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Executive Summary

Total Hip Arthroplasty (THA) is a common, successful procedure conducted worldwide to
improve patients' physical functioning and mobility and reduce pain from hip fractures and
osteoarthritis. During this procedure, the surfaces of the hip joint are replaced with an artificial
implant. In the EU, the incidence rate of THA is 150 surgeries per 100,000 population, and this
number is predicted to double by 2030. The majority of THAs are conducted due to end-stage
osteoarthrosis. Recovery of physical functioning after THA is important and is influenced by
different factors. Studies suggest that psychosocial, health, and lifestyle factors play an important
role in the recovery of patients' physical functioning after THA. There is a lack of research in this

area in Armenia.

The aim of this study was to address this gap and understand what factors, especially in the
socioeconomic domain, influence the outcomes of THA in Armenia. The outcome variable was
patient’s self-reported physical functioning six to 12 months after the THA, measured by Oxford
Hip Score (OHS) scale, which contains 12 items with a score ranging from 0-48, where 48

indicates the best recovery.

The study was cross-sectional and included telephone interviews and medical chart reviews. The
sample was drawn from four hospitals in Yerevan. The targeted sample size for the study was
212. The study's independent and control variables included patients’ socioeconomic status
(SES) score, demographic characteristics, social support received, depression, anxiety,

nutritional status, and self-rated health.

The data collection took place between April 4 and 30, 2025. The final sample size was 210

participants. The overall response rate of the study was 75.3%. Of all participants, 70.5% were



females, the mean age of participants was 62.3 years (range: 27 to 86, SD=11.2). Around 45.0%

of the participants were from Yerevan, 63.3% were married, and 26.7% were employed.

We applied a developer-suggested cut-off value of 40 to the OHS to differentiate between
recovered and not recovered patients. Those with a score of 40 and higher were considered

recovered. Based on this, 49.0% of the study participants were classified as recovered.

The fitted logistic regression model identified five factors independently related to the outcome
of recovery status 6-12 months after the THA: patient’s social support score, SES score,
nutritional status, number of months passed since the surgery, and depressive symptoms. Patients
with higher SES score (OR=1.14, p=0.004) and higher social support score (OR=1.38, p<0.001)
had higher chances of recovery. Compared to under/normal- and overweight patients, obese
patients had around three times less likelihood of recovery (p<0.01). Depressive symptoms also
decreased the chance of recovery after THA (OR=0.85, p<0.001). Longer time passed after the
procedure was associated with higher likelihood of recovery (OR=1.16, p=0.01). In the fitted
linear regression model with the outcome of OHS, along with social support, SES score and
depressive symptoms, anxiety score was also independently negatively associated with OHS

(B=(-0.44), p=0.009).

Findings of this study show that higher social support and socioeconomic status of patients
increase their chance of recovery after THA. Those participants who have depression or anxiety
have less chance of recovery. Additionally, those who have under/normal or overweight have a
higher chance of recovery compared to obese patients. The findings of this study could be used
for the implementation of targeted interventions aimed at improving patients’ recovery after
THA. The government can develop social programs for increasing patient support after THA,

including nurse visits, and launch different educational campaigns for caregivers of patients.



Nurse visits could be organized in the scope of bonus programs, which will be an additional
motivation for nurses to visit patients. Educational programs could provide information to
caregivers and patients about the best ways to support recovery after THA. Furthermore, public
authorities can develop special programs for socially vulnerable patients, providing them
compensation for some expenses and increasing the affordability of rehabilitation and other
services for them, including mental health screening and therapy. Also, this study pointed out the

need for effective programs advocating healthy lifestyle to reduce obesity.



Introduction

Total hip arthroplasty (THA) is a common surgery worldwide!. More than a million THAs are
done each year globally?. The development of THA and its contribution to the history of surgery
identifies this procedure as the operation of the century®. It is a safe and successful surgery to
recover the hip joint function and decrease the pain in those patients who suffer from hip
fractures or joint diseases*. THA is a surgical process in which the damaged surfaces of the hip

joint undergo replacement with artificial components®.

According to one study, in the most developed and industrialized countries in Europe, the
incidence rate of THA is more than 150 surgeries per 100,000 population per year ¢. More than
370,000 total hip replacements (THRs) are conducted annually in the United States?, and it is
projected to reach 570,000 by 20303. By 2050, the number of THAs is expected to grow
considerably, especially in developed countries, i.e., in France, a 114% increase is anticipated
between 2018 and 2050, and in the US, a 174% increase is anticipated between 2005 and 2030°.
More than 100,000 THAs are conducted in the UK annually, and this number is increasing each

year®.

Osteoarthrosis (OA) is a degenerative and widespread disease that harms the major joints of the
body’. Globally, 303 million people suffer from hip or knee OA’. OA has been increasing over
the years in the world with a 9.3% increase from 1990 to 2017, and approximately 14.9 million
incident cases of OA occur globally each year’. In the Eastern European region, 11.6 million
people are affected by hip or knee OA’. Globally, at ages- of 60 years and older, 10% of men

and 18% of women have OAS8.



When conservative treatment options deplete their potential and cannot achieve any
improvement in patient’s physical functioning and pain reduction, THA becomes the best
solution®. The National Institute for Healthcare and Care Excellence (NICE) of England suggests
surgeries when there are persistent restrictions of the joint functioning and severe pain*°.
Approximately 93% of THAs in the UK are performed due to the end-stage osteoarthrosis (OA)

of the major joints®.
Situation in Armenian

In Armenia, the age-standardized incidence rate of OA per 100,000 people was 120-140 and the
age-standardized prevalence of OA per 100,000 people was 2,400-2,800 in 20177. The age-
standardized rate of years lived with disability (YLD) due to OA in Armenia was 240 per
100,000 population in 2017 and 243.5 per 100,000 in 2021.1! Particularly for hip OA, the age-
standardized rate of disability-adjusted life years (DALY was within the range of 13.5-15.5 per
100,000 people®?. According to the Institute for Health Metrics and Evaluation (IHME) Global
Burden of Disease (GBD) study, this rate is higher than in countries with middle and high-
middle Social Development Index (SDI), 9.6 and 13.1 per 100,000 in 2021, respectively'3. Of the
neighboring countries, the rate in Armenia is similar to that in Georgia and Azerbaijan (~15.0 per

100,000) but higher than in Iran and Turkiye (respectively, 9.4 and 9.7 per 100,000 in 2021). 3

There is no official information about the number of THAs conducted in Armenia. In response to
the student investigator's email request, the National Center for Statistics and Research of the
Armenian NIH noted that, according to their data, in 2023, there were 1,238 reported cases of hip
fractures, but the number of THASs performed in Armenia was not available. Based on the

personal inquiries of the student investigator, the approximate number of annual THAs and total
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knee arthroplasties (TKAS) in Armenia is 1,000-1,500, and those are conducted mainly in
Yerevan. This information was collected from several hospitals in Yerevan. The majority of
THAs are conducted in four hospitals (Astghik Medical Center, Izmirlyan Medical Center,
Artmed Medical Center, Erebuni Medical Center), which are the leading centers for this surgical
procedure. The approximate number of THAs and TKAs conducted in each of these four
hospitals is approximately 200 annually. Other hospitals in Yerevan conduct several times fewer
THAs and TKAs, and there are very few regional facilities where THASs are conducted.
Moreover, the majority of these surgeries in regional hospitals are conducted by visiting

surgeons from Yerevan.

THA outcomes

Nowadays, THA is considered to be one of the top-performing and medicinally effective surgical
solutions in case of end-stage hip OA. After THA, patients report a reduction of pain and
enhancement of physical functioning®. According to the World Health Organization (WHO),
joint and bone diseases can lead to physical disability in approximately 25% of the population by
2050'°. Joint Replacement (JR), particularly THA, is especially beneficial intervention for
working-age people, because before the surgery, their disability is very severe, while after it,

they can return to the active lifel’.

However, not all patients achieve a high or equal-to-healthy level of physical functioning after
THA. Over 30% of them still have physical functioning problems and restrictions two years after
the THA. To achieve recovery of patients' physical functioning as soon as possible, it is

essential to prevent complications of the surgery*®,
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It is quite crucial to assess the level of physical functioning after THA and identify factors
associated with it, since limitations in physical functioning have a direct impact on patients’
ability to be engaged in different daily activities®. By understanding the major determinants of
recovery after THA, one can influence those factors to get better outcomes. This will help to

meet patients' high expectations of the level of functional recovery after THA®.

There are some established timeframes for assessing improvements in areas such as pain control
and physical functioning after THA; for example, significant improvements can occur within six
months'®. Twelve months is considered a threshold required to obtain full recovery after THA,
Nevertheless, it is important to note that each individual's experience is unique and personal

factors can influence the length of recovery after THA!

Determinants of physical recovery after THA

Social determinants of health are factors in which people live, work, and grow.'%?° Several
studies have indicated a link between social support and recovery outcomes after THA?-23, It is
well-known that married people have better postoperative outcomes and functional status than
those living alone?*. According to an earlier study, people who receive social support from
supervisors postoperatively, have several times higher odds of returning to work and usual daily
activities??. Brembo et al. (2017) found that those living with a spouse or other family member(s)

receive better social support compared to those living alone?3.

Different studies found that lower socioeconomic status is a determinant of longer post-surgical
recovery and is associated with worse functional outcomes?*?, Social status is influenced by
various factors, including education, income, occupation, and other characteristics, all of which

play a role in shaping the outcomes of THAZL. An important socio-economic factor is education,
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as patients with higher educational level achieve better recovery and higher levels of
functionality??*. In one study, authors found differences in post-THA outcomes between less
and more deprived populations — the most deprived people got less improvements in their
symptoms and functionality compared to those less deprived?. This is even regardless the fact
that the most deprived populations undergo THA at younger ages, although they suffer from
more comorbidities?®®. Gender is also a determinant of recovery after THA. It has been
demonstrated that females have a longer recovery period compared to males.? Being female is

also associated with more severe and persistent pain after surgery?.

