as they take control of the recovery process.  

 The comparison of similarities and differences in the restoration themes, such as 

environment, practice, nursing, and individual function, to the theory of restoring has 

illustrated existing knowledge centres on the professional approach.  The processes 

used by people to manage the problems inherent in their recovery were not always 

acknowledged or evident.  The restoration themes reviewed did not suggest the 

interplay of components or a balancing that was evident between the physical and 

psychological processes in my theory of restoring.  The separate approaches to the 

understanding of restoration provide support for aspects within the theory of restoring.  

For example, the physical elements of environment, nursing, and individual restoration 

support regaining.  At the same time, the psychological factors in reasserting can be 

seen in the restorative practice, nursing and individual psychological functioning.  

What is not evident in these themes is that while all these elements contribute to 

restoring as parts of the process, restoring is a more than just a collection of individual 

components.  It is a pattern of behaviour that is the complex interplay and integration 

of physical, social and psychological factors, which are being balanced by older adults 

to manage their normalisation.  

 

Four key conceptual ideas from the theory of restoring   

 In this section, several ideas that stood out from the theory generation were 

normalisation, a balancing act, social memory, and self-governance, are explored.  

Normalisation emerged as the main concern early in data analysis and influenced the 

older adults’ interpretation of the recovery process.  A balancing act was evident in the 

theoretical analytical process and explained how older adults managed their recovery 
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by balancing physical, social and psychological factors according to their interpretation 

of returning to normal.  Social memory emerged from the analysis to support the 

psychological processes older adults used to interact and respond during the recovery 

process, which were underpinned by their normal psychological behaviours.  Finally, 

self-governance was the actions and behaviours older adults used to manage the 

physical and social aspects of their recovery as they were regaining these activities, 

influenced by their social memory and interpretation of normal.  Therefore, the older 

adults’ interpretation of normal influenced how the balancing act would be used to 

restore their everyday lives.  At the same time, social memory influenced the 

interpretation of normalisation and balancing, which was enacted as self-governance 

behaviours.  Each conceptual idea is presented and is related to the theory of restoring 

and relevant literature.  Normalisation is discussed first.  

 

Normalisation 

 Normalisation was one of the key conceptual ideas evident in the theory of 

restoring.  Normalisation was the main concern for the participants and required 

further exploration to examine how normal was interpreted by older adults.  Four 

reference points were identified during an exploration of normalisation, which were 

labelled as categories in order to sort information.  These were societal, physiological, 

everyday viewpoints, and individual perception.  An initial review of the information 

suggested that the four categories were interrelated, were influential to the 

interpretation of normalisation by older adults.  Furthermore, my interpretation of the 

information suggested that there were fixed elements and fluid factors in each 

category.  The fixed elements in each of the four categories represented historical, 

scientific, and established roots that underpinned societal, physiological, everyday 

understandings of the viewpoints, as well as how it influenced the individual 

perspective.  In contrast, each category also had fluidity, and changed as factors within 

them shifted.   

 The interrelationship of the four categories required a format to develop my 

contextual understanding of normalisation.  To make sense of the multiple 

interpretations and understandings I used a diagrammatic approach to bring together all 
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the factors that influenced normalisation.  This approach also enabled any socio-

cultural and economic-political influences to be included.  Using this diagrammatic 

approach confirmed that the interrelationships had some fixed aspects of normalisation 

such as physiology, which influenced societal and individual perceptions.  But it also 

noted that other relationships, such as concepts of ageing or recovery were fluid and 

continuously evolving.  What was significant was that the individual perception of 

normalisation was influenced by the other viewpoints and these influences represented 

how older adults interpreted their normalisation.  Figure 12, is the diagrammatic 

representation of normalisation.  

Figure 12. Normalisation viewpoints 
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 The diagram provided the structure for examining the socio-political and ageing 

influences, which impact normalisation and recovery, and assisted in developing 

interpretations of the relationships between the four viewpoints.  As age and ways of 
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behaving seemed to indicate that older adults’ individualised perceptions of 

normalisation influenced their recovery, it was appropriate to examine the relationships 

between normalisation, ageing, and social factors.  Moreover, any changes in any of 

the four viewpoints appeared to impact older adults’ perceptions of normalisation.  

Thus, normalisation influenced how recovery was interpreted and managed by older 

adults, and was a key concept in the theory of restoring that linked with the other three 

findings: a balancing act; social memory; and self-governance. The context influencing 

normalisation is discussed next.  

 In the New Zealand context, socio-political changes have influenced perceptions of 

normalisation, the process of recovery, and how people are restored to normal.  The 

changes that have occurred from the early 1990s have shifted from government-led 

responsibility for a welfare state, to an individual responsibility, and market-oriented 

focus.  An example of this is changes to the way healthcare is managed, which altered 

state involvement.  Government has shifted from being a total provider of all cares to 

funding public institutions with governance oversight.  This has been mirrored in other 

western countries where similar changes have occurred over the past decade 

(Michailakis & Schirmer, 2010).  This ideological shift emphasised a market based, 

consumerist approach which has impacted at multiple levels of society, including 

views of ageing and healthcare through an approach that stressed individual 

responsibility for health instead of government (Ashton, 2005; Casey & Balshaw-

Greer, 2005; Craig, 2003; Gilleard & Higgs, 1998; Michailakis & Schirmer, 2010).  As 

these major societal trends occurred, sociological critique was also evident.  The Third 

Way political aim was supposed to temper economic market ideology with the addition 

of social justice and values (Clark, 2001; Clasen & Clegg, 2004; Craig, 2003).  This 

trend maintained individualism as an underlying focus. 

 The social justice influence on restoring normalisation was through its emphasis on 

individuals needing to take more control and responsibility for his/herself, their 

lifestyle, and health behaviours.  Social justice concepts aimed to reduce the increasing 

demand on health resources from ageing populations by an economically focused 

government.  As economic resources decreased in healthcare, operational impacts 

resulted that impacted delivery of care.  This was offset however, by improved 

technologies and delivery settings.  Reducing the length of stay for patients in hospitals 
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was one economic outcome, which resulted in patients having shorter in-hospital 

recovery times.  People went home earlier to continue their recovery with a greater 

reliance on their community connections.  Healthcare had shifted its operational 

aspects to the individual to accommodate the limitations placed on it by external 

agencies (Gilleard & Higgs, 1998; Higgs & Jones, 2009; McCloskey & Diers, 2005).  

While economics and politics influenced the length of hospital recovery period, health 

professionals’ interests were in improving an older adult’s prospect of getting back to 

normal.  Reducing potential risks to the older adult, and stressing standardised 

approaches to care delivery, was accompanied by an increasing emphasis on scientific, 

sociological, and psychological interpretations of age and ageing.   

 Theories on ageing have been numerous and diverse, and have influenced the four 

viewpoints of normalisation as outlined in figure 12 (page 161).  Ageing has 

historically been approached from a physiological perspective, which concentrates on 

the natural changes that occur to the body along with the complexities inherent in 

pathological conditions that impact ageing (Kirkwood, 2005; Miller, 2009).  These 

physiological influences underpin approaches to managing ageing and the process of 

recovery, which are supported by a biomedical model (Hayden, 2009; Roberts & 

Wolfson, 2006).  Therefore, recovery is solely about restoring physical function 

compared to the person’s age.  Conversely, ageing has been examined from alternative 

perspectives, which include sociological, and psychological viewpoints and as such, 

influence views of normalisation. 

 The most relevant link between the theory of restoring and sociological perspectives 

on ageing was continuity theory, which focuses on roles, relationships, and peoples’ 

ability to compensate for change (Bilton et al., 1981; Deci & Ryan, 2000; Gino & 

Desai, 2012; Greener, 2008; Miller, 2009; Sheldon & Kasser, 2001).  Continuity 

theory (when applied to ageing), is the basic patterns of behaviours that support people 

throughout their life.  It includes consistent lifespan patterns of personality, values, 

morals, roles, and activities.  Ageing in the later stages of life is modified by 

physiological change but retains the influences of the earlier stages (Miller, 2009).  

Continuity theory has a key concept that personality is often more entrenched in later 

life, along with patterns of a lifetime, which determine behaviour and action in older 

age.  This includes coping mechanisms and adjustments made according to context and 
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situational events (Miller, 2009; Moody, 2006).  All these factors influence recovery, 

the process of restoring, and views of normalisation.  This was evident in older adults’ 

comments about the influence of family relationships, familiar situations, and attitude, 

and how these underpinned their interactions and responses to situations.  Another 

sociological approach to ageing was activity theory, which was an understanding that 

remaining active and engaged in society equated to living a satisfactory life (Miller, 

2009).  Here the focus was on wellness in ageing and maintaining social activities, 

rather than withdrawing from society.  However, activity theory is dependent on the 

physiological state of the individual.  This had limited congruence with the theory of 

restoring, but there was some relationship to rehabilitation settings which emphasised 

physical restoring to improve functionality.   

 Psychological ageing theories reflect more recent thinking about the relationships 

between the physical, social and psychological aspects of ageing (Baltes et al., 2005; 

Berger, 1998; Blanchard-Fields, 2007; Carman, 1997; Hewer & Roberts, 2012; 

Kirkwood, 2005; Labouvie-Vief, 2005; Schaie et al., 2005; Sternberg & Grigorenko, 

2005).  Moreover, these views influence normalisation and recovery perspectives.  

Psychological theories on ageing emphasise cognitive, emotional, and personality 

statuses that occur with change in the natural process of growing older.  Baltes, Freund 

and Li (2005) outline four levels of psychological ageing theories that have relevance 

to perspectives of normalisation and the process of recovery.  Level one reviews and 

focuses on the biological and cultural perspectives relevant to ageing.  This views 

ageing as a normalised state and includes a general scope that shapes humans.  Level 

two is about the lifespan changes that influence functional gains and losses.  Normal 

behaviour at this level is seen as resilience. However, these processes are about 

compensation and regulation of loss.  Level three views successful ageing as 

psychological adaptation, to optimise and compensate gains and losses.  Level four 

examines specific psychological functions and domains such as intelligence, cognition, 

personality, and self, all of which influence normalisation and consequently the 

process of restoring.  Interestingly, all four levels about psychological ageing are 

reflected in the theory of restoring, through the many filters older adults used to 

manage recovery while balancing the physical losses and gains.  More recently, 

psychological theories have been linked with sociological and biological theories to 

counter biomedical models of health and ageing.  The biopsychosocial model of health 
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(Hayden, 2009) takes the perspective that illness and injury in ageing have biological, 

psychological, and sociological components, and all three influence ageing and health 

as a perceived normal.   

 It is evident so far that the older adults’ perceptions of recovery are influenced by 

many factors, which in turn are influenced by their interpretations of normalisation.  

Recovery and normalisation share common factors that are shaped through the 

societal, physiological, everyday, and individual viewpoints.  Recovery and 

normalisation share a stronger relationship if viewed through the physiological 

viewpoint.  Traditional approaches to recovery are based in physiological science, 

underpinned by historical and clinical reasoning, and supported by social constructs 

according to contemporary contexts.  The biomedical understanding and approach to 

managing the physiological factors of recovery defines, measures, and examines the 

process as segments of a continuum.   The physiological emphasis in turn, influences 

the way normalisation is interpreted by older adults during the process.  An example 

has the health professional measuring the degree of hip flexion, recording it and 

evaluating the amount according to criteria, whereas the older adult’s focus is on the 

process of how to get to the toilet.  Both views of recovery are normal, depending on 

the viewpoint.  While views of recovery and normalisation come together at the 

physiological viewpoint, there are diverse interpretations of what is important. The 

divergence was evident in the older adults’ data.  Recovery was influenced by ageing, 

and restoring was about normalisation however, the older adult interpretations were 

different to the explanations seen in the extant literature.  Figure 13 demonstrates how 

the four reference points interrelate for normalisation and recovery at the physiological 

viewpoint.  
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Figure 5. Recovery and normalisation relationship 
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While physical recovery was an important part of restoring normalisation through 

regaining physical and social activities, older adults also reasserted their usual 

psychological ways of behaving in response to how recovery was progressing for 

them.   

 

A balancing act 

 A balancing act was the second significant conceptual idea that required further 

exploration to understand its relevance as an integrating code in the theory of restoring.  

During recovery, a balancing act was the continuous process older adults used to 

maintain normalisation.  They were making compromises, balancing professional and 

self- permission, managing diverse expectations, spacing distance, or weighing up self-

reliance with marshalling resources, all of which come together as a balancing act.  

Balancing occurred at both a macro and micro level during restoring.  Balancing at a 

macro level was the continuous shifting between physical/social and psychological 

factors required to maintain a sense of normal during restoring.  At the micro level, 

balancing was the constant accommodation of physical, social or psychological factors 

in order to manage a short term situation to support normal.  Balancing was simply the 

ongoing adjustments people made throughout the process of restoring, in order to 

return to normal. 
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 Balancing from the macro perspective was seen in the amount of regained 

functioning achieved relative to the psychological response needed to manage the 

process of restoring and normalisation.  The balancing act at the macro level was 

situational and contextual.  If the older adult’s regaining of physical functioning was 

similar to their previous state, then having to reassert their usual psychological 

behaviours was not required.  There was a short-term interaction with health 

professionals, repair of the fracture and regaining of physical activities.   

