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Application details

The British Hip Society (BHS) and Orthopaedic Research UK (ORUK) are offering a full-time, 2-year research fellowship
of up to £115k, to start by no later than August 2026.
The focus of this year’s BHS/ORUK Research Fellowship is to invite researchers to develop applications that are aligned
with the missions of the society “to promote the very best care for patients with hip related conditions”. In particular, we
welcome applications that address this year’s theme of ‘inequality of access to healthcare’ in hip surgery.
The successful candidate will be expected to register for study towards a higher degree (MD, PhD, DPhil or equivalent)
from a UK University. This will require a leave of absence from clinical roles and / or training with agreement of
employers or training programme directors.
Applications will be a single stage process closing by 17:00 on Friday 4 July 2025.
Visit ORUK/BHS fellowship for the full award description.

Email bpharan5@gmail.com

Your full name Hariharan Subbiah Ponniah

Your job title Academic foundation doctor

Profession Other AHP

If other AHP, please state: Academic Doctor

Place of work where the research
will take place

University of Oxford

Start date 2026-08-01

Duration of project (months) 24

Is there an external research
partner?

Yes

Research partner details British Hip Society

Total external partner contribution
(£)

£0.00
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Have you previously received
funding from BHS or ORUK?

Yes

Research reference number 0011

Project type: Please confirm your
project is a research fellowship.



Are you applying as part of a
startup?

No

Name of the BHS member linked to
this project

Ms Naomi Gibbs, Mr Antony Palmer, Mr Matt Wilson

Role of the above named BHS member in this application.

Supervisors

PDF
HARIHARAN SUBBIAH PONNIAH... (222 KiB download)

Please upload a copy of your CV

I accept:
The applicants must share the ORUK
Standard Research Agreement with
their respective University /Trust's
Research Contracts Department and
agree in principle with our Standard
Research Agreement terms and
conditions.
Contracts are signed once the
awards are approved by BHS/ORUK.
We reserve the right to reject
applications that do not adhere to
the terms of our contract. We do not
sign the contract with individuals.
You are only allowed to submit one
application. By submitting your
application, you confirm that you
agree to ORUK's privacy policy.



PDF
Victoria Gibbs CV 12.06.2... (102 KiB download)

Upload team member and/or supervisor's CV

PDF
2025_June_CV_Abbreviated_... (134 KiB download)

Upload team member and/or supervisor's CV

2 of 11

https://oruk.grantplatform.com/r/file/z4NsUAJDcfcZge1P
https://oruk.org/wp-content/uploads/2024/05/ORUK-Standard-Academic-Agreement-2024.pdf
https://oruk.org/wp-content/uploads/2024/05/ORUK-Standard-Academic-Agreement-2024.pdf
https://oruk.org/privacy-policy
https://oruk.grantplatform.com/r/file/8twD7IOhZyuagthw
https://oruk.grantplatform.com/r/file/xTeBPYRWKDXBt9h7


PDF
CV ORUK 2025.pdf (321 KiB download)
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PDF
AMY GROVE_ CV 2.pdf (332 KiB download)

Upload team member and/or supervisor’s CV

Research title The Impact of High Risk Classification on access to Care and Outcomes in Total
Hip Arthroplasty

Research activity area Detection and Diagnosis

Treatment Evaluation

Disease Management

The theme for this year is ‘inequality of access to healthcare’ in hip surgery. Please outline how your project will relate to
this theme.

Patients wait different lengths of time for surgery, and patients who are deemed ‘high risk’ may be declined surgery
even when there is an opportunity to significantly improve their quality of life. We do not fully understand what factors
drive these decisions, and there will be conscious and subconscious bias impacting on surgical decision making.
However, factors that may exacerbate inequality for certain population groups need to be tackled first.
The aim of this proposal is to evaluate inequality in clinical pathways and its subsequent outcomes, for THA. I aim to
advance our understanding of factors that determine whether a patient is considered too ‘high risk’ for surgery or have
to wait disproportionately for surgery. I will also investigate whether the COVID pandemic and subsequent elective
backlog has exacerbated inequality in access to healthcare. We aim to provide the clinical community and patients and
the public with evidence for patients who are actually ‘high-risk’ for THA. Our mixed method data analysis will enable us
to highlight any disparities between evidence-based care and real-world data.

