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Objective. To explore the process by which elderly persons
make decisions about a surgical treatment, total joint
arthroplasty (TJA). Methods. In-depth interviews with 17 el-
derly individuals identified as potential candidates for TJA
who were unwilling to undergo the procedure. Results. For
the majority of participants, decision making involved ongo-
ing deliberation of the surgical option, often resulting in a de-
ferral of the treatment decision. Three assumptions may con-
strain elderly persons from making a decision about surgery.
First, some participants viewed osteoarthritis not as a disease
but as a normal part of aging. Second, despite being candi-
dates for TJA according to medical criteria, many partici-

pants believed candidacy required a level of pain and disabil-
ity higher than their current level. Third, some participants
believed that if they either required or would benefit from
TJA, their physicians would advise surgery. Conclusion.
These assumptions may limit the possibility for shared deci-
sion making. Clinical Implications. Emphasis should be di-
rected toward thinking about ways in which discussions
about TJA might be initiated (and by whom) and considering
how patients’ views on and knowledge of osteoarthritis in
general might be addressed. Key words: patient decision
making; qualitative study; arthritis; total joint arthro-
plasty. (Med Decis Making 2002;22:272–278)

Total joint arthroplasty (TJA) is an accepted, cost-
effective, and efficacious treatment for severe hip

or knee arthritis when nonoperative medical treat-
ments such as medications, exercise, and physical
therapy have failed to provide sufficient improve-
ment.1–4 Approximately 90% of individuals experience
dramatic long-term improvement in pain and physical
functioning following joint arthroplasty.1,5 Patients
who delay the procedure until late in the disease
course may have less optimal results.5

A large population-based study demonstrated sig-
nificant unmet need in the use of TJA in Ontario.6,7 Un-
met need in these studies was defined as patients with
moderate to severe arthritis, no contraindication to sur-
gery, and willingness to consider the procedure. A find-
ing of those studies, although not the focus of the work,
was that of all patients identified as ideal candidates,
only 10% reported themselves as being “willing” to

consider TJA. The contrast between the medical assess-
ment of these elderly individuals as “perfect clinical
candidates” for TJA and participants’ unwillingness to
consider TJA led us to question how elderly arthritis
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patients make decisions about joint arthroplasty
surgery.

Shared decision making, versus more traditional au-
thoritative models of the patient-practitioner relation-
ship, advocates information exchange between the
practitioner and patient, who then deliberate together
and decide on the best treatment option.8–12 Decision
support interventions providing structured, explicit
descriptions of the possible outcomes and associated
risks of alternative treatment options have been advo-
cated to supplement counseling from practitioners.13,14

Although the experience of chronic illness, including
the loss of autonomy often associated with advancing
age, has been well described in the literature,15,16 little
attention has been directed toward understanding how
the experience of a chronic, non-life-threatening condi-
tion intersects with the making of decisions about inva-
sive procedures such as surgery, particularly among el-
derly persons. The objective of this study was to obtain
subjective accounts of elderly patients’ decision mak-
ing as it related to the consideration of a surgical proce-
dure, TJA, for severe hip or knee osteoarthritis. Our fo-
cus was on the process of decision making—the way of
deciding, not only what is decided. In this article, we
explore how this process fits with the model of shared
decision making.

Methods

SETTING

The study took place in Toronto, Ontario, a large ur-
ban, ethnically diverse city. Ethics approval was ob-
tained from both the university and hospital’s research
ethics review committees.

A purposive sample of elderly individuals with ar-
thritis was obtained from individuals identified in a
prior population-based survey.6 Patients had severe
disabling arthritis confirmed on physical and radio-
graphic examination, with no contraindications to sur-
gery. Trained physical therapists presented partici-
pants in their homes with a standardized description of
the consequences of not having surgery, alternative
treatments, and risks and benefits of arthroplasty (in-
cluding the projected life span of the replaced joints).
Participants were told, “In people with complaints like
yours, TJA [knee or hip] might be a good treatment for
you to consider if you haven’t already,” and then asked
about their willingness to consider having TJA. Only
participants who reported they would probably or defi-
nitely not consider surgery at the time of this assess-
ment were eligible for inclusion in our study.