A study showed that age is an important determinant of recovery, inversely related to it,
especially among those who underwent THA due to hip fracture?’. Additionally, elderly people
have higher risk of surgery complications, comorbidities, and, also, a higher risk of mortality.
Therefore, they need a longer hospital stay and rehabilitation after surgery?®. Compared to
younger patients, elderly people rarely achieve the same level of functional activity after THAZ,
Several studies demonstrated that younger age is highly associated with better postoperative

physical functioning outcomes*®?°,

One mechanism by which socio-economic factors such as education, living conditions, and
income can affect the THA outcomes is that they can create lifestyle factors leading to obesity®.
Studies have shown that people in high-income countries eat healthier diets*°. The prevalence of
obesity is rising worldwide®!. One of the primary causes of this is the consumption of unhealthy
foods, like fast food and sugary beverages that are usually more affordable than healthy diet®!.
According to the WHO guidelines, those with a body-mass index (BMI) >= 30 kg/m are
classified as obese3?. Obese patients are documented to have more comorbidities than those with

normal weight®3. Obesity can lead to different complications of existing diseases. It is also a
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well-established risk factor for developing OA*3. A meta-analysis found that obesity adversely
impacts the outcomes of THA®, It increases the risk for post-operative complications and longer
recovery®. Certain medical facilities are postponing surgical procedures, particularly THA, until
patients achieve satisfactory weight loss and meet the established BMI criteria®!. Obese patients
have worse functional status after THA compared with non-obese patients®*. The reason for this
can be mechanical stress on joints due to weight, sedentary lifestyle, or lack of activity?*. Also,
higher BMI is associated with more postoperative pain and dysfunction of joints!®>34,

Additionally, obese individuals tend to undergo THA in their earlier ages compared with non-

obese subjects®.

Psychological factors also are found to be important determinants of recovery after THA.
People's perception of their emotional stability can impact the length of recovery of their
physical functioning®. Improvement of physical functioning can be substantial when people's
emotional status is stable, and they get adequate social support to help them recover after THA,
Social support may be associated with psychological factors, people with inadequate social
support or living alone could experience conditions which can impact patient’s psychosocial
well-being. Both depression and anxiety are determined as predictors of recovery after THA, and
those patients who have high depression and anxiety scores have worse outcomes compared to
others?®. This is a reciprocal relation, though, as psychological outcomes improve significantly
during the first six months after the THA®. Psychological determinants influence the outcomes
of recovery of patients not only to their physical functioning, but also in terms of their personal
sense of self-efficacy*. It was shown that perceived lower self-efficacy impacts the recovery and

predisposes to anxiety, which in its turn is related to poor recovery?3.
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Comorbidities are among the strong determinants of recovery of physical functioning after

THA34 Comorbidities not only hinder the recovery but exacerbate pain and make the hospital
stay longer®. According to one study, elderly patients with comorbidities have worse outcomes
of pain and physical functioning®. Research indicates that suffering from other chronic diseases

is negatively associated with patients’ functional status after THA?,

Theoretical Framework

The theoretical framework for this study is WHO’s suggested conceptual framework of social
determinants of health®”. This framework illustrates the role and way how different factors
impact the health outcomes of individuals®’. This framework effectively explains the impact of
various factors, and we used it to thoroughly analyze how these factors can significantly
influence patients' physical recovery. The main determinants that are considered in the
theoretical framework were addressed in the literature review part. The primary structural
determinants are socioeconomic position, education, income, and occupation. The second part
consists of intermediary determinants, where the main factors are psychosocial factors. We

divided it into two categories: depression and anxiety.

Social determinants of THA outcomes are well-studied globally”26-3-4 However, the sets of
social determinants of THA found in different countries are not the same; both the specific
determinants and the strength of association of each with the THA outcome differ from country
to country 224143 Therefore, knowledge of these determinants in a given country may have
important policy implications for planning targeted interventions. From what we have seen
through the literature review, there have been no studies conducted that investigate the social

determinants of recovery after THA in Armenia. To fill this gap, this study aims to understand
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which social determinants influence the recovery of patient's physical functioning after THA in

Armenia.

Research question: What are the social determinants of self-reported recovery in physical

functioning six to 12 months after THA in Armenia?

The study's dependent variable is the patient’s self-reported physical functioning six to 12

months after the THA measured by Oxford Hip Score (OHS)*445.

The independent variables include social support, socioeconomic (socioeconomic status score,
housing, family size, employment) and demographic (age, sex, marital status, education) factors.
Control variables include the patient’s BMI, multimorbidity, depression, anxiety, and self-rated

health (SRH).

Methods

Study Design

The study used a cross-sectional design due to its feasibility, as it enabled exploring the impact
of social determinants on physical functioning after THA without the need for multiple
measurements of the outcome. This approach is more cost- and time-effective as it allows for the

collection of information on all variables at a single time point*®.

Target Population

The target population was patients who had undergone THA in Yerevan between March 2024
and September 2024. Our study population consisted of patients who had undergone THA in one

of the four hospitals located in Yerevan: Astghik Medical Center, Izmirlyan Medical Center,

16



Artmed Medical Center and Wigmore Clinic. The rationale for selecting these four hospitals was
that they perform nearly half of all THAs in Armenia and hence, they can provide a

representative sample of patients who underwent THA in Armenia.

Inclusion criteria

° Patients who underwent unilateral THA between March 2024 to September 2024 in
Astghik Medical Center, or 1zmirlyan Medical Center, or Artmed Medical Center or Wigmore

Clinic.
° Patients 18 years and above at the time of surgery.
Exclusion Criteria

° Patients who have undergone arthroplasty of two or more major joints. The justification
for this is that patients who have already received one major joint replacement, especially
ipsilateral joint involvement, can have poorer physical function recovery*’. Additionally,
involvement of patients who have already passed one recovery period and already know the
difficulties of physical functioning recovery and how to overcome those difficulties, could lead

to biased findings.

° Patients who have undergone revisional total hip arthroplasty. This is because patients
with revisional hip arthroplasty have lower physical functioning recovery scores and poorer

baseline function; their rehabilitation process is longer than usual®.

° Patients with significant cognitive and hearing impairment.
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Sample size

The sample size calculation was done using the formula for comparing means between two
independent groups. The article of Kawai et al. (2018) served as a reference for choosing the
standard deviations for OHS (7.6 for males and 5.2 for females)*. We used the following

parameters:

Significance level (a): 0.05 for a 95% confidence level

Power (1—B): 0.8 or 80%

Z71s the critical value for a two-tailed test, at the significance level a=0.05, the Z, ,~1.96

Zp is the Z-score associated with the desired power (0.8), and Z; ~0.84.

Difference in the means was taken as equal to 2.5 considering the range of acceptable mean

difference after THA and for feasibility reasons.

_ (ZosatZp)?(ai+0%) _ (1.96 +0.84)% (7.6% +5.22)_ 2.82 % (57.76 + 27.04)_ 7.84 * 84.8

=106
p2 2.52 6.25 6.25

N

After the calculation, N of each group was equal to 106.

The overall sample was 212 participants.
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Sampling strategy

After receiving approval from the institutional review board (IRB) of AUA, per our request, the
selected hospitals gave us access to their medical records, and the sampling of participants
started. We hired and trained a nurse in each medical center to conduct the medical record
review for selecting eligible patients. In our study, we included all sequential patients treated in
the four selected hospitals six months ago and earlier who met our eligibility criteria. We aimed
to survey a number of patients from each of the four hospitals, approximately proportionate to

the number of THAs conducted in each of the hospitals during the mentioned period.

To increase the homogeneity of the sample, we started our sampling from those eligible patients
who had undergone THA six months ago and then continued sampling each sequential patient
who underwent THA earlier until the targeted sample size was reached. After choosing the
patients, the same nurse obtained their contact information from their medical records and filled
it in the journal form. Then, the nurse contacted each patient, provided information about the
study, and asked for their agreement to participate. After receiving their agreement, the nurse
made an appointment with the patient, and subsequently, our interviewers contacted the patient,
introduced them to the study and shared the consent form for our study, and, after getting their
consent to participate, started the phone interview. The nurse reviewed the medical chart and
filled a chart review form for those patients who agreed to participate. Three interviewers
conducted the interviews. All of them had a medical background and underwent interviewer
training to learn about the study protocol, and also learned about the ways to conduct telephone
interviews. The theoretical training was accompanied by practical learning through simulated
chart reviews and phone call interviews, and the practice of introducing the study and getting

informed consent from a patient. The training took one full day and included two parts. The first
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part was an introduction to the study and its aim and objectives. The trainees were introduced to
the tools of the study, their content, and their structure. They learned how to fill out a medical
record review form and the journal form. Ethical considerations regarding patient safety, data
security, and privacy were highlighted. The second part was practical. The trainees completed
the study tools during a pretest. After this part, each noticed issue was resolved; three
interviewers who conducted phone interviews and four nurses from medical centers who did

medical chart reviews were ready to do the survey.

