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Abstract

To support patients in making decisions that align with their unique cultural beliefs, an
understanding of factors underlying patient preferences is needed. We sought to identify
psychosocial factors that influenced decision making among African-American and Hispanic
patients referred for knee or hip arthroplasty. Thirty-six participants deciding on surgery were
interviewed. Responses were audio-taped, transcribed, and read. Codes were assigned to the raw
data and then clustered into categories that were analyzed to yield overarching themes. This
process was repeated independently by two corroborators. Six categories described the mental
calculations made in patients' decision-making processes: 1) self-assessment of ft for surgery
based on age and comorbidity, 2) research and development of mental report cards of their
surgeons, 3) reliving of social network experiences, 4) reliance on faith and spirituality for
guidance, 5) acknowledgment of fear and anxiety, and 6) setting expectations for recovery. This
study advanced the understanding of how decisions about joint replacement are constructed and
identified cultural levers that can be targeted for intervention. Developing culturally tailored health
information that addresses some of our findings and disseminating messages through social
networks may reduce the underutilization of joint replacement among racial and ethnic minority
populations.
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[. Introduction

Patient-centered care has gained prominence as a key measure of quality care among
orthopaedic surgeons. To provide this degree of care, physicians must understand factors
that are important to their patients and must coordinate a health care team that supports and
integrates patients' values in the decision-making process. This is particularly relevant to
culturally diverse populations who may have unique views on health care decision making.

This study provides an emic perspective on factors influencing patients' decision making
regarding total knee or hip replacement (TKR or THR, respectively). Osteoarthritis (OA) is
an optimal case for highlighting shared decision making because it is highly prevalent, has
the potential for significant morbidity, and requires patients to make choices about the best
approaches for treatment. Numerous studies have documented disparities in joint
replacement among African Americans and Hispanics compared with whites.12 Even after
adjusting for age, sex, and insurance, African Americans and Hispanics have lower rates of
knee and hip replacement.2-6 The reasons are complex and include patient-level factors
(e.g., past experiences),’ provider factors (e.g., physician-patient communication style), and
system-level factors (e.g., access to care).8

Previous OA studies presented patients with hypothetical scenarios to explore willingness to
undergo arthroplasty.3 This study includes participants with a clinician-confirmed OA
diagnosis who were in the process of making a decision about surgery. This provides a
better understanding of practical considerations.* The objective was to explore sociocultural
factors that might influence African-American and Hispanic patients' decisions regarding
joint replacement. To eliminate access to care as a confounder, all participants were insured
and under the care of an orthopaedic surgeon.

[l. Methods

Participants were recruited from two surgeons' practices comprised of racially and ethnically
diverse patients. Eligibility was based on the following: 1) assessment of clinical and
radiographic evidence of advanced OA, 2) the surgeon's indication of the patient as a
candidate for TKR or THR, and 3) the patient's self-identification as African American or
Hispanic.

Interviews were conducted in English or Spanish based on the participant's choice.
Participants were queried on items such as the impact of OA on their day-to-day lives, their
perceptions of their relationship with their surgeon, and their expectations of joint
replacement surgery.

Data analysis included data immersion, creation of codes, and categorization.® This process
was iterative and used new evolving theory in the context of existing data until no new
findings emerged, or when analytical saturation occurred.® Participant responses were
audiotaped and transcribed verbatim. For data immersion, all transcripts were read line by
line. Codes were then assigned to all of the responses. Codes are descriptive labels that
represent key concepts being conveyed by the data, and could be actual responses, selected
words from the transcripts, or words that represent key concepts.? The codes were grouped
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into categories that were analyzed to identify spheres of influence in the decision-making
process. To ensure trustworthiness of data, detailed notes of the coding process were
maintained as field notes, all steps were conducted independently by a second reviewer for
corroboration, and half of the interviews were reanalyzed to determine “fit” into the
categories. When discordance was found, raw data were reviewed by a third corroborator,
and new categories were derived until consensus was reached.”:8

The Western Ontario and McMaster Osteo-arthritis (WOMAC) Index (version LK 3.0) was
used to describe pain level and limitations prior to the interview.10.11

[1l. Results

Thirty-six patients participated in individual semi-structured interviews (Table 1). The
average age was 67.8+10 years, 78% were African American, 17% were Hispanic, and 80%
were women. More than half (55%) of the participants made <$40,000 annually, and the
majority (70%) were receiving Medicare and/or Medicaid. Nearly half (45%) had a college
degree or higher; 14% had not completed high school. Patients averaged a mean (x SD)
score of 50+15 on the WOMAC index of OA with scores on pain, stiffness, and physical
function of 12+3, 5+2, and 33x10, respectively. We reviewed 210 patient responses and six
categories emerged, each describing a mental calculation that patients made in the decision-
making process: 1) self-assessment of ft for surgery based on age and comorbidity, 2)
research and development of mental report cards of their orthopaedic surgeons, 3) drawing
from social network experiences, 4) reliance on faith and spirituality for guidance, 5)
acknowledgment of fear and anxiety, and 6) setting expectations for recovery.