DATA COLLECTION

One of the investigators conducted in-depth, face-to-
face interviews with each participant guided by a
semistructured interview schedule (interview sched-
ule available from authors on request). The general
guiding question of our study was, “What issues are im-
portant to patients when thinking about surgical treat-
ment?” Interviews considered (1) the sources and na-
ture of information about TJA and (2) the values and
preferences important to individuals in considering
TJA. All interviews took place in the participants’
homes, except for 1 that was conducted in a private of-
fice at the hospital’s research unit. Interviews lasted 2
to 3 hours.

Data collection was discontinued after 17 interviews
because although the details and examples in partici-
pants’ accounts were often unique, there was sufficient
information from which to identify themes relevant to
our objective. Participants ranged in age from 59 to 81
years (mean 69). Nine participants were women. Nine
participants lived alone, seven of whom were women.
One participant had had a previous total knee
arthroplasty.

ANALYSIS

All interviews were tape-recorded and transcribed
verbatim. The method of data analysis was qualitative
content analysis—the process of identifying, coding,
and categorizing patterns.17 Analysis began with the
identification of key themes and patterns using the pro-
cess of coding. Coding is the means of generating con-
cepts from and with the data.18 Codes are labels that de-
scribe, in an abbreviated way, the different topics and
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underlying assumptions in the data. The analytic pro-
cess began inductively and was iterative (i.e., the data
were reviewed multiple times, and codes were added
and changed as new data were collected and new top-
ics and relationships identified). Credibility and rigor
of the analysis were aided by coanalysis of transcripts
by 2 of the researchers (PH, JC), continual reexamina-
tion of the interview data throughout the research pro-
cess, and ongoing discussion with the senior investiga-
tor (JW).

Results

DEFERRAL

Among this group of appropriate candidates unwill-
ing to consider TJA, a key finding appears to be the no-
tion of “decision” itself. Rather than implying a deci-
sion endpoint (i.e., yes or no), we found that some
elderly patients’ decision making involved ongoing de-
liberation of the TJA option, often resulting in a defer-
ral of the treatment decision. Although TJA had not
been chosen as a treatment option now, the possibility
remains that it could be chosen at some point in the
future. The TJA decision was being put off to some
ill-defined future point in time when an equally ill-
defined threshold of pain and/or immobility might be
reached. These participants did not appear to have a
definite or distinct plan for when they would make this
decision. Moreover, it seemed that some were hopeful
that things would get better and a decision would never
actually be required. Responses such as “not bad
enough,” “not at that point yet,” “if it comes to that,” “if
there is no other choice,” and “I’m holding it off at this
stage” highlight the process of deferral.

These accounts suggested that rather than view pa-
tients’ unwillingness to consider TJA as a decision,
many patients are involved in an ongoing and subjec-
tive continuum of decision deliberation. Deferral,
when it occurs as part of this continuum, is not a deci-
sion per se, nor is it a rejection of the procedure. For
some patients, current “unwillingness” to undergo TJA
actually meant “no, not now,” “no, I’m not sure” or “no,
I haven’t really considered it,” and not simply “no, not
ever.”

Charles et al.10 described treatment decision making
as 3 distinct stages that, in practice, often occur
iteratively: information exchange, discussion with re-
gard to treatment preferences, and choice of a treat-
ment. The results of this study suggest that decision
making may be more complicated and, at least for some
elderly individuals with arthritis, decisions are often
deferred. The procedure is neither accepted nor re-

jected, with no discrete “choice” or end point to the de-
cision-making process.

ASSUMPTIONS

Many would assume that a reasonable option for
these patients would have been to consider TJA, given
they were told of its known efficacy and high probabil-
ity of relieving pain and restoring mobility. This was
particularly perplexing because more than 90% of in-
dividuals stated they were unwilling to even consider
surgical treatment. What rationale is underlying how
elderly persons think and act when it comes to TJA?
According to Ingham,19 “the extent to which what
might be regarded by some outsiders as the rational, or
sensible, attitude to hold or action to perform, is con-
strained . . . by basic taken-for-granted assumptions
within particular social worlds” (p. 104). The possibil-
ity that decision making may be constrained by patient
assumptions led us to look at participants’ responses
from the point of view of what underlying assumptions
appear to be operating in elderly persons’ views with
regard to TJA. Specifically, do patients consider their
arthritis a “problem,” do they see themselves as candi-
dates for treatment, and finally, should they be pursu-
ing treatment?

