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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 
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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. 
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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.  
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Introduction 

Total hip arthroplasty (THA) is a common surgery worldwide1. More than a million THAs are 

done each year globally2. The development of THA and its contribution to the history of surgery 

identifies this procedure as the operation of the century3. 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 diseases4. THA is a surgical process in which the damaged surfaces of the hip 

joint undergo replacement with artificial components4.  

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 4. More than 

370,000 total hip replacements (THRs) are conducted annually in the United States2, 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 20305. 

More than 100,000 THAs are conducted in the UK annually, and this number is increasing each 

year5. 

Osteoarthrosis (OA) is a degenerative and widespread disease that harms the major joints of the 

body7. Globally, 303 million people suffer from hip or knee OA7.  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 year7.  In the Eastern European region, 11.6 million 

people are affected by  hip or knee OA7. Globally, at ages  of 60 years and older, 10% of men 

and 18% of women have OA8.  
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When conservative treatment options deplete their potential and cannot achieve any 

improvement in patient’s physical functioning and pain reduction, THA becomes the best 

solution9. The National Institute for Healthcare and Care Excellence (NICE) of England suggests 

surgeries when there are persistent restrictions of the joint functioning and severe pain10. 

Approximately 93% of THAs in the UK are performed due to the end-stage osteoarthrosis (OA) 

of the major joints6. 

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 2021.11 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 people12. 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, respectively13. 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). 13 

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 THAs performed in Armenia was not available. Based on the 

personal inquiries of the student investigator, the approximate number of annual THAs and total 



11 

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 THAs 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 OA14. After THA, patients report a reduction of pain and 

enhancement of physical functioning15. According to the World Health Organization (WHO), 

joint and bone diseases can lead to physical disability in approximately 25% of the population by 

205016. 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 life17. 

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 THA15. To achieve recovery of patients' physical functioning as soon as possible, it is 

essential to prevent complications of the surgery18.  
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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 activities9. 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 THA9.  

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 

months10. Twelve months is considered a threshold required to obtain full recovery after THA10.      

Nevertheless, it is important to note that each individual's experience is unique and personal 

factors can influence the length of recovery after THA1 

Determinants of physical recovery after THA 

Social determinants of health are factors in which people live, work, and grow.1920 Several 

studies have indicated a link between social support and recovery outcomes after THA21–23. It is 

well-known that married people have better postoperative outcomes and functional status than 

those living alone21. 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 

activities22. Brembo et al. (2017) found that those living with a spouse or other family member(s) 

receive better social support compared to those living alone23.   

Different studies found that lower socioeconomic status is a determinant of longer post-surgical 

recovery and is associated with worse functional outcomes24,25. 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 THA21. An important socio-economic factor is education, 
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as patients with higher educational level achieve better recovery and higher levels of 

functionality21,24. 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 deprived25. This is even regardless the fact 

that the most deprived populations undergo THA at younger ages, although they suffer from 

more comorbidities25. Gender is also a determinant of recovery after THA. It has been 

demonstrated that females have a longer recovery period compared to males.23 Being female is 

also associated with more severe and persistent pain after surgery26. 

A study showed that age is an important determinant of recovery, inversely related to it, 

especially among those who underwent THA due to hip fracture27. 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 surgery28. Compared to 

younger patients, elderly people rarely achieve the same level of functional activity after THA28. 

Several studies demonstrated that younger age is highly associated with better postoperative 

physical functioning outcomes15,29. 

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 obesity30. 

Studies have shown that people in high-income countries eat healthier diets30. The prevalence of 

obesity is rising worldwide31. 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 diet31. 

According to the WHO guidelines, those with a body-mass index (BMI) >= 30 kg/m are 

classified as obese32. Obese patients are documented to have more comorbidities than those with 

normal weight33. Obesity can lead to different complications of existing diseases. It is also a 
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well-established risk factor for developing OA33. A meta-analysis found that obesity adversely 

impacts the outcomes of THA33. It increases the risk for post-operative complications and longer 

recovery33. Certain medical facilities are postponing surgical procedures, particularly THA, until 

patients achieve satisfactory weight loss and meet the established BMI criteria31. Obese patients 

have worse functional status after THA compared with non-obese patients24. The reason for this 

can be mechanical stress on joints due to weight, sedentary lifestyle, or lack of activity24. Also, 

higher BMI is associated with more postoperative pain and dysfunction of joints15,34. 

