
Full Terms & Conditions of access and use can be found at
https://www.tandfonline.com/action/journalInformation?journalCode=rgph20

Global Public Health
An International Journal for Research, Policy and Practice

ISSN: (Print) (Online) Journal homepage: https://www.tandfonline.com/loi/rgph20

‘Coming home does not mean that the injury
has gone’—exploring the lived experience of
socioeconomic and quality of life outcomes in
post-discharge trauma patients in urban India

Siddarth David, Nobhojit Roy, Cecilia Stålsby Lundborg, Martin Gerdin
Wärnberg & Harris Solomon

To cite this article: Siddarth David, Nobhojit Roy, Cecilia Stålsby Lundborg, Martin
Gerdin Wärnberg & Harris Solomon (2022): ‘Coming home does not mean that the
injury has gone’—exploring the lived experience of socioeconomic and quality of life
outcomes in post-discharge trauma patients in urban India, Global Public Health, DOI:
10.1080/17441692.2022.2036217

To link to this article:  https://doi.org/10.1080/17441692.2022.2036217

© 2022 The Author(s). Published by Informa
UK Limited, trading as Taylor & Francis
Group

Published online: 06 Feb 2022.

Submit your article to this journal 

View related articles 

View Crossmark data

https://www.tandfonline.com/action/journalInformation?journalCode=rgph20
https://www.tandfonline.com/loi/rgph20
https://www.tandfonline.com/action/showCitFormats?doi=10.1080/17441692.2022.2036217
https://doi.org/10.1080/17441692.2022.2036217
https://www.tandfonline.com/action/authorSubmission?journalCode=rgph20&show=instructions
https://www.tandfonline.com/action/authorSubmission?journalCode=rgph20&show=instructions
https://www.tandfonline.com/doi/mlt/10.1080/17441692.2022.2036217
https://www.tandfonline.com/doi/mlt/10.1080/17441692.2022.2036217
http://crossmark.crossref.org/dialog/?doi=10.1080/17441692.2022.2036217&domain=pdf&date_stamp=2022-02-06
http://crossmark.crossref.org/dialog/?doi=10.1080/17441692.2022.2036217&domain=pdf&date_stamp=2022-02-06


RESEARCH ARTICLE
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ABSTRACT
Trauma results in long-term socioeconomic outcomes that affect quality
of life (QOL) after discharge. However, there is limited research on the
lived experience of these outcomes and QOL from low – and middle-
income countries. The aim of this study was to explore the different
socioeconomic and QOL outcomes that trauma patients have
experienced during their recovery. We conducted semi-structured
qualitative interviews of 21 adult trauma patients between three to
eight months after discharge from two tertiary-care public hospitals in
Mumbai, India. We performed thematic analysis to identify emerging
themes within the range of different experiences of the participants
across gender, age, and mechanism of injury. Three themes emerged in
the analysis. Recovery is incomplete—even up to eight months post
discharge, participants had needs unmet by the healthcare system.
Recovery is expensive—participants struggled with a range of direct
and indirect costs and had to adopt coping strategies. Recovery is
intersocial—post-discharge socioeconomic and QOL outcomes of the
participants were shaped by the nature of social support available and
their sociodemographic characteristics. Provisioning affordable and
accessible rehabilitation services, and linkages with support groups may
improve these outcomes. Future research should look at the effect of
age and gender on these outcomes.
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1. Background

Trauma accounts for one-tenth of disability-adjusted life-years (DALYs) globally, a burden largely
in low – and middle-income countries (LMICs) (GBD, 2019 Demographics Collaborators, 2020).
To address the long-term burden of injury, it is important to understand how well patients recover
and what challenges they face (Kruithof et al., 2017; Rios-Diaz et al., 2017; Wisborg et al., 2017).
Throughout their recovery, patients face a range of social and economic burdens that extend
beyond the clinical setting. Social functioning, job opportunities, community participation, and
social relationships are affected (Abodey et al., 2020; Gabbe et al., 2016; Zuurmond et al., 2019).
Out-of-pocket expenses and indirect financial costs due to temporary or permanent disability
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can lead to catastrophic expenditure (Nguyen et al., 2017; Word Health Organization, 2008). These
socioeconomic outcomes substantially affect the health-related quality of life (QOL) in trauma
patients (Kohler et al., 2017; Rohn et al., 2019).

Existing research largely relies on standardised measures of socioeconomic and QOL outcomes
such as the Multidimensional Scale of Perceived Social Support (MSPSS), Craig Hospital Assessment
and Reporting Technique (CHART), EuroQol, Short Form (SF-36), and the World Health Organiz-
ation Quality of Life Assessment (WHOQOL-BREF) (David et al., 2021; Jagnoor et al., 2019; Paiva
et al., 2016; Vu et al., 2019) without exploring how different factors shape a patient’s lived experience
of these outcomes as they try to recover to their preinjury status (Lasch et al., 2010; Rohn et al., 2019).
Without detailed research exploring post-discharge outcomes from the patient’s perspective, impor-
tant differences in recovery that may vary socially, remain underspecified.

Detailed studies tend to focus on specific socioeconomic outcomes such as returning to work,
they look at trauma through a gender lens, or they focus on specific types of traumas (Fabricius
et al., 2020; Kavosi et al., 2015; Kohler et al., 2017; Van Velzen et al., 2011). This creates barriers
to an array of policies that may build capacity for improved medical management, rehabilitation,
and support services. This is especially germane in LMICs, such as India, which have a significant
global burden of mortality and morbidity due to trauma and have scope for trauma system
improvement (Babhulkar et al., 2019; Zuurmond et al., 2019).

