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Introduction
Publication trends across surgical and
orthopaedic research indicate a predom-
inance of quantitative methods and an
absence of qualitative studies.1-3 Tradition-
ally, medical professionals have favoured
positivist research methods dependent on
quantitative measurements, believing that
only these were scientifically robust.4,5 This
approach is designed to answer closed
questions such as “how much” or “how
many”.6 Data are numerical and attained
through primary investigation or experi-
ments.5 A quantitative hypothesis predicts
an expected relationship between clearly
defined variables often based on prelimi-
nary evidence or knowledge. In contrast,
qualitative methods represent an interpre-
tive approach, based on the assumption
that reality is subjective.6,7 Questions are
open with the aim of exploring experien-
ces, feelings, values, beliefs, and perspec-
tives to understand meanings, complex
relationships, decision-making processes,
and the organization of our world, i.e. “why
and how things happen”.6-9 The data are
narrative in the form of audio, text, or even
images collected using semi-structured
interviews, observations, focus groups, or
existing documents.5,7,8

Over the past several decades,
there has been growing acceptance of
qualitative research approaches and their
applications.6,8,9 This coincides with the
emergence of the biopsychosocial model of
healthcare, which recognizes the multifac-
torial nature of musculoskeletal disease
and the necessity for adopting a mul-
tidisciplinary approach to achieve holi-
sitic integrated care.10,11 The additional
impetus for qualitative research is the

understanding that effective healthcare
should be personalized to patients’ needs,
which requires a range of experiences to
be understood and accommodated.12–14 This
may include the perspectives of patients,
relatives, carers, and clinicians.12,13 Conse-
quently, a diverse evidence base which
explains areas that cannot be addressed
solely by quantitative research designs is
needed to fully inform clinical practice.
This summary explores the barriers and
facilitators to using qualitative approaches,
and their potential to advance evidence-
based orthopaedic practice.

Impact of biopsychosocial model
The main barrier to implementing
qualitative or mixed (qualitative and
quantitative) methods in orthopaedic
research relates to the historic predomi-
nance of the biomedical model of health-
care.11,15,16 This assumes that patients’
symptoms and disabilities arise purely from
an orthopaedic pathology.11,14,17 Therefore,
research questions focus on the efficacy
of treatments and establishing causal
relationships which call for quantitative
designs.1,15 However, despite the evidence
for efficacy of orthopaedic surgery, patients
have variable recoveries and outcomes.
Although most recover, some experience
little or no change, or deteriorate after
surgery.11,18,19 For example, a systematic
review shows that up to 20% of patients
continue to suffer chronic pain after a
knee arthroplasty.18 Consideration of the
biopsychosocial model helps to explain
these findings. The principles underpin-
ning the model offer a more holistic
approach to care through recognition of
the complex interaction between biological,
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psychological, and social factors in people’s health.10,11,15,16

It is particularly relevant to orthopaedics because of the
high prevalence of long-term musculoskeletal diseases which
are influenced by these multidimensional factors.16 The use
of qualitative methods can enable implementation of the
biopsychosocial model. By exploring patients’ lived experien-
ces and opinions, we can better understand the behavioural,
emotional, and social processes that impact on the efficacy
of implementing interventions in clinical practice.10,14,16 Such
insights put “flesh on the bones of the quantitative results
bringing them to life through in-depth case elaboration”.20

For example, the Support and Treatment after Replacement
(STAR) study group conducted semi-structured interviews with
patients to understand why they developed chronic pain after
knee arthroplasty,19 and make sense of the numerical data
from the previously mentioned systematic review.18 Patients
reported difficulties integrating the knee prosthesis as part
of their body, often viewing it as “alien” or “not part of
themselves”.19 They also felt unprepared for the severity and
impact of postoperative pain, as well as the demands of
recovery.21 Consequently, a multifaceted and personalized
pathway for chronic postoperative knee pain was developed
to help patients accept their new knee joint and manage
such sensations.22 This composed of referrals to existing
NHS services targeted towards the potential causes of the
underlying pain and follow-up phone calls with an extended
scope practitioner.22 A pragmatic, mixed methods randomized
controlled trial was then used to assess the clinical effec-
tiveness of this pathway.22 Outcomes assessment included
participant interviews about the quality, content, and context
of the intervention, including which aspects helped them
control their pain.21 Patients reported that they expected
to receive this type of care and valued the reassurance
from healthcare professionals, particularly the opportunity to
discuss the possible causes of their pain and how to manage
it.21 Interviews with healthcare professionals who delivered the
pathway showed that they valued its patient-centredness.23