A. Self-Assessment of Fit for Surgery Based on Age and Comorbidity

Participants conducted a self-assessment as to whether they deemed themselves fit for
surgery. This assessment was largely based on their age and underlying comorbid
conditions. Responses were mixed regarding at what age surgery should be precluded and
pain be accepted. There was also a discussion about whether pain was normal with aging.
Some participants more readily accepted pain and decreased function as part of aging, while
others felt they should not be in pain regardless of age.

“I know when you get older you are supposed to get a little slower, and you do
have a little pain, but at 55, the pain that | am in, | don't feel that | should be in yet.”

Diabetes was a commonly cited comorbid condition; others included coronary artery
disease, hypertension, and mental health conditions. Some participants felt that their
multiple comorbidities could increase their likelihood of an adverse outcome or that the
comorbid condition itself could be exacerbated. This diminished their enthusiasm for
surgery.

“If | wasn't a diabetic, | probably would have it (surgery), but | know being a
diabetic, healing takes longer, and I know that.”

“But with me, since | have been on so much medication, | had a heart attack, | am a
diabetic, I have taken medication for high blood pressure, and | almost had a
nervous breakdown, and with all of that, that bothers me, and 1 just feel that if | go
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through with the surgery, that will affect my nervous system and make me have
another breakdown.”

B. Background Research and Development of Mental Report Cards of Providers

In deciding whether they would pursue surgery, participants did research into their surgeons'
backgrounds. Their perceptions were derived from this research and from recommendations
and referrals from providers. Participants also sought information from the internet and
MEDLINE searches for surgeons' publications. These elements were used to create mental
report cards of their providers and to decide to be treated by this particular surgeon.

“I looked at the research that he's published and | was interested in it and it looked
to me like he's, you know, he's clearly up on what's going on in the field, and what
sorts of advances are being made and clearly thinking about the process and what
work[s] and what doesn't.”

“In choosing an orthopedist | looked around and | talked to the surgeon and got
recommendations and | looked at websites and MEDLINE and things, so yes, in
general the people that we've dealt with I've felt like definitely have both aware of
us as people and have our best interest in mind.”

C. Drawing from Social Network Experiences

Participants infused events that had happened within their social networks into their
narratives. Knowledge of others, who had a successful joint replacement experience,
emerged as a powerful influence. Social network narratives focused on good or adverse
outcomes and timing of surgery. Sources included people in their community or church, as
well as family members.

“There are a lot of people where I live that have had knee surgery and they are
doing fine, so | figure I should just go ahead and have the surgery.”

“There was a person at our church and he said, ‘I was in pain for 5 years, you see,
and if | knew it like I know, | would have done it way before.”

Knowledge of others who had negative outcomes was an important consideration in the
decision making regarding surgery. Some social network experiences pertained to
nonorthopaedic procedures. Nevertheless, they seemed to influence participants' thought
processes regarding orthopaedic surgery.

“Surgeries for me, | am really cautious, because there was an incident that
happened with my husband and with my son, and | think that had a lot to do with
me. Because my husband was a diabetic and he was on dialysis. His kidney was
repaired. My son was tested and he was the perfect match, but when they went into
surgery, they were taking a kidney out of my son, my husband - the doctor said
they could not put [it] in because something kept breaking, | am not sure. So, that
was a big disappointment, and | felt that they should have tested my husband to see
if he could have received the kidney. That was in '97, and my husband lived 2 years
after that. And that just did something to me.”
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D. Acknowledgement of Fear and Anxiety About the Procedure

Participants acknowledged fear and anxiety about surgery. Fears included fear of anesthesia
and its potentially fatal consequences, fear of pain, fear that their comorbid conditions would
impact their ability to withstand the procedure, fear of being intubated, and fear of “going to
sleep.” The influence of social network experiences resurfaced as they described their fears
and anxiety.