Data collection

After selecting each eligible patient, his/her name and contact information was written in the
journal form which was used to track the participants recruited and made the process easier for
the student investigator and also the interviewers since it contained all the information needed for
conducting the survey, including patient’s name, age, telephone number, and his/her unique ID
number. The latter was generated using three digits — the first digit indicated the medical center
from which the patient was recruited, and the next two digits were the sequential number of
given patient in the Journal Form. Then, if the patient agreed to participate in the study, his/her
ID number was written in the medical chart review form and in the questionnaire. The data
collection was done in two steps. The first step was reviewing patient’s medical records. From
the records, we took information about the patient's age, gender, marital status, employment,
height and weight (to calculate the BMI using the following formula BMI=weight (kg)/height
(m)?), and comorbidities. The second step was contacting the patient by phone, presenting the
consent form, and, in case of obtaining his/her consent to participate, conducting the interview

using electronic questionnaire on tablets with the Kobo Toolbox installed.
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The study instruments and variables

The outcome variable of this study was self-reported physical functioning of patients who
underwent THA. We used OHS as a scale to measure the primary outcome. OHS is a 12-item
short scale, which can be applied during face-to-face, phone, or self-administered interviews.
The questionnaire includes questions measuring two aspects of the patient’s recovery: his/her
functional ability and the extent of pain he felt during the last four weeks. The response options
are a 5-option Likert scale (from four to zero), in which four represents the best answer and 0
represents the worst. Therefore, for this scale, participants can get a score ranging from 0 to 48,
with 48 being the best/healthiest and 0 being the worst score. OHS is a validated questionnaire in
many countries and has been used specifically for orthopedic cases***°. However, this
questionnaire didn't have an Armenian version, and the student investigator translated it into
Armenian with the help of the advising team. The Armenian version of the questionnaire was
discussed with professionals in the field of public health and traumatology to make sure all
questions were correctly formulated and also underwent pretesting with five patients to check if
the translated questionnaire was clear and fluent enough for the target population. After the
pretest, some minor revisions were made to the translation (without changing the content of any

item) based on the feedback and comments received.

The remaining items included in the questionnaire were used to construct independent variables

grouped in three sections: sociodemographic, health, and psychosocial.

The sociodemographic section included Socioeconomic Status (SES) score, measured through
eight questions, two of which were Likert scale items asking about average family expenditures

per month and the family's perceived general standard of living, one asked about the number of
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employed household members, and five questions were ‘yes’ or ‘no’ questions, asking about
family ownership of automobiles, garages, vacation houses, homes, and laptops. SES score was a
weighted sum of the responses to these eight items®°. The total SES score ranged between 0-40,
where 40 meant the highest socioeconomic level. Weights for each question in this domain used

to generate the SES score are provided in Appendix 5.

Other variables in this section included patients' sex, age, family size, education, marital status,

and employment status.

The section on health included questions on patient’s weight, height, comorbidities (these three
questions were also included in the record review form, but since the interview was conducted at
least six months after THA, these items aimed to collect updated information and/or replace the
information missing from the medical records), and self-rated health (SRH), assessed by a one
question asking about patients’ perception of his/her general health status during the last 30 days,

with five response options ranging from excellent to poor®°.
The section on psychosocial wellbeing included:

Social support score, measured by a six-item scale previously used in Armenia, with each item
having five ordinary response options®. We supplemented this scale with two new items (with
the same response scale as the first six items) intended to measure perceived esteem support, as
the 6-item scale lacked items on this important aspect of social support®!. Each question's
responses were summed up to get the total score. The score was measured after reverse coding
the item on loneliness. Each question scored 0-4, and the total range of the scale was 0-32, where

32 indicated the highest social support®2.
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Anxiety score, measured by Generalized Anxiety Disorder seven-item (GAD-7) scale, with each
item having four ordinal responses ranging from “not at all” to “nearly every day”>3. The
responses of all answers were summed up to get the total score. Each of the questions scored
from 0-3, hence, the score range was from 0 to 21, with a higher score indicating higher

anxiety®3,

Depressive symptoms, measured by CES-D16 scale, a modification of the Center for
Epidemiologic Studies 20-item depression scale (CES-D20), validated in Armenian and
recommended for use among the Armenian population®!. The responses to each question were
totaled to calculate the overall score. Each question was scored on a scale of 0 to 3, hence, the
range for the scale score was 0-48, with higher score indicating higher number of depressive

symptoms.

As described above, the record review form included questions on the patient’s age, sex, weight,
height, place of residence, marital status, , and comorbidities. The record review form also
included questions regarding patients' main disease, length of stay in the hospital, and post-

surgical complications if present.

Data Management

Data analysis was performed using SPSS 25 software, after cleaning and processing the data to
construct the study variables. Comprehensive data cleaning was implemented to identify any
potential errors, enhancing the overall quality of the dataset. Medical chart review documents
were paper-based and the data collected by these forms were entered into SPSS database

manually. The data collected by the questionnaires and Journal forms were automatically entered
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into the SPSS dataset by the Kobo online tool. Prior to data extraction, every questionnaire

underwent a thorough review for missing values.

All electronic documents were securely stored on an encrypted computer, and the physical
papers were locked in a drawer accessible only to the study investigators. Only medical chart
review forms for data collection were paper-based. They don’t contain any identifiable
information. Each questionnaire and chart review form was identified only by a unique 1D

number.
Data Analysis

The analysis was conducted using SPSS version 21 software. Descriptive analysis was conducted
for continuous variables to calculate the medians, means, and SDs, and for categorical variables
to calculate the proportions and frequencies. We categorized our dependent variable into two
categories: recovered and not recovered. The recovered group included all patients who had a
score of 40 or higher on the OHS, and the non-recovered patients had a score of 0-39°4. The two
groups — recovered and not recovered — were compared in terms of their main sociodemographic,
health, and psychosocial characteristics using t-test/ ANOVA for continuous variables and chi-

square test for categorical variables.

We used two types of the outcome: a continuous score (OHS) and a dichotomized binary
variable, categorized as recovered versus non-recovered, based on the cutoff value applied to the
OHS. For the score, we used linear regression analysis (both univariate and multivariable) and

fitted a linear regression model of factors independently associated with this score.

For the recovery status variable, we used univariate and multivariable logistic regression

analyses and fitted a logistic regression model of predictors of recovery status. We included in
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the multivariable logistic regression analysis all the variables related with the outcome at the
level of significance below 0.25 in the unadjusted analysis, as suggested by Hosmer and
Lemeshow (2000)%°. After this, we manually removed the insignificant variables one-by-one,
starting from the least significant one, until all variables in the model were significant at the level

of significance 0.05 or lower.

The logistic regression model fit was assessed by two criteria: Hosmer-Lemeshow goodness of
fit test to understand how well our predicted results corresponded with the real outcome, and the
area under the Receiver Operating Characteristic (ROC) curve, which indicates the ability of the

model to differentiate between the two outcome groups.

R square was used to assess the fit of the linear regression model.

Ethical Considerations

Ethical approval was received from the AUA Institutional Review Board on 26 March, 2025
PROTOCOL #: AUA-2025-010. Consent forms were developed in both languages, English and
Armenian, and are provided in Appendix 4. Oral informed consent was acquired from all
participants. The survey questionnaire and record review forms were anonymous and only
contained participants' individual ID numbers; no identifiable information, including name or
telephone number, was collected. Only the journal form included identifiable information,
patients' names, and telephone numbers for connection with them. But it didn’t contain any
health-related information. And the access to it was strongly restricted, only the research team

had access to these forms, and the forms were kept in a secure place.
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Results

Population characteristics

A total of 279 patients were approached in all four hospitals, from which 221 (79.2%) agreed to
participate in the study. Of those 58 (20.8%) patients who were not included, three patients died,
four patients didn’t answer the calls, and 51 patients (18.3%) refused to participate because some
of them were not in the country, some patients were elderly and couldn’t answer, and others
didn’t want to. Of those 221 patients who gave their initial agreement to participate, 210
completed the interviews and 11 refused to participate during the interview for different reasons.

Hence, the overall response rate among all approached patients was 75.3%.

Table 1 shows descriptive characteristics of the participants. The majority (70.5%) of patients in
the total sample were female, but among recovered patients this percentage was lower (61.2%).
The mean age of the participants was 62.3 years (range 27-86, SD 11.2). The majority (68.6%)
were urban residents and many (44.8%) resided in Yerevan. The majority (63.3%) of participants
were married. Around one-quarter (26.7%) were employed, with higher percentage of employed
among recovered patients (38.8% versus 15.0% among non-recovered). While 33.3% of the
study participants had university/higher education, this proportion was significantly higher in the
recovered group (45.6% vs. 21.5% in the non-recovered group). Correspondingly, school or less

education was more typical for non-recovered group.

From lifestyle and healthcare-related characteristics, 77.6% of the total sample had a diagnosis of
hip osteoarthritis, and 22.4% had hip fracture or other diagnosis, including sarcoidosis and
aseptic necrosis of the hip joint. There were no significant differences for clinical diagnosis

between the two groups. The average hospital stay was 9.42 days (SD 5.06, range 4 — 46 days).
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Among all patients, 45.7% were obese, 38.1% were overweight, and the rest were either normal
weight or underweight, with a significantly higher proportion of obesity in the non-recovered
group (54.2% versus 36.9% among recovered). The time passed since the procedure was longer

for recovered patients (10.33 months versus 8.99 months for non-recovered patients).

The mean SES score for the total sample was 11.36 (SD 4.31) out of 40. It was different between
the groups, with higher values among recovered (12.36 vs. 10.4 among non-recovered). The
mean score of social support was 21.62 (SD 7.04) out of 32 in the overall sample, it was
significantly different between the groups with higher mean score in the recovered group (23.29
vs. 19.99 in the non-recovered group). As for anxiety and depression scores, for the total sample,
they constituted 4.93 (SD 4.1) out of 21 and 8.15 (SD 6.02) out of 48, respectively. Both these
scores were higher in the non-recovered group (6.07 vs. 3.75 for anxiety and 10.24 vs. 5.97 for
depression, respectively) (Table 1), and both scores were significantly negatively correlated with

the primary outcome.

The results of univariate linear regression analysis between OHS and each variable that was
analyzed are presented in Table 2 . Results show that being retired or unemployed, being female,
having an education level lower than university, having depression and anxiety had a negative
association with OHS. On the other hand, having higher socioeconomic and social support
scores, having longer time for recovery after surgery had a significant positive association with

OHS.

