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ABSTRACT 

A descriptive design was used to identify the differences 

between and among the variables studied: sex and age, marital status, 

amount of physical and occupational therapy, length of stay, total hos

pital charges, and discharge destination for patients 55 years of age 

and older, following a total hip arthroplasty. The setting was a 

650-bed medical center in a Southwestern city. The population for this 

study was the medical records of 61 patients (27 male and 34 female, 

aged 55-84 years) with the DRG 209 assignment, major joint procedure, 

hip replacements only, and with a primary diagnosis of osteoarthritis or 

rheumatoid arthritis. Data collection was done through a retrospective 

chart audit of patients discharged during the period from August 1, 

1989, through April 5, 1990. The study findings were consistent with 

the literature in that older persons over 75 years of age have longer 

length of stay, require more rehabilitation post-operatively, and have 

an increased probability of being discharged to an intermediate or long-

term care facility. 
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CHAPTER 1 

INTRODUCTION 

The delivery of health care in the United States is being 

increasingly influenced by the health care needs of our aging popula

tion. Today, hospitalized patients are older and more acutely ill than 

five years ago and many present with several chronic illnesses (Maddox & 

Tillery, 1988). The older adult requires special approaches and consid

erations, and an understanding by hospital staff of the physiological, 

psychosocial, and pathological impacts of the aging process (Rowe, 

1985) . 

Aging is a normal process of life. As people experience the 

aging process, they are more likely to experience multiple and disabling 

conditions (Lueckenotte, 1987). One of the most common chronic condi

tions afflicting the aging population is arthritis. Arthritis (inflam

mation of a joint) is a disease category known as rheumatic disease that 

includes more than 100 different conditions. Most forms of arthritis 

are chronic and endure for many years, exhibiting inflammation con

sisting of swelling, redness, warmth, and pain of joints. Rheumatoid 

arthritis and osteoarthritis (often a non-inflammatory condition) are 

the two most common forms seen in the aged. For the purpose of this 

study, only rheumatoid arthritis and osteoarthritis as the two major 

types of arthritis are addressed (Tonna, 1965). 

Rheumatoid arthritis is not considered a disease of old age. In 

approximately 70% of cases, the disease makes its appearance between the 
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ages of 25 and 54 years (Duthie, 1964). It affects 75% more women than 

men. Severe crippling can result from inflammation of the synovial mem

brane, periosteum, and tendon sheath of a joint. This disease can 

involve numerous organs and systems of the body, but appears most often 

in joints. Persistent pain, swelling of joints, and morning stiffness 

are common symptoms (Tonna, 1965). 

Osteoarthritis (also known as degenerative joint disease) is the 

most common disease of movable joints. This disease is often a milder 

condition than rheumatoid arthritis; however, 16 million Americans 

exhibit symptoms severe enough to require treatment. Women are more 

prone than men to osteoarthritis (Radin & Bruce, 1984), The incidence 

and severity of osteoarthritis increase with age. Some form of degener

ative joint disease is almost always present in older persons (80% of 

persons over 55 years and 100% of those over 70 years old) (Kelley, 

Harris, Ruddy, & Sledge, 1981), The hip is one of the most common 

weight-bearing joints involved (Sokoloff, 1969). 

Bilateral hip disease is far more restricting and disabling than 

the unilateral form, and often necessitates surgical intervention. The 

most frequent reasons for surgery are to relieve pain, to restore motion 

and function, to correct deformity, and to establish stability (Rossman, 

1979). Total hip replacement or arthroplasty is the most effective 

therapy now available for the treatment of arthritic conditions of the 

hip joint. For the purpose of this study, only patients undergoing a 

total hip arthroplasty because of osteoarthritis or rheumatoid arthritis 

are discussed. 
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Every year, hospitals are experiencing an increasing number of 

older adults being admitted for surgical total hip replacements. This 

impacts the focus of nursing care delivered to these older patients. 

Emphasis on nursing care is restorative care. The goal of care is to 

assist patients to reach their optimal level of functioning within a 

designated length of stay. Older patients are usually dealing with one 

or more chronic conditions simultaneously. Surgical intervention is an 

added stress to an individual who is already trying to cope with several 

conditions. These individuals may require more resources and time with 

physical and occupational therapy. This increased use of time may 

translate into a longer length of hospital stay for older patients and 

higher hospital charges. 

In addition to the physical challenges one experiences with age 

there are changes in support systems. As a person ages, the number of 

people who are significant tends to decline (Rowe, 1985). The decline 

in the number of significant others is mainly due to the death and ill

ness of friends and relatives and to the decrease in the size of the 

individual's life space. Persons whose life space decreases are usually 

those who have problems with mobility (Yurick, Spier, & Robb, 1989). 

The presence or lack of a support system may affect the location a 

person transfers to at time of discharge from the acute care hospital. 

The focus of this study was to describe the relationships among the out

comes of sex, age, marital status, length of hospital stay, total hospi

tal charges, amount of physical and occupational therapy, and discharge 

destination following a total hip arthroplasty in patients 55 years of 

age and older. 



13 

Background and Significance 

Recent projections of the world population growth to the year 

2050 indicate that in comparison to the total population, the number and 

proportion of the elderly will steadily increase. The current 25 

million aged Americans represent 11.2% of the total population; by the 

year 2050, this number will have increased to 67 million, or 22% of the 

population (Lueckenotte, 1987). The most rapidly growing segment of the 

population is comprised of those persons 75 years of age and older. 

These demographic data translate into greater use of hospital services 

(Lueckenotte, 1987; Yurick et al., 1989). 

There are several chronic illnesses that afflict older persons, 

but none is more widespread and disabling than arthritis. Approximately 

37 million of the 227 million people within the United States are 

afflicted with some form of arthritis; of these persons, an estimated 8 

million have osteoarthritis (Metropolitan Washington Chapter of the 

Arthritis Foundation, 1986). Rheumatoid arthritis usually affects 

people from the age of 25 on, while the onset of osteoarthritis usually 

occurs after age 45 (Sutton, 1984). The U.S. Bureau of the Census esti

mates that 12.5 million people over the age of 65 are afflicted with 

arthritis. According to the Bureau, 18.9 million people have some form 

of limitation in activity resulting from arthritis. Arthritis, because 

of its debilitating effects, is an extremely costly disease to the 

American population (U.S. Bureau of the Census, 1986). 

A cure is not a realistic goal for most arthritis sufferers, and 

the emphasis of care is on maintaining or improving the quality of life 

rather than on a complete remission. Patients seek treatment for relief 
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of pain and for improved mobility. Hospitalization for surgery is fre

quently indicated at some point in the course of the disease process. 

One treatment of choice for patients with arthritic hip joints is the 

total hip replacement. 

The number of older adults admitted to hospitals continues to 

increase annually. At any given time, the elderly comprise 20% to 40% 

of the patient population in acute care settings (Martinson, 1980). As 

the elderly population increases, hospitals are more attentive to the 

Medicare reimbursement system. In 1983, the federal government signed 

an amendment which changed Medicare from a retrospective payment system 

to a prospective payment system (PPS) based on diagnosis-related groups 

(DRGs). (Total joint replacement, DRG 209, is the category in which a 

total hip replacement is classified, from a list of 470 categories.) 