“I'm not scared of the surgery, but they put a tube up your nose and down your
throat and | hate that because it is very painful.”

“l was really afraid of that and | kept thinking in my mind that | was going to go to
sleep and never going to wake up.”

“l am not frightened with the surgery; believe it or not, | am frightened with the
anesthesia simply because | have had two members in the family who did not come
out of anesthesia and that's frightening.”

E. Reliance on Faith and Spirituality for Guidance and Support

Although not queried directly, references to God, spirituality, and/or religion emerged
throughout the interviews. Participants described a strong reliance on God and their faith as
sources of support. This category had several dimensions: 1) God working through the
surgeon, 2) God determining destiny/ God will heal, and 3) the role of prayer. Some
expressed that their locus of control was in a higher power, their future was in God's hands,
and they have little control over what happens. Of note, their faith in God did not diminish
their trust in their surgeons; rather, their faith reinforced their belief in the provider. Some
participants relied on their faith in deciding the timing for surgery.

“l do believe that God is the one, and He heals and He also gives the doctors the
faith that they can do it.”

“God gives [doctors] their quality to do the work. I mean faith-wise it's all in God's
hands.”

“The best doctor can mess up at the last moment on me, whereas with everything
else he had a straight record. So, my faith is really in God, and once | trust them,
then I just say that everything is in His hands and He will help the doctors, the
nurses, the scrub people, and the whole staff and I'll be in good hands.”

“I have to pray on it for the Lord to steer me in the right direction... if this is the
time for me to have the knee replacement, you know, let me know and that's to let
my spirit be at peace. So, once He lets me know that, then | can go forward.

F. Setting Expectations for Recovery

Expectations for recovery varied from patients desiring to be more independent without the
use of a cane to regaining their previous level of function. For some, surgery was a way to
restore their quality of life and to return to normalcy: “I just want to get back to my life.”
Expectations of surgery were influenced by social network experiences and discussions with
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their provider. Some expectations were also defined by a timeframe. Despite expectations
for improved function, there was also an expectation of pain.

“I'm expecting to be, maybe not pain-free, but not in severe pain, but | am
expecting to be able to go up and down the steps to go on with my life.”

“Yeah, because they talk about the pain afterwards, but | know that | will have to
take it easy at first and then get adjusted to whatever they put in there. | will go
slowly. | won't be walking up and down in the house probably, but | will try to
walk around with my cane until | feel like I am ready enough to try it on my own.
But after I get well, like 4 months later, | want to be the same person | used to be.”

[1l. Discussion

Shared decision making involves conversations between patients and providers about
options, needs, preferences, values, and potential out-comes.12 An understanding of factors
that affect a patient's decision is necessary to implement the best model of care, especially in
populations whose views may be based on social or cultural experiences. This study used a
qualitative approach to provide insight into the factors underlying attitudes toward THR or
TKR among African-American and Hispanic adults. Six distinct yet interrelated categories
emerged that described factors that influence the decision-making process. Three
overarching themes emerged as lessons learned from the study, and provide a basis for
recommendations for enhancing provider-patient communication around joint replacement.

The first theme is that patients' decisions are framed prior to the provider-patient encounter.
Prior to discussing surgery with their providers, patients may conduct a self-assessment of
whether they deem themselves as appropriate candidates for surgery. Therefore, when they
come to the encounter, they may already have made up their minds that they are not suitable
candidates. Many participants described their age and comorbidity as barriers to undergoing
surgery.

For other patients, the degree of pain is an important factor regardless of their age.
Therefore, asking patients whether they consider themselves as a candidate for surgery
provides an opportunity for correcting any misperceptions regarding the influence of age
and comorbidity on outcomes. Patients may be reassured that providers also make a pre-
operative assessment that addresses their comorbid conditions. This validates the patients'
concerns and may reduce barriers for discussion. Decision making may be supported by
incorporating success stories of patients with similar comorbid conditions and similar age.13

An important lesson is that the process of shared decision making must anticipate and
consider these antecedent factors. Patients' perceptions of pain and expectations for recovery
may also be formed prior to the provider-patient encounter. Fear of pain was described in
previous studies as a determinant of quality-of-life outcomes. Lavernia et al.14 reported that
among patients undergoing THR and TKR, African-American adults experienced higher
fear of pain before surgery when compared with whites. This greater aversion to surgery
may reflect the influence of social network experiences, mistrust of medical care, or
lingering effects of racial and ethnic discrimination.10:11.1516 Another study found that
Hispanic veterans were less likely than white veterans to receive nonsteroidal anti-
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inflammatory drugs with COX-2 selectivity for pain and both Hispanic and African-
American veterans received fewer days' supply of analgesics than white veterans.17:18 It is
unclear whether prior experiences with pain management impact perceptions for this
surgery. This can best be addressed in prospective studies following patients.