Normalisation was restored as this was a short-term process.  Reassertion of normal 

psychological behaviours occurred as soon as self-reliant activity was restored.  A 

balancing act depended on the older adults’ interpretation of normalisation.  If physical 

functioning was not regained to a similar previous state, the psychological responses 

increased to balance out the changes.  This again could be short-term but occurred 

outside the hospital. An example was using agency help for a period of time until 

normal was restored.  Nonetheless, longer term physical issues, such as complications 

compounding recovery, required the older adults to make compromises, for example, 

having home help or carers in the home setting, or changing the environment around 

them.   Balance was restored again, albeit, with a new normal.   

 Balancing at the micro level was about physical, social or psychological factors, 

which were continuously shifted to accommodate and manage a sense of normal 

during recovery.  For example, the necessity of using mobility aids to accommodate a 

temporary decline in walking ability was balanced with the need to mobilise, be safe, 

and pain free.  The pacing of physical activity was balanced with self and professional 

permissioning.  Older adults increased self-pacing, or made short term compromises to 

manage restoring their normal during recovery.  Similarly, the amount of social 

support older adults needed during the early phase of restoring was balanced against 

the normal family patterns of behaviours.  Connecting with familiar situations, such as 

significant family members, was increased to provide a sense of security and 

connection.  Once, physical activity required less dependence on others, self-reliance 

increased and family relationships returned to normal.   

 The physical and social accommodation is relatively easy to explain.  However, 

psychological factors were often more complex and subtle in a balancing act.  The 

multiple influences that impact older adults’ psychological behaviour are filtered 
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through social, cultural, spiritual, and personal viewpoints in response to the situation 

and context.  For example, a social behaviour response for some older adults was the 

gaining of professional permission before undertaking any activity while in hospital, 

whereas others reasserted their expectations throughout the recovery process.  

Therefore older adults’ interactions, responses, and behaviours while recovering 

involved the complex interplay of historical life experience, psychological behaviours, 

and balancing multiple accepted ways of managing returning to normal while 

regaining physical and social activities.  The main concern, normalisation, was the 

motivator to recover.  A balancing act was a process that linked the actions required to 

restore usual physical, social and psychological normalisation for the older adults.   

 

 Balancing, as a grounded theory integrating process for the theory of restoring, is 

also evident in other studies as a process.  Balancing has an everyday definition of 

weighing up two or more factors to achieve an outcome.  Restoring normalisation after 

hip fracture is the outcome older adults wanted to achieve.  Regaining and reasserting 

processes were in continual juxtaposition during recovery until normalisation was 

achieved.  Balancing as a process or integration code is used in other studies.  While 

the concepts are relevant to the specific study, there is a common interpretation that 

factors are in continual motion to achieve a desired outcome.  Murdaugh (1998) 

described how quality of life issues in HIV disease were balanced against the 

unpredictability of the disease.  Achieving a balance was the process to manage 

enhanced or diminished perceptions of quality of life.  This was achieved through 

everyday living requirements balanced against controlling one’s life as the disease 

progressed.  Similarly, Thulesius, Hakansson, and Petersson (2003) used balancing as 

a process in end-of-life care.  The stages of weighing, shifting, and compensating, 

indicated how the physical and psychosocial needs of both participants and care-givers 

met the outcome, compromising.  Giske and Artinian, (2007) described the patterns of 

balancing behaviour that occurred with people waiting for a diagnosis following 

gastroenterological investigation.  Balancing occurred between the feelings of hope 

and despair while waiting for the diagnosis.  More recently, McMillan’s (2010) 

unpublished thesis on taking control after hip fracture is about people balancing help 

and risk as they attempt to regain independence and control, following a hip fracture.   
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 Balancing is a process that uses two or more factors and adapts, changes, or shifts 

them around to support achievement of an outcome.  The theory of restoring has 

balancing within the process.  Older adults needed to make short or long term 

compromises during recovery to achieve normalisation.  Physical functioning was the 

commonly affected factor resulting in social and psychological behaviours being 

changed, shifted or adapted to manage recovery until normalisation is achieved.  

However, balancing was not straightforward and has multiple influences that impact 

how older adults respond to and action restoring normalisation.  The influences that 

underpinned how older adults interpreted their balancing act was in their social 

memory and self-governance behaviours.  

 

Social memory 

  Social memory is another key conceptual idea that was evident in the theory of 

restoring.  It captured the multiple intricacies inherent in patterns of behaviour that are 

grounded in historical and socio-cultural connections.  For example, family, and social 

relationships had influenced responses and actions to contemporary events.  In this 

study, social memory is defined as the cumulative experience of a life lived.  This is 

influenced by life experience, life course, and life span that underpin how older adults 

define normalisation.  Life experience is the result of an individual’s life history  that 

has had value, significance, and has expanded a sense of self or their life perspective 

(Merriam & Clark, 1993; Trice, 1990).  Life span is a subfield of psychology, which 

examines and describes emotions, cognition, and motivation relevant to an individual 

(Schulz & Heckhausen, 1996).  Life course is a sociological perspective to explain 

how embedded social roles interplay between situation and social location (Blane, 

Higgs, Hyde, & Wiggins, 2004).  Life span may also be viewed as the biological life 

span from birth to death, whereas life course is shifting the focus to the early 

influences in life, and associated social, family, and economic factors, which represent 

a quality of life state (Blane et al., 2004).  The stance taken in the theory of restoring is 

that life experience is a person’s accumulation of multiple perspectives and 

experiences that help to explain their interpretation of physical, social and 

psychological influences on their social memory. 
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 Social memory according to the theory of restoring underpins the responses and 

actions older adults use during recovery and in restoring normalisation.  Further to this 

stance, social memory does have a particular definition within psychology that 

supports aspects of my interpretation.  According to Hewer and Roberts social memory 

is defined as the “dynamic interplay between history, culture and cognition” (2012, p. 

167).  Therefore, social memory is contextual creating subjective views of historical 

realities.  Hewer and Roberts explain social memory as the changing nature of viewing 

the past when individually perceived compared to a fixed collective memory of an 

historical event.  The definitional relationship to the theory of restoring suggests 

individuals subjectively interpret past activities to assist in managing current ones. 

Injury and recovery are personal events not collective memories, however family, and 

social connections may contribute to personal interpretations of events, and influences 

responses and actions.  The familiar situation assists in managing the unfamiliar ones. 

 According to Bendien (2012), social memory may also be construed simply as 

remembering the past and using it to act in the present.  Bendien argues remembering 

is not factual reviving but re-evaluating the past if it is used as an everyday tool. This 

differs from a structured reminiscence process, although either process supports 

psychological wellbeing.  Bohlmeijer, Roemer, Cuijpers, and Smit (2007) provide a 

different viewpoint to social memory. They explain the influence of reminiscence is 

that it enhances meaning in life, through remembering past experiences, acquired 

values, and past plans.  Moreover, this restores a sense of mastery, control, and 

confidence that may influence problem solving, help overcome events, and contribute 

to healthy ageing.  Bohlmeijer et al., suggest mastery is how people focus on their 

inner resources and recall of how one coped in the past in order to manage the present. 

Reminiscence is the process used to achieve this.   

 Social memory from the psychological points of view assist in understanding 

elements of the theory of restoring, but it does not explain the complexity of the 

finding according to older adults’ process of recovery and restoring normalisation.  

While reminiscence and reviving may have an influence in recovery, older adults also 

connected with their socio-cultural environment to restore normalisation.  However, 

the psychological explanations appeared to be only part of older adults’ usual 

psychological responses, actions, and behaviours to manage returning to normalisation.  
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 Echterhoff and Hirst (2009) suggest social memory may be influenced by social 

influences.  Social memory is shaped by changing perceptions over time.  Changes can 

be shaped through contacts with people and environment.  These influences support 

the formation of personal constructions of reality, knowledge, and identity.   This was 

demonstrated in self-permissioning in which older adults’ developmental life stage and 

expectations had to be reconciled with the health professionals’ construction of 

recovery and normalisation.  Quinn and Rosenthal (2012) though, suggest social 

memory underpins a complexity within perceptions of the self and others through the 

use of social categorisation and stereotyping.  This is further influenced by an 

individual’s identity, ethnicity, gender, age, and numerous other factors.  Therefore, 

how and what behaviours occur reflect peoples’ self- perception and expectations of 

others.  Older adults responded to the hospital setting according to historical and social 

norms developed through their connections with family, and community.  Social 

memory may be reflected in older adults’ lifestyle, as it incorporates values, attitude, 

and personal identity.  These factors influence the responses and behaviours older 

adults had to the hospital setting, health professionals, home, family, and help.  This 

reflected their reliance on others, familiar connections and reconciling of physical, 

social and psychological changes that have occurred over a lifetime.  

 Finally, social memory has an autobiographical viewpoint according to Gino and 

Desai (2012).  Conway and Pleydell-Pearce describe autobiographical memory as a 

fundamental experience relative to the enduring experience of personhood, that is, “an 

individual in a culture, over time” (2000, p. 261).  These authors suggest that 

successive cues and activities shape memory knowledge and therefore influence goals 

for the self.  This may be reflected in general event memories, lifetime periods, or 

event specific knowledge.  An autobiographical viewpoint suggests ongoing 

experiences shape responses to events.   

 The theory of restoring offers an alternative explanation to the autobiographical, 

sociological, and psychological viewpoints of social memory.  Older adults did not 

appear to be shaped by their recovery experiences.  Individual perception, recollection 

of events, remembrance and re-evaluation of past experiences contribute to 

normalisation.  These life course experiences shape older adults’ recovery. Social 

memory is the psychological factors of the person mirrored in their personality, 
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attitude, life experiences, and ways of behaving, during recovery and in their normal 

life.  

 

Self- governance 

 Self- governance is another key conceptual idea that will be explored.  It was 

important to examine and define a person’s ability to exercise control over restoring 

their normalisation.  Self-governance is exercised during the process of restoring and is 

influenced by the older adult’s social memory.  Restoring normalisation therefore is 

relative to the context and the ability to self-govern.  An everyday viewpoint of self-

governance suggests that authority and control are important factors.  Authority can 

take many forms but in this research it was evident that it is interpreted as the right or 

power to exercise control over others or oneself.  Control, on the other hand, suggests 

the power to direct, manage, or govern activities or events that influence an individual, 

group, or community.  Moreover, forms of control are often interpreted as 

interchangeable definitions with determination, and management.  Self is defined in 

this instance, as representing an individual.  

   A key aspect of self-governance was control in the context of restoring 

normalisation.  Control was interpreted by older adults as the reasserting of their usual 

behaviours, interactions, and responses to an event that had impacted them, such as the 

hip fracture.  Regaining physical activities and social connections was about reasserting 

usual routines that support normal life.  Control over these activities has multiple 

meanings dependent on the context.  From the older adults’ perspective, regaining 

physical and social independence during recovery meant reasserting control back over 

their normal activities and behaviours, that is, self-governance.  However, control was 

often interpreted differently during the hospital recovery.  Health professionals’ 

expectations of recovery included control over the activities and the nature of the 

recovery, that is, professional governance.  Older adults talked of professional 

permissioning, relying on health professional help, and having paced activities within the 

hospital recovery period.  Reasserting control by the older adults though occurred at 

varying points in the recovery but it usually mirrored their familiar ways of behaving, 

this was according to their social memory.  Hence, some older adults gave tacit 
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permission for health professionals to manage the recovery process until they were 

discharged, whereas others became involved in the process much earlier.  

 Self-governance also suggests choice occurs during the recovery process.  People 

choose to be involved in their recovery to a level that is congruent with their social 

memory.  This reflects individual differences within the older age group; however, it 

also suggests that choice and self-governance is reasserting a form of control as part of 

the process of restoring normalisation.  This is reflected in compliance or adherence to 

healthcare regimes and programmes.  People who desire more control and participation 

in the recovery choose to be more involved.  This response is sometimes perceived as 

being less compliant when compared to the health professional approach.  However, 

self-governance is contextual, as control tends to be restored in the home setting.  Any 

adherence to home-based professional regimes is not under professional scrutiny, so 

normal self-governance actions, such as control and choice, are restored. Older adults 

manage whether these will be used.  

 Self-governance and reasserting control was important to older adults and highlighted 

that restoring normalisation was a complex interplay of physical, social, and 

psychological factors the older adults balanced during recovery. The interrelationship of 

the four findings is mirrored in self-governance.  These are the actions and interactions 

that are visible, interpreted and expected by multiple people involved in recovery.  

Control has been examined in other health events suggesting that people do try 

reasserting control following a health event in an attempt to self-govern.  For example, 

the restoration of control has been examined in breast cancer care, myocardial infarction, 

and hip fracture.  Truant and Bottorff (1999) investigated how women determine and 

access complementary theory during breast cancer.  The determining and access process 

assisted in the women’s decision making and thereby helped to restore control over their 

lives.  Similarly, an earlier study had explored regaining control following a myocardial 

infarction (J. L. Johnson & Morse, 1990).  A number of personal strategies were used by 

people to regain control and mastery of the situation.   More recently, McMillan’s (2010) 

thesis on taking control following hip fracture reinforced that a sense of control was lost 

during a health event.  Interestingly, the process taking back control reduced the sense of 

loss and restored self-efficacy.  
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 Self-governance in the theory of restoring illustrated that there were possible tensions 

between self-governing behaviours of the older adults and professional governance 

during recovery.  Context and interpretations of control influenced actions and 

interactions during restoring normalisation.  Self-governance is the active reasserting of 

normal ways of behaving, by older adults, to manage their familiar connections, 

routines, pacing of recovery, and spacing of activities and people.  That is, social 

memory was acted out.  At the same time, control over recovery is accepted by older 

adults when expertise is required but self-governance is to be restored when physical, 

social, and psychological elements are in balance to enable restoring normalisation.  A 

tension arises, when self-governance by older adults is not accommodated within 

professional governance.  Older adults perceive reclaiming rights and power back as an 

important factor in reasserting control and the sense of self, and conceptually, self-

governance: 

[When you are] sick, [you] become weaker, less powerful. [You] are 

not strong enough to face that, as other people [appear] more powerful.  