Collectively, the qualitative data enabled the research team
to determine factors influencing adherence, feasibility, and
acceptability of the pathway to inform its future implementa-
tion into practice.21,23,24

A limitation of the biomedical model is its narrow scope
of practice.14 The role of patients is out of step with modern
practice viewing them as passive recipients of decisions made
by healthcare professionals.11,14 This is taken to an extreme
in quantitative research, where participants are traditionally
referred to as ‘subjects’ to whom the experimental condi-
tions are applied. However, modern healthcare encourages
self-efficacy and patients’ active involvement in their care.11

For example, NICE guideline [NG157] for joint arthroplasty
surgery recommends that rehabilitation after discharge from
hospital should be self-directed by patients,25 reflecting a
biopsychosocial approach.10,14 As patients are encouraged and
empowered to take more responsibility for their health and
recovery, it is increasingly important to understand how to
meet their needs, which requires qualitative methods.14 Here,
the patients/participants have a different role in that they are
recognized as experts in their condition, and the aim is to
allow their voice to be heard.26 Increasingly, this is evolving
into co-production processes whereby researchers, healthcare
professionals, patients, and members of the public work in

partnership to improve care.26 The latter can be used to inform
not only the development of intervention, but the actual
research processes themselves.

Barriers to implementing qualitative research
Despite the benefits of biopsychosocial model and qualita-
tive clinical research, many healthcare professionals question
the feasibility of conducting this type of research in practice
and/or lack the skills and confidence to apply the approach.9

Criticisms or speculation about rigour and trustworthiness
of these approaches occur when people do not understand
the principles involved.1,9 For example, qualitative studies use
relatively small samples of participants identified through
processes such as purposively sampling to best be able to
provide the richness (theoretical depth) of data needed to
answer the research question.1,27 Qualitative research often
uses the concept of information power to guide sample size.
That is, the greater the information held by participants, the
lower the number of participants needed.27 Unlike quantitative
methods, adding more participants does not strengthen the
data or the theories derived. This is because the richness of
the data and its ability to answer the research question drives
the sample size, rather than calculations to achieve statistical
representation and generalizability.1,7,27

Data analysis is an additional area where lack of
insight limits understanding, as well as the clinical application
of qualitative findings. Qualitative analysis is based on the
principles of coding data to identify patterns and themes,
which are iteratively refined throughout the analysis to develop
theories to explain the study findings.7 These often require
interpretation to understand how they apply to the clinical
context.9 This differs from quantitative analysis, which aims to
test a hypothesis. Research processes are often linear with a
distinct endpoint and produce relatively prescriptive messages
and recommendations.6 Neither approach is better or worse
than the other; they are different methods to address distinct,
but related questions. When combined, they can provide
a much wider and deeper understanding of the patients’
difficulties and how to effectively address them. Finally, the
lack of integration of qualitative methods into formal curricula,
medical training programmes, and general research methods
courses8,9 leads to lack of knowledge, skill, and confidence to
apply and develop expertise in this approach.1,9 These problems
are further compounded by the limited number of qualitative
publications within orthopaedics, thereby reducing familiarity
with the approach.1-3

Building qualitative research capacity and capability in
orthopaedics is clearly needed, particularly to complement
clinical trials.28 This requires bringing together professionals
from a variety of methodological backgrounds to develop
collaborative multidisciplinary clinical research teams.29,30 The
development of targeted funding opportunities such as the
National Institute for Health and Care Research Integrated
Clinical Academic Programme and Health Education England’s
Clinical Academic Career’s Framework highlights the value of
diverse research teams with expertise in mixed methodolo-
gies,31 thus creating research leaders with the right skill mix to
break down the barriers and realize the benefits outlined above.

In conclusion, this summary illustrates the imbalance
between quantitative and qualitative methods in orthopaedic
research, and the benefits of adopting qualitative designs
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into a mixed methods research approach. To achieve this,
a paradigm shift is needed to embrace a biopsychosocial
model, incorporate a wider range of research methodologies
in training at all levels, and build capability and capacity.
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