Table 3 demonstrates the results of univariate logistic regression analysis between the outcome
variable and each of the independent variables that were significantly different between the
groups. Being female, being obese, having lower than university education, being unemployed,

having anxiety and depressive symptoms were significantly negatively associated with the
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recovery status after THA. On the other hand, having longer time to recover, higher SES score,

and higher social support score were positively associated with the recovery status after THA.

Independent determinants of recovery status after THA

According to the fitted logistic regression model analyzing the determinants of physical function
recovery after THA (Table 4), five factors were independently significantly associated with the

outcome.

After adjusting for other significant variables, each unit increase in the SES score was associated
with a 14.0% higher likelihood of recovery after THA. Each one-point increase in social support
score increased the chance of recovery by 37.9%. An increase in depression score by one unit
was associated with a 14.9% lower likelihood of being recovered 6-12 months after the THA.
Each additional month that passed since the surgery was associated with a 15.9% higher
likelihood of recovery. Lastly, obesity decreased the chance of recovery: compared to those with
obesity, patients with under-/normal weight were 2.96 times more likely, and patients with
overweight were 3.26 times more likely to recover. The model showed a good fit with the p-
value for the Hosmer and Lemeshow goodness of fit test being insignificant (0.506), and the area

under the ROC curve equal to 0.840.

We also fitted a linear regression model of determinants of OHS, taken as a continuous variable
(Table 5). In addition to the SES score, social support score, and depression score, this model
identified anxiety score and being operated in one of the hospitals versus the other three as
significant determinants of recovery, while patient’s nutritional status was not included in this
model. According to the fitted linear regression model, for each unit increase in the social

support score, self-reported physical function recovery after THA measured by OHS increased
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by 0.71 units. Additionally, for a one-point increase in the socioeconomic status score, OHS
increased by 0.26 points. Depression and anxiety scores showed significant adverse association
with OHS. Each unit increase in the depression score reduced OHS by 0.42 units, and each unite
increase in the anxiety score reduced OHS by 0.44 units. Furthermore, having undergone surgery

in hospital 3 versus hospitals 1, 2, and 4, was associated with having 3.74 point higher OHS.

Discussion

This study was intended to examine the role of different characteristics, especially social
characteristics, in the recovery of physical functioning after THA in Armenia. This is the first
study that was conducted in Armenia to understand the social determinants of physical
functioning outcome after THA. The study demonstrated that a number of social, psychological,

and lifestyle factors had a significant impact on the recovery of post-THA patients.

Among social determinants, we found a strong association between the recovery status and two
variables: perceived social support and family’s SES score. Higher social support determined a
higher chance of recovery after THA. We measured different aspects of social support, which
provided an overall view of it. Our findings were in line with the previous research?!:2240:43.56.23
A meta-analysis by Wylde et al. (2019) including 56 studies with 119,165 participants, indicated
that social support is an important factor to predict better outcomes after THA®®. Additionally, a
study by Kamp et al. (2022) showed that not only is family support important for recovery and
especially return to work after THA but also support from their physicians is a crucial factor?,
Another study also found the important role of social support from family members, especially
from the spouse for elderly patients*®. This study found that both physical and mental support

provided by family members and relatives is crucial for recovery after THA.
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The second social determinant of recovery after THA was family’s SES score. This score
included different aspects of socioeconomic status, and we found that the higher is the SES
score, the higher is the chance of recovery. This association was similar to what was found in
different studies in other countries®®>3%°"%8 Deprivation created different obstacles on the way to
the recovery, resulting in poorer physical functioning and more physical pain compared to those
not deprived?. The same was shown for the extent of affluence: the more affluent was the
patient, the better was his/her post-operative functional status®’. A possible explanation for this
could be that wealthier people could afford to get treatment in rehabilitation centers or buy
different expensive medications and devices that could improve their rehabilitation process.
Also, deprived people would have more challenges to get medical care and rehabilitation early,

due to reasons of cost, or access, which will slower the recovery.

We also found that the time passed after the surgery was associated with the recovery status,

meaning that those patients who had more time to recover had better physical functioning.

The study found that obesity is another determinant of post-THA recovery status. We found that
non-obese participants recovered better compared to obese patients. Other studies also
demonstrated that higher BMI significantly correlated with recovery, and those patients who
were obese had worse physical functioning status after THA2430:3L5% A study found that both
socioeconomic position and obesity can have an impact on the incidence of arthrosis and
recovery after THA®. In a meta-analysis, obesity was negatively related to postoperative
recovery of patients after THA3!. The influence was expected to be so strong that some doctors
refused to operate on their patients until they reached the targeted BMI3. The percentage of
obese people in our study sample was 47%, which is higher than in other studies. For instance, in

a study by Bischoff et al. (2004), which was done among Medicare beneficiaries in the US, this
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percentage was 25%?2%. However, in a study by Witkam et al. (2022) conducted in England, it
was 47%%. The underlying reason for this finding could be that obese patients had more
difficulties with movement, which reduces the capacity for physical activity. Obesity also

increases the risk of complications, and post-surgical rehabilitation could be complicated.

Our study demonstrated also that psychological factors, especially depressive symptoms, are
important determinants of recovery of physical functioning after THA. Depressed people were
found to have worse physical functioning recovery after THA compared with those who were not
depressed. Other studies also found this association®3#3, In the linear regression model fitted to
our data, anxiety was also independently negatively related to the OHS (recovery score) of post-
THA patients. In the literature, patients’ psychological status is found to be a very important
factor for post-surgical recovery. One of the studies even found that psychosocial variables have
more impact on the recovery of patients than other medical variables®*. Other studies mentioned
poor postoperative outcome among depressed patients'®36. Moreover, they found a correlation in
a one-year follow-up period for poor functionality of the hip among participants who had high

depression®.

Strengths of the study

This was a multihospital study, which is one of the strengths of this study, as it increases the
generalizability of the study findings. Another advantage was the relatively high response rate,
which potentially reduces biases and enhances the validity of the results. This study was the first
study of this type conducted in Armenia, therefore, it fills the existing gaps in research on

Armenian people, and highlights the needs and issues faced by this population. Other strengths
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include the implementation of validated measures and consistent, standardized procedures for

data collection, ensuring the reliability and credibility of the findings

Limitations of the study

The cross-sectional design of the study can be considered as a limitation, because it hinders the
ability to establish any causality between dependent and independent variables, because the
information is collected at one point in time. We found some factors that are linked to recovery
after THA, but the direction of association with the outcome could not be identified. Phone call
interviews also had their weaknesses, in that there is a lack of face-to-face connections. In this
case, it is quite challenging to increase the attention of participants who don't want to be more
engaged in the interview, and to integrate them to be more interested. Self-reported answers may
be biased because participants may not accurately remember their symptoms, troubles with their
movements, and recovery. Moreover, social-desirability bias is a well-known factor and there
may be an overreport of positive answers. Also, self-reported answers can be biased in case of

participants' personal perception of pain and disability.

Conclusion

The aim of this study was to understand determinants that may impact the recovery of physical
functioning after THA. The study concluded that some determinants play an important role in
patients' physical function recovery. Higher SES and higher social support were positively
associated with recovery. Additionally, obesity and depression were negatively associated with
physical function recovery. Our findings suggest that not only does clinical care influence the
recovery of patients, but also other psychosocial and lifestyle factors. This may be an important

indication for healthcare sector decision makers to implement new solutions. Handling the
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socioeconomic barriers of patients, as well as their mental health and lifestyle issues, can
improve the recovery and post-surgical outcomes of patients after THA, contributing to their

early recovery and returning to their daily routine.
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Tables

Table 1: Distribution of selected variables by post-THA recovery status among patients who
underwent Total Hip Arthroplasty in four hospitals in Yerevan, 2025

Variables N  Not recovered Recovered p-value Total
(n=107) (n=103) (n=210)
Sociodemographic characteristics
Age, mean (SD) 210 63.51 (9.48) 62.00 (12.40) 0.320 62.77 (11.01)
Gender
Female (%) 210 79.4 61.2 0.003 70.5
Male (%) 210 20.6 38.8 29.5
Education
School or low (%) 210 34.6 22.3 <.001 28.6
Professional Technical 43.9 32 38.1
(%)
University/higher (%) 21.5 45.6 33.3
Marital status
Married (%) 210 63.6 63.1 0.996 63.3
Divorced/single (%) 08.4 08.7 08.6
Widowed (%) 28.0 28.2 28.1
Employment status
Employed (%) 210 15.0 38.8 <0.001 26.7
Retired/unemployed (%) 85.0 61.2 73.3
Socioeconomic status score 204 10.40 (3.87) 12.36 (4.53) <0.001 11.36 (4.31)
Residence
Urban (%) 210 66.4 70.9 0.289 68.6
Rural (%) 33.6 29.1 31.4
Region
Yerevan (%) 210 40.2 49.5 0.111 44.8
Other regions (%) 210 59.8 50.5 55.2

Health/lifestyle characteristics

Recovery time in months, 210 8.99(3.02) 10.33 (3.21) 0.002 9.65(3.18)
mean(SD)

Nutritional status based on BMI
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Normal/underweight 210 17.8 25.2 0.420 21.4

(%)

Overweight (%) 28.0 37.9 32.9

Obese (%) 54.2 36.9 45.7
Diagnosis

Osteoarthrosis (%) 210 82.2 72.8 0.070 77.6

Hip fracture/other (%) 17.8 27.2 22.4
Complications

No (%) 210 98.1 99.0 0.514 98.6

Yes (%) 01.9 01.0 01.4
Multi-morbidity

No (%) 210 69.2 72.8 0.333 71.0

Yes (%) 30.8 27.2 29.0
Self-rated health

Fair/poor (%) 210 65.4 34 <0.001

Excellent/good (%) 34.6 66 50.0

Psycho-social variables

Social Support, mean (SD) 209 19.99 (3.02) 23.29 (9.28) 0.001 21.62 (7.04)
Anxiety, mean (SD) 210 6.07(4.96) 3.75 (2.53) <0.001 4.93 (4.10)
Depression, mean (SD) 210 10.24 (6.39) 5.97 (4.75) <0.001 8.15 (6.02)
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Table 2: Univariate linear regression analysis between selected characteristics and OHS
in @ multicenter cross-sectional study, Yerevan, 2025 (valid n=203)