[I] am always thinking about how to make myself whole, safe, and 

powerful. [You do this by] reclaiming your rights [and] your power by 

getting better and stronger, so you reclaim your sense of self (#17, 

2011). 

 

Summary 

 The theory of restoring has been compared to the extant literature to examine its 

relationship to what is known and what has stood out from this study.  Several ideas 

have been explored further.   These were normalisation, a balancing act, social memory, 

and self-governance that emerged from the analysis and generation of the theory of 

restoring.  Restoration as a concept reflects a return to something or a former state.  The 

current understandings of restoring suggest it is occurs within specific domains that can 

explain a definable process. These may be physical, social or psychological.  The theory 

of restoring suggests that these are not separate processes but a complex interplay of all 

three within the individual to manage a concern and its resolution.  Furthermore, 

defining restoring must be through the older adults’ interpretations of the process and 

perceptions of recovery and normalisation. 
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 Normalisation was a key finding that linked the other findings.  However, multiple 

influences impact normalisation and older adults’ interpretations of recovery and 

restoring.   A balancing act between regaining physical and social functioning and 

reasserting usual psychological ways of behaving, illustrated how older adults managed 

their concern and resolution process.  Moreover, balancing was a complex interaction of 

older adults’ social memory and self-governance behaviour patterns.  The familiar 

situation influenced how unfamiliar situations were to be handled.  These four 

conceptual ideas demonstrate the influence they have on interpretations of individual and 

collective social responsibility, and how older adults self-manage their recovery within 

traditional healthcare and evolving models of care.  
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Chapter Eight 

Discussion 

Introduction 

 The generation of the theory of restoring shows that older adults use their own 

processes to recover and restore normalisation.  The complex interplay of physical, 

social, and psychological factors used by older adults all link to their interpretation of 

normalisation. This is different to the current understanding of recovery, in which parts 

or combinations of parts are explained through a health professional lens.  During the 

early examination of how older adults recover from hip fracture, it was highlighted that 

health professionals defined and managed the recovery process.  It was also noted that 

healthcare delivery was presumed to be a standardised process, but it was also 

segmental in its procedural approaches.  Segmental was interpreted as occurring when 

different health professionals entered and left the older adults recovery process, 

depending on when their input was required.  The exemplar, background, and literature 

review in Chapters One and Two, supported the health professional understanding 

about managing older adults’ recovery.  In the acute care episode, recovery was 

usually professionally led, and standardised.  As a result, recovery was generalisable, 

definable, measureable, and predictable.  Thus, older adults’ recovery followed an 

expected pattern.  This illustrates that a biomedical and scientific approach 

underpinned the recovery process, rather than a broader understanding of how an 

individual might progress.  While older adult’s pertinent individual factors were 

usually taken into account, these were interpreted through health professional lenses.  

In addition, socio-political and economic contextual influences impacted healthcare 

delivery.  Therefore, the process used to recover older adults was more likely to meet 

the needs of healthcare system rather than the individual.  

 This study makes an original contribution to the knowledge base on recovery by 

generating a substantive grounded theory which is the conceptualised process, the 

theory of restoring.  The generation of this substantive theory, which is more than a 

description of concerns, facilitates a different understanding of the processes involved 

in recovery from the participant perspective.  In doing so, it provides health 



178 

professionals with the main concern and resolution process of older adults during 

recovery and presents this to assist in understanding recovery from a different point of 

view.  The key outcomes for practice are two-fold.  One, older adults process their 

recovery through the interplay of physical, social, and psychological factors according 

to their interpretation, and two, timing of restoring normalisation occurs much earlier 

in the recovery process than currently understood.  This implies a change is needed for 

how professionals assess, plan, intervene, and evaluate recovery relative to the person 

not to the condition. This needs to be built into the design of care delivery.   

 In this chapter, the theory of restoring, the findings and its significance will be 

critically analysed using three themes.  These include: individual-collective social 

responsibility within recovery, individual self-management of recovery in the current 

healthcare context, and third, a review of traditional forms of managing recovery 

against evolving models of care.  These three themes emerged out of the analysis, 

conceptualisation, and the generation of the theory.  As has been seen in previous 

chapters, what was significant during recovery for older adults was that they 

continually had to balance their individual interpretation of recovery with the 

collective social and professional understandings of the process.  In addition, the return 

to normalisation and self-management had to be understood in the contemporary 

perspectives of recovery processes.  Finally, the older adults’ process of recovery is set 

in traditional modes of delivering healthcare.  Models of care continually evolve with 

new knowledge and ongoing research therefore, delivery of care that supports the older 

adult process of recovery may influence future healthcare delivery.  The chapter will 

conclude with a review of the implications, limitations, and recommendations arising 

from this study.  

 

Individual-collective social responsibility 

 The individual-collective social responsibility theme was evident in the analysis of 

data and findings.  It represents the tension that occurs between the older adults 

experiencing the recovery, and the multiple others who participate in the process.  

Reflected in these multiple participants are viewpoints of normalisation and recovery, 

all of which hold validity for those perspectives.  The older adults’ viewpoint reflected 
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their interpretation of social responsibility and the recovery process supported by their 

usual social memory and self-governance behaviours.  In contrast, health professionals 

social responsibility is based on discipline and society’s validation of knowledge and 

control of the process (Roberts & Wolfson, 2006; Robertson, 1989).   

 Social responsibility is a concept underpinned by social structures, socialisation, 

and a collective consciousness (May, 1992, 1996).  The socially responsible person is 

motivated to interact with the world around him/her according to a sense of self that is 

underpinned by social conditioning.  This has some similarity to the concept of social 

memory.  According to the older adults, connecting with familiar situations such as, 

family values, long-held beliefs, and understandings of the world as it is interpreted by 

them, is their sense of self, and is often reflected in how they act, and behave in 

unfamiliar situations.  May (1996) argues that the self is largely a product of social 

factors, which is the result of the ongoing interrelationship of family, communities, 

and nation.  Being socially responsible and having a clear sense of self underpins how 

individuals respond to situations. 

 Individual social responsibility is the way in which people interact and behave in 

situations and contexts according to their specific social structures and consciousness. 

Furthermore, social responsibility influences perceptions of normalisation, health, and 

recovery.  Personal health beliefs are complex and integrative, which evolve with 

knowledge and experience, which has been supported by an autobiographical 

interpretation (Conway & Pleydell-Pearce, 2000; Deci & Ryan, 2000).  The theory of 

restoring showed that older adults shape their experience of recovery through their 

personal social memory and self-governance behaviours, rather than being shaped by 

the process of recovery.  Their sense of self, participation in the recovery process, and 

interactions reflect a history of managing situations.  Introducing an unfamiliar 

situation, such as a hip fracture, impacts the older adult’s behaviour.  Hence, individual 

social responsibility for the older adult in this case, is to respond to the traditional 

model of healthcare delivery.  This reflects the professional permissioning that occurs 

within the early phase of recovery.  But, there is an older adult self-defined point in 

which self-permissioning is reasserted.  Individual social responsibility is restored 

according to the older adult’s interpretation.  Kleine and Hughner (1999) support this 

view, when they argue that people’s individual mindsets about health and healthcare 
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beliefs, do not always follow health professionals’ points of view, or fit neatly into 

society’s traditional approaches to managing health.  Recovery occurs according to the 

context in which the older adult is in.  Continued hospitalisation for a physical 

rehabilitation purpose creates a point of tension.  Older adults have a self-perceived 

recovery from the initial injury and surgical intervention, and have regained 

independent mobility, but remain within a context that reflects collective social 

responsibility.  The older adult’s interpretation of restoring normalisation has to occur 

within the health professional context and their sense of collective responsibility for 

recovery.  Individual social responsibility is the implicit act of behaving in a situation 

according to convention and social norms.  However, individual social norms do not 

necessarily correspond with the wider social expectations, hence multiple 

interpretations occur.  Managing the multiple individual interpretations of social 

expectations has numerous implications for the health professions and delivery of care. 

 May (1996) notes that collective social responsibility is the social structures that 

support a collective consciousness to act, behave, and respond in certain ways 

according to the social norms.  Therefore, people are bound up in the identities, labels, 

conditions, and expectations that constitute group affiliations, for example, 

nationhood, or roles within society, such as being a patient.  In healthcare, collective 

social responsibility has both context and circumstance influencing its perception.  The 

context in healthcare is viewed as having a collective obligation to promote, provide 

and manage the health and well-being of people within society (Porter, 1997).  This is 

usually promoted through socio-political directions, responsibilities, and the 

professional groups within healthcare.  Health professionals take collective 

responsibility for managing health by responding to need or in preventative ways, by 

providing services for a defined societal need.  Roles and expectations are created, 

defined and promoted accordingly to that need, that context and that circumstance.  

Therefore, society reinforces its health institutions, knowledge, and processes through 

the actions of its people by the creation of, and ongoing support for the way healthcare 

delivery occurs (Abercrombie et al., 1988; Higgs & Jones, 2009; Robertson, 1989).  

 However, while older adults’ recovery is a collective responsibility to be managed 

within the healthcare domain, it reverts to the individual as a responsibility to manage 

once discharged from care.  This suggests that collective social responsibility in 
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healthcare is defined through social constructs and acceptance for managing illness and 

disease (Michailakis & Schirmer, 2010).  It also shows that contemporary management 

of healthcare’s social responsibility is two-fold.  First, healthcare delivery is 

underpinned by two dominant approaches.  The biomedical model (Roberts & 

Wolfson, 2006), and the biosociopyschological approach (Hayden, 2009).  Within each 

of these approaches is a legitimised social responsibility for defining and managing 

health.  One approach focuses on physiological management with limited social and 

psychological context to explain illness or disease.  The other approach centres on 

psychological management, but recognises that social and biophysical aspects 

influence psychological manifestations.  The second social responsibility is the 

efficient and effective use of the nation’s resources to manage healthcare delivery.  

Michailakis and Schirmer note that the political system legitimises how social needs 

are met and managed through agencies of the state.  Therefore, people are the social 

group that legitimise the collective social responsibility for healthcare and 

subsequently recovery.  The group collective is made up of people who participate in 

or through agencies and roles, thus approve the politicised structures they interact with.  

Brownell et al.(2010) note that collective action supports personal social responsibility 

and is a blend of individual choice and collective responsibility.  

 Yet a tension exists between individual and collective social responsibility.  The 

reason the tension arises within the individual social responsibility is two-fold.  First, 

people have a social responsibility for maintaining or managing their self-health.  This 

usually occurs according to their social memory and is managed as self-governance 

activities and behaviours.  Individual social responsibility has to occur in both good 

and ill-health.  Second, people have an individual responsibility to their family, 

community and the social expectations of the nation state.  As a result, people have to 

respond appropriately to socially acceptable systems and structures, while remaining 

responsible to their sense of self.   What is more, the individual creates and supports 

the collective systems; going against its advice is not the accepted norm, and is 

therefore considered irresponsible behaviour.  But, individual social responsibility 

tends to revert back to individuals once they step out of the system.  The individual-

collective social responsibility is both supportive and an obstacle at the same time, and 

has to be managed according to the context.  For example, according to May, being in 
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a patient role while in hospital, “in this sense, responding to who one is, may mean 

responding to the relationships one finds oneself in” (1996, p. 93). 

  Hence, the tension results from the older adults’ individual social responsibility to 

conform to expected social norms while in care, follow the rules and advice of health 

professionals, yet revert to being individually responsible for self-care on return to the 

community.  The diverse expectations encountered illustrated the complexity within 

relationships and interactions that occurred during recovery.  On one hand, older 

adults’ were influenced by their developmental life stage, in which their expectations 

of recovery had to be balanced against the family’s and health professionals’ 

expectations.  On the other hand, while the older adults were in an unfamiliar situation, 

this resulted in a role-shift to that of patient, which meant taking on a collective social 

role, until a sense of self was reasserted.  Their interactions and behaviours reflected 

this role-shift initially by adhering to professional permissioning.  However, at a self-

defined point in the recovery process, older adults interpreted that the collective group 

involvement in their recovery was no longer necessary.  The regaining of physical and 

social functionality along with reasserting normal psychological behaviours created a 

tension for the older adults.  Individual responsibility for self-management of the 

process had to be managed within a context in which collective responsibility still 

dominated until the older adults were discharged from hospital.  The issue arising is 

that the collective social responsibility for managing health rests with health 

professionals and their agencies.  Moreover, the added socio-political emphasis on 

efficiency within the agencies creates a context in which older adults meet the 

organisational structure and system needs rather than their individualised approach to 

recovery and self-care management. 

 

Self-management in contemporary settings  

 Self-management of recovery responds to the question of how do older adults 

manage their recovery, but within the current context of healthcare delivery and thus, 

restore normalisation.  Self-management is used synonymously with self-governance, 

yet there are subtle differences.  Self-management reflects procedural or action-

oriented behaviours associated with a situation (Barlow, Wright, Sheasby, Turner, & 
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Hainsworth, 2002; Blanchard-Fields, 2007; Bodenheimer, Lorig, Holman, & 

Grumbach, 2002; Greener, 2008; Kralik, Koch, Price, & Howard, 2004).  In contrast, 

self-governance is more than self-management as it represents the more complex 

outcome of the interplay of social memory and self-governing behaviours that are the 

accumulation of a life time of multiple experiences.  Self-management therefore, has to 

be seen as a behavioural response to the recovery process according to the context.  

