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featured	speaker	at	the	recent	
AAOS/Orthopaedic	Research	
Society/American	Bone	and	Joint	
Surgeons	sponsored	research	sym-
posium	on	Musculoskeletal	Health	
Care	Disparities.

What’s	at	the	root	of	this	dispar-
ity?	Dr.	Borkhoff	believes	that	the	
answer	may	lie	in	subtle	or	overt	
bias	and	other	factors	related	to	a	
patient’s	gender.

According	to	Dr.	Borkhoff,	
patients	go	through	eight	steps	
from	the	initial	recognition	that	
something	is	wrong	until	the	final	
decision	to	have	surgery	(Fig.	1).	
At	any	point	along	the	way,	the	
patient’s	gender	may	play	a	role	in	
healthcare	decisions.	

Primary care “gatekeepers”
The	first	step	occurs	when	patients	
recognize	they	have	a	treatable	
medical	condition,	said	Dr.	Bork-
hoff.

“Women	have	been	shown	to	
be	at	least	as	willing	as	men	to	
consider	TJA,	and	women	are	more	
likely	than	men	to	seek	treatment	
for	osteoarthritis	and	other	medi-
cal	conditions,”	said	Dr.	Borkhoff.	
“Thus,	gender	does	not	appear	to	
have	an	important	influence	on	this	
step.”

At	the	second	step	in	the	pro-
cess,	the	patient	obtains	access	to	
a	healthcare	provider.	Although	
access	to	health	care	is	frequently	
cited	as	a	possible	explanation	for	
disparities	based	on	race,	access	
barriers	are	less	relevant	for	gender	
disparities.	

“Most	people	in	the	United	
States	who	have	advanced	osteoar-
thritis	are	65	years	or	older	and	are	
therefore	eligible	for	Medicare,”	

she	said.	“In	Canada,	patients	of	
all	ages	have	universal	access	to	
health	care.	So,	it	would	appear	
that	women’s	access	to	health	care	
is	comparable	to	that	of	men.”

In	step	3,	the	patient	reports	
symptoms,	and	in	step	4,	the	pri-
mary	care	physician,	who	acts	as	a	
“gatekeeper,”	determines	whether	
to	refer	the	patient	to	an	orthopae-
dic	surgeon.	Dr.	Borkhoff	noted	
that	many	primary	care	physicians	
lack	sufficient	musculoskeletal	
training	and	are	therefore	incon-
sistent	about	the	level	of	pain	and	
disability	that	warrants	TJA.	

“Primary	care	physicians	also	
tend	to	overestimate	the	risks	and	
underestimate	the	benefits	of	ar-
throplasty,”	she	said.	“This	is	not	
surprising,	because	no	guidelines	
currently	exist,	other	than	expert	
consensus	reports,	regarding	which	
patients	should	be	considered	for	
TJA.”	

Research	indicates	that	primary	
care	physicians	refer	women	less	
often	or	later	for	specialty	care.

“Primary	care	physicians	do	not	
refer	women	for	surgical	consulta-
tion	until	the	degree	of	disability	
has	progressed	to	a	relatively	seri-
ous	level,”	said	Dr.	Borkhoff.

Communication issues
Another	factor	that	may	affect	a	
physician’s	referral	patterns	is	the	
way	patients	describe	their		
symptoms.

“Women	speak	more	openly	and	
personally	about	their	symptoms,	
describing	them	in	a	narrative	
style,”	said	Dr.	Borkhoff.	“As	a	re-
sult,	the	physician	may	perceive	the	
woman	as	being	reluctant	to	have	
surgery.”

Men	may	be	perceived	as	more	
willing	to	undergo	surgery,	she	
said,	“because	they	typically	pre-
sent	their	symptoms	in	a	business-
like,	factual	manner.”

In	step	5,	the	patient	either	ac-
cepts	or	does	not	accept	the	pri-
mary	care	physician’s	treatment	
recommendation.	The	patient’s	
perception	of	the	severity	of	his	or	
her	arthritis	plays	a	significant	role	
in	this	decision.	

“There’s	some	evidence	that	
women	may	perceive	their	arthritis	
to	be	less	severe	than	men	do,”	she	
said.	