India accounts for nearly 20% of the global trauma burden (Dandona et al., 2020; GBD, 2019
Demographics Collaborators, 2020). More than one-tenth of all the DALYs in India are due to
trauma, which is among the top five causes of morbidity in the country (Menon et al., 2019). Yet,
the lived experience of post-discharge socioeconomic and QOL outcomes among trauma patients
in India constitutes a gap in global public health research. The aim of this study is to explore the differ-
ent socioeconomic and QOL outcomes that trauma patients in urban India have personally experi-
enced during their recovery to preinjury status after hospital discharge. The study findings will
describe post-discharge trauma recovery and may offer unique insights for policymakers and prac-
titioners to improve trauma patient care in India and other similar LMIC contexts.

2. Methods

2.1. Design

This qualitative study employs thematic analysis of semi-structured interviews on the lived experi-
ences of socioeconomic and QOL outcomes in post-discharge trauma patients. Semi-structured
interviews were chosen as most suitable for gathering descriptive accounts, balancing consistent
questions with the scope for probing emergent concerns particular to any given interviewee (Bailey,
2008; Hutchinson & Wilson, 1992).

2.2. Setting

The study was conducted in Mumbai, a city with a population of 18 million, with more than 9,000
trauma-related deaths each year—the highest in India (National Crime Records Bureau, 2020; Press
Information Bureau, 2011). The city has a network of private and public healthcare facilities, with
nearly half the population accessing public healthcare services—especially tertiary care—and pre-
dominantly among low-income groups (Praja Foundation, 2019). The sites of participant recruit-
ment were two large public tertiary-care teaching hospitals in the city.

2.3. Participants

The participants were adult patients (18 years and older) admitted with a history of trauma. Pur-
posive sampling was used in order to include different mechanisms of injury and different
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demographics groups. Participants were selected based on the body region injured and the mech-
anism of injury such as falls, road traffic injury, burns, and railway injury. We excluded patients
admitted due to intentional injuries, as we did not have the required psychosocial training or exper-
tise to engage in conversations about circumstances of their trauma and its effect on their post-dis-
charge QOL. Demographic skewness was also kept in mind as most trauma patients in India are
young male adults (Dasari, 2017). Participants able to speak Marathi, Hindi, or English (the
languages of the city) were included. The participants were contacted between 3 months and a
year after discharge so that they would have adequate time to settle into their lives and could
describe the range of socioeconomic outcomes they experienced. The final number of participants
was decided by consensus among the authors that data saturation had been achieved (Saunders
et al., 2017).

2.4. Data collection instruments

The interview guide was exploratory to elicit responses of the participants’ lived experiences of
socioeconomic and QOL outcomes after trauma. It was developed after a review of literature on
these outcomes and through an iterative process between SD, MGW, and HS, based on existing lit-
erature. It included questions on perceived self-care, participation, economic aspects, and general
quality of life. The initial draft was assessed for quality and appropriateness with colleagues working
on trauma in India and then revised accordingly. Using the revised guide in the field also led to
minor modifications based on the nature of responses from the participants. The final tool is avail-
able in the Appendices (Appendix 1). The transcripts were periodically assessed for any modifi-
cations in the interview schedule. Any unanticipated challenges during the interviews were
immediately discussed with the research team and addressed.

2.5. Data collection

The selected participants were first contacted by telephone; SD and AA explained in detail the pur-
pose of the study with assured anonymity and confidentiality. They were neither offered any incen-
tive nor pressured to be part of the study. After expressing willingness to be interviewed, a time was
scheduled as per their convenience. Before the interviews, participants were again briefed about the
study and assured confidentiality. It was clarified that they did not have to answer all the questions
and could end the interview at any point they wanted. After obtaining their consent the interviews
were audio recorded.

The interviews lasted for 40–60 min and were conducted in the participants’ homes to ensure
their comfort. Efforts were taken to ensure that the participants were by themselves as much as
possible. In case the participant was incapacitated the primary caregiver—a close relative—was
interviewed.

Mid-way through the study, due to the COVID-19 pandemic and the resulting lockdown, the
interviews had to be conducted over the telephone. The interviews were conducted in Hindi and
Marathi. SD conducted the face-to-face semi-structured interviews, while SD and AA conducted
the telephonic interviews. Additionally, field notes were also maintained as a backup in the event
of technical issues with the recordings and to document detailed descriptions and observations rel-
evant to the study.

2.6. Data management

All the interviews were transcribed and translated verbatim into English by SD after each interview.
The transcripts and field notes were de-identified for any personal information apart from relevant
demographic and injury data. Only anonymised transcripts were stored and used for analysis. All
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the notes were stored in a digital format, securely maintained by SD, with limited access by MGW
and HS Figure 1.

2.7. Data analysis

The transcripts and notes were analysed using thematic analysis, which is best suited to identify
emerging themes within the range of different experiences during post-discharge recovery
among the participants and it followed a well-structured approach. (Braun & Clarke, 2014; Nowell
et al., 2017). This analysis method uses codes to identify and summarise important concepts within
a dataset and then groups them into sub-themes and themes. The process of identifying and coding
the themes and sub-themes was carried out deductively, based on a previous literature review that
partly shaped the questions in the interview schedule, and also inductively, based on themes that
emerged from the notes using Braun and Clarke’s Phases of Thematic Analysis (Braun & Clarke,
2006). After reviewing the field notes, SD generated the initial codes and themes (Saunders et al.,
2017). These were reviewed and discussed by the authors. A table with the codes along with corre-
sponding themes and sub-themes has been included in the Appendices (Appendix 2).