THE NATURE OF ARTHRITIS

This study evaluated decision making for osteo-
arthritis, a non-life-threatening, chronic disorder that is
largely “managed” rather than “cured.” For the mo-
ment, some participants in this study had adjusted to
the changes to their physical bodies and lifestyles that
accompanied their arthritis. The following patient, for
example, considered herself in relation to others her
age and concluded that she is fortunate:

I’ll be 80 in December . . . there’s a lot of people who
don’t get around at my age anyway. So I feel that I do re-
ally well. (Participant 7, age 79)

Others talked about the expectation of pain with age, as
well as the legitimacy of being stiff:

When you’re this age and you have an ache, well so
what? You expect to have aches when you’re this age.
(Participant 3, age 78)

These excerpts highlight the view held by some partici-
pants of arthritis as something one lives with, to be ex-
pected in the later part of one’s life course, and not nec-
essarily something that should be “fixed.” The issue is
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not that these participants did not recognize a problem,
but rather they did not see their arthritic pain or associ-
ated functional limitations as problems or a disease
that warranted attention or required fixing. Charmaz15

described the process of “normalizing illness,” which
means “making [the illness] routine, and treating what-
ever changes and improvisations are created as ordi-
nary” (p. 283). Persons who have normalized their ar-
thritis may be less likely to initiate conversations with
their health care providers or express dissatisfaction
with their arthritis treatment. This may have important
implications for, and indeed may preclude, shared de-
cision making between the practitioner and the elderly
patient. Moreover, this would seem to potentially de-
tract from a full consideration of TJA, including proper
referral to a specialist.

CANDIDACY

Many patients believed that they needed to be in
constant pain and virtually unable to move before they
would consider themselves a TJA candidate. Surgery
was often viewed as a last resort option, turned to only
when pain and immobility could no longer be
tolerated.

I will go on not having it or not even considering it
[TJA] unless I feel I just can’t get around at all. (Partici-
pant 12, age 73)

If I was in just constant pain, I would take it [TJA]. (Par-
ticipant 8, age 75)

When the time comes it gets that bad, I’ll decide for the
surgery. But right now I can limp around with it, and let
it stay that way. I’ll take the pain-killing pills to ease the
pain, and you live that way.

These quotes highlight how patients may have differ-
ent assumptions than health care practitioners about
the point at which one becomes a candidate. Our intent
in highlighting these differing assumptions is not to
suggest that it is unacceptable for patients to deviate
from a gold standard definition of candidacy as defined
by medical criteria but, rather, to demonstrate how
views about what constitutes candidacy can differ be-
tween patients and health care practitioners. From the
elderly person’s perspective, it makes sense to defer
both a decision with regard to surgery and the surgery
itself if you do not think you are a candidate for surgery.
These people did not think they were “putting off” sur-
gery but, rather, waiting until the “time is right.” Alter-

natively, deferral may be suggestive of a presumption
that others are more needy of the procedure—an enti-
tlement or fairness conjecture by patients. There were
at least 2 individuals in this sample for whom fairness
was an issue:

I’m too old, and my health isn’t that great. And it would
seem to me and I’m not trying to be, you know, pick me.
It’s just that other candidates with better health deserve
the operation more than I do. (Participant 11, age 64)

Deferral, then, is potentially tied to the meanings peo-
ple have about what constitutes an “appropriate” can-
didate for TJA.

The taken-for-granted assumption that one needs to
be in almost constant pain and virtually unable to move
before seriously considering TJA implies that some pa-
tients may be unlikely to raise the issue of their hip or
knee problems and TJA as a treatment option with
health practitioners until very late in the course of their
disease. Once again, the potential for shared decision
making is potentially foreclosed because discussion of
TJA is not initiated.