The system established a designated rate of payment for each diagnosis, 

regardless of the actual cost or length of stay (Staebler, 1988). When 

a patient requires hospitalization beyond the time allotted by the DRG 

standards, the hospital loses money; hospitals make money if the patient 

is released sooner than projected. Thus, hospitals have an incentive to 

discharge patients as quickly as possible (Staebler, 1988). The 

Medicare reimbursement system increases the likelihood of greater num

bers of elderly persons being discharged from the hospital before full 

recovery has taken place. This also impacts the delivery of nursing 

care, since nurses are expected to assist patients to reach their opti

mal level of functioning in a shorter amount of time. In the past few 

years, hospital-based subacute units, long-term care agencies, rehabili

tation units, and home health care agencies have attempted to respond to 
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the growing needs of the higher acuity patient requiring more community 

resources. 

Statement of the Problem 

The prevalence of osteoarthritis and rheumatoid arthritis 

increases with age, so age may be related to the variables of sex, mari

tal status, length of hospital stay, amount of physical and occupational 

therapy, total hospital charges, and discharge destination for patients 

undergoing a total hip arthroplasty. The problem examined in this study 

was whether there is a relationship among the outcome variables of sex 

and age, marital status, length of hospital stay, and amount of physical 

and occupational therapy, to total hospital charges and discharge desti

nation for patients 55 years of age and older undergoing a total arthro

plasty. The specific research questions were: 

1. Are there differences by age in length of stay among patients 

who had a total hip arthroplasty? 

2. Are there differences by age in total hospital charges among 

patients who had a total hip arthroplasty? 

3. Are there differences by age in discharge destination among 

patients who had a total hip arthroplasty? 

4. Are there differences by age in the amount of physical therapy 

and occupational therapy time among patients who had a total hip 

arthroplas ty? 

5. Are there differences in discharge destination attributable to 

variables other than age? 
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Purpose of the Study 

The purpose of this descriptive retrospective study was to 

describe patient outcomes following a total hip arthroplasty in patients 

55 years of age and older. The results of the study describe the dif

ferences among age, sex, marital status, length of stay, amount of phys

ical and occupational therapy, total hospital charges, and discharge 

destination following total hip surgery. 

Operational Definition of Terms 

Discharge destination: The place a person is transferred to 

following discharge from the acute hospital setting (i.e., subacute 

unit, rehabilitation unit, nursing home, or home). 

Length of stay: The total number of days the person spent in 

the hospital, measured from the day of admission to the day of discharge 

from the acute care level. 

Total hip arthroplasty: The surgical technique designed to 

relieve pain, increase mobility, and improve function in patients with 

arthritis of the weight-bearing joints. 

Total hospital charges: The total amount in dollars charged to 

the patient's account for hospital services received during cited length 

of stay of hospitalization. This does not include physician charges. 

Summary 

The percentage of the total population over 65 years of age is 

rapidly increasing in the United States. The health care industry will 

be increasingly influenced by the health care needs of the elderly. 

Aging is a normal process of life and, as people age, they are more 
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likely to experience chronic conditions such as osteoarthritis or rheu

matoid arthritis. Total hip replacement is a technique used to relieve 

pain, increase mobility, and improve function in patients with debili

tating arthritis of weight-bearing joints. Because arthritis affects a 

greater percentage of older adults, the relationships among age, sex, 

marital status, length of stay, total hospital charges, and discharge 

destination are important concerns. This retrospective study examined 

the outcomes following a total hip arthroplasty in patients 55 years of 

age and older. 
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CHAPTER 2 

CONCEPTUAL FRAMEWORK AND LITERATURE REVIEW 

The prevalence of osteoarthritis and rheumatoid arthritis is age 

dependent, but the disorder is not an inevitable consequence of the 

aging process (Bellamy, 1986; Kaplan, 1983). The weight-bearing joints 

In the body are areas most frequently affected by arthritis. The hip 

was chosen for the focus in this study because of the prevalence of 

arthritis afflicting the hip joint as one ages. The most common surgi

cal technique used today, total hip arthroplasty, requires the patient 

to be hospitalized in an acute care setting. The conceptual framework 

and literature review related to the conceptual framework are presented 

in this chapter. 

Conceptual Framework 

The Anderson Model (Anderson, 1968) is a framework for orga

nizing variables/factors which help explain health service use 

(Figure 1). This model incorporates aspects of health care utilization 

at the societal level, the health care organizational level, and the 

individual behavior level. The premise of this model is that a complex, 

interrelated, and dynamic set of factors underlies use of health ser

vices. The Anderson Model elaborates beyond the simpler behavioral 

models (Rosenstock, 1966), as It integrates a variety of social and eco

nomic contingencies (Anderson, 1968). 
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Norms: 
• Expected 
aging-related 
changes 

Technology: 
• Total hip arthroplasty 
• Disease prevalence for osteoarthritis 

and rheumatoid arthritis 

SOCIETAL DETERMINANTS 

Predisposing: 
• Age 
• Sex 
• Marital status 

Enabling: 

INDIVIDUAL DETERMINANTS 

Need: 
Assigned DRG 209 Diagnosis of: 

• Osteoarthritis 
• Rheumatoid arthritis 

Type: 
Discharge 
destination of: 
• Hospital-based 
subacute unit 

• Home 
• Nursing home 
• Rehabilitation 
facility 

Purpose: 
• Total hip 
arthroplasty 

• Rehabilitation and 
convalescence 

HEALTH SERVICE USE 

Unit of Analysis: 
• Length of stay 
• Amount of physical and 
occupational therapy 

• Total hospital charges 

Figure 1. Conceptual Framework for Retrospective Study of Outcomes 
Following Total Hip Arthroplasty in Patients 55 Years of Age 
and Older. 
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At the societal level, technological procedures and cultural 

mores broadly affect use (Anderson, 1968). The norms are the expected 

aging-related changes. The technological procedure for this study was 

total hip arthroplasty for the chronic diseases of osteoarthritis and 

rheumatoid arthritis. 

The health care organizational level is arranged according to 

resource, access, and structural determinants of health service use. 

The health care organizational level was beyond the scope of this study 

and no data were collected. 

The individual level is comprised of three groupings to form the 

organizing principles: predisposing, enabling, and need determinants. 

The predisposing factors describe the sociodemographic characteristics 

of the population of health care users: age, sex, and marital status. 

Financial resources such as health insurance are considered to enable 

individuals to secure health care. The enabling variable in this study 

was patients assigned DRG 209 on admission to the acute care hospital. 

The measure of need included patients with diagnoses of osteoarthritis 

or rheumatoid arthritis. 

The health service use level addresses the type of facilities 

used, the purpose, and the unit of analysis for the study. For this 

study, the types of settings for discharge destination were: hospital-

based subacute unit, home, nursing home, or rehabilitation facility. 

The purpose of these settings was for rehabilitation or convalescence 

following a total hip arthroplasty. The units of analysis for this 

study were the following outcomes: length of stay, amount of physical 

and occupational therapy, and total hospital charges. 
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Literature Review 

Literature related to each component of the conceptual framework 

is reviewed in this section. The major variables discussed are: sex 

and age, marital status, osteoarthritis, rheumatoid arthritis, length of 

stay, amount of rehabilitation (physical and occupational therapy), 

total hospital charges, and discharge destination for patients following 

a total hip arthroplasty. 