The fear of being cut resonated in the patient narratives. One participant stated “And a lot of
people just don't wanna be cut.” Participants in a qualitative study by Figaro et al. made
similar assertions.1® This fear may not be related to prior surgical experiences, but rather
experiences of members of their social network or simply visceral perceptions of being cut.
Discussions on these difficult, yet important, aspects of surgery are important to allay
patients' fears.

A second dominant theme was that faith and spirituality play a vital role in the lives of these
participants. Discussions of faith and spirituality may be uncomfortable in the provider-
patient interaction; however, shared decision making can only be effective if patients fully
disclose their beliefs. Eliciting the patient's locus of control may help providers to frame
culturally tailored interventions. Participants described a strong reliance on God for
guidance and support. While patients may not always make their religious beliefs known to
their providers, faith and spirituality remain a major driving force. This is particularly
relevant to communities of color who may be more likely to have greater reliance on their
faith.

In a cross-sectional survey of veterans, of which 44% were African American, Ang and
colleagues found that African Americans were twice as likely to report relying on their
faith.20 Studies also found that African Americans and Hispanics are more likely to use
prayer as a coping mechanism.2! A qualitative study among African Americans with OA
also noted that faith and belief in God were important factors.2! Building alliances with
community, faith-based organizations can help providers gain a better understanding of
factors that influence patients' decision making. Working with faith-based organizations
may also dispel misperceptions regarding surgery. Responding with respect to a patient's
reference to faith is an important aspect of providing patient-centered care. Patients should
feel comfortable discussing their preferences in light of their faith or religious beliefs.
Decision aids that incorporate discussions or references to God, faith, or spirituality may
help in these discussions.

A third theme was that participants' perceptions result from a dynamic exchange of
information that occurs between the patient, their social network (actual and internet), and
their providers. Social network experience is an important factor in the perception of need
for joint replacement.?2 McHugh and Luker, in a qualitative study of 27 patients, found that
hearing of experiences of joint replacement from others in their social networks influenced
treatment selection for total joint replacement.23 Experiences of members in one's social
network affects the patient's willingness to undergo surgery as well as his or her
expectations and may be a clue to understanding differences in joint replacement. Patients'
expectations varied from being active to just not having to use a cane.24 These expectations
are drawn from sources that may include social network experiences or prior research.

J Long Term Eff Med Implants. Author manuscript; available in PMC 2015 December 01.



1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Parks et al.

Page 8

Therefore, patients may come to the encounter with preconceived ideas about the provider
and with expectations of outcomes. Providers may wish to elicit the influence of social
networks by querying patients about their sources of information, asking questions
discerning patients' knowledge and perceptions, such as “From whom do you get your
information about osteoarthritis and its treatment?” or “What have you heard about this
procedure?” This provides another opportunity to point patients to internet sites describing
patient experiences or resources as decision aids. A pilot study among veterans with OA
found that while the introduction of a decision aid did not change willingness to consider
joint replacement, it improved the stage of decision making and reduced decision conflict.2>

Limitations may impact the ability to extrapolate beyond this group of participants. The
sample was small, yet consistent with qualitative research.28 In a review of qualitative
research on knee OA, the median sample size was 20.# The sample had few Hispanic
patients and men, which limits the ability to analyze data across race, ethnicity, and sex. The
study only included patients seen by two African-American surgeons. It is unknown to what
extent this may have influenced perceptions, patients' selection of a specialist, and decisions
to have surgery. We recognize that the inclusion of Hispanic and African-American patients
without a Caucasian control group provided limitations, but sought to identify those ethnic
minorities most at risk for disparities. Future studies can provide direct comparison as we
understand more about how patients of different backgrounds make surgical decisions. The
cross-sectional nature of the study limits the ability to determine whether participants
ultimately did choose to have the procedure and whether certain categories of responses
correlated best with decision making. Notwithstanding these limitations, this study provides
insight into potential avenues for interventions that may enhance provider-patient
communication around joint replacement.