When viewed from this perspective, who takes responsibility for the day-to day 

activities involved in recovery is reflected in the interactions between older adults and 

health professionals.  Healthcare settings and professionals either promote self-

management or inhibit it.  A tension emerges between older adult’s individual 

approach to managing their recovery and the collective approach embodied in health 

professionals, health agencies, structures, and systems of care delivery.   

 Older adult self-management was considered as the outcome of restoring their 

control over usual actions, behaviours, routines, and activities during recovery.  The 

restoration of self-management commenced with the regaining of physical and social 

functioning as an important part of returning normalisation.  Individual self-

management through regaining physical and social independence was highlighted by 

older adults when they talked of returning to normal.  Initially, older adults’ tacit 

acceptance of help required to manage the hip fracture, illustrated reliance on 

professional permissioning but only to a point in the recovery process.  At this point, a 

tension is often created as to whether the older adult is prepared or ready to self-

manage.  This reflected the professional permissioning and control of the recovery 

process.  Further, once permission was interpreted as allowing independent activity, 

older adults wanted to pace their own activities along with the routines around their 

recovery.  The context, at this point, either promoted or inhibited self-management as 

differing interpretations support or hinders the older adults’ individual recovery 

progression.  Older adults had to balance the multiple interpretations during this period 

in order to restore control of self-governing activities.   

 Self-management in the acute care context was limited, as the restoration of 

functionality was important along with an increased reliance on expertise and 

assistance. This approach was expected and generally welcomed until the older adult 

could pace themselves, and control their activities.  Once the older adults were shifted 
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to a rehabilitative focus, health care professionals generally encouraged self-

management albeit according to a controlled approach (Brent & Coffey, 2013; E. 

Chang, Chenoweth, & Hancock, 2003; Ganz et al., 2007; Guccione et al., 1996; Koval 

et al., 2004; New Zealand Guidelines Group, 2003).  The professional impact on self-

management meant that health professionals had expectations that the older adults 

would meet specific criteria, which demonstrated an ability to physically function in a 

safe manner.  Another tension point occurred because the older adult’s expectation to 

self-manage in the hospital setting did not match the health professionals.  

 It was evident in the data that older adults regaining of physical and social activity 

at this point in the recovery process was accompanied by the reassertion of their usual 

psychological behaviours.  Because they had recovered to a point in the process where 

they could walk, toilet, and shower with limited assistance, older adults’ usual routines 

and self-managing ways were being reasserted.  However, because of the hospital 

setting context, self-managing activities tended to follow the health professional 

regimes, protocols, and pacing.  The older adults responded with a balancing act.  

There was an understanding that improving their physical functionality came at a price, 

which was a short-term compromise to regain independent activity, and ultimately 

discharge.  Health professional expectations of the recovery progression followed 

established routines and evidence, as they prepared the older adults for discharge, for 

example, as per the exemplar in Chapter One.  Furthermore, because health 

professionals emphasise prevention and promotion of safety, and problem-solving 

throughout recovery, there is a tendency to marginalise the patients as passive 

recipients of care, through the structures and systems used to benefit them (Brent & 

Coffey, 2013; E. Chang et al., 2003; Russell, Daly, Hughes, & Op't Hoog, 2003; 

Wilson & Neville, 2008).  This illustrates that recovery occurs according to 

professional expectations, making the older adult a passive participant in this process.  

An example is the point at which self-governance is restored to the older adult, usually 

at time of discharge from hospital, not earlier.  Moreover, the point in which older 

adults’ self-management of recovery occurs in the hospital setting does not appear to 

be negotiable.  This reflects the agency’s need to manage the system, rather than work 

with individuals’ self-management routines. 



185 

  Perhaps not surprisingly, discharge from hospital promotes self-management 

behaviours.  Most older adults returned to their environment with health professional 

information and instructions to manage ongoing physical recovery (Accident 

Compensation Corporation, 2003).  Nonetheless, older adults tend to revert to normal 

behaviours and manage their ongoing recovery according to their social memory and 

usual self-governance behaviours.  They marshal their normal resources to assist with 

recovery, and reassert familiar situational mechanisms to restore their usual routines.  

Older adults demonstrated an ongoing balancing act between physical, social, and 

psychological normal to manage recovery in the home context.  If physical 

functionality was limited or restricted, there was an increase in social connecting, 

which was reconciled as part of returning to normal.  An increase in family support, or 

connecting with neighbours, church, or community occurred.  In addition, short or 

long-term home assistance was accessed to help restore self-management.  Moreover, 

health professional information was followed only if it supported regaining physical 

functioning; otherwise older adults relegated the information to non-essential and 

focused on reasserting their own normal ways of behaving.  Recovery then followed 

the older adults’ routines and expectations supported by a familial history of self-

management.  

   Lorig and Holman (2003) describe self-management as getting a person to 

understand how to change behaviour, by having a set of skills to achieve this, which 

results in an ability to decision make and problem-solve.  This is reflected in 

rehabilitation programmes that are used to enhance functionality post injury.  

Alternatively, Kralik, Koch, Price and Howard (2004) suggest by understanding the 

meaning of self-management rather than the experience, it can be used as a process to 

bring a sense of order into peoples’ lives. Moreover, that order can be helped, or 

hindered, by social networks such as family, friends, and healthcare teams (Gallant, 

Spitze, & Prohaska, 2007).  Connecting was a support mechanism older adults used to 

manage the unfamiliarity of the health event; however this was continually balanced 

against the family needs.  Autonomy as a factor in self-management (Radel et al., 2011) 

relates to the environment and contexts in which the setting may help or hinder self-

management behaviours.  Interestingly, Radel et al. argued that a setting that deprives a 

person of their autonomy may ironically also be the motivating force for restoring it.  

Reasserting usual psychological behaviours reflected an autonomous management 
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approach by the older adults.  This influenced the balancing that occurred between self-

permissioning and professional permissioning, which occurred in the hospital setting.  

The older adult being told what to do or having to ask permission once functionality was 

restored, reflected the different views of autonomous behaviour and self-management.  

Further, if autonomy and self-management though is viewed as a process to reflect a 

person-centred approach to care delivery, it still remains professionally driven.  Health 

professionals perceive self-management as a way to position the patient at the centre of 

decision making and control within the practice setting (Tower, 1994).  Tower highlights 

the benefits of self-management behaviour in healthcare because it emphasises that 

individual behaviours do have relevance, especially in medical and rehabilitative 

environments.  Self-management in this sense suggests patients are the resource to make 

the recovery process happen.  

 These points highlight as well that self-management of recovery for older adults is, 

once again, contextual and situational.  This may be at odds with contemporary 

healthcare environments, which aim to enhance patient-centred approaches to delivery of 

care.  However, the practice setting suggests otherwise.  Self-management conceptually, 

is an approach to ensure patients have reached a point in their recovery so that they can 

be safely discharged.  But, self-management of recovery, from the older adults’ 

perspective, has a different interpretation of the process.  While in care, older adults are 

managed through recovery with varying input into the process.  A tension arises between 

the older adult’s perception of self-management and the health professional expectation 

of what the older adult can or should do.  Current healthcare environments have multiple 

influences that dictate or impact the operational activities of delivering care.  Therefore, 

self-management is defined according to the professional context or situation.  However, 

the findings from the theory of restoring suggest that self-management for the older adult 

has a different interpretation.  Self-management is the older adults restoring 

normalisation by balancing their physical regaining with reasserting their usual ways of 

managing, which is more than just regaining physical functionality that is stressed by 

health professionals.  Older adults’ self-management behaviours often do not occur in 

the hospital setting, however they are able to take control of the process once they return 

home.  The pacing of activities, spacing of activities and people, and relying on self and 

others is restored to the older adult.  Self-management becomes normalised back to usual 
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ways of behaving.  The experience of recovery is managed by the older adult, not the 

process of the event. 

 

Traditional versus evolving models of care 

  What stands out in the theory of restoring is that older adults’ recovery tends to 

occur in environments that practice traditional models of care.  These environments 

may accommodate evolving modes of care delivery.  Models of care delivery are 

defined by the underpinning paradigm or philosophy that supports how they function.  

They can be a generalised and socially accepted approach to care delivery, such as the 

biomedical model (Roberts & Wolfson, 2006), or a more disciplined focused approach 

such as psychology (Hayden, 2009).  However, within these overarching approaches 

are smaller defined models of care that support particular groups, such as nursing or 

mental health, to practice in specific ways (Orem, 1991; Parse, 1981; Repper & 

Perkins, 2003; Rogers, 1970; Salmond, 1994, 2002; Tiedeman & Lookinland, 2004).  

Traditional models of care reflect the well-established structures, systems and 

processes that are in place and tend to underpin contemporary healthcare delivery 

models.  In contrast, evolving models of care propose a shift in focus from the 

traditional care approach. The aim is to move beyond the current paternalistic 

emphasis, which creates a separation of parts rather than managing the holistic whole 

(Tower, 1994; Zohar & Marshall, 1994).  The shifts occurring in the evolving models 

of care can be as extreme as redesigning the healthcare system to incorporate a 

quantum model of care (Zohar, 1997; Zohar & Marshall, 1994), through to changing 

the emphasis within current  systems.  Quantum models highlight the contemporary 

socio-political context and their influences in an attempt to link corporate, market and 

societal factors into health care systems. While this multi-level complexity of 

healthcare redesign emphasises changes to the system, a less radical approach is 

shifting the focus from professional to patient lead care.  This growing emphasis on 

person-centred care is refocusing care from a compartmentalised to a more holistic 

approach (McCormack, 2004; McCormack & McCance, 2006).  
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Traditional models of care 

 As stated, contemporary healthcare delivery and practice is immersed in a 

biomedical paradigm (Porter, 1997; Roberts & Wolfson, 2006) and alongside socio-

political ideology that influences the operational aspects (Ashton, 2005; Boston et al., 

1999; Craig, 2003).  What currently drives delivery of healthcare is that a health 

condition is to be returned to a prescribed normal state through interventional activity, 

amidst appropriate resource utilisation.  The biomedical model of care is governed by a 

set of beliefs about people, health, disease, and illness (Aggleton & Chalmers, 1999).  

These beliefs form the basis of medicine, while also influencing nursing practice, 

allied health, and health delivery.  The nature of people, in this model of care, is that a 

person is a complex set of anatomical and physiological systems who reacts to the 

surrounding environment and exhibits social and psychological behaviours that are the 

result of physiological and biochemical functions.  Brown (1995), takes a different 

view though, arguing that illness is a social construction, which not only names the 

diagnosis but also frames the sociological response to defining, managing, and the 

acceptance of it.  Brown also suggests that the biomedical emphasis, when applied, 

places the experience of the condition as secondary.   

 This perhaps illustrates that traditional models of care provide guidelines and 

protocols for managing conditions, which are based in the biomedical or 

biosociopyschological models (Boyd et al., 2005; New Zealand Guidelines Group, 

2003).  However, Paulson (2004) suggests that taking an objective approach to caring 

of people through the biomedical model, tends to depersonalise people owing to the 

emphasis on professional care aspects.  Objective care includes the management of 

physiological conditions, teaching patients to live with that condition, and providing 

relevant information or support for the condition.  The traditional models of care are 

historical, but change with socio-political contemporary influences.  The older adults 

in this study inferred that the biomedical approach was a dominant thread during 

recovery.  The emphasis on care by health professionals, with an aim of restoring 

physical functionality, followed specified criteria and routines.  The older adult was 

taken care of rather than being cared for, in the sense that a holistic approach was not 

always evident.  Data suggests that a common occurrence for older adults was keeping 

to professional regimes and gaining permission, during hospital care.  For some, those 
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regimes were expected to be followed on discharge.  The focus was on restoring 

physical functionality, whereas the social and psychological components of recovery 

belonged to the person, and therefore did not appear to concern the health professional.  

However, there has been a shift to deliver care that places the patient at the centre of 

the recovery process.  While this refocuses the professional-led approach to the patient, 

this shift in hospital care delivery was not evident in the data.  

Person-centred care 

 A person-centred model of care and its delivery has an ontological philosophy that 

older people are more individualised at this stage of life owing to ongoing life 

experience, lifespan, and physiological changes (Lutz & Bowers, 2000; McCormack, 

2004; McCormack & McCance, 2006; Mead & Bower, 2000; Snaedal, 2011).  Person-

centred care is a guiding principle for a practice approach to working with older people 

(Landers & McCarthy, 2007; McCormack, 2004; McCormack & McCance, 2006). 

Ideally, the focus shifts from the health professional to the older adult and places care 

delivery central to the person’s needs and expectations.  McCormack (2004) discusses 

person-centred care as having four core concepts.  These include: being in relation; 

being in a social world; being in place; and being with self.  These core concepts 

reflect that people have relationships with others, are social, exist in context and are 

recognised, respected, and trusted as persons.  According to McCormack, these core 

concepts underpin a person’s values, behaviours, and preferences made in life.  This in 

turn helps them to manage the incongruity of a situation and make sense of things.  

Nevertheless, the person-centred concept is about collaboration in care between older 

people and the healthcare team.  This suggests that a form of care planning is based on 

older adults’ self-governance and social memory behaviours.  