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

obese subjects35.  

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 functioning36. 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 THA18. 

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 

others10. This is a reciprocal relation, though, as psychological outcomes improve significantly 

during the first six months after the THA10. 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-efficacy34. It was shown that perceived lower self-efficacy impacts the recovery and 

predisposes to anxiety, which in its turn is related to poor recovery23. 
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Comorbidities are among the strong determinants of recovery of physical functioning after 

THA15,34. Comorbidities not only hinder the recovery but exacerbate pain and make the hospital 

stay longer15. According to one study, elderly patients with comorbidities have worse outcomes 

of pain and physical functioning23. Research indicates that suffering from other chronic diseases 

is negatively associated with patients’ functional status after THA24.  

Theoretical Framework 

The theoretical framework for this study is WHO’s suggested conceptual framework of social 

determinants of health37. This framework illustrates the role and way how different factors 

impact the health outcomes of individuals37. 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 globally17,36,38–40. 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 22,41–43. 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)44,45.  

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 point46.  

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, 
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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 Izmirlyan 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 recovery47. 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 usual48. 

● 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)49. We used the following 

parameters:  

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

Power (1−β): 0.8 or 80% 

𝑍𝛼/2is the critical value for a two-tailed test, at the significance level α=0.05, the 𝑍𝛼/2≈1.96 

𝑍𝛽 is the Z-score associated with the desired power (0.8), and 𝑍𝛽 ≈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. 

 

𝑁 =
(𝑍0.5𝛼+𝑍𝛽 )2(𝜎1

2+ 𝜎2
2)

𝑝2  = 
(1.96 + 0.84)2 (7.62 +5.22)

2.52 = 
2.82 ∗ (57.76 + 27.04)

6.25
= 

7.84 ∗ 84.8

6.25
=106 

 

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)2), 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 cases44,45. 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 items50. 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 poor50.  

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 options50. 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 support51. 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 support52. 
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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”53.  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 

anxiety53. 

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 population51.  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 ID 

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 0-3954. 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)55. 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 research21,22,40,43,56,23.  

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 THA56. 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 factor22. 

Another study also found the important role of social support from family members, especially 

from the spouse for elderly patients40. 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 countries25,30,57,58. Deprivation created different obstacles on the way to 

the recovery, resulting in poorer physical functioning and more physical pain compared to those 

not deprived25. The same was shown for the extent of affluence: the more affluent was the 

patient, the better was his/her post-operative functional status57. 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 THA24,30,31,59. A study found that both 

socioeconomic position and obesity can have an impact on the incidence of arthrosis and 

recovery after THA30. In a meta-analysis, obesity was negatively related to postoperative 

recovery of patients after THA31. The influence was expected to be so strong that some doctors 

refused to operate on their patients until they reached the targeted BMI31. 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%24. However, in a study by Witkam et al. (2022) conducted in England, it 

was 47%30. 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 association10,34,36. 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 variables34. Other studies mentioned 

poor postoperative outcome among depressed patients10,36. Moreover, they found a correlation in 

a one-year follow-up period for poor functionality of the hip among participants who had high 

depression36.   