IV. Conclusions and Clinical Relevance

The results of this study provide insight into factors that underlie the decision making of
ethnic minorities. The goal of this qualitative study was to understand from the minority
patient's unique perspective what factors play a role in his or her decision making regarding
elective total joint replacement. These data point to opportunities for intervention and
strategies to support the decision-making process regarding joint replacement. The findings
provide a framework for a more effective provider-patient discussion. Asking patients about
their own self-assessment as surgical candidates and responding in a culturally and
linguistically appropriate manner may facilitate greater sharing of information. Asking
patients to recount experiences of their social networks with surgery including
nonorthopaedic procedures may provide insightful information about their fears and
expectations. In addition, inquiring about their source of information or locus of control may
help broach sensitive or personal topics such as faith and spirituality. This can also help
providers address misconceptions, and enable patients to set realistic goals. Knowing where
patients are in their thought processes and meeting them there with openness and cultural
humility is important for achieving quality patient-centered care and may help to stem the
racial and ethnic gaps in total joint replacement utilization by minorities.

J Long Term Eff Med Implants. Author manuscript; available in PMC 2015 December 01.



1duosnue Joyiny 1duosnue Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Parks et al.

Page 9

Acknowledgments

This study was made possible by a grant from the Minority Initiatives Program of Zimmer Inc. We acknowledge
Gezzar Ortega, a medical student in the Zimmer Summer Internship Program, Fara White, a research assistant who
conducted some of the interviews, and Nirva Kudyan for their work on this study and in preparing this manuscript.

References

1.

10.

11.

12.

13.

Bitton R. The economic burden of osteoarthritis. Am J Manag Care. 2009; 15:5230-35. [PubMed:
19817509]

. White AA 3rd, Hill JA, Mackel AM, Rowley DL, Rickards EP, Jenkins B. The relevance of

culturally competent care in orthopaedics to outcomes and health care disparities. J Bone Joint Surg
Am. 2007; 89:1379-84. [PubMed: 17545441]

. Suarez-Almazor ME, Souchek J, Kelly PA, Souchek J, Kelly PA, O'Malley K, Byrne M, Richardson

M, Pak C. Ethnic variation in knee replacement: patient preferences or uninformed disparity? Arch
Intern Med. 2005; 165:1117-24. [PubMed: 15911724]

. Beaton DE, Clark JP. Qualitative research: a review of methods with use of examples from the total

knee replacement literature. J Bone Joint Surg Am. 2009; 91(Suppl 3):107-12. [PubMed:
19411508]

. Green J, Willis K, Hughes E, Small R, Welch N, Gibbs L, Daly J. Generating best evidence from

qualitative research: the role of data analysis. Aust N Z J Public Health. 2007; 31:545-50. [PubMed:
18081575]

. Charmaz, K. Grounded theory: methodology and theory construction. In: Neil, JS.; Paul, BB.,

editors. International Encyclopedia of the Social & Behavioral Sciences. Oxford (UK): Pergamon;
2001. p. 6396-9.

. Graneheim UH, Lundman B. Qualitative content analysis in nursing research: concepts, procedures

and measures to achieve trustworthiness. Nurse education today. 2004; 24(2):105-112. [PubMed:
14769454]

. Boutin-Foster C. In spite of good intentions: patients' perspectives on problematic social support

interactions. Health Qual Life Outcomes. 2005; 3:52. [PubMed: 16143038]

. Corbin, JM.; Strauss, AL. Basics of qualitative research: techniques and procedures for developing

grounded theory. 3rd. New York (NY): Sage Publications Inc; 2008.

Katz JN. Preferences, disparities, and the authenticity of patient choices. J Rheumatol Suppl. 2003;
68:12—4. [PubMed: 14725248]

Bailey EJ. Sociocultural factors and health care-seeking behavior among black Americans. J Natl
Med Assoc. 1987; 79:389-92. [PubMed: 3586036]

Youm J, Chenok K, Belkora J, Chan V, Bozic KJ. The emerging case for shared decision making
in orthopaedics. J Bone Joint Surg Am. 2012; 94:1907-12.

Arterburn D, Wellman R, Westbrook E, Rutter C, Ross T, McCulloch D, Handley, Jung C.
Introducing decision aids at group health was linked to sharply lower hip and knee surgery rates
and costs. Health Aff. 2012; 31:2094-104.

14. Lavernia CJ 1, Alcerro JC, Rossi MD. Fear in arthroplasty surgery: the role of race. Clin Orthop

15.

16.

