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Abstract 

The effect of a traumatic hand injury on an individual can be wide ranging and 

include both physical and psychological dimensions. Getting back to work following 

such an injury is often challenging. This study aimed to explore individualsô 

experiences of returning to work following a traumatic hand injury and to use 

insights gained to develop and pilot a return to work intervention.  

 

The study comprised two stages. A reflective lifeworld research methodology, with a 

longitudinal perspective, was used to underpin the first stage. Seven adults in full-

time work were interviewed at three distinct time points following their traumatic 

hand injury. Many participants continued to engage in their usual daily activities, 

including being at work, and most of them initially expected to make a full and 

speedy recovery. It was with this view that participants made decisions concerning 

their return to work. Once back at work it became clear that the impact of the injury 

was wider ranging than they anticipated and difficulties arose with managers and 

colleagues regarding participantsô ability to comply with their rehabilitation 

programme within the context of work.  

 

The second stage used findings from stage one to extend the scope of the 

rehabilitation interventions, moving away from a hand therapy programme that 

focused solely on the healing structure to a rehabilitation programme that also 

included patient concerns in line with occupational therapy principles. A return to 

work intervention was developed which was integrated with the existing 

rehabilitation programme. This intervention was piloted with seven people in full-time 

employment. Reflective lifeworld research was used to analyse their experiences 

within the context of the phenomenon under investigation. 

 

 Results indicated that participantsô return to work experience was more positive and 

controlled following the return to work intervention. Therapistsô involvement in the 

development of the return to work plan provided an authoritative and independent 

way for managers and participants to implement the return to work intervention. An 

ability to manage their return to work and their exercise programme at the same 

time was reported by participants. This research has illuminated the complexity of 

the life and work journey of individuals with traumatic hand injury, the stages of the 

adaptation process and their rehabilitation needs. Inclusion of other stake holders 
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such as the manager and GP could be useful in developing the return to work 

intervention further through a randomised control trial. 
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Chapter 1: Background 

 

1.1 Introduction 

Experiencing a traumatic hand injury can impact greatly on our ability to engage with 

the environment. Specialist surgical and hand therapy techniques aim to restore pre-

morbid function. These medical interventions assume that usual function will resume 

once healing has occurred. Fitzpatrick and Presnell (2004) argued that such 

interventions are limited in their scope, as suffering a hand injury can have far 

reaching consequences not only on our ability to function but also on psychological 

health and with interpersonal  relationships.  

 

Return to work after a hand injury may be challenging both for the individual and 

their work colleagues. Insights into the multifaceted nature of the return to work 

process for individuals will be considered in the context of return to work systems in 

Australia, the USA where return to work programmes are widespread  and in the 

United Kingdom given this is where this study is based. This establishes what is 

already known about return to work interventions and what could be applied to a 

hand-injured population in the United Kingdom. It will be argued that the value base 

of occupational therapy makes it well placed to provide return to work interventions 

in an acute care setting in the United Kingdom by maintaining a bio psychosocial 

focus. In its conclusion, the chapter explores the idea of a óreturn to workô 

intervention, based on the evidence that patients returning to work following a hand 

injury may experience difficulties. 

 

 

1.2 The hand and incidence of injury 

Our hands are one of our main means of interacting with and manipulating our 

environment (Bowers and Tribuzi, 1992).They enable us to complete tasks from the 

finest to the most robust through the intricate interaction of tendons, muscles and 

ligaments. The nerves allow the hand to ñseeò through its ability to sense textures, 

temperature, pain and even pressure. Hands have cultural significance: they 

enhance or enable communication by adding emphasis through gestures. It has 

even been suggested that our brains and hands co-evolved and that our hands are 

an extension of our brain and vice versa, allowing us to put our stamp on the world 
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(Simpson, 2002). Tubiana et al (1998) describe the hand as ñbeing remarkably 

mobile and malleable and that it is capable of conforming to the shapes of objects to 

be grasped or studied and of emphasizing an idea being expressedò (Tubiana et al, 

1998, p.3). The ability of our hands to touch and feel is vital for our wellbeing. 

Children depend on touch to help them learn about the world around them, including 

the ability to learn about the qualities of temperature, texture, shape, elasticity and 

resilience.  

 

As our hands allow an important means of interacting with the world it is perhaps not 

surprising that hand injuries are one of the more common skeletal injuries, and they 

account for 10-20% of attendances at accident and emergency departments in the 

United Kingdom (Chan and Hughes, 2005; British Society for Surgery of the Hand, 

2007; de Putter et al, 2012). This equates to over 1.36 million attendances related to 

hand injuries in the United Kingdom every year (British Society for Surgery of the 

Hand, 2007). The most recently published incidence of hand injuries that required 

specialist surgical care in the United Kingdom published by the British Society for 

Surgery of the Hand (1992) cited that twenty-five per cent of these injuries required 

specialist care and surgical intervention. The complexity and intricacy of the 

management of traumatic hand injuries has led to the development of specialised 

hand surgery and hand therapy services in the United Kingdom (Barton, 1998). 

 

In the United Kingdom, the emergence of the speciality of both hand surgery and 

hand therapy informally developed during the Second World War as the challenge of 

offering methods of treating servicemen and women with damaged hands became 

needed on a large scale. Surgeons from both the established Orthopaedic field and 

the newer specialism of plastic surgery felt that by working jointly, they had a great 

deal to offer this patient group. They formed the ñHand Clubò in 1952 which evolved 

over time into the British Society for Surgery of the Hand, established in 1968 

(Barton, 1998) which has developed into a sub-speciality that continues to thrive. 

Early on, allied health professionals, usually occupational and physiotherapists 

came to be viewed as integral members of the hand rehabilitation team. During the 

1970ôs and 80ôs team work between occupational therapists and physiotherapists 

who shared an interest in hand rehabilitation began to evolve. This resulted in the 

formation of the British Association of Hand Therapists at the Royal London Hospital 

in 1984. 
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Currently, the British Association of Hand Therapy view hand therapists as being a 

registered occupational therapist or physiotherapist who specialises in the 

rehabilitation of patients with conditions affecting the hands or arms (British 

Association of Hand Therapists, 2014). Hand therapists usually work alongside 

surgeons with the aim to manage patientsô recovery following surgery. Since that 

time the surgical and rehabilitative management of traumatic hand injuries has 

developed further and both are now regarded as specialisms in their own right. 

Interventions provided by hand surgeons and therapists have greatly improved the 

managed healings of such injuries and specific and detailed protocols of care have 

been developed and continue to be developed, which have the aim of regaining as 

closely as possible pre-morbid function of the damaged structure(s) (Evans, 2012). 

Hand surgeons view hand therapists ñas playing a crucial role in the recovery from 

injury of the hand or wrist, and in the recovery from hand surgical operations. Hand 

therapy is integrated into the hand surgery teamò (British Society for Surgery of the 

Hand, 2014). Historically hand therapists have been integral to the medical 

management of hand conditions and the structure of hand therapy services in the 

National Health Service have been developed to reflect this.  

   

Hill et al (1998) is the most recent study that described the incidence and severity of 

hand injuries in the United Kingdom. The authors surveyed the incidence of hand 

injuries in four Accident and Emergency departments in the United Kingdom and 

results demonstrated that the incidence of hand injuries occurred in men more than 

women (male: female ratio was 2.2:1). The mean age of hand-injured men was 26.4 

years and in women 29.2 years. Of the patients surveyed 16.3% of injuries 

sustained were caused by a fall; 15% by sport; and 7% were work/machinery 

related. The findings described in this study were similar to those described by 

Rosberg and Dahlin (2004) in their Swedish study.  

 

An audit of patients being reviewed in the hand trauma unit where this study was 

based was conducted in 2007 by the researcher. Findings from the audit provided 

similar results to those described by Hill et al (1998) and Rosberg and Dahlin 

(2004). The patient group was made up of two thirds men who had mainly sustained 

traumatic injuries at work, participating in sports or accidents at home (see Appendix 

1).   
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1.3 Current post-operative treatment for hand injured patients 

The following section outlines the context in which current rehabilitative treatment is 

carried out. If an individual sustains a traumatic hand injury they may undergo 

surgical exploration and repair. Within the first few days following surgery individuals 

need to begin a post-operative rehabilitation programme in order to maximise the 

healing potential of structures in the hand (Barabas, 2013). Specific and detailed 

treatment protocols of care have been developed and continue to be developed to 

manage whatever structure in the hand has been injured and repaired. The repair of 

these tendons, particularly if damaged at the level of the fingers is considered 

challenging to restore its pre-morbid level of function (Peck et al, 2014). There is a 

risk in the first two to three months following surgery, that the tendon may rupture or 

the joints of the fingers may become stiff and lose their ability to bend and straighten 

fully (Peck et al, 2014). 

 

Post-operative protocols of care have been devised for all the tendons, bones and 

nerves (or a combination of all three) of the hand and are used to ensure a good 

surgical repair that enables the tendons or damaged structure(s) to fully bend and 

straighten once completely healed. The post-operative rehabilitation interventions 

are developed with the understanding that usually the repaired structure will not 

initially be strong enough to allow normal function for between eight to twelve weeks 

(Lalonde, 2011). During this rehabilitation phase of up to twelve weeks, the repair 

often needs to be protected with a cast or splint that needs to be worn full time for 

the first four to six weeks and, following this initial period, patients may need to 

continue to wear their splint for protection and at night for a further four to six weeks 

(Evans, 2012). 

 

Additionally, it is usual that the patient will need to participate in an hourly exercise 

programme that will also last eight to twelve weeks after surgery and sometimes 

longer, depending on the severity of the injury. This exercise programme is initiated 

by the hand therapist, with the patient in the first few days after the surgical repair 

when the wound is not yet healed. The patient has to learn, engage in and 

persevere with this exercise programme from the first few days following their 

surgery or there is a risk that the repairing structures will stiffen and lose their ability 

to move. The exercise process has its challenges because, if the patient over 

exercises, the surgical repair may rupture; however, if they do not exercise enough, 
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the surgical repair may adhere, become stiff and fail to regain any mobility (Evans, 

2012). 

 

The implementation of these treatment protocols has the aim of regaining as closely 

as possible pre-morbid function of the damaged structure(s). Literature continues to 

be published that describes the surgical and rehabilitative management of all 

structures that power, move and control the hand (Kaskutas and Powell, 2013; Peck 

et al, 2014). The aim of such surgical and rehabilitative literature is to continually try 

and develop interventions that improve the surgical and rehabilitation outcomes by 

shortening the rehabilitation time, minimising splint wearing regimes while ensuring 

a good surgical repair.  

 

There is a need to focus on ensuring a good surgical repair through the 

development of good surgical techniques and good rehabilitation programmes for 

this patient group, but how an individual may be able to engage with such a detailed 

and intrusive rehabilitation programme is often not discussed in more detailed terms 

than the fact there is a need to participate in such a programme (Kaskutas and 

Powell, 2013). Such a focus on medical concerns is needed to maximise the 

likelihood of regaining as close to the pre-morbid level of function as is possible and 

the role of the hand therapist has been developed for this purpose.  

 

 

1.4 Impact of having a traumatic hand injury on the individual 

This section will examine literature that considers the impact a hand injury may have 

on an individual. Both psychological and physical impacts will be discussed.  

 

One of the first studies that explored the psychological impact of traumatic hand 

injury was undertaken by Grunert et al (1988). The authors investigated the 

incidence and nature of psychological symptoms occurring during the first two 

months following severe hand injuries. In their USA based study, patients who had 

sustained severe hand injuries at work were psychologically screened by a clinical 

psychologist within the first five days of their injury. These injuries included 

amputations, significant functional loss and cosmetic scarring, or both. The 

screening took the form of a structured interview that focused on the following areas: 

perceived cause of the accident, psychological symptoms related to the trauma, 

familyôs reaction to the injury and knowledge of any future surgical intervention that 
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had been recommended. They were re-interviewed at one and two months after the 

injury. Sixty seven patients participated in the study, 49 received weekly 

psychological treatment. The remaining 18 received treatment on two occasions. 

Terms used are consistent with a diagnosis of acute post-traumatic stress disorder 

(PTSD) and in their study 94% displayed one or more of these symptoms that 

directly resulted from the injury. The Royal College of Psychiatrists (2013) describe 

PTSD as a condition which develops after an individual has been involved in, or has 

witnessed, a traumatic event. The results of the study by Grunert et al (1988) show 

that the most prevalent symptoms reported were flashbacks and nightmares. The 

authors reported that by the second month following surgery, although patients still 

experienced flashbacks they reported that they had greater control over them. 

 

A second trend concerned the cosmetic appearance of the hand. Initially, post 

injury, people were just happy that they had not lost their limb but as time passed 

they became more aware of how the injury looked and how possible negative 

reactions from the general public may affect them (Grunert et al, 1988). Lastly, 

emotional lability, or uncontrolled crying was still pronounced at the second month 

and the study concluded that this was in keeping with the grieving process that they 

might be going through. Grunert et al (1988) demonstrated that hand trauma can 

cause significant psychological distress. In addition the authors found that the 

number of psychological symptoms progressively reduced over the first two months 

but the authors did not report on symptoms after this time. Again this emphasised 

the need to look in more broad terms at how an individual was able to manage 

following a traumatic injury and although the study did not specifically examine 

return to work issues it started to look beyond the physical aspects of such an injury.  

There was no consideration of how these insights might be incorporated into a 

treatment programme for hand injured patients but it led a shift in the research 

towards considering psychological concerns rather than solely focusing upon 

medical concerns.  

 

Johnstone (1993) completed a literature review that examined the psychological 

impact following a traumatic hand injury. It was noted that ñthe physical hand injury 

does not occur in a psychological vacuumò (Johnstone, 1993, p.221). This literature 

review argued that rehabilitation interventions should not only focus upon the 

healing of the damaged structure but should widen the focus to acknowledge other 

concerns. Johnstone added that ñalthough difficulties can occur following mutilating 
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hand injuries, one cannot make the assumption that all individuals who have 

undergone such an injury will experience an episode of adjustment-related 

difficultiesò (Johnson, 1993, p.43). The course of adjustment will vary greatly from 

individual to individual. The author went on to describe intervention techniques that 

may prove useful for health-care workers when setting treatment goals. These 

included the need to create a realistic picture of acute and long term goals for the 

patient and family; that immediate and long term physical and psychological 

adjustment is influenced by the surgeonôs interactions with the patient before and 

after surgery and concluded that the adoption of a bio-psychosocial perspective 

towards rehabilitation interventions for patients with hand trauma would be useful.  

 

Support for the idea that the first two to three months following a traumatic hand 

injury is the time when most change occurs, came from Gustafasson and Ahlstrom 

(2004). This Swedish study aimed to explore any consequences of an acute 

traumatic hand injury by following up people for a period of one year after their 

trauma. This prospective study assessed 91 patients three times over the course of 

a year following their injury. The authors used psychometric assessments that 

indicated that there was an impact on mood and that this was greater in the first 

three months following injury. Additionally, functional limitations were reported as 

having an impact on daily activities and ability to work. Notably, the functional 

limitations described bore no relationship to the type of injury, location of the injury 

or whether the dominant hand was injured. They identified that medical, functional 

and psychological changes were greatest in the first three months; however, 

patients were still reporting difficulties one year after their injury. The authors 

concluded that there is a need to widen the type of rehabilitation interventions 

offered to this patient group as, by focusing exclusively on medical interventions, 

psychological and functional impacts may not be taken sufficiently into account.  

 

As the time of greatest change both functionally, medically and psychologically has 

been noted to be in the first three months of injury, it would follow that this is the 

time to focus on interventions that may take such issues into account. The 

longitudinal nature of Gustafasson and Ahlstromôs study (2004) revealed that 

patientsô abilities to manage their injury may change over time. The initial twelve 

weeks following injury is the time of greatest change for patients; this time coincides 

with when they are attending hand therapy outpatient appointments thus providing a 
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window of opportunity to take into consideration broader interventions for this patient 

group.  

 

Gustafsson et al, (2012) carried out a prospective study that described 

psychological distress in eighty three hand-injured patients over ten years. 

Questionnaires were posted one week, three months, one year and 10 years after 

the hand trauma. The questionnaire used was the Impact of Events Scale (IES) 

(Horowitz et al, 1979), a self-report scale in which the participants are asked to 

report how often they have experienced intrusive and avoidance symptoms in the 

previous week. Results demonstrated that patients with intrusive and avoidance 

symptoms in the first few weeks after their injury may recover naturally so it was 

concluded that if patients were experiencing symptoms of psychological distress at 

three months it may be worthwhile referring them for a psychological review. 

Regardless of any mental health repercussions the time of which individuals are 

making decisions and plans concerning their ability to engage in the day-to-day 

lives, such as returning to work, is the time when many patients may be 

experiencing psychological distress. Gustaffson et al (2012) described that some 

participants did not initially report psychological distress but developed symptoms 

three months after their injury. It was these same participants that reported a high 

level of distress ten years after the accident. The authors suggested that this may be 

due to an initial focus on physical concerns which may have overshadowed any 

potential psychological symptoms. It was not made clear if this focus was made by 

the hand therapists or the participants.  

 

Fitzpatrick (2007), in a phenomenological study exploring five individualsô 

perspectives of their twelve-week rehabilitation programme following a tendon injury, 

found that the impact was far more wide-ranging than just the inconvenience of 

having to participate in an hourly exercise programme. Themes that emerged 

included feelings of isolation. Participants described withdrawing from their usual 

activities and spending most of their time at home. They reported having fears that 

ranged from being afraid of risking the surgical repair to being afraid of being viewed 

in a negative light by the people who lived in their locality. All initially felt that their 

hand would never work again and this impacted greatly on their mood. All 

experienced a loss of role (including ability to work), and many felt that other people 

did not understand the full meaning of the impact of the injury. All participants 

reported feelings of dependency on others, which emphasised that the injury also 



 

9 

 

had an impact on other peopleôs lives. The impact on an individual is more complex 

than just having to engage with their exercise programme, suggesting the need to 

widen the treatment base to include the specific needs of individuals. 

 

The above studies have outlined that there is a range of challenges that an 

individual has to contend with in the first twelve weeks following hand injury and that 

the impact of the injury can be felt well beyond this initial period of intervention. This 

twelve week period is also the time in which patients will have most active contact 

with surgical and hand therapy teams. It raises the question as to how an individual 

is able to integrate their treatment programme into their daily life whilst experiencing 

wide ranging impacts of physical, social and emotional effects from the injury. The 

literature highlighted the fact that there can be considerable difficulty experienced 

but indicates it is little understood about how such difficulties can impact upon the 

choices and decisions that individuals make when living with a traumatic hand injury.  

 

As has been described occupational therapists often work as hand therapists and 

using the principles of occupational therapy could provide an opportunity to examine 

the broader context of such injuries. The College of Occupational Therapists define 

occupational therapy as providing ñpractical support to enable people to facilitate 

recovery and overcome any barriers that prevent them from doing the activities 

(occupations) that matter to them. This helps to increase peopleôs independence 

and satisfaction in all aspects of lifeò (http://www.cot.co.uk/ot-helps-you/what-

occupational-therapy, 2014).   

 

The ability to engage successfully in these meaningful activities is dependent upon 

an interaction between the individual, the things they do (occupations) and their 

environment (Duncan, 2011). Polatajko et al (2007b) focussed on these interactions 

to develop the latest version of the Canadian Occupational Performance and 

Engagement (CMOP-E) Model (Figure 1.1). This conceptual model provides a 

framework to examine the interplay between these three components and how this 

interaction can impact on an individualôs occupational performance. Polatajko et al 

argue that occupation is ñthe bridge that connects the person and the environmentò 

(Polatajko et al, 2007a, p. 23). Occupation is viewed as the core domain in 

occupational therapy (Law and Laver-Fawcett, 2014). 

http://www.cot.co.uk/ot-helps-you/what-occupational-therapy
http://www.cot.co.uk/ot-helps-you/what-occupational-therapy
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Figure 1.1 The Canadian Model of Occupational Performance and Engagement (Polatajko, et al, 2007b, p.23) 
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Theoretical underpinnings of this model focus on client centredness. Development 

and learning theories are represented in the belief that the individual has the ability 

to adapt and acquire skills once injured or disabled. The CMOP-E is made up of 

three components, the person, the environment and the occupation. 

 

The ópersonô in the model is represented by a yellow triangle in the middle of the 

model. Performance components that make up the person are located (cognitive, 

affective and physical) at the corners of the triangle. The environment is represented 

by the green outer circle and the person is located within the environment as it is 

within the environment that the individual exists and where occupations occur. The 

environment can affect the person and the occupation in different ways and these 

are classified into four components; physical, cultural, institutional and social. It is 

within this part of the model that the person is presented with occupational 

opportunities. The occupation aspect of the model is represented by the blue circle 

and is divided into three parts; self-care, productivity and leisure. In the transverse 

sectional view, occupation is at the forefront, as occupation is the core domain of 

concern to occupational therapists because it is by engaging in various occupations 

that the person interacts with the environment. Occupation can therefore be viewed 

as the link between the person and the context, as well as a means through which 

the person engages with their environment. 

 

The model is informed by the principles of client centredness. The need to follow an 

approach that includes patientsô concerns and needs was advocated by  Law et al 

(1995), who argued that occupational therapy interventions should be client-centred, 

ñan approach to service provision which embraces a philosophy of respect for, and 

partnership with, people receiving servicesò (Law et al, 1995, p.253). This approach 

that used client-centred practice principles was initially developed for occupational 

therapy in Canada in the 1980s. In the United Kingdom, Sumsion (2000) furthered 

the development of this approach and argued that client-centred practice provides a 

framework that enables occupational therapists to be holistic in their treatment 

practices. The definition of client-centred practice has evolved and in 2000 Sumsion 

revised the definition of this approach for occupational therapy in the United 

Kingdom. This was achieved by running focus groups with 67 occupational 

therapists who worked in a wide variety of treatment settings. One hundred and sixty 

five components of client-centred practice were generated and seven themes were 

formed.  The definition that was developed was as follows:  
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ά/ƭƛŜƴǘ ŎŜƴǘǊŜŘ ƻŎŎǳǇŀǘƛƻƴŀƭ ǘƘŜǊŀǇȅ ƛǎ ŀ ǇŀǊǘƴŜǊǎƘƛǇ ōŜǘǿŜŜƴ ǘƘŜ ŎƭƛŜƴǘ ŀƴŘ ǘƘŜ ǘƘŜǊŀǇƛǎǘ 

that empowers the client to engage in functional performance and fulfil his or her 

occupational therapy roles in a variety of environments. The client participates actively in 

negotiating goals which are given priority and are at the centre of assessment, intervention 

and evaluation. Throughout thŜ ǇǊƻŎŜǎǎ ǘƘŜ ǘƘŜǊŀǇƛǎǘ ƭƛǎǘŜƴǎ ǘƻ ŀƴŘ ǊŜǎǇŜŎǘǎ ǘƘŜ ŎƭƛŜƴǘΩǎ 

ǾŀƭǳŜǎΣ ŀŘŀǇǘǎ ǘƘŜ ƛƴǘŜǊǾŜƴǘƛƻƴǎ ǘƻ ƳŜŜǘ ǘƘŜ ŎƭƛŜƴǘΩǎ ƴŜŜŘǎ ŀƴŘ ŜƴŀōƭŜǎ ǘƘŜ ŎƭƛŜƴǘ ǘƻ ƳŀƪŜ 

ƛƴŦƻǊƳŜŘ ŘŜŎƛǎƛƻƴǎέ ό{ǳƳǎƛƻƴΣ нлллΣ ǇΦ олуύΦ 

 

The idea that client-centred practice underpins occupational therapy practice is 

challenged by Maitra and Erway (2006). Their US study aimed to comparatively 

analyse the perceptions of clients and occupational therapists regarding their 

involvement in the process of client-centred practice. Eleven occupational therapists 

and thirty patients from a care of the elderly unit took part in semi-structured 

interviews to gain insights into how treatment goals were devised. The occupational 

therapists all reported that they were client-centred in their approach and delivery of 

occupational therapy services but the patients reported that they were unaware that 

a client-centred approach had been used as they were not included in the 

development of their treatment programme. The authors concluded that there was a 

difference of perception between both groups concerning the use of, and 

participation in a client-centred approach to treatment planning. The authors 

highlighted the need for occupational therapists to develop a strategy that focuses 

on their patientsô day-to-day roles and to ensure that rehabilitation interventions are 

more effective by including patient goals.  

 

Hammell (2013) put forward the suggestion that the client-centred practice 

framework had evolved into a way of working that focused upon occupation enabling 

skills rather than on a philosophy of respect for their patients. Too few studies have 

examined clientsô perspectives of the client-centred approach which Hammell (2013) 

felt  was problematic as an imbalance in power between occupational therapists and 

their clients ñmay both shape and limit the degree to which clients feel able to 

participate in a collaborative partnership with therapistsò (Hammell, 2013, p. 145). 

Hammell (2013) argued that to regain a position of respect, the patient should play a 

central role when developing rehabilitation interventions. Such a focus on respect 

may provide an opportunity to enable occupational therapists to work in a more 

collaborative way with hand injured patients. The need to focus upon how an 
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individual is able to participate in their daily occupations within the context of their 

lives, adapt to new situations when confronted with an injury is viewed as a primary 

concern by occupational therapists.  

 

 

1.5 Personal rationale for investigating traumatic hand injury 

Having worked as an occupational therapist in the field of hand therapy for many 

years, it quickly became apparent that interventions provided for this client group 

were very focused upon the medical management of the injured hand. This is 

important as ensuring a good surgical repair and a high standard of post-operative 

management ensures good healing of the damaged structure(s) to as close to pre 

morbid levels as possible (Evans, 2012). Average post-operative treatment times 

following a traumatic hand injury average about eight to twelve weeks. During the 

treatment time the patient attends regular outpatient hand therapy appointments to 

guide the healing process. During these outpatient appointments patients would 

discuss how they were attempting to come to terms with their injury and would 

regularly comment upon the impact the injury was having on their lives and often on 

the lives of those around them. It appeared that such an impact was considerable 

and my background as an occupational therapist made me want to explore in more 

detail their experiences and the impact that such an injury may have on an 

individualôs ability to manage their usual daily activities.   

 

I previously suggested (Fitzpatrick and Presnell, 2004) the need for an occupational 

therapy perspective to the field of hand therapy and concluded that to do this hand 

therapists should apply occupational therapy principles in their interventions and not 

solely concentrate upon medically driven interventions. The need to include patientsô 

perspectives in the development of rehabilitation interventions is well established in 

the philosophical base of occupational therapy, one that is based on the belief that 

the health of each person is the product of more than their physical state. Their 

emotional and intellectual status, social life, spiritual wellbeing, lifestyle and the 

environment in which they live all make important contributions to their physical and 

emotional health (Reed and Sanderson, 1999; Kielhofner, 2008; Townsend and 

Polatkjo, 2013).  

 

Fitzpatrick (2007) examined peopleôs experiences of coping with a traumatic hand 

injury and the impact such an injury had on their lives away from the confines of the 
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hand therapy department. The results were more wide ranging than I expected and 

the amount of assistance that was needed was far greater than I imagined. All 

experienced a reduction in their daily roles and their ability to participate in day-to-

day activities was greatly curtailed. Levels of frustration among participants were 

high as a result. My findings are supported by Case-Smith (2003) who also 

proposed that following hand surgery, rehabilitation interventions following a 

traumatic hand injury should include both medical considerations and the 

individualôs functional performance. Such potential goals are made up of the need to 

include an individualôs ability to complete daily activities of daily living, and return to 

work.   

 

 

1.6 Overview of UK policy related to returning to work after ill 
health  

An individualôs ability to engage in their usual activities of daily living can be 

seriously compromised following a hand injury. One of the areas of daily life that is 

significantly affected is the ability to return to work following the injury (Gustafasson 

and Ahlstrom, 2004). Given the importance of working life and financial security for 

individuals, the literature that considers return to work will be considered in more 

detail.  

 

Being out of work can negatively impact an individualôs health. Getting people back 

to or keeping them in work has been the focus of Government policy in recent years 

(e.g. DWP, 2004; DWP, 2006; DWP, 2008b and DWP, 2012). The benefits of an 

individual being in work are multiple, these can impact in terms of self-esteem, 

mental health and financial stability (Waddell, 2008, Black, 2008, DWP, 2008a). 

Assisting individuals to remain in work can also be of benefit to society as a whole 

and in recent years government policy has put a strong emphasis on getting people 

back into work rather than claiming state benefits (DWP 2012). Access to benefits is 

now determined by a medical assessment (DWP, 2008b) to evaluate if an individual 

is fit for work and therefore not entitled to claim benefit. An individual will not be 

permitted to remain on benefits indefinitely but will need to be engaged in a return to 

work programme or training. The minimum legal entitlement for an individual if they 

are off work due to sickness for more than four days is Statutory Sick Pay (SSP) for 

up to twenty eight weeks (DWP, 2013). This is either paid by the company to the 

employee or by the Department of Work and Pension to the employee. Depending 
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on the companyôs policy it may be possible that it has a company sick pay scheme 

that is over the statutory minimum.  

 

The responsibility has been placed on employers to provide óreasonable 

adjustmentsô to an employeeôs working conditions (such as working shorter hours or 

adapting work equipment) if they become disabled because of their sickness or 

injury (Equality Act, 2010). The Equality Act states that the employer needs to be 

involved in any return to work programme. Return to work programmes are 

becoming established in the United Kingdom but the process of returning people to 

work is fragmented as there is no coordinated system or organisation that manages 

this process (Joss, 2011, Bisiker and Millinchip, 2007). The lack of communication 

between the various groups involved, such as GPs, employers, family members, 

colleagues and rehabilitation workers, for example, can hinder the return to work 

process by complicating it and allowing the injured person to ñfall through the cracks 

of a system that was not set up to be sensitive to their particular situationò 

(MacEachen et al, 2007, p.158). Curtis (2003) for example stated that it is not until 

an individual becomes sick or injured and needs to take time off work that they need 

to become aware of their companyôs sick-leave policy and how it may apply to them. 