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 

(n=107) 

Recovered 

(n=103)        

p-value Total 

(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, 

mean(SD) 

210 8.99(3.02) 10.33 (3.21) 0.002 9.65(3.18) 

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) 

  



45 

 Table 2: Univariate linear regression analysis between selected characteristics and OHS 

in a multicenter cross-sectional study, Yerevan, 2025 (valid n=203) 

Characteristics B 95%CI β 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 

Good, Good 

6.73 (4.37) - (9.09) 0.36 <0.01 

Fair, Poor Ref    

  



46 

Psycho-social variables 

Social Support score 0.25 0.07 - 0.43 0.19 0.006 

Anxiety score -1.01 (-1.28) - (-0.73) -0.45 <0.01 

Depression score -0.72 (-0.91) - (-0.53) -0.46 <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%CI 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, 

Good 

0.42 0.29-0.59 <0.001 

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%CI 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 β 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 

 

JOURNAL FORM 

Medical Center __________________ 

    

 

RESULT CODES (RC) 

1. Completed interview 

2. No such case (wrong 

name, wrong address) 

3. No response (nobody 

answered the call) 

4. Refusal  

5. Respondent doesn’t understand Armenian  

6. Postponed interview 

7. Incomplete interview  

8. Died 

9. Other ___________________________________________ 

ID # 

 

Patient’s  

Name, Surname  

 

Patient’s  

phone 

 

Patients second 

phone number     

(If available) 

Date (DD-

MM) 

 

Attempt 

1 

Result 

 

Attempt 

2 

Result 
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Appendix 3 

Questionnaire English version 

 

Questionnaire 

 

1 What is your sex: • 1. Male               

• 2. Female 

2 How old are you (please, state the number of 

completed years)?  

   ______ Years 

3 What is your current weight and height:    _______ kg        ________ cm 

4 Do you have any chronic conditions (e.g. diabetes, 

hypertension, etc.? if yes, please specify. 

• 1.Yes.       Specify the disease _________ 

• 2. No   

5 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 

• 6.   Other _____ 

6 What is the total number of people living in your 

household (including yourself)? 

     

______Persons 

7 What is your marital status 

 

• 1. Married 

• 2. Separated/Divorced 

• 3. Widowed 

• 4. Single 

8 Are you currently employed?  

 

• 1. Self-employed 

• 2. Regular worker 

• 3. Farmer 

• 4. Seasonal worker 

• 5. Military 

• 6. Work with hourly rate 

• 7. Retired 

• 8. Unemployed  

9 How many members of your household (including 

yourself) are currently employed (including self-

employed, seasonal worker, farmer, or other regular 

worker)?   

 

 

 ________ Persons  

10 Oxford Hip Score  

• 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 

• 2. 16 to 30 minutes 

• 3. 5 to 15 minutes 

• 4. Around the house only  

• 5. Not at all -pain severe on walking 

7. During the past 4 weeks… 

Have you been able to climb a flight of stairs? 

• 1. Yes easily 

• 2. With little difficult 

• 3. With moderate difficulty 

• 4. With extreme difficulty 

• 5. 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? 

• 1. Not at all painful 

• 2. Slightly painful 

• 3. Moderately painful 

• 4. Very painful 

• 5. Unbearable  

 

• 1. 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? 

• 3. Often, not just at first 

• 4. Most of the time 

• 5. All of the time 

10. During the past 4 weeks........ 

Have you had any sudden, severe pain - 'shooting', 'stabbing' or 

'spasms' - from the affected hip? 

• 1. No days  

• 2. Only 1 or 2 days 

• 3. Some days 

• 4. Most days 

• 5. Every day 

11. During the past 4 weeks........ 

How much has pain from your hip interfered with your usual 

work (including housework)? 

• 1. Not at all 

• 2. A little bit 

• 3. Moderately 

• 4. Greatly 

• 5. Totally 

12. During the past 4 weeks........ 

Have you been troubled by pain from your hip in bed at night? 