Purpose of research

The aim of this research is to investigate how patients classified as "high-risk" are evaluated for total hip arthroplasty
(THA), and how this classification influences access to surgical care across the UK. Despite increasing clinical need, high-
risk patients - often characterised by multimorbidity, frailty, or social complexity - may face inconsistent surgical
decision-making. This project seeks to examine the clinical, institutional, and systemic factors that shape these
decisions, with the ultimate goal of promoting more consistent, transparent, and equitable access to hip arthroplasty.

Objectives:

1. To explore orthopaedic clinician perspectives on surgical decision-making for high-risk patients through
qualitative interviews and discrete choice experiments. This component will investigate how individual
judgment, institutional norms, perceived risk, and external pressures - such as audit, national registries and
performance metrics - influence the offer of surgery. The findings will help define and synthesise the current
approaches to classify high-risk THA patients.

2. To conduct a systematic review of factors identified in WP1 to evaluate outcomes such as mortality,
morbidity, and PROMs in high-risk patients undergoing THA to provide an evidence-based classification
criteria (that is acceptable to surgeons and clinical teams)

3. To quantify variation in access to THA for high-risk populations using national datasets. Analyses will
examine the impact of high-risk labelling on waiting times and treatment rates including pre- and post-
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COVID comparisons.

Deliverables:

1. A qualitative analysis identifying key drivers of variation in decision-making and proposing classification for
high-risk THA.

2. A systematic review of outcomes in high-risk THA patients
3. A comprehensive quantitative analysis of national data highlighting disparities in access, to healthcare in low

complexity and high complexity patients.

Background to investigation

Total hip arthroplasty (THA) is one of the most effective surgical interventions. It offers patients substantial
improvements in pain relief, mobility, and quality of life. Demand for THA continues to rise, with estimates indicating
that the National Health Service (NHS) will need to perform approximately 439,000 hip replacements annually by 2035.
[1] This growth coincides with an ever increasingly complex patient population. The COVID-19 pandemic significantly
disrupted elective surgical pathways and compounded existing pressures on elective orthopaedic services, with the
number of THA performed declining by 55% during the pandemic.[2] As a result, the UK now faces a backlog of over
160,000 elective joint replacements.[2] Even with a 10% increase in surgical capacity, it is projected that this backlog will
not be cleared until 2031. Modelling studies of waiting lists in England also reveal a “hidden backlog” of patients,[3]
often older or medically complex, who were never formally listed during the pandemic. [3] This raises important
concerns about fairness, transparency, and equity in access to elective surgery. Despite the benefits of THA, access to
THA remains uneven and geographically dispersed. It is essential that we address these health inequalities.

Disparities between access to healthcare are especially evident among patients of different socioeconomic
backgrounds, and patients considered ‘high risk’ or ‘high complexity.’ This includes patients with significant
multimorbidities, obesity, frailty, or psychosocial vulnerabilities. Due to their perceived risk, individuals with
multimorbidities may be less likely to be offered surgery. This raises concerns around systematic delay and exclusion
from surgical care for certain groups. Consequences of deferring THA are substantial, including worsening pain,
functional decline, increased opioid dependence, poorer postoperative outcomes, and deterioration in mental health.
[4]

Currently, there is no accepted definition of what constitutes a high-risk arthroplasty candidate. While tools such as the
American Society of Anaesthesiologists (ASA) and the Charlson Comorbidity Index (CCI) classification are commonly
used to guide stratification into various risk groups in research settings, treatment decisions remain shaped by a
combination of institutional philosophies, resource constraints, and individual surgeon preference.[5] This contributes
to substantial variation in surgical thresholds and eligibility across centres, particularly for patients deemed high-risk.
[6]