DECISION MAKING PROCESS

Some elderly patients’ process of, and preferences
for, information gathering and synthesizing strongly
suggest a need for physician responsibility for informa-
tion sharing. In addition, a desire for a more authorita-
tive model of patient-practitioner interaction and treat-
ment decision making may be present. For example,

I have to talk to the [doctor], if it’s gonna get worse I told
him, the pain, everything . . . then I have to talk to him.
Then he’ll tell me what to do. (Participant 14, age 59)

(In response to the question, “What does it mean, that at
some point you’ll need it [TJA] but not now?”): I don’t
know if I need it. If I go to the doctor or specialist and
they say you have to have it [TJA], I have it. I’m the best
patient. (Participant 8, age 75)

If a patient is waiting for his or her physician to ei-
ther initiate a discussion or make a direct recommenda-
tion about TJA and the physician does not, then defer-
ral or rejection of TJA may reflect not so much an active
consideration of the pros and cons of the procedure by
the patient but, rather, the patient’s preferred interac-
tion with health care practitioners. It may also be that
today’s elderly patients lack a precedent for shared de-
cision making. At any rate, there appears to be a large
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enough gulf between some elderly patients’ descrip-
tions of the decision making process as it relates to TJA
and the components of shared decision making models
to cast doubts on the efficacy of such a model in all
situations.

INFORMATION AND FEARS

Although this research focused on patient assump-
tions that could preclude initiation of a discussion
about TJA with their health practitioner, participants’
descriptions of their information sources and fears sug-
gest that improved communication about TJA is also
needed.

Many participants showed evidence of poor infor-
mation or trust in TJA itself, despite having received
detailed risk/benefit information as part of the popula-
tion-based survey. This casts doubt on their receptive-
ness to the utility of TJA in their individual cases, as
well as on the effectiveness of the manner in which the
information was presented.

Participants often drew preferentially upon lay
sources of TJA information, such as the satisfaction ac-
counts of others who had undergone the surgery, to
form perceptions of TJA’s efficacy. Although some had
heard that the surgery was “marvelous” and like having
“new bones,” others learned that surgical outcomes
were not always ideal. According to one participant,

What I understand, boys who have had a replacement
were never any good afterwards . . . they could never
perform their jobs like the way they used to. (Partici-
pant 10, age 63)

Risk assessments were also formed on the basis of peer
accounts, and these appeared to detract elderly pa-
tients from accepting TJA:

When I go to the mall, and with the people I was dis-
cussing it with said, “don’t go for hip replace-
ment . . . it’s dangerous.”

These examples highlight how the experiences and sto-
ries of peers strongly influence an individual’s consid-
eration of TJA. Although these information sources
may be inaccurate—leading to (or exacerbating) uncer-
tainty, misconceptions, and fear—they did seem to
powerfully shape perceptions and attitudes toward the
surgery and may override information provided in a
shared decision making context.

Finally, the following quote highlights how fear and
information needs can be linked:

I was afraid to go for the surgery, so I never asked. (Par-
ticipant 5, age 63)

Fears stemming from misinformation, lack of infor-
mation, or misperceptions may all contribute to pa-
tients’ failure to initiate a discussion with their health
practitioner about TJA.

Discussion

Research on decision aids, in addition to defining
the specific message and most appropriate means of
conveyance, needs to consider how information is pro-
cessed and understood.20,21 Understanding how infor-
mation is processed and understood, particularly in
patient subgroups (e.g., elderly individuals consider-
ing surgery such as TJA), is important because it may il-
luminate how the decision making process might be
optimally approached and facilitated. Shared decision
making can only occur if a discussion about treatment
options for arthritis occurs. If an elderly person as-
sumes either that arthritis is not a disease requiring in-
vasive treatment or that he or she is not (based on self-
assessment) a candidate for TJA, the initiation of, or re-
quest for, a discussion concerning treatment options
such as TJA may never occur. Alternatively, the practi-
tioner sensing a patient’s “reluctance” may fail to initi-
ate or engage in a discussion about TJA.

The normalization of arthritis appears, in part, to be
at issue for many elderly persons. Whose role or right is
it to challenge patients’ views of arthritis as a normal
part of aging? Given what we know about the efficacy of
TJA, should health care practitioners more aggressively
pursue treatment of arthritis with elderly patients? To
do so is essentially to ask patients to redefine their con-
ceptions of illness—to define themselves as “sick”
(when they may not think they are)—and subsequently
to make decisions about treatments such as an invasive
procedure such as TJA. Individuals who have more or
less resigned themselves to their hip and knee
osteoarthritis may be viewed as demonstrating resis-
tance to the currently prevalent view of fixing or man-
aging the body22 by their acceptance of a less active,
slower-paced life.