 

The Government has recognised the need to manage return to work and introduced 

the Statement of Fitness to Work or ófitô note which replaced the old ósickô note in 

April 2010. The new form affords an opportunity for a GP to indicate that an 

individual may not be able to carry out their normal work duties due to illness but 

that they may be able to participate in a modified form of work (Coggon and Palmer, 

2010). The ófitô note introduces the idea that many jobs can be done by individuals 

with temporary or permanent health conditions. Factors that can be considered 

when determining if an individual could return to work relates to both the individual 

and the nature of the job and may include: 

   

¶ nature and severity of health problem(s), 

¶ individualôs attitudes and expectations, 

¶ physical and mental demands of job, 

¶ potential for work to exacerbate illness, and 

¶ safety considerations. 
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The potential for modification to the job can be considered as well. Options available 

to GPs include: 

¶ a phased return to work - a gradual increase in work duties or hours, 

¶ altered hours - changing work times or total hours,  

¶ amended duties ï changing work duties, and  

¶ work place adaptations - changing aspects of the workplace. 

 

Coggon and Palmer (2010) added that it is important that doctors ñshould be careful 

to remain within the limits of their knowledge and competence and to recognise the 

uncertainties that accompany incomplete information and the handling of complex 

clinical casesò (Coggon and Palmer, 2010, p.341). This statement was expanded 

upon by Suff (2011) whose survey with 224 managers found that 85% believed that 

GPs were not good at communicating what employers need to do in order to help 

workers back into work and that four out of ten struggled to correctly interpret what 

was being asked of them, while a third found it difficult to know how to implement 

what was being suggested by the GP. Buchanen (2009) found that GPs can 

become frustrated as they often do not know enough about a patientôs work content 

or environment to make an informed decision when completing the ófitô note. Welsh 

et al (2012) added that the ófitô note has been well received by GPs. They carried out 

qualitative interviews with 15 GPs located across the United Kingdom and found that 

use of the ófitô note has been used as an opportunity for GPs to negotiate with 

patients the possibility of devising a modified return to work plan as opposed to 

making the decision to the sign the person off work or not. GPs felt that employers 

were the main obstacle when arranging an early return to work as it was understood 

that the employer made the final decision about whether to implement suggestions 

made by the GPs. In addition, it was felt that there was not an opportunity to write in-

depth return to work plans and as a consequence the ability to request an 

independent return to work assessment would be welcomed.   

 

The introduction of the ófitô note appears to have been welcomed by both GPs and 

managers as a positive step but work needs to be done to further improve 

communication between both parties. McCarthy (2011) argued in her opinion piece 

that, ñultimately, a personôs ability to work is based upon that individualôs personal 

perception of their own fitness or otherwise to work, and not upon measurable 

parametersò (McCarthy, 2011, p.342). This highlights the need to include patient 

perspectives when devising return to work interventions.  
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Allied health professionals, including physiotherapists, occupational therapists and 

podiatrists, have developed a tool that provides an opportunity for these professional 

groups to be considered as potential alternative signatories of the ófitô note. The 

Allied Health Professionalsô Assessment of Fitness for Work form (AHP- AFWR) 

was developed by the Chartered Society of Physiotherapists, the Society of 

Chiropodists and Podiatrists and the College of Occupational Therapists in 2011 

(Chartered Society of Physiotherapists, Society of Chiropodists and Podiatrists, 

College of Occupational Therapists Ltd, 2011) to assist their members to provide 

return to work advice for their patients. The Department of Work and Pensions and 

the Royal College of General Practitioners were consulted when this tool was being 

developed. The AHP ï Assessment of Fitness to Work cannot be used as a method 

of claiming ill-health benefits; to do this the General Practitioner will still need to 

issue a Statement of Fitness to Work certificate.  

 

Coole et al (2013) found in their survey of occupational therapists working with 

individuals with musculoskeletal conditions that only a third of respondents had 

heard of the AHP-AFWR. Many respondents felt that they lacked confidence, 

knowledge or skills when filling in the document. There were also concerns raised 

that, as there was no payment structure put in place by the NHS or Social Services, 

AHPôs may not use it. The AHP-AFWR was deemed potentially useful by 

respondents but it was not clear how it could be best used but it may be a means of 

providing more detailed information than a ófit noteô. 

 

Alsop (2004) in her opinion piece describes the socio-political context in which 

vocational rehabilitation currently takes place in the UK: 

 

άLǘ ǎƛǘǎ ƭŀǊƎŜƭȅ ǿƛǘƘƛƴ ǘƘŜ ǊŜŀƭƳ ƻŦ ǘƘŜ 5ŜǇŀǊǘƳŜƴǘ ƻŦ ²ƻǊƪ ŀƴŘ tŜƴǎƛƻƴǎΣ ǿƘƛŎƘ ƛǎ 

ŎƻƴŎŜǊƴŜŘ ǿƛǘƘ ǘƘŜ ƴŀǘƛƻƴŀƭ ŜŎƻƴƻƳȅΣ ǿƘŜǊŜŀǎ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ rehabilitation sits 

with the Department of Health and is concerned with individual function and 

personal well-being  but only until the individual no longer requires medical 

ŎŀǊŜέόAlsop, 2004, p.252). 

 

The individual can therefore become lost in the system as ultimate responsibility is 

not taken by either Department. She suggested that occupational therapists are well 
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placed to bridge the differing political agendas and help the relationships between 

health and work to become more overt in nature. For occupational therapists to do 

this, Alsop felt that there was a need for the profession to rediscover core 

occupational therapy skills that concentrated on developing graded activities in 

workshops for individuals to (re)gain the skills needed to successfully return to work.  

 

 

1.7 Considering the role of occupational therapy in return to 
work 

Occupational therapy aims to enable individuals to engage in activities or 

occupations, during their daily lives. Townsend and Polatajko, (2013) posit that the 

ability to engage in daily occupations is essential to our health and well-being and 

define occupation as something that ñrefers to everything that people do during the 

course of everyday lifeò (Townsend and Polatajko, p.380, 2013). The authors go on 

to describe that occupational therapists aim to enable individuals to participate in 

their daily activities through a process of collaboration between the occupational 

therapist and the individual. In order for an individual to engage in their daily 

occupations following a traumatic hand injury there would be a need for 

rehabilitation interventions that took into account medical concerns as well as the 

day-to-day concerns of the individual (Fitzpatrick and Presnell, 2004). The role of 

the hand therapist is to manage the post-operative medical concerns for the 

individual. 

 

Currently in the United Kingdom, return to work or vocational rehabilitation 

programmes that have been developed by occupational therapists are localised in 

nature and have been set up to tackle a locally defined need (Brewin and Hazell, 

2004; Bisiker and Millinchip, 2007;  Inman et al, 2007 and Reagon, 2011). These 

studies indicated that occupational therapists were indeed able to link the 

employeeôs medical condition, functional abilities, psychosocial status and work 

demands. Coole et al (2013) carried out a survey that aimed to gain insights into the 

vocational rehabilitation interventions provided by occupational therapists working 

with patients with musculoskeletal injuries in the United Kingdom. Two hundred and 

fifty seven occupational therapists responded from an initial sample of nine hundred 

and sixty hospitals or rehabilitation units. Key findings highlighted that occupational 

therapists provided informal advice concerning getting back to work. Contact was 

not often made with their patientsô employers as a large proportion of occupational 
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therapists were uncertain about their roles and responsibilities with this patient 

group and that there might be legal implications if they liaised with their patientsô 

employers. Occupational therapists did not feel supported to provide vocational 

rehabilitation support beyond giving their patients advice. Therapists cited that they 

felt unclear if they were legally able to provide return to work advice and often simply 

focused upon the healing of the musculoskeletal condition. The occupational 

therapists were not taking into account the context of their patients in relation to their 

ability to work and they were not taking a role in providing such a service.  A lack of 

time and resources was often cited as a difficulty and restriction in providing more 

thorough vocational rehabilitation interventions. The lack of resources may be 

because the focus upon rehabilitation needs in the National Health Service has 

reduced and that occupational therapists are not using an holistic approach that 

considers their patientsô needs. 

   

Joss (2002) felt that these core occupational therapy skills had receded due to the 

fact that: ñefforts to contain costs within the National Health Service has led to a 

rationing of services. The last twenty years have seen services diverted to acute 

care, with rehabilitation services predominantly focused on promoting independence 

in activities of daily living and preparing the patient for discharge from hospitalò 

(Joss, 2002, p.142). 

 

The necessary outpatient resources that would allow therapists to prepare a patient 

for return to work have become scarce (British Society of Rehabilitation Medicine, 

2000). Stuckey (1997) argued that ñoccupational therapy is one of the few 

disciplines that understand the relationship between the employeeôs medical 

condition, functional abilities, psychosocial status and work demandsò (Stuckey, 

1997, p.277). This idea is rooted in the philosophical base of occupational therapy. 

The health of each person is the product of more than their physical status; their 

social life, spiritual well-being, lifestyle and the environment in which they live all 

make important contributions to their physical and emotional health (Reed and 

Sanderson, 1999). These components are regarded as being integrated and 

interdependent on each other, so they cannot be meaningfully analysed separately 

(Townsend and Polatkjo, 2013). With this in mind, Frank and Thurgood (2006) 

suggested that opportunities for occupational therapists in the United Kingdom in the 

field of vocational rehabilitation are emerging and that: ñvocational rehabilitation is 

now seen as a marriage between health interventions, which aim to improve 
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functional status, and the demands of the workplaceò (Frank and Thurgood, 2006, 

p.126).   

 

Thurgood and Frank (2006) argue that the perceived shift in government policy 

provides an opportunity for occupational therapists. They challenge the profession to 

expand their role into vocational rehabilitation by applying for positions that  utilise 

occupational therapy core skills of assessment, programme planning, patient 

empowerment and liaison with relevant others.  

 

As the majority of hand injured patients treated in the United Kingdom are of working 

age (Rosberg and Dahlin, 2004) it may be necessary to consider potential difficulties 

in getting back to work for this patient group. The research studies considered in this 

section, although small in scale, highlight in detail the need to include various 

agencies to assist with the return to work process. These insights may provide a 

means of enabling occupational therapists to provide return to work programmes in 

other areas of practice. Currently no return to work programmes for individuals who 

have sustained a traumatic hand injury have been developed and run on a national 

basis in the United Kingdom.  

 

Occupational therapy-led return to work programmes in the United Kingdom are still 

at a developmental stage (Frank and Thurgood, 2007; Joss, 2002). Current 

occupational therapy literature in the United Kingdom is encouraging occupational 

therapists to refocus and to begin to incorporate individualsô return to work needs 

into rehabilitation programmes as a matter of routine (College of Occupational 

Therapists/National Social Inclusion Programme, 2007) . Such interventions need to 

be developed to illustrate how the bridge between medical and social care can be 

made and, if successful, to enable such interventions to become an option for 

occupational therapists to use in the future.  The College of Occupational Therapists 

and the National Social Inclusion Programme (2007) add that it should become a 

norm that occupational therapists should include work needs in rehabilitation 

programmes for patients. The use of the AHP Assessment of Fitness to Work form 

can be used as a means to highlight the need for occupational therapists and other 

allied health professionals to include return to work planning when developing 

rehabilitation interventions, although Coole et al (2013) described that such 

interventions are poorly understood and are not yet widely used by occupational 

therapists. 



 

21 

 

 

Occupational therapists working in hand therapy in the United Kingdom are usually 

employed in an outpatient setting where patients come to the hospital or health unit 

where the therapist is based to receive treatment over the course of their 

rehabilitation programme. The main focus of the treating occupational therapist is to 

maintain the integrity of the repairing structure rather than examining how the 

individual may integrate their exercise programme into their daily activities. Curtis 

(2003) highlighted the fact that it is usual that individuals had limited knowledge 

about their employersô sick leave policies when first sick or injured: entitlement to 

sick pay, access to a Human Resources Department if applicable, impact on their 

family and need for support. In addition, issues concerning the workplace and how 

they would be able to do their usual daily working activities were not fully 

understood.   

 

Joss (2011) examined the optimum way to provide a return to work intervention that 

is easy to administer, cost effective and is able to assist individuals to get back to 

work and focused upon the use of Functional Capacity Evaluations. Functional 

Capacity Evaluations, initially developed in the USA in the 1970s, are typically made 

up of a series of work related assessments. These assessments tend to only 

evaluate an ill or injured workerôs ability to perform the physical demands of the job. 

Joss (2011) argues that there is limited evidence that such evaluations can predict 

work outcomes reliably as wide disparities exist in the ways that results from 

Functional Capacity Evaluations are interpreted. For example, a clinic based 

Functional Capacity Evaluation bears little resemblance to an individualôs work 

environment. It is a simple assessment that does not take into account psychosocial 

influences such as motivation, mood, confidence and symptom management. Joss 

(2011) concluded that Functional Capacity Evaluations can be a useful component 

of the vocational evaluation process. This type of vocational rehabilitation 

intervention has been developed and used in the USA and it may be of interest to 

examine how it has been utilised.  

 

The role of hand therapy has been described and the main focus is to ensure that 

the repairing structure is able to regain as close a level to pre-injury function as 

possible (section 1.2). The role has been developed to reflect this and although 

hand therapy literature describes the need to include patient concerns in treatment 
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programmes (Gustafsson et al, 2012) how this could be achieved has not been 

described.  

 

 

1.8 Return to work programmes in the USA and Australia 

A review of occupational therapy-led return to work programmes that are running in 

other countries may prove useful to explore what form they take and how they 

initially became established. Return to work and vocational rehabilitation 

programmes are well established in Australia, Canada and the USA (Innes and 

Straker, 2002; Lysaght, 2004, Holmes, 2007 and MacEachen et al 2007) but in the 

United Kingdom they are still emerging and can be localised in nature (Coole et al, 

2013). Return to work programmes in Australia and the USA have been developed 

and are carried out through insurance based schemes. In Australia, in response to 

mounting costs following individualsô injuries at work, the Federal Government made 

changes to workersô compensation legislation in the mid to late 1980ôs (Innes, 

1997). The changes in Australian law have resulted in universal insurance coverage 

for employees in the country and the onus is now on the employer, in conjunction 

with their insurance provider, to provide rehabilitation services to ensure as speedy 

a return to work as possible. 

 

Innes and Straker (2002) described how such rehabilitation interventions have 

evolved and how the focus is upon individualised return to work plans. In the USA, 

Shaw and Polatajko (2002) concurred with the need to provide individualised return 

to work interventions as they argued that each individual will have unique return to 

work requirements. Lysaght (2004) undertook an audit revealing that occupational 

therapists are heavily involved in return to work programmes in the USA but these 

programmes vary hugely in their accessibility for individuals, often depending upon 

insurance coverage of the individual or the employer. These countries have used 

insurance based systems to bridge the gap between medical and social services; 

however in the UK these insurance based systems do not exist on a national scale 

and therefore this gap currently remains. Innes and Straker (2002) described 

methods used by occupational therapists in Australia to help individuals back into 

work. These included rehabilitation services that included job modification, 

workplace modification and the provision of workplace aids and equipment. In 

Australia and the USA there are health care workers whose sole function is to 

provide vocational rehabilitation programmes (Innes and Straker, 2002; Shaw and 
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Polatajko, 2002). It may be of value to examine how aspects of return to work 

design used in the USA and Australia to support individuals back into work could be 

implemented in the United Kingdom. 

 

 

1.9 Summary 

The impact upon individuals who have sustained a traumatic hand injury can be 

wide ranging and can include physical, psychological and social dimensions. 

Difficulty for this patient group to return to work has been highlighted as a concern 

(Fitzpatrick, 2007) but how individuals manage to get back into work while managing 

a traumatic hand injury are limited (Gustafsson et al, 2012). The hand therapy and 

surgical literature often view returning to work as an outcome measure (Bruyns et al 

2003) and it is little understood how individuals manage once they have returned to 

work (Butler et al, 1995). Literature has highlighted the need to take into 

consideration individualsô needs when developing treatment intervention (Fitzpatrick 

and Presnell, 2004) but such studies have not demonstrated how such needs can 

be integrated into treatment programmes. Hand therapy tends to focus upon the 

need to maintain the surgical repair but it has not been described how an individual 

can manage their hand rehabilitation programme while getting on with their usual 

daily activities at the same time (Gustafsson et al, 2012). The use of an occupational 

therapeutic focus could provide an opportunity to examine the hand-injured 

individualôs needs when attempting to engage in their daily occupations whilst 

managing their rehabilitation programme at the same time (Townsend and 

Polatajko, 2013). 

 

A focus on hand-injured patientsô ability to return to work is timely as in the United 

Kingdom the focus of Government policy is to attempt to get people who become 

sick or injured back into work as soon as possible as it is argued that this can have 

economic and social benefits for the individual (Black, 2008). Individuals who have 

sustained hand injuries tend to be of working age and studies that focus upon their 

ability to return to work tend to focus upon whether they returned to work or not and 

do not examine how individuals manage their ability to manage a time consuming 

post-operative exercise programme and their return to work. Interventions provided 

by hand therapists in the United Kingdom focus on the maintenance of the surgical 

repair (Evans, 2012) and although literature highlights the need to include patientsô 

perspectives in their rehabilitation interventions (Gustafsson and Ahlstrom, 2004) 



 

24 

 

work has not been done that examines how this can be achieved. Occupational 

therapy does focus upon an individualôs ability to engage in daily activities 

(Townsend and Polatkjo, 2013) and if these principles could be applied to hand 

therapy interventions it may be possible to combine both requirements. Gaining 

insights into hand-injured individualsô experiences would help facilitate this.  

 

In the U.K. return to work programmes currently offered to patients by occupational 

therapy services are localised in nature or do not exist at all (Coole et al 2013). An 

opportunity to devise new ways of assisting patient groups back into work has arisen 

and scope to improve such a system for the hand therapy patient population could 

be useful to explore in more detail. The infrastructure available to occupational 

therapists working in health and social care to integrate such programmes has 

become diminished in recent times as the focus has been on medical concerns. 

Models of integrated return to work programmes developed in the USA and 

Australia may provide some pointers to help develop such an intervention for this 

patient group.  

 

Chapter two examines the relevant literature concerning issues that individuals face 

when attempting to return to work following a hand injury and examines the adaptive 

processes individuals may apply following an injury. The third chapter will describe 

the methodological underpinnings for the study. Reflective lifeworld research has 

been used with a longitudinal perspective to gain insights into individualsô 

experiences of getting back into work while managing a traumatic hand injury. 

Chapter four outlines the methods used in the first stage of the study whilst the 

findings are outlined in chapter five. A discussion of the findings in relation to 

relevant literature is in chapter six. Following the discussion of these findings, 

chapter seven moves on to the second stage of the study which focuses on the 

development of a return to work intervention based on the findings of the first stage 

and explains how this intervention has been piloted. Chapter eight examines the 

findings from the pilot study and discusses these in the context of the literature. The 

final chapter draws these findings together and sets out the new knowledge from 

this research as well as recommendations for future work. 
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Chapter 2: Literature review 

 

2.1 Introduction 

This chapter examines literature that explores the issues surrounding an individualôs 

ability to return to work following a traumatic hand injury. Initially, the literature 

search strategy is described beginning with the identification and implementation of 

the search terms used to define the literature search. Literature is used to examine 

return to work concerns for this patient group and how individuals can engage with 

their rehabilitation interventions while attempting to get on with their usual day-to-

day activities including the ability to work. As the literature review progressed it 

became clear that there was a need to focus in more detail on the adaptive 

processes that individuals may experience following a traumatic hand injury and 

examine how this may impact upon the ability to engage in daily activities while 

managing a post-operative treatment programme. Literature highlighted the fact that 

following a traumatic hand injury the ability of an individual to manage their injury 

changed over time but how the adaptive process impacted upon the ability of 

individuals to manage the healing process over time was not discussed. This 

provided an opportunity to examine in more detail literature that examined how 

individuals may cope and adapt following injury and why the ability of hand injured 

patients to return to work has been chosen as the main focus for this study. It is 

discussed how hand therapists may merge biomechanical treatment concerns with 

the adaptation process.   

 

 

2.2 Literature search strategy 

The purpose of this research study is to gain insights into ñthe return to work 

experience of adults following a traumatic hand injury in a United Kingdom health 

care settingò. As there was a need to potentially include literature from different 

academic and theoretical disciplines (eg. hand surgery/therapy, occupational 

therapy, return to work literature that may include government policy documents), a 

scoping study was thought to be appropriate (Anderson et al, 2008). This approach 

was considered appropriate to contextualise knowledge of this subject, by gaining 

insights into the current state of understanding of what is known and unknown within 

the context of current practice with this patient group. Rumrill et al (2010) state that 
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scoping reviews ñrepresent a viable methodological approach that can be employed 

to examine the breadth of research on a particular topicò (Rumrill et al 2010, p. 401), 

To attempt to make the literature search as comprehensive as possible key words 

and ideas were identified from the research topic. These key words or phrases were 

óreturn to workô and óhand traumaô. From these key words synonyms or alternate 

keywords and other phrases that described the key words were added. These words 

and phrases were identified by the researcher with the use of a thesaurus and then 

in conjunction with four occupational therapists working in the field of hand therapy 

at the researcherôs place of work. The search terms are arranged in Figure 2.1.  

 

Figure 2.1: Search terms: examining the return to work experience of 

individuals following hand trauma  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

These key terms were used with the assistance of a University librarian. Word 

combinations were used to conduct an electronic search for relevant literature 

pertaining to return to work following a traumatic hand injury. This was done until all 

key words or phrases were covered.  Additional search terms, óupper extremityô and 

óupper limb disordersô were added. Column one óhand traumaô was combined with 

search terms from column two óreturn to workô: (óhand traumaô AND óreturn to workô). 

Wilson et al (2012) added that there is a need to take a flexible approach when 

Examining the 

return to work 

experience of 

individuals 

following hand 

trauma 

hand trauma 
and/or injury 

hand therapy 

occupational therapy 

acquired hand injury 

or 

or 

or 

óhand traumaô 

or 

employment 

adaptation 

job re-entry 

or 

or 

time off work 

vocational rehabilitation 

or 

return to work 

or 

óreturn to workô 



 

27 

 

scoping literature. In this study, as the area of enquiry is not well defined, it became 

clear, as the search progressed, that there would be a need to inspect literature that 

examined an individualôs ability to adapt following hand trauma or injury.  

 

Comprehensive searches were performed in the following databases:  

¶ Medline: Records searched from the 1980s onwards, from the beginning of the 

database. 

¶ ASSIA (Applied Social Sciences Index and Abstracts): This database covers 

English language journals in applied social sciences from 1987 to date. This 

data base was searched for literature published from 1987 to December 2013. 

¶ PsycINFO:  Includes details of articles with abstracts from over 1300 

psychology journals. Search was completed for literature published from 1990 

to December 2013.  

¶ AHMED: Allied and Complementary Medicine Database for literature published 

from 1995 to December 2013.  

¶ CINAHL (Cumulative Index to Nursing and Allied Health Literature): An index of 

nursing and allied health journals. A search was conducted for literature 

published from 1983 to December 2013. 

 

These databases were chosen to cover the social science literature, as well as 

medical and therapy literature, in order to ensure the search was as thorough as 

possible.  

 

 

2.3 Return to work literature relating to patients who have 
sustained a traumatic hand injury 

This section will consider the extent to which the literature views an individualôs 

ability to return to work as a predictor to validate surgical or rehabilitative 

interventions. Bruyns et al (2003) in their Dutch study aimed to highlight predictors 

for returning to work following traumatic injuries to median and ulnar nerves and 

combined median and ulnar nerve injuries. Eighty four participants retrospectively 

completed questionnaires about their pre-morbid employment, education levels and 

compliance with therapy. Compliance was defined by the authors as ñbeing 

compliant to the hand therapy programme for a minimum of three months (a óyesô or 

ónoô response)ò (Bruyns et al, 2003, p.30). The questionnaire included questions on 

status of employment, physical characteristics of the job, participantôs level of 
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education, return to work and time off work.  In addition, measurements of physical 

recovery were assessed by the authors in an outpatient setting: grip strength, nerve 

recovery testing and pinch grip. After one year, 59% of the sample had returned to 

work, the majority of workers who returned to work indicated that they were doing 

the same kind of job they had done before the injury. The average time off work was 

thirty one weeks. No significant difference was noted in time off work for those that 

had sustained a median or an ulnar nerve injury but those that had sustained a 

combined median and ulnar nerve injury took longer (forty four weeks) For 

individuals who sustained an injury that resulted in damage to both the median and 

ulnar nerves, the return to work rate was much lower at only 24%. The authors 

concluded that reduced grip and pinch strength was an indicator of an inability to 

return to work particularly with manual workers. Compliance with hand therapy 

programmes was found to correlate strongly with an ability to return to work. This 

could be considered a rather narrow indicator of an individualôs ability to return to 

work after such an injury. The focus upon medical indicators and the need for 

patients to comply with their exercise programme do not take into account other 

possible factors.  Getting back into work was considered an indicator of a successful 

outcome. The study did not investigate the participantsô experiences or any potential 

problems they may have experienced once they had returned to work. It would be 

possible to examine how an individual engages with and is affected by the 

environment by using occupational therapy perspectives that provide an opportunity 

to examine a broader context (Townsend and Polatajko, 2013). 

 

This study demonstrated the impact that such an injury can have on an individualôs 

ability to return to work. Patientsô ability to function in their usual daily activities as a 

whole was not discussed. However, by focusing on grip strength and compliance 

alone, the authors did not take into account the complexities of the individualôs ability 

to manage their injury as well as their ability to return to work.  The authors reported 

that an increase in compliance might result in better outcomes, but it was not 

explained how this could be achieved. The authors concluded that the ability to 

return to work can be predicted on the physical assessments described in this study 

and added that if an individual is not able to return to work due to factors not under 

the control of the medical team, the individual should be offered retraining or be 

advised to change their type of employment. No indication was given of the nature 

of these factors. It is argued here that it would be of interest to examine in more 

detail potential variables affecting return to work that are not solely dependent upon 
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physical factors.  A focus on participantsô concerns may need to be explored in 

greater detail in an attempt to discover if such factors play a part in an individualôs 

ability to return to work.  An assumption was made that if a participant returned to 

work then the outcome was a positive one. Participants were only asked if they had 

returned to work or not and it was not made clear what their experiences of getting 

back into work and being at work were.  

 

Kasdan and June (1993) in their US study, although focusing on medical concerns, 

did incorporate the idea of the need to take an active part in supporting patientsô 

return to work after suffering a unilateral hand fracture. This study compiled a case 

series of 556 employed patients who had sustained unilateral hand fractures. 

Participants were tracked on their journey back into work using information taken 

from medical notes. Patientsô line managers were contacted by their surgeons by 

telephone and managers were encouraged to allow the injured workers to return to 

work as soon as possible. The authors emphasised the need to instigate a return to 

work programme as soon as possible after the injury, arguing that the benefits of 

being in work (financial, structure, life-role) outweighed those of being off work. They 

added that individuals took on average five days to return to work but were initially 

only able to manage modified duties and it was not until eight weeks following the 

injury that individuals were able to resume their pre-injury level of work. This is in 

contrast to the previous study (Bruyns et al 2003) where participants returned to 

work at least thirty days after sustaining their injury. This difference is most likely 

due to the nature of the injury but in Kasdan and Juneôs article (1993) the treating 

medical team became actively involved in the return to work planning of the 

participants whereas Bruyns et al (2003) did not.  Although this is an old study, it 

has been included as it introduced the concept that an early return to work is 

beneficial as well as emphasising the need to include the work place when planning 

such a return to work programme. It was not made clear what form the return to 

work plans took and it would have been interesting if participantsô perceptions were 

included in the study as a means of broadening the findings from solely using the 

fact that the participant returned to work or not as an outcome measure. Such an 

addition would have afforded an opportunity to gain insights into what the 

experiences of returning to work actually entailed, which would have provided useful 

insights into the return to work process.  A focus upon individualsô needs when 

developing such an intervention was not taken into account nor it was discussed 

how such needs could be integrated into a treatment programme. Return to work 
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was used as an outcome measure but the idea of a phased return was introduced. 

What precisely this included was not described. As with Bruyns et al (2003), the 

need to focus on return to work was discussed, but both studies were searching for 

medically focused predictors that, if resolved, might assist with a successful return to 

work. The fact that they were including the work place in return to work planning was 

a new direction. 

 

Meiners et alôs (2005) study retrospectively explored forty individualsô job and leisure 

restrictions and job changes over two years after the repair of a peripheral nerve in 

the forearm, wrist or hand. This retrospective study used a postal survey and 

participants were asked to complete the Groningen Activity Restrictions Scale 

(Suurmeijer et al, 1994), a questionnaire developed to measure disabilities in 

Activities of Daily Living. The GARS has a minimum score of 18 points and a 

maximum of 72 points. A higher score indicates more disabilities. Results showed 

that the mean GARS score was 18.7 +/- 2.3 (standard deviation). Thirty four patients 

(85%) scored the minimum of 18 points. In addition, participants were asked to 

complete four visual analogue scales (VAS) to assess job, hobby and housekeeping 

related disabilities and perceived pain  (VAS-pain: 0= no pain, 10 = unbearable pain, 

VAS-job, hobby and housekeeping: 0 = no restriction, 10 = impossible to carry out). 