To identify and address inequalities in access to healthcare we need a clear understanding of how clinical teams assess
and respond to risk. The attitudes and beliefs of the different members of the multidisciplinary team play a critical role
in determining whether high-risk patients are deemed suitable candidates for THA. Many members of the clinical team
can influence whether and when a patient receives surgery, from General Practitioners, Physiotherapists, Surgeons,
Anaesthetists, and Schedulers.[7]

Prevalent high-risk cohorts include individuals with poorly controlled diabetes, obesity, and multiple comorbidities.[8-
13] These patients have an elevated risk of complications, perioperative challenges, including higher rates of infection,
wound healing complications, and prolonged hospital stays, which may modify the threshold for deciding to proceed
with surgery. [8-13] Patients may also require extended preoperative assessment, which can delay surgery. Another
group of patients universally considered as high-risk and often underrepresented include individuals with a history of
substance misuse. Studies report five-year implant survival was only 61%, declining to 52% at ten years for intravenous
drug use (IVDU).[14] Research observed a 9-fold increase in rates of periprosthetic joint infections compared with
patients with no history of IVDU.[12] Surgeons and teams may hesitate to offer surgery to the cohorts of patients
specified above. There are many explanations for hesitancy, including uncertain postoperative outcome and the
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unintended consequence of outcome surveillance mechanisms (such as in the National Joint Registry [NJR]). The risk of
being labelled as ‘outlier status’ may feature in the surgical decision-making process.

In response to the pandemic, triage systems were implemented to prioritise patients with life-threatening conditions,
low perioperative risk, and short anticipated hospital stays. While these approaches were operationally necessary, it
remains unclear to what extent they may have inadvertently deprioritised high-risk patients awaiting THA. There is an
increasing drive to deliver ambulatory care,[15] with guidance for improving efficiency in high volume low complexity
surgery.[15] There is less clarity and guidance on how to deliver care for high-risk cohorts, for example, longer
operating sessions, requirement for enhanced postoperative monitoring or intensive care availability. As a result, high
risk patients may be deprioritised or excluded from timely surgical intervention.

Consequences of delay to THA can be profound. A national study conducted during the pandemic found that over one-
third of patients awaiting THA reported EQ-5D scores below zero, also defined as “worse than death.”[16] These scores
nearly doubled compared with pre-pandemic baselines, highlighting the significant physical, psychological, and
functional toll of deferral of surgery. In response, the British Hip Society (BHS), alongside national orthopaedic bodies,
issued a joint statement emphasising the urgent need to resume arthroplasty services for this cohort. They stated that
“the only effective solution is surgery, as this can alleviate suffering and dramatically improve quality of life,” calling for
“appropriate prioritisation, organisation and resource” to address the growing unmet need.[17]

Our community of hip surgeons require a clearer framework for surgical candidacy, with evidence-based strategies to
appropriately select and prioritise high-risk patients for THA taking account of competing health inequality.

My proposed research project aims to investigate current access to THA for high-risk patients, with a particular focus
on identifying barriers to equitable surgical care. This mixed methods study includes interviews with people who make
decisions about referral and/ or listing patients for surgery. I will explore factors that might preclude or delay surgery. I
will then perform evidence synthesis to uncover whether and how factors clinicians consider ‘high risk factors’
influence outcomes. Finally, I will conduct a cohort study to compare patient pathways for ‘high risk’ and ‘low risk’
patients.

PDF
References.pdf (508 KiB download)

Accompanying image 1

Plan of investigation

Work Package (WP1): Understanding Clinician Decision-Making in High-Risk Patient Cohorts undergoing THA:
(Supervisor Professor Amy Grove)

Introduction
There is no universally accepted definition of high-risk or high-complexity patients in THA. Classification and thresholds
often rely on local guidelines, anecdotal experience, and conscious or unconscious bias. Definitions may shift during
times of high demand or when a surgeon approaches outlier status. This ambiguity in surgical candidacy limits ability
to monitor access and outcomes. Understanding rationale behind clinician decision-making, beginning with primary
care and local commissioning, is essential to address disparities in access to THA, with attention to perceived barriers
and enablers to offering surgery. WP1 aims to investigate how clinical teams approach decision-making for high-risk
patients, exploring how they define high-risk and how this influences management.