Sex and Ape 

Sex is an important variable, because the prevalence of arthri

tis occurring may differ with gender. The literature reports that both 

males and females exhibit multiple chronic conditions occurring concur

rently. Arthritis ranks first among the major chronic ailments for both 

women (50%) and men (35%) (Monthly Vital Statistics Report. 1983). 

Age is an important variable because of the physical changes 

that occur with the aging process. As chronological age increases, 

physical changes begin to be detected as the process of age-related 

changes occurs. Mobility changes are most specifically the result of 

aging in the musculoskeletal system. Individuals exhibit age-related 

changes at different rates (Saxon & Etten, 1987). In this study, age 

ranged from 55 years to over 85 years. 

Marital Status 

Another important variable of the study is marital status, as it 

may have a relationship to length of stay and discharge destination for 

patients following a total hip arthroplasty. Branch and Jette (1982) 
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reported singleness, widowhood, and divorce as leading factors for 

nursing home placement of older adults. 

The aged are particularly vulnerable in an acute care setting. 

The relocation to unfamiliar places, requiring interaction with unfa

miliar persons without a familiar support system, contributes to the 

vulnerability of the older adult (Gunter, 1983). 

Arthritis 

Arthritis is defined as the degenerative disease process that 

results in increased pain and limited mobility of weight-bearing joints 

(Cape, Coe, & Rossman, 1983). As a person ages, the bone undergoes com

plex changes. After age 45, both men and women experience a shift from 

an increase in bone mass to a progressive decrease as bones become more 

porous and less dense. Progressive changes in both weight-bearing and 

non-weight-bearing joints begin as early as the second or third decade. 

After age 40, changes due to use are even more marked and increase each 

decade (Gioiella & Bevil, 1985). Joints are the primary structures gov

erning mobility. As one ages, the joint loses mobility and stability 

(Adrian, 1981). 

Of all the chronic illnesses afflicting older adults, none is 

more widespread and debilitating than arthritis. Approximately 37 

million of the 227 million people in the United States are afflicted 

with some type of arthritis; of these persons, approximately 8 million 

have rheumatoid arthritis and 18 million have osteoarthritis. Approxi

mately 8 million people with arthritis are under 45 years of age, 16.5 

million are aged 45 to 65, and 12.5 million are over age 65 (Lambert & 
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Lambert, 1987; U.S. Bureau of the Census, 1986). For the purposes of 

this study, only osteoarthritis and rheumatoid arthritis are discussed. 

Osteoarthritis. Osteoarthritis (non-inflammatory) is a multi

factorial process that occurs when the normal cushioning and protective 

structure in joints wear away and bones rub on bones, producing pain 

(Saxon & Etten, 1987). Age is the strongest risk factor for osteo

arthritis. Numerous epidemiological studies have shown an increase in 

the presence of osteoarthritis with age (Peyron, 1984). Osteoarthritis 

is the most common form of arthritis and the form most people mean when 

they refer to arthritis. Utilizing radiographic examination, it has 

been found that the disease has universal prevalence by age 80 

(Valkenburg, 1983). Osteoarthritis of the weight-bearing joints can be 

a minor or a disabling disorder, depending upon the severity of the 

disease. Large-joint disease, when advanced, is usually but not always 

progressive. In the elderly, where multiple other medical problems are 

likely, arthritis may not be compensated for easily. 

Brandt and Fife (1986) stated that osteoarthritis is a collec

tion of individual diseases, differing from each other according to 

joints involved, sex, ratio, age of onset, relation to menopause, and 

hereditary factors. The pathological changes in osteoarthritis are non

specific with aging. The first changes to occur in the cartilage are 

the erosion of joint surfaces and desquamation, leading to a wearing 

away and loss of cartilage, and leaving denuded bone. This process is 

seen most often in pressure areas such as the hip joint, and results in 

symptoms of pain and decreased mobility in the individual. Usually, 
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medication to relieve pain is used. If this intervention is not suc

cessful, then surgical techniques such as a total hip arthroplasty are 

explored. 

Rheumatoid Arthritis. Rheumatoid arthritis is a chronic inflam

matory disorder of the joints in which swelling and pain may be present 

for years or even a lifetime (Harris, 1981). In contrast to degenera

tive arthritis, rheumatoid arthritis can involve connective tissue of 

the entire body, but is manifested more specifically in the joints 

(Saxon & Etten, 1987). Rheumatoid arthritis commonly occurs between the 

ages of 30 and 60, but its appearance after age 60 is not unknown. The 

cause of rheumatoid arthritis is not clearly understood, although the 

current viewpoint suggests genetic susceptibility or reaction to some as 

yet unknown environmental factor such as a virus (Saxon & Etten, 1987). 

Rheumatoid arthritis is not considered a disease of old age. In 

most cases, the disease makes its appearance between the ages of 25 and 

54 (Duthie, 1964), and it affects 75% more women than men. Severe crip

pling can result from inflammation of the synovial membrane, periosteum, 

and tendon sheath of the joint. This disease can involve numerous 

organs and systems of the body, but appears most frequently in the 

joints. Persistent pain, swelling of joints, and morning stiffness are 

common symptoms. Treatment must be initiated immediately to prevent 

joint damage, and usually involves anti-inflammatory medications. If 

severe crippling is present, then total joint replacement is necessary. 
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Total Hio Arthroplasty 

The surgical procedure addressed in this study was the total hip 

arthroplasty, which replaces the entire joint with an artificial pros

thesis. Joint replacement therapy has become an increasingly useful 

tool when simple measures such as joint protection, canes, walkers, and 

other devices do not give significant relief from pain (Wolfe, 1984). A 

total hip arthroplasty is indicated for use as a primary intervention in 

cases of osteoarthritis or rheumatoid arthritis with a non-acute frac

ture of the involved leg(s) to obtain relief of symptoms and increase 

mobility. The total hip replacement is a surgical procedure which 

involves reconstruction of the hip joint using a prosthetic femoral head 

and a plastic socket. The artificial parts are stabilized in place, and 

the new joint is realigned so that it moves freely through a normal 

range of motion (Carnevali & Patrick, 1986). This surgical procedure is 

designated as DRG 209 in the Medicare prospective payment system. 

Rehabilitation 

In the context of this study, rehabilitation following a total 

hip arthroplasty included physical and occupational therapy. Rehabili

tation seeks to improve the motor performance of elderly persons with 

limited mobility so that they can attain their optimal level of motor 

function to perform the activities of daily living (Rossman, 1979) . 

Rehabilitation is a restorative process that is done in collaboration 

with other health disciplines such as nursing, physical therapy, and 

occupational therapy. 
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Rehabilitating the aged orthopedic patient presents potential 

problems. Treatment often depends on the patient's ability to cooperate 

in a rehabilitation program within his tolerance. Positioning and early 

ambulation by nurses and physical therapists can often prevent post

operative complications following a total hip arthroplasty (Rossman, 

1979). 