2.8. Techniques to enhance trustworthiness

An audit trail with details of decisions and choices made and a reflexive process journal was main-
tained by SD and AA. These techniques, along with the transcripts and the detailed field notes, were
periodically discussed by the study authors to increase the trustworthiness of the study (Nowell
et al., 2017).

2.9. Researcher characteristics and reflexivity

SD, who conducted the interviews, has worked in public health research for a decade. He is from
Mumbai and is part of the ongoing trauma studies in public hospitals in urban India. AA has been

Figure 1. Process of data collection and analysis.
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associated with collection and analysis of trauma patient data in Mumbai for over three years.
MGW has been the principal investigator of the ongoing trauma projects in India for nearly a dec-
ade. HS has been conducting ethnographic work on trauma patients in Mumbai for the last five
years (Solomon 2017, 2021), speaks Hindi and Marathi, and is familiar with the social contexts
and home environments of the patients in the city. CSL has ongoing health research collaborations
in India, extending for more than 15 years, as well as extensive experience of qualitative research.
NR is a trauma surgeon with more than 30 years of experience and knowledge of trauma outcomes
in different parts of India and other LMICs.

2.10. Ethics

Ethical approval was obtained for one of the study hospitals as an amendment to the ongoing pro-
ject that SD and MGW are part of in that hospital (IEC/Pharm/CT/501/2018 dated 21.12.2018) In
the other study hospital, approval was obtained as a new study (EC/52/19 dated 09.01.2020).
Informed consent was solicited and recorded from all the participants before being interviewed.
Permission was also sought to audio-record the interviews. A list of local charitable organisations
and relevant public hospital departments were kept to share with the participants in case any assist-
ance was sought when discussing about the range of socioeconomic challenges post-discharge.
When contacting the potential participant, we checked if they would like to have the interview
at their homes or any other location of their choice. All the participants suggested having the inter-
views at their homes. The interviews were held at the home of the participant at a time suitable to
them, so as to be as non-intrusive to their daily lives as possible. Additionally, this helped in better
understanding the outcomes in the context of that the participant was living in. However, this also
meant that participants were at times interrupted by their family members or household tasks.
Efforts were taken to reduce these distractions by pausing the interview or requesting the family
member to let the participant speak. Time of day and place in the house with the least possibility
of interruptions were selected to conduct the interview. Nevertheless, there were times that family
members were present and this could have affected the responses of the participants.

Participation was voluntary and participants were informed of their right to withdraw or not
answer any aspects of the interview at any time. It was also explained to the participants that
while they may not directly benefit by being part of the study, the findings from this study may
help improving health services for trauma patients in the future. It was decided that no monetary
compensation would be provided, as we did not want participation to be influenced by it. There is
an ethical concern of utilising the time of participants for something that they would not directly
benefit from. However, building evidence on this subject through their interviews can help high-
lighting such problems and push for allocating more resources for research and improving services
for the trauma patients in the future.

3. Results

3.1. Participant characteristics

A total of 21 post-discharge trauma patients were interviewed. Of these, 11 were interviewed at
home, and the remaining participants were interviewed over the phone. In two cases, the patient
was either unable to speak or not at home, so their caretakers (son and husband, respectively)
were interviewed. The median age of the participants was 35 years and eight of the participants
were female. The most common mechanism of injury was road traffic injury. The average time
since hospital discharge was between three and eight months (mean 5.5 months, standard deviation
= 1.17).

Around two-thirds of the participants were from low-income households living in dense quar-
ters, most of them in poorly-maintained multi-story slum buildings with limited piped water. Many
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such buildings are on unevenly paved roads with poor drainage and are prone to flooding. Most
participants used communal toilets. Dwellings were usually a single room house that served as
the kitchen, the bedroom, and the living room. The rest were from lower-middle – and middle-
income groups living in small apartments with one or two rooms and indoor plumbing. All the par-
ticipants lived with their families, which included spouses, parents and/or children Table 1.

3.2. Themes and sub-themes

Three themes were identified in relation to the purpose of the research from the interviews: recov-
ery is incomplete, recovery is expensive, and recovery is intersocial. A summary is provided in
Figure 2.

3.2.1. Recovery is incomplete
The participants described that they had not yet fully recovered from the traumatic injury, and
experienced challenges in daily activities long after discharge.

3.2.1.1. Enduring challenges: Nearly all the participants reported experiencing some form of pain
that persisted after discharge. Some of them had mobility problems and one-third of them reported
using some form of mobility aid, such as walking sticks, braces, and walkers, to move around tem-
porarily. Two participants were permanently disabled, one requiring crutches to walk and the other
confined to the bed. Many participants reported still being unable to conduct activities of self-care
such as bathing, using the toilet, and dressing themselves. Some reported problems with sleep.
While almost all reported enduring pain, only two had been prescribed analgesics upon hospital
discharge. Some explicitly framed injury-related pain as something that should be borne as a
part of life, even though an injury was unexpected.