Aims

1. To define factors that clinicians believe make patients ‘high-risk’ for THA
2. To explore what evidence or interventions would influence their decision to offer THA in high-risk patients

Methods
WP1 consists of two components:
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Part A: Qualitative Interviews
We will conduct semi-structured interviews with 30-40 purposively sampled participants from across the UK to ensure
variation in geography, care setting (primary, intermediate, secondary/tertiary), and seniority. Participants will include
surgeons, specialist physiotherapists (who list patients), preoperative nurses, anaesthetists, and surgical schedulers.

Using a piloted topic guide, interviews will explore:

Perceptions of "high-risk" in surgical decision-making
Challenges in managing complex patients
Impact of NJR reporting and risk-adjusted metrics
Barriers to access for underrepresented groups
Influence of seniority, peer norms, and institutional culture

Interviews will be audio-recorded, transcribed verbatim, and analysed thematically using a structured framework to
identify role- and region-specific patterns.

Part B: Discrete Choice Experiment (DCE)
Parallel to interviews, we will distribute DCEs to 100 orthopaedic surgeons. Hypothetical patient profiles will be
presented with varying attributes (e.g., age, comorbidity burden, and sociodemographics). Surgeons will indicate
whether they would offer referral (for primary/intermediate care) or proceed with surgery (for secondary care).
Mixed logit models will be used to:

Estimate utility values for each attribute
Quantify their relative influence on decision-making
Assess trade-offs clinicians make when evaluating surgical candidacy
Conduct subgroup analyses by role and context

Ethical approval will be obtained prior to study commencement.

Key outputs will include:

Quantitative models of how specific patient attributes influence surgical decisions
Predictive models of operative likelihood based on patient profiles
A qualitative framework outlining drivers of variation in clinical thresholds
Evidence to inform more equitable and consistent policy and guideline development for high-risk patients seeking
THA

Work Package 2: Evidence Synthesis to identify the Factors Defining ‘High-Risk’ patients in THA (Supervisor Ms
Naomi Gibbs).

Introduction
We will perform a systematic review of published literature to quantify the influence of each factor identified in WP1 on
patient outcomes.

Aims
We aim to review evidence on surgical and medical outcomes including PROMs, and healthcare delivery outcomes (e.g.
length of stay, readmission). We will assess whether additional risk factors, absent from WP1, emerge from the
literature. We will investigate factors that lead to inequalities in treatment, including sex and ethnicity.

Methods
We will conduct a systematic review using searches in a range of databases (MEDLINE, EMBASE, Web of Science, and
grey literature) to identify RCTs and cohort studies reporting outcomes for patients undergoing elective primary THA
classified as “high-risk”. Case series, revision, and non-elective THA studies will be excluded. Two reviewers will
independently screen titles, abstracts, and full texts, with discrepancies resolved by consensus or senior author. A
piloted extraction form will capture study design, demographics, risk factors, and outcomes including complications,
readmission, revision, mortality, length of stay, and PROMs. Data extraction will be performed in duplicate. Risk of bias
will be assessed using ROB 2 for RCTs and ROBINS-I for cohort studies. Where sufficient data exist, meta-analyses will

6 of 11



be conducted for outcomes that can be pooled. The protocol will be registered in advance on PROSPERO, and the
review reported in line with PRISMA guidelines.

Work Package 3: Comparing Clinical Pathways between ‘Low Complexity’ and ‘High Complexity’ patients using
the National Secure Data Environment (Supervisor Mr Antony Palmer)

Introduction
Patient pathways for elective surgery may differ for patients considered ‘low complexity’ and ‘high complexity’. In
addition to geographic variation, there may be variation in times from diagnosis to referral, or referral to secondary
care appointment, or adding to waiting list to surgery.