Length of Stay 

The national average length of stay for a total hip arthroplasty 

(DRG 209) is 10 days in an acute level of care. The rate of hospital 

admissions for the elderly increased from 5.5 million in 1968 to nearly 

10 million in 1978 (Yurick et al., 1989). In 1980, the average length 

of stay was 7.6 days for persons under 65 years of age and 10.6 days for 

persons over age 65. Persons over 65 years of age constitute between 

40% and 60% of all acute-care admissions (Lueckenotte, 1987). 

Grau and Kavner (1986) conducted a retrospective analysis of 

hospital discharge records to explore the relationship of somatic and 

mental co-morbidity to hospital length of stay among Medicare patients 

with hip replacements. The study sample consisted of all cases of hip 

fractures admitted to a major medical center during 1983 and 1984. The 

criteria for the sample were identical to those for DRG 209. Length of 

stay for patients in this study varied widely, ranging from 2 to 465 

days. Patients with somatic co-morbidity remained in the hospital the 

longest -- an average of 54 days. This was followed by patients with 

mental co-morbidity, whose average length of stay was 49 days. Patients 



27 

with neither somatic nor mental conditions had the shortest length of 

stay of 32 days. 

Marchette and Holloman (1986) conducted a retrospective analysis 

of data from medical records of 500 patients discharged from an acute 

care hospital in 1983. Stratified random sampling was used to select 

groups of 100 patients for 5 of the 12 most common primary discharge 

diagnostic categories. The researchers found six of the variables 

studied to be significant to length of stay: 1) timing of nurses' dis

charge planning, 2) timing of social workers' discharge planning, 

3) age, A) discharge destination, 5) whether patients received discharge 

planning by social workers, and 6) extensiveness of nurses' discharge 

planning. Marchette and Holloman (1986) found that patients discharged 

to a nursing home had longer hospital stays than patients discharged to 

home, a subacute unit, or a rehabilitation unit. In addition, the 

researchers found that the older the patients, the longer they stayed in 

the hospital. Although potentially influential to outcomes, these vari

ables were not a part of the current study. 

Total Hospital Charges 

Total charges for hospitalization include charges for all 

resources used during the hospital stay. For the purpose of this study, 

physician charges were not included. The current concern of consumers 

and regulators is that health care costs are nearing the tolerated 

ceiling. In 1983, the nation's expenditure for health care reached 

354.5 billion dollars, or approximately 10.7% of the gross national 

product (American Nurses' Association, 1985). Experts forecast that 
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health care expenditures could reach one trillion dollars per year by 

1992 unless drastic measures are initiated to control these costs 

(Curtin & Zurlage, 1984). 

An amendment to the Social Security law, the Medicare prospec

tive payment system, was signed into law by President Reagan in 1983, 

This system, now used by most Medicare-participating hospitals, is based 

on diagnosis-related groups (DRGs), a list of 470 categories that clas

sify patients by diagnosis and procedures according to their anticipated 

resource usage. The system established a flat rate payment for each 

diagnosis, regardless of the actual cost or length of stay for the 

patient (Staebler, 1988). 

The intent of this amendment was to reduce unnecessary hospital 

admissions and shorten length of stays, based on the theory that these 

actions would reduce Medicare inpatient reimbursement levels. This 

policy was also designed to provide an incentive for hospitals to 

improve their efficiency in treating patients. One way this was accom

plished was by allowing those hospitals that came in under the DRG value 

to make a profit; those whose costs exceeded the dollar value had to 

absorb the loss. In other words, if a patient required hospitalization 

beyond the designated time established by the DRG standards, the hospi

tal lost money; by the same token, hospitals made money when patients 

were released sooner than projected. This system provided hospitals 

with the incentive to discharge patients as quickly as possible. 

There is a concern that the frail elderly population is at risk 

for compromised care both by restraining or limiting restorative availa

bility and by premature discharge which is reflected in decreased length 
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of stay. With the prospective payment system, hospitals stand to lose 

money when caring for the older Medicare patient. The prospective pay

ment system also does not recognize multiple chronic problems or the 

severity of the illness. Hospitals may begin to view the aged patient 

as an undesirable revenue loser (Floyd & Buckle, 1987). Total joint 

replacement (DRG 209) is a revenue loser in the hospital where this 

study was conducted. 

Discharge Destination 

Discharge destination is defined as the location immediately 

following discharge from the acute level of care. The vulnerability of 

the elderly being discharged from the hospital has gained increasing 

attention over the past 20 years. Considering that the number of 

elderly persons in the population is expected to increase, and taking 

into account governmental policies to increase community rather than 

hospital care, it is imperative that the discharge process be effective 

(Waters, 1987). 

A point made repeatedly in testimony before the U.S. House of 

Representatives Select Committee on Aging (Brody, 1985) is that the 

early release of the elderly from hospitals is placing a very heavy 

burden on community and family support systems. Consequently, many of 

these older individuals need a much more intensive level of health ser

vices than has been provided in the past. A small portion of these 

services is paid for by Medicare under a home health care program. 

According to Brody (1985), 80% to 90% of the health and social support

ive services required by these elderly individuals are provided by 



30 

members of their families, most often elderly spouses. Brody also 

stated that families nowadays provide more difficult care over longer 

periods of time to more older people than ever before. Data from the 

1984 National Health Interview Survey indicate that, of the community-

dwelling elderly, about 17% of those 65 to 74 years of age, 28% of those 

75 to 84, and 49% of those over age 84 have difficulties with personal 

care activities. 

The new Medicare prospective payment system provides hospitals 

with the incentive to discharge early in order to make a profit. Early 

hospital discharge has advantages and disadvantages from the vantage 

points of both cost and quality. Advantages include a potential 

decrease in co-morbidity complications and a return of individuals to 

family and normal activities, as well as a reduction in health care 

costs. Tarazi, Esselstun, Kuivila, and Hardesty (1984) conducted a 

study of women undergoing mastectomies and reported fewer complications 

and less time lost from employment in the group discharged earlier from 

the hospital. Numerous studies documented reduced health care costs as 

a result of early discharge (Marchette & Holloman, 1986). 

Unfortunately, in the attempt to decrease costs, patients may be 

discharged too early from the hospital and require rehospitalization, or 

they may be discharged while still too ill for family members to manage 

(Schwartzberg, 1982). Increasingly, older patients are encountering 

health problems at home, often without assistance being readily avail

able or affordable from health care providers (Brown et al., 1987). 

In response to earlier hospital discharge and in an effort to 

compete for health care dollars, numerous types of home follow-up or 
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home care services are developing and using a variety of personnel 

(Phillips, Fisher, MacMillan-Scattergood, & Baglioni, 1988). For 

example, there is an increased number of hospital-based, subacute care 

units being developed to respond to the needs of the older adult. This 

intermediate health care unit provides a less intensive level of care to 

patients who no longer need the acute level of care that the hospital 

provides, but still require a higher intensity of care than can be 

obtained through home health services. Following a total hip arthro

plasty, older patients may be transferred from the acute care hospital 

to a subacute care unit before going to a rehabilitation unit, home, or 

an extended care facility. 