Table 1. Sociodemographic Characteristics of the Participants

Characteristic Total

Age (Years)
18–29 4
30–49 12
50–64 4
65 and above 1
Gender
Female 8
Male 13
Mechanism of Injury
Road Traffic Injury 11
Falls 5
Burns 3
Railway Injury 2
Type of Injury (excluding burns)
Blunt Single-system 5
Blunt Multi-system 11
Penetrating 2
Time Since Injury (months)
3–5 11
6–8 10
Education
No Education 1
Up to Primary School 4
Up to High School 12
Graduate and more 4
Occupation (Preinjury)
Unskilled Labour 1
Skilled Labour 10
Service Sector 6
Retired/Unemployed/Student 4
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What is living without pain? Just don’t think about it and you can forget it.

—Male, 57, burns

Existing structures in the home environment negatively impacted their ability to move and self-
care, especially around the issue of using toilets that required squatting or communal latrines.

My wife had to help me with going to the toilet [communal latrine] and keeping myself clean. But she cannot
carry me to the toilet, so my nephew helps her. I cannot squat… so I have to hold on to him.

—Male, 54, polytrauma

I would control… . Only when it is really urgent would I go. I would drink less water; otherwise, I would have
to urinate every now and then.

—Female, 55, hip injury

Some participants reported persistent psychological effects.

Sometimes I think about that day [of the traumatic injury] and my eyes water [crying]. I cannot explain it to
anyone.

—Female, 32, hip injury

I just feel empty when I think about it… . I feel nothing.

—Male, 27, polytrauma

Some participants expressed fear of sounds, smells, or situations that reminded them of the physical
and psychological dimensions of their trauma.

Even now when I hear the train whistle… I feel like I am losing my balance and going to fall.

—Female, 42, polytrauma

3.2.1.2. Unmet needs for follow-up treatment: Nearly two-thirds of the participants still required
some form of treatment, such as physiotherapy and additional surgical intervention. One was wait-
ing to get a prosthetic leg to aid his mobility. Yet, many noted that the conditions of public hospitals
decreased their willingness to seek out this follow-up care.

You have to run around to get anything, and even then, they [hospital staff] are rude and don’t share anything
with you. They have no time even to tell me if I am going to be alright or if there is a problem… . Why would I
go there?

—Male, 54, polytrauma

Others touched upon the physical barriers of travelling to the hospital.

Figure 2. Summary of Themes and Sub-themes.
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It is so difficult to take her and bring her back. [We are] carrying her on our backs.

—Son of Female, 40, head injury

Some participants also felt that existing health services did not provide ‘complete’ care, that they were
discharged before they had fully recovered, and that longer stays in the hospital would have reduced
the burden of post-discharge challenges once they returned home. They thus framed trauma services
as something that should be provided as a continuum, wherein the hospital plays a prominent role.

We had to get her discharged as they [hospital staff] told us [to].. That is why she was discharged, even though
she was not back in [her] right condition.

—Son of Female, 40, head injury

I wish we could have stayed [at the hospital]… but they discharged him. Why should health be left half-done?

—Wife of Male, 40, polytrauma

3.2.2. Recovery is expensive
Participants shared a range of direct and indirect costs post-discharge, primarily involving medi-
cines and diagnostic tests.

Coming back to normal life takes time andmoney. It’s like an ‘adjustment charge’ … to get back to normal life.
It is very expensive to get injured.

—Male, 28, polytrauma

Most commonly, the cost of care was noted as the primary barrier to accessing healthcare services
and respondents pointed to acts of triaging specific services based on cost.

If [we] go to do all the treatments, then we will have to become beggars. So, we only did what was important,
and the rest we will have to adjust.

—Male, 35, polytrauma

All of these were out-of-pocket expenditures. Consequently, the participants had to adopt different
financial coping strategies to pay for these costs. Many of these costs were long-term, and partici-
pants would have to bear them over months, if not years.

3.2.2.1. Burden of costs: Nearly all the participants had to pay out-of-pocket for post-discharge
treatment; only one returned to the government hospital for follow-up, where treatment was
free. However, all participants had to pay out-of-pocket for medication post-discharge from private
chemists. Compounded with factors including distance of travel to the government hospital, its
quality of services, and perceived attitude of the staff, this meant that most participants sought fol-
low-up treatment at private hospitals or clinics, even if they felt that the costs were exorbitant.

Private hospitals are there just to make money. [But the] service is much better than [in] government hospitals.

—Male, 40, polytrauma

Apart from treatment costs, a key cost reported by the participants during their recovery was the
cost of transportation. This included transportation to health facilities for follow-up and using pri-
vate vehicles for travelling to work or for any other travelling. Half of the participants reported
spending money for facilitating self-care and mobility, e.g. for making structural changes to their
homes to add indoor toilets, or for procuring diapers. Some participants felt that the sum of all
these costs was beyond their capacity.

We want to build [a toilet] to make it easy, but how can we spend so much money on this? We have to adjust.

—Female, 49, polytrauma
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Two participants reported legal costs for registering police cases and paying for lawyers to pursue the
case. Additional financial challenges included the loss of income due to loss of employment, the costs
of absence fromwage work, and the loss of income of a caregiver. Participants strongly affirmed a basic
need to return to work, whatever stage of recovery they were at, to ensure the continuity of income.

Work will not stop because you had an accident. Work is work; it feeds us. So, as soon as I was ready to stand
up, I went back.