• 1. No nights 

• 2. Only 1 or 2 nights 

• 3. Some night 

• 4. Most nights 

• 5. Every night 

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

satisfied are you with:   

 
Very 

dissatisfied 

Dis-

satisfied 

Neither 

dissatisfied 

nor satisfied 

Satisfied 
Very 

satisfied 

11.1 …. your relationships with your 

family members? 
􀀀 0 􀀀 1 􀀀 2 􀀀 3 􀀀 4 

11.2 …how much you see your family 

or friends? 􀀀 0 􀀀 1 􀀀 2 􀀀 3 􀀀 4 

11.3 …your ability to help others? 
􀀀 0 􀀀 1 􀀀 2 􀀀 3 􀀀 4 

 
Very 

dissatisfied 

Dis-

satisfied 

Neither 

dissatisfied 

nor satisfied 

Satisfied 
Very 

satisfied 

11.4 …your leisure time activities? 
􀀀 0 􀀀 1 􀀀 2 􀀀 3 􀀀 4 

 Not at all 

 
A little Moderately 

Very 

much 
Extremely 

11.5 …How alone do you feel in your 

life? 
􀀀 0 􀀀 1 􀀀 2 􀀀 3 􀀀 4 
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11.6 …To what extent can you count on 

your friends and relatives when you 

need them? 

􀀀 0 􀀀 1 􀀀 2 􀀀 3 􀀀 4 

11.7 …To what extent do you feel 

yourself to be valued by your friends 

and relatives? 

􀀀 0 􀀀 1 􀀀 2 􀀀 3 􀀀 4 

11.8 …To what extent can you share 

your problems with your friends or 

relatives? 

􀀀 0 􀀀 1 􀀀 2 􀀀 3 􀀀 4 

12 How would you describe your health in the last 30 

days? 

• 1. Excellent 

• 2. Very good   

• 3. Good 

• 4. Fair 

• 5. Poor 

13 How would you rate your family’s general standard 

of living? 

 

• 1. Substantially below average 

• 2. Little below average 

• 3. Average 

• 4. Little above average 

• 5. Substantially above average 

14 The average amount of your household expenditures 

per month is 

• 1. Less than 100,000 drams 

• 2. 101 000 – 200 000 drams 

• 3. 201 000 – 300 000 drams 

• 4. 301 000 – 400 000 drams 

• 5. 401 000 – 500 000 drams 

• 6. Above 501 000 drams 

• 7. Don’t know 

 

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

#  Yes No 

15.1  Computer (Laptop) □ 1 □ 2 

15.2  Automobile:        If yes, how many do you own?   _____ □ 1 □ 2 

15.3  Garage □ 1 □ 2 

15.4  Vacation home/villa □ 1 □ 2 

15.5  Your own home now (includes paying a mortgage) □ 1 □ 2 

 

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 

days 

Over half 

the days 

Nearly every 

day 
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16.1  
Feeling nervous, anxious, or on edge   □ 0 □ 1 □ 2 □ 3 

16.2  
Not being able to stop or control worrying □ 0 □ 1 □ 2 □ 3 

16.3  
Worrying too much about different things   □ 0 □ 1 □ 2 □ 3 

16.4  
Trouble relaxing   □ 0 □ 1 □ 2 □ 3 

16.5  
Being so restless that it's hard to sit still   □ 0 □ 1 □ 2 □ 3 

16.6  
Becoming easily annoyed or irritable □ 0 □ 1 □ 2 □ 3 

16.7  Feeling afraid as if something awful might 

happen   
□ 0 □ 1 □ 2 □ 3 

 

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 

or 

none 

of the 

time 

(<1 

day) 

Some of the 

time (1-

2days) 

 

Moderate 

amount 

of 

time 

(3-4 days) 

All of the 

time 

(5-7 days) 

 

17.1  I was bothered by things that usually don't 

bother me. 
□ 0 □ 1 □ 2 □ 3 

17.2  
I did not feel like eating; my appetite was poor. □ 0 □ 1 □ 2 □ 3 

17.3  I felt that I could not shake off the blues even 

with help from my family or friends. 
□ 0 □ 1 □ 2 □ 3 

17.4  I had trouble keeping my mind on what I was 

doing. 
□ 0 □ 1 □ 2 □ 3 

17.5  
I felt depressed. □ 0 □ 1 □ 2 □ 3 

17.6  
I felt that everything I did was an effort. □ 0 □ 1 □ 2 □ 3 

17.7  
I thought my life had been a failure. □ 0 □ 1 □ 2 □ 3 

17.8  
I felt fearful. □ 0 □ 1 □ 2 □ 3 

17.9  
My sleep was restless. □ 0 □ 1 □ 2 □ 3 

17.10  
I talked less than usual. □ 0 □ 1 □ 2 □ 3 
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17.11  
I felt lonely.  □ 0 □ 1 □ 2 □ 3 