The VAS scores were low for all measured items. Means scores above 1.0 were 

found for job and hobby related problems and pain. VAS-pain and VAS-hobby 

showed a moderate correlation with the results of the GARS (r = .53 and r = 0.59, p 

less than 0.001). VAS-housekeeping correlated strongly with the results of the 

GARS (r = 0.79, p less than 0.001) and VAS-job correlated strongly (r = 0.88, p less 

than 0.001). Results showed that 19% of participants were not able to return to work 

and that 20% could not continue with hobbies. 

 

This study again highlighted the impact of a traumatic hand injury on an individualôs 

ability to function, but did not draw any conclusions as to what such an injury might 

mean to an individualôs ability to participate in their usual activities of daily living. The 

authors concluded that a digital nerve injury would have less of an impact on 

function than other upper limb peripheral nerve injuries. Results were able to 

demonstrate that digital nerve injuries that result in sensory loss alone did not 

impact as greatly as nerve injuries that included both sensory and motor deficits but 

again the opportunity to consider how such an injury might cause difficulty for 

individuals is not discussed. As with Bruyns et al (2003) return to work was again 
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used as an indicator of successful outcome. Results focused upon medical 

concerns; for example, that surgical repairs for this patient group should take place 

as soon as possible after injury and that nerve re-innervation should be followed up 

for longer than two years. It was interesting that the authors asked participants to 

complete scales that focused on their ability to participate in daily activities and the 

results gained were used describe the potential impact of a nerve injury. This could 

prove useful when anticipating potential functional needs and difficulties for patients, 

however, by exploring patientsô perspectives in more detail and including them in the 

development of rehabilitation interventions may provide an opportunity to provide 

rehabilitation interventions that include the needs of the hand injured patient as well 

as the healing structure. There is an assumption that function will resume if surgical 

techniques can be improved.  

 

Skov et al (1999) in their Danish study aimed to identify prognostic indicators for the 

amount of time taken off work following a traumatic hand injury that occurred while 

at work. Highlighting these prognostic factors allows doctors to concentrate 

rehabilitation interventions to help resolve them. Skov et al (1999) reviewed 

questionnaires that had been sent to 1022 patients who had been reviewed in their 

A&E departments. The aim of the questionnaire was to obtain information about the 

period of time off work and to identify variables which might influence the duration of 

time off work. They received 802 responses. They found that over half of the 

patients with hand injuries took time off work, the average time being 6.1 days 

(range 0 ï 180). Twenty five per cent of patients who took time off work were off for 

more than ten days. Prognostic indicators for being off work for a prolonged time 

included:  

¶ amputations as well as injuries to bones, joints, tendons and nerves, 

¶ physical symptoms, such as pain and decreased finger movements,  

¶ patients who had sought advice from doctors took more time off than those 

who did not and  

¶ presence of flash backs. 

 

As would be expected individuals who suffered amputations as well as injuries to 

bones, joints, tendons and nerves (as opposed to soft tissue injuries) were out of 

work for the longest periods of time, as were patients who experienced pain and 

decreased finger range of movement. The fact that some patients delayed their 

return to work once they had taken advice from medical staff warrants further 
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consideration as it would be of interest to gain insights into the reasoning given as it 

may provide new ways of providing return to work information that may be useful for 

hand injured patients. It is possible that once the participants became aware of 

potential realities of being back at work their decisions were altered. Skov et al 

(1999) discussed that this was because doctors would often tell their patients to 

return to work only when they are completely better. It would have been interesting 

to know which patients with what conditions were advised not to return to work by 

medical staff and to compare the assumptions of the medical team with the 

perceptions of the patients. It may be, for example, that injuries considered not 

serious by the medics may prove most challenging to the patients involved. 

 

The need to initiate return to work programmes and include work colleagues in such 

programmes was emphasised (Skov et al, 1999), but what form the return to work 

plan would take was not developed. Barriers identified in the return to work process 

following a traumatic hand injury focussed upon the need to improve surgical 

techniques and the need to adhere fully to therapeutic programmes.  Patientsô 

perspectives about their return to work needs were not discussed or considered. 

Again, whether or not an individual returned to work was used as an outcome 

measure in its own right without further exploration of this process. This study has 

demonstrated that many patients go back to work within a week of injury even with 

serious injuries. It was not discussed why this may have been the case and it would 

be of interest to examine this in more detail. This pattern of behaviour should be 

accounted for when developing treatment protocols and planning return to work 

programmes. 

 

The literature so far has discussed the importance of getting an individual back to 

work following their injury. The assumption is made that if a constituent part, such as 

reduced grip strength (Bruyns et al, 2003), is found and repaired; the ability to go 

back to work would follow. This assumption is firmly rooted in the medical model. 

There is an emerging awareness of the need to include patient concerns in 

treatment intervention, but such concerns have not been extensively explored. The 

need for patients to comply with their treatment intervention is highlighted and it is 

argued that the medical outcomes would be enhanced if patients complied more 

rigorously with their exercise regimes, but the question arises as to what obstacles 

affect patientsô ability to engage fully in this process.  
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Baril et al (2003) in their Canadian study described the multifaceted nature of the 

return to work process. Their study explored the perceptions of many different actors 

involved in the return to work process and studied their views on barriers of this 

process across three Canadian provinces. A combination of in-depth and semi 

structured interviews as well as focus groups was used to collect data. The study 

demonstrated that those involved in the return to work process can be wide ranging 

and the authors separated them into three groups; 1) injured workers, 2) other 

actors in the workplace ( colleagues, line-managers, managers ) and 3) those 

external to the workplace (family, work compensation boards, insurance companies, 

GP and other health professionals). The interplay between these various groups 

often impeded the return to work process.  For example, doctors may prescribe ólight 

dutiesô but it might not be clear to the worker, his line manager or colleagues exactly 

what ólight dutiesô means, often resulting in confusion. The importance of trust, 

respect, communication and the need for good relations between the various 

agencies involved in the return to work process were highlighted. 

 

This Canadian study identified that once an individual who is in work becomes sick 

or injured and is unable to work as a consequence, their ability to get back into work 

does not solely depend upon a positive resolution of their medical problems alone 

but can become complicated by potentially many other people, such as family and 

managers. Medical concerns, although important, only focus upon one aspect of the 

healing process and there is a need to include patientsô perspectives when 

considering what may be involved in the return to work process. Gaining deeper 

insights into an individualôs return to work journey following a traumatic hand injury 

may allow for novel ways of assisting this population back into work. As a Canadian 

study the use of insurance companies and work compensation boards are included 

in the óactorsô involved in the return to work journey in this study but they do not exist 

in that form in the United Kingdom.   

 

Ramel et al (2013) in their Swedish study explored factors influencing return to work 

for people who had sustained serious hand injuries. Forty adults who had sustained 

a severe hand injury completed a self-administered questionnaire, the Hand Injury 

Severity Score (Campbell and Kay, 1996) one year after their injury. This scale has 

been developed to classify the severity of a hand injury and for this study those 

injuries that were classified as ómajor handô injuries were included. The authors 

emphasised that problems concerning return to work are separated into individual 
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concerns and the work environment. The findings of the study concluded that a 

personôs ability to return to work is not simply related to the injury that they have 

sustained. This is an example of return to work literature that highlights the need to 

take each personôs individual perspectives into consideration as ñit is not the severity 

of the injury that is impeding their return to work it is more their ability and 

motivationò (Ramel et al, 2013, p.466).  This research marks a move away from 

solely focusing upon the injury as the main obstacle to returning to work, although it 

may be important to recognise that the type of work such hand injured individuals 

may have may also have an impact on their ability to return to work. Various jobs 

would have specific challenges and potential obstacles that are particular to each 

individual. The authors added that there is a need to examine the context of the 

return to work process and that individually developed return to work plans should 

be integrated into their usual treatment programme. 

 

Lucia et al (2010) added that it is not the injury alone that impedes an individualôs 

ability to return to work. They highlighted the fact that hand therapists can play a role 

in developing return to work programmes for this patient group. The authors did not 

describe how such plans could be developed or implemented. A key point of interest 

considered in this study was that the injury alone may not be the only factor to take 

into consideration when contemplating return to work for this patient group. It might 

be interesting to examine the nature of the individualôs work and explore how the 

workplace might be modified to enable the hand injured individual to get back to 

work. The need to focus upon the environment rather than the nature of the injury 

was identified. 

 

Literature identified an assumption that if an individual has returned to work the 

hand rehabilitation process has been a successful one. There have been few 

investigations into the experiences of individuals once they have got back into work. 

The need to explore the individualôs perspective is highlighted as the literature 

suggests that return to work in itself is not the whole story.  

 

Little is understood about the experiences of hand-injured individuals once they 

have returned to work. Butler et al (1995) attempted to examine the experiences of 

being back in work for individuals with musculoskeletal injuries in general, not 

specifically those with traumatic hand injuries. The authors conducted a survey that 

included all workers (around 11,000) who were examined for permanent disability 
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assessment by the Workers Compensation Board physicians in Canada over the 

course of one year. The survey instrument collected information on: workers' time-

of-injury and post injury employment histories, the medical and rehabilitation 

services received following the injury, as well as the amounts and sources of income 

received since the injury.  

 

Butler et al (1995) made the point that it is important for employers to manage return 

to work and that employers may not have the necessary information that would 

allow them to provide this successfully. An important implication of this study for the 

management of disability is that, except in the most severe cases, the direct 

physical effects of injuries do not completely determine whether or not an injured 

worker returns to stable employment. Instead, patterns of post-injury employment 

are determined by the ability of the employer to accommodate the injured worker, 

the workerôs ability to adapt to their new circumstances and the limiting effects of the 

injury. They concluded that there is a need to widen the focus of return to work 

studies to include patient insights that measure the influence of work environments 

and employersô insights into managing injured employees. 

 

Research that uses return to work as an outcome measure understates the 

complexity of the problems faced by people returning to work post-injury and 

overstates the success of current efforts to return injured workers to employment. If 

Butler et al (1995) only considered whether an individual returned to work or not, 

they would have concluded that 85% of the Ontario workers recovered from their 

injuries because they returned to work. In fact they showed that by assessing them 

once back at work, almost 60% of those who returned to work had one or more 

subsequent injury-related work absences. Forty percent of the workers who initially 

returned to work were not employed one year later because of the effects of their 

injuries. This demonstrated that, in reality, only half of the injured workers 

successfully returned to work. For this reason, it would be helpful to look beyond the 

initial return to work with hand injured patients as this study highlighted that although 

the initial return to work rate was high it could be concluded that many participants 

experienced difficulties managing their work-tasks once they had returned to work. 

As a result, it could be argued that returning to work may not necessarily be viewed 

as a sign that medical and rehabilitation interventions had been positive. This study 

examined individuals that had experienced musculoskeletal injuries. It would be of 

interest to examine experiences of hand injured individuals once they had returned 
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to work as gaining such an insight might provide an opportunity to examine if getting 

back to work can be viewed as a successful surgical outcome. The use of the hand 

has cultural and social significance (Bowers and Tribuzi, 1992) and this may also 

have influenced the decision making processes of the participants concerned. 

 

Amick et al, (2004) in their U.S. study examined 197 adultsô ability to return to work 

following carpal tunnel surgery. They looked beyond the individual returning to work 

to examine the clinical, individual and workplace predictors of successful work role 

functioning. The authors concluded that people may return to work before their 

surgical repair is fully healed as, amongst other reasons, they may have used up 

their sick-pay allowance. They noted that individuals, despite returning to work, may 

still be experiencing difficulties as a result of weakness, pain or medication effects. 

These participants were followed for six months after surgery. This study identified 

that participants were able to fulfil their work role requirements at two months 

following surgery, with the exception of those experiencing depression or those 

involved in a workersô compensation claim. A supportive employer proved vital in 

assisting a positive return to work role functioning. Gustafsson and Ahlstrom (2004) 

concurred with this view in their Swedish study, which aimed to explore any 

consequences of an acute traumatic hand injury experienced by people a year after 

their trauma. At the end of the year, the results showed that participants 

experienced a significant improvement of their daily functional ability during the first 

three months but no change was noted from between three months and one year. 

Functional limitations described, bore no relationship to the type of injury, location of 

the injury or whether the dominant hand was injured; although blue-collar workers 

experienced greater functional limitations than white collar workers. In most cases, 

pain decreased during the first three months and again no significant change was 

reported between three and twelve months. During the first weeks after the injury, 

nearly half of the participants avoided looking at the hand when the dressings were 

changed. At the end of the year they were generally less troubled by the 

appearance of the hand although a third still felt uneasy when looking at the hand 

after a year. Symptoms of intrusion and avoidance decreased during the first three 

months but, as with the patientsô earlier responses about their functional ability, no 

significant change in avoidance occurred between three months and one year. With 

regards to the impact on mood again this was at a higher incidence in the first few 

months post injury. In ten percent of cases signs of mood disorder occurred at the 

end of the year.  
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About half of the participants had returned to work before three months post injury, 

but 16% of them were still on sick leave at the end of the first year. Some of those 

that had returned to work reported that work was more difficult to do than before the 

injury. The participants who had returned to work reported similar difficulties 

following their hand injury as those who were off sick for the year. The authors 

concluded that this meant that the ability to work is not enough of a measure of 

outcome of an acute traumatic hand injury. In conclusion, it appeared that problems 

experienced by this patient group decreased during the first three months, and the 

remaining symptoms tended not to change during the rest of the year. This may 

suggest that at three months it is possible to identify patients in need of long-term 

support. The authors concluded the need to widen the type of treatment intervention 

offered to this client group by not solely focusing upon medical concerns alone.  

 

These studies (Butler et al, 1995, Amick et al, 2004 and Gustaffsson and Ahlstrom, 

2004) demonstrate the need to look more widely when examining individualôs ability 

to function and return to work while managing a traumatic hand injury. 

Environmental factors will often have a greater impact on an individualôs ability to 

return to work than those caused by the injury itself. In addition it was evident that 

some patients were returning to work before the repaired structure had fully healed. 

It was not explained further than any medical concerns why this may have been the 

case.  

 

 

2.4 Engaging with rehabilitation 

2.4.1 Compliance with rehabilitation interventions 

Ideally, compliance with post-operative therapy programmes maximises the chance 

of the repaired structure regaining its premorbid function (Peck et al, 2014). 

However, the reality of individualsô lives often impacts on their ability to fully comply. 

For example Amick (2004) found that patients returned to work before the repaired 

structure was fully healed from surgery. How patients interpreted or merged their 

intensive treatment programme with the needs of their job was not discussed and 

although the need to include patientsô concerns in rehabilitation interventions was 

highlighted, studies do not demonstrate how this can be done. Therefore, further 

consideration needs to be given to investigate what patientsô reasons are for non-
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compliance with these programmes within the context of their ability to get on with 

their lives. Thus, there is a need to examine how individualsô ability to comply with 

their treatment and ability to get back to work can be supported. The following 

section will consider these issues in more detail. 

 

Steward (2004) reviewed the literature on compliance with hand therapy treatment 

programmes. In hand therapy, compliance with splint wearing regimes, exercise 

regimes and attendance at outpatient hand therapy appointments are considered 

central to good outcomes (Lyngcoln, et al 2005). In contrast, a central concern of 

occupational therapy is to involve individuals in the development of rehabilitation 

interventions (Townsend and Polatajko, 2013). Steward (2004) emphasised this 

view and attempted to broaden the scope of examining compliance and 

incorporated patientsô concerns when developing rehabilitation interventions. 

Steward (2004) proposed that the term óconcordanceô rather than ócomplianceô be 

adopted to indicate the change in emphasis by including patient concerns in the 

development of rehabilitation interventions. Steward suggested that patientsô beliefs 

can be understood through dialogue and active listening and highlighted the need to 

ñadopt less a notion of rational non-adherence, more one of intelligent non-

complianceò (Steward, 2004, p.90).  In addition, when attempting to get patients to 

comply with their post-operative rehabilitation programme, the reasons why patients 

are not following their rehabilitation programme are not considered (Steward, 2004). 

 

Steward (2004) concluded that although client-centred approaches and education 

are important aspects of gaining usersô participation, patients need active 

encouragement and real opportunities to become involved in their rehabilitation 

plan. This could allow them to engage more fully with their rehabilitation 

programmes in the context of their everyday lives including their ability to return to 

work. Gaining deeper insights into their lives and then by providing treatment 

programmes that take such insights into account may be a means of enabling 

patients to manage their exercise programme in the context of their daily lives. This 

approach may make interventions more realistic and achievable for patients to 

manage their injury and their day-to-day lives concurrently.  
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2.4.2 Incorporating patient priorities in rehabilitation 
interventions 

Case-Smith (2003) proposed that, following surgery, rehabilitation interventions 

following a traumatic hand injury should include both medical considerations and the 

individualôs functional performance: 

 

άΦ.. the occupational therapist may address physiological issues (e.g. pain, stiffness, 

edema, tissue healing, scarring) using physical agent modalities, splinting, manual 

techniques and individually designed activities focussing on the clients functional 

goalsέ (Case-Smith, 2003, p.499). 

 

Such a change in emphasis from outcomes that support medical interventions alone 

to ones that became more patient-centred was reflected by the publication of the 

International Classification of Functioning Disability and Health (ICF) by the World 

Health Organisation (WHO) in 2002. The ICF provided a three-level conceptual 

model for evaluating the impact of all health and ill-health states on the individual. 

The ICF model conceptualised the impact on health in terms of an interaction 

between several interrelated and non-hierarchical domains of concern: body 

functions and structures; activity and performance areas; and environmental (as well 

as personal) influences. This process of systematic interaction replaced the previous 

International Classification of Impairments, Disabilities and Handicapsô (ICIDHôs) 

notion of a linear relationship, where impairments produced disability and as a result 

handicaps. This conceptualisation broadened the idea of outcome from a medical 

perspective alone and allowed an opportunity to take into account other factors that 

may impinge upon an individual. Fitzpatrick and Presnell (2004) illustrated this by 

showing with three short case-histories that although all three individuals had 

suffered the same traumatic hand injury the impact on their lives was widely different 

due to their personal circumstances.  It is these ópersonal circumstancesô that could 

provide greater insights into each individualôs needs and could allow for the 

provision of more patient-centred, occupational therapy interventions as opposed to 

interventions that  solely focus upon the medical perspectives of  the healing of 

repaired structures.  
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2.4.3 Managing rehabilitation interventions 

Metcalf et al, (2007) completed a review of 25 clinical upper limb assessments used 

in musculoskeletal care and presented a comparative review of each using the 

International Classification of Functioning Disability and Health  (WHO ICF, 2002) as 

a means of providing a relative summary of purpose for each assessment. These 

assessments were categorised by their main focus; body functions and structure, 

activities or impact upon social participation and whether the assessments are 

subjective or objective in nature. The authors concluded that ñhistorically, the 

emphasis when selecting an appropriate upper limb assessment has been on 

assessing limitation and impairment of function; a more positive approach in the 

future, focusing on ability and participation, would ultimately benefit the patients and 

maximise their potential for recoveryò (Metcalf et al, 2007, p.170). Therefore there is 

a need to explore patient concerns in more depth and to include them in treatment 

plans. 

 

As engagement with treatment is a key point of any treatment plan, a brief review of 

literature exploring patientsô ability to adhere to exercise programmes for 

musculoskeletal injuries is presented. Examining patients with chronic neck and 

lower back pain, the ability to adhere with exercise programmes was inspected by 

Medina-Mirapex et al (2009). Focus groups were used to examine thirty four 

participantsô beliefs about the need to comply with their prescribed exercise 

programme. Participants reported that they were most likely to do their exercise 

programme when experiencing pain, but this compliance would stop once the 

symptoms of pain subsided. In addition, individualsô beliefs about the future 

prognosis had an impact upon their compliance with their exercise programme: if it 

was expected that their pain was unlikely to ever resolve, participants became 

resigned to this and the chance of them doing their exercise programme lessened. 

Dean et al (2005) interviewed nine patients with chronic back pain who were 

undergoing an outpatient physiotherapy programme. Participants in this study 

reported difficulty in finding time to do the exercises prescribed for them even 

though they could understand that they would be beneficial. Participants preferred it 

if the physiotherapy team could reduce their painful symptoms to allow them to get 

on with their day-to-day activities and not to let their symptoms interfere in their 

usual routines. The study focused on how best to persuade participants of the need 

to comply with their exercise programme but did not examine how this might be 

related to their ability to return to work. Participants viewed their need to get on with 
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their day-to-day activities as their main priority and regarded their exercise 

programme as a means of allowing them to do this. This differed from the 

physiotherapistsô perspective that, if the patient could understand the need to 

comply with their exercise programme, functional ability would ensue. The need to 

link patientsô daily living needs with their rehabilitation programme may go some way 

to make them more relevant to the patient. 

 

A shift away from a relationship where the therapist takes on the role of an expert 

expecting patients to comply with their exercise and splint wearing regime to a more 

collaborative one that enables patients to include their needs in their treatment 

programme may go some way to engage patients more fully as suggested by 

Steward (2004).  

 

Harth et al (2008) in their German study devised rehabilitation interventions for hand 

injured patients that used patient goals to devise and lead treatment sessions. Their 

study evaluated the effectiveness of a patient-oriented, hand rehabilitation 

programme compared to a standard programme. A focus on functional outcomes, 

return to work, patient satisfaction and insurance costs were considered. Seventy 

five patients were recruited to two separate cohorts: one received standard 

biomedical rehabilitation interventions and the other included patient concerns when 

developing rehabilitation interventions. Data were collected at the beginning and end 

of rehabilitation and six months after discharge. Clinical assessments used included 

measurements of range of movement, grip and pinch strength. Self-reported 

measures were also used: pain was assessed using a visual analogue scale as well 

as the German versions of the SF-36 (Bullinger and Kirchberger, 1998) and the 

Disability of the Arm, Shoulder and Hand (DASH) (Germann et al, 2003). Two 

further scales were included that examined individualsô locus of control (Lohaus and 

Schmitt, 1989) and their attitudes concerning return to work. The German version of 

the Client Satisfaction Questionnaire (Schmidt et al, 1998) assessed patientsô 

satisfaction with service delivery at the end of their inpatient treatment. In addition 

participants identified aspects of their work that they anticipated having difficulties 

with. These became a central part of rehabilitation interventions for the intervention 

group that put patient needs at the centre of their treatment programme.  

 

Analysis of variance for repeated measurements was used to calculate the main 

effects of the DASH, reported pain measurements and patient satisfaction. Results 
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indicated that the participants in the group that included their needs in their 

rehabilitation programme did better than patients in the standard intervention group. 

Psychological problems were identified sooner, pain was managed better and 

insurance based rehabilitation managers began return to work planning while 

therapy was still progressing rather than waiting until discharge. The authors 

reported that the basis of their statistical analyses was a design matrix with two 

groups of patients (standard treatment and patient-centred treatment) and three time 

levels (t0, t1, t2). Analysis of variance for repeated measurements was used to 

calculate the main effects between the two groups at the beginning of their 

treatment (range of motion, grip and pinch strength). Results demonstrated that the 

participants in the patient-centred group reported better DASH outcomes although 

these did not reach significance level. Of particular importance are the significant 

improvements with regard to pain, satisfaction with treatment delivery, and 

satisfaction with functional outcome. More patients returned to work sooner and took 

less time off work. In the United Kingdom, it would be unusual for treating 

occupational therapists to have access to a clinical psychologist, a medical 

rehabilitation team or formal health insurance-led rehabilitation interventions but the 

premise of including patients concerns is important. This was the only study that 

was found that included patient concerns. The study by Harth et al (2008) takes a 

client-centred approach to providing hand therapy rehabilitation interventions but it 

used mainly quantitative methods and did not focus upon the experiences of the 

participants. 

 

 

2.5 Adaptation following trauma 

Looking at the process of adaptation, (how patientsô perception of their injury 

changes over time) could provide an opportunity to gain new insights into how this 

adaptation process may impact on an individualôs ability to engage with their hand 

injury during the rehabilitation phase. The ability to return to work while engaging in 

this rehabilitation programme needs to be considered. According to the Canadian 

Model of Occupational Performance and Engagement (Polatajko et al, 2007b, 

Figure 1.1) the individual has the ability to adapt and acquire skills and to get a 

sense of what it is like to return to work following a traumatic hand injury. It is, 

therefore, important to explore the changing and unique nature of the individualôs 

perspectives. To enable individuals to engage with their treatment programmes it 

would be of interest to examine how an individual may adapt to their injury over 
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time. Being aware of the adaptation process may enable occupational therapists to 

provide a more dynamic intervention that is in step with patientsô needs. An 

examination of the wider literature on adaptation may provide further insights which 

could have a bearing on hand therapy interventions. Adaptation is viewed as a 

central concern in the occupational therapy literature. Kielhofner (2008) defined 

adaptation as the ñextent to which persons are able to develop, change in response 

to challenges or otherwise achieve a state of well-being through what they doò 

(Kielhofner, 2008, p.106). Being aware of individualsô experiences throughout the 

rehabilitation process may provide an opportunity to direct rehabilitation 

interventions in a way that is more meaningful for the patient and to provide an 

opportunity to respond to their potential needs.  

 

Literature that examines peopleôs psychosocial adjustment to acquired injuries has 

led to the development of different types of explanatory models. Some models 

suggest that adjustment follows a series of progressive stages. One early example 

of a linear model is Kubler-Rossô (1969) model of bereavement. The original model 

suggested that individuals pass through a number of stages in the process of 

adjusting to a loss: shock/denial, distress and acceptance. In order for an individual 

to progress through successive stages one must first process emotions and 

cognitions involved in previous stages. Models that are linear in nature have been 

criticised in the literature as being purely descriptive and not taking into account 

patientsô individual experiences (Livneh and Parker, 2005). Warchal and Metzger 

(2005) added that complex factors experienced by an individual (e.g. premorbid 

personality factors such as resilience, problem solving, and coping) need to be 

considered and do not fit neatly into a stage model. Stage models can be useful in 

helping to describe a range of possible emotions experienced by an individual, but 

are of limited use as emotions do not follow a linear pattern and the experiences 

highlighted cannot be generalised to other people. Warchal and Metzger (2005) 

argue that an individual moves back and forth between emotional states many times 

during their recovery in response to their experiences. Social and environmental 

factors related to the disability appear to be the main source of difficulty rather than 

the disability itself. As a consequence, an individual may not experience depression 

or anger until faced with a social or environmental complication as a result of the 

disability. 
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Livneh and Antonak (1997) described an adaptation model for individuals who 

developed chronic illness or disability. Their stage based model argued that an 

individual would move through the following stages: 

1) early reactions of shock, anxiety and denial, 

2) intermediate reactions of depression, internalised anger and externalised 

hostility and 

3) reactions of acknowledgement and adjustment.  

 

Kendall and Buys (1998) note that Livneh and Antonakôs model (1997) is descriptive 

rather than predictive as it fails to identify any motivating force behind the generally 

recognized movement toward adaptation. Kendall and Buys (1998) add that 

adaptation is a subjective process and that significant variation exists across 

individuals in the adaptation process. Livneh (2001) later revised their stage model 

to include individual variables. These included social-demographic variables, 

disability-related variables, personality attributes, and physical/social environment 

variables. The comprehensive nature of their interactive model shows that 

psychosocial adaptation is a highly complex and individual process. This model 

suggests that a variety of personal, social and environmental experiences 

continuously interact throughout the adaptation process. It provides a framework 

with which to explore the impact of these experiences on the lives of an individual. 

The process of adaptation allows a focus upon adaptive coping skills, to take on 

board the individualôs personal meaning attached to their injury and to highlight 

environmental barriers which can perhaps then be modified or removed.  

 

However, stage models do not take into account how individualsô perception of 

themselves and their world affects their ability to come to terms with their new 

situation. Kendall and Buys (1998) highlight that ñthe individual's personal and 

subjective analysis of his or her total situation appears to be the most important 

factor in guiding his or her responseò (Kendall and Buys, 1998, p.19). From this we 

can see that peopleôs views and experiences have a significant impact on the 

process of adaptation and that this occurs over time. Kendall and Buys (1998) call 

for longitudinal research to capture insights about how individuals refocus 

understanding of their ability to engage in their new circumstances over time. 

 

The need to focus on individual perspectives when examining adaptive processes 

has been highlighted. Schkade and Schultz (1992) and Schultz and Schkade 
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(1992), coming from an occupational therapy background, argued that the 

specialisation of health care has meant that occupational therapists are unable to 

treat the person as a whole, and the authors felt that such specialisation was a 

departure from occupational therapyôs holistic perspective. To counter this, they 

developed a theoretical perspective, occupational adaption, which emphasised the 

fact that individuals naturally engage in occupations and acquire adaptive processes 

to allow them to do this. When an individual becomes disabled, the adaptive 

processes they had developed to allow them to live prior to their disability are no 

longer sufficient. Schkade and Schultz (1992) focus their theoretical model on 

improving an individualôs ability to adapt to their new situation. The assumption is 

made that by gaining insights into an individualôs adaptive processes, improvements 

in the ability to function will follow rather than assuming that focusing interventions 

on function will allow an individual to adapt to their new situation. The understanding 

of an individualôs adaptive processes and the inclusion of these in rehabilitation 

interventions makes the treatment intervention more patient centred. Such a patient 

centred approach may allow patients to manage their environment and increase 

their ability to adapt. Jack and Estes, (2010) in their case study, developed this idea 

and argued that the focus should not only be upon biomechanical concerns but that 

the patientôs concerns should be incorporated in rehabilitation interventions to help 

them adapt to their new circumstances. Including patientôs needs, while gaining 

insights into how they adapt over time, will offer an opportunity to provide more 

holistic rehabilitation interventions that are relevant to this patient population.  