 Person-centred care concepts reflect a counter to traditional models of care.  The 

approach is currently used within gerontological residential care centres, however has 

not yet shifted to the acute hospital environments.  Person-centred models of care 

encourage the older person’s connections with their social context and familiar 

situations, which supports restoring normalisation.  Moreover, person-centred care has 

a focus on the person’s social memory and self-governance behaviours that helps 

health care professionals plan care.  Therefore, person-centred care is a step in a 

direction that encourages a more individualised approach to care delivery.  However, 
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for this model to achieve some status within an acute care environment, the current 

models of delivery, which are medicalised and influenced by socio-political factors, 

would require a major shift.  While socio-political influences are in a state of constant 

flux, thus encourage changing models of care, the biomedical model remains rigid and 

challenged.  Economy and efficiency of delivery of care currently underpin how 

recovery occurs, therefore older adults recovery will continue to be managed 

accordingly until they are discharged from hospital, to self-manage.  Interestingly, this 

influences the interpretation and perceptions of quality of care delivery.  

Quality of care delivery 

 Quality of health care is a quality improvement focus to determine how delivery of 

care happened, and how it could be understood from multiple perspectives, and that it 

could also be defined and made measureable (Donabedian, 1988).  Quality of care 

symbolises a number of aspects, from the systems, structures, and processes of the 

organisation through health professionals’ performance and skills, to the patients 

/families using the services.  The influence of quality improvement on healthcare has 

primarily been in the way care is delivered in an effective, safe, and efficient manner 

with an emphasis on the organisational structure-quality outcome (Herald, Alexander, 

Fraser, & Jiang, 2007).  Interestingly, the quality emphasis enhances economic 

efficiency.  Further developments to improve the quality of care delivery include the 

increasing use of specific indicators (Steel et al., 2004), patient–centred care (Robb & 

Seddon, 2006), or discipline specific approaches (Sidani, Doran, & Mitchell, 2004).  

Moreover, the quality of care depends on the focus placed on it.  Improving quality of 

care is making the patient central to care delivery; however that is according to the 

perceived view that shared decision-making occurs and the patient is the expert in the 

process (Robb & Seddon, 2006).  While the patient may be kept up front and central in 

this approach, in practice, efficiency of actions and economics tend to dominate.  

Quality of care is often measured through decreased complications, shorter lengths of 

stay, decreased mortality rates, shorter time to surgery, or lower infection rates.  The 

patients’ perceived quality of care is generally measured through satisfaction surveys, 

compliments received and a successful discharge
16

.   

                                                 
16 This interpretation is based on my roles in clinical practice and in quality management. 
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Theory-practice contextual relationships  

 The theory of restoring has explained how older adults manage recovery following 

a hip fracture, which occurs within traditional healthcare systems and care delivery 

models.  Moreover, groups of health professionals are questioning this approach and 

refocusing the position of the patient within care processes.  Traditional models of care 

reflect and are interpreted through the emphasis on separate working parts, segmental 

approaches, and fragmentation.  This approach ensures predictability, control, and 

determinism (Abercrombie et al., 1988; Zohar, 1997; Zohar & Marshall, 1994)  From 

this perspective, a health condition can be managed according to the nature of the 

cause, be fixed, and follow specified guidelines (New Zealand Guidelines Group, 

2003).   Traditional approaches reinforce the concept that parts are more important 

than the whole, and there is a hierarchical and reactive management approach to the 

delivery of care.  With the constantly changing socio-political landscape, change is 

inherent in healthcare delivery.  However, rather than radically re-organise health care 

delivery, the current systems just react and force tighter controls on managing 

healthcare.  The contextual nature of the world needs be seen within the holistic realm, 

along with the relationships that occur within it.  This encourages the multiple 

components of care delivery to be interactive and reciprocal rather than separately 

managed.  With this approach, care delivery shifts from a primary focus on one aspect 

of health such as physiology, to incorporate all factors as relevant and necessary 

components in care delivery.  The theory of restoring has shown that older adults 

manage recovery according to their interpretations of and ways of restoring normal.   

Therefore, current healthcare models and practice-based models of care should not be 

separate parts of the process but become holistic to emphasise the person-centredness 

of the process of recovery.   

  This study commenced with questions and an exemplar from the practice setting 

that initiated a research process to discover how older adults managed their recovery 

following hip fracture.  Traditional models of nursing care were the original context in 

which the questions were raised.  All of this was influenced by nursing care, which has 

been developed according to evolving theories, ongoing research, and knowledge 

expansion over the years. While numerous theorists have contributed to nursing’s 

knowledge and application to practice, Salmond (1994, 2002) in particular has 
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influenced my practice for over a decade.  The Salmond conceptual model of practice 

brought together the physiological, sociological, and psychological triad as 

components in delivery of nursing care.  A component was emphasised according to 

the condition state.  The acute state emphasised physiological care, whereas, chronic 

states were sociological, and the disability state stressed psychological care.  While all 

three components were present, their emphasis shifted according to the presenting 

condition. The theory of restoring acknowledges Salmond’s triad approach but 

promotes the complex interplay of the three components as the process of recovery and 

restoring normalisation.  The Salmond model emphasised the health professional 

rather than the people experiencing the recovery process.  Moreover, the cultural filter 

through which patients and health professionals interpret the process of recovery 

supports the concept of social memory but does not go far enough.  

 More recent social and economic influences impact how nursing is practiced in the 

contemporary environment (McCloskey & Diers, 2005).  While nursing practice is 

continuously modified by external influences, its underpinning philosophy, 

epistemology, and practice continue to reflect a patient-centred focus through holistic 

care delivery (McEwen & Wills, 2007).  The contextual setting in which practice 

occurs, however, creates a tension between traditional models of nursing practice and 

the contemporary environment.  Interestingly, the greater the influence of economic 

rationality on healthcare delivery, the more likely holistic care delivery tends be 

limited.  This was evident in the exemplar in Chapter One, which focused on the tasks 

to achieve a satisfactory discharge.  Even within the rehabilitation focused centres, 

nursing practice reflects traditional and biomedical approaches to care delivery.  Older 

adults talked of following regimes, rules, and hospital protocols even when considered 

independently active.  Nursing practice is impacted by external forces that tend to 

dictate how care delivery happens.  That practice is seen in the interaction between 

health professional and patient and reflects the delivery of quality care.  

 Tower (1994) compares the medical-rehabilitation paradigm of care with the 

independent living paradigm, by examining the underpinning elements.  The influence 

of the paradigm impacts the method of care delivery and focuses the health 

professionals accordingly.  For example, the medical-rehabilitation paradigm has a 

focus on impairment, problem-solving, patient as a social role, professional control, 
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and outcomes based on functionality and safety.  In contrast, Tower notes the 

independent living paradigm focuses on levels of dependence and reliance needed, 

self-determination, consumer as a social role, independent control, and outcomes based 

on quality of life values.  Tower’s analysis highlights two approaches to care delivery 

and suggests that both may be necessary.  In the initial stages of injury and surgical 

interventions, the medical-rehabilitation model is important as it links with the 

independent living element of seeking professional expert help for something that 

cannot be managed alone.  However, transferring care control back to the person does 

not occur owing to the professional emphasis on social role understanding, impairment 

and functionality to ensure safety.  Interestingly, Tower’s review of the two paradigms 

suggests evolving models of care, such as person-centred care, are a link between 

accommodating both the patient and health professionals focus.  

 According to  Kleine and Hughner (1999) “consumer [patient] mindsets about 

health are not watered-down versions of practitioner viewpoints...but their personal 

[health] theories are complex amalgams knowledge and new information” (p.1).  

Therefore, treating people as individuals within the process of recovery and enabling 

them to make decisions and choices about care practices supports a person-centred 

approach.  What is important to the person from their perspective becomes central to 

developing and organising care delivery.  Moreover, person-centred care is about 

providing care that is responsive to individual preferences, needs, and values through 

key concepts within the practice setting.  These key concepts include improving 

person-professional communication, negotiated degrees of involvement, empowerment 

of the person to increase participation, partnership, trust, and choice.  Assuring the 

person has an increasing degree of involvement in decision-making based on their 

values, guides health professional assessment, decision-making, and improves the 

experience and outcome for both the person and the health professional.  

 The theory of restoring adds another dimension to the evolving models of care, 

especially when considering the person-centred approach.  Person-centredness is an 

evolving focus in care delivery, as it can be seen to link both consumerism from the 

market viewpoint, and holism from a nursing perspective through the decision-making 

processes involved in recovery.  Decision-making creates a tension point in which the 

economics of healthcare have to be balanced against the holistic needs of the person. 
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Both views suggest an increase in quality of care delivery, effectiveness of outcomes 

and efficiency of throughput, but there is a tendency for traditional medical-

rehabilitation paradigms to dominate.  The argument that economic rationality assists 

in maximising limited healthcare resources for the majority is countered by the person-

centred approach.  Proponents of person-centred care (Landers & McCarthy, 2007; 

McCormack, 2004; McCormack & McCance, 2006) would argue that this health care 

approach improves quality of care, effectiveness of outcomes, and efficiency, because 

the emphasis shifts to the person controlling the process.  Therefore, assessment, 

communication, information, involvement, and choice are more effective, as they are 

based on the individual’s needs and values, not the standardised one-fit-all condition 

approach.  The theory of restoring supports the needs and values approach of person-

centred care.  This was demonstrated through the processes and behaviours older 

adults used to manage their recovery both within the healthcare system and outside of 

it.   

 The regaining process used by older adults during restoring normal reflected how 

physical and social factors influenced their recovery.  Pacing, spacing, and relying 

demonstrated how older adults assessed their level of needs, perceived trust in those 

involved, participated accordingly, and communicated their choices and decisions 

within an environment that often emphasised and prioritised care according to the 

traditional medial-rehabilitation model.  Reasserting of older adults’ normal 

psychological responses to restoring during recovery influenced the permissioning, 

connecting, and reconciling processes.  Decision-making in these instances often 

reflected how older adults managed recovery during the initial stages, by adhering to 

health professional and medical-rehabilitation recovery concepts.  Going with the flow, 

obeying, and complying were techniques used to determine the older adults’ level of 

involvement while in care settings.  Empowerment and decision-making over the 

recovery processes was restored once the older adult returned to their home.  

Therefore, the central concept of person-centred care in that decision-making is 

focused on the older adults’ needs and values. This was evident in the restoring 

processes they used to balance regaining physical and social activity with normal 

psychological behaviours.  Moreover, once pain had settled, and mobilisation 

recovered, the older adults restoring normalisation processes commenced.  The ideal of 

person-centred care directed by the older adult should begin at the earliest possible 
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time while in care, that is when the person is ready, not based on the current 

environment in which problem-solving functional safety issues are the healthcare 

professionals’ main concern.  

 The theory of restoring shows that older adults manage their recovery according to 

their values and needs.  This is in spite of the traditional views seen with current 

models of care that are commonly offered by health professionals.  Traditional models 

of care are acute care linked and provide care designated to meet specific physiological 

needs.  In contrast, the more recent person-centred model of care focuses on the 

individual preferences of the older adult.  However, this approach to care has to occur 

within a context that is influenced by socio-political factors and traditionally-based 

models of care.  This theory suggests that individually-based holistic recovery is the 

desired approach to care delivery, but practice settings have a strong influence on how 

that care will be provided.  The viewpoints evident in this research relating to how 

recovery should be managed are diverse.  This has implications for practice and future 

research. 

 

Implications  

 Studies on recovery from physical health events have generally focused on 

understanding the physiological and functional factors that occur during and post 

event.  These studies emphasise the traditional medical-rehabilitation models of care 

and health professional interests.  This study focuses on the behaviours older adults use 

to manage their recovery from unexpected injury and how they restore normal.  The 

theory of restoring has introduced a level of complexity into recovery that goes beyond 

the current understanding and adds to the evolving models of care arena, such as 

person-centred care.  While this study centred on older adults with hip fracture, further 

theoretical sampling in other areas, such as elective orthopaedic surgery, other types of 

physical injuries and surgeries, and other systemic health conditions, could be 

generalised to situations in which recovery occurs. Moreover, with wider theoretical 

sampling outside of the health arena, the theory could be generalised to have wider 

application to other recovery-based situations. 
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 The clinical practice-based implications emerging from this theory have the 

potential to assist health professionals to understand recovery beyond the physical – 

functional perspective.  If applied in current practice settings, the theory can augment 

health professional assessment and care planning of older adults by explaining the 

complex balancing of physical, social, and psychological factors that occur in 

recovery.  This may move the control of recovery from the health professional to the 

older adult.  The theory adds to the person-centred care model by supporting first, the 

holistic model of care, and second, it emphasises that older adults have values and 

needs that direct their recovery management.  Above all, this theory highlights the fact 

that older adults have ways of managing their recovery that are potentially more 

effective and efficient than current practice.  Further research is therefore required to 

understand how the theory of restoring has applicability to the person-centred model of 

care, along with examining how it may be applied when managing other health 

conditions.  Unexpected injury has been explored from multiple viewpoints and this 

theory has added a new perspective.  But, how the theory might be applied to elective 

surgery recovery management in different age groups, with different types of 

conditions, requires further development through research.   

 As recovery does not occur in isolation, it is a collective social responsibility; the 

perspectives from others involved in the process may add another level of complexity 

to recovery management. This research studied a specific sample group to gain an 

understanding of recovery relative to a certain age group within a substantive area.  

Further studies are required to explore others’ perspectives of the recovery process 

such as, health professional views, carers of older adults, or people recovering from 

injury or surgery, and family members of people undergoing recovery.  Research in all 

these areas has the potential to develop further knowledge about the recovery process.  