—Female, 42, polytrauma

3.2.2.2. Return to work: Of the 17 participants who had been engaged in some form of employ-
ment before suffering trauma, only six participants returned to the same job. Those who returned to
the same job had desk-based jobs — clerks, accountants, and secretaries. Four returned to a differ-
ent job, which paid lower than their original job. The rest of the participants were either semi-
skilled or unskilled workers. Returning to work inside or outside the household was an event
described as a sign of return to normal life.

I am fully fine now; see, I am going to work every day like before.

—Female, 39, burns

It [bed-rest after trauma] was around 1–2 months. Now I can do all the household chores, back to normal.

—Female, 50, polytrauma

The participants who were not able to secure employment expressed that this was due to the nature
of the job in relation to their disability, the current job market, their age, or limited opportunities for
acquiring new skillsets.

It [economy] is difficult. Hardly any work is available. And now, [there are] no options at all for my line of
work.

—Male, 54, polytrauma

If I am not there [at the workplace], there are thousands of younger people to do that work. Why would they
want an older person like me?

—Male, 57, burns

I am not that educated to change to [another profession]. I only know this one. Where will I even learn some-
thing else in which I don’t have to use my legs?

—Male, 40, polytrauma

A participant who was studying at the college level felt that he would have limited employment pro-
spects after graduation because of his injury.

I had this plan to finish the course, get a job, and start helping my family. Now, that has all gone.

—Male, 20, leg injury

3.2.2.3. Financial coping: Nesides their own savings, participants described a range of sources for
meeting the costs of their trauma care. Around half took advantage of help from family and neigh-
bours, or sold their gold and landholdings. Others borrowed money from private moneylenders and
community leaders. The majority of the participants found themselves in debt that would take years
to repay, thus pointing out how recovery’s financial effects accrue long after discharge.

I don’t know if I will be able to make a living. The interest itself is more than half of what I bring home. It is not
just food and clothing; there are other needs.

—Male, 31, polytrauma
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All that I saved for the last 30 years is gone. The money we owe: the interest, and principal sum, will take at
least five years to pay back.

—Female, 55, hip injury

3.2.3. Recovery is intersocial
The participants’ narratives detail how the consequences of trauma vary according to one’s social
characteristics. Self-reported differences in age, gender, caste, religion, living situation, and econ-
omic status were understood to shape the nature of support one might receive, the different path-
ways of recovery, and one’s ability to cope.

3.2.3.1. Spectrum of support: All participants described the different types of support they received
post-discharge. The participants also described the support from their families post-discharge.

My husband would do everything. He used to not go to work, as he had to look after me. So, he would look
after me and also do the household chores.

—Female, 50, polytrauma

I am lucky that my father, my mother, and my brother were there.

—Male, 20, leg injury

The support participants received ranged from assistance with feeding and bathing to help moving
around, as well as financial support. In recognising the importance of this support, some partici-
pants also felt it was the obligation of kin.

But that is her duty, right? A wife and husband helping each other is their duty.

—Male, 54, polytrauma

The participants also described receiving help from their neighbours and friends, which reflected
differences in living situations; some participants maintained close social ties with their neighbours.
Such support supplemented assistance from their family members. Neighbours and friends might
carry them to their homes, run errands for them, look after their children, or offer emotional and
financial support.

Even if my father is not there… [and my] brother has gone to school, my mother could leave me alone to buy
groceries, because my neighbours were there and they could keep an eye on me.

—Male, 20, leg injury

Anything that was not there at home, they [neighbours] would get it… I mean for anything, big or small.

—Female, 32, hip injury

Some participants received support from their caste and religious communities as well. These were
usually related to food, given different religious dietary norms, and money.

My neighbour… is a Gujarati like us. So, we would get food from her.

—Female, 50, polytrauma

It is better to borrow [money] from them [members of one’s community]; they will not charge high interest
rates.

—Male, 45, burns

Younger participants tended to receive more support from friends than older ones. Most partici-
pants received some form of emotional support such as keeping one company and motivating
one to return to normal life.
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She [a friend] would call me every day and keep telling me to get well soon and get back to normal. She was
such a motivation to go back to work.

—Female, 39, burns

In these discussions, younger participants sometimes speculated about older trauma survivors, and
their potential difficulties receiving support.

In the hospital, next to me was this old man who had an accident. His wife had died long ago. His children
were all working. Who would be helping him at home?

—Male, 20, leg injury

This lady next to me at the hospital had a fall like me. She was quite old; her son must have come once or twice.
The poor woman had no one to look after her… . She was stressed about going back home and was hoping
that she would die in the hospital.

—Female, 32, hip injury

The two older participants in the study expressed that they received support from their families
throughout their recovery, though both of them were living with their spouses.

3.2.3.2. Gendered differences in care: The narratives of participants revealed how trauma recovery
can be gendered in terms of support received and care labour obligations. Both men and women
talked about returning to formal employment when they discussed returning to ‘normal.’ but
almost all of the women in the sample defined recovering from trauma and returning to ‘normal’
in terms of performing household chores such as cooking, cleaning, and looking after the children.
By contrast, male participants did not discuss such household care labours. Some of the
female participants felt that there was pressure to recover sooner to be able to perform household
chores.

As a woman, you have so many things that you have to manage around the house. How long can you just lie
down like that?

—Female, 32, hip injury

How can he [the husband] manage the children and the cooking?… The burden on him is too much for a
man… Therefore, as soon as I could move around a bit, I started doing all the work.