 

 

2.6 Adaptation following hand injury 

In order to provide more patient centred interventions, it is important to know how 

patients cope with, and adapt to, their new circumstances following traumatic hand 

injury as it may provide an opportunity to gain new insights into how individualsô 

adaptation process may impact on their hand rehabilitation process. This section will 

explore hand therapy literature that examines the adaptation process. Interventions 

not only have to take into account individualsô ability to engage in their usual daily 

activities but also how such abilities may change over time. The need to include 

individualsô perspectives when developing hand therapy interventions may support 

them to engage more fully.  
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Gustafasson et al, (2003) in their study in Sweden wished to gain insights into the 

various coping strategies that individuals used in the early stages following an acute 

traumatic hand injury. They defined coping strategies as ñcognitive and behavioural 

efforts to manage psychological stressò (Gustafsson et al, 2003, p. 595). A total of 

20 patients with acute traumatic hand injuries were recruited from a Swedish 

hospital, selected using purposeful sampling over the course of fourteen months. 

Participants were interviewed from between eight and twenty days post injury at the 

first clinic appointment post-surgery. A modified model of grounded theory was used 

(Strauss and Corbin, 1990) to analyse interviews. The text was searched for coping 

related terms and identified and analysed. Then interview text passages related to 

coping were identified and coded with regard to how stress factors or resulting 

emotions were managed (Gustafsson et al, 2002). Eleven different coping strategies 

were identified in the interviews. It was noted that patients tended to play down the 

seriousness of the situation by ócomparing with something worseô, ópositive thinkingô, 

órelying on personal capacityô, ódistancingô and ódistracting attentionô. Other coping 

strategies used were óaccepting the situationô, óseeking social supportô, ómaintaining 

controlô, ósolving practical problems by oneselfô, ópain-relieving actionsô and óactive 

processing of the trauma experienceô. The authors pointed out that it may be difficult 

to evaluate how the findings could be used in everyday rehabilitation interventions, 

but highlighting these patient coping strategies gives insight into thought processes 

in an overt way and could provide a method of informally monitoring an individualôs 

ability to adapt to their present situation. The fact that individuals employ various 

coping strategies once they have sustained a traumatic hand injury is interesting as 

it may provide a process of enquiry that examines how individuals adapt their coping 

strategies over time. Gustafsson et al (2002) focused on individualsô coping 

strategies immediately after their injury. However, it would be interesting to examine 

literature that focuses upon the patientôs ability to adapt to their new circumstances 

following a traumatic hand injury over time, as new insights may be forthcoming that 

might highlight new ways of including patientsô concerns in treatment processes. 

 

Grob et al (2008) completed a literature review that examined the psychological 

impact of severe hand injuries upon a personôs self-image. The authors concluded 

that the degree of disability resulting from severe hand injuries is determined by the 

patientôs perception of the loss, acceptance of the hand and their ability to adapt. 

The recovery process following a hand injury is an evolving one. The authors laid 

out a three stage model of the adaptation process: functional acceptance, cosmetic 
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acceptance and emotional acceptance. They go on to state that the nature of 

adaptation is unique to each individual outlining that ñthe process of developing 

reasonable hopes for the future involves a balance between limits and possibilities, 

as they are discovered by the patient through experienceò (Grob et al, 2008, p.360).  

The idea that recovery is an evolving process and that people with traumatic hand 

injuries follow a period of adjustment over the course of their rehabilitation highlights 

the need to gain insights over the course of the patientôs rehabilitation programme.   

 

Chan and Spencer (2004) proposed to illustrate ways of studying how an individual 

adapts to their hand injury and viewed adaptation as an evolving process on the way 

to recovery. They described a holistic study of the adaptive process in hand injured 

patients over the course of a year following their injury. A longitudinal research 

design that integrated qualitative and quantitative methods was used. The 

longitudinal nature provided an opportunity to explore participantsô experiences over 

the course of their rehabilitation process. Five participants were selected to compare 

similarities and differences in physical recovery and psychosocial adaptation, 

engagement in occupations and relationships, perceived outcomes and 

expectations and adaptive problems and strategies as they evolved over time. The 

outcome measure used was the Disabilities of the Arm, Shoulder and Hand (DASH) 

(Hudak et al, 1996). Psychosocial adaptation was documented using the Reactions 

to Impairments and Disability Inventory (RIDI) (Livneh and Antonak, 1991). 

Participants were interviewed at monthly intervals while receiving hand therapy and 

quarterly after that for up to one year post injury. Participants initially expected their 

hand to regain its premorbid level of function, but over time they came to realise that 

although this would not be the case, they would still be able to engage in their day-

to-day activities (including the ability to work). Results highlighted the need to 

include patientsô goals and concerns when developing rehabilitation interventions. 

They added that hand therapists play an important part in helping patients adapt by 

helping them shape realistic expectations of future levels of function but they did not 

discuss how this could be done. This does not occur in a vacuum; others, such as 

family and friends will all have an important part to play in the adaptation process. 

The focus on return to work was broad and consequently did not examine in detail 

what this journey entailed; however, this study was useful in exploring the ability of 

an individual to adapt to their injury.  

 



 

48 

 

Strong (2005) conducted a mixed methods study that explored how individuals 

adapt to their new circumstances following hand trauma. All participants were in a 

full time job at the point of injury. Participants completed the Disabilities of the Arm, 

Shoulder and Hand (DASH) questionnaire and the Work Environment Scale (Moos, 

1981) and qualitative interviews both at the initiation of therapy and four months 

after returning to work. Results demonstrated that individuals adapt over time to 

their new found situation; that this ability to adapt is linked to their satisfaction with 

their work, if they engage in hobbies or have meaningful relationships. The study 

highlighted the need to take into consideration that individuals do adapt to their new 

circumstances following an upper limb injury and that it would be beneficial for 

treating therapists to take this into account when devising rehabilitation 

interventions. It was made clear that each individualôs adaptive process would be 

unique as the perceived impact as well as their priorities would differ. This need is 

discussed further by Hannah (2011) who, in her review of psychosocial issues after 

hand trauma, added that, if treatment goals are developed with the patient, it can 

make the rehabilitation intervention more meaningful.  Hannah (2001) added that 

hand therapists can play an important role in helping individuals adjust if the patient 

is able to be involved in their own treatment planning.  Examining how an individual 

adapts to be able to participate in their usual daily occupations while managing a 

traumatic hand injury over time may provide an opportunity to provide an opportunity 

to develop a client-centred rehabilitation intervention that includes patient concerns 

(Schkade and Schultz, 1992; Schultz and Schkade, 1992). 

 

 

2.7 Summary 

Sustaining a traumatic hand injury can have a significant and wide ranging impact 

on an individualôs life (Gustafsson and Ahlstrom, 2004).  Following such an injury, 

individuals may report difficulties with day-to-day function, problems with mood, pain 

and the ability to work. There is a need to provide interventions that enable an 

individual to engage with their usual activities in tandem with their healing and 

rehabilitation process (Steward, 2004, Townsend and Polatajko, 2013). 

Occupational therapy literature (Polatajko et al, 2007a) has argued that individuals 

have the ability to adapt and acquire skills and gaining insights into the adaptive 

process may provide an opportunity to develop treatment that can include patientsô 

concerns. This could provide an opportunity to move away from focusing on purely 

medical concerns.  Meiners et al (2005) argued that if the damaged structure of the 
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hand/upper limb was repaired then a return to normal functioning would resume 

(Meiners et al, 2005). Bruyns et al (2003) contended that, if a specific factor 

impeding an individualôs ability to get back to work (e.g. reduced strength) could be 

identified and resolved, a return to work would be possible (Bruyns et al, 2003). 

 

Medical concerns play a central role in the rehabilitation of an individual following 

hand trauma, but studies that explore individualsô experiences (e.g. psychological, 

social and physical impacts) following a traumatic hand injury have broadened the 

scope of research for this patient population (Hannah, 2011). It has been noted that 

the process of returning to work is influenced by how the individual relates to others 

including family, colleagues and line managers.  

 

Butler et al (1995) and Amick et al (2004) found that the process of disruption can 

continue for many months following a return to work. Whilst some difficulties are 

directly due to the injury, other difficulties experienced are due to the lack of 

understanding by line-managers of how best to accommodate returning workers 

during the process of attempting to manage a traumatic injury while getting on with 

their usual day-to-day lives (Baril et al, 2003). 

 

In addition, it was demonstrated that individuals themselves are rarely aware of their 

rights and responsibilities when having to take time off due to injury (Curtis, 2003). 

This may play a major role in the ability of patients to engage in their rehabilitation 

process and it is an area that needs to be examined further. Enabling individuals to 

remain in or get back to work as quickly as possible has been demonstrated as 

being good for both the health of the individual and for society at large (Black, 2008).  

 

It has been demonstrated not only that patients adapt to their new hand injuries over 

time, but also that this process of adaptation is specific to each individual (Chan and 

Spencer, 2004; Strong, 2005). Strong (2005) emphasised the need for therapists to 

be aware of this adaptation process when devising rehabilitation interventions. In-

depth exploration of an individualôs journey back to work while they are adapting to 

their new situation may offer useful insights that could provide new ways of working 

with this patient group. Such understandings could provide an opportunity for 

occupational therapists to devise rehabilitation interventions that include patientsô 

perspectives. Understanding the potentially varied processes involved over the 

course of their return to work journey could allow for the development of 
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interventions that include both the medical and social dimensions encountered by 

individuals. Acknowledging such concerns may enable therapeutic interventions to 

be more meaningful and realistic in order to support patients in adapting to the 

realities of their new situation.  

 

Literature for this patient group has highlighted the fact that the impact of sustaining 

a traumatic hand injury can be much more wide ranging than simply the need to 

manage the injury (Gustafsson et al 2012). It has also highlighted the need to 

include patientsô perspectives in the development of hand therapy interventions 

(Lucia et al, 2010) but studies have not been forthcoming that have demonstrated 

how this can be done.  

 

 

2.8 Gaps in the literature and aims of the study 

From the literature review, it is apparent that there are areas in need of further 

exploration. Hand therapy literature has highlighted the need to include patientsô 

perspectives in the development of rehabilitation interventions but no study has 

demonstrated how this may be achieved. Most of the studies reviewed were 

quantitative and from the medical or rehabilitation workersô perspective. Few were 

qualitative studies which focussed entirely on patient experiences. Getting back into 

work following an injury or disability is viewed as positive for both the individual and 

society at large but it is unclear how a hand injured individual is expected to manage 

both their rehabilitation programme while getting back to work. Getting back into 

work is assumed in clinical practice to indicate that hand therapy interventions were 

successful; however, no literature has examined the experiences of hand injured 

individuals once they returned to work to understand if this was the case or not. The 

ability to adapt to new circumstances following a hand injury was highlighted in the 

literature, but the process of adaption (how an individual adapts to their new 

circumstances over time) was not made clear. Gaining such insights may highlight 

any potential factors that enable or impede a successful transition back into work.  

 

Some of the key issues are identified below: 

1) Little is understood about the impact upon an individual of attempting to make a 

return back into work while having to take on board the skills required to manage 

the healing process of the damaged structure(s) in the hand. 
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2) Medical treatment and therapy end for this patient group at the point of 

discharge from hospital services. As a result little is understood about how an 

individual manages to do their work tasks once they are back at work. 

3) Examining how individuals adapt to their new circumstances while managing 

return to work could provide new insights that could enhance the type of 

rehabilitation that is provided for this patient group.  

4)  Current post-operative treatment offered to hand injured patients does not take 

into account their day-to-day functional needs and as a result it is not known if 

an individual manages to incorporate the rehabilitation programme into their 

daily life or their return to work. Most patients returned to work earlier than was 

recommended by treatment protocols advised.  

 

The literature review has identified that the main focus of treatment for this patient 

group is on the medical restoration of the damaged structure. It has been 

demonstrated in the literature that individuals who have sustained a hand injury may 

experience psychological, physical and social effects. The need for such concerns 

to be integrated into hand therapy rehabilitation programmes for this patient group 

has been highlighted. Including occupational therapy concerns in the provision of 

hand therapy rehabilitation programmes could provide a means to include patient 

needs in the development of rehabilitation programmes for this patient group 

(Townsend and Polatajko, 2013). The literature review in this study has 

demonstrated the potential of combining insights into how an individual adapts to the 

new reality of managing a traumatic hand injury and their day-to-day lives. Such a 

focus may provide an impetus to examine new ways of providing rehabilitation 

interventions for this patient group. Literature discussed the potential difficulties that 

individuals may have with activities of daily living and the ability to get back to work 

was a common concern cited in the literature, with gaps in the literature highlighting 

that the return to work process for this patient group is multifaceted in nature. An 

assumption is made that getting back into work implies a positive functional outcome 

but it is unclear if this is the case. Thus the focus of this study is to explore how an 

individual may return to work while managing a traumatic hand injury. To gain 

further insights into this process the study was developed in two stages that aims to: 

 

1 Stage one: explore in detail individualsô experiences of returning to work 

following a traumatic hand injury in a United Kingdom-based hand therapy 

department, and  
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2 Stage two: use insights gained in stage one, to develop and pilot a return to 

work intervention.  

 

The first research aim shaped the methodology and methods of this study by 

focusing upon individualsô perspectives concerning their ability to return to work 

while managing a traumatic hand injury. The need to explore how individuals 

adapted to their new circumstances over time was considered essential to gain 

insights into how individuals managed their return to work journey. The findings from 

the first stage shaped the development of the second research aim: óto use the 

findings from the first stage of the study to be used to develop and pilot a return to 

work intervention for this patient groupô. New ways of examining how patientsô 

perspectives can be integrated into their rehabilitation programme for hand injured 

patients will be discussed. The methodological perspective developed to support 

such a patient centred perspective, is discussed in chapter three and the detailed 

methods used to carry out the data collection and analysis are given in chapter four.  
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Chapter 3: Methodology 

 

3.1 Introduction  

This chapter describes the methodology adopted to address the research aims 

developed from the literature review. A reflective lifeworld research methodology 

with a longitudinal perspective was used to underpin this study to explore 

individualsô experiences of returning to work while managing a traumatic hand injury 

and to use insights gained to develop and pilot a return to work intervention. The 

rationale for a qualitative approach is outlined before setting out a framework to 

describe the relationship between the epistemology, methodology and methods 

which has been utilised to help shape the study. The chapter then goes on to 

examine Reflective Lifeworld Research, lifeworld theory (based on the writings of 

Husserl, and Heidegger) and the incorporation of a longitudinal perspective. 

 

The aims of the study shaped the methodology by attempting to gain insights into 

the less tangible meanings that patients apply to their experience of returning to 

work while managing a traumatic hand injury. The research methodology as 

developed by Dahlberg et al (2008) is embedded in the philosophical traditions of 

both phenomenology and hermeneutics. In developing this methodology Dahlberg et 

al (2008) drew on the philosophy of Edmund Husserl, Martin Heidegger, Maurice 

Merleau-Ponty and Hans-George Gadamer. Focusing on the lifeworld of individuals 

provides an opportunity to examine how implicit and tacit experiences can become 

explicit. It is a methodology that aims to gain a greater understanding of how an 

individual in this study relates to the world prior to reflecting on the experience of 

returning to work while managing a traumatic hand injury over time. 

 

The literature review highlighted how the impact of a traumatic hand injury upon an 

individual can be wide ranging and includes medical, psychological and social 

dimensions (Gustafsson and Ahlstrom, 2004). Both returning to work and coping 

with a traumatic hand injury are made up of many variables and each individual's 

experience will be different (Hannah, 2011). An individualôs ability to get back to 

work following a traumatic hand injury is often viewed as an indicator of a positive 

outcome of the treatment intervention (Bruyns et al, 2003). But, as health 

professionalsô contact with patients with hand injuries ends when their medical 
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treatment concludes, it is not known how hand injured patients manage once back 

at work in a United Kingdom setting.   

 

To gain an understanding of individuals' experiences of returning to work while 

managing a traumatic hand injury, a theoretical perspective was needed that would 

allow a clearer insight into such experiences. It was anticipated that each 

individual's experience would vary; therefore, a qualitative approach to research 

would be most appropriate as a way of capturing the meanings that may be 

associated with this phenomena (Crotty, 2003). McReynolds et al (2001) view 

qualitative research as a means of investigating phenomena that are not clearly 

understood and as an opportunity to identify variables needing to be discovered. In 

this study it is not clear what the experiences of individuals are or how such 

experiences may shape their return to work journey. Hand therapy literature 

concentrates upon the need to manage the healing process of the repairing 

structure (Evans, 2012) or the consequences, both physical and psychological, that 

such an injury can have for an individual (Gustafsson et al, 2012). It is argued here 

that there is a need to focus upon how an individual manages their rehabilitation 

programme while getting on with their day-to-day lives at the same time. Robson 

(2011) argued that a qualitative approach emphasises how the world ñis lived, felt 

and undergone by people acting in social situationsò (Robson, 2011, p.24). Such an 

approach was deemed appropriate for this study in an attempt to try to gain a sense 

of such experiences.  

 

The development of this study is described using a framework developed by Carter 

and Little (2007) which outlines the relationship between the epistemology, 

methodology and methods and their relationship to the research aims and study 

design (Figure 3.1). 
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Figure 3.1:  óThe simple relationship between epistemology, 

methodology and methodô (Carter and Little, 2007, p.1317) 

 

 

 

 

The authors argue that being overt about how a study was developed may afford an 

opportunity for the researcher to be innovative and could make it easier to evaluate 

the quality of the study (Carter and Little, 2007). Holloway and Todres (2003) argue 

that a ñdistinctive approach does lead to greater clarity about the nature of the 

phenomenon to be explored, the questions posed and the way researchers answer 

questions and communicate findingsò (Holloway and Todres, 2003, p. 93). The 

intent of this chapter is to be as open as possible about how the phenomenon under 

investigation and the research aims directed the methodology and consequently the 

methods.  

 

 

3.2 The lifeworld approach 

Although epistemological and theoretical perspectives are influenced by the 

research aims, Alvesson and Skoldberg (2009) add that the ideology of the 

researcher is also a major influencing factor. In this study the researcher's 

epistemological stance has been shaped by professional background, area of work 

and previous research experience. As the researcher was trained as an 

occupational therapist and worked in the field of hand therapy for over fifteen years, 

the need to include patientsô concerns when developing rehabilitation interventions 

for patients who had sustained a traumatic hand injury was deemed a central issue. 

Working with individuals following hand surgery allowed the direct observation of of 

how individuals struggled to manage their post-operative treatment programmes 

whilst engaging in their day-to-day activities. As a result of these experiences, 
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assumptions about this study have been made that have influenced the 

development of the research focus. Such assumptions included that: an individual's 

return to work journey whilst managing a traumatic hand injury would be 

multifactorial in nature experiences will vary from individual to individual as they 

adapt to their new circumstances and difficulties will be encountered once the 

individual is back at work.  

 

The methodology used in this study, ie the reflective lifeworld research as developed 

by Dahlberg et al (2008), proposes that participantsô lived perspectives should be 

prioritised and be central to the ethics of caring. It is a methodology that has a 

phenomenological philosophical underpinning and aims to gain a sense of the lived 

experience of individuals (Finlay, 2011). Such experiences are interpreted by the 

researcher in an attempt to make explicit such experiences and assumptions. 

Dahlberg et al (2008) added that patientsô well-being should be the primary goal of 

health care and that it is the ethical responsibility of health care workers to promote 

such a goal. This approach can challenge the usual focus on the medical model in 

the field of hand therapy and can provide an opportunity to include patientsô 

experiences in the development of rehabilitation interventions. Dahlberg et al (2008) 

add that individuals and their existence can never be satisfactorily understood if they 

are not looked at holistically. The focus upon the lifeworld of individuals provides an 

opportunity to gain a better understanding of meanings that individuals attribute to 

their experiences (Dahlberg et al, 2008). 

 

Todres et al (2007) and Dahlberg et al (2009) have developed a caring sciences 

approach that uses insights gained from an individualôs lifeworld to form the basis for 

rehabilitation interventions that are lifeworld-led. Todres et al (2007) suggested that 

a focus upon the lifeworld could provide a means of gaining more depth and breadth 

when developing rehabilitation interventions than is usually gained from case 

studies and accounts of peopleôs experiences in their own words. Todres et al 

(2007) argued that although technological advances as well as increased 

specialisation have made great improvements in health care provision, the human 

perspective can often be overlooked. As a means of moderating the technical focus 

in healthcare provision Dahlberg et al (2009) proposed a conceptual framework for 

humanising health care to provide a focus that could guide both research and 

practice.   
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As described in the literature review, hand therapy and hand surgery literature 

focuses upon the technical aspects of healing and rehabilitation which can often 

neglect to take into account patientsô needs. Hand therapy literature has written 

about the need to include patientsô perspectives in their rehabilitation programmes 

(Lucia et al, 2010) but has not discussed how this may be achieved. How an 

individual is able to engage with their day-to-day activities while managing their 

rehabilitation programme at the same time. Including patient perspectives in the 

development of health care interventions could be used as a way to empower 

individuals and health care workers to work together. Dahlberg et al (2009) 

advocated the use of an individualôs lifeworld as a way of including patientsô 

perspectives when developing rehabilitation interventions (Figure 3.2).  

 

Figure 3.2: Summary of the boundaries and parameters of lifeworld-led 

care. (Todres et al, 2007, p.61)  
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Such an approach could provide an opportunity to broaden the understanding of an 

individualôs journey back into work while managing the effects of a traumatic hand 

injury by seeing past a purely medical perspective. Johansson et al (2009) used the 

approach to gain insights into experiences of people living with diabetes; Nordgren 

et al (2008) examined middle-aged men's experiences of living with heart failure and 

Bremner et al (2009) examined individualsô experiences following cardiac arrest. 

Such a caring science approach provided an opportunity for patientsô voices to be 

heard and to gain deeper insights into patientsô experiences which were then 

included in the development of rehabilitation interventions.  

 

Gadamer (1996) puts forward the idea that the medical profession as a whole 

should consider including the lifeworld of their patients in the development of their 

rehabilitation interventions. Observing objective signs with individuals who have 

experienced a traumatic hand injury, for example range of movement, can make 

important contributions to the hand surgery and hand therapy fields but are of limited 

value without taking into account the meaning that life situations hold for them.  

 

Todres et al (2007) and Dahlberg et al (2009) discuss the need to focus more upon 

the patient when devising health care interventions by arguing for the need to 

include an existential view of healthcare in the form of ólifeworld-ledô health care 

which is different to patient-led care which can have economic and political 

underpinnings instead of solely focussing upon patient concerns. Todres et al (2007) 

argue that there is a need for an existential view of well-being to be considered 

when developing health care interventions. They state that phenomenological 

philosophers such as Heiddeger and Merleau-Ponty highlight the fact that 

ñindividuals have existential freedoms to make choices within certain limitsò 

(Dahlberg et al, 2009, p. 267). Choices can be limited in the sense that all choices 

are made in the context of what is happening in the world around us. We are not 

free to make decisions and choices in isolation from the world around us. Following 

a traumatic hand injury, the individualôs ability to engage in the world will change -

and choices made will alter. In fact Dahlberg et al, (2008) view illness ñas a closing 

down of our potential to exercise oneôs engagement with the world and the future in 

all the ways that may beckonò (Dahlberg et al, 2009, p. 267). The tension between 

how we manage our differing choices in the context of the new reality of managing a 

traumatic hand injury, can provide an existential perspective in that better insights 

can be gained of the phenomena under investigation through a greater 

understanding of an individualôs lifeworld. Dahlberg et al, (2009) argue that such 
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understandings not only would allow deeper insights but that these insights could be 

used to develop rehabilitation interventions reflecting that well-being and illness are 

intimately bound up in the human. Such insights have the potential to make 

rehabilitation interventions more relevant to patients. Hemingway (2011) adds that 

concentrating upon the lifeworld of individuals can make the well-being of individuals 

a central concern in the provision of health care.  

 

An understanding of individualsô lived experiences, by examining their lifeworld, can 

be enhanced further by exploring the five constituent parts of the lifeworld: 

temporality, spatiality, intersubjectivity, embodiment and mood (Todres et al, 2007). 

Examining the lifeworld through these constituent parts can be used as a way of 

supporting and enhancing interpretations. It was useful in this study to use these as 

a means of providing insights into the experiences of participants in this study. 

Dahlberg et al (2009) add that such existential dimensions or constituents of the 

lifeworld are intertwined but considering them individually offers an opportunity to 

emphasise different nuances of the lifeworld (Dahlberg et al, 2009). This was 

considered necessary as the researcher has worked with this patient group for many 

years and had formed perceptions and opinions about what such a phenomenon 

might mean. The five parts are briefly described in the following paragraphs.  

 

Temporality: The idea of time in this context is not solely focussed upon the linear 

passing of time. In the context of this study the way an individualôs experience of 

their hand injury alters over time is viewed as central to the research question. For 

instance the idea of the healing structure (tendon for example) taking up to twelve 

weeks to heal safely may appear a manageable amount of time to an individual 

when first injured. However the reality of living with an injury on a day-to-day level 

may make it appear that time has slowed down due to their inability to engage in 

their usual daily activities.   

 

Spatiality: Spatiality refers to the environment we inhabit and the impact it can have 

on our ability to relate to it. It would be of interest to examine how an individualôs 

perception may change following a traumatic hand injury. To explore how the injury 

may impact upon the space that an individual usually occupies and the roles that 

they usually participate in and how the injury may impact upon this.   

 

Intersubjectivity refers to how other people are always taken into account in some 

way in the sense that we relate to others and the world in a meaningful way. This 
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may prove to be a useful means of gaining insights into how a hand injury may 

impact upon the relationships of the injured individual and the ability to relate to 

others and how they may relate to the individual.   

  

Embodiment: As humans we experience the world through our bodies and it is 

through our bodies that we can relate to the world and others within it. The impact 

on an individual following an injury cannot be fully understood without taking into 

consideration social dimension that such an injury may have on the individual. In this 

study such an effect in the context of individualsô experiences is considered to be of 

significant interest.  

 

Mood: Literature has highlighted the fact that sustaining a traumatic hand injury can 

have an impact on the mood of an individual and as such can alter the perspective. 

The mood of an individual can influence, and be influenced by, physical and 

psychological wellbeing. 

   

Galvin and Todres (2013) argue that using these constituent parts of the lifeworld 

can act as a standard to be used when attempting to understand health and illness. 

The five constituent parts of the lifeworld as described by Todres et al (2007) 

interact and the relationship between them may change over time. The need to 

examine such changes over time for the patient group in this study suggests the 

need to consider a longitudinal perspective.  

 

In this study a hermeneutic approach has been used that puts emphasis on the role 

of the researcher in the interpretation of the findings. Lifeworld based research is 

focused on the world as it is experienced prior to the formulation of any hypothesis 

in order to explain it (Dahlberg et al, 2008).  

 

The theoretical underpinnings of the lifeworld will now be outlined to clarify its 

relevance to this study. The idea of the lifeworld, as understood in 

phenomenological philosophy, was first outlined at the beginning of the twentieth 

century by Husserl (Todres and Wheeler, 2001). Dahlberg et al (2008) developed 

the work of Husserl and in their writing explain that his intention was for lifeworld 

theory to ñbecome the new basis for all philosophy and human science researchò 

(Dahlberg et al, 2008, p.35). Dahlberg et al (2008) add that Husserl was critical of 

positivistic methods of scientific enquiry which comprised the dominant form of 

philosophy and scientific research at that time. Laverty (2003) described how 
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Husserl argued that ñliving subjects are not simply reacting automatically to external 

stimuli, but rather are responding to their own perception of what these stimuli 

meanò (Laverty, 2003, p. 3).  Laverty (2003) added that Husserl argued that 

scientific research should focus upon describing the world in the way it is 

experienced by humans. Individualsô subjective experience could be viewed as a 

way of understanding motivations, as their actions are influenced by what they 

perceive to be real (Lopez and Willis, 2004). Valle et al (1989) point out that 

Husserlôs answer to this problem was to include the everyday human world as the 

foundation for all science by going ñback to the things themselvesò (Valle et al, 1989, 

p.9). This concept provided a framework and context for the understanding of 

meanings that individuals apply to their experiences. Husserl argued that all our 

meaning-based constructs of the world lay in the fundamental inter-relationship 

between consciousness and reality. 

 

Husserlôs view was that to understand human experience one needs to gain insights 

into what he termed the ónatural attitudeô where an individual engages in the world 

when not actively analysing their behaviour or consciously thinking about 

participating in the activity.  They are ójust doingô the activity. Husserl viewed this as 

a naive approach to the world, a mostly uncritical position from which the world 

could be best understood. Examining the pre-reflective unanalysed descriptions of 

an individualôs natural attitude could be used as building blocks of experience that 

can then be used to provide a method to identify and describe the essence of the 

activity under investigation. To achieve this, and in order to understand a given 

phenomenon, the researcher attempts to suspend or óbracketô their biases and 

preconceptions (Valle et al, 1989). To attempt to bracket oneôs biases, one needs to 

lay out or make these assumptions explicit. The process of bracketing is a dynamic 

one and, as assumptions or preconceptions become clear in relation to the matter 

under study, new understandings can emerge and be bracketed and then the 

process repeated throughout the analysis.  

 

In contrast to Husserlôs phenomenological perspective, Martin Heidegger and others 

asserted that the essence of human understanding is hermeneutic; that our 

understanding of the everyday world is derived from our interpretation of it (Dahlberg 

et al, 2008). Lopez and Willis (2004) explained how Heidegger felt that the focus of 

phenomenological enquiry should be ñthe relationship between the individual and his 

lifeworld and that it should go beyond description of core concepts and essences to 

look for meanings embedded in common life practicesò (Lopez and Willis, 2004, p. 