Characteristics B 95%ClI B p-value
Sociodemographic characteristics
Gender
Female -2.98 (-5.73) - (-0.27) -0.15 0.034
Male Ref
Employment status
Retired/Unemployed -5.12 (-7.90) - (-2.34) -0.24 <0.001
Employed Ref
Region living
Yerevan 1.70 (-0.85) - (4.23) 0.09 0.19
Other regions Ref
Education
School or lower -4.84 (-8.01) - (-1.68) -0.24 0.003
Technical or Vocational -3.73 (-6.67) -(-0.79) -0.19 0.013
University or higher Ref
Socioeconomic status score 0.47 0.18-0.76 0.223 0.001
Hospital
Hospital 1 -0.92 (-3.98) - (2.14) -0.49 0.554
Hospital 2 Ref
Hospital 3 4.98 1.60 - 8.36 0.24 0.004
Hospital 4 2.39 (-3.09) - (7.87) 2.78 0.391
Health/lifestyle characteristics
Time passed after surgery, months 0.44 0.05-0.84 0.15 0.028
Nutritional status based on BMI
Under-/Normal Weight 1.7 (-1.59) - (5.04) 0.07 0.30
Overweight 1.9 (-0.98) - (4.80) 0.097 0.19
Obese Ref
Main clinical diagnosis
Osteoarthrosis -1.18 (-4.22) - (1.86) -0.53 0.446
Hip fracture/Other Ref
Self-Rated Health
Excellent, Very 6.73 (4.37) - (9.09) 0.36 <0.01
Good, Good
Fair, Poor Ref

45



Psycho-social variables
Social Support score
Anxiety score
Depression score

0.25
-1.01
-0.72

0.07 - 0.43
(-1.28) - (-0.73)
(-0.91) - (-0.53)

0.19
-0.45
-0.46

0.006
<0.01
<0.01
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Table 3: Univariate logistic regression analysis between selected characteristics and
physical function recovery status after THA in a multicenter cross-sectional study,
Yerevan, 2025.

Characteristics OR 95%ClI p-value
Sociodemographic characteristics
Gender
Female 041 0.22-0.75 0.004
Male Ref
Employment status
Retired/Unemployed 0.28 0.14-0.54 <0.001
Employed Ref
Region living
Yerevan 1.46 0.84-2.52 0.175
Other regions Ref
Education
School or lower 0.30 0.15-0.62 0.001
Technical or Vocational 0.34 0.18-0.67 0.002
University or higher Ref
Socioeconomic status score 1.12 1.04-1.20 0.002
Hospital
Hospital 1 1.06 0.53-2.08 0.876
Hospital 2 Ref
Hospital 3 2.98 1.37-6.49 0.006
Hospital 4 1.56 0.46-5.23 0.475
Health/lifestyle characteristics
Time passed after surgery per months 1.15 1.05-1.25 0.003
Nutritional status based on BMI
Underweight or Normal weight 2.09 1.02-4.29 0.045
Overweight 1.98 1.06-3.72 0.032
Obese Ref
Main clinical diagnosis
Osteoarthrosis 1.01 0.99-1.03 0.114
Hip fracture/Other Ref
Self-Rated Health
Excellent, Very Good, 0.42 0.29-0.59 <0.001
Good
Fair, Poor Ref
Psycho-social variables
Social Support score 1.34 1.20-1.50 <0.001
Anxiety score 0.84 0.77-0.92 <0.001
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Depression score

0.86

0.81-0.92

<0.001

Table 4: Fitted logistic regression model of determinants of recovery status after THA in a
multicenter cross-sectional study, Yerevan, 2024-25 (valid n=203)

Characteristics OR 95%ClI p-value
Social support score 1.38 1.21-1.57 <0.001
Socioeconomic status score 1.14 1.04-1.25 0.004
Depression score 0.85 0.79-0.91 <0.001
Months passed after surgery 1.16 1.04-1.30 0.010
Nutritional status

Under-/normal weight 2.96 1.21-7.26 0.017

Overweight 3.26 1.42-7.47 0.005

Obese 1.00 Ref.

MODEL FIT STATISTICS:

Hosmer & Lemeshow goodness of fit test, p=0.506

Area under the ROC curve=0.840.

Table 5: Linear regression model: factors related to OHS in a multicenter cross-sectional

study, Yerevan, 2024-25 (valid n=203)

Characteristics B 95% CI B p-value
Social Support score 0.71 0.38-1.04 0.25 <0.001
Depression score -0.42 (-0.64) — (-0.19) -0.28  <0.001
Hospital 3 vs. others 3.74 1.40 - 6.07 0.18 0.002
Anxiety -0.44 (-0.77) — (-0.11) -0.20 0.009
Socioeconomic status score 0.26 0.02 - 0.50 0.12 0.033
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Appendixes
Appendix 1

Medical review form

Medical Record Review Form

General Information

ID# | |

Age

Sex: Male Female

Province Residency: 1.Urban__ 2. Rural__

Date of admission / / Date of discharge / /

Patient weight kg height cm (at the time of admission)

Marital status 1. Married 2. Divorced__ 3. Widowed___ 4.Single_

Employment status 1. Employed 2. Unemployed 3. Retired

Main clinical diagnosis Osteoarthritis __ Hip fracture __ Other (Specify)
Post surgical complications No Yes (Specify)

Comorbidities No___ Yes Specify:
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Appendix 2

Journal form

Medical Center

JOURNAL FORM

Patient’s

ID # Name, Surname

Patient’s
phone

Patients second
phone number
(If available)

Date (DD-
MM)

Attempt
1
Result

Attempt
2
Result

1. Completed interview
2. No such case (wrong
name, wrong address)

3. No response (nobody

answered the call)

© N A

RESULT CODES (RC)

Refusal

Respondent doesn’t understand Armenian
Postponed interview
Incomplete interview

Died
Other
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Appendix 3

Questionnaire English version

Questionnaire

What is your sex: e 1 Male
e 2. Female
How old are you (please, state the number of Years
completed years)?
What is your current weight and height: kg cm

Do you have any chronic conditions (e.g. diabetes,
hypertension, etc.? if yes, please specify.

1.Yes.  Specify the disease
2. No

What is the highest level of education that you have
completed:

1. Incomplete school (Less than 10 year)

2. Completed School (10-12 year)

3. Vocational/technical education

4. University degree (Masters, bachelor)

5. Postdoctoral

e 6. Other
What is the total number of people living in your
household (including yourself)? Persons
What is your marital status e 1. Married
o 2. Separated/Divorced
e 3. Widowed
e 4. Single
Are you currently employed? e 1. Self-employed
e 2. Regular worker
e 3. Farmer
e 4. Seasonal worker
e 5. Military
e 6. Work with hourly rate
e 7.Retired
e 8. Unemployed
How many members of your household (including
yourself) are currently employed (including self- Persons
employed, seasonal worker, farmer, or other regular
worker)?
10 Oxford Hip Score
e 1.None
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1. During the past 4 weeks........
How would you describe the pain you usually had from your
hip?

2.Very Mild

3.Mild

4 Moderate

5.Severe

2. During the past 4 weeks........
Have you had any trouble with washing and drying yourself
(all over) because of your hip?

1.No trouble at all

2.Very little trouble

3.Moderate trouble

4.Extreme difficulty

5.Impossible to do

3. During the past 4 weeks........ Have you had any trouble
getting in and out of a car or using public transport because of
your hip? (whichever you tend to use)

1.No trouble at all

2.Very little trouble

3.Moderate trouble

4.Extreme difficulty

5.Impossible to do

4. During the past 4 weeks........
Have you been able to put on a pair of socks, stockings, or
tights?

1.Yes easily

2.With little difficulty

3.With moderate difficulty

4.With extreme difficulty

5.No, impossible

5. During the past 4 weeks........
Could you do the household shopping on your own?

1.Yes easily

2.With little difficulty

3.With moderate difficulty

4.With extreme difficulty

5.No, impossible

6. During the past 4 weeks........
For how long have you been able to walk before pain from your
hip becomes severe? (with or without a stick

1. No pain for more than 30 minutes

. 16 to 30 minutes

. 5to 15 minutes

. Around the house only

. Not at all -pain severe on walking

7. During the past 4 weeks...
Have you been able to climb a flight of stairs?

. Yes easily

. With little difficult

. With moderate difficulty

. With extreme difficulty

. No, impossible

8. During the past 4 weeks........
After a meal (sat at a table), how painful has it been for you to stand
up from a chair because of your hip?