Dr.	Borkhoff	also	noted	that	
female	patients	tend	to	receive	less	
information	about	TJA	than	male	
patients.	To	illustrate	this	point,		
Dr.	Borkhoff	referred	to	the	study	
she	and	her	colleagues,	includ-
ing	Gillian	A.	Hawker,	MD,	MSc;	
James G. Wright, MD, MPH;	and	

Hans J. Kreder, MD MPH,	con-
ducted	from	August	2003	to	Octo-
ber	2005	using	two	standardized	
patients—one	male	and	one	female	
patient	with	chronic,	moderate	
knee	osteoarthritis—who	visited	
71	physicians,	including	38	fam-
ily	physicians	and	33	orthopaedic	

surgeons.
“In	our	standardized	patient	

study,	we	found	that	physicians	
were	less	likely	to	discuss	the	clini-
cal	issues	of	the	decision,	such	as	
how	long	the	hospital	stay	would	
be,	with	the	female	patient	than	
with	the	male	patient,”	said		
Dr.	Borkhoff.	“Physicians	seldom	
discussed	the	female	patient’s	
role	in	the	decision,	assessed	her	
understanding	of	the	decision,	or	
assessed	her	treatment	preferences.	
As	a	result,	the	female	patient	had	
less	information	and	less	encour-
agement	to	participate	in	the	deci-
sion	to	undergo	TJA.

“We	know	that	patients	who	get	
less	information	and	less	encour-
agement	to	participate	in	decision-
making	are	less	satisfied	and	are	
less	likely	to	accept	physicians’	
treatment	recommendations,”	she	
added.

Referral to an orthopaedist
At	step	6,	the	patient	reports	
symptoms	of	chronic	knee	pain	or	
hip	pain	to	the	orthopaedist,	who	
determines	whether	the	patient	is	a	
candidate	for	surgery.	

“Based	on	the	Canadian	popula-
tion-based	study,	among	appropri-
ate	candidates	for	surgery,	women	
were	less	likely	than	men	to	report	
having	discussed	TJA	with	an	
orthopaedist,”	said	Dr.	Borkhoff.	
“Women	are	therefore	less	likely	
than	men	to	reach	this	step.”	

Orthopaedists—just	like	prima-
ry	care	physicians—may	interpret	
the	female’s	communication	style	
as	expressing	reluctance	to	undergo	
TJA.

“An	orthopaedic	surgeon	who	
senses	any	reservation	from	a	pa-
tient	is	not	likely	to	consider	that	
patient	a	good	surgical	candidate,”	
noted	Dr.	Borkhoff.	“Subtle	or	
overt	gender	bias	may	also	inap-
propriately	influence	orthopaedists’	
clinical	decision-making.

“In	our	study,	93	percent	of	the	
orthopaedists	recommended	TJA	
to	the	man,	but	only	38	percent	
recommended	it	to	the	woman,”	
she	said.	“The	orthopaedic	surgeon	
recommended	TJA	to	the	male	pa-
tient	22	times	more	often	than	to	
the	female	patient.”

After	a	recommendation	is	
made,	the	final	step	occurs—the	
patient	either	proceeds	with	or	re-
jects	the	recommended	surgery.	

“In	the	Canadian	population-
based	cohort,	9	percent	of	men	and	
13	percent	of	women	were	definite-
ly	willing	to	consider	TJA,”	said		
Dr.	Borkhoff.	“Despite	the	rela-
tively	equal	willingness	to	have	
surgery,	the	most	important	predic-
tor	of	definite	willingness	was	hav-
ing	previously	discussed	TJA	with	
a	physician,	and	women	are	less	
likely	to	have	done	so.”

Other	factors	may	keep	women	
from	accepting	an	orthopaedist’s	
recommendation	for	surgery.	Re-
search	has	shown,	said	Dr.	Bork-
hoff,	that	women	perceive	the	risks	
of	TJA	to	be	higher	than	men	do.	
In	addition,	compared	to	men,	
women	are	more	concerned	that	
the	surgery	will	interfere	with	their	
caregiving	roles	and	that	they	will	
be	a	burden	on	others	during		
recovery.
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Bottom	line
•			Even	though	women	are	

just	as	likely	as	men	to	seek	
treatment	for	osteoarthritis,	
physicians	are	less	likely	
to	recommend	total	joint	
arthroplasty	(TJA)	to	a	
woman	than	to	a	man.

•			How	physicians	respond	to	
male	and	female	patients	
during	the	referral	and	rec-
ommendation	process	may	
affect	a	woman’s	odds	of	
undergoing	TJA.

•			More	training	for	physi-
cians	in	culturally	compe-
tent	care	and	shared	deci-
sion-making	may	reduce	
this	disparity.

Fig. 1		Eight	steps	in	the	referral	and	recommendation	process	for	total	joint	
arthroplasty	(TJA).
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