 

62 

728). Instead the focus of interpretative inquiry is on what humans experience rather 

than what they consciously know - meanings cannot always be clear to the 

participants but can be gained from the narratives produced by them. Heidegger 

used the term 'being in the world' rather than ólifeworldô to express the idea that 

individualsô realities are influenced by the world in which they live and cannot be 

isolated from that world and that the interpretation of an experience is an integral 

part of that experience. He also outlined that our understanding of the world is 

derived from our interpretation of it. As a result, his focus of examination was on the 

relation of the individual to his lifeworld. 

 

What Heidegger meant by this was that a person is always conscious of something, 

whether a concrete object or an abstract idea (Valle et al, 1989). Each individual and 

his or her world are said to co-constitute one another and are interdependent. 

Heidegger expressed this relationship in the term Dasein, or óbeing-in-the-worldô. 

Valle et al (1989) state that this interdependency is based on the idea that people 

and the world are always in dialogue with one another. The individual is influenced 

by situations that present themselves and as a result is ñcondemned to choiceò 

(Valle et al, 1989, p.8). For example, in this study the participants would have been 

unaware that they would suffer a traumatic hand injury. Such an injury required them 

to make choices that may be influenced by the environment, family life and working 

life - not just the injury. This means that they will not have complete personal 

freedom to make choices as they have to take into account such external influences. 

 

Two concepts that are significant to reflective lifeworld research are openness and 

bridling. These concepts are explained and links between them discussed. The 

relevance of these issues to the research is identified. Dahlberg and Dahlberg 

(2004) view the aim of lifeworld research to attempt to interpret another personôs 

experience by investigating ñthe bond between the visible and invisible, to explore 

the invisible by using the visible as a point of departureò (Dahlberg and Dahlberg, 

2004, p.270). This can be understood using an example of a person smiling. The 

observer can see that the individual is smiling (the visible) but it is not clear what the 

meaning of the smile might be (the invisible). The smile may be a sign of inclusivity, 

nervousness or happiness for example. Palmer et al, (2010) in their study that 

examined women's lived experiences of initiating breastfeeding within the context of 

early home discharge in Sweden. Palmer et al (2010) highlighted that the mothers 

experience of breastfeeding viewed themselves ñto be the foodò (visible) and the 

milk as something unknown (invisible). It was reported that the unknown feeling 
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created a sense of insecurity about the motherôs ability to interpret the childôs signals 

(invisible).  

 

It is possible to gain understandings of the world around us not only by questioning 

experiences and interactions intellectually but through our bodies as well. Merleau-

Ponty (1995) explains that such embodiment can prompt insights to the world 

around us through the context we find ourselves in which include how we relate to 

people and the world. Descartes separated understanding of the world in two by 

considering the mind and body as separate entities. Merleau-Ponty (1995) argued 

that one cannot separate the mind and body as it is through both our mind and 

bodies that context meaning can be gained. Dahlberg et al (2008) add that ñour 

experience is that of a world that is partly hidden and partly uncovered whether it is 

of things or peopleò (Dahlberg et al, 2008, p. 91). Husserl argues that it is through 

our own lifeworld it is possible to reach anotherôs and gain insights and 

understandings of the óinvisibleô (Husserl, 1977). Meaning is being born from the 

situation rather than being brought to the situation by either the subject or the object. 

Dahlberg et al (2008) argue that to be open to the phenomenon under investigation 

there is a need to ñreach beyond the natural attitude of taken for granted meanings 

and understandingò (Dahlberg et al, 2008, p.73). In this study it was considered of 

interest to examine in detail the experiences of individuals with hand injuries. It is 

clear that the researcher has experience of working with this patient group so the 

need to use and restrain or óbridleô these experiences when attempting to gain 

insights into such meanings was deemed essential. 

 

The term óbridlingô differs from óbracketingô. Bracketing oneôs pre-understandings 

aims to identify and remove any pre-understandings of the researcher from the 

process of analysis in an attempt to see the essence of the phenomenon.  Dahlberg 

et al (2008) describe how óbridlingô can act as a positive method of increasing 

understandings by including the researchers pre-understandings in the research 

process. It is felt that it is impossible to fully remove or even be aware of oneôs pre 

understandings of the phenomenon under investigation but instead the investigator 

should become aware of them and try and restrain or rein them in for as long as 

possible to ensure that one does not make definite what is indefinite for as long as 

possible. The process of bridling aims to help the researcher stop pre-

understandings from having an uncontrolled effect on the evolving understanding of 

the phenomenon in question. Without such a restraining effect the ability to maintain 

a sense of openness to the phenomenon is limited. Dahlberg et al (2008) posit that 
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ñóbracketingô is directed backwards, putting all energy into fighting pre-understanding 

and keeping it in check ñback thereò, not letting it affect what is happening ñhere and 

nowò, ñbridlingò has a more positive tone to it as it aims to direct the energy into the 

open and respectful attitude that allows the phenomena to present itselfò (Dahlberg, 

et al, 2008, p. 130). Such restraint is needed to see the phenomenon in a new way 

and Johansson et al (2009) state that ñpre-understanding is a necessary condition 

for understanding, but if it works óuncontrolledô it makes us see what we expect to 

see and have always seenò (Johansson et al, 2009 p. 201). The need to bridle initial 

interpretations was essential. How this was done is explained in detail in section 4.8 

(methods of analysis). 

 

 

3.3 Longitudinal perspective 

The need to reflect details of individualsô lived experiences by focussing upon the 

lifeworld as it was experienced, directed the development of the methods for this 

study. It was considered essential to incorporate a longitudinal perspective into the 

methodology of this study to provide an opportunity to examine the adaptive process 

of participants from the point of injury, past the point of discharge and back into 

work. Such a perspective provided an opportunity to gain insights throughout the 

return to work and healing phase following such an injury. It could also provide an 

opportunity to uncover the changing emphasis on temporality, spatiality, 

intersubjectivity, embodiment and mood.  If the study was retrospective in design 

potential insights into how participants adapted to their new circumstances may be 

missed. Such insights are important to help develop an understanding of individualsô 

experiences over time. Retrospective studies may have resulted in participantôs 

descriptions being made up of transformed interpretations of experiences rather 

than being based in the lifeworld as it is experienced (Dahlberg et al, 2008). 

Retrospective studies can only access transformed and multiply reinterpreted 

accounts of experience (Edwards et al, 2004). Contemporaneous accounts of 

experiences are necessary to access the lifeworld.  

 

Neale and Flowerdew (2003) comment upon the deliberate way in which time is 

incorporated into the research process making change a central focus of analytical 

attention. They emphasised the need to recognise that it is ñthrough time that we 

can begin to grasp the nature of social change, the mechanisms and strategies used 

by individuals to generate and manage change in their personal lives and the way 
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structural change impacts on the lives of individualsò (Neale and Flowerdew, 2003, 

p.190). The concern is not simply with the concrete events that can be measured in 

precise ways but with the individual, and how they develop courses of action that 

deal with the day-to-day events that shape their lives. This allows an opportunity to 

explore individualsô perceptions through an unpredictably changing environment. 

Using a personôs return to work (or not) as a measure of rehabilitative success may 

not allow for a more complete insight into an individualôs experience. 

 

 

3.4 Summary 

A qualitative research methodology has been chosen as a theoretical perspective to 

help answer the research question in this study. The literature review illustrated the 

fact that individuals who have sustained traumatic hand injuries have to manage a 

hand rehabilitation programme while attempting to adapt to the new realities of their 

injured hand on their return to work journey.  A reflective lifeworld research 

methodology with a longitudinal perspective was used to underpin this study to 

explore individualsô experiences of returning to work while managing a traumatic 

hand injury. Use of a reflective lifeworld research approach was chosen as it affords 

an opportunity to prioritise participantsô lived perspectives which Dahlberg et al 

(2008) argue should be central to the ethics of caring. Such insights used to develop 

health care interventions could be used as a way to empower individuals and health 

care workers to work together. Dahlberg et al (2009) advocated the use of an 

individualôs lifeworld as a way of including patientsô perspectives when developing 

rehabilitation interventions. A longitudinal perspective was included to provide an 

opportunity to gain insights into the transformation and adaption process through the 

return to work and healing phase following such an injury. The longitudinal aspect of 

the study is critical in order to identify the timing and type of intervention would 

support successful return to work. Thus the epistemological stance of interpretivism 

will be adopted within a longitudinal phenomenological lifeworld study. The methods 

used to carry this out are explained and justified in chapter four. 
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Chapter 4: Methods: stage one 

 

4.1 Introduction  

This chapter sets out how the methods for the first stage of this study were selected 

and conducted taking account of the methodological stance and in line with the 

research aims.  A reflective lifeworld approach with a longitudinal perspective has 

been used to gain insights into how people experience the phenomenon of returning 

to work following a traumatic hand injury. In addition, reflections on how the study 

progressed in reality are interwoven throughout the chapter as a means of 

explaining decisions that were made about the methods used. Methods used for the 

second part of the study can be found in section 7.2. 

 

 

4.2 Study site 

A source, in large enough numbers, of participants who had sustained a traumatic 

hand injury was required and preferably from one organisation to make the study 

logistically easier. The need to follow up patients meant that there needed to be a 

large pool of ólocalô patients.  The site chosen to recruit participants was a large 

inner city teaching hospital with a specialist A & E Department. The hospital serves 

a catchment area that has in excess of 500,000 people. As a result, a broad and 

varied range of traumatic hand conditions is seen. Once referred to the hospital, 

people may be reviewed by specialist Plastic and Reconstructive Surgeons, 

Orthopaedic Surgeons or Rheumatologists. Specialist post-operative hand trauma 

rehabilitation is provided by the occupational therapy department on an outpatient 

basis.  

 

This site was considered ideal to be used as a base for this study. The researcher 

has worked full-time in this Department for fifteen years and is familiar with the 

policies and procedures used. Being an insider researcher was a positive feature as 

there was an established relationship with the team and department manager as 

well as insight with regard to how the department functioned. The shared 

relationships with the departmental team provided an opportunity to discuss any 

concerns that arose about the study. Following a discussion with the departmental 

manager and completion of research ethics and governance processes access to 
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the department was permitted for the duration of the study. A potential difficulty with 

being an insider researcher was the risk of bias and assumption on the part of 

researcher who continued to work part-time as an occupational therapist in the 

Department during this stage of the study. A further risk for an insider researcher is 

that of role confusion between the clinical role and the researcher role. To minimise 

this risk for patients, staff and the researcher the potential participants were newly 

referred to the department and were unaware that the researcher usually worked in 

the department; they were not patients being cared for by the researcher. 

 

 

4.3 Participant recruitment and selection process  

Before the research began the researcher met with members of the occupational 

therapy department to explain the nature of the research, its aims and how it was 

planned to proceed. An information sheet was given to the therapists that 

summarised the features of the research and the planned inclusion criteria 

(Appendix 2). A convenience sampling strategy was considered to be appropriate 

due to the nature of the research question. Decisions were made by the researcher 

to include participants who were both in work and had sustained a traumatic hand 

injury.  Participants were approached as they were referred to the hand therapy 

department.The participants who were eventually recruited to the study did reflect 

the gender ratio, type of injury and age range described in Appendix one.    

   

The occupational therapists working in the hand therapy department were asked to 

initially approach potential participants as a means of reducing the possibility that 

potential participants might have felt coerced into taking part in the study. Patients 

are usually referred to the occupational therapy department within the first three 

days following their injury or surgery and the first outpatient appointment is usually 

offered within one week following surgery. Potential participants were identified 

shortly after their referral to the hand therapy department. Potential participants 

were approached in order of referral received in the hand therapy department. An 

occupational therapist from the department made initial contact with the potential 

participant to give a brief summary of the planned research and to enquire if they 

would be happy to meet with the researcher to get more information. If the potential 

participant was interested in taking part, the researcher held an introductory meeting 

with him/her in the department, to discuss the general aims of the study in more 

detail and a copy of the study information sheet was given to the potential 
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participant at that time (Appendix 3). The researcher telephoned the potential 

participant three to five days later to see if he/she was still willing to participate in the 

research. If he/she answered in the affirmative a time and place was arranged to 

hold the first interview. The time lag between the introductory meeting and the 

telephone call was devised to allow the potential participant time to read the 

information sheet and consider in more depth if they were interested in participating 

in the study or not. If they were in agreement, a consent form was signed at the time 

and place of the first interview. For those who had injured their dominant hand a 

close approximation of their usual signature was written with their non-dominant 

hand (Appendix 4). 

 

Participants included in this study sustained a traumatic hand injury but, the type 

and impact of such injuries were wide ranging. Types of injuries referred to the 

occupational therapy department can range from a slight sprain to a total upper limb 

amputation. In addition, individuals who presented with conditions that are known to 

resolve in less than a month were excluded as it was considered that individuals 

with such injuries would not have enough contact with surgical and rehabilitative 

services. There is a very small percentage of patient referrals to the hand therapy 

department which may need multiple surgical interventions, such patients were also 

excluded as time constraints of the study needed to be taken into consideration.  As 

a result, for this study, the types of traumatic hand conditions that potential 

participants may have sustained were chosen with regards to the time rehabilitation 

would take. Post-operative guidelines have been developed for most hand injuries 

and they take into account the healing time of the damaged structure (Peck et al, 

2014) (Appendix 5). As a result such protocols of care were used as a method of 

assessing the severity of the injury. It was decided that individuals who had 

sustained an injury that required that they participate in an eight to twelve week 

rehabilitation programme would be included. It was anticipated that such injuries 

would include tendon(s) and/or nerve(s) damage and/or fractures of the hand and 

forearm. This also provided an opportunity to move away from a study that may be 

construed as being condition specific, the return to work experiences of individuals 

who had damaged flexor tendons for example. Instead, such an inclusion criteria 

allowed the study to be broad in its focus by concentrating on the experiences of 

individuals following a traumatic hand injury in general.  

 

Participants were adults from the age of 18 years and above who would be receiving 

outpatient therapy for at least eight weeks. As the study was examining return-to-
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work experiences, participants needed to have been in full time work for at least six 

months prior to their injury and to be expecting to return to work. 

Thus the inclusion criteria were: 

¶ Age eighteen or over 

¶ In full time work for at least six months immediately prior to the injury 

¶ An injury requiring an 8-12 week rehabilitation programme in the hand 

therapy department. 

 

Potential participants who were self-employed were not included as the assumption 

was made that they would potentially constitute a separate sample group because 

their working constraints would be different. It was anticipated that as they are 

accountable chiefly to themselves they do not have the same pressure to satisfy the 

demands of either a manager or their co-workers. As self-employed people, they 

may have a pressure to return to work earlier than desirable if they do not have 

good sickness insurance policies or if they have contracts left to fulfil. Thus specific 

exclusion criteria were: 

¶ Self-employed 

¶ Not in full-time work during the last six months 

¶ Patient was being treated by the researcher 

 

Recruitment was slower than expected. It became apparent that although suitable 

potential participants were being referred to the hand therapy department the 

occupational therapists were not remembering to mention the study to potential 

participants.  The researcher attended the hand therapy department throughout the 

recruitment phase, as being present acted as a reminder to the occupational 

therapists to discuss the study with potential participants. The researcher was aware 

of the risk of researcher bias, defined by as Onwuegbuzie and Leech, (2007) as a 

phenomenon that can occur when ñthe researcher has personal biases or a priori 

assumptions that he/she is unable to bracketò (Onwuegbuzie and Leech, 2007, p. 

236). To minimise this possibility of influencing the occupational therapistsô decision-

making processes the researcher stayed out of the treatment room and remained an 

the office away from the patient area.  As an observer, it became clear to the 

researcher that the occupational therapists were in fact attempting to recruit 

potential participants but were placing emphasis on the fact that there was no 

pressure for them to participate in the study, almost to the extent that they were 

being talked out of even considering participating.  
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 4.3.1 Sample size 

Dahlberg et al, (2008) describe that, when selecting a sample, the question of 

variation is more important than the question of number as a variation in participants 

can provide an opportunity for more general insights. As participants who had 

sustained a traumatic hand injury were the focus of this study, a convenience 

sample strategy was used. As the study is taking a qualitative approach 

generalisability is not sought by using a large sample size, instead the aim is to 

explore meanings that participants attribute to their experiences (Ritchie et al, 2014). 

Consequently, a sample size of seven participants was selected. Dahlberg et al 

(2008) suggested a sample size of five but, as the study has a longitudinal 

component, seven participants were included in this study to allow for the possibility 

that some participants may drop out of the study before completing the entire 

interview process.  

 

 

 4.4 Data collection method - interviews 

In reflective lifeworld research, data gathering is governed by three factors: 

 

1) the nature of the phenomenon, 

2) the research question and 

3) the aim to examine the lifeworld of an individualôs experience of the 

phenomenon under study and the research process. 

 

As the phenomenon under investigation, returning to work while managing a 

traumatic hand injury, is complex and ambiguous, an interview-based method of 

data gathering was deemed appropriate. Qualitative interviews were used as a 

method of gaining nuanced descriptions of the lifeworld of the participant group prior 

to attempting to gain insights into the meanings that they attribute to their 

experiences (Kvale, 1996). Wertz (2005) described the use of interviews as being 

useful when: ñ the phenomenon of interest is complex in structure, extensive in 

scope and/or subtle in features that participants are not likely to offer spontaneously 

in response to questions or instructions at the outsetò (Wertz,  2005, p.5). In this 

study such complexity was anticipated and taking a hermeneutic Reflective 
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Lifeworld Research approach, the use of interviews provided an opportunity to gain 

insights into the phenomena under investigation.  

 

Semi-structured interviews were used to allow for a rich opportunity for new insights 

and new ways of ñlistening to the voice of the lifeworld and at the same time to 

strengthen itò (Dahlberg et al, 2008, p.184). Semi-structured interview questions 

were introductory in nature or were designed to enquire about areas of interest that 

focused upon the phenomenon under investigation. Further questions used were 

prompts or closing questions and these were to be used as an aid to memory and 

would not necessarily be used in the interviews themselves (Appendix 6).  As the 

aim of the interviews was to ensure that both the researcher and the participant 

were open to the meanings of the phenomenon under investigation, the researcher 

was aware of the need to be spontaneous and flexible within the interview setting 

depending upon how it progressed (Seale, 2011). In addition the need to óbridleô or 

restrain pre-understandings of the researcher when carrying out the interviews was 

imperative. Hallberg (2008) made it clear that if an interview topic guide is too rigidly 

adhered to then the answers gained may reflect the interviewerôs pre-

understandings of the phenomenon under investigation rather than new insights into 

them.  

 

The researcher made a continual effort to ensure that participants were asked 

questions in a way that would provide an opportunity to gain insights into the 

phenomenon under investigation. The focus was on looking beyond how the 

participant felt about their experience by attempting to gain insights solely into the 

phenomenon under investigation (Dahlberg et al, 2008). The need for the 

researcher to listen actively is described by Kvale as being more important than 

ñmastering questioning techniquesò (Kvale, 1996, p.132). Listening closely and 

responding to the context and content of the interview as it proceeds provided an 

opportunity for the researcher to remain open to the phenomenon under 

investigation. For example, there was an awareness of the need to not solely focus 

upon medical concerns and view the fact that if a participant had returned to work 

the rehabilitation outcome could not be viewed as a positive one. The researcher 

had to maintain such an awareness throughout the interview process and restrain 

whenever possible such attitudes.  

 

Asking participants to keep a diary to record their experiences has also been used 

by Milligan et al (2005) and when considering such a data collection method 
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Dahlberg et al (2008) emphasised the need to ensure that participants focus on their 

lived experiences by providing descriptions in the first person. It was considered that 

hand therapy patients in general can find it difficult to carry out their usual daily 

activities as well as their exercise programmes so it was believed that it may be 

difficult for them to maintain a diary, either written or recorded as it is possible that 

they had injured their dominant hand so writing a diary would be difficult for 

example. It may have been possible to maintain a spoken, recorded diary but it was 

considered that this would take a lot of motivation to complete over a number of 

months so this idea was discarded. 

 

 

4.4.1 Interview time scale 

The interview time scale was planned to capture experiences of each participant at 

three different points in their potential recovery back into work. The prospective, 

longitudinal nature of the interview time scale was devised to capture participantsô 

adaptive processes as they attempted to return to work while managing a traumatic 

hand injury. It was assumed that participants would be confronted with choices 

concerning the management of the injury and maintaining their usual life roles and 

that the participant would have to consider this at the time the original injury 

occurred.  It was also of interest to examine how the experience of having a 

traumatic hand injury would affect choices they would make concerning their 

engagement with functional activities. As a result the first interview was planned to 

take place as close to the point of injury as possible, most likely at the second 

occupational therapy outpatient appointment. This was usually within a week of 

sustaining the injury. The second interview was planned to take place at the point 

just before the participants anticipated returning to work. It was chosen as an 

interview point to examine the choices individuals would make at this point and what 

might influence such choices. It was anticipated by the researcher that participants 

would be contemplating a return to work at about six to eight weeks following their 

injury. This assumption was made as it coincided with the time that repaired 

structures would begin to strengthen and functional activity would be sanctioned by 

hand therapists. This interview time scale was devised to examine the experiences 

of participants throughout their rehabilitation process from the point of injury through 

to the potential return to work. 
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It was anticipated that the third interview would take place about four to six weeks 

after they had returned to work. The researcher was aware that it was a possibility 

that some of the participants may have opted not to return to work at all and it was 

considered of interest to examine this aspect.  

 

Table 4.1 highlights the dates and times that the interviews actually took place for 

each of the seven participants. The reality of the interview process differed from the 

anticipated plan in relation to the timing of the second and third interview. All 

participants were recruited and interviewed at about one week after their injury and 

surgery. One of the participants had returned to work within three days of her injury, 

three others returned to work very shortly after the first interview. Of the other three, 

one did not return at all, another returned to his country of origin to recuperate for 

one month and the third waited to return to work until he had made a near full 

recovery. 

 

Table 4.1: Dates of interviews and the time between interviews 

 

 

Once it became clear that some of the participants had, or planned to, return to work 

much sooner than was anticipated the timing of the second interview had to change. 

The timing of the second interview was brought forward to try and capture the 

moment that was as close to the return to work point as possible. This was done to 

Participant Interview 

1 

2
nd

 OT 

appoint. 

Interview 

2 

Anticipated 

RTW 

Interview 

3 

Back at 

work 

Total time 

from first to 

third interview 

Return to 

work from 

operation 

date 

1 04/2/2010 16/4/2010 28/6/2010 20.5 weeks Did not return 

2 08/2/2010 18/3/2010 21/6/2010     19 weeks 35 days 

3 11/2/2010 11/3/2010 23/6/2010     19 weeks 10 days 

4 24/2/2010 07/3/2010 09/6/2010     15 weeks 10 days 

5 02/3/2010 22/4/2010 09/6/2010 14.5 weeks 4 days 

6 12/3/2010 28/4/2010 23/6/2010     15 weeks 14 days 

7 25/3/2010 10/5/2010 14/7/2010      15.5 weeks 80 days 
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attempt to get a sense of the meanings and experiences participants experienced at 

this time. An assumption was made that participants would return to work at about 

eight weeks following their surgery as this is the point when the risk of 

rupturing/damaging the repairing structure reduces. This was done in order to gain a 

sense of why a return to work was deemed necessary at that time. In addition once 

some participants returned to work it proved more difficult to arrange the second 

interview. Their working hours and practices made it difficult for some of them to 

arrange a time to meet for the interview ï or in fact for their hand therapy 

appointment. The researcher had to remain flexible and patient and maintain contact 

with participants and negotiate times for interviews that were deemed suitable for 

them. The fact that some participants returned to work within a week or two after 

their injury meant that the anticipated time for the second and third interviews had to 

be brought forward to gain a sense of this transition phase.   

 

Each interview was audio recorded and was transcribed verbatim by the researcher. 

In recognition of the time and effort in participating in the study a token of thanks in 

the form of a £25 voucher was given to each participant at the end of the interview 

process. It was explained to the participants that the voucher was in recognition of 

the time given and was not conditional on any particular responses given 

(Wertheimer and Miller, 2008). 

 

 

4.4.2 Selection of venues for interviews 

Participants were invited to choose where the planned interview would take place in 

order to make the interview process as convenient as possible. The researcher 

advised the participants that the interview venue would need to be a quiet space.  

 

For the first round of interviews five participants opted to be interviewed in a quiet 

room adjacent to the occupational therapy department where they were receiving 

treatment for their injuries. Of the remaining two, one opted to be interviewed in a 

private, quiet room at her place of work and the other in a quiet place at his wifeôs 

place of work. 

 

In the second round of interviews, six interviews took place in the quiet room 

adjacent to the occupational therapy department and one opted to be interviewed in 

a private, quiet room at her place of work. For the final round of interviews four 
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participants opted to be interviewed in a room adjacent to the occupational therapy 

department whilst the remaining three opted to be interviewed in quiet rooms at their 

place of work.  

 

 

4.5 Ethical issues 

Ethical approval for the study was obtained from both the NHS and from the 

University. R and D approval was from the NHS Trust in which the study took place.  

Ethics approval for the first stage of the study was granted by East London and the 

City Research Ethics Committee on 20th November 2009, [reference number 

09/H0703/99] (Appendix 7). London South Bank University Ethics approval was 

granted [reference number UREC 1017] (Appendix 7). Final R&D approval for first 

stage of the study was granted by the NHS Trust on 5/1/2010, [reference number 

006943] (Appendix 7).  

 

Potential participants were given an information sheet describing the study when 

first approached about the study (Appendix 3). Potential participants were given 

three to five days after their introductory meeting with the researcher to give them 

time to consider if they wanted to participate in the study and to ask questions about 

the study if they wished. Written consent was obtained from each participant at the 

beginning of the first interview. Verbal consent was discussed and sought at the 

beginning of the subsequent two interviews. At this and each subsequent interview it 

was made clear that any details given by participants would remain confidential.  

 

As the subject matter of the interviews was the individualsô experiences following a 

traumatic injury, the researcher was concerned that potentially participants might 

find the activity of describing their experiences distressing. Holloway and Wheeler 

(2010) highlighted the fact that individuals may find interviews difficult for this 

reason. As a consequence, access to a Clinical Psychology service was arranged 

for participants in this study if this was required over the course of the series of 

interviews (Appendix 8).  

 

Consideration was also given to the fact that, within the interviews, participants may 

make comments about the clinical care they are receiving. As my role was that of 

researcher not as therapist, advice and support were offered about where they could 

go for a second opinion, for example, but  I did not discuss any potential medical 
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concerns. Similarly, if issues concerning their work were discussed within the 

interviews, advice would be given about making contact with the Citizens Advice 

Service, for example.  

 

In accordance with the UK Research Integrity Office (2009) the need to ensure that 

personal details of participants should remain confidential was adhered to in this 

study. It was made clear to participants that any information gained and then used 

by the researcher would be kept confidential. Each interview was audio recorded. 

Participants were made aware that the interviews would be audio recorded at the 

introductory meeting with the researcher. The audio recordings were transcribed 

verbatim by the researcher and transcriptions are kept in the researcherôs office in a 

secure cabinet at an office at London South Bank University. The completed 

consent forms are kept in a secure cabinet in the researchersô home.  In addition, a 

password protected USB external hard drive was used to store data. This is in 

keeping with the ethical requirements of this study. Data will be kept for ten years in 

total. All participantsô names were changed to maintain confidentiality within the 

transcriptions and the main body of the thesis. Pseudonyms will be used in this 

thesis and in any reports or publications that come from the study. If quotes are 

used in reports or publications any identifiers will be removed.  

 

 

4.6 Methods of analysis 

Dahlberg et al (2008) emphasise that all reflective lifeworld research is governed by 

some general principles. The analysis of data is divided into or made up of, three 

parts. It is described as a movement between the whole ï the parts - the whole 

which Dahlberg et al (2008) describe as being central to all understanding, within a 

natural attitude as well as a scientific attitude. 

.  

 

4.6.1 The whole 

All audio-recorded interviews were transcribed verbatim by the researcher as soon 

as was possible after the interview had taken place (Appendix 9). Bailey (2008) 

viewed this process as being an interpretive one and therefore represented the first 

step in analysing the data. Finlay (2011) describes this as a practical way to dwell 

with the data and to empathise with the participant by ñrepeatedly listening to the 

description of their world and trying to get a feel for their situationò (Finlay, 2011, p. 
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229). Once the transcription was completed the researcher wrote down initial 

thoughts and impressions and the transcription was read a number of times to get a 

sense of the interview as a whole. The initial readings were seen as complete when 

the researcher had a good sense of the whole text of each interview and could 

easily and briefly articulate the overall theme of each text (Appendix 9). The audio 

recordings were played wherever possible while the readings were taking place to 

gain sense of the pace, mood and tone of the transcribed readings. These readings 

were not only done to increase familiarity with the texts but were also used as a way 

of enabling the researcher to become prepared to be open to new understandings. 

Non-verbal information was not always included in the transcription process but 

these were paid attention to whilst repeatedly playing back the audio-recordings. 

The intonation, pauses, laughter, sighs for example in the recordings gave a sense 

of the tone and style of the interview and was useful in helping the researcher to 

seek understandings.  

 

 

4.6.2 The parts 

Once the data became familiar insights and understandings began to emerge.  Each 

of the twenty one interviews were analysed separately. This deeper part of analysis 

took place once all the interviews were completed.  To facilitate deeper 

understandings from the interviews, the transcribed texts were divided into smaller 

sections ïor meaning units (Appendix 10). Braun and Clark (2006) described 

meaning units, or codes as a means of ñidentifying a feature of the data that appears 

interesting to the analyst, and refer to the most basic segment or element of the raw 

dataò (Braun and Clark, 2006, p.88). The researcher used this point of the analysis 

to organise data into meaningful groups (Appendix 11). In this study, meaning units 

were looked for in each interview and in an attempt to maintain the context of the 

meaning unit, it was usually recorded within the sentence it was noted in. This was 

done to try and maintain a sense of context for each meaning unit that was noted. 