Aims

1. What is the relationship between comorbidity, socioeconomic status, and patient demographics, with
waiting times for elective THA surgery?

2. To quantify how high-risk labelling affects access to THA, focusing on variation in waiting times and
treatment rates before and after COVID.

Methods
Using data from the CVD-COVID-UK/COVID-IMPACT consortium (Study Ref: CCU089), we will conduct a cohort study
using electronic health records. Sample size will be dictated by the data available within the study period. Analysis will
be supported by the Centre for Statistics in Medicine, University of Oxford.

We will extract patient demographics, index of deprivation, ethnicity, and preoperative comorbidities from primary
care and hospital episode statistic (HES) data, using a modified Charlson Comorbidity Index. The primary outcome is
time from referral to surgery.

Regression analysis will assess associations between patient characteristics and outcomes, stratified by procedure,
geographical region, and hospital type (district general hospital, teaching hospital, or elective hub). Skewed waiting
time distributions will be appropriately modelled. Time series analysis will explore changes in healthcare provision over
time.

Outputs:

Description of how ‘high-risk’ patient factors influence waiting times for surgery
Determine whether the pandemic exacerbated existing inequalities.

Work Package 4: BHS Guideline Development and Dissemination (Supervisor Mr Matthew Wilson, President of
British Hip Society)

The output of this study will guide the development of national guidelines and presented to British Hip Society
Members, both via the newsletter, podcasts, and the annual scientific meetings. We will also disseminate findings
through social media and our PPI groups. At the end of this two-year proposal, we plan to extend this work to knee
arthroplasty, and other orthopaedic procedures, and will engage the British Association of Knee Surgeons, and British
Orthopaedic Association at an early stage.

PDF
ORUK Gannt HSP.pdf (530 KiB download)

Gantt chart

Research environment and resources

This project will be undertaken as part of a DPhil in Musculoskeletal Sciences at the Nuffield Department of
Orthopaedics, Rheumatology and Musculoskeletal Sciences (NDORMS), University of Oxford. NDORMS offers an
exceptional research environment with access to dedicated desk space, computing infrastructure, statistical and
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methodological support, and library services to support doctoral research. The DPhil teaching programme also
incorporates a structured teaching curriculum that includes training in research design, biostatistics, clinical trials,
academic writing, and publishing. There are also opportunities to attend and contribute to departmental seminars,
journal clubs, and the broader NDORMS teaching programme, fostering both academic development and
interdisciplinary collaboration.

Work Package 1 will involve a qualitative study exploring surgical decision-making in high-risk patients. This component
will be supported through collaboration with the British Hip Society (BHS) Culture and Diversity Committee, who will
facilitate recruitment of a diverse panel of orthopaedic surgeons across the UK under the supervision and guidance of
Implementation Science Specialist, Professor Amy Grove. Analysis will be supported by NVivo software, which is
available through the university’s institutional licence.

Work Package 2 will comprise a systematic review and narrative synthesis of the literature. This will be supported by
the Bodleian Health Care Libraries, which provide access to extensive databases, specialist librarians for search
strategy development, and systematic review tools such as Covidence and EndNote. NDORMS has a strong track
record in conducting high-quality evidence syntheses, and the project will benefit from local expertise in critical
appraisal and meta-analysis methodology.

Work Package 3 will involve quantitative analysis of large national datasets, using patient-level data from COVID-
IMPACT consortium. This work is an extension of current research and data access approvals are already in place
(CCU089). The project is supported by Dr Dhiman, senior statistician in the Centre in Statistics in Medicine (CSM), and
from data analysists in the Big Data Institute.

Work Package 4 will involve the development of national guidelines based on the synthesised evidence with the
support and guidance of Mr Wilson and the dissemination of the guidelines to BHS members, representing the largest
community of hip surgeons in the NHS, and beyond.