. Not at all painful

. Slightly painful

. Moderately painful

. Very painful

QB WIN PRI WIN RO WIDN

. Unbearable

=

. Rarely/never

2. Sometimes or just at first
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9. During the past 4 weeks......

Have you been limping when walking because of your hip?

e 3. Often, not just at first

e 4. Most of the time

e 5. All of the time
10. During the past 4 weeks........ e 1. Nodays
Have you had any sudden, severe pain - 'shooting’, 'stabbing' or e 2.0nly 1 or2days
'spasms' - from the affected hip? e 3. Some days
e 4. Most days
e 5 Every day
11. During the past 4 weeks........ e 1. Notatall
How much has pain from your hip interfered with your usual e 2. Alittle bit
work (including housework)? e 3. Moderately
e 4. Greatly
e 5. Totally
12. During the past 4 weeks........ e 1. No nights
Have you been troubled by pain from your hip in bed at night? e 2.0nly 1 or2nights
e 3. Some night

e 4. Most nights

e 5. Every night

11 By selecting the most suitable response option for each question in the table, please, indicate, how

satisfied are you with:

. Neither
Very Dis- . . Very
. L L dissatisfied Satisfied .
dissatisfied | satisfied L satisfied
nor satisfied
11.1 .... your relationships with your
family members? 0 1 2 13 4
11.2 ...how much you see your family
or friends? O 0 1 O] 2 O] 3 14
— p
11.3 ...your ability to help others? 0 01 - 3 -
. Neither
Very Dis- N . Very
dissatisfied | satisfieq | QiSSatisfied - Satisfied | ot
nor satisfied
; ; PR
11.4 ...your leisure time activities? 0 a1 a9 03 04
N 1l . Vi
otata A little Moderately ery Extremely
much
115 ...H lone d feel i
Iife? Ow alone do you 1ecl 1n your ‘0 11 2 | 3 a4
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11.6 ...To what extent can you count on
your friends and relatives when you 0 01 12 13 4
need them?
11.7 ...To what extent do you feel
yourself to be valued by your friends 0 01 112 13 4
and relatives?
11.8 ...To what extent can you share
your problems with your friends or 10 1 (12 3 (14
relatives?
12 How would you describe your health in the last 30 o 1. Excellent
days? e 2. Verygood
e 3.Good
. Fair
. Poor

13 How would you rate your family’s general standard
of living?

. Substantially below average

. Little below average

. Average

. Little above average

. Substantially above average

14 The average amount of your household expenditures
per month is

. Less than 100,000 drams

. 101 000 — 200 000 drams

. 201 000 — 300 000 drams

. 301 000 — 400 000 drams

. 401 000 — 500 000 drams

. Above 501 000 drams

. Don’t know

15 Please note whether your family has the following working items:

# Yes No
15.1 | Computer (Laptop) ol o2
15.2 | Automobile: If yes, how many do you own? ol o2
15.3 | Garage ol o2
15.4 | Vacation home/villa ol 02
15.5 | Your own home now (includes paying a mortgage) ol o2

16 Over the last 2 weeks, how often have you been bothered by the following problems (please, answer ALL

the questions).

Over the last 2 weeks.

Not at
all
sure

Several | Over half | Nearly every
days the days day

54




16.1 Feeling nervous, anxious, or on edge oo ol o2 o3
16.2 . .

Not being able to stop or control worrying oo ol o2 o3
16.3 Worrying too much about different things oo ol o2 o3
16.4 Trouble relaxing oo ol o2 o3
165 Being so restless that it's hard to sit still oo ol o2 o3
16.6 . . .

Becoming easily annoyed or irritable oo ol o2 o3
16.7 Feeling afraid as if something awful might 90 a1 99 03

happen

17 Below is a list of the ways you might have felt or behaved. Please mark how often you have felt this way

during the past week (please, answer ALL the questions).

# During the past 7 days: Rarely | Some of the | Moderate | All of the
or time (1- amount time
none 2days) of (5-7 days)
of the time
time (3-4 days)
(<1
day)
17.1 | was bothered by things that usually don't 20 01 05 03
bother me.
17.2 . . . .
I did not feel like eating; my appetite was poor. | o 0 ol o2 o3
17.3 | felt that | could not shake off the blues even
. . . o0 ol o2 o3
with help from my family or friends.
17.4 I h_ad trouble keeping my mind on what | was 20 a1 09 03
doing.
17:5 | felt depressed. oo ol o2 o3
17.6 . .
| felt that everything | did was an effort. oo ol o2 o3
17.7 . .
I thought my life had been a failure. oo ol o2 o3
17.8 | felt fearful. o0 ol o2 o3
17.9 My sleep was restless. oo ol o2 o3
17.10 | talked less than usual. o0 ol m) o3
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17.11

| felt lonely. oo ol o2 o3
17.12 People were unfriendly. oo ol o2 o3
17.13 | had crying spells. o0 ol o2 o3
17.14 | felt sad. o0 ol o2 o3
17.15 | felt that people disliked me. o0 ol o2 o3
17.16 | could not get "going". o0 ol o2 o3
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Questionnaire: Armenian version

RwnpgwRwn
1. hunpnud GU LG Atp utnp: e 1.Upwlwl
e 2. hqulwlu

2. Rwlh® mwpblwu Gp e (vunpbd, Lptp tnwnpblwu

Lnwgws nwnhubnh phup):
3. hulnpnud GU UG A6n pw2p U hwuwyp: Ug ud
4. huunpnud GJ UG wprynp lnwnwwnl"d Gp |« 1.Uyn. Lokp

nput ppnuhy hhwunniejwdp, Gt wn, hhjwunntpjnLup

www Ugtip wunLulutpp: e 2.Ng

5. Lptp fuunptd wdtUwpwnpép Yppnip)nclup,
nn L unwgt| Gp:

e f3tiph Uhglwywng (10 tnwpntg phg)

o UhgUwlwpg (10-12 wwph)

e Uhghlu dwulwghunwywl
(nLuncdUwpwl)

* Puwpénwagnyl (pwywiwynhwn,
dwqghuwnpwwnncpw)

o 3twnnhyndwjhu (wuwhpwuwnnwpw,
nnyunnpwluwnnLpw)

6. fuunpnwd GJ UpG|, _E hwuwnwgh pwuh®
hngh E wwpnud 26p punnwuphpnud

(UGpwnjw| HLp):

wlé

7. huunpnud GU U6 26p wdnLubwywu
Ywpgwdhdwyp:

. Wdntulwgwéd

. UWdntuliwnudywd

. Unhwgwé

. Quunuliugwé

8. nLp Ubplywynidu wpfuwwnnc’d Gp:

. Uyn, w2fuwwnnud GU

. buplwgpwnyuwé GU

. 3nnwgnné GJ

. Ubgnuwjhu w2fuwwnnn Gd

. 2huynpwywl Gd

. [@nujwnnt GU

°
NOIORARIWINIFPIRARWIN|IPF

. Q6U w2fuwnnud
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9. hulinpnud BU UG, pE @tp punnwuhpnid
pwUh® hngh E w2fuwwnnud (UGpwinjw| nLp

b Upwup, nyptp huplwgpwnywé G, . wla
hnnwanpé, utgnuwjhlu jud wpunwaglw
w2fuwwnnn):
10. Opudnpnh Ynuph hwpgwawnp
10.1. Lwjunpn 4 2wpwpyw pupwgpncd... 1. Qh tnby
hUswt"u Yuywpwantp gwdp, npp unynpwpwnp 2. Swuwn pnL|
qguwgt] tp a&n Ynupwannwjht hnnned: 3. feny|
4. Quithwynp
5. Nwdtin
10.2. Lwjunpn 4 wpwpyw pupwgpnLy... 1. Ng Uh ndwnnLejnLl
NLuGgE®| Gp (nnwlwnt, uwd (nnwlwinig hGun 2. cwuwn phrl ndwnnLe)nLu
atp Jwpdhup snpwgubinc hbGun Yuwywsé 3. Qwithwynp nddwnnip)nil
ndqwpnipnit’ Q6p Ynupwagnpwjhl hnnh 4. Swjnwhtn nddwnnenLu
wwiinswnny: 5. Cunhwlpwwtiu stU
Jupnnuwgbi

10.3. Lwjunpn 4 2wpwpyw pupwgpnedy...
NLutgt®| Gp npuE ndjwpnipnct® JGptuw Yud
hwuwpwywywUu tnpwluwynpun LunGne Yud
hout|nL hGuin uwwdwdé™ Atp Ynupwanpwjihu hnnh
wwwndwnny:

1. Ng Uh ndwnniejnLu

2. cwuwn ptrU ndjwnpnie)nLu

3. Quthwynp ndjwpnip)nLu

4. wjpwhtn nddwnntpjnLu

5. CunhwUpwwtu s6u
Jupnnwgty

10.4. ‘VLwjunpn 4 2wpwpyuw pupwgpned...
Ywpnnuwgt®| Gp hupuncpnuyu hwaglb gnwwutn,
Uhuwgnrwywutn Ywd gniqugnwwutp:

1. Wn, hGaunnpjwdp

2. (Gl ndjwpnipjwdp

3. Qwthwynp ndqwpnipjwdp

4. Swjpwhtn ndjwpnipjwdp

5. Cunhwupwwtu s6u
Jupnnwgty

10.5. Lwjunpn 4 2wpwpyw pupwgpnedy...
Ywnpnnwgt®| G hupuncpnyu Juwnwnpbp wnonjw
guntJutp:

1. Wn, hGaunnLpjwdp

2. [etprlU ndjwpniepjwdp

3. Qwithwynp nddwnnipjwdp

4. Swjnpwhtn nddwnnpjwdp

5. Cunhwupwwtu s6u
Jupnnwgby

10.6. Lwjunpn 4 wpwpyw pupwgpnLy...

1. UdbLh pwl 30 pnwt' guy sh
GnG|
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Nppw U dwdwlwy Gp uwpnnwgt| pw)j Gl
(tnUwthwjinh oqunipjwdp Ywd wnwlg npw)
Lwfupwl atnp Yynupwagnpwjhu hnnnwd unp guy
qquip:

2.

16-hg 30 pnwb

3.

5-hg 15 pnwt

4.

Ywpnnwgt| G Jhwju tnwu

Ubig intinwpwnadyb

5.