Also, establishing if the theory of restoring has relevance to people with chronic illness 

and how they manage, is another potential investigation study.   

 

Limitations 

 Three limitations are relevant for this study.  These were the recruitment process, 

exclusions to the sample group, and theoretical sampling was limited.  Recruiting 
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people for the study followed methodological, academic, and ethical processes.  The 

process was not as simple as expected.  Hip fractures occur in many older adults, 

however recruiting them was more difficult than anticipated.  The intention to sample 

people who could talk about their recovery, and were not limited cognitively, 

influenced recruitment strategies.  In hindsight, the follow up recruitment process of 

meeting people while in hospital, gaining permission to contact them later, was more 

likely to have resulted in a larger number of participants, more quickly.  However, this 

did not detract from the community dwelling people who offered their views of 

recovery.  The exclusion criteria had rationale, but it also reduced potential 

participants.  The final participant sample group were positive and motivated people.  

However, they reflect a specific portion of the older adult group recovering from hip 

fracture.  The large population of older people living in residential care facilities were 

not approached.  Gaining permission to enter the premises and interview people in 

these settings was not actioned because a decision was made to minimise potential 

contextual influences.  Any future data collection from these sources will test the 

modifiability of the theory.   

 A further limitation for consideration was that recovery does not occur in isolation 

and many people are involved in the process and management of recovery.  This study 

has not ignored that recovery involves other people such as, health professionals, 

family members, support groups, community agencies and carers.  However, the aim 

of the research was to focus on one perspective that of the older adult recovering from 

hip fracture, to discover their concerns and resolutions process.  Future research with 

other contributors to the recovery process will add to the knowledge base.  

  

Recommendations 

 Recommendations emerging from this research have three foci.  The first set of 

recommendations has relevance to the clinical practice setting.  The second set of 

recommendations relates to care delivery, and the third, to publications and future 

research.  In the clinical practice setting, health professionals need to understand that 

people recover at their own pace and according to their interpretation of how recovery 

should be managed.  People do require health professional input and interventions 
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initially. They may demonstrate adherence to professional regimes and routines 

because of this.  Nevertheless, there is a self-defining point at which older adults will 

want to manage their own recovery.  More often than not, this occurs while the older 

adult is still in a hospital setting.  Changes in how older adults and health professionals 

interact need to be re-examined.  For the older adult, communication and trust of the 

recovery processes has to be evident. These need to empower the person and 

encourage participation so that these become normal elements for the older adult in the 

recovery process.  For this change to occur, health professionals within the clinical 

setting, need to review how they practice, reflect on what underpins that practice, and 

consider how care is perceived during the recovery event.  The theory of restoring 

recommends that health professionals refocus their assessments, so that they 

strengthen the holistic aspects.  This shifts the focus from a purely physical and 

functional approach to include the values and needs of the older adult when providing 

care.  Professional interpretations of recovery need to be managed in conjunction with 

understanding how older adults perceive and manage recovery within the many 

contexts they will find themselves situated.   A key message emerging from this 

research is that older adults want more control over the process of recovery once pain 

has been controlled and a form of independent mobility has been regained.  Therefore 

improving communication between older adults and health professionals should reflect 

the older adults’ values and needs not the professionals.  

  Recommendations for care delivery are more complex, as they must account for the 

complexity of socio-political influences while models of care continue to develop.  

Traditional models of care delivery dominate recovery management and these 

influence the structures of organisations and processes used to facilitate recovery.  That 

influence can emphasise economic rationality, efficiency, safety and determine how 

processes are used to meet these objectives.  However, these objectives can still be met 

through the introduction of other care delivery models.  Transitioning care between the 

acute episode, rehabilitation, and the community requires a different approach.  The 

person-centred care concepts that focus on a holistic approach need to be more evident 

in the acute and rehabilitation settings.  The theory of restoring has explained how 

older adults use a balancing act to restore normalisation, which is the regaining of 

physical and social activity with reasserting their normal psychological behaviours.  

These processes support the central concepts of person-centred care, which emphasises 
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a higher degree of control be situated with the older adult.   Introduction of the person-

centred approach in rehabilitation settings is the first step.  While these units are 

generally underpinned by medical-rehabilitation paradigms, the shift to a person-

centred focus is feasible and more quickly implemented.   As the focus is returning the 

person to the community, understanding and working with their values and needs, 

along with their management processes fits within the rehabilitation realm.   However, 

introducing the concepts of older adult’s control, values and needs as a driver for care 

delivery in the acute setting is more complex.  The majority of older adults regain 

physical functioning within a few days, along with a reduction in pain.  At this point, 

the theory of restoring demonstrates that older adults are starting to restore their 

normal behaviours, interactions and responses that reflect self-governance.   Two 

options occur at this point.  First, the older adult may be transferred to a rehabilitation 

unit for further functional recovery.  Second, the older adult may remain in an acute 

unit, where functional safety and early discharge are the norm.   The recommendations 

emerging from this study suggest that understanding the older adult’s perspective early 

in the process has more value in achieving recovery than aiming specifically for a safe 

functional discharge.  Therefore, holistic assessment remains the key recommendation 

to improve the recovery prospects for the older adult, irrespective of the setting.  Care 

delivery is focused on the needs of the older adult not the organisation, which in turn 

improves communication, empowerment, trust, and participation on both sides.  

 To inform clinicians about the relevance of the theory of restoring and its potential 

influence on practice, the following recommendations are suggested.  Publication of 

the research and theory need to occur to disseminate the findings to a wider audience.  

High impact journals with a wide audience of clinicians should be the first approach to 

publication.  Once achieved, further publications that inform the substantive area 

should be written.   This links the theory to the practice setting and its application 

within the substantive area.  Aside from these publications, exploration of the theory’s 

relationship to person-centred care should be examined and offered for publication. 

Moreover, further publications could argue the wider implications of the theory along 

with small projects to test the theory’s modifiability.  Once the theory is established 

within the professional journals, informing nursing and other practitioner curricula 

should follow.  Alongside publication, conference presentations should help 

disseminate the theory, findings and influence on practice.  Venues such as 
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professional associations and organisations offer annual and bi-annual conferences.  

These range from orthopaedic specific through to older adult / aged care organisations.   

 

Conclusion 

 The theory of restoring offers an alternative perspective to recovery following a 

health event such as hip fracture.  This study has enabled me to discover a perspective 

that could not have been perceived of, earlier.  My professional emphasis on physical 

functional restoration through interventional activity to ensure recovery has been 

thoroughly overturned.  However, while there are similarities to the orthopaedic 

practice model used to underpin my practice, the theory of restoring has strengthened 

and widened that practice model.  Discovering a pattern of behaviour that resolves a 

main concern was a unique experience.  My professional concerns that accompany the 

process of recovery still have some relevance but are now located within a broader 

understanding.  This substantive theory has added to the knowledge and practice of 

recovery.  The role older adults play in their recovery is emphasised and strengthens 

the need to provide a quality of care that reflects their needs and concerns, during all 

stages of the recovery journey.  I am grateful to all the participants who shared their 

recovery journey, without this information; this theory could not have been discovered.  
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Glossary 

Term  Meaning 

Balancing: the ongoing actions used by participants to facilitate the return to 

normalisation and manage all the factors within the event.   

Connecting: is a process used to manage familiar and unfamiliar situations during 

recovery. 

Normalisation:refers to the participants’ main concern of getting back to normal.  

Pacing: refers to temporal pacing and event-related pacing, which was indicated 

by time, ageing, perceptions, and compromise. 

Permissioning: refers to actions participants used in response to the context, situation, 

developmental life stage, and diverse expectations.  

Reasserting: refers to the permissioning, connecting, and reconciling required for 

restoring normal psychological processes. 

Reconciling: is the attitudes, routines, and accepting that influence recovery and the 

process of restoring. 

Regaining: is the pacing, spacing, and relying required for restoring normal 

physical and social activities. 

Relying: is the self-reliance, marshalling resources, and helping behaviours 

needed for regaining physical and social activities. 

Restoring:  is the process of balancing the regaining of physical and social 

functioning and reasserting normal psychological behaviours during 

recovery. 

Spacing:  is the participants’ interpretation of physical and social space achieved 

through the use of symbolic security, and role shifting.  
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Appendix 2: AUTEC approval letter 

 

MEMORANDUM 

Auckland University of Technology Ethics Committee (AUTEC) 

 

To: Antoinette McCallin 

From: Madeline Banda Executive Secretary, AUTEC 

Date:  23 July 2009 

Subject: Ethics Application Number 09/143 A grounded theory study of older adult's recovery from 

fracture of the hip. 

 

Dear Antoinette 

 

I am pleased to advise that the Auckland University of Technology Ethics Committee (AUTEC) 

approved your ethics application at their meeting on 13 July 2009, subject to the following conditions: 

1.Clarification of who will pay for any travel necessary for the participants to attend interviews, 

especially given their likely mobility limitations. 

I request that you provide the Ethics Coordinator with a written response to the points raised in these 

conditions at your earliest convenience, indicating either how you have satisfied these points or 

proposing an alternative approach.  AUTEC also requires written evidence of any altered documents, 

such as Information Sheets, surveys etc.  Once this response and its supporting written evidence has 

been received and confirmed as satisfying the Committee’s points, you will be notified of the full 

approval of your ethics application. 

When approval has been given subject to conditions, full approval is not effective until all the concerns 

expressed in the conditions have been met to the satisfaction of the Committee.  Data collection may not 

commence until full approval has been confirmed.  Should these conditions not be satisfactorily met 

within six months, your application may be closed and you will need to submit a new application should 

you wish to continue with this research project. 

When communicating with us about this application, we ask that you use the application number and 

study title to enable us to provide you with prompt service.  Should you have any further enquiries 

regarding this matter, you are welcome to contact Charles Grinter, Ethics Coordinator, by email at 

charles.grinter@aut.ac.nz or by telephone on 921 9999 at extension 8860. 

Yours sincerely 

 

Madeline Banda 

Executive Secretary 

Auckland University of Technology Ethics Committee 

Cc: David J. Healee david.healee@aut.ac.nz  

mailto:charles.grinter@aut.ac.nz
mailto:david.healee@aut.ac.nz
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Appendix 3: Participant information sheet. 

Participant Information Sheet 

 

Date Information Sheet Produced:   18 February 2009 

Project Title:   Older adult’s recovery from hip fracture 

An Invitation 

I, David Healee, am undertaking a research project as part of a Doctor of Health 

Science programme at Auckland University of Technology (AUT) to examine how 

older adult’s recovering from a hip fracture identify their concerns and what processes 

they use to manage their concerns.  I am inviting people, aged 65 years and older who 

have a hip fracture (broken hip) over 3 months ago to participate in this research 

project.  Participation is voluntary and any participant may withdraw at any stage of 

the project. 

What is the purpose of this research? 

The purpose of this research is to undertake a project as part of the Doctor of Health 

Science programme.  Identifying participant concerns relating to hip fracture recovery 

is limited and this research aims to contribute to the knowledge base about hip fracture 

recovery. On completion of the project, a dissertation will be produced along with 

potential articles for publication on the outcome of the research findings.  

How was I chosen for this invitation? 

Flyers have been posted in Clinics and GP offices to invite interested people to contact 

the researcher. An invitation to participate in this research is voluntary.   If you meet 

the criteria you will be asked to participate in the project. 

What will happen in this research? 

Up to 35 people will be interviewed in 1 or 2 sessions.  The interview will be taped 

and then transcribed.  Each transcribed interview will be analysed for themes and 

patterns and continually compared until one core theme is identified.  Your individual 

information will not be identifiable in the final analysis of the interview material.  

Your involvement will be to participate in at least one interview for up to 90 minutes.  

If required a second voluntary interview may be requested from you.  

What are the discomforts and risks? 

The only potential discomfort is the length of the interview.  

How will these discomforts and risks be alleviated? 

At your request the interview may be stopped and another convenient time set to finish 

the interview, if you wish to continue to participate in the study. 

 

What are the benefits? 

This project allows you to tell your story of recovering from a hip fracture. 
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The information gained from your stories may influence future hip fracture care  

 

How will my privacy be protected? 

You will not be identifiable as the findings will be a consolidation of the group’s 

information rather than individual information. 

You may chose an alias if you wish for the interview data 

 

What are the costs of participating in this research? 

The cost of participating in this research is the time required for the interview(s). 

What opportunity do I have to consider this invitation? 

Following initial contact you may take up to 2 weeks to consider your involvement, or 

longer by negotiation if you wish to consult with family / whanau. 

 

How do I agree to participate in this research? 

You will need to sign a consent form that will be given to you when you feel you have 

completely understood your participation in the project and all your questions have 

been satisfactorily answered. 

 

Will I receive feedback on the results of this research? 

Result from this research will not be available for approximately 2 - 3 years following 

the interview.  If you wish to receive a copy of the findings, please advise the 

researcher by ticking the appropriate box on the consent form. 

What do I do if I have concerns about this research? 

Any concerns regarding the nature of this project should be notified in the first 

instance to the Project Supervisor,  

Dr Antoinette McCallin, amccalli@aut.ac.nz or phone 921 9999 extension 7884  

Concerns regarding the conduct of the research should be notified to the Executive 

Secretary, Northern Regional X Ethics Committee, Telephone, (09) 580 9105.  

Whom do I contact for further information about this research? 

