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 Preface: Musculoskeletal Healthcare
Since the beginning of 2000, there has been increasing recognition of musculoskeletal 
healthcare disparities regarding under-represented minorities.1,2 Disparate musculoskeletal 
healthcare is a complex issue ranging from differences in the biosocial aspects of human 
disease to variable treatment strategies and outcome assessments. In order to overcome 
barriers, we need to continue to explore all factors that may contribute to these disparities. 
The aim of this special section of the Journal of Long-Term Effects of Medical Implants is 
to stimulate discussion between clinicians, scientists, and engineers.

There are relatively few published studies that have evaluated differences in muscu-
loskeletal healthcare based on sex, race, and ethnicity. Utilizing a data set from the US 
Nationwide Inpatient Sample, Maurer and Jones investigated whether there were national 
trends in healthcare utilization regarding under-represented minorities and total joint 
arthroplasty. They identified racial and ethnic disparities for total knee arthroplasty, total 
hip arthroplasty, and total shoulder arthroplasty. Furthermore, women had higher rates of 
utilization, although not reflective of their rates of arthritis.

Understanding what contributes to under- and/or over-utilization is important. 
Utilization is influenced by incidence and prevalence of disease. For example, rates of 
arthritis and osteoporosis are reported to be higher in women.3,4 However, there is evi-
dence that rates of arthritis in under-represented minorities are at least equivalent to rates 
in majorities.5 Therefore, one would expect that utilization rates should be similar.

Access to musculoskeletal healthcare—especially for the elective surgery of total joint 
arthroplasty—is likely to have a significant impact on utilization. Yet even when patients 
have adequate access to healthcare, a disparity in utilization still exists.6 Although not 
specifically addressed herein, it is plausible that access may influence outcomes in specific 
patient cohorts.

Factors that influence the decision-making process will also influence the rate of 
utilization. Traditionally, decision making was primarily physician based. Therefore, 
under-utilization could be influenced by the physician’s conscious and unconscious biases. 
The call for culturally competent care has been raised simultaneously with the call for 
shared decision making. McClellan et al. address the need for culturally competent care. 
While organizations such as the Association of American Medical Colleges provide guid-
ance documents for teaching culturally competent care, we need to determine what content 
each program should include and which programs are the most effective.1 The Patient 
Protection and Affordable Care Act, passed in 2010, also recognizes the importance of cul-
turally competent care, stressing that information regarding healthcare should be provided 
in a “culturally and linguistically appropriate manner.”7

While laws recognize the right of patients to decide their treatment in accordance with 
their own values, this requires that patients have sufficient health literacy to fully compre-
hend their health condition as well as the risks and benefits of potential treatment strategies. 
Therefore, a logical evolution of physician-based and patient-based decision making is 
shared decision making between patients and their healthcare providers. The issues regard-
ing shared decision making are complex and are well described by McClellan et al. 
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In addition to health literacy, Parks et al. observed several psychosocial factors that could impact uti-
lization among African Americans and Latinos. The patients’ perspective on their health condition and the 
various treatment options influences their decision as to if and when they should undergo surgical interven-
tion for their musculoskeletal disease.

There is a critical need to better understand how sex, race, and ethnicity influence musculoskeletal 
disease (e.g., epidemiology, natural history) and the response to treatment (e.g., long-term outcome of 
total joint arthroplasty and other orthopedic procedures). Because the prevalence of arthritis is higher in 
women, it is not surprising that this corresponds to higher numbers of total joint procedures. There has 
been some debate as to whether women present with more severe disease than men. Pichard-Encina et al. 
found similar preoperative and postoperative outcomes for women and men regarding Harris hip scores and 
radiographic assessments. However, women scored lower on the Physical Functioning subcomponent of 
the SF-36 before and after total hip replacement. Longer-term studies are needed. The incidence of certain 
comorbidities may also be higher in certain patient cohorts. Sickle cell anemia is an autosomal recessive 
hemoglobinopathy. While this genotype may provide some advantage over malaria in many countries in 
Africa and Asia, the focus is primarily on the comorbidities in countries without a present major malaria 
concern such as the United States. For example, there is a notable incidence of osteonecrosis of the femoral 
head in sickle cell patients.8,9 In order to address the potential complications with respect to intraoperative 
bleeding and deep venous thrombosis, Patel and colleagues stress the importance of perioperative medical 
optimization including proper preoperative assessment for anemia and the establishment of blood manage-
ment protocols. Another comorbidity, obesity, may influence the natural history of arthritis as well as the 
ultimate outcome of the surgical procedure. There is a high prevalence of obesity in African-American and 
Latino women10,11; this group is also at risk of developing poor outcomes with respect to osteoarthritis.12 In 
a study of morbidly obese patients, Lawyer et al. found a 66% prevalence of post-traumatic osteoarthritis 
approximately 4–5 years after surgery, which is notably higher than previously reported rates in the general 
population.13 While there continues to be debate on the effect of obesity on the long-term results of total 
joint arthroplasty, there appears to be an increase in the postoperative complication rate.14

We need a team approach if we are to make any inroads into breaking down musculoskeletal healthcare 
disparities. The resolution of musculoskeletal healthcare disparities is complex and will involve several 
strategies and input from a diverse group of individuals with different expertise and perspectives. The 
solution will need to include improved healthcare literacy of patients, culturally competent provision of 
care, as well as outcomes research that includes sufficient numbers of under-represented minorities to make 
meaningful determinations of the effects of race, ethnicity, and sex. And this is only the beginning. 
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