—Female, 42, polytrauma

The female participants also felt that certain self-care needs such as using the toilet, bathing, and
menstrual care could only be supported by female caregivers.

Women have different needs. There are other gynaecology needs with which men can’t help us. Only a woman
can buy what is required.

—Female, 32, hip injury

Men, too, pointed out gendered differences in care labour.

Since I lost the job, my wife has to bear all the responsibilities. It doesn’t feel right. If she is doing that, what is
my need?

—Male, 35, spinal cord injury

The primary caregivers for most patients were mothers, wives, daughters, daughters-in-law, and
mothers-in-law. Only two women said that male relatives — their husbands — served as the
main caregivers. Participants frequently noted that social norms dictated that women were expected
to provide care for their male relatives, while the reverse was unusual.

We have to do everything by ourselves. We don’t have any sisters. It is just us brothers. There are no other
related sisters or any other women [to help]. It is just us.
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—Son of Female, 40, head injury

I am lucky that my husband looked after me the whole time. He managed the house, the children, my needs,
and also went to work. How many men do that?

—Female, 39, burns

In those cases, in which a family member not residing in the household was asked to be a caregiver,
it was usually a female family member. For female participants, it appeared that the role of the exter-
nal caregiver was not so much to look after them, but manage the household chores and maintain
the gendered labour structure of the home.

It was good that she [the mother] came from her village to help. She took care of all the household work. I
could focus my attention on getting well.

—Female, 32, hip injury

We told her [the daughter] to come and help us. It was only then that I was relieved. I could look after my
health now.

—Female, 49, polytrauma

Moreover, some participants sent children to a relative’s or neighbour’s home if the mother was still
recovering or looking after her husband’s health.

4. Discussion

In this study we explored how trauma patients in urban India experience dynamic socioeconomic
and QOL outcomes during their recovery after discharge in the city of Mumbai. We wanted to
understand the participants’ perspectives on how the trauma affected their lives personally, socially,
and economically, and how those perspectives might reveal internal differentiation. The partici-
pants reported pain, restricted mobility, and the inability to perform self-care, affecting their
daily living even six months after discharge. This echoes findings from studies on post-discharge
trauma patients in other settings (Gauffin et al., 2016; Kohler et al., 2017). The participants felt
that these health challenges impeded their engagement in community and social activities. Limited
physical functioning and pain have been shown to affect the quality of life among post-discharge
trauma patients (Carr et al., 2017; Gauffin et al., 2016; Gopinath et al., 2017).

The participants expressed varied psychological needs, as expected in post-discharge trauma
patients (Kendrick et al., 2017; Shah et al., 2017). Additionally, one case was listed as a railway
injury, despite it being one of self-harm. However, deeper psychological matters were neither recog-
nised by trauma healthcare providers nor identified as sites of care-seeking by the participants. Pre-
vious research has recommended looking at trauma through a psychosocial lens rather than from a
perspective based on physiological needs alone, as doing so may improve the quality of life after
discharge (Ogilvie et al., 2015; Spronk et al., 2018). Our results show that the line between the phys-
iological and psychological may be blurred in accounts of QOL outcomes. Amidst narratives of pain
and disability, participants often described informal and interpersonal ways of attending to psycho-
logical needs, such as receiving support from friends or neighbours; more formal psychological ser-
vices were not sought out. Screening for psychological needs of the trauma patients at the time of
discharge and during follow-ups as well as connecting them to relevant hospital departments or
non-government organisations could be included as part of trauma management in health facilities.

Physiotherapy and pain relief were the most commonly reported needs that were not met by
available healthcare services. Such existing services were described as expensive, poorly staffed,
and inaccessible. The participants stressed the need for having a continuum of care for their recov-
ery to address such unmet needs. Improving the reach of health services, making it affordable, and
integrating different types of care has shown to provide a continuum of care for trauma patients,
consequently improving QOL (Gudlavalleti, 2018; Palimaru et al., 2017). However, affordable
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and good-quality rehabilitation services remain largely unavailable across LMICs, where their need
has been growing up to three times faster than in other countries (Jesus & Hoenig, 2019). This is an
area that government schemes or public insurance programmes may be able to address.

The participants described at length how trauma resulted in a plethora of out-of-pocket direct
health expenditures including treatment, medicines, and travelling for seeking care during their
recovery. Social class, kin structures, and gender inflected these costs. Additionally, loss of jobs,
legal costs, and making structural changes to their homes due to the restricted mobility added to
their financial burden. The costs exacerbated the financial hardship on participants from low-
income groups. Trauma is among the top causes of health expenditure in India and catastrophic
health expenditure has been recognised as a major reason for poverty in India (Ministry of Health
and Family Welfare, 2017; National Sample Survey Office, 2019; Prinja et al., 2016). Financial bur-
den due to trauma has been documented as leading to indebtedness, financial hardships, and pov-
erty (Hossain et al., 2020; Meara et al., 2015; Nguyen et al., 2017). Even in this study, participants
have had to adopt strategies such as borrowing money, selling assets, relying on family members,
taking up jobs, and cutting their living costs to meet the post-discharge expenses due to trauma.