Relat Res. 2010; 468:547-54. [PubMed: 19763716]

Katz JN. Patient preferences and health disparities. JAMA. 2001; 286:1506-9. [PubMed:
11572745]

Larkey LK, Hecht ML, Miller K, Alatorre C. Hispanic cultural norms for health-seeking behaviors
in the face of symptoms. Health Educ Behav. 2001; 28:65-80. [PubMed: 11213143]

17. Dominick KL, Bosworth HB, Jeffreys AS, Grambow SC, Oddone EZ, Horner RD. Racial/ethnic

variations in non-steroidal anti-inflammatory drug (NSAID) use among patients with
osteoarthritis. Pharmacoepidemiol Drug Saf. 2004; 13:683-94. [PubMed: 15386734]

18. Dominick KL, Bosworth HB, Dudley TK, Waters SJ, Campbell LC, Keefe FJ. Patterns of opioid

analgesic prescription among patients with osteoarthritis. J Pain Palliat Care Pharmacother. 2004;
18:31-46. [PubMed: 15148007]

J Long Term Eff Med Implants. Author manuscript; available in PMC 2015 December 01.



1duosnue Joyiny 1duosnuely Joyiny 1duosnuey Joyiny

1duosnuep Joyiny

Parks et al.

19.

20.

21.

22.

23.

24.

25.

26.

Page 10

Figaro MK, Russo PW, Allegrante JP. Preferences for arthritis care among urban African
Americans: “I don't want to be cut”. Health Psychol. 2004; 23:324-9. [PubMed: 15099175]

Ang DC, Ibrahim SA, Burant CJ, Siminoff LA, Kwoh CK. Ethnic differences in the per-ception of
prayer and consideration of joint arthroplasty. Med Care. 2002; 40:471-6. [PubMed: 12021673]

Edwards RR, Moric M, Husfeldt B, Buvanendran A, Ivankovich O. Ethnic similarities and
differences in the chronic pain experience: a comparison of african american, Hispanic, and white
patients. Pain Med. 2005; 6:88-98. [PubMed: 15669954]

Toye FM, Barlow J, Wright C, Lamb SE. Personal meanings in the construction of need for total
knee replacement surgery. Soc Sci Med. 2006; 63:43-53. [PubMed: 16473445]

McHugh GA, Luker KA. Infuences on individuals with osteoarthritis in deciding to undergo a hip
or knee joint replacement: a qualitative study. Disabil Rehabil. 2009; 31:1257-66. [PubMed:
19255917]

Mancuso CA, Sculco TP, Wickiewicz TL, Jones EC, Robbins L, Warren RF, Williams-Russo P.
Patients' expectations of knee surgery. J Bone Joint Surg Am. 2001; 83-A:1005-12. [PubMed:
11451969]

Weng HH, Kaplan RM, Boscardin WJ, Maclean CH, Lee 1Y, Chen W, Fitzgerald JD.
Development of a decision aid to address racial disparities in utilization of knee replacement
surgery. Arthritis Rheum. 2007; 57:568-75. [PubMed: 17471558]

Clark JP, Hudak PL, Hawker GA, Coyte PC, Mahomed NN, Kreder HJ, Wright JG. The moving
target: a qualitative study of elderly patients' decision-making regarding total joint replacement
surgery. J Bone Joint Surg Am. 2004; 86-A:1366-74. [PubMed: 15252082]

J Long Term Eff Med Implants. Author manuscript; available in PMC 2015 December 01.



1duosnue Joyiny 1duosnuen Joyiny 1duasnuen Joyiny

1duasnuen Joyiny

Parks et al.
Table 1
Resear ch participant characteristics (N=36)
Characteristic Value
Age (yr) 67.8+10.0
Female sex 29 (80.6)
Race/ethnicity
African American 28 (77.8)
Hispanic 6 (16.7)
Not specifed 2 (5.6)
Annual income ($)
<20,000 14 (38.9)
20,000-40,000 6 (16.7)
41,000-60,000 7(19.4)
>61,000 5(13.9)
Not speciified 4(11.1)
Education level
More than fifth grade, did not finish high school 5 (13.9)
High school or GED 14 (38.9)
College or trade school 14 (38.9)
More than college 2(5.6)
Not specified 4(11.1)
On Medicaid or Medicare
Yes 25 (70)
No 6 (17)
No information 5 (14)
Number of people living in the household 2.2+1.2
WOMAC Index 50.0+15.0
Pain subscale 12+3.1
Stiffness subscale 5+2.5
Physical function 33£10.6

Data are presented as n (%) or mean + SD.
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