Qbtd wpnnwgb) pwj G’

untp  gwydtph ywwndwnny

10.7. Lwpunpn 4 2wpwpyw pupwgpney...
Ywpnnuwgt®| Gp wunhdwultpny pwpépwlw JGY
hwpy:

. Uyn, htawnnipjwdp

. [@tirlU ndJwpnLpjwdp

. Quithwynp ndjwpnijwdp

. Bwjnpwhtn nddwnniejwdp

. Ng, s6U Jupnnwgb

10.8. Lwhunpn 4 2wpwpyw pupwgpned. ..
duwtinLg htwnn nppw®u guynwn £ Gnb Qg hwdwn

wrennhg YuwuqUt|p® abp Ynupwgnpwjhu hnnh
wwwdwnny:

. Cunhwupwwtu wlugwy

. ([dGpLwyh gwynwn

. Quithwynp guwynwn

. Swwn gwynun

. WbwinwilG h guygnun

10.9. Lwhunpn 4 2wpwpyw pupwgpned. ...

Pwj blhu Yunwgt®| Gp® atp Ynupwgnpwjhl hnnh
wwwndwnny:

. Awgywnbw/tnpptp

. GppGdl jwd Jhwju uygpnud

. Rwdwfu’ ng Uhwjl uygpnd

. Rhduwywuncd

. U2unnwiwbu

10.10. Lwijunpn 4 wpwpyw pupwgpned. ..
NLuLgt®| Gp wpnynp dwyngh Ywd yéydwl inhwh
hwuywpséwyh, unp gwd’ yhpwhwindwé hnnned:

.Ng dhon

. Uhwju JGY Ywd GpynL op

. Uh pwluh op

. Optph JG& Jwup

. UJtEl op

10.11. Lwjunpn 4 wpwpyw pupwgpned. ..
huspwun®y £ atp Ynupwannuwjht hnnh guyp
fuwlquntb A6p wnopjw w2fuwwnwuphu (wjn
pUNLU” tnbwjhUu gnpétphl):

. Cunhwupwuwtu sh

wlgwnby

. Bhs E fuwliquinti

. Quithwynn

cwuwn

_Lhnypt

10.12. Lwjunpn 4 wpwpyw pupwgpned. ..

NLUGgE" Gp wnnynp Ynupwagnpuwjhl hnnh
gh26pwjhu guwybp wuynnund:

. Ng Uh ghtip

. Uhwju JtY Ywd Gpyni ghztp

. Uh pwuh ghztin

. Gh2tputph U666 Jwup

. UJGU gh2tp
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11. Udth hwpgh hwdwp pGuptind ywwnwufuwbh™ Qg hwdwp wdkGwsdhun mwpptpuwyp,
G2Gp, luGnpby, pb Mnup nppwn®y Gp qnh.

Gwn aa tA-aN, aa - -
aN, , 3 A
ndanh Ndqnh JE-aN ELY P3i -aN
77.7 ....QLp
thnfuhwpwpbpnipynlGGtphg
ot pGnwlhph winwoatph | 5 ° L1 12 -3 4
hGuwn:
71.2 ... Uj0 dwdwbwyhg, np
hwunlwglnud bp 2t [Jo (11 2 13 14
pGunwbhphG L paytnpGGpha:
71.3 ... (uphpGEnhG oqlOGnL 26p 0o 0 1 - 3 4
Ywpnnntpjnibhg:
114 ... Qbtp wqwuw dwiwbwyp L o 1 09 03 04
hwbqhuwinp uqiwybpwbinig:
u 2 -
Uttt | U phs | P2 S b
suthny quitig
71.5 ... Nppw’G dhwjlwy bp
qgnid 2bq Ywbpniy: Do U o2 o3 o4
71.6 ... b"Gs swihny Ywpnn bp
hniju nO6| 26p paytpatph L
PunbLwaGtnh dnu, bpp Gpuieg | 0 |B T |02 B
Ywpppl ntGGOwp:
71.7 ... Oppw’u ghwhunywd kp
qgnud 2kq 2tp dinkphdutph (1o (11 02 03 04
ynnuhg:
71.8 ... P'us swhn] fupnn kp
wilndwtiwy 2Ep dnkphdutph o 01 09 a3 4
Unin’ Qtp ubinhpubkph dwuhi
lunukphu:

72 bGswbt"u YpGnipwgnbihp 26

e 1. 9bpwqulg

wnnnonipinilp ytnpohl 30 ondw plpwgpntd: [« 2. Swwn (wy

e 3. Lwy

e 4. Pwjwpuwn

e 5 dwwn

60




13  blUswt’u Yyguwhwuintbhp A6p punnwluhph .
UjnLpwywl yhdwyn: .

. UhghUuhg pwdwlywuhu gwén

. UhghUhg Uh thnpp gwén

- Uhghu

. UhghUhg Uh thnpp pwnén

. UhghUhg pwdwlywuhU pwpanp

14 Uhghuncd, wduwywu nppw’l gnudwp £ .
Swhuunwd atnp puwnwuhpen: .

. 100,000 npwuhg phs

. 101 000 — 200 000 npwJ

. 201 000 — 300 000 npwu

. 301 000 — 400 000 npwd

. 401 000 — 500 000 npwu

OO WIN|FRP ORI WIN|EF

. 501 000 npwdhg wybh

e 7.

Qqhwntd

15 L2bLp, unpbd, pt 2tp punwuhplt wju hwpdwpniLpjnLcbutphg n°pu

nLup” uwpphu yhdwyned:

# wn ng
15.1| Rwdwyuwpghs ( Lwihpnth). w) Gt wjn, www pwlh® o1 _o
hwn
15.2| Uwnndtptlw  w) Grb w)n, www pwUuh® hwwn o1 o2
15.3 | Ujwnnnuwy  w) Rt wyn, www pwuh® hwwn o1 o2
15.4| Udwnwlung w) Grt wyn, www pwlh® hwwn o1 o2
15.5| UGthwywU wninct (Lbpwnjw) hhwynrtpnd). w) Gpb o1 o
wyn, www pwlh® hwwn

1

L26p, fulunptd, pE htwnlyw| fuunhpubpp nppw U hwiwfu GU wuhwuguwnwgnb| atq
Ubpghu Gpyne 2wpwpyw pupwgpnud (Wwwnwufuwubp, fluunptd, AOLAR

hwpgtphu wufuwnhp)

Jdbtpghl 2 2wpwpyuw Rwuwnwwn | Uh UybLh qntpt
# pupwgpniy.. ‘ng Uhop | pwlh pwlu 7 op | wdtl op
on
16.1 Ljwnnwjhu Jhéwyp,
upwnutnnip nLtup Yud o0 o1 o2 03
gnpgnrywéniejnilp
16.2 Swqaliwwp hwnpwhwptnc
Ywd yEpwhuytpnc o0 o1 o2 o3
wuywpnnnipnLup
16.3 Swpptp wnhputpny swihhg 20 o1 S 3
2w wuhwluguwnwlwin
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16.4

LbGpphUu jwpnudhg wgqwwnybinc

wluywnnnnipnLun o0 o1 02 53
16.5 Wuwhuh wuhwuguwnncenLup,
np ndjwnpuwgt| Gp tntnnwd o0 o1 o2 o3
hwughuwn duwy
16.6 Fwnyncpjntup Yud
gnpgnywaéntejnlup” sughu o0 o1 o2 o3
wwwndwnutphg
16.7 Jdwfup, np hug-np uwnpuwthtbih 20 o1 oo o3

pwlU Ywnnn £ wwuwnwhbg

17 Uytbp, fulnnpby, pb UbpohG 7 opdw plpwgpntd Wncp nppw’t hwdwfu bp gqugb)] 2bq
wjlwbu, hGswbu Gywpwanpywé t wyuntn (wunwufuwbbp, fulnpbd, FALAC hwnpglinhl).

# {wagywnby | Gppbal Pwyw- Uounw-
JdGpohlG 7 opw plpwgpntu: Ywd Gppbp | (1-2 on) YwhhG wtu
(0-1 on) hwiw | (6-7 op)
(3-4 on)
171 Gu hnigqyntd th wjlwhup
pwlbtiphg, npnbp unynpwpwn o0 o1 o2 o3
hGa 60 hnignid:
17.2 Gu sth nLgnid nunb: dwn
wfunpdwy niGth: o0 o1 02 53
17.3 Gu sth Ywpnnwbnid wquunybi
nfupnipnthg whqua
nGunwGhphu L pGYLRGERhU o0 o1 02 53
oqlnLpjwip:
17.4 Gu sth JupnnwGnid
nLpwnpnepintbu YGhuinpnbwglbbp | o0 o1 o2 o3
wpwéhu Ypuwi:
17.5 | 6y haa paysyws th ganis: 50 o1 . 53
17.6 Gu wukl hGs whnud th oGS 20 o1 S0 .3
ndjwnnipjwap:
17.7 Gu dunnwénLd th, np Ywbpu 20 o1 S 3
hantp £ wGgt:
17.8 :
Gu Jwfu th qqntu: o0 o1 o2 03
17.9 Gu Jwuwn th plnia: o0 o1 o2 o3
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17.10

Gu wybi h phs th fununcd, pwb

o0 o1 o2 o3
unynpwpuwnp:
17.11 _
Gu hGa dhwjlwy th ggniu: o0 o1 o2 o3
17.12 :
Uwnpnhy whpwpjugwlw thG: o0 o1 o2 o3
17.13 Gu (wgh wnrpyniibtp th 50 01 092 03
nLbtOne:
1714 | 64 wfunup e 50 o1 02 03
17.15 Gu qgntd th, np nnip s60 quithu 20 o1 oo .3
dwpnywbg:
17.16 Gu sth yuwpnnwGnud hnebGh dtkio -0 o1 oo -3

pbayhbt:
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Appendix 4

Consent form English version

American University of Armenia
Institutional Review Board #1
Consent form for participants. Research Topic: Social Determinants of Physical Functioning
Among Patients Who Have Undergone Total Hip Replacement in Hospitals of Yerevan,
Armenia: A Cross-Sectional Study

Hello, my name is ......... I am an interviewer who represents the Turpanjian College of Health
Sciences of the American University of Armenia. As a student thesis work, we are doing
research to investigate which social determinants have an impact on a patient's physical
functioning recovery after Total Hip Replacement.

| am asking you to participate in an interview because you have undergone Total Hip
Replacement in the period between March 2024 and September 2024 in one of the three selected
medical centers in Yerevan.