17.12  
People were unfriendly. □ 0 □ 1 □ 2 □ 3 

17.13  
I had crying spells. □ 0 □ 1 □ 2 □ 3 

17.14  
I felt sad.  □ 0 □ 1 □ 2 □ 3 

17.15  
I felt that people disliked me. □ 0 □ 1 □ 2 □ 3 

17.16  
I could not get "going". □ 0 □ 1 □ 2 □ 3 
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Questionnaire։ Armenian version 

Հարցաշար 

1.  Խնդրում եմ նշել Ձեր սեռը: • 1.Արական 

• 2. Իգական 

2. Քանի՞ տարեկան եք Դուք (Խնդրեմ, նշեք 

լրացած տարիների թիվը): 

   ______ տարեկան 

3. Խնդրում եմ նշել Ձեր քաշը և հասակը:    _______ կգ        ________ սմ 

4. Խնդրում եմ նշել՝ արդյոք տառապու՞մ եք 

որևէ քրոնիկ  հիվանդությամբ, եթե այո, 

ապա նշեք անունները: 

• 1.Այո.  Նշեք 

հիվանդությունը_________ 

• 2. Ոչ   

5. Նշեք խնդրեմ ամենաբարձր կրթությունը, 

որ Դուք ստացել եք:  

 

• Թերի միջնակարգ (10 տարուց քիչ)  

• Միջնակարգ (10-12 տարի) 

• Միջին մասնագիտական 

(ուսումնարան) 

• Բարձրագույն (բակալավրիատ, 

մագիստրատուրա) 

• Հետդիպլոմային (ասպիրանտուրա, 

դոկտորանտուրա) 

6. Խնդրում եմ նշել, թե փաստացի քանի՞ 

հոգի է ապրում Ձեր ընտանիքում 

(ներառյալ Դուք)։ 

     

______ անձ 

7. Խնդրում եմ նշել Ձեր ամուսնական 

կարգավիճակը։ 

• 1. Ամուսնացած 

• 2. Ամուսնալուծված 

• 3. Այրիացած 

• 4. Չամուսնացած 

8. Դուք ներկայումս աշխատու՞մ եք: • 1. Այո, աշխատում եմ 

• 2. Ինքնազբաղված եմ 

• 3. Հողագործ եմ 

• 4. Սեզոնային աշխատող եմ 

• 5. Զինվորական եմ 

• 6. Թոշակառու եմ 

• 7. Չեմ աշխատում  
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9. Խնդրում եմ նշել, թե Ձեր ընտանիքում 

քանի՞ հոգի է աշխատում (ներառյալ Դուք 

և նրանք, ովքեր ինքնազբաղված են, 

հողագործ, սեզոնային կամ արտագնա 

աշխատող)։ 

   

 

• ________ անձ 

10. Օքսֆորդի կոնքի հարցաշար 

10.1. Նախորդ 4 շաբաթվա ընթացքում... 

Ինչպե՞ս կնկարագրեք ցավը, որը սովորաբար 

զգացել եք Ձեր կոնքազդրային հոդում։ 

• 1. Չի եղել 

• 2. Շատ թույլ 

• 3. Թույլ 

• 4. Չափավոր 

• 5. Ուժեղ 

10.2. Նախորդ 4 շաբաթվա ընթացքում... 

Ունեցե՞լ եք լողանալու, կամ լողանալուց հետո 

Ձեր մարմինը չորացնելու հետ կապված 

դժվարություն՝ Ձեր կոնքազդրային հոդի 

պատճառով: 

• 1. Ոչ մի դժվարություն 

• 2. Շատ թեթև դժվարություն 

• 3. Չափավոր դժվարություն 

• 4