Initially transcribed data were arranged in such a way that the right hand side of the 

page was left blank, this space being used for noting emerging meanings and ideas 

while trying to understand and identify meanings in the transcriptions (Appendix 11). 

 

Once meaning units were identified the transcriptions were re-read by concentrating 

on the meanings and emergence of new ideas within the transcribed texts    

Meaning units were then clustered together to help identify essential meanings of 
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the phenomena under investigation (Appendix 12). This was done by examining the 

meaning units from each transcribed interview and searching for ways that they 

could be combined or clustered to form a theme. In order to do this Finlay (2011) 

described the need to focus on the way the situation under investigation appears to 

the participant. Dahlberg et al (2008) stated that examining data through the 

constituent parts of the lifeworld offers an opportunity to emphasise different 

nuances of the lifeworld. Finlay (2011) reported that it can be useful to interrogate 

the analysis using lifeworld-orientated questions and the researcher utilised this idea 

in the analysis of this study. It was deemed useful as a means of reducing the 

possibility of the researcher focusing upon taken-for-granted views about the data.  

Questions used were adapted from Finlay (Finlay, 2011, p. 230).  

 

¶ What is his/her sense of embodiment? (embodiment)  

¶ Where does he/she experience his/her day? Does he/she feel closed in? 

(spatiality)  

¶ How does s/he pass his/her day? Is it pressured? Isolated? Rushed? 

Boring? (temporality) 

¶ How does s/he experience relating to others? Who are the significant people 

involved and how are their relationships impacted?  (intersubjectivity)  

¶ Is there a mood/tone attached to the phenomenon? What background is 

being expressed such as ófeeling distantô, óworryô (mood)  

 

It was important that the researcher was continually aware of his perceptions and 

opinions and ensure that the meanings were located in the transcribed texts and not 

confirming previously held opinions. The use of such questions helped to maintain a 

focus on the interview and the participants.  

 

It was important that the researcher practised openness, as at this point it was 

important to be open to the possibility of seeing meanings that were present. An 

open approach enabled the researcher to become prepared for new understandings 

of the phenomena under investigation as opposed to looking for and finding 

meanings that confirm presupposed attitudes or views. This was what Dahlberg et al 

(2008) described as attempting to understand the whole, the initial readings in terms 

of its parts ï the meaning clusters ïagainst the backdrop of the whole which they 

argue takes us into the realm of understanding the phenomena in new ways. This 

open approach was continually worked at by trying to remain familiar with the 
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transcriptions and audio recordings and by attempting to ensure the emerging 

meanings were situated in the data. 

 

 

4.6.3 The whole ï longitudinal perspective 

Following how participantsô experiences changed over the course of their return to 

work was deemed essential as a method of examining possible adaptation over 

time. Lewis (2007) highlighted four different aspects of change to explore in 

qualitative longitudinal data. Firstly, narrative change, or the unfolding of individual 

stories across time was described (see Appendix 13). This can involve specific 

events and interactions, more subjective feelings, hopes, reactions and plans. Lewis 

(2007) used the term ónarrativeô rather than óchronologicalô change ñbecause stories 

are not always told in a linear wayò (Lewis, 2007 p. 458).  People may forget things, 

mention stories or experiences at different interviews or only feel happy to discuss 

things when they feel comfortable with the interviewer. The second type of change 

described arose from the reinterpretation by the participant ï their rethinking or 

retelling of experiences and feelings described earlier.  This is a process that may 

be explicit or implicit. The researcherôs reinterpretation is the third type mentioned. 

As more interviews are carried out it is possible to gain a better or different 

understanding of a participantôs opinions and views and possibly to re-interpret them 

in the context of other peoplesô interviews. Fourth, the absence of change is also 

important to highlight; what might remain unchanged or constant. Participants may 

have expected or wanted there to be a change, perhaps in their function which did 

not transpire. 

 

Lewisô method of approaching the data provides an opportunity to look for different 

types of change in qualitative longitudinal data. What type of change is occurring 

and how this change can help inform possible meanings in the data and take us 

beyond literal readings of the data alone. Does change feature in their narrative, or 

their interpretation? These four components proved to be a useful lens through 

which to consider the phenomenon under investigation over the course of the 

interview process in this study. The researcher explored the qualitative longitudinal 

data using Lewisôs four aspects.   

 

In this study, once the three interviews were completed the longitudinal aspect of the 

journey was analysed using Lewisô (Lewis, 2007) methods. The longitudinal aspect 
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of the analysis took place once all twenty one interviews were completed. This was 

done to enable the researcher to gain deeper understandings of each part 

(interview) of the phenomenon under investigation. Once the analysis of each 

interview was completed it was possible to examine each part in relation to the 

whole by examining them between and across the different interviews.  First of all, 

narrative change was noted across the interviews. Narrative change was significant 

at the second set of interviews. Participants began to wonder why the hand was not 

getting better as had been hoped and expected. Participants began to voice 

concerns about the lack of perceived support that they were getting from managers, 

family and friends. At the third and final set of interviews many participants 

reinterpreted their experiences. The researcherôs reinterpretations also changed 

over the course of the interviews. It only became apparent at the third interview that 

many participants were unaware of the implications of returning to work so quickly 

after sustaining their injury. After the third interview the implications of this decision 

became clearer. The difficulties that arose due to the lack of planning when 

returning to work became apparent. Viewing the interviews in their entirety and 

retrospectively afforded an opportunity to view how changes occurred over time. 

 

It was important, while this movement between the whole-parts-whole took place, 

not to add understandings or meanings that were not within the data as it presented 

itself. In this way ñnew horizons of meanings can emergeò (Dahlberg et al, 2008, 

p.237). An attitude of carefulness and reflection was needed to try and not make 

definite what is indefinite by bridling the pre understandings and assumptions of the 

researcher.  

 

 

4.7 Trustworthiness 

A qualitative approach and a reflective lifeworld research approach has been used 

in this study to gain insights into the experiences of individuals returning to work 

while managing a traumatic hand injury. Curtin and Fossey (2007) suggest that 

establishing the trustworthiness of qualitative research helps the reader have 

assurance that the findings presented have qualities that merit being recognised as 

being of worth. Finlay (2011) stated many studies focus upon individualsô lived 

experiences but they cannot be considered phenomenological if they do not attend 

ñto the phenomenological attitude and the underpinning non-dualistic philosophical 

theoryò and therefore could be best considered phenomenologically inspired or 
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orientated (Finlay, 2011, p. 26). Norlyk and Harder (2010) add that, in their survey of 

phenomenological nursing research, it was common that authors did not highlight or 

describe the phenomenological approach in detail, or that the principles of the 

phenomenological philosophical perspectives were often poorly clarified. Many 

authors have developed criteria to ensure that rigour is maintained in qualitative 

research (Lincoln and Guba, 1985; Creswell, 1998; Finlay, 2006). The need for 

rigour through the use of such criteria is necessary to ensure a systematic, 

accountable and high quality research methodology (Ballinger, 2004) but Dahlberg 

et al (2008) add that the strength of qualitative research depends on the diligence 

and judgment of the researcher, not on an adherence to a method as the researcher 

is in fact the research tool. 

 

In reflective lifeworld research the terms validity and objectivity are used to describe 

the scientific value of a lifeworld research study. Dahlberg et al (2008) argue that 

human existence is context dependent and cannot be context free. There is a need 

to discuss theoretical points and contextual factors which influence the form of 

research and the validity, objectivity and generality of its results. They add that 

objectivity and validity must be thought of from a phenomenological perspective 

which needs to include the assumptions which differ from an empirical perspective. 

As a consequence, there is a need to be óscientificô and to discuss objectivity and 

validity but from a phenomenological epistemological frame work. To be objective 

researchers must ñadopt an attitude that makes us see the phenomenon we are 

studying through all previous thoughts, feelings and opinions that we hold in relation 

to itò (Dahlberg, et al, 2008 p. 336). There is a need to see how the phenomenon 

under investigation was different from our pre-understandings. In this study, the 

researcher was prepared to be surprised and perhaps discover that any 

assumptions about the phenomenon were incorrect. Attempting to interrogate the 

data by using lifeworld-orientated questions that concentrated on its constituent 

parts proved a useful means of maintaining a distance from the data while looking 

for meanings (see section 4.6.2). The researcher in this study made many such 

shifts in understanding, mainly by re-reading the transcriptions, repeatedly listening 

to the recorded interviews and questioning the data by moving past what was 

directly being said or written and asking what was really going on, what was the 

context of the situation and how it was being described.  Dahlberg et al (2008) 

emphasised the fact that the researcher must take the process of research seriously 

as findings produced may be used by health care workers who rely and depend on 

results produced to guide their practice. This view fitted with the researcherôs 
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position as this study was undertaken with the aim of developing means of including 

patientsô perspectives that would impact upon the development and implementation 

of rehabilitation interventions for this patient group. The need to be open was 

worked upon by the researcher by attempting to shift a focus from the medical and 

rehabilitative concerns and instead to attempt to gain insights into the experiences 

and perspectives of the participants. The researcher was aware that there was a 

possibility that the perspectives of the participants may contradict medical 

perspectives but such awareness enabled the researcher to remain open to such 

views. A realisation of the need to attempt to see participantsô experiences in a new 

way was a driving force in this study. 

 

In this study, the researcher attempted to maintain an open attitude by being familiar 

with the transcriptions and the audio recorded interviews. In addition, an ñattitude of 

carefulness and reflectionò was adopted (Dahlberg et al, 2008, p.241).  New 

meanings that appeared to emerge were not taken for granted but were re-

examined in relation to the transcribed interviews. It was essential not to make 

definite what was indefinite for as long as possible (Appendix 14). 

 

Participants were not asked to read transcriptions to confirm findings as it was 

considered that this would mean the data would no longer be an insight into the 

naïve perspectives of the participants but a considered and reflected-upon opinion. 

Asking participants to reflect on transcripts even a week later will be difficult as their 

situation is continually changing. The longitudinal nature of the study means 

participants naturally reflect on earlier conversations at the later conversations.  It 

was also clear to the researcher that having worked in this area of work for many 

years there was a need to look beyond responses that might be expected and 

instead to focus on the responses given. Participants would discuss their perceived 

progress and participation in their exercise programme for example and it was 

consciously decided to not respond to medical or rehabilitation questions but instead 

to direct them back to their treating occupational therapist. Having experience about 

the healing process of such structures did prove to be useful when exploring how 

participantsô perceptions of their injuries altered over time. It was useful for the 

researcher to link reported experiences concerning the rehabilitation process as an 

opportunity to help gain insights into how participants adapted over time.    

 

Ryan et al (2007) highlighted the need for the researcher to provide ample 

information for the reader to determine the dependability of the study. An audit or 



 

83 

decision trail, has been developed that included an example of an analysis of an 

interview (Appendix 10), how themes were clustered (Appendix 12), analysing the 

longitudinal component (Appendix 13), an example of the bridling process (Appendix 

14), the initial readings of the transcribed interviews (Appendix 9). This provides an 

opportunity for each stage of the research process to be observable and clearly 

documented.  

 

4.7.1 Reflexivity 

Ballinger (2006) points out that the reflexive approach taken in a qualitative study 

needs to be consistent with the epistemological stance of the researcher in the 

study. In this study the researcher has used a reflective lifeworld research approach 

and therefore, instead of attempting to remain as distanced or detached as possible 

from the study, he actively strove to be fully involved and open to what may appear 

throughout the administration of the study (Finlay, 2011). Ballinger (2006) adds that 

it is also necessary not to become too introspective but to strive to maintain a focus 

on the phenomenon under investigation. This can provide an opportunity to focus on 

the lived experience of the participants and help discover ways of understanding the 

phenomenon under investigation in new ways. 

 

In this study, it was important to set out how the thinking of the researcher changed 

through engagement with this study. This was done by keeping notes after each 

interview, transcribing each interview and continually revisiting each transcription to 

gain a sense of the mood, tone and pace of each. Notes taken after each interview 

were used as a means of recording the researcherôs thoughts, interpretations and 

potential biases when interviewing and analysing data (Appendix 9). The notes were 

constantly referred to when analysing the data and provided an opportunity to work 

towards making explicit experiences and assumptions of the participants in order to 

gain potentially new insights into the phenomenon under investigation.  For 

example, the researcherôs understanding of participantsô insights regarding their 

relationship with their managers and colleagues changed as the study progressed 

(section 5.6). The longitudinal component also provided an ongoing opportunity to 

check participantsô perceptions and evaluations of their experiences.  The process 

of analysis provided an opportunity to bridle or keep in check any rush to gain 

insights (Appendix 14) and to work with both the participantsô descriptions and the 

researcherôs emerging insights. Member checking was not carried out (section 4.7) 
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but preliminary findings were discussed with academic supervisors as a means of 

checking them and ensuring they were based in the data.  

 

4.8 Summary 

The methods used in this study were justified by the methodology described in 

chapter three.  The methods used to help answer the research question using a 

reflective lifeworld research perspective included: the study site, recruitment and 

selection process, data collection process and methods of analysis. The methods 

chosen in this study were designed to reflect the research approach taken in this 

study: to gain insights into the experiences of hand injured individuals when 

returning to work.  
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Chapter 5: Findings: Stage one 

 

5.1 Introduction 

This chapter sets out findings for the first stage of the study. Initially a pen portrait of 

each participant will be presented to provide context to their experiences. These 

include photographs of their injured hand at the point of first interview. It was 

decided to include the photographs to provide a sense of the splint or wounds that 

the participants were managing.  

 

The chapter continues with a description of themes that emerged from the data 

analysis. These themes emerged from interviews that occurred at three distinct 

points in time.  The first of these were planned to take place as close to the point of 

injury as possible, the second as close as possible to the point that participants 

returned to work and the third took place after participants had been back at work for 

about six weeks (for those that returned to work). A major theme emerged at each 

interview point and each major theme had three sub-themes. Finally, the longitudinal 

nature of the experiences of individuals (how these experiences may have evolved 

over time) is examined.   

 

 

5.2 Participantsô stories  

A summary of the participantsô characteristics and injuries sustained are given in 

table 5.1. A more detailed picture of the participants is given in the following seven 

pen portraits, these describe the participantsô home life, their work and how they 

damaged their hand. 
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Table 5.1: Summary of participantsô characteristics 

 

Participant Gender Age Injury sustained Type of work 
Where injury 

took place 

1 John Male 40-45 

Crush and fracture to 

4th and 5th 

metacarpal 

Service 

industry 
At work 

2 James Male 30-35 

Extrinsic flexor 

tendons, zone II and 

radial digital nerve 

Service 

industry 

At home, 

cooking 

3 Christine Female 30-35 

Extensor tendon 

zone III R index 

finger 

Healthcare At home 

4 Daniel Male 20-25 
Extrinsic flexor 

tendons zone II 
Education At work 

5 Sharon Female 26-30 
Extensor tendon 

zone IV 
Office worker At home 

6  Ian Male 26-30 
Extensor tendon 

repair zone III 
Manufacturing At work 

7 Martin Male 26-30 

Extrinsic flexor 

tendons and ulnar 

digital nerve 

Healthcare At a party 
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5.2.1 Johnôs story 

John is a man in his mid thirties who is married with four children. He has worked for 

the same firm for six years as a driver. The company is small and employs five to six 

people. Johnôs role is varied but is mainly made up of making-up orders for delivery, 

loading the supplies onto a van with a fork-lift truck, undertaking deliveries and 

giving and receiving invoices and payments before returning to the depot. He injured 

his right dominant hand when loading the van. He was trying to load a pallet of 

goods onto the van with a fork lift truck when the pallet slipped and became 

jammed. He tried to free the pallet with his hands. The loaded pallet slipped and 

crushed his right dominant hand, breaking bones of the ring and little finger. Due to 

the crush he also sustained a óburstô injury to the skin and soft tissues (Picture 1). 

He underwent a surgical repair and k-wires were inserted to help maintain the 

alignment of the bones. These wires protrude through the skin on the dorsum of the 

hand and he reported that they were removed at six weeks following surgery. 

   

 

Picture 1: Johnôs hand 
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5.2.2 Jamesô story 

James is in his mid thirties and is both a student and works in retail. His work 

requires him to use a moped and sometimes to work in the shop. He lives in a 

shared house and it was while he was cooking his evening meal at home, he 

attempted to cut some frozen meat and the knife slipped and cut his left non-

dominant hand. 

 

On being assessed in the Accident and Emergency department a lacerated tendon 

and nerve were suspected and he was booked for surgery. Three days later he had 

the operation and underwent both a flexor tendon and digital nerve repair to his left 

little finger (Picture 2). The post-operative rehabilitation regime for this injury 

consists of wearing a splint full-time for five weeks and part time for a further three 

weeks as well as being involved in an hourly exercise programme. The tendon 

needs twelve weeks in all to be able to cope with resistive activities. Following his 

surgery he was told that his job would be kept open for him. He planned to continue 

with his university course. 

 

Picture 2: Jamesô hand 
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5.2.3 Christineôs story 

Christine is a healthcare worker in her late twenties. She recently moved to a new 

flat and had bought new furniture and equipment for it. While unpacking a new 

kitchen knife, which was attached to a piece of cardboard with plastic cable ties, 

Christine tried to release it with a pair of scissors. The scissors slipped and she cut 

the middle joint of her right dominant index finger. She applied pressure to the 

wound and put some antiseptic cream onto it and covered with a plaster. She waited 

two days before going to her local hospital for an opinion. It was found that she had 

lacerated an extensor tendon on her right dominant index finger (Picture 3). The 

force of the scissor action also loosened a fragment of bone from the middle 

phalanx of the index finger. She lives in a flat-share with a friend. Following her 

operation, Christine would need to wear a splint full time for four weeks and part 

time for a further four weeks. The tendon would need twelve weeks in all to be fully 

healed. 

 

Picture 3: Christineôs hand 
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5.2.4 Danielôs story 

Daniel works in education and is in his early twenties. While at work he cut his hand 

on a broken glass bottle. He cut two flexor tendons and a nerve and had these 

surgically repaired three days after the injury (Picture 4). He would need to attend 

hand therapy weekly. He lives at home with his parents. Daniel would need to wear 

a splint full time for five weeks and part time for a further three weeks.  

 

Picture 4: Danielôs hand 
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5.2.5 Sharonôs story 

Sharon is an office worker in her mid twenties. She lives alone. While cooking at 

home for a friend, her knife slipped whilst chopping food and cut the dorsum of her 

left non-dominant index finger over the knuckle. The wound bled a lot and her friend 

advised her to apply pressure to the wound. Sharon felt that it was just a deep cut 

and although in pain could move the finger so concluded that it would heal in time. 

Three days later, when the cut was beginning to heal she picked up something while 

at home  and felt a ópopô at the wound site and suddenly the finger could not lift up 

(extend) anymore and she was in a lot more pain. She went to her GP who 

suspected a broken tendon  so referred her to hospital for assessment and possible 

surgical intervention. She was assessed by a plastic surgeon who confirmed that a 

tendon had ruptured and that she would need an operation to repair it. Sharon 

would need to wear a splint full time for four weeks and part time for a further four 

weeks to ensure the repaired structures would heal fully (Picture 5). 

 

Picture 5: Sharon's hand 
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5.2.6 Ianôs story 

Ian is a man in his late twenties who works for a manufacturing company. His work 

involves him using tools and heavy lifting. He lives with his girlfriend and plays lead 

guitar in a band.  

 

While at work, Ian opened a new tube of glue using a razor blade. He slipped while 

doing this and cut through the skin of his left non-dominant index finger on the 

dorsum of the middle joint. At the time he did not realise that he may have cut his 

tendon so he bound the injury and continued working. That night, he was playing a 

gig and midway through the concert the tendon broke and he went to hospital soon 

after. He later underwent a surgical exploration and an extensor tendon was 

repaired. Ian was unaware that he had partially cut the tendon at the initial injury and 

through use it finally ruptured later that day. Following his surgery, Ian had to wear a 

splint full time for four weeks. In that time he had to remove the splint hourly to carry 

out exercises (Picture 6).  

 

Picture 6: Ianôs hand 
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5.2.7 Martinôs story 

Martin is a recently qualified health care worker. He currently lives with his parents. 

He fell through a window and lacerated flexor tendons and a nerve to his left non-

dominant index finger and he underwent a surgical repair. He started hand therapy 

the following week. Martin had to wear a protective splint full time for five weeks day 

and night and for protection for a further four weeks after that (Picture 7).  

 

Picture 7: Martinôs hand 
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5.3 Development of themes from constituent parts 

Each participant was interviewed on three separate occasions, twenty-one 

interviews in total. As described in the methods chapter (section 4.8) each interview 

was analysed individually. Once the interviews were analysed themes were 

developed from each of the first, second and third interviews and then again 

longitudinally (Lewis, 2007). The findings from the interviews are conveyed in a way 

that reflects the three rounds of interviews by being made up of three phases. Table 

5.2 sets out three major themes with a subtheme from each of the three interviews. 

These reflect the longitudinal nature of individualsô experiences (Table 5.2) in 

keeping with the methodology.  

 

Table 5.2: Major themes and subthemes emerging from interviews in 

the first stage of the study 

 

 Subthemes 

Major themes Interview 1 Interview 2 Interview 3 

1) the physical journey naivety reality bites the new hand 

2) the emotional journey itôs only a finger competing priorities regrets 

3) contemplating work expectations 
itôs not how I 

thought it would be 
  acceptance of 

the work-life 

 

 

 

5.4 Major theme one: The physical journey 

 

5.4.1 Subtheme one: ónaivetyô 

All participants sustained a traumatic injury to their wrist, hand or finger(s). Some of 

the participants did not initially seek medical advice. They had previous experiences 

of having suffered minor cuts and they considered that the new cut would not be so 

different and in time the injury would resolve itself like it had always done before. 

Other participants, who had sustained an injury that required immediate medical 

intervention, were surprised when surgery was indicated. Participants found it 
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difficult to understand the true implications of the injury and the impact it would have 

on their day-to-day lives. 

 

When Sharon cut herself on a knife at home when preparing dinner for a friend:  

 

Sharon άΧ ǿŜ ǿŀǎ ƛƴ ǘƘŜ ƪƛǘŎƘŜƴ Ƨǳǎǘ ƘŀǾƛƴƎ ŀ ŎƘŀǘ ŀƴŘ L ǿŀǎ preparing dinner and 

things. L ŀŎŎƛŘŜƴǘƭȅ ǎƭƛǇǇŜŘ ŀƴŘ ŎŀǊǾŜŘ Ƴȅ ƪƴǳŎƪƭŜΦ {ƻ ŜǊƳΣ L ŘƛŘƴΩǘ ǘƘƛƴƪ ŀƴȅǘƘƛƴƎ ƻŦ 

ƛǘ ŀǘ ǘƘŜ ǘƛƳŜ ōǳǘ ƛǘ ǿŀǎƴΩǘ ōƭŜŜŘƛƴƎ ŀ ƭƻǘ ŀƴŘ Ƴȅ ŦǊƛŜƴŘ ǎŀƛŘΣ ȅƻǳ ƪƴƻǿΣ Ƨǳǎǘ Ǉǳǘ 

ǎƻƳŜ ǇǊŜǎǎǳǊŜ ƻƴ ƛǘ ŀƴŘ ƛǘ ǎǘƻǇǇŜŘ ōƭŜŜŘƛƴƎ ǎƻ L ŘƛŘƴΩǘ ǘƘƛƴƪ ŀƴȅthing of it and I 

ǘƘƻǳƎƘǘ ǘƘŀǘΩǎ ŦƛƴŜ ƛǘ ǿŀǎƴΩǘ ƎŀǇƛƴƎ ŀǘ ǘƘŜ ǘƛƳŜ ǎƻ L ŘƛŘƴΩǘ ǘƘƛƴƪ ƛǘ ǿŀǎ ōŀŘΧǎƻ 

anyway a couple of days passed and the wound was sticking back together so I 

ŘƛŘƴΩǘ ǘƘƛƴƪ ŀƴȅǘƘƛƴƎ ƻŦ ƛǘΦ hōǾƛƻǳǎƭȅ L ǘƘƛƴƪ L ŎǊŜŀǘŜŘ ǎƻƳŜ ŘŀƳŀƎŜ ŀƭǊŜŀŘȅ ǿƛǘh the 

ƪƴƛŦŜΧ L ǘƘƛƴƪ ƛǘ ǿŀǎ ŀōƻǳǘ ǘƘǊŜŜ Řŀȅǎ ŀŦǘŜǊΦ ΦΦȅŜŀƘΧέ A 9-15. 

 

But the usual healing pattern she had experienced in the past was not following its 

usual course. It was not until three days had passed that she finally sought medical 

advice. : 

 

SharonΥ άL ǿŜƴǘ ǘƻ ǎŜŜ Ƴȅ GP ŀƴŘ ƘŜ ǎŀƛŘ ōŀǎƛŎŀƭƭȅ ǘƘŀǘ LΩƳ ǿƻǊǊƛŜŘ ǘƘŀǘ LΩǾŜ ŘƻƴŜ 

some kind of tendon damage and to go straight to the hospital and so I was referred 

ǘƻ ǘƘŜ ȄȄȄȄΦ LǘΩǎ ǘƘŜ ŎƭƻǎŜǎǘ ƻƴŜ ŀƴŘ ŜǊƳ ǿŜƴǘ ǘƻ ǎŜŜ ŀ ŎƻƴǎǳƭǘŀƴǘΦ ¢ƘŜȅ ŎŀƳŜ Řƻǿƴ 

and inspected my hand and said that basically I have cut a tendon in my hand. That 

ǿŀǎ ŀ ǎƘƻŎƪΦ L ŘƛŘƴΩǘΣ L ǘƘƻǳƎƘǘ ǘƘŀǘ ƳŀȅōŜ ǘƘŜǊŜ ǿŀǎ ǎƻƳŜ ōǊǳƛǎƛƴƎ ƻǊ ǎƻƳŜǘƘƛƴƎ 

underneath. I never thought it would be as serious as that. 

Interviewer: ά{ƻ ƘŀŘ ƘŜ ǘƻƭŘ ȅƻǳΣ ŘƛŘ ƘŜ ǘŜƭƭ ȅƻǳ ǘƘŀǘΚέ 

SharonΥ ά¸ŜŀƘ ǘƘŀǘ L ǿƻǳƭŘ ƴŜŜŘ ǎǳǊƎŜǊȅ ŀƴŘ L ǿŀǎ ƭƛƪŜ ΨƻƘ ƴƻΗΩέ A: 27-35.                  

 

Daniel also initially considered that his injury was not serious at the time he cut his 

hand on a glass bottle while at work. After his accident: 

 

DanielΥ  ά!ǘ ŦƛǊǎǘ L ŘƛŘƴΩǘ ǘƘƛƴƪ ƛǘ ǿŀǎ ǎƻ ōŀŘΣ ǘƘŀǘ ƛǘ ǿŀǎ Ƨǳǎǘ ŀ ōƭŜŜŘƛƴƎ ŦƛƴƎŜǊέ A: 9-

10. 
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 Again, a prompt was needed from others that he should have his injury examined at 

his local hospital. 

 

DanielΥ άΧōǳǘ ǘƘŜƴΧ ŀǎ L ǿƻǊƪ ƛƴ ŀ ǎŎƘƻƻƭ ŀƴŘ ǘƘŀǘΣ L ǿŀǎ ǘƻƭŘ ǘƻ Ǝƻ ǘƻ ƘƻǎǇƛǘŀƭ ǘƻ 

ƎŜǘ ǎƻƳŜ ǎǘƛǘŎƘŜǎ ŀƴŘ ǘƘŀǘΦέ A: 12. 

 

Even at this point he did not feel that the injury would need anything more involved 

than some stitches and that he would soon be getting on with his life as usual again: 

 

DanielΥ άL ǘƘƻǳƎƘǘ ƭƛƪŜΣ ǇŜƻǇƭŜ Ŏǳǘ ǘƘŜƛǊ ŦƛƴƎŜǊǎ ŀƭƭ ǘƘŜ ǘƛƳŜΣ ŀōƻǳǘ ŀ ƳƻƴǘƘ ōŜŦƻǊŜ L 

cut my hand on a cheese grater and that probably hurt even more and there was 

ƳƻǊŜ ōƭƻƻŘΣ ǎƻ ǿƘŜƴ L ŘƻƴŜ ƛǘ L ǘƘƻǳƎƘǘ ƛǘΩǎ Ƨǳǎǘ ƭƛƪŜ ōŜŦƻǊŜΣ L Ŏǳǘ Ƴȅ ƘŀƴŘΣ ΨLΩƭƭ Ƨǳǎǘ 

ƘŜŀƭ ŀƴŘ ƛǘΩƭƭ ōŜ ŦƛƴŜΩ ōǳǘ ƛǘ ǘǳǊƴŜŘ ƻǳǘ ǘƻ ōŜ ŀ ƭƻǘ ƳƻǊŜ ǎŜǊƛƻǳǎ ǘƘŀƴ L ǘƘƻǳƎƘǘΦέ A: 

30-33. 