Summary 

The conceptual framework and review of the literature were pre

sented in this chapter. The review of the literature discussed sex and 

age, marital status, osteoarthritis, rheumatoid arthritis, physical and 

occupational therapy, length of stay, total hospital charges, and dis

charge destination for the older patient having a total hip arthro

plasty. As one ages, the incidence of arthritis increases. Older 

adults often experience several chronic illnesses at the same time, and 

this may impact the rate of recovery for the older total hip arthro

plasty patient. As a result, increased resources may be required to 

assist individuals to prepare for discharge. This may affect the total 

charges for hospitalization, the length of stay of hospitalization, and 

the designated place the patient is transferred to at time of discharge 

from the acute care facility. This study focused on the differences 
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between and among age, sex, marital status, amount of physical and occu 

pational therapy, length of stay, total hospital charges, and discharge 

destination for patients 55 years of age and older, following a total 

hip arthroplasty. 
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CHAPTER 3 

METHODOLOGY 

The study design, setting and sample, human subjects protection 

methods, and data collection instrument are described in this chapter. 

Also described in this chapter are the method of data collection and the 

plan for data analysis. 

Design 

The study was a descriptive design. The variables studied were: 

sex, age, marital status, amount of physical and occupational therapy, 

length of stay, total hospital charges, and discharge destination for 

persons 55 years of age and older, following a total hip arthroplasty. 

Data collection was done through a retrospective chart audit of persons 

discharged during the period from August 1, 1989, through April 5, 1990. 

Setting and Sample 

The setting was a 650-bed medical center in a Southwestern city. 

Data were collected from an inpatient data base file, and were obtained 

by the Director of Medical Records. 

The population for this study was obtained from the medical 

records of patients with the DRG 209 assignment, major joint procedure, 

hip replacements only, who were discharged from the hospital during the 

period from August 1, 1989, through April 5, 1990. The patients also 

possessed a secondary diagnosis of osteoarthritis and/or rheumatoid 

arthritis. The following additional sample criteria were also used for 
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this study: admitted as an inpatient to an acute care setting, and 55 

years of age or older. 

Protection of Human Subjects 

Since this study posed no risk to the patient and since the 

generic conditions of admission for the hospital were to review the med

ical record, formal signed consent was not required. Confidentiality of 

the data was maintained. Subjects were not identified by medical record 

number, account number, or admitting name. 

Permission for this study was sought and obtained from the 

Ethical Review Subcommittee of the College of Nursing, University of 

Arizona (Appendix A). Verbal permission was also obtained from the 

Director of Nursing Research at the hospital where the study was 

conducted. 

Instrument 

A data collection form (Appendix B) was devised by the investi

gator to record dates of admission and discharge, diagnoses, sex, age, 

marital status, length of stay, amount of physical and occupational 

therapy, discharge destination, and total hospital charges. The data 

were collected from the hospital computer data base file, Product 

Management System, and recorded on the form. The Product Management 

System links the financial system with clinical and demographic 

information. 



35 

Method of Data Collection 

The method of data collection was retrospective. The data were 

made available by the Director of Medical Records, who was the hospi

tal's designee to access the patients' data base files for the investi

gator. Data were obtained from the case mix system, Product Management 

System, which is a health care microsystem. This computer system links 

financial data with clinical and demographic information. All records 

for inpatients who were discharged during the period from August 1, 

1989, through April 5, 1990, with the DRG 209 assignment, hip replace

ments only, were retrieved. In addition, the following information was 

obtained: diagnoses, age, sex, marital status, amount of physical and 

occupational therapy, length of stay, discharge destination, and total 

hospital charges. All information was recorded on the instrument form 

(Appendix B). Content validation of these variables was obtained 

through consultation with the case mix coordinator, an analyst who exam

ines the financial impact of the Medicare prospective payment system on 

the hospital. 

Data Analysis Plan 

Descriptive statistics were used to determine the characteris

tics of the study sample. Student t-tests were used to determine 

whether statistically significant differences existed between each of 

the individual variables of age, sex, marital status, length of stay, 

total hospital charges, and discharge destination. For statistical 

analysis, a preselected level of p £ 0.05 was used to determine 

significance. 
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Summary 

A descriptive study was used to identify the differences and 

relationships between and among the variables of age, sex, marital 

status, length of stay, total hospital charges, and discharge destina

tion. Data collection was done retrospectively from a medical record 

patient data base file system for the period from August 1, 1989, 

through April 5, 1990. Medical records examined were for patients dis

charged under DRG 209, hip replacements only, with a diagnosis of osteo

arthritis and/or rheumatoid arthritis. A data collection form was 

devised to record data obtained from the data base files. 

Student t-tests were used to determine whether there were dif

ferences between each of the individual variables. For statistical 

analysis, a preselected level of p £ 0,05 was used to determine 

significance. 
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CHAPTER 4 

RESULTS OF DATA ANALYSIS 

The results of the data analysis are presented in this chapter. 

A descriptive, retrospective design was used to describe the outcomes 

following a total hip arthroplasty in patients 55 years of age and 

older. The results of the study describe the relationships among and 

between age, sex, marital status, length of stay, amount of physical and 

occupational therapy, total hospital charges, and discharge destination 

following a total hip arthroplasty. Descriptive statistics were used to 

determine the characteristics of the study sample with t-tests to demon

strate the differences between each of the individual variables and 

length of stay. 

Characteristics of the Study Sample 

Data were originally retrieved for 66 subjects; three subjects 

were rejected because of lack of complete information, and two were 

rejected because of extremely long length of stay, which might have 

skewed the statistical analysis. All were discharged from the hospital 

during the period from August 1, 1989, through April 5, 1990. 

Demographic data on the subjects are presented in Table 1. The 

sample was almost equally divided between male and female, 27 (44.26%) 

and 34 (55.74%), respectively. The number of subjects in each age group 

was evenly distributed as well, with the majority of the sample between 

55 and 64 years of age (34.42%), followed by the groups aged 65-74 and 



Table 1. Frequency Distribution by Sex, Age, and 
Marital Status of Study Subjects (N = 61). 

Characteristic Number Percent 

Sex: 
Male 27 44.26 
Female 34 55.74 

Total 61 100.00 

Age: 
55-64 years 21 34.42 
65-74 years 20 32.79 
75-84 years 20 32.79 

Total 61 100.00 

Marital Status: 
Married 49 78.22 
Single 1 1.61 
Widowed 10 18.56 
Divorced 1 1.61 

Total 61 100.00 
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75-84 (32.79% each). There were no subjects 85 years of age or older. 

The majority of subjects were married (78.22%), while the second largest 

group were widowed (18.56%). 

The primary diagnoses for those undergoing a total hip arthro

plasty are listed in Table 2. The majority of patients were admitted 

with a primary diagnosis of osteoarthros NOS-pelvis (68.85%). This DRG 

classification is used when physicians do not specify other sites of 

osteoarthritis. The second highest primary diagnosis, localized osteo

arthritis NOS-pelvis, was considerably less, with only 14.75% (n = 9). 

The major rehabilitation therapies provided for this group of 

patients were physical therapy and occupational therapy. The ranges, 

means, and standard deviations (s.d.) for these therapies are presented 

in Table 3. Each increment of one on the therapy scale was equivalent 

to 15 minutes. The number of physical therapy treatments for each sub

ject in the sample ranged from 9 to 50, with a mean of 23.82 and a stan

dard deviation of 0.46. The number of occupational therapy treatments 

for each subject in the sample ranged from zero to 16, with a mean of 

3.10 and a standard deviation of 3,73. 

