
Racial disparity in arthroplasty remains
disjointed

I read with interest the article entitled ‘Racial disparities in knee
and hip total joint arthroplasty: an 18-year analysis of national
medicare data’ by Singh et al.1 I congratulate the authors for
successfully contributing to the increasing literature of racial dis-
parity in total joint arthroplasty (TJA) research by analysing
trends over an 18-year period and including both usage and out-
comes. The persistently reduced standardised utilisation rates
among black patients for both primary and revision total knee
(TKA) and total hip arthroplasty (THA) procedures throughout
the entire duration of the study are concerning; however, it is
even more alarming that a magnitude increase in disparity
occurred for primary TKA usage from 1991 to 2008.

A limitation acknowledged by the authors in using US
Medicare Provider Analysis and Review (MedPAR) data is the
prevention to evaluate use disparities among racial groups in
patients aged <65 years. Interestingly, although Chen et al2 also
noted a lower total probability of THA and TKA among black
patients compared with white patients using the National
Inpatient Sample data from 2002 to 2007, there was a higher
probability of black patients having THA and TKA compared
with white patients among the age groups of 45–54 years and
55–64 years, whereas the reverse was seen in the age groups of
65–74 years and 75–84 years. Understanding this age-related
variance may provide insight into addressing racial disparities in
the >65-year-old cohort.

Although identification of disparities in receipt of revision
arthroplasty between racial groups is known, defining the key
level (system, provider or patient) at which to counteract such
disparity is more elusive. Hausmann et al3 showed that the rates
of recommendation for TJA were less in black patients com-
pared with whites among Veteran Affairs orthopaedic clinics but
this difference was not significant after adjusting for surveyed
patient preference for TJA. After adjusting for additional
factors, several studies corroborate patient preference and will-
ingness to undergo a procedure as a major influence in receipt
of arthroplasty.4–7 The Department of Health and Human
Services (HHS) recently outlined an action plan to reduce racial
and ethnic disparities.8 However, this was largely focused on
healthcare coverage and access as well as HHS efficiency and
transparency. While system level changes are being evaluated,
more focused and coordinated efforts are needed at the pro-
vider and patient level. Persistent disparity within a Medicare
population, as shown by Singh et al,1 provides further evidence

that healthcare coverage is not the leading barrier to arthro-
plasty. Patients, themselves, are key stakeholders and we must
engage and employ them to be involved in the process of identi-
fying areas that providers can address and correct to bridge the
disparity gap. Understanding how to appropriately recognise
ethnic variation in preferences and perception of benefit are
skills that providers must learn to combat this growing inequal-
ity. Funding for research and education in this area is requisite
from orthopaedic, rheumatology and primary care professional
organisations.
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