 

When at the hospital he was told that he would need surgery which came as a 

surprise. In addition, he was not expecting that he would need to undergo an 

operation:  

 

DanielΥ άL ǿŀǎ ŀ ōƛǘ ǎǳǊǇǊƛǎŜŘ ŀǘ Ƙƻǿ ǎŜǊƛƻǳǎ ƛǘ ǿŀǎΦ L ǘƘƻǳƎƘǘ L ǿŀǎ Ǝƻƴƴŀ ǘǳǊƴ ǳǇΣ 

ǎǘƛŎƪ Ƴȅ ƘŀƴŘ ƻǳǘ ŀƴŘ ǘƘŜȅ ǿƻǳƭŘ ǎƻǊǘ ƛǘ ƻǳǘ ŀƴŘ LΩŘ Ǝƻ ƘƻƳŜ ŀƴŘ ŜǊΣ L ŘƛŘƴΩǘ ǘƘƛƴƪ 

LΩŘ ƘŀǾŜ ǘƻ ǿŜŀǊ ŀ ƘƻǎǇƛǘŀƭ ƎƻǿƴΣ L ǿŀǎ ǉǳƛǘŜ ǎǳǊǇǊƛǎŜŘΦέ A: 51-54. 

 

It was only then that Daniel began to have a sense of the seriousness of the injury. 

 

Similarly, Ian had what he considered a minor cut to his finger. The type of cut was 

one that he experienced on a fairly regular basis while at work:  

 

IanΥ άhǇŜƴƛƴƎ ŀ ǘǳōŜ ƻŦ ƎƭǳŜΣ ŀ ǎƛƭƛŎƻƴŜ ǘǳōŜ ƻŦ ƎƭǳŜ ǿƛǘƘ ŀ ǊŀȊƻǊ ōƭŀŘŜΣ ƴƻǘ ǘƘŜ 

correct Stanley knife but a razor blade, nice and easy and  my finger slipped and I 

took the top of my knuckle, sort of half the top of my knuckle clean off. With one 

swift, ƎƭƛŘƛƴƎ Ŏǳǘ ƛǘ ŘƛŘƴΩǘ ŜǾŜƴ ƘǳǊǘ ƛǘ ǿŀǎ Ƨǳǎǘ ǎƻ ǎƘŀǊǇΦ !ƴŘ L ƪƴŜǿ ǿƘŀǘ ƘŀǇǇŜƴŜŘ 

and I just sort of looked at it, realised what it was as we cut ourselves quite a lot 

using these things, cleaning up glass and everything, because I work with glass and 
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as I doƴŜ ƛǘ L ōŜƴǘ Ƴȅ ŦƛƴƎŜǊ ǘƻ ǎŜŜ ǿƘŀǘ ǿŀǎ ƎƻƛƴƎ ƻƴ ŀƴŘ ƛǘΩǎ ƭƛƪŜ ǘƘŜ ǿƘƻƭŜ ǘƻǇ ƻŦŦ 

my knuckle in a right angle was cut and was flapping off the top... I just cut a big 

flap of it off and it really hurt. Lots and lots and lots of blood, but I was on my own 

so L ƘŀŘ ǘƻ ǘŀǇŜ ƛǘ ǳǇΦ L ǘŀǇŜŘ ƛǘ ǳǇΣ ŎƭŜŀƴŜŘ ƛǘ ǿƛǘƘ ŀ ōƛǘ ƻŦ ǘƛǎǎǳŜ ŀƴŘ ǿƘŜƴ LΩŘ 

ŦƛƴƛǎƘŜŘ ǘƘŜ Ƨƻō ŀƴŘ Ƴȅ ƘŀƴŘ ǿŀǎ ƻƪ ƛǘ ǿŀǎ ǿƻǊƪƛƴƎ L ƳŜŀƴ L ǿŀǎƴΩǘ ōŜƴŘƛƴƎ ƛǘ 

ŎƻƳǇƭŜǘŜƭȅ ōǳǘ LΩŘ ƎŀŦŦŜǊ-ǘŀǇŜŘ ǘƘŜ ǿƘƻƭŜ ǘƘƛƴƎ ǳǇΦΦΦέ A: 7-11.  

     

Ian did not consider that the injury was serious enough to stop him from getting 

on with his job. He was aware that the injury was painful and the cut very deep 

but he focussed on the fact that he could use it and could finish the job he was 

doing at that time. Later that night when playing guitar with his band: 

 

IanΥ ά²Ŝ ǿŜǊŜ ǇƭŀȅƛƴƎ ǘƘŀǘ ƴƛƎƘǘ ŀƴŘ L ǿŀǎ ǇƭŀȅƛƴƎ ŀƴŘ ŀƭƭ ƻŦ ŀ ǎǳŘŘŜƴ ƛǘ ŦŜƭǘ ƭƛƪŜ 

someone had flicked the back of my finger with a rubber band (points to the back of 

his index finger) ƭƛƪŜ ǘƘŀǘ ŀƴŘ Ƴȅ ŦƛƴƎŜǊ ōŜƴǘ ŀƴŘ ǿƻǳƭŘƴΩǘ ǎǘǊŀƛƎƘǘŜƴ ŀƴŘ  ǘƘŜǊŜ ǿŀǎ 

ŀ ƭƻǘ ƻŦ ōƭƻƻŘΦέ     

Interviewer: ά{ƻ ȅƻǳ ŜƴŘŜŘ ǘƘŜ ŎƻƴŎŜǊǘ ǘƘŜǊŜ ŀƴŘ ǘƘŜƴΚέ 

Ian: άI had to yeah, so to I went to hospital... so I had to go home drop off all my 

ŜǉǳƛǇƳŜƴǘ ŀǎ L ŘƛŘƴΩǘ ŦŀƴŎy leaving a van full of guitars and amplifiers in a car park. 

So I had to go home first.έ A: 47-65. 

 

By now, Ian could see that he had seriously damaged his finger and that he needed 

to go to hospital. Even so he initially put the medical assessment off until he finished 

what he considered more pressing needs at the time.  

 

The reality that the hand was injured did not initially prompt participants to seek 

medical intervention. They did not think the injury, although painful, was serious 

enough to warrant taking time out from their busy lives to have it seen to by medical 

professionals.  

 

Christine cut herself opening a package with a knife when she slipped:                              

  

ChristineΥ άaȅ ƘŀƴŘ ǎƭƛǇǇŜŘ ŀƴŘ ǘƘŜ ōƭŀŘŜ ǿŜƴǘ ǊƛƎƘǘ ŀŎǊƻǎǎ Ƴȅ tLt ƧƻƛƴǘΦ 9ǊƳΦΦΦ L 

ƳŜŀƴ LΩǾŜ Ŏǳǘ ƳȅǎŜƭŦΣ ƴƛŎƪŜŘ ƳȅǎŜƭŦ ǿƛǘƘ ƪƴƛǾŜǎ ŀƭƭ ǘƘŜ ǘƛƳŜ ŀƴŘ L ǿƻǳƭŘƴΩǘ ǎŀȅ L ƎŜǘ 
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ǉǳŜŀǎȅ ōǳǘ L ŘƛŘ ŦŜŜƭ ŀ ōƛǘ ǿƻƻȊȅΦΦΦLǘ ǿŀǎ ǉǳƛǘŜ ǇŀƛƴŦǳƭ ŀƴŘ ǘƘŀǘ ŜǾŜƴƛƴƎ L ŎƻǳƭŘƴΩǘ 

really do much. The following day; the Monday I was off work that day because I 

ǿŀǎ ŀŎǘǳŀƭƭȅ ƳƻǾƛƴƎ ŦƭŀǘΦέ A: 4-18.       

                                                                                                  

Christine was aware that the injury was more serious than a usual cut, but she 

opted to go to her pharmacist for an opinion on the injury rather than seeking 

more appropriate medical advice. She prioritised other activities, like moving 

house and going to work over getting her injury reviewed: 

 

Christine: άL ƘŀŘ ǎƻ ƳǳŎƘ ǘƻ Řƻ ƻƴ ǘƘŀǘ aƻƴŘŀȅ ŜǊƳ ǘƘŀǘ L ǿŜƴǘ Řƻǿƴ ǘƻ Ƴȅ ƭƻŎŀƭ 

pharmacist and got him to have a look at it. He obviously had no concerns from an 

ƛƴŦŜŎǘƛƻƴ Ǉƻƛƴǘ ƻŦ ǾƛŜǿ ōǳǘ ƻōǾƛƻǳǎƭȅ ŘƛŘƴΩǘ ƪƴƻǿΣ ǿƘŀǘ ǿŀǎ ƎƻƛƴƎ ƻƴ ƛƴǘŜǊƴŀƭƭȅΦ .ǳǘ 

him sayinƎ ǘƘŀǘ ƛǘ ŘƛŘƴΩǘ ƭƻƻƪ ƭƛƪŜ ǘƘŜǊŜ ǿŀǎ ŀƴȅǘƘƛƴƎ ǘƻ ōŜ ǿƻǊǊƛŜŘ ŀōƻǳǘΦέ  A: 22-

26. 

 

Using her previous experiences of such cuts she chose to consider it to be 

minor as she was unaware that the injury may be more serious. She used her 

previous experiences to determine what she would do to manage the situation: 

 

ChristineΥ άL Ŏǳǘ ƳȅǎŜƭŦ ōŜŦƻǊŜ ŀƴŘ Ƴȅ ŦƛƴƎŜǊ ƘŀŘƴΩǘ ǎǿƻƭƭŜƴ ƭƛƪŜ ƛǘ ŘƛŘ ǘƘƛǎ ǘƛƳŜ 

around. But, I think again it was just being like I had so much to do and it was like 

ǘƘŀǘ ǿŀǎƴΩǘ Ƴȅ ǇǊƛƻǊƛǘȅ ŀƴŘ L ǘƘƛƴƪ it was Monday evening I had applied some 

antiseptic cream and put on some steri-strips and just kind of got on with things that 

ƘŀŘ ǘƻ ƎŜǘ ŘƻƴŜΦέ A: 37-41. 

 

And although she had an idea that she had damaged the finger more than a 

óusual cutô she went into work the following day. She tried to continue with her 

usual daily routines and waited until she realised that the finger was not 

following the healing pathway she expected: 

 

ChristineΥ ά!ƴŘ ƻƴ aƻƴŘŀȅ ŜǾŜƴƛƴƎ ǿŀǎ ǿƘŜƴ L ǎǘŀǊǘŜŘ ǘƻ ƎŜǘ ŀ ƭƛǘǘƭŜ ōƛǘ ǿƻǊǊƛŜŘ 

about it.  Because it was extremely swollen in comparison to my left index finger and 

I was noticing that it was slightly flexed at the PIP joint. I could straighten it but it 

was very ŜŦŦƻǊǘŦǳƭ ŀƴŘ ǾŜǊȅ ǇŀƛƴŦǳƭΦ {ƻ L ǿŜƴǘ ƛƴǘƻ ǿƻǊƪ ǘƘŜ ƴŜȄǘ Řŀȅ Χέ A: 43-45. 
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Christine returned to work and she reported that her colleagues and manger 

were surprised that she had not had the injured finger checked by a doctor and 

she was encouraged to go to the hospital for a review.  It was three days after 

being injured that Christine had her injured finger reviewed in hospital.  

 

The participants, even when being assessed at hospital, were unclear about what 

the injury might mean and what impact the injury might have on their daily lives. 

The ability to engage in their usual daily activities, social and family relationships 

and their ability to work for example were considered. In addition thoughts about 

how to manage the injury were being thought about.  

 

It was clear following Johnôs injury that medical attention would be needed 

immediately. He caught his hand between a forklift and a pallet crushing part of 

his right hand. He knew the injury was serious and needed to be reviewed at 

hospital. It was only after surgery on his hand that it began to dawn on him that 

his hand injury was more serious than he thought and that it was going to impede 

his ability to function. Following surgery his hand was stiff, painful and had 

reduced movement: 

 

JohnΥ άL ŘƻƴΩǘ ƪƴƻǿΣ ƛǘΩǎ ƘŀǊŘ ǘƻ ŘŜǎŎǊƛōŜΦ 9ǊƳ ƛǘ ǿŀǎ ŜǊƳΦΦΦL ǿŀǎ ƎŜǘǘƛƴƎ ǎƻƳŜ ǇŀƛƴΦ 

!ƴŘ ǎƻǊǘ ƻŦ ΧŜǊƳΦΦΦ !ƴŘ ōŜŎŀǳǎŜ ƻŦ ǘƘŜ ƳŜǘŀƭ ƛƴǎƛŘŜ L ǿŀǎ ŦŜŜƭƛƴƎΦΦΦ {ƻƳŜ ǿƛǊŜΣ L 

ŘƻƴΩǘ ƪƴƻǿ ǿƘŀǘΣ ǘƘŜȅ ŘŜǎŎǊƛōŜŘ ǘƘŜƳ ŀǎ Y-wires or something, I was feeling 

ŀǿƪǿŀǊŘ ŀƴŘ LΦΦΦέ  

Interviewer: ά²Ƙŀǘ Řƻ ȅƻǳ ƳŜŀƴ ŀǿƪǿŀǊŘΣ ŀǿƪǿŀǊŘ ƛƴ ǿƘŀǘ ǎŜƴǎŜΚέ 

JohnΥ ά¢ƘŜ ŦŜŜƭƛƴƎ ǿƛǎŜΧL ŦŜŜƭΧΦΦL ŘƻƴΩǘ ƪƴƻǿ ƛǘΩǎ ƘŀǊŘ ǘƻ ŘŜǎŎǊƛōŜΦΦΦ¸ŜŀƘ L ǘƘƻǳƎƘǘ L 

would be able to move but because they had a plaster in it was holding my finger 

like (he describes his hand being tightly bound in plaster). Because the plaster is 

ƘƻƭŘƛƴƎ ƛǘ ȅƻǳ ŎŀƴΩǘ ƳƻǾŜ ƛǘ ǎƻΧέA: 157-184. 

 

John was not sure how long the recovery time would be. He was initially told that 

the k-wires would be removed in two weeks time (three weeks post injury). It was 

only then that John was beginning to understand the seriousness of the injury.  
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Christine was told by surgeons that her injured tendons would take eight weeks 

to heal. She expected that once this time had passed she would be able to use 

her hand again as she had done prior to her injury: 

 

Christine: άLǘ ŎƻǳƭŘ ǘŀƪŜ ǳǇ ǘƻ ǘǿŜƭǾŜ ǿŜŜƪǎ ǘƻ ƘŜŀƭΦ aȅ ǳƴŘŜǊǎǘŀƴŘƛƴƎ ƛǎ ǘƘŀǘ ƛǘ 

ǿƻƴΩǘ ǘŀƪŜ ǘǿŜƭǾŜ ǿŜŜƪǎ ŦƻǊ ƳŜ ǘƻ ōŜ ŀōƭŜ ǘƻ ǳǎŜ ǘƘŜ ƘŀƴŘ ŦǳƴŎǘƛƻƴŀƭƭȅ L ǿƻǳƭŘƴΩǘ 

ǘƘƛƴƪΦ IƻǇŜŦǳƭƭȅ LΩƭƭ ōŜ ŀōƭŜ ǘƻ ǳǎŜ ƛǘ ŦƻǊ ŜǾŜǊȅŘŀȅ ǘŀǎƪǎ ǎƻƻƴŜǊ ōǳǘ ǘƘŜƴ ƛǘ ǿƛƭƭ ōŜ 

ōǳƛƭŘƛƴƎ ǳǇ ǘƻ ƴƻǊƳŀƭ ǳǎŜέ A: 157-160.  

 

She was expecting the injured hand to regain its pre-morbid level of function. Ian 

voiced concerns about his injury soon after it was first injured:  

 

IanΥ άL ǿŀǎƴΩǘ ƛƴ ǘƘŀǘ ƳǳŎƘ ǇƘȅǎƛŎŀƭ ǇŀƛƴΦ Lǘ ǿŀǎ ƳƻǊŜΦΦΦƛǘ ǿŀǎ Ƨǳǎǘ ƳƻǊŜ ƭƛƪŜ L 

ŎƻǳƭŘΩǾŜ ŘƻƴŜ ǎƻƳŜǘƘƛƴƎ ǊŜŀƭƭȅ ōŀŘ ǘƻ ǇŀǊǘ ƻŦ Ƴȅ ŦƛƴƎŜǊΣ ŀǎ L ŘƻƴΩǘ ƪƴƻǿ ǊŜŀƭƭȅΦ L 

understand a lot of things about medical shit, about how tendons move and stuff 

ƭƛƪŜ ǘƘŀǘΦ !ƭƭ L ƪƴƻǿ ƛǎ ǘƘŀǘΣ L ƪƴƻǿ ǿƘŀǘ ǘƘŜȅ Řƻ ōǳǘ L ƪƴƻǿ ǘƘŀǘ LΩŘ ǎŜǾŜǊŜŘ 

ǎƻƳŜǘƘƛƴƎ ōŜŎŀǳǎŜ L ƪƴƻǿ ǇŜƻǇƭŜ ǿƘƻ ƘŀǾŜ ƘǳǊǘ ǘƘŜƳǎŜƭǾŜǎΦ ! ŦǊƛŜƴŘ ƻŦ ƳƛƴŜ ƘŀǎƴΩǘ 

got the full use of these two fingers (points) and because of an accident he had and 

ǘƘŀǘ ŀƴŘ LΩƳ ƭƛƪŜ ǇǳǊŜƭȅΣ ȅƻǳ ƪƴƻǿ ǿƛǘƘ ǿƻǊƪƛƴƎ ŀƴŘ ŜǾŜǊȅǘƘƛƴƎΣ L ƳŜŀƴ ƛǘΩǎ Ƴȅ ƛƴŘŜȄ 

ŦƛƴƎŜǊ ƻƴ Ƴȅ ƘŀƴŘΣ L Ǉƭŀȅ ƎǳƛǘŀǊ ŀ ƭƻǘΣ ƛǘΩǎ Ƴȅ ƭƻǾŜΦ ¸ƻǳ ƪƴƻǿ ǿƘŀǘ L ƳŜŀƴΚ L ǿŀǎ 

really like, quite worried but then when I went to the hospital on the Saturday, he 

ǎŀƛŘ ŜǾŜǊȅǘƘƛƴƎ ǿƛƭƭ ōŜ ŦƛƴŜ ōǳǘ ƛǘΩǎ ƳƻǊŜ ƭƛƪŜΣ ȅƻǳ ƪƴƻǿΣ L ǎǘƛƭƭ ŘƛŘƴΩǘ ǉǳƛǘŜ ōŜƭƛŜǾŜ 

ƘƛƳΦέ A: 76-88. 

 

James was also unclear but he thought that the length of his rehabilitation time 

would be six weeks. He reported that his injury: 

 

άΧǿƛƭƭ Ŏƻǎǘ ƳŜ ŀƴŘ ǘƘŜ ǘƘƛƴƎ ƛǎ ŦƻǊ ǎƛȄ ǿŜŜƪǎέ A: 34.  

 

Whilst trying to formulate a picture of the injury, participants did not understand or 

perhaps were not given any information about their injury: 

 

John: ά{ƻ L Ƨǳǎǘ ƘƻǇŜ ƛǘ ƎŜǘǎ ōŜǘǘŜǊ ŀǎ ǎƻƻƴ ŀǎ ǇƻǎǎƛōƭŜΦέ   

InterviewerΥ άIŀǾŜ ǘƘŜȅ ǘƻƭŘ ȅƻǳ Ƙƻǿ ƭƻƴƎ ƛǘ ŎƻǳƭŘ ǘŀƪŜΚέ   
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JohnΥ άbƻ L ƘŀǾŜƴΩǘ ōŜŜƴ ǘƻƭŘΦ bƻ ƻƴŜ Ƙŀǎ ōŜŜƴ ǘŜƭƭƛƴƎ ƳŜ Ƙƻǿ ƭƻƴƎ ƛǘ ǘŀƪŜǎΣ L ŘƻƴΩǘ 

ƪƴƻǿ ǊŜŀƭƭȅΦέ 

Interviewer: άIƻǿ ƭƻƴƎ ŀǊŜ ǘƘƻǎŜ Ǉƛƴǎ όƛƴ Ƙƛǎ ƘŀƴŘύ ǎǘŀȅƛƴƎ ƛƴ ǘƘŜǊŜ ŦƻǊΚ IŀǾŜ ȅƻǳ 

ŀƴȅ ƛŘŜŀΚέ                

JohnΥ άL ŘƻƴΩǘ ƪƴƻǿ ΨŎŀǳǎŜ ȅŜǎǘŜǊŘŀȅ όŀǘ ƘŀƴŘ ŎƭƛƴƛŎύ ǎƻƳŜƻƴŜ ǎŀƛŘ ƛǘΩǎ Ǝƻƴƴŀ ōŜ 

ŀƴƻǘƘŜǊ ǘǿƻ ǿŜŜƪǎΦ {ƻ ōǳǘ ŜǾŜƴ ǎƻ ǿƘŜƴ L ŎƻƳŜ ƛƴ LΩƭƭ ƘŀǾŜ ŀƴƻǘƘŜǊ ·-ray done. So if 

ƛǘΩǎΣ ƛŦ ǘƘŜ ōƻƴŜǎ ŀǊŜ ŎƻƴƴŜŎǘŜŘ ǘƘŜƴ L ǘƘƛƴƪ ǘƘŜȅ ǿƛƭƭ ǘŀƪŜ ƛǘ ƻŦŦ ƻǘƘŜǊǿƛǎŜ ƛǘ ƳƛƎƘǘ 

ǎǘŀȅ ŀ ōƛǘ ƭƻƴƎŜǊΦέ A: 396-401. 

 

Participants quickly became aware that the injury would have an impact on their 

ability to function in day-to-day activities. For instance, John has difficulty looking 

after his newborn child due to the injury: 

  

JohnΥ ά¢ƘŜȅ ŀƭƭ Ǝƻ ǘƻ ǎŎƘƻƻƭ ŜȄŎŜǇǘ ǘƘŜ ōŀōȅ ŀǘ ƘƻƳŜΦ {ƻ ƴƻǘ ŜƴƻǳƎƘ Ŧǳƴ ǿƛǘƘ ǘƘŜ 

ōŀōȅ ŎŀƴΩǘ ǘŀƪŜ ŎŀǊŜ ƻŦ ƘŜǊ ǿƛǘƘ ƻƴŜ ƘŀƴŘ ȅƻǳ ƪƴƻǿ ǿƘŀǘ LΩƳ ǎŀȅƛƴƎΚέ A: 349-351.        

 

James was still upbeat about his hand injury and assumed that recovery would 

only be a matter of time:  

 

JamesΥ άΦΦΦL ŎŀƴΩǘ ǳǎŜ ǘƘƛǎ ƘŀƴŘ ōŜŎŀǳǎŜ ƻŦ Ƴȅ ƛƴƧǳǊȅ ōǳǘ L ǘƘƛƴƪ ōŜŎŀǳǎŜ ƻŦ ǎƻƳŜ 

ŜȄŜǊŎƛǎŜ ƛǘ ǿƛƭƭ ōŜ ƻƪ ƛƴ ŀ ŦŜǿ ǿŜŜƪǎέΦ A:237-238.  

 

With this reasoning James assumed that he would take six weeks off work. He 

informed his manager of this and that after this time he expected that he would 

be ready to return to work full time with no loss of ability: 

 

James: άL ǘƻƭŘ ǘƘŜƳ L ǿƛƭƭ ƘŀǾŜ ǎƛȄ ǿŜŜƪǎ ƻŦŦΦ They adjust according to your needs, 

ǎƘŜ ǎŀƛŘ όƘƛǎ ōƻǎǎύ ŀǎ ǎƻƻƴ ŀǎ ȅƻǳ ŦŜŜƭ ȅƻǳ Ŏŀƴ ŎƻƳŜΦΦΦ!ŦǘŜǊ ǎƛȄ ǿŜŜƪǎ ȅƻǳ ŎŀǊǊȅ ƻƴΦέ 

A: 580-594. 

 

Martin opted to remain off work for the duration of his rehabilitation time. It has been 

about two weeks since his operation and he did not intend to return to work until his 

rehabilitation programme was complete.  
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Martin: ñI think by the time I get back to work it will be nine weeksò (twelve weeks in 

all). A: 183-184. 

 

Examples from the findings of the constituent parts of the lifeworld: temporality, 

spaciality, intersubjectivity, embodiment and mood (Todres et al, 2007, p.56) in 

stage one of the study can be found in both this chapter and in Appendix 24.  For 

the participants the injury has impacted upon their ability to function at their usual 

level. The fact of the injury confronted them with the need to consider how they 

would be able to regain the ability to limit the impact of their injury (embodiment). 

Participants sought information to help them get a sense of what the injury might 

mean and how long it might take to recover. Some relied on information from 

medical and rehabilitation staff, others spoke to family and friends to help make a 

decision on how best to manage their new situation (intersubjectivity). Others 

relied on their own previous experiences of being injured to inform their decisions 

about how best to manage the healing process.  Participants discussed their 

injury with their manager or colleagues and discussions took place that assessed 

how the injury may impact on the workplace, family life as well as the healing 

phase (intersubjectivity). Some participants reported that they did not feel that 

they had time to be injured and that the injury would impact significantly on their 

ability to function (temporality). The healing time needed was also uncertain; 

some participants felt that they would just have to wait for the healing time to 

pass before they would be able to continue with their pre-morbid level of function. 

The need to engage with their exercise programme was reported upon but with 

the expectation that a recovery would be achieved.  

 

 

5.4.2 Subtheme two: óreality bitesô 

Seven weeks after Jamesô operation, his hand was not working normally yet and still 

affected his ability to function:   

 

άL ŎŀƴΩǘ ǘŀƪŜ ŀ ōŀǘƘ ōŜŎŀǳǎŜ L ŎŀƴΩǘ ΦΦΦǿƛǘƘ Ƴȅ ƘŀƴŘΣ ōŜŎŀǳǎŜ ǿŀǘŜǊ Ƴǳǎǘ ƴƻǘ ōŜ ǳǎŜŘ 

ƻǊ ǘƻǳŎƘ ƘŜǊŜέΦ B: 261. 

 

He believed if he worked harder on his exercises the ability to use the injured finger 

and hand will improve. He wondered if it is because he had not done as much 

exercise as he should that his recovery was slow: 
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JamesΥ άL ŘƛŘƴΩǘ Řƻ ǘƘŜ ŜȄŜǊŎƛǎŜǎ ŀǎ ǎƘŜ ŀǎƪŜŘ ƳŜΣ ǘƘŀǘ ƛǎ ǘƘŜ ǇǊƻōƭŜƳΦέ 

Interviewer: ά²Ƙȅ ŘƛŘƴΩǘ ȅƻǳ Řƻ ǘƘŜ ŜȄŜǊŎƛǎŜǎΚέ 

James: ά.ŜŎŀǳǎŜ LΩƳ ƎƻƛƴƎ ǘƻ ǿƻǊƪ ŀƴŘ ŀƭƭ ǘƘŜǎŜ ǘƘƛƴƎǎ ŎƘŀƴƎƛƴƎέΦ B: 249-251. 

 

James realised he had competing priorities: the need to engage with his exercise 

programme as well as his daily work activities. He worried that the lack of progress of 

his injured finger was due to the lack of exercise he was able to commit to.  

 

John discovered that after six weeks his hand was not recovering as well as he was 

expecting. He had felt that he just had to put up with the inconvenience of the injury 

for about six weeks and then he could get on with his life. Instead he realised that 

perhaps this was not going to be the case. He was surprised at how long his recovery 

time was taking. He thought: 

 

άΧƛǘ ǿŀǎ ƎƻƛƴƎ ǘƻ ōŜ ŀƭǊƛƎƘǘ ǾŜǊȅ ǉǳƛŎƪƭȅέ B: 338.   

 

John added that he was using his hand now more and more and that he could even 

drive but: 

 

άΦΦΦƛǘ ƎƛǾŜ ƳŜ ǇǊƻōƭŜƳǎΣ ƭƛƪŜ Řƻ ǎƳŀƭƭ ǎǘǳŦŦ L ŎŀƴΩǘ ƘƻƭŘ ƛǘ ǇǊƻǇŜǊƭȅΦ 

 Slightly heavy things like the grip is slipping off my hand plus I feel heavy here 

όǇƻƛƴǘǎύέ B: 316-318.  

 

He still did not trust that his hand would be able to do anything more than basic tasks. 