The discharge destinations of the subjects are presented in 

Table 4. The majority of the patients were discharged to their homes 

(n - 43; 70.49%), with about even distribution for the remaining sub

jects to either a skilled nursing facility (n - 10; 16.39%) or an inter

mediate facility (n - 8; 13.12%). 

Length of stay was measured in days. The length of stay ranged 

from 4 to 15 days, with a mean of 9.08 and a standard deviation of 1.99. 
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Table 2. Primary Diagnosis for the Total Sample of Total Hip 
Arthroplasty Subjects (N - 61).* 

Diagnosis Number Percen1 

Osteoarthros NOS-pelvis** 42 68, ,85 
Localized osteoarthritis NOS-pelvis** 9 14, .75 
Osteoarthrosis (multiple site) 2 3, .28 
Aseptic necrosis femur 4 6, .56 
Malfunctioning internal orthopedic device/graft 1 1 .  ,64 
Rheumatoid arthritis 2 3. ,28 
Traumatic arthropathy pelvis 1 1 .  .64 

Total 61 100. ,00 

^According to DRG classification. 
**NOS - not otherwise specified. 

Table 3. Number of (15-Minute) Treatments for Each 
Subject: Means, and Standard Deviations of 
Rehabilitative Therapies (N - 61). 

Number of 
Treatments 

Therapy per Subject Mean s.d. 

Physical 9-50 23.82 0.46 

Occupational 0-16 3.10 3.73 
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Table 4. Frequency Distribution of Discharge 
Destinations for Study Sample (N - 61). 

Discharge Destination Number Percent 

Home 43 70.49 
Skilled nursing facility 10 16.39 
Intermediate facility 8 13.12 

Total 61 100.00 

The average length of stay for the entire sample was within the study 

hospital's expected length of stay of 10 days. 

Results Related to Research Questions 

Question 1: Are there differences by age in length of stay 

among patients who had a total hip arthroplasty? 

Means and standard deviations for age and length of stay are 

presented in Table 5. The mean length of stay for the 55-64 age group 

was 8.77 (s.d. - 2.29) days, and for the 65-74 age group 10.25 (s.d. -

2.74) days. The difference between the two age groups was 1.48 days. 

The t-value was -1.93, which was statistically significant at the p < 

0.05 level. 

The mean length of stay for the age group of 55-64 was 8.77 

(s.d. - 2.29) days, and for the age group of 75-84 10.56 (s.d. - 2.81) 

days. The difference between these two age groups was 1.79 days. The 

t-test was statistically significant at the p £ 0.05 level with a 

t-value of -2.01. 
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Table 5. Information on t-test Values for Length of Stay for Age Groups 
55-64, 65-74, and 75-84 (N - 61). 

Age Group Mean Difference s .d. t-Value df 

55-64 8.77 1.48 2.29 -1.93* 48 
65-74 10.25 2.74 

55-64 8.77 1.79 2.29 -2.01* 32 
75-84 10.56 

1.79 
2.81 

-2.01* 32 

65-74 10.25 -0.31 2.74 1.09 46 
75-84 10.56 

-0.31 
2.81 

*p < 0.05. 

The difference in means for length of stay for the 65-74 and 

75-84 age groups was -0.31. The t-test was not statistically signifi

cant. Most subjects were close to the national average length of stay 

(10 days) for the Medicare DRG 209 assignment. 

Question 2: Are there differences by age in total hospital 

charges among patients who had a total hip arthroplasty? 

There were no statistically significant results for total hospi

tal charges between the age groups of the total sample. The mean for 

the age group of 55-64 was $10,850.44, with a standard deviation of 

$3,216.18. The mean for the 65-74 age group was $12,506.43, with a 

standard deviation of $3,838.88. The difference in means for total hos

pital charges for the two groups was -1,655.99. The t-value was 0.128, 

and the t-test was not statistically significant. 
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The mean for the age group of 55-64 was $10,850.44, with a stan

dard deviation of $3,216.18, and the mean for the 75-84 age group was 

$13,756.12, with a standard deviation of $5,192.88. The difference in 

means for total hospital charges for the two groups was -2,905.68. The 

t-value was -1.99, and the t-test was not statistically significant. 

The mean for the 65-74 age group was $12,506.43, with a standard 

deviation of $3,838.88, and the mean for the 75-84 age group was 

$13,756.12, with a standard deviation of $5,192.88. The difference in 

means for total hospital charges for the two groups was -1,249.69. The 

t-value was 0.351, which was not statistically significant. 

The mean total hospital charges increased with each age group. 

The 75-84 age group had the highest total hospital charges. 

Question 3: Are there differences by age in discharge destina

tion among patients who had a total hip arthroplasty? 

Frequency and percents for discharge destinations of subjects by 

age groups are presented in Table 6. Of the 17 subjects in the 55-64 

age group, the majority were discharged to their home (18%), followed by 

8.2% to a nursing home, and 1.6% to a sub-acute unit. For the 65-74 age 

group, again the majority were discharged to their home (42.6%), with 

the remainder evenly distributed between a sub-acute unit and a nursing 

home (3.3% each). The discharge destinations for the 75-84 age group 

were about evenly distributed between home and a sub-acute unit (9.8% 

and 11.4%, respectively), with only one subject (1.6%) discharged to a 

nursing home. 
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Table 6. Frequency Distribution for Discharge Destinations of Subjects 
by Age Groups (N - 61). 

Age 
Group 

Discharge Destination 
Age 
Group 

Home Sub-Acute Unit Nursing Home Age 
Group Number Percent Number Percent Number Percent 

55-64 11 18.0 1 1.6 5 8.2 
65-74 26 42.6 2 3.3 2 3.3 
75-84 6 9.8 7 11.4 1 1.6 

Total 43 70.4 10 16.3 8 13.1 

Question 4; Are there differences by age in the amount of phys

ical therapy and occupational therapy time among patients who had a 

total hip arthroplasty? 

Means and standard deviations for age and physical and occupa

tional therapy are presented in Table 7. The mean for the 55-64 age 

group was 43.70 (s.d. - 17.07), and the mean for the 65-74 age group was 

58.54 (s.d. - 21.73). The difference in means for physical and occupa

tional therapy for the two age groups was -14.84. The t-value was 

-2.45, and the t-test was not statistically significant. 

The means for the 55-64 and 75-84 age groups were 43.70 (s.d. = 

17.07) and 55.82 (s.d. - 15.05), respectively. The difference in means 

for physical and occupational therapy between the two age groups was 

-12.12. The t-value was -2.18, which was statistically significant at 

p - 0.036. 
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Table 7. Information on t-test Values for Physical Therapy and 
Occupational Therapy Time for Age Groups 55-64, 65-74, and 
75-84 (N - 61). 

Age Group Mean Difference s.d. t-Value df 

55-64 43.70 -14.84 17.07 -2.45* 44 
65-74 58.54 21.73 

44 

55-64 43.70 -12.12 17.07 -2.18* 32 
75-84 55.82 15.05 

32 

65-74 58.54 2.72 21.73 0.44 42 
75-84 55.82 15.05 

42 

*p < 0.05. 