I will seek additional support to extend the research programme to three years, during which we will extend the work
to knee arthroplasty and monitor whether our interventions influence practice at a local level through audit of
routinely collected data.

Who will benefit from this research?

This research will benefit patients who may have restricted access to THA due to being deemed “high-risk” due to
comorbidities, frailty, or social complexity. While it is important to acknowledge that some individuals may carry an
unacceptably high surgical risk, decisions need to be shared, balanced, and evidence based. Orthopaedic clinicians will
gain clearer, data-driven guidance on treatment in high-risk populations. Healthsystem leaders and policymakers will
be better informed to help design transparent, accountable frameworks for prioritisation and resource allocation.
Patients and patient advocacy organisations will benefit from actionable evidence to challenge disparities in their
treatment and drive systemic change in partnership with surgical providers. Patients will have more timely, fairer
access to what has been described as the most cost-effective and transformative procedure in modern medicine.

How can your research be translated in real-life?

This work aims to shift the current narrative around high-risk patients, challenging assumptions and encouraging more
inclusive, needs-based approaches to surgical access. This research will identify which patients are being designated
‘high risk’, whether these views are supported by evidence, and the impact on their care and waiting times for surgery.
Our findings will be shared with patients and clinicians, to facilitate improved decision making for surgery for patients
perceived to be high risk. Our co-applicants include the President of the British Hip Society (Mr Wilson) who will
facilitate dissemination to BHS members and stakeholders, representing the largest community of hip surgeons in the
NHS. We will receive support from the NDORMS Communications Team, developing co-produced accessible outputs
that inform people most affected. Our approach may be translatable to all elective surgery, offering a practical
foundation for service improvement, policy change, and wider system learning.

How will your research represent the aims and objectives of ORUK and BHS?
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This research contributes to reducing the burden of musculoskeletal disease by ensuring more equitable access to
THA. The project directly aligns with the theme of the BHS call to improve access to healthcare and supports ORUK’s
focus on improving patient outcomes, advancing translational research, and easing demand on the NHS through more
consistent, needs-based surgical decision-making. It also reflects ORUK’s commitment to fostering research careers
and building system-wide partnerships that accelerate real-world impact. The Fellowship would allow me to develop
my career path as an academic orthopaedic surgeon with a passion for health inequalities research. In parallel, the
research aligns with BHS priorities by promoting the highest standards of hip surgery, supporting standardisation of
care, and informing national guidance. The research will spearhead BHS efforts to enhance diversity, culture change,
and openness in clinical practice. Ultimately, reinforcing both organisations’ shared commitment to advancing
education, equity, and excellence in orthopaedic care.

Outreach and engagement

Dissemination of findings to the non-academic public is a core priority of this project, particularly given its relevance to
patient healthcare access, surgical equity, and health service decision-making. A multi-modal dissemination strategy
will be adopted to ensure findings are accessible, understandable, and relevant to a broad range of stakeholders
including patients, carers, advocacy groups, and the wider public.

We will produce plain-language summaries and visual infographics for each phase of the project. These will be
developed with input from Patient and Public Involvement (PPI) contributors and designed to clearly communicate the
practical relevance of the research. Materials will be made available on the Nuffield Department of Orthopaedics,
Rheumatology and Musculoskeletal Sciences (NDORMS) website and LinkedIn accounts, disseminated through
institutional and partner networks, including national orthopaedic charities and patient advocacy groups.

We will work closely with the NDORMS PPI and Communications team to involve patient contributors throughout the
research process. Their insights will inform the framing of research questions, the development of participant-facing
materials, and the production of public engagement content. Where appropriate, small focus groups will be held to
test the clarity, tone, and relevance of outputs aimed at the public. These activities will help ensure that findings are
communicated in a way that is both accessible and meaningful to those with lived experience of surgical care
pathways.