He was wondering if functional use would return. He was trying to come to terms with 

the fact that his hand has not progressed as soon as he would have liked:  

 

InterviewerΥ ά5ƛŘ ȅƻǳ ǘƘƛƴƪ ǘƘŀǘ ǘƘŜ ƛƴƧǳǊȅ ǿƻǳƭŘ ǘŀƪŜ ǘƘƛǎ ƭƻƴƎΚέ 

JohnΥ άbƻ L ŘƛŘƴΩǘ ōŜŎŀǳǎŜ ǘƘŜȅ ǘƻƭŘ ƳŜ ƛƴ ǎƛȄ ǿŜŜƪǎ ȅƻǳΩƭƭ ōŜ ŦƛƴŜΦ I gone home and 

ǘƘƻǳƎƘǘ ΨǘƘŀǘΩǎ ŀƭǊƛƎƘǘΣ ƻƴƭȅ ǎƛȄ ǿŜŜƪǎΦΩ .ǳǘ ŀŦǘŜǊ ǎƛȄ ǿŜŜƪǎ ǿƘŜƴ ǘƘŜȅ ǘƻƻƪ ǘƘŜ Ǉƛƴ 

ƻŦŦ L ǎǘƛƭƭ ŎŀƴΩǘ ōŜƴŘ Ƴȅ ƘŀƴŘΣ Řƻ ƴƻǘƘƛƴƎΦ L ǘƘƛƴƪ ǿƘŀǘ ƛǎ ƎƻƛƴƎ ƻƴΚέ B:  186-189. 
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Being confronted with this potentially new reality of not having a fully functioning 

hand, John began to start thinking about his future options. In his case this meant a 

search for potential alternative areas of work: 

 

JohnΥ ά{ǘƛƭƭ ōŀŘ ǘƘƻǳƎƘΣ ǎǘƛƭƭ ōŀŘ ΨŎŀǳǎŜ ƛǘΩǎ ŀ ǊƛƎƘǘ ƘŀƴŘ ŀƴŘ L ǿƻǊƪ ǿƛǘƘ Ƴȅ ǊƛƎƘǘ 

ƘŀƴŘ ȅƻǳ ƪƴƻǿ LΩƳ ǊƛƎƘǘ ƘŀƴŘŜŘ ŀƴŘ ōŀǎƛŎŀƭƭȅ LΩƳ ƎƻƻŘ ǿƛǘƘ Ƴȅ ƘŀƴŘǎΦ LŦ L ŎŀƴΩǘ ǳǎŜ 

Ƴȅ ǊƛƎƘǘ ƘŀƴŘ ǇǊƻǇŜǊƭȅΣ LΩƳ ǊŜŀƭƭȅ ǎǘǳŎƪ ǿƛǘƘ ǘƘƛƴƎǎΦ !ƴŘ ǘƘŀǘΩǎ ƛǘΦέ                                                                                                                                                                                                                           

InterviewerΥ άCƻǊ ǎǳǊŜΦέ                                                                                                                                                                                            

JohnΥ ά{ƻ LΩƳ ƎƻƛƴƎ ǘƻ Řƻ ǎƻƳŜǘƘƛƴƎ ƻǊ ƭŜŀǊƴ ǎƻƳŜǘƘƛƴƎ ŜƭǎŜ ǿƛǘƘ Ƴȅ ƘŀƴŘ LΩƭƭ ŦƛƴŘ 

ŘƛŦŦƛŎǳƭǘȅ ǘƻ Řƻ ƛǘ ǘƘŜ ǇǊƻǇŜǊ ǿŀȅΦΦΦ [ŜǘΩǎ ǎŜŜ Ƙƻǿ ƭƻƴƎ ƛǘ ǘŀƪŜǎΚ L ǘƘƻǳƎƘǘ ƛǘ ǿŀǎ ƎƻƛƴƎ 

ǘƻ ōŜ ŀƭǊƛƎƘǘΦέ  B: 211-217. 

 

John realised that his injured hand was not healing or regaining functional use as he 

thought it would. He thought that the injured hand would have healed by now and 

allowed him to get back to a pre-injury level of function.  He was still not able to use 

the hand and was beginning to consider the need to think about alternative future 

options, particularly concerning employment. The reality of the impact of the hand 

injury on his ability to get back to work was becoming clear to him.  

 

Daniel was also surprised how long the rehabilitation programme would take and the 

intrusiveness of the post-surgical rehabilitation time. He chose to return to work only 

two weeks after his surgery. Daniel felt that returning to work when he did:  

 

άΦΦΦ ƘŀǎƴΩǘ ŘƻƴŜ ǘƘŜ ǘŜƴŘƻƴ ŀƴȅ ŘŀƳŀƎŜΣ ƛǘΩǎ ōŜŜƴ ƎƻƻŘ ǘƻ ƎŜǘ ƻǳǘ ƻŦ ǘƘŜ ƘƻǳǎŜΦ L ŦŜƭǘ 

ŀ ƭƛǘǘƭŜ ōƛǘ Ǝǳƛƭǘȅ ŀǎ ǿŜƭƭΦΦΦL ǘƘƛƴƪΣ ǿŜƭƭ ƛǘΩǎ Ƨǳǎǘ ŀ ŦƛƴƎŜǊ L ǿƻǳƭŘ ƘŀǾŜ ŦŜƭǘ ŀ ōƛǘ Ǝǳƛƭǘȅ ƛŦ L 

ƘŀŘ ǎǘŀȅŜŘ ƘƻƳŜ ŦƻǊ ǘƘŀǘΦέ B: 125-127.   

 

He was having difficulties with general activities of daily living; he reported that his 

daily tasks took much longer to do.  It was beginning to become clear to him that his 

injury was having an impact on his usual roles: 

 

DanielΥ άL ǘƘƛƴƪ ŜǾŜǊȅǘƘƛƴƎ ǘŀƪŜǎ ŀ ƭƻǘ ƳƻǊŜ ǘƛƳŜΣ ƛǘΩǎ ŦǊǳǎǘǊŀǘƛƴƎΦ LǘΩǎ Ŧǳƴƴȅ ǘƘŜǊŜ 

arŜƴΩǘ ǘƘŀǘ Ƴŀƴȅ ƳŜƴ ŀǘ ǿƻǊƪ ŀƴŘ LΩƳ ǘƘŜ ǘŀƭƭŜǎǘ ŜǊƳΣ ǎƻ LΩŘ ōŜ ŀ ōƛǘΣ LΩŘ ŀƭǿŀȅǎ ƎŜǘ 

ŀǎƪŜŘ ǘƻ Řƻ ǎǘǳŦŦΣ ƭƛƪŜ ƻǇŜƴƛƴƎ ǿƛƴŘƻǿǎ ŀƴŘ ǎǘǳŦŦΦ {ƻ LΩǾŜ ōŜŜƴ ǊŜƭŜƎŀǘŜŘ ŀ ōƛǘ ŀƴŘ 

ǇŜƻǇƭŜ ŘƻƴΩǘ ŀǎƪ ƳŜ ŀƴȅƳƻǊŜ.έ B: 58-60.  
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Daniel was only three weeks into his post-operative rehabilitation phase and he still 

felt that his hand would recover and he would return to his pre-morbid level of 

activities and thought that he would just have to:  ñwear the cast for a bit and Iôd get 

back to normal reallyò B:17-18. His focus was on getting on with his day-to-day 

activities as close to his pre-morbid level as he possibly could. He participated in his 

home exercise programme but prioritised his day-to-day activities. He only exercised 

while on the train to and from work: 

 

InterviewerΥ ά9ȄŜǊŎƛǎƛƴƎΚ LƴŎƻǊǇƻǊŀǘƛƴƎ ǘƘŜƳ ƛƴǘƻ ȅƻǳǊ ƴƻǊƳŀƭ ŘŀȅΚέ 

Daniel: ά9ǊΣ ȅŜŀƘΦ ²ƘƛƭŜ ƻƴ ǘƘŜ ǘǊŀƛƴ.έ B: 131-132. 

 

Daniel felt that he just had to endure the healing period and then once the healing 

time was complete he would be able to get back to his usual day-to-day activities. 

 

When John first injured himself he was worried that he may knock his healing hand. 

He sustained a fracture to his hand and the bones were held in place with pins to 

keep the bones aligned while they healed. John was worried that if he left his home 

his hand would get knocked which would cause pain and potentially damage his 

repairing structures. He opted to mainly stay at home: 

  

JohnΥ ά²ŜƭƭΣ ŜǊƳ ōŜŎŀǳǎŜ ƻŦ ǘƘŜ ƛƴƧǳǊȅ LΩƳ ƴƻǘ ŦŜŜƭƛƴƎ ƭƛƪŜ ƎƻƛƴƎ ƻǳǘΦΦΦǿƛǘƘ Ǉƛƴǎ 

ƛƴǎƛŘŜΣ ǇŜƻǇƭŜ ǊǳǎƘƛƴƎ ǳǇ ǎƻƳŜƻƴŜ ƳƛƎƘǘ ŎƻƳŜ ƻƴ ǘƻ ȅƻǳΦΦΦƛǘΩǎ ǾŜǊȅΣ ȅƻǳ ƪƴƻǿ 

ǿƻǊǊȅƛƴƎ ǘƘƛƴƎǎ ǎƻ LΩƳ ōŀǎƛŎŀƭƭȅ ǎǘŀȅƛƴƎ ŀǘ ƘƻƳŜ ŀƭƭ ǘƘŜ ǘƛƳŜέ B: 317-325. 

 

Participants were getting to the point where they were using their hand functionally a 

bit more and warily testing it out. The injury took longer to heal than initially 

anticipated and many reported that they expected that their surgical repair would 

have healed sooner and the impact on their ability to use the hand would not have 

been so great.   

 

Ian returned to work after two weeks. He felt that he would be able to do most 

activities but felt that he may have started using the hand too soon: 

 

Interviewer: ά5ƛŘ ȅƻǳ ŦŜŜƭ ǘƘŀǘ ȅƻǳ Ǉǳǘ ȅƻǳǊ ƘŀƴŘ ŀǘ ǊƛǎƪΚέ 
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IanΥ ά¸ŜŀƘΗ 5ŜŦƛƴƛǘŜƭȅΗ ²Ŝ ƘŀŘ ǘƻ ǘŀƪŜ ŀ ǎƛȄ ƳŜǘŜǊ ǘŀƴƪ ƻǳǘ ƛƴ ŀ Ŧƭŀǘ ǊƛƎƘǘ ƻƴ ǘƘŜ 

river. So it was freezing arse cold, getting hold of that it just stiffened up. It stayed 

for a while it went from like 30 degrees to 70, to like down here (the finger bent and 

ƴƻǘ ŀōƭŜ ǘƻ ƳƻǾŜύ ƭǳŎƪƛƭȅ L ŎƻǳƭŘ ƎŜǘ ƛǘ ōŀŎƪ ōǳǘ ŀŦǘŜǊ ǘƘŜ ŘŀȅΩǎ ǿƻǊƪ L ŎƻǳƭŘ ƻƴƭȅ 

ōŜƴŘ ƛǘ ǘƻ ŦƻǊǘȅ ŦƛǾŜ ŘŜƎǊŜŜǎΦ L ǘƘƻǳƎƘǘ ΨŘƻƴΩǘ ǘŜƭƭ ƳŜ L ŘƻƴŜ ǘƘƛǎΩΦέ  B: 146-152. 

 

He was also worried about the possibility of re-injuring his hand. He knew that it was 

not yet healed so tried not to use it. He witnessed a colleague opening a tube of 

glue with a blade, exactly how he himself cut his own finger: 

 

IanΥ ά5ƻƴΩǘΗ .Ŝ ŎŀǊŜŦǳƭ ȅƻǳ ǇǊƛŎƪΦ IŜ ƎƻŜǎΣ ΨLΩƳ ǊƛƎƘǘΣ LΩƳ ŀƭǊƛƎƘǘΩΦ LΩƳ ǘŜƭƭƛƴƎ ȅŀ, I 

ŎŀƴΩǘ ŜǾŜƴ ƭƻƻƪ ŀǘ ƛǘΦέ B: 152-153. 

 

Seeing his colleague nearly injure himself made Ian relive his own injury and 

highlighted the impact that the injury has had on him. 

 

Christine also chose to go back to work early, after only two weeks: 

 

άL Ǝƻǘ ŜȄǘǊŜƳŜƭȅ ōƻǊŜŘ ōŜŎŀǳǎŜ ŜǾŜǊȅƻƴŜ ŜƭǎŜ ƛǎ ŀǘ ǿƻǊƪ ŀƴŘ ǘƘŜǊŜΩǎ ƻƴƭȅ ǎƻ ƳǳŎƘ 

you can do and only so much day time television you can watch so I had to go back 

to work. For my own sanity really. Obviously by going back to work, it has impacted 

upon my exercise regƛƳŜ ōǳǘ L ǘƘƛƴƪ ƛǘ ƘŀŘ ǘƻ ōŜ ŘƻƴŜ ǊŜŀƭƭȅΦέ B: 127-130.  

 

Her occupational therapist gave her instructions about the amount of activity she 

was able to do whilst the hand was healing: 

 

ñSo on Thursday at hand therapy I was told then that I was only allowed to minimally 

use the whole of my right hand because the things are interconnected so they said 

that, when I asked what minimal use was they said brushing my teeth very lightly.ò 

B:155-158. 

 

The reality of their situation becomes starker to most participants at this point as the 

injury is taking longer to heal than initially anticipated. While the injury is healing 

their daily lives are going on and they are being confronted by the needs of their 

families and friends, work and the responsibilities of their day-to-day lives. Some of 
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the participants were realising that just getting through their estimated healing time 

alone would not be enough to ensure a return to full functional use. To some 

participants, it was becoming clearer that the healing time was going to be longer 

than initially anticipated. They were still reporting difficulties with their ability to 

participate normally in day-to-day activities. This realisation, added to the fact that 

the injury had not fully recovered and function was still reduced could have an 

impact upon choices made about their future. Many felt that putting up with the 

inconvenience of being one handed for six weeks would be manageable. But now 

the fact that the hand injury had not fully recovered and the prognosis was quite 

vague introduced an element of uncertainty in their planning (embodiment). Some 

had chosen to return to work. Some participants were beginning to wonder if they 

would ever regain functional use of their injured hand, and if it would be the same as 

before. They needed to rethink their expectations of the recovery and a level of 

uncertainty as to how the hand might recover was voiced (mood). 

 

Some participants who had returned to work felt that colleagues misunderstood the 

need for them to work at a reduced level (intersubjectivity) and they found they were 

under pressure to work at a level they felt uncomfortable with (mood).  

 

 

5.4.3 Subtheme three: óthe new handô 

It was now six months since Jamesô surgery, he did not realise how long the injury 

was going to take to recover: 

 

James: άL ŘƻƴΩǘ ǘƘƛƴƪ ǎƻΦ L ŘƻƴΩǘ ǘƘƛƴƪ ǎƻ ǿƘŜƴ L ŦƛǊǎǘ ŎŀƳŜ ǘƻ ŘƻŎǘƻǊ ƘŜ ǎŀƛŘ Ψƻƪ ǿŜ 

ŀǊŜ ƎƻƛƴƎ ǘƻ ƻǇŜǊŀǘŜ ǘƻƳƻǊǊƻǿΩ ŀƴŘ ǿƘŜƴ ƘŜ ŘƛŘ ǘƘŜ ǎǘƛǘŎƘŜǎ ŀƴŘ ŀƭƭ ǘƘŀǘ L ŀǎƪŜŘ 

ƘƛƳ Ƙƻǿ ƳǳŎƘ ǘƛƳŜ ƛǘ ǘŀƪŜǎ ŀƴŘ ƘŜ ǎŀƛŘ ΨǎƛȄ ǿŜŜƪǎΩΦ {ƛȄ ǿŜŜƪǎ L ŎŀƴƴƻǘΣ L ŘƻƴΩǘ ΦΦΦέ 

InterviewerΥ ά5ƛŘ ȅƻǳ ǘƘƛƴƪ ǘƘŀǘ ǿŀǎ ǎƘƻǊǘ ƻǊ ƭƻƴƎΚέ 

JamesΥ ά!ǘ ǘƘŜ ǘƛƳŜ L ǘƘƛƴƪ ƛǘ ǿŀǎ ŀ ƭƻƴƎ ǘƛƳŜΦ bƻǿ L ŘƻƴΩǘ ǘƘƛƴƪ ƛǘ ǿŀǎ ŀ ƭƻƴƎ ǘƛƳŜΦ 

So thank God, because I am going to plan to run away because it takes a long time 

(ƛŦ ƘŜ ƪƴŜǿ ŀǘ ǘƘŜ ōŜƎƛƴƴƛƴƎύέΦ  C: 46-52.  

 

And again:  
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InterviewerΥ ά²ƻǳƭŘ ƛǘ ƘŀǾŜ ōŜŜƴ ǳǎŜŦǳƭ ǘƻ ōŜ ǘƻƭŘ ƛǘ ǿƻǳƭŘ ǘŀƪŜ ƭƻƴƎŜǊ ǘƘŀƴ ǎƛȄ 

ǿŜŜƪǎΚέ 

JamesΥ άLŦ ǘƘŜȅ ǘƻƭŘ ƳŜ ǘƘƛǎ ǎƻ L ǿƻǳƭŘ ōŜ ƳƻǊŜ ŘŜǇǊŜǎǎŜŘΦ {ƛȄ ǿŜŜƪǎ ƛǎ ŀ ōƛƎ ǘƛƳŜ ŦƻǊ 

me. If I was told longeǊ ƛǘ ǿƻǳƭŘ ƘŀǾŜ ƳƻǊŜ ƻŦ ŀ ƴŜƎŀǘƛǾŜ ŜŦŦŜŎǘ ǳǇƻƴ Ƴȅ ƳƛƴŘΦέ C65-

67. 

 

James felt that at the time he was going to have his surgery he thought the recovery 

time would be six weeks. At six months his injured finger was still not moving how it 

was prior to the injury. He felt that it was helpful not knowing that the whole process 

would take six months. If he had known this at the beginning he would have felt 

overwhelmed and perhaps lost heart. The fact that all progress was slow allowed 

him to adapt to his new situation and begin to accept the outcome more readily. This 

has been possible as he can see that functionally his hand is alright even though 

medically the outcome is perhaps only fair. He has returned to his job and his 

university course and is managing both to a level he is happy with:  

 

InterviewerΥ άIƻǿ ƛǎ ȅƻǳǊ ƘŀƴŘ ƴƻǿΚέ 

JamesΥ άaȅ ƘŀƴŘ ƛǎ фл҈ hKΦέ 

InterviewerΥ άwŜŀƭƭȅΚέ 

James: ά¸ŜŀƘΣ фл҈ OK. I think the tendon and all the things are joined inside and the 

only thing that I have been left with is that it (the finger) is not 100% straight. Yeah, 

ƛǘΩǎ фл҈ ǎǘǊŀƛƎƘǘΦέ C: 34-38.  

 

James found it difficult to accept that his friends did not help him as much as he felt 

he would have helped them if the roles were reversed. Once he realised this he felt 

he became more resilient and independent as a result. He felt that this was a 

positive outcome from the experience:  

 

James: ά CƻǊ ŀƭƭ Řŀƛƭȅ ƭƛŦŜ ǊƻǳǘƛƴŜ ǿƻǊƪǎΣ ȅƻǳ Ŏŀƴƴƻǘ Řƻ ŀƭƭ ǘƘŜǎŜ ǘƘƛƴƎǎ ŀƴŘ ƴƻ ƻƴŜ ƛǎ 

going to help you, or maybe they can help you for one day or they can help you for 

forty to sixty per cent of things they can help you... One or two or three maximum 

days aftŜǊ ǘƘŀǘ ǘƘŜȅ ŀǊŜ ƴƻǘ ƎƻƛƴƎ ǘƻΦΦΦέ C: 130-135. 

 

It was now six months since Danielôs initial injury. He had returned to work and was 

using the hand for day-to-day tasks. The injured finger was not working fully but he 
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was able to accept this as he could use the hand for his day-to-day activities. In 

addition, he felt the amount of time the recovery phase took gave him an opportunity 

to get used to the end result by testing the recovery through using it: 

  

Interviewer: ά{ƻ ȅƻǳ ǘƘƛƴƪ ŜǾŜǊȅǘƘƛƴƎ Ƙŀǎ ŎƘŀƴƎŜŘ ƳǳŎƘ ƳƻǊŜ ǎƭƻǿƭȅΦ ²Ƙŀǘ Řƻ ȅƻǳ 

ƳŜŀƴ ōȅ ǘƘŀǘΚέ 

Daniel: άΦΦΦƛǘ Ƨǳǎǘ ǎŜŜƳǎ ǘƻ ƘŀǾŜ ƎƻƴŜ ǉǳƛǘŜ ǎƭƻǿƭȅ ǎƻ L Ƨǳǎǘ Ǝƻǘ ǳǎŜŘ ǘƻ ƛǘΦέ 

Interviewer: ά5ƻ ȅƻǳ ǘƘƛƴƪ ƛǘΩǎ ōŜŜƴ ƘŜƭǇŦǳƭ ǘƻ ƘŀǾŜ ƛǘ ǘƘŀǘ ǎƭƻǿΚέ 

DanielΥ άL ǘƘƛƴƪ ǎƻ ȅŜŀƘΦ L Ŏŀƴ ƛƳŀƎƛƴŜ ōŜƛƴƎ ǘƻƭŘ L ǘƘƛƴƪΣ ǿƘŜƴ ƛǘ ƘŀǇǇŜƴǎ ƛǘΩǎ ƎƻƛƴƎ 

ǘƻ ōŜ ƭƛƪŜ ǘƘŀǘ όōŜƴǘύ ȅƻǳΩŘ ǇǊƻōŀōƭȅ ǇŀƴƛŎ ōǳǘ ǿƘŜƴ ƛǘ ǘŀƪŜǎ ǎƻ ƭƻƴƎ ȅƻǳ ƪƛƴŘŀ ƎŜǘ 

ǳǎŜŘ ǘƻ ƛǘ ƻǾŜǊ ŀ ǇŜǊƛƻŘ ƻŦ ǘƛƳŜΦ LǘΩǎ ƴƻǘ ǘƘŀǘ ƳǳŎƘ ƻŦ ŀ ǇǊƻōƭŜƳΦέ 

Interviewer: άLǎ ǘƘŀǘ ōŜŎŀǳǎŜ ȅƻǳ Ŏŀƴ ǎǘƛƭƭ ǳǎŜ ȅƻǳǊ ƘŀƴŘΚέ 

DanielΥ ά¸ŜŀƘΣ L ǘƘƛƴƪΦΦΦέ C: 50-58. 

 

Daniel felt that his injured finger was still not moving well even though six months 

had passed since his surgery. The finger was not how it was prior to the injury but 

was stiff and unable to fully flex or extend:  

 

DanielΥ  άLǘΩǎ ǎǘƛƭƭ ōŜƴǘ ǎƻ ǘƘŀǘ ƎŜǘǎ ƛƴ ǘƘŜ ǿŀȅ ǿƘŜƴ LΩƳ ǘǊȅƛƴƎ ǘƻ Řƻ ǘƘŀǘ ōǳǘ ŀǇŀǊǘ 

ŦǊƻƳ ǘƘŀǘ L ŎŀƴΩǘ ǘƘƛƴƪ ƻŦ Ƴŀƴȅ ǘƘƛƴƎǎ (that I cannot do)Φέ  

InterviewerΥ ά/ŀƴ ƛǘ Ǝƻ ƛƴǘƻ ŀ ŦƛǎǘΚ Lǘ Ŏŀƴ ōŜƴŘ ǉǳƛǘŜ ǿŜƭƭ ōǳǘ ȅƻǳ ŎŀƴΩǘ ōŜƴŘ ǘƘŜ ǘƛǇΦ 

IǘΩǎ ŦƛȄŜŘ ƛƴ ƭƛƪŜ ŀ Ŏ ǎƘŀǇŜΦ Lǎ ǘƘŀǘ Ƙƻǿ ȅƻǳ ǘƘƻǳƎƘǘ ƛǘ ǿŀǎ ƎƻƛƴƎ ǘƻ ƎƻΚέ  

Daniel: άbƻǘ ǊŜŀƭƭȅ ƴƻΣ L ŘƛŘƴΩǘ ǊŜŀƭƭȅ ƛƳŀƎƛƴŜ ǘƘŀǘ ƛǘ ǿŀǎ ƎƻƛƴƎ ǘƻ ŜƴŘ ǳǇ ƭƛƪŜ ǘƘŀǘΣ 

no. Bǳǘ LΩǾŜ ƪƛƴŘ ƻŦ Ǝƻǘ ǳǎŜŘ ǘƻ ƛǘ ƴƻǿΦ ¸Ŝǎ ƛǘ ƛǎ ŀ ōƛǘ ǿŜƛǊŘ ǘƘŀǘ ƛǘ Ƙŀǎ ŜƴŘŜŘ ǳǇ ƭƛƪŜ 

that, ŜǎǇŜŎƛŀƭƭȅ ƴƻǘ ǿƘŀǘ L ǿŀǎ ŜȄǇŜŎǘƛƴƎ ǿƘŜƴ L Ƨǳǎǘ Ŏǳǘ Ƴȅ ŦƛƴƎŜǊΦέ C: 8-15. 

 

He had made a shift in his thinking from the previous interview when he felt that in 

time the finger would have got better and that the whole experience would pass. He 

felt that he would have to put up with the inconveniences of being, in effect, one 

handed. But as time went by he changed this view. He did not view a successful 

outcome in terms of regaining his pre-morbid level of function anymore but instead 

viewed it in functional terms. He reported that he could use his hand for all his usual 

daily activities and was getting used to his ónewô hand. He had to adapt some tasks 
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but he was able to do everything. He appeared to be a little disappointed with the 

outcome he had got but had concluded that all-in-all the outcome was fine. 

 

Christine also felt that at six months post injury that she was getting on with her daily 

activities. She felt that the range of movement of the injured finger was not ideal but 

she was able to get on with her daily tasks without much difficulty:  

 

InterviewerΥ άΦΦΦ ȅƻǳ Ŏŀƴ ǳǎŜ ȅƻǳǊ ƘŀƴŘ ƴƻǊƳŀƭƭȅ ŀƴŘ ƛǘΩǎ ƴƻǘ ƎŜǘǘƛƴƎ ƛƴ ǘƘŜ ǿŀȅ 

ŜƴƻǳƎƘ ǘƻ ǎǘƻǇ ȅƻǳ ŦǊƻƳ ǳǎƛƴƎ ǘƘŜ ƘŀƴŘΚέ 

ChristineΥ ά L ŘƻƴΩǘ ƪƴƻǿΣ ƴƻ L ƳŜŀƴ ǿƛǘƘ ŎŜǊǘŀƛƴ ŎƛǊŎǳƳǎǘŀƴŎŜǎ ǿƘŜƴ LΩƳ like 

ŎƻƴǎŎƛƻǳǎΣ L ƳŜŀƴ ƛǘΩǎ ƴƻǘ ǇǊŜǾŜƴǘƛƴƎΧ Ƴȅ ŦƛƴƎŜǊ ƛǎƴΩǘ ǇǊŜǾŜƴǘƛƴƎ ƳŜ ŦǊƻƳ ǳǎƛƴƎ ǘƘŀǘ 

ƘŀƴŘ ŦǳƴŎǘƛƻƴŀƭƭȅ ǎƻ ŜǊƳΣ ōǳǘ ǘƘŜ ŦƛƴƎŜǊ ƛǎƴΩǘ ƪƛƴŘ ƻŦ ƎŜǘǘƛƴƎ ƛƴǾƻƭǾŜŘΦ L ǘŜƴŘ ǘƻ 

ƛǎƻƭŀǘŜ ƛǘ ŀ ōƛǘΦέ C: 40-44. 

 

She described how she had managed functionally since her return to work: 

 

Christine: ά ΧI think the only difficulty has been around there is a lot of writing 

ƛƴǾƻƭǾŜŘ ƛƴ Ƴȅ Ƨƻō ŀƴŘ L ǘƘƛƴƪ ƛǘ Ƙŀǎ ƛƳǇŀŎǘŜŘ ƻƴ ǘƘŜ ƘŀƴŘ ǿǊƛǘƛƴƎΦ bƻǘΧL ǘƘƛƴƪ ƛǘΩǎ 

just my hand gets a bit tired quicker. L ǘƘƛƴƪ ƛǘΩǎ ǇǊƻōŀōƭȅ ƘƻƭŘƛƴƎ ǘƘŜ ǇŜƴ ƛƴ ŀ ǎƭƛƎƘǘƭȅ 

ŘƛŦŦŜǊŜƴǘ ǿŀȅ ǘƻ ǘƘŜ ǿŀȅ L ǿŀǎ ǇǊƛƻǊ ǘƻ ǘƘŜ ƛƴƧǳǊȅ ŀƴŘ ƛǘΩǎ Ƨǳǎǘ ƎŜǘǘƛƴƎ ǳǎŜŘ ǘƻ ǘƘŀǘ 

ƎǊƛǇΦ {ƻ L Ƴǳǎǘ ŀŘƳƛǘΣ ōŜŎŀǳǎŜ Ƴȅ ǿƻǊƪ ƭƻŀŘ ƘŀǎƴΩǘ ǊŜŘǳŎŜŘ ǎƻ LΩƳ ǘŜƴŘƛƴƎ ǘƻ ǘȅǇŜ ŀ 

ƭƻǘ ƳƻǊŜ ƴƻǿΦ LǘΩǎ ŀ ƭƻǘ ǉǳƛŎƪŜǊ ƛŦ L ǘȅǇŜΦ .ǳǘ ōȅ ŘƻƛƴƎ ǘƘŀǘ LΩƳ ƴƻǘ ǊŜŀƭƭȅ ƎƻƛƴƎ ǘƻ 

ƛƳǇǊƻǾŜ ƻƴΧōȅ ǊŜŘǳŎƛƴƎ ǘƘŜ ƳƻǾŜƳŜƴǘ ƻŦ ǘƘŜ ŦƛƴƎŜǊΦ L ŎƻƳǇŜƴǎŀǘŜ.έ C: 57-64. 

 

She felt that in some ways she was not happy with the range of movement that she 

achieved but was happy with the level of functional engagement she had achieved:  

 

ChristineΥ ά[ƛƪŜ Řŀȅ-to-Řŀȅ ƛǘ ŘƻŜǎƴΩǘ ƛƳǇŀŎǘΣ ōǳǘ ƛŦ L ŎƻǳƭŘ ƎŜǘ ŀ ōƛǘ ƳƻǊŜ ǊŀƴƎŜ LΩŘ 

ƭƛƪŜ ǘƻ ōŜŎŀǳǎŜ ƛǘΩǎ ŀ ōƛǘ ǎǘǊŀƴƎŜ ƭƻƻƪƛƴƎ ŀƴŘ LΩŘ ƭƛƪŜ Σ ƛŦ L Ǝƻǘ ŀ ōƛǘ ƳƻǊŜ ǊŀƴƎŜ  ǘƘŀƴ 

LΩŘ ōŜ ƳƻǊŜ ƭƛƪŜƭȅ ǘƻ ǳǎŜ ƛǘΦ ¢ƘŜƴ ǘƘƛǎΣ LΩƳ ŀƭƳƻǎǘ ŦƻǊƎŜǘǘƛƴƎ ŀōƻǳǘ Ƴȅ ŦƛƴƎŜǊΦΦΦέ C: 

168-169. 

 






















































































































































































































































































































































