Researcher Contact Details: 

David Healee, School of Nursing, Auckland University of Technology (AUT)  

Phone 921 9999 extension 7642 or mobile 021 0405131 or  

email david.healee@aut.ac.nz 

Project Supervisor Contact Details: 

Dr Antoinette McCallin, amccalli@aut.ac.nz or phone 921 9999 extension 7884  

Approved by Northern X Regional Ethics Committee on 22 May 2009 

Reference number NTY/09/03/020 

mailto:amccalli@aut.ac.nz
mailto:david.healee@aut.ac.nz
mailto:amccalli@aut.ac.nz
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Appendix 4: Consent form 

 

Consent Form 
 

Project title: Older adult’s recovery from hip fracture 

Project Supervisor: Dr Antoinette McCallin  

Researcher: David Healee 

 

I have read and understood the information provided about this research project in the 

Information Sheet dated 08 February 2009. 

I have had an opportunity to ask questions and to have them answered. 

I understand that notes will be taken during the interviews and that they will also be 

audiotaped and transcribed. 

I wish to receive a copy of the transcript and / or tape   Yes  [  ]        No [  ] 

I understand that I may withdraw myself or any information that I have provided for this 

project at any time prior to completion of data collection, without being disadvantaged in any 

way. 

If I withdraw, I understand that all relevant information including tapes and transcripts, or 

parts thereof, will be offered to me or destroyed at my request 

I have been allowed sufficient time to discuss this project with Whanau/Family  

BEFORE SIGNING THE CONSENT FORM. 

 

I agree to take part in this research. 

I wish to receive a summary of the findings from the research (please tick one): Yes No 

 

Participants signature ....................…………………………………………………… 

Participants Name:....................……………………………………………………… 

Participantes psuedonym…………………………………………………………….   

Participants Contact Details (if appropriate): 

……………………………………………………………………………………….. 

……………………………………………………………………………………….. 

……………………………………………………………………………………….. 

……………………………………………………………………………………….. 

Date: 

Approved by the Northern Y Regional Ethics Committee on 22 May 2009 

Reference number NTY/09/03/020 

Note: The Participant should retain a copy of this form  
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Appendix 5: Support services form 

 

 

 

Contact for Support Services 

Patient Advocacy Services – Health & Disability  

Free phone:  0800 555050  

Address:   PO Box 41246  

 St Lukes 

Aged Concern Auckland Inc. 

Telephone: (09) 820 0184 

Address: 57 Rosebank Road 

               Avondale 

 

Citizens Advice Bureau 

Free phone: 0800 367222 

Address: Check telephone book for nearest branch  

 

 

Approval by Northern Y Regional Ethics Committee (Ref: NTY/09/03/020) on 22 May 2009 
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Appendix 6: Initial coding and memo example 

Memo 2 - Interviewed 01/09/09 - revisited 26/02/10  

PACING

OVERCOMING

NORMALISING

Self-deciding

Easing back into it

Ageing impacts

Connections

Activity

Social Support

Walking

Exercising – pre & post

Changes in amount

Hurrying/racing
Mobility aids  short term

Attitude to life important 

prior

Self-paced activity regimes

Relationship 

To recovery

Sports activities

Role change – short term

Spouse / friends 

Children – space Security – home 

adaption's 

Friendliness

Attitude 

Appreciation

Partner sharing role

Help as required 

Body changes

 

Overall concept coming out of this interview was the continual comments reflecting spousal support / 

helper being important. Second theme noted was pacing – activities, social, self care, spouse, friends 

ageing.  

Assumptions made: 

It is 10 -11 years since injury and has had a THJR since; therefore need to be cognizant that recovery 

may include both fracture repair and surgical replacement.  ? Is that OK as both have recovery 

components and both impacts on lower limb mobility therefore could assume recovery concepts 

emerging irrespective of whether fracture or replacement related? 

Accessing participants who time frame / duration since injury is a long time, query does this suggest 

proper -lining or filtered memory or should this interview be used as an end point of a potential phased 

recovery?? 

Interestingly have given space to their children owing to the busyness in their lives so indicated a 

reliance on spouse and friends.  What if no spouse or limited friend network – would children be 

required to fill gap?  Or if participant single what social supports would be required? 

Defining ‘normal/ - doing normal things  as defined by participant – as a recovery function does this 

relate to the medical perception that mobility function is recovery or does participation back in normal 

life more relevant to the individual therefore indicative of recovery ? 

Another Caucasian female, economically viable, query potentially stoic in outlook and just gets on with 

life because it is expected – e.g. children have own life  

Though positive attitude mentioned within interview did not appear to dominate – social support 

especially spouse seemed to be the central theme.  

Activity – spouse taking over role allowing her to ease back into it, recognising changes from age and 

conditions impact on activity.  Was self deciding about mobility aids and pacing of activities such as 

housework, exercise, sport?  

Social Support – attitudinal and related to this specific couple, seen as helper but only as required / 

needed   

Concepts arising  

Pacing – related to activity and supports – self determined (included spouse) to return to normal / 

recover 
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Overcoming – awareness of limitations and finding a way to manage activities, getting back to an 

adapted life situation, connections , easing back  

Normalising – getting back to normal but a redefined normality  

Codes appear relevant to this interview: 

Activity  Exercising pre and post, sports, age related activity, manageable, walking, body 

changes, hurrying/racing, self deciding when to stop crutches (mobility aids), self 

pacing regimes, 

Social supports Sports activities and relationships, spouse helper role change, easing back, give 

children space, friends, partner sharing activities, attitude of appreciation, 

friendliness, helpfulness, emphasis on spouse, security from spouse , determination 

to achieve, home adaption’s,  

Potential Categories  

Pacing Easing back, self determining, self pacing activity, age related impacts 

Overcoming Just back to normal happening, role changes short term, use of social supports 

Normalising Connections, back to ‘normal things though adapted according to current stage 

Concern?  Finding a way 

Changing gear  

Questions for next interview: 

Activity: -   pacing as a concept needs to be explored as a method for managing physical or functional  

 activity 

Young age when fractured – does this make a difference than when older? 

 

Linking to previous interview(s)  

Social supports:  - connections, differences evident in children involvement  

differences in technology use 

independence therefore perceived differently ? 

Attitude:-  common – positive attitude 

emotions noted – frustration – not in first 

self care, activity, managed by both 

Ageing / Chronicity – increase in emphasis – 1st 

decrease in emphasis – 2
nd

 

decrease in mental activities when physical activity decreased – both 

Sameness - related to activities as previous  

Overcoming   

Find yourself just doing it 

Get around to it 

Get over it 

Today is the day you live  
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Appendix 7: Early coding and concepts 

Categories & Concepts (as of 01/03/2010) 

Main Concerns Patterns of behaviour(s)  to resolve Concepts (Theoretical) 

Each interview appears to have the following 

central concern: 

Finding a way 

Changing gear 

Keeping the right attitude 

Spousal support / helping role – not taking 

over / driver role  - role changes 

Self determining 

Occupationalised  health 

Being involved 

Marshall resources 

Open Codes 

Thinking positive                 Expectations 

Independence                      Restrictions 

Support                                Balance 

Sameness/familiar                          Loss 

Security                                 Degeneration 

Activity                                  Helping 

Accepting                           Networks 

Choice                               Life situations 

Levelling                         Awareness limitations 

Technology / aids                              Faith 

Activity 

Walking                     Driving                      ADL’s 

Attitude 

Thinking positive         Accepting            Balance 

Locating self/ Leveraging the past 

Independence    Activity      Loss       Sameness 

Restrictions 

Connections (Taxonomy of connections) 

Levels of connection – 

Close personal; personal; acquaintances; professional; 

helping careers; helping strangers; strangers. 

Support                            Being involved 

Help                              Expectations 

(values)   Links with the past 

Chronicity 

Degeneration          Restrictions              Security 

PACING 

(Is this the process used?) 

Synonyms – gait, measure, step, tread, momentum, 

motion, progress, rate, speed, tempo, time, determine, 

mark out, measure) 

 

OVERCOMING 

(Is this an end point / interim point in the process?) 

(Is this a paced activity or a process also?) 

Synonyms  – beat, best, be victorious, come out on top, 

conquer, master, get the better of, overwhelm, overthrow, 

prevail, render incapable, rise above, subjugate, 

surmount, triumph over) 

 

NORMALISING 

(Is this a defined point, negotiated, evolved from the 

overcoming?) 

Synonyms – accustom, acknowledge, average, common, 

conventional, habitual, natural, routine, ordinariness, 

typicality, usualness, adjustment, balance) Redefining; 
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Appendix 8: Follow up ethics application letter 

 

School of Nursing (A-9)    Amrita Kuruvilla 

Health Care Practice    Northern Y Ethics Committee Administrator 

AUT Northshore Campus    Ministry of Health, 3
rd

 Floor BNZ Building  

90 Akoranga Drive    354 Victoria Street  

Northcote     HAMILTON 

AUCKLAND      

Ethics ref: NTY/09/03/020 

 

23 November 2009. 

Dear Amrita, 

 

I wish to apply for an amendment to the following section (D 1, D 2, D 3, D 4) of the ethics application 

NTY/09/03/020. Amendments are in italics. 

I also require approval for the attached professional profile sheet. 

 

The reason for the amendments is that to date there has been limited participant responses to the flyers 

advertising this study. 

Following discussion with my supervisors, it is suggested that approaching potential participants in the 

Auckland DHB’s, with relevant approval from each DHB to access these areas, to introduce the project 

and the researcher.   Each potential participant will then be asked if they wish to be contacted after 3 

months to participate in the study.  Those who agree will be contacted after 3 months and asked if they 

wish to participate.  If they are interested, a further explanation of the study, information sheet and a 

negotiated time to meet will be arranged.  The process will then follow the already approved ethics 

process.  

 

Changes in italics.  

D.  Privacy and Confidentiality        (Operational Standard Paragraphs 44-49) 

 

D1. How will potential 

participants be identified? 

Through access to areas that potential participants may be 

followed up on discharge from hospital e.g. General 

Practitioner surgeries and Orthopaedic Outpatient Clinics in 

public hospitals. 

With approval from the relevant DHB, access to rehabilitation 

wards and discussion with Charge Nurse to identify potential 

participants.  

D2 How will participants be 

recruited? (e.g. advertisements, 

notices) 

Notices / flyers in GP Surgeries and Orthopaedic Outpatient 

Clinics advertising the study. 

(Appendix D) 

Initial contact will be made with older adults identified as 

potential participants outlining the project and the researcher 

profile.  Information Sheet (D) and Professional Profile sheet 
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(E) to be left with the person. Contact will be made after 3 

months if the person is agreeable.  

 D3 Where will 

potential participants be approached? 

(e.g. outpatient clinic)   

  If appropriate, 

describe by type (eg students) 

Flyers / notices will be placed in GP surgeries and Orthopaedic 

Outpatient departments to draw attention to the study and invite 

interested older adults to participate 

From approved access to rehabilitation wards in Auckland 

DHB’s. 

 D4. Who will make the 

initial approach to potential 

participants? 

Staff in GP surgeries and Orthopaedic Outpatient clinics will 

introduce potential participants to the flyers/notices and may 

offer a copy of flyer to be taken away with the person.  Any 

interested participant will then contact the researcher for a 

description of the study and the commitment involved.   

With agreement from the DHB and the Charge Nurse of the 

rehabilitation ward, the researcher will make the initial 

approach.  

Yours sincerely 

Researcher       Principle Supervisor 

David Healee, RGN, MA (Appld Nsg), BA, ADN, ONC,  Dr Antoinette McCallin, PhD 

 

Attachment:  Researcher Professional Profile 

CC:  Madeline Banda, Executive Secretary  

Auckland University of Technology Ethics Committee (AUTEC) 

Ethics Application Number 09/143 
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Appendix 9: Letter to local hospitals 

  

David Healee RGN, MA (Appld Nsg), ADN, ONC, Doctorate Candidate 

Nursing Lecturer 

School of Nursing 

Auckland University of Technology (A9) 

90 Akoranga Drive 

Northcote 

AUCKLAND 0627 

November 2009  

General Manager 

DHB 

Private Bag  

AUCKLAND 

Dear Sir   

This letter is to request access to the older adult rehabilitation wards to advertise for participants in a 

research project.  As a doctorate candidate in the AUT Doctor of Health Science programme, my 

research topic is a grounded theory study of older adult’s recovering from hip fracture. 

The participants for this project are older adults, 65 years and older who have had a hip fracture.  My 

intention is to interview the participants in a location of their choice, and preferably out of an acute 

hospital setting.  The sample group will include any older adult post hip fracture, willing to participate 

in at least one, 1-hour interview where they can tell their story of recovering from a hip fracture.  This 

particular perspective has not been explored in the current literature on hip fracture recovery.  

The grounded theory methodology is to simultaneously data collect and analyse participant information 

until one core category emerges from the data.  This core category should explain the participant’s main 

concern and their continual resolution of this and generates a substantive theory for future health care 

practice. 

I have Northern X Regional Ethics Committee (NTY/09/03/020) and AUTEC (09/143) for this project. 

My request is to have access to the older adult rehabilitation wards and to meet with the Charge Nurse to 

identify potential participants for this study.  When identified, I will approach the individual patients to 

discuss possible participation at a later date. 