There are at least 2 separate issues here. The 1st is-
sue is that patients need to know when they have a
treatable condition, and informing them of this is a re-
sponsibility of health care practitioners. Given that
some elderly persons are heavily reliant on their practi-
tioners to advise them on their health, practitioners
may need to initiate discussions about arthritis and var-
ious treatment options, including surgery. To do so,
health care practitioners (and in particular general
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practitioners who are often the gatekeepers for special-
ist referrals) need to be clear and up to date with respect
to the known expected benefits and potential risks of
various treatments in terms of physical functioning and
quality of life. This does not mean that health care prac-
titioners should direct patients to receive surgery,23 but
rather that specialists should be consulted to clarify pa-
tients’ potential candidacy. With respect to TJA, part of
their role may be to demystify the surgical intervention
so as to cast it as health enhancing rather than an “end-
of-the-road” treatment. The results presented here sug-
gest that communication about the procedure needs to
be better, alongside initiation of such a discussion. Al-
though more factual information about the procedure
alone may be insufficient to address or redress taken-
for-granted assumptions concerning candidacy or ar-
thritis itself, it is still necessary that persons have full
and accurate information about this treatment option
sooner in the evolution of the condition and not only at
the extremely debilitated end of the spectrum. Particu-
larly if earlier intervention is likely to be more effica-
cious for some patients,5 this point is crucial.

The 2nd issue has to do with how practitioners inter-
act with elderly patients around treatment choices,
such as whether to have TJA. Some of our participants’
accounts suggest it is insufficient to assume and expect
all elderly patients’ preferences to include a shared de-
cision making process. Rather, some appear to desire
more direction from their physicians. This finding is
consistent with others24 who have reported that pa-
tients more than 60 years old were more likely to prefer
a directed (vs. shared) style of decision making. Once
again, the responsibility falls to health care practitio-
ners to be sensitive to the unique needs of individual
patients, acknowledging that these needs may differ
even within an individual depending on the context of
the decision. No single approach or directive is appro-
priate here.

Our study has some potential limitations. Although
one might argue that our participants may simply be
unwilling because they had not received sufficient in-
formation about TJA, or that the discussion of decision
making was hypothetical in that it did not occur in the
context of a current exchange between patient and sur-
geon, we think this was not the case. All participants
had had a discussion with a trained therapist who pro-
vided standardized, detailed, and up-to-date informa-
tion on the pros and cons of TJA. Furthermore, at least
10 of our 17 participants had discussed TJA with a phy-
sician (and sometimes also a surgeon) at some point in
time. Despite these interactions, 90% of individuals
were unwilling to even consider TJA, suggesting that

this was not simply an issue of needing more
information.

A 2nd limitation is that the extent to which these as-
sumptions are prevalent in the larger population is not
available from our data. This exploration of assump-
tions underlying elderly persons’ accounts of decision
making about TJA and the influence of these assump-
tions on shared decision making is an attempt to illu-
minate what appears to be a complex, multifaceted pro-
cess. These assumptions are not exhaustive, and others
may also be operating. Although like most qualitative
studies the sample size was small, 1 or more of these as-
sumptions could be seen, to varying degrees, in virtu-
ally all participants’ accounts. Furthermore, and more
important, these assumptions are provocative enough
to warrant serious consideration when developing fu-
ture interventions targeted to the more than 90% of
people who might benefit from TJA yet appear unwill-
ing to even consider the procedure.

Conclusion

This qualitative study illustrates a contrast between
the model of shared decision making and elderly pa-
tients’ subjective accounts of their decision making
process. The current emphasis on shared decision
making and decision aids needs to be considered in
light of the needs of elderly persons. Rather than focus-
ing exclusively on the development of sophisticated
aids to facilitate shared decision making, emphasis
should be directed toward thinking about ways in
which discussions about TJA might be initiated (and by
whom) and considering how patients’ views on and
knowledge of osteoarthritis in general might be
addressed.
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