The mean for the 65-74 age group was 58.54, with a standard 

deviation of 21.73, and the mean for the 75-84 age group was 55.82, with 

a standard deviation of 15.05. The difference in means for physical and 

occupational therapy between the two groups was 2.72. The t-value was 

0.44, which was not statistically significant. 

The 55-64 age group had the lowest average number of physical 

and occupational therapy treatments. The 65-74 age group had the 

highest average number of treatments. 

Question 5: Are there differences in discharge destination 

attributable to variables other than age? 

The frequency distribution for sex and discharge destination is 

presented in Table 8. There were 18 (29.54%) male subjects and 25 

(40.95%) female subjects who were discharged home. The number of sub

jects discharged to a skilled nursing facility was 5 males (8.19%) and 
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Table 8. Frequency Distribution for Discharge Destination of Subjects 
by Sex (N - 61). 

Discharge Destination 
Skilled Nursing Intermediate 

Home Facility Facility 
Sex Number Percent Number Percent Number Percent 

Male 18 29.54 5 8, ,19 4 6.55 

Female 25 40.95 5 8. .19 4 6.55 

Total 43 70.49 10 16. ,38 8 13.10 

5 females (8.19%). There were 4 male subjects (6.55%) and 4 female sub-

jects (6.55%) discharged to an intermediate facility from the acute 

level of care. 

The frequency and percents for marital status and discharge 

destination are presented in Table 9. Of the married subjects, 41 

(67.2%) were discharged home, 3 (5.07%) were discharged to a skilled 

nursing facility, and 5 (8.19%) were discharged to an intermediate 

facility. The one single subject in the study was discharged home. 

There were a total of 10 widowed subjects in the sample. One (1.69%) 

was discharged home, 6 (9.83%) were discharged to a skilled nursing 

facility, and 3 (4.91%) were discharged to an intermediate care facil

ity. The one divorced subject in the study was discharged to a skilled 

nursing facility. 
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Table 9. Frequency Distribution for Discharge Destination of Subjects 
by Marital Status (N - 61). 

Discharge Destination 
Skilled Nursing Intermediate 

Marital Home Facility Facility 
Status Number Percent Number Percent Number Percent 

Married 41 67.2 3 5.07 5 8.19 
Single 1 1.6 
Widowed 1 1.69 6 9.83 3 4.91 
Divorced - - 1 1.4 

Total 43 70.49 10 16.30 8 13.10 

Summary 

The results of the data analysis were presented in this chapter. 

The number of subjects was almost equally divided between male and 

female, and the number of subjects in each age group was evenly distrib

uted as well. The majority of the subjects were discharged to their 

homes, with the remaining portion of the sample evenly distributed 

between discharge to a skilled nursing facility and discharge to an 

intermediate care facility. There were more female subjects discharged 

home than male subjects. A higher percentage of married subjects also 

returned home. 

The student t-tests for length of stay were statistically sig

nificant for the 55-64 and 65-74 age groups, and the 55-64 and 75-84 age 

groups. There were no statistically significant findings for total hos

pital charges by age groups. 
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Frequency distribution was provided for discharge destination by 

age group, sex, and marital status. The findings showed that the major

ity of the subjects in the age groups of 55-64 years and 65-74 years 

returned home. Also, a higher percentage of married subjects and female 

subjects returned home after discharge from acute care. 
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CHAPTER 5 

DISCUSSION OF RESULTS 

This study examined the differences between the following vari

ables in arthritis patients following a total hip arthroplasty: age, 

sex, marital status, length of stay, total hospital charges, amount of 

physical and occupational therapy, and discharge destination. A 

descriptive design was used to describe the differences. Student 

t-tests were used to demonstrate the differences between each of the 

individual variables. A discussion of the results, limitations of the 

study, implications for nursing, and recommendations for future research 

are presented in this chapter. 

Discussion of Findings 

The results of the data analysis regarding the demographic data 

are presented first. The sample for this study was comprised of 11.48% 

more females than males. These findings are consistent with the litera

ture, in that women are more frequently affected by arthritis (Sutton, 

1984). The number of subjects was evenly distributed among the three 

age groups (55-64, 65-74, and 75-84), with the majority of the sample 

between the ages of 55 and 64. The second highest number of ages of the 

subjects was evenly dispersed between the age groups of 65-74 and 75-84. 

There were no subjects 85 years of age or older. This was interesting 

because, according to Maddox and Tillery (1988), as age increases, the 

prevalence of osteoarthritis also increases. The majority of the 
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subjects were married, with the second highest group being those 

widowed. This was not surprising since 67.21% of the subjects were 

between the ages of 55 and 74. 

The majority of the subjects undergoing a total hip arthroplasty 

had a primary diagnosis of osteoarthritis, NOS-pelvis (68.85%), as com

pared to 3.28% who had rheumatoid arthritis. These findings are consis

tent with the literature in that, as age increases, the prevalence of 

osteoarthritis increases and rheumatoid arthritis is not related to age 

(Rossman, 1979). 

The rehabilitation therapies provided for the sample group con

sisted of physical and occupational therapy. The majority of the sub

jects received an average of 23.82 physical therapy treatments, ranging 

from 9 to 50 (15-minute) sessions. The average number of occupational 

therapy treatments (3.10) ranged from zero to 16 (15-minute) sessions. 

Following a total hip arthroplasty, early mobility is a major concern. 

This finding is supported by the literature (AGS Public Policy 

Committee, 1990). 

The majority of the subjects returned home (70.49%) following 

discharge from the acute care setting. The majority of the sample was 

married and, therefore, one could assume, had a support system to assist 

them at home. The discharge destination for the remaining 29,5% of the 

patients was about evenly distributed between either a skilled nursing 

facility (16.39%) or an intermediate facility (13.11%). 

The length of stay ranged from 4 to 15 days, and the average 

length of stay for the entire sample was 9.08 days. This was slightly 

lower than the hospital's expected length of stay of 10 days. The age 
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group of 55-64 had the shortest length stay at 8.77 days. The statisti

cally significant t-test for length of stay was between the age groups 

of 55-64 and 75-84 (t-value - -2.01, p - 0.05). The significant t-test 

was expected, since the mean length of stay was the shortest for the 

55-64 age group. This finding is consistent with the literature 

(Marchette & Holloman, 1986) in that the length of stay as a variable 

increases with the age of a patient. There were no statistically sig

nificant t-tests for the variable of total hospital charges among the 

age groups. 

For the variable of discharge destination, a frequency distribu

tion was conducted for the age groups (55-64, 65-74, and 75-84). The 

findings indicate that the majority of subjects discharged to a skilled 

nursing facility or intermediate care unit ranged in age from 75 to 84 

years. These results are consistent with the literature in that the 

majority of persons admitted to a skilled nursing facility are over 75 

years of age. 

Frequency distribution for physical and occupational therapy by 

age groups resulted in one significant t-test, for the age groups of 

55-64 and 75-84 (t-value - -2.18, p - 0.036). This result was antici

pated by the investigator since the mean number of physical and occupa

tional therapy treatments was higher for the 75-84 age group. It was 

interesting to note that the t-test was not significant between the 

55-64 and 65-74 age groups, despite the fact that the difference in mean 

treatments was -14.84. This was inconsistent with the investigator's 

anticipation that the t-test would result in a statistically significant 

outcome. 
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The variable of marital status was examined. Of the 61 sub

jects, 49 (78.22%) were married, 10 (18.56%) were widowed, and the 

remaining subjects were either single (1.61%) or divorced (1.61%). 