The findings will be shared through roundtable discussions and open forums co-hosted with the British Hip Society,
other professional surgical societies, and patient organisations. These events will aim to improve consistency in clinical
decision-making and foster constructive dialogue between clinicians and the public.
We will explore opportunities to contribute to NHS patient information resources, particularly where findings can
inform shared decision-making tools or guidance on navigating surgical referrals for complex cases, such as GP
evidence. Subject to feasibility, we will seek to present findings at NHS and academic local engagement events, and
relevant public science initiatives such as the Oxford IF Festival and NIHR Biomedical Reseerch Centre meetings.

Finally, we will engage directly with charities, such as Versus Arthritis and community health networks that serve
groups disproportionately affected by delayed or denied access to surgery. These organisations will receive tailored
summaries and will be invited to help shape outreach activities that are culturally sensitive and targeted to the
populations they serve.

Which problem are you trying to solve and why have you chosen this field?

As people live longer and develop more long-term medical conditions, we need to make sure access to surgery is
based on facts about patients and not assumptions about whether they will or will not benefit from surgery. My project
aims to understand why some people are offered hip replacement surgery while others are not. The people who do
not get surgery may have more complex health or social problems. This unfair treatment is known as health inequality.
There are no clear criteria that doctors use to decide who gets surgery. This means some people may be left in pain or
unable to move, because doctors believe they are too risky to treat. This project looks at how surgical decisions are
made, how we can improve them, and how we can make surgery more equal for everyone.
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What is the estimated incidence of this problem in the UK and worldwide?

In the UK nearly 100,000 THAs are performed each year. However, the true incidence of high-risk patients being denied
or experiencing delays to surgery remains unknown. This is largely due to the lack of a clear and consistent definition
of what constitutes “high-risk” in this setting. It is likely that many individuals are either excluded from care without
formal recognition or missed entirely in national datasets. When considering patient groups traditionally deemed to be
high risk, which includes those with high BMI, substance misusers and those with multiple comorbidities, the
prevalence of “high-risk” has been estimated to range between 13% to 73% in those undergoing THA. Such variation in
prevalence perhaps demonstrates how traditional risk stratification tools may not be reflecting the nature of the
complexities specific and unique to THA. This reinforces the need for a clear, context-specific criteria to begin
accurately identifying and tracking this cohort over time.

What is your ambition and how will your research make an impact on people with MSK conditions?

My ambition is to become an academic orthopaedic hip surgeon, combining clinical care with research that delivers
meaningful change for all groups of patients. This project will provide me with a strong foundation in qualitative
research, evidence synthesis, and quantitive data analyses using large observational data sets. In the future I hope to
be a surgical leader shaping policy in the UK and beyond. My project reflects my broader commitment to tackling
inequality in musculoskeletal care. Patients with complex medical or social backgrounds are too often excluded from
surgical pathways due because of systemic uncertainty or bias. Through this work, I aim to challenge that narrative by
generating robust evidence that supports fairer, more inclusive, and patient-centred decision-making in hip surgery to
promote shared decision making.

University fees £21,000.00

Salary £60,000.00

Consumables £34,000.00

Publications £0.00

Conference attendance £0.00

Total requested funding 115000

Other secured funds: Internal
funding

£0.00

Partner: University £0.00

Partner: Commercial £0.00

Partner: Charity £0.00

Other sources £0.00

Total other funds 0

List all the 'other funders' and also explain how BHS/ORUK contributions will be used to cover the costs of your research.

There are no other funders currently. This funding will support university fees for the DPhil, salary, and essential
project expenses, including access to datasets, software packages, and transcription services.
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Is there an IP linked to this research? No

Does your research include
procedures to be carried out on
animals in the UK under the Animals
(Scientific Procedures) Act?

No

External experts

Name
Dr Arabella Scantlebury

Email
a.l.scantlebury@bham.ac.uk

Name
Dr Samantha Cole

Email
samcole@nhs.net

Log in to oruk.grantplatform.com to see complete application attachments.
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