We plan to conduct the survey with 212 people who have undergone THR, and if you agree to
participate, you will be one of them. The survey will take approximately 10-15 minutes to
complete. The survey includes questions regarding your physical functioning and other health-
related characteristics.

Your participation in this study is voluntary, and you have the right to withdraw from the survey
at any time. You have a right to refuse to answer any question that you are not willing to answer.
We will keep all the information and details you share with us confidential. Your name will
remain confidential and will not be written anywhere, and only the aggregated results from all
participant responses will be included in the thesis project. Your identity will remain confidential
and will not be revealed in any publications or presentations. Your participation has no risks to
you.

There are no financial or other direct benefits from participating in this study. The information
provided by you can guide physicians and policymakers in their interventions.

If you have any questions regarding this study, you can contact the Principal Investigator, Dr.
Anahit Demirchyan, at the phone number (+374-60) 612592. If you believe you have been
treated unfairly or have suffered harm by joining the study, you can contact Mrs. Varduhi
Hayrumyan (the Human Protections Administrator of IRB of the AUA (374-60) 612561).

Do you agree to participate? Thank you. If yes, shall we continue?
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Consent form Armenian version

Rwjwunwuh wdtphlywl hwdwpuwpwl
GhunwhGunwqwunwywl Ephywjh phy 1 hwudbwdnnny
Uwulwyhgltph hwdwéwjunLpjwl dl

RGnwgnuncejwl pGdw’ Unghwjwywu gnpénultiph wgnbgnue)niup Gplwl
pwnwph hhjwunwungutpnd Ynupwagnpwjihb hnnh wdpnngwlwu
wnppnnwwunhyw wugwd pnidwnniutnh $hghywywt $ncuyghnuwniejwl ypw:

Pwpnlu d6q: bJ wuncup ....... E: Bu hwpgwgpnigwduwn Gd U UGpywjwguncd GU
Ruwjwuwnwuh UdGphyjwl Rwdwjuwpwuh @phwtdtwuh wuy. Unnnpwwwhwywl
Ghwnnipyntuubph Swynintinp: Nuwunnuywu nhdwindwjhU wfuwwnwuph
2ngwuwyutpnd Jtup hpwlwuwgunwd GU Jh hGunwgnunncencu, nph bwwwnwyl £
nLuncdbwuhptp unghwiwywl gnpénuutiph wagnbgniencup tpuwuncd
UnUpwagnpwjht hnnh wdpnngwlwu wnpppnwwunhlyw wugwé pnidwnniutiph
2undnnnLbwyncejwl Jepwywugdwlu ypw:

InLp hpwyhpywé Gp dwulwygbine wju hwpgdwup, pwuh np 2024 . Uwpwn-
Utiwwntdptn wdhultiph pupwgenid Gupwnyyt Gp ynupwagnpwihu hnnh
wdpnngswywl thnfuwphudwU® Gpuwup punpjwé Gptp pd2ywywu YGunpnuubphg
Jdayned:

Utlup LwiuwwnbGunwd Gup wju hwnpgnudUu wugywglt) 212 wlédwug 2pgwlned, U Gpb
e hwdwéwjutp Jwulwygtl, Yhubp wjn wuadwlughg Jtyp: Iwpgnwdp Yunuh 10-
15 pnwt: Rwnpgbpp yyGpwptptu atp 2updnnnibwynupjwun W wenngnuepjwl hGwn
wnUsdnn wyj. gnpénultnh:

atp Jwuliwygnipjniul wju hwpgdwup wdwydnp £, U ep hpwyncup ntubp
gwuywgwsé wywhh hwpgnudhg hpwdwnybp ywd wju punhwwnG: Lwl, dnep jupnn
Gp pwg pnnub; gwuywgwé hwng, nphu Wwwnwufuwub] s6p gwuywunwd:

Utlup ywwwhnytlup atnp inpwdwnpwdé pninn wbntyniejniuutph gununuhnienlun:
atn wunLtup gununuh yduw W sh upgh npuk wntn, huy nuwunnwywt ptgnud
LuGpwndwdé Y hutu dhwyu pninp dwulwyhgutph ywwnwufuwulutph hwdwpwywl
wpnynLtupubpp: 36p wuép gununuh yduw b gh pwgwhwjnygh wju hwpgdwl
wpryncupubpp UEpYwjwgunn nput hpwwwpwydwl Ywd Ginyprh Jdte: Atp
dwulwygnipntul wju hGnwgnungpjwup npuE rhuy sh wywpniuwynod atiq
hwdwp: Hnp npuk ognuin L s6p unwlw atp Jwuliwygnientuhg, uwywjl atn
wuytné wwuwnwufuwulbpp 2wwn Ywnplunp GU, pwuh np Ywnpnn GU bwwuwntl, nn
pdh2yutpp bW wrnnpwwywhwywl Jwuliwgbwnutpu wdbih wpnncbwytun duny
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ogutlu Ynupwagnpwjhucbwytwn duny ogutl pwwn Yuwplunp Guwugwd
pnLdwnniubphu:

Bt nLlbp nput hwpg wju htnwgnunnuejwt yGpwptbpjwi, Ywnpnn Ge Yuw
hwuwnwwnt] hhduwywu hGunwgnunnn®™ nnyunnp UWuwhhun Ydhpéjwuh hGwn hGunlyw
(+374-60) 612592 htnwfunuwhwdJwnny:

Bt Ywnénud bp, np kg htwn wpnwpwgh s&U Jwpdb ywd 26g Juwu E hwugybg
hGunwgnuincejwup Jwutwygtine wpnyniupned, Ywnnn Ge nhdtp inhyhu Ywpnnihh
Rwjnpnudjwupu (RUR-h ghinwhGunwgnunwywl Ephlywihu hwuduwdnnnyh
hwdwywngnn; (374-60) 612561).

RQwdwéw’ju Gp Jwulwygt] wju hwpgdwup: Brt wn, wwyw Ywnpn’n Gup
2wnpnituwyt hwpgnedp:
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Appendix 5

SES score
Items included in the calculation of the AIWealth Score and
weights assigned to each response option (SES) score

Response options Weights
9. How many employed household members do you have?

-no one 0.0
-one 1.0
-two 2.0
-three 3.0
-four 4.0
-five (the highest in the sample) 5.0

13. How would you rate your family’s general standard of living?

-Substantially below average 0.0
-Little below average 1.0
-Average 2.0
-Little above average 3.0
-Substantially above average 4.0

15. Do you or anyone in your family have any of the following items:

15.1. Computer/laptop

- one 0.5
- two 1

- three 1.5
- no 0.0
15.2. Automobile:

- one 1.0
- two 2.0
- three 3.0
- no 0.0
15.3 . Garage

- one 2.5
- two 5

- three 75

- No -no/missing 0.0




15.4 . Vacation home/villa

- one 3.5
- two 7
-no/missing 0.0
15.5. Own home now (includes paying a mortgage)

- one 3.5
- two 7
-no/missing 0.0
14. The average amount of your household expenditures per month is:

-Less than 100,000 drams 0.0
-101,000 - 200,000 drams 1.0
-201,000 - 300,000 drams/don’t know/missing 2.0
-301,000 - 400,000 drams 3.0
-401,000 - 500,000drams 4.0
- Above 501000 drams 5.0
Total score 40
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Appendix 6

Table of variables

Variable Types and Measurements

Variable Type Measure Source
Dependent variable
Self — reported physical Continuous | Score 0-48 Phone call
functioning interview
Independent variables
Socio- Age Continuous [ number of Record review
demographic completed years form, Phone call
factors interview
Gender Binary male =0 Record review
female =1 form
Hight Continuous | Cm Record review
form, Phone call
Weight Continuous | Kg Interview
BMI Continuous | Kg/(cm)? Record review,
Phone call
interview
Province Categorical | Yerevan=1 Record review
Ararat =2 form
Aragatsotn=3
Armavir=4
Gegharkunik=5
Kotayk=6
Lori=7
Shirak=8
Syunik=9
Tavush=10
Vayotz Dzor=11
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Variable Type Measure Source
Residency Binary Urban =1
Rural =0
Educational Categorical Incomplete school | Phone call
level (less than 10 years) | interview
school (10 -
12years)
Professional
technical education
Institute,
University/
(bachelor, master)
Postgraduate
Marital status Categorical married/ separated/ | Record review
divorced/widowed/ | form, Phone call
single interview
Family size Continuous [ Number of Phone call
household members | interview
Social Support Social Support | Continuous | Score 0-32 I_Dhone_ call
o interview
Eight items each
ranging score 0-4
Socioeconomic | SES score Continuous | Score 0-25 Phone call
factors interview
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Variable Type Measure Source
Employment Categorical Self-employed, Record review
status Regular worker, form, Phone call

Farmer, Seasonal interview
worker, Military,
Retired,
Unemployed
Number of Continuous | Number of Phone call
employed employed interview
household household members
members
Household Ordinal Less than 100 000 | Phone call
expenditures /101000-200000 interview
/201000-300000
/301000-400000 /
Above 401000
Don’t know
Home Nominal Yes=1 No=0
ownership
Vehicle Nominal Yes=1 No=0 Phone call
ownership interview
Computer Nominal Yes=1 No=0
(Laptop)
ownership
Garage Nominal Yes=1 No=0
ownership
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Variable Type Measure Source
Vacation villa Nominal Yes=1 No=0
ownership
Family’s Categorical Substantially below
general standard average
of living Little below
average
Average
Little above average
Substantially above
average
Control Anxiety Continuous | Score 0-21 Phone call
variables interview
Depression Continuous Score 0- 48 Phone call
interview
Self Related Binary Excellent, Very Phone call
Health good, Good — 1 interview
Fair, Poor - 0
Comorbidities [ Binary Multimorbidity Chart review

(two or more
chronic diseases) =1

One other disease
no others=0

form, Phone call
interview
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Appendix 7

Theoretical framework
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