There were no significant t-test results between the age groups or among 

the other variables. Differences in discharge destination were identi

fied by sex and marital status. The findings showed that a higher 

number of female married subjects returned home. 

In summary, the findings show that there was a statistically 

significant relationship between the 55-64 and 75-84 age groups in the 

sample for the variable of length of stay. For the variable of total 

hospital charges, there was no statistically significant result between 

the age groups. For the variable of discharge destination, a higher 

percentage of the 55-64 age group returned home and a higher percentage 

of the subjects aged 75-84 were discharged to a skilled nursing facility 

or an intermediate care unit. These findings are supported in the 

literature in that the population over age 75 experiences longer lengths 

of stay, higher hospital costs, fewer social support systems, increased 

probability of being discharged to a skilled nursing facility or inter

mediate care facility, and require more rehabilitation time as compared 

to the younger age group of 55-64 (Bellamy, 1986; Rossman, 1979; Rowe, 

1985; Tress, 1977). 

Limitations of the Study 

There were several limitations of this study. First, the inves

tigator's reliability and validity of the data for accuracy were depen

dent on the hospital designee's skill in using the case mix system. 
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A second limitation of the study was the lack of information 

regarding the patient's functional status prior to surgery. This infor

mation could have assisted the investigator to predict the outcome of 

the subject following a total hip arthroplasty. 

A third limitation of this study was the lack of knowledge 

regarding the subject's preadmission social support and living condi

tions. If a subject was admitted from a skilled nursing facility, it 

may have had an impact on the discharge destination. 

A fourth limitation of this study was the omission of precise 

data in the hospital records for a secondary chronic diagnosis (i.e., 

respiratory, cardiovascular, renal, etc.). The case mix study used by 

the investigator limited the ability to obtain such data. The hospi

tal's current system records secondary forms of the primary diagnosis of 

arthritis. Therefore, the investigator was unable to investigate the 

possibility of the impact of chronic illnessess among and between the 

age groups. 

A fifth limitation of this study was the possible effect of 

prior total hip arthroplasty on the other hip. Knowledge of routine and 

realistic outcomes may influence the amount of physical therapy required 

and thereby potentially affect length of stay, total hospital charges, 

and discharge destination. 

Implications for Nursing 

The ultimate hospital discharge criterion for total hip arthro

plasty patients is dependent on the level of mobility of the patient. 

Nurses are taking a more active role in the rehabilitation of total hip 



patients. Understanding the differences between the age groups can 

assist nurses to better determine patient needs. 

The advent of the Medicare DRG prospective payment system, as 

well as changes in post-operative care of total hip arthroplasty 

patients, has resulted in a decreased length of stay in the acute care 

setting for all age groups. Approximately six years ago, the average 

length of stay for total hip arthroplasty patients was 12-14 days. 

Presently, at this acute care facility, the average length of stay is 10 

days and is expected to decline. Nurses are expected to deliver the 

same amount and quality of care to patients in a shorter amount of time. 

Understanding the physical and social needs of the older adult may 

assist with the more efficient delivery of care. Explaining other 

nursing health care systems such as case management may provide the 

tools necessary to deliver care consistently and efficiently while 

decreasing the average length of stay. Implementation of a case manage

ment model would provide nurses with a "path of care" that provides an 

organized team approach. 

Recommendations for Future Research 

The following recommendations are made with regard to future 

research concerning the subject of this study: 

1. Conduct this study using a larger sample size to obtain more 

significant results related to the older total hip arthroplasty 

patient. 

2. Conduct the study and obtain additional information such as pre

hospital functional status, prior total hip surgery, 
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pre-hospital living arrangements, and chronic illnesses not 

related to arthritis to determine the effect on each of the out

come variables of the study. 

3. Further research the impact of a nursing care delivery system 

such as case management on length of stay and the other vari

ables between and among the age groups. 

4. Investigate the amount of social service intervention and its 

impact on the average length of stay between and among the 

variables. 

5. Investigate whether various physicians' routines of post-opera

tive care of the total hip arthroplasty patient affect the indi

vidual outcome variables. 

Summary 

The discussion of the study results, study limitations, and 

implications for nursing was presented in this chapter. A descriptive 

design was used to describe the outcomes between and among age, sex, 

marital status, primary diagnosis, length of stay, physical therapy 

treatments, occupational therapy treatments, total hospital charges, and 

discharge destination for patients undergoing a total hip arthroplasty. 

Results of the simple t-test showed that there was a significant 

finding between the age groups of 55-64 and 75-84 for length of stay, 

total hospital charges, amount of physical and occupational therapy, and 

discharge destination. There was also a significant t-test between the 

age groups of 55-64 and 65-74 for length of stay. 
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Based upon these results, further understanding of the needs of 

the adult over 75 years of age, who is undergoing a total hip arthro

plasty, may facilitate a nursing health care delivery model. This will 

provide a critical post-operative path that consistently delivers a com

prehensive and collaborative approach to health care. Predicting out

come variables of this older population of total hip arthroplasty 

patients would assist in a more effective approach to nursing care. 
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THE UNIVERSITY or 

ARIZONA 
College cl Nuning HLALTH SCIENCES CENTER JgyjjAxt«a 85711 

MEMORANDUM 

TO: Bridget Montana 
4351 Summerset Loop 0 
Tucson, Arizona 85715 

FROM: Carolyn Murdaugh, FAA.N. 
Director of Clinical Research 

DATE: November 20, 1990 

SUBJECT: Human Subjects Review: 'Retrospective Study 01 Outcomes Following TotaJ 
Hip Arthroplasty in Patients 55 Years and Oldei* 

Your project has been reviewed and approved as exempt from University review by the College of 
Nursing Ethical Review Subcommittee and the Director of Research. A consent form with subject 
signature is not required for projects exempt from full University review. Please use only a disclaimer 
format for subjects to read before giving their oral consent to the research. The Human Subjects 
Project Approval Form is filed In the office of the Director of Research if you need access to it. 

We wish you a valuable and stimulating experience with your research. 

CM:dbr 
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APPENDIX B 

DATA COLLECTION INSTRUMENT 
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Subject No. 

RETROSPECTIVE STUDY OF OUTCOMES FOLLOWING TOTAL HIP 
ARTHROPLASTY IN PATIENTS 55 YEARS AND OLDER 

DATA COLLECTION INSTRUMENT 

Date of Admission: 

Date of Discharge: 

Age: Years 

Sex: Male Female 

Marital Status: Married Divorced 
Widowed Single 

Diagnosis: 

Number of Therapy Visits: 

Total Time in Hospital: 

Total Hospital Charges: 

Discharge Destination: 

Osteoarthritis 
Rheumatoid Arthritis 
Both 

Number of Other Diagnoses 

Physical 
Occupational 

Number of Days 

$ 

Home 
Subacute Unit 
Rehabilitation Unit 
Nursing Home 
Other: 

Notes/Comments: 
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