 

Thank you for considering my request 

Yours faithfully 

David Healee  

Attachments: 

· Participant Information sheet 

· Professional Profile 

· Study Flyer 
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Appendix 10: Samples of main concern  

12/07/10 Getting back to normal 

Main Concern - links to interviews: # 7, 5, 4, 1 

· Getting back to being normal, getting better, to feel as I did before -  came out early in 

interview  

· Codes – time; helping; adjust/adapt; balance; pushing; resignation; incentivising; helping; 

redefining 

Relationship to Concepts/Categories:  

Main concern was simply stated as ‘getting back to normal’  then discussed pacing as time related expectations – 

took longer than expected though time helped recovery- physical function  - interesting introduced the concept of 

two-sided aspects – walker – liberating and inhibiting  - helps to operate physically but awkward – gets in the way – 

social stigma.  Activity was paced according to previous activity levels and attitude to activity. Glad to have 

someone take over initially however pacing includes co-operating  

Overcoming generally centred on help and incentives from family – appreciated help however had to get on with it 

after help withdrawn – family pushing  can equal achievement / others noticing provides incentives and 

reinforcement to succeed 

Third category a) – connecting – raised some issues about connecting with professional staff – lack of information, 

not being involved /told about things – expected to be part of / participate 

Third category b) – balancing – positive and negative – liberating / inhibiting e.g. walker; family – good to have 

encouraged/ pushed / cost time effort; physical function – someone to help / having to get on with it  

Issues arising: 

· Is co-operating a way of managing recovery – give away aspects initially (professional connection) 

accepts help until it dries up then has to decide what to do – what do I give up / change to regain a 

normalcy – what gets adjusted / adapted to suit the current situation  

· Sees ageing as normal process therefore changes made with ageing are a normal process  

Questions arising: 

· Outlined some clarification of normalising: - normal is realising you’re not what you were anymore; static 

points in life – home, meals / changes; redefine normal – changes anyway with age; adjustment; back to a 

normal place – what is the relevance of these as a main concern not a category for resolution process 

#14  31/12/10 Getting back to normal – to get going  

· Main Concern - links to interviews:  all previous 

· Similar to above #13: As with previous interviews and especially more recent injuries – getting 

home has preference also getting back to established routines  

· Getting back to normal explicitly stated as important to achieve  

·  

· Relationship to Concepts/Categories:  

· Mild dementia present therefore exploring processes were difficult.  Word / phases were raised 

to see if these resonated with the person however difficult to determine if she was responding to 

word clues or stating her own thoughts  

· Pacing, Connecting & Controlling raised  

· Issues arising: Mild dementia noted – while explicit with main concern, determining processes 

less evident  

· Questions arising: Assumption could be made that following a similar routine to others in the 

recovery journey (physically) – pacing would still be appropriate as would connecting – family, 

rest home residence and familiar things in her room.  Controlling is difficult to establish 

however her discussion on current staff would underpin her relationships with healthcare 

personnel  

· Have I made an assumption that fits the categories and selecting words that suit these?  

· The interview was limited as responses from participant where not full and often affirming or 

negating questions I put to her therefore does this interview still have relevance and support the 

emerging categories?  
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Appendix 11: Memo on the main concern 

 

Reconceptualise 
Main Concern ; 
 Normalisation 
 

Is normalisation a professional or public domain word/phrase? 

Are routines – evident in the majority of the interview data – hidden patterns of behaviours  

Therefore a participant would want to stabilise their routines – get back to doing what they 

were before. 

Is Routinisation the Main Concern? 

That is getting back to the routines associated with/normal life’ even though some of these 

routines may be altered / adjusted to accommodate independence. 

Independence has to be self-defined by the participant not by others.   

Routines can be undertaken by the person or ‘given to’ others to achieve e.g. home help, 

careers 

Therefore to resolve the main concern routines have to be stabilised!!! 

 A theory of stabilising routine. (descriptive term)  

Is stabilising a professional word as it conjures up fixation of the hip fracture, mobility aids 

for walking reducing risk etc. 

Are we looking at a typology of recovery – levels / degrees then would routines still be the 

main concern? 

 However if routinisation remains the main concern what resolution process would achieve 

a return to this pattern of behaviour?  

Stabilising does not suggest movement back to – it seems a static / achieved or not word. 

There is an action in the words used by the participants - getting back to.  This needs to be 

conceptualised as a concern – it is about journeys, trajectories, progression – however these 

words have professional overtones. 

Journeys: - excursion, expedition, jaunt, odyssey, outing, passage, peregrination, 

pilgrimage, progress,  ramble, tour, travel, trek, trip, voyage, fare, fly, go, proceed, range, 

roam, rove, traverse, wander, wend  

Trajectory: -   course, flight, flight path, line, path, route, track 

Progression: - advance, advancement, furtherance, gain, headway, movement forward, 

progress,   

chain, cycle, order, sequence, series, string, succession 

 From interview data: 

Walking is central to recovery / independence 

Life is not geared around the fracture 

Living with chronicity – chronic, co-existing conditions – accepting slowing down 

Redefine normal as events / ageing occurs 

Being independent   /  Get over it   /   Fatigue  /  Mobility / activity 

Ageing – sudden realisation o post fracture; evidence of; weakening   /  Sameness  /  

Routines 

 

Getting back to: 

· Getting mobile again                                  Going out every day and getting into the real 

world 

· Normal                                               Doing the same things as before 

· Routines                                                       Thinking there is nothing wrong with me 

· Familiarity                                                    To husband and way things used to be 

· Doing as much as I could                          Doing things by myself 

· Expectation of returning to normal        My old routines 

· Just getting on with it                                Doing my own thing 

· Adjusted normal                                         Get back home 

 

 

The event loses significance once walking is re-established  
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Appendix 12: Memo on pacing category 

As the interviews progressed over 2009 the category – Pacing: 

 

How does pacing act as a category (resolution process) at the end of 6 interviews. 

 Concept – PACING- that is the shifting gears according to the stages of the recovery process 

Initial – neutral at fracture and increasing the gear ratio from neutral – first up to fourth according to the restoration 

of function o and psychosocial functionality – Compare with literature here) 

Issue – who controls the pace and are there ways the older adult can slow down or speed up the gear changes? 

Professional expectations and timelines verses the perception of the stage (gear) the older adult has reached – Who 

finally shifts the gears?  The professional or the older adult??   

Need to find out how does Pacing relate to OVERCOMING? (Concept 2). 

Is it important to achieve small steps along the recovery progression – i.e. overcoming pain or the injury or surgery 

– (Archibald article useful here?)  

Overcoming the hospital experience to return home or just accepting the inevitable of having to go to hospital and 

staying in neutral until discharge? 

Overcoming the obstacles of decreased function – mobility, transport, social activities, does this lead to 

NORMALISING? 
Could this be FINDING A WAY instead of overcoming??? 

At this point overcoming / finding a way could sit beneath Pacing as a Core Concept  if pacing is defined as the 

older adult resolution process to meet challenges, obstacles etc through “pacing oneself” to reach an ultimate goal of 

normalising. 

NORMALISING – returning to prefracture status? – Professional view or person defined?? ?only socially as there 

are always functional changes, so normalising is the readapting of the life situation according to how the older adult 

paces oneself to reach this redefined normalised  state? 

 
19 April 2010  

 

Also bringing in the thinking about the phased recovery approach and Pacing as a main concern or possibly 

the Core Category – i.e. Theory of Pacing.   (Notes/drawing in notebook.) 

Thinking and writing on whiteboard started a drawing / discussion on a phased approach of change occurring in an 

older adult and how would that link into a changed phased pacing   ??Matrix??  How does this link together – not 

sure.  

 

· I have used the term ‘normalising’ as one way of doing this but normalising is... could be used in Pacing  - 

you are normalising back therefore you are using your past to pace yourself in the present  to manage your 

future 

· You do this according to what you can cope with  

· Robinson used the word ‘ transitioning’ – I don’t know – possible as it is a good word – moving from one 

state to another state, adapting back  

· Maybe be useful as you pace oneself according to one’s past by using transitions 

· Interviews – a lot discussed ‘bringing forth their past’ to make themselves who they are  

· More relevant to the longer duration participants – would have to see if this is relevant to shorter term / 

fracture recovery not so long ago  

Literature demonstrates there is a potential for a phased recovery  

What is the question?? 

· Hum – it is all professionally based and there is little participant perceptive. 

· What theory comes out of this?  I still think there is three categories –  

o one that has not emerged as yet that relates to the acute phase – more interviews to discover this  - ??? 

regaining  

o overcoming  

o normalising 

· A theory of phased pacing – a theory of pacing  

o Acute - regaining – physical return - ?? initial as what defines it – literature says it may be 4-6 months  -  

safety a defining property  

o Rehab – overcoming -  using networks,  physical and social functional restoration  

o Long term – normalising – bringing forth the past to manage the present – traits, behaviours to recover – 

changes based on history  

Maybe this is a theory that occurs in phases  

Is this a theory of pacing?  Then what is the main concern – changing gear – shifting 

up or down accordingly?? 
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Appendix 13: First grounded theory seminar overview of theory 

Recovery in older adult’s following hip fracture. 23 May 2011 
MAIN CONCERN: 

 

Connection  
Which is about disconnection and re-connection to get back to normalisation and 

routines 

 Previous main concerns included - Normalisation or Routinisation 

Descriptive: 

Main message in interviews 

–  ‘getting back to something – people, place, things, routines 

– Hidden patterns within participant data – of routines – physical, emotional, - a 

socio-cultural response  to managing their fracture 

RESOLUTION:  (Psychosocial Process) 

 

Potential Theory of:  Negotiated  Positioning 

   

Previous thoughts included: -Stabilising /  Measuring  / Pacing / Phasing / Re-

engaging / self-organising 

 

There are hints of adjusting, adapting within the data  

There are strong emphases on past values, beliefs and behaviours  

Levels or degrees evident in data 

 

Sub-Process : PACING (Physical) 

 

Pushing 

 

Measuring 

 

Judging 

 

Balancing 

Self & others 

 

Sub-Process: DELIBERATING (Cognitive) 

 

Permissioning 

 

Spacing 

 

Easing back 

 

Controlling/Choosing 

Self & others 

 

Sub-Process: OVERCOMING (Emotion/Psychological) 

 

Relying 

 

Internalising 

 

Accepting 

 

Self 

Key points: 
– 14 interviews completed 
– Getting back to something and routines appear to underpin the participants data 
– Pacing was significant from the beginning along with Overcoming 
– Main concern and resolution – are there professional / public influences here? 

Questions: 
1. Do I stay within the stated boundaries of the topic – older adults / hip fractures for selective sampling?  I.e. have a general theory of recovery within an orthopaedic arena then re-

apply for extended ethics 

2. How do I recognise the main concern and resolution process?  - To move forward I need to have these.   
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Appendix 14: Mill Valley workshop # 2 May 2012- Outline of theory 

Theoretical code Core Category  Categories Properties Indicators 

BALANCING 

(Theoretical code) 

(This is action occurs 

constantly in the 

behaviour patterns of 

older adults recovering 

from hip fracture). 

 

Balancing is an action 

that provides balance for 

the older adult to 

achieve/maintain 

equilibrium. 

 

Equilibrium is this 

instance is the equalising 

of functioning and self-

determination to achieve 

or keep a perceived 

normal state. 

 

 

“Living in the present, 

using the past, to gauge 

the future” 

RENORMALISING 

(Theory of) 

“Getting back to normal” 

 

This is defined by the 

processes of regaining 

and reclaiming to get 

back to normal following 

an event that impacts  the 

current normal state 

 

 

 

 

Main Concern: 

NORMALISATION 

 

This is the prime issue of 

returning to a previous 

normal – to be able to do 

what they were doing 

before the fracture event 

REGAINING 

Is defined as the 

pacing, spacing and 

relying that is needed 

to get back to normal 

PACING 

is the degree of activity 

restored, that is influenced by 

ageing, routines and 

measurement  in returning to 

normal 

Activity: function, changing levels, exercise, energy 

Ageing:  pace of life, restrictions,  natural, chronicity 

Routines: regimes, personal, social function, professional 

Measures: life events, restrictions, professional judgement 

comparison, 

SPACING 

is using symbols,  security 

measures and role shifting to 

facilitate a  return to normal 

Symbols: messages, level of help, assistance, public/private 

Security measures : safety & hazards, creating distance, 

assistance requirements 

Role shifting: functionality, personal and social roles, 

formal and informal relationships 

RELYING 

is the degree of  personal and  

additional support determining   

independence and the return to 

normal 

Personal: values/beliefs,  history, expectations, self-

reliance 

Additional supports: personal, community, professional 

Independence: freedom, privacy, mobility 

RECLAIMING 

Is defined as the 

permissioning, 

connecting and 

reconciling needed to  

get back to normal 

PERMISSIONING 

is determining the level of 

involvement/influence 

developmental age, 

expectations and others have in 

returning to normal 

Developmental: age-related, psychosocial, cultural, 

physiological 

Expectations: self, faith, participation 

Others: choice, levels, expertise 

 

CONNECTING 

is the degrees of personal, 

social, professional and 

environmental linking needed 

to return to normal 

Personal: close, family, helpers 

Environmental: familiar things, home, public places 

Social: networks, community 

Professional: agencies, healthcare, knowing 

RECONCILING 

Is the attitude, adjustment and 

acceptance needed to resolve / 

facilitate a return to normal 

Attitude: positiveness, mindset, expectations 

Adjustment:  alterations, understanding, rationalising 

Acceptance: level, changing,  progressive, new ways 
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Appendix 15: Copy of article attached to following pages: 

 

Reprinted from the International Journal of Orthopaedic and Trauma Nursing, 15(1), 

18-28, Healee, D.J., McCallin, A.M., & Jones, M. (2011), Older adult’s recovery from 

hip fracture: A literature review, with permission from Elsevier.  
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