The ability or inability to return to work was one of the most important features of recovery raised
by the participants. Return to work marked the return to a pre-trauma state and economic outcome.
Only one-third of the participants who were employed before the trauma were able to return to their
previous jobs. Others were either unemployed or working in jobs with lower pay. Studies have shown
that 25–75% of patients do not return to work after trauma (Athanasou, 2017; Chu et al., 2017; Gabbe
et al., 2016). In our sample, it was participants with semi-skilled or manual labour jobs who could not
receive employment. This is consistent with other research, which indicates that better education,
skill-sets, and socioeconomic status are positively corelated with returning to work after trauma
(Bhattacherjee & Kunar, 2016; Dinh et al., 2016; Gewurtz et al., 2019). Those participants who
returned to work reported support from their employers and colleagues along with a suitable work
environment to return to. Such workplace conditions have been shown to improve return to work
among trauma patients (Bush et al., 2016; Hilton et al., 2018; Van Velzen et al., 2011).

The participants described in detail the range of social support they received during and after
discharge. Family members and neighbours helped the participants in moving around, completing
self-care needs, and performing daily activities, and they also provided emotional support and
financial assistance. Given the physical, psychological, and financial problems participants faced,
such support is integral to post-discharge recovery and rehabilitation. It also demonstrates how
recovery from trauma is social and relational. The role of social support in returning to preinjury
status and as a determinant of QOL has been illustrated in multiple studies (Ferdiana et al., 2018;
Idrees et al., 2017; Songwathana et al., 2018). Our findings also demonstrate a need for studies to
better account for patients with limited social support who may not have networks to draw on
as a resource. Public welfare programmes, non-governmental organisations, and civil-society
organisations can play a role in providing support to these groups of patients.

Participants’ narratives highlighted the important role of caregivers such as spouses, parents, and
children who looked after the needs of the participants. This care labour often was carried out
alongside other domestic tasks, professional responsibilities, and taking time off from formal
employment to help. Though the responsibilities of these caregivers were seen as part of familial
duty, participants gratefully acknowledged the burden shouldered by these individuals. The infor-
mal caregiver is a key aspect of trauma recovery, and the physical, emotional, and financial toll it
takes on them has been observed in literature (Aktasa & Sertel-berk, 2015; Qadeer et al., 2017;
Zanini & Amann, 2021). Scholars also demonstrate that providing support services to informal
caregivers may offset the challenges they face (Hickey et al., 2018; Jones et al., 2020; Shepherd-Bani-
gan et al., 2018). There is an urgency to understand the specific needs of the informal caregivers of
post-discharge trauma patients in the Indian context and develop solutions to address their needs.

The gendered dimensions of recovery, especially gendered labour, were key to participants’
experiences. It was difficult to recruit women for the study due to the fact that a smaller proportion
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of women are admitted with injuries in India. Female participants felt the added pressure of having
to get back to performing household chores in addition to returning to formal employment post-
discharge. Sometimes, support to female participants post-discharge involved managing her dom-
estic tasks rather than looking after her own needs. Traditional gender roles seem to shape caregiv-
ing, as women were the primary caregivers. In situations where no female caregivers were available,
female relatives from outside the household would travel to take care of injured female participants.
Previous research has shown that gender norms and roles shape post-discharge socioeconomic and
QOL outcomes in trauma patients (Colantonio, 2016; Haag et al., 2016; Levi et al., 2018; Mollayeva
et al., 2018). The guilt expressed by the female participants for not being able to perform their dom-
estic roles and gendered caregiving roles and expectations have also been illustrated (Fabricius et al.,
2020; Kohler et al., 2017). Body image issues were not reported by the female participants in this
study, though studies in other settings indicate that body image plays a role in recovery among
women (Connell et al., 2014). We were unable to identify and contact any transgender participants
to include in this study, future studies should include this vulnerable gender group.

Age was not a key factor that differentiated recovery in our study sample. The four participants
over the age of 50 years, including one over 70 years, had largely similar socioeconomic experiences
as younger patients in the sample. This could be because they did not share specific lack of support
or neglect in caregiving. Research indicates that older adults with trauma have poorer post-dis-
charge socioeconomic and QOL outcomes (Rissanen et al., 2017). Some of the older participants
felt that their age limited their post-discharge opportunities for work. This is consistent with
findings reported by other studies linking older age with lower possibilities of returning to work
(Awang & Mansor, 2018; Cancelliere et al., 2016). In India, older populations, especially older
women, have limited financial security, and the absence of adequate social and financial support
would have poor socioeconomic outcomes due to trauma (Agarwal et al., 2016; Agrawal & Keshri,
2014; Arokiasamy & Yadav, 2014). Therefore, more research is required to study in detail how age
and gender intersect as potential sources of difference in socioeconomic and QOL outcomes.

5. Methodological considerations

To our knowledge, this is the first qualitative study from India that examines post-discharge recov-
ery among trauma patients. Every effort was employed to make the sample representative of an
urban Indian trauma patient population in terms of age, gender, and mechanism of injury. How-
ever, certain mechanisms such as assaults and self-harm were not represented in this sample, in
terms of the injury reported by the hospital. Additionally, we were unable to include certain
types of injury outcomes, such as paraplegia and quadriplegia. The post-discharge experiences of
these groups may differ from those of the participants in our study. The city of Mumbai may
not completely represent other urban populations of India. All the interviews were conducted at
a single point in time, and thus our study reflects experiences of the participants at that moment.

Researcher positions and perspectives may have influenced the analysis and interpretation of
data. To address this, the study employed periodic review and discussions between the authors
and adherence to principles of thematic analysis. Interviews were conducted at participants’
homes and in the presence of family members, and this may have influenced their responses.
Efforts were made to limit the interaction between other family members and the participants.
Still, home-based interviews are consistent with the Indian social context and prioritise the conven-
ience of participants. Half the interviews were conducted via telephone due to the COVID-19
restrictions, which limited the possibility for observations and interactions during the interviews.

6. Conclusion

Our study contributes evidence of the diverse and dynamic socioeconomic and QOL outcomes
trauma patients experience after discharge in LMICs settings like urban India. The study’s findings
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indicate that there are unmet health needs, acute financial burdens, types of social support, and var-
ious sociodemographic factors among trauma patients that affect their quality of life. There is a need
to enhance the trauma service provision by providing affordable and accessible services such as phy-
siotherapy and rehabilitation that can create a continuum of care and reduce barriers to affordable
care post-discharge. Options like peer-to-peer support groups, patients support groups, and lin-
kages with local non-governmental organisations might enhance offerings of the healthcare system.
Such options might also better address the socially dynamic needs of women, older adults, and
people from lower socioeconomic groups differently affected by trauma in the Indian context.
Further research into the needs of caregivers, outcomes of patients with limited social support,
and the interaction of age and gender on QOL outcomes in LMIC settings is warranted.
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Appendices

Appendix 1: Interview Tool

A.#Background

1. Could you tell me a bit about yourself?
- Age, religion
- Family
- Education/Work

2. How long have you been staying here?
3. Could you describe what happened to you?
4. How long were you in the hospital?
5. How long since you were discharged?
6. Could you describe the problems you faced at discharge?
7. What are the medicines or treatments you are taking right now?

- drugs, medical treatments, hospital, doctor visits, follow-ups
8. Could tell me where you are going to seek the above treatments?

- -Hospital (private/public), clinic, family or neighbourhood doctor
9. Could you tell me why do you seek treatment there?
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- -location, costs, better service, etc.
10. Could you describe the physical problems you face right now?

- disability, movement, pain, sleep, memory, bodily functions (eating, drinking, excretion)
- writing, reading, picking objects
- co-morbidities

B.#Outcomes
1. Social.

i Since the injury what kind of difficulty do you face in mobility? (capacity)
- walking, sitting, sleeping

ii What kind of assistance do you require for the above activities? (performance)
- How frequently?

iii Since the injury what kind of difficulty do you face doing the activities at home? (capacity)
- Getting washed, visiting the toilet, putting on clothes, household chores cooking, etc.

iv What kind of assistance do you require for these activities? (performance)
- How frequently

v Since the injury what kind of difficulty do you face doing activities outside the house? (capacity)
- Shopping
- Travelling
- using services like school, hospitals, religious places

vi What kind of assistance do you require for these activities? (performance)
- How frequently

vii How has the injury affected the kind activities and functions are you able to attend?
- Functions, festivals, gatherings, etc.

viii What is the support that you require from your family, friends and community?
- Primary care giver/s

ix ix. How do you feel about the support and behavior of your family, friends and community since the injury?

2. Economic. (Direct)

i Could you describe the costs due to the injury?
- Ambulance or transport, Hospital treatment, drugs, tests, follow-up (medical)
- changes around the home (wheel chair, changing toilets, etc.), care-takers costs, legal services (non-

medical)(Indirect)
ii How has the injury affected your work/job?

- What are the difficulties faced in performing the work? Assistance required?
- Support from work place
- How long did/will it take for you to get back to your work?
- Could you estimate the costs due to missing work?
- How do you feel that the injury has affected your job-opportunities?

iii Could you tell me how you were able to meet the expenses due to the injury?
iv How else has the injury affected you financially?

- Household income

3. General.

v What are other problems relating to the injury which affect your life currently?
vi How do you feel your life has changed since the injury? How has the injury affected you overall?
vii How do you think that the challenges you described because of the injury could be reduced or improved?
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Appendix 2: Table with list of codes, categories, sub-themes and themes
Table A1. List of codes, categories, sub-themes and themes.

Themes Sub Themes Categories Codes Code
Recovery is
incomplete

Enduring
challenges

Physical 85 pain
problems, physical
problems, emotional
change, pain
change, physical

Selfcare 40 unable to bathe unable to use toilet unable to dress
change, bathe change, toilet
change, eating

Mobility 23 Mobility Issues
Mobility outside home

Unmet needs Treatment
Required

36 treatment, remaining disability needs
Prosthetics/walking aid

Health system
issues

58 issues, hospital,
hospital distance
cost, treatment continuum of care grievance, hospital
neglect, hospital
grievance, government

Recovery is
expensive

Burden of costs Costs 72 cost, diagnostic
cost, drug
cost, transport
cost, treatment
cost, legal cost, structural changes cost, intimate care
cost, private care

Returning to
work

Work 12 job security
returning to work

Loss of
employment

65 loss of work support from work work environment skill sets
required employment opportunities unable return to
studies unable return to chores caregiver loss of work
caregiver absence taking absence

Financial coping Financial
coping

57 support, financial selling assets loans money issues
changes, spending

Recovery is
intersocial

Spectrum of
support

Social Support 75 support, spousal response, family
support, family
response, friend response, bystander
support, friend
support, neighbour support, caste
social, support

Social Changes 24 Missing domestic activities change in domestic role
Missing religious events
Missing social events

Gender
differences in
care

Gender 38 Gender roles gender pressure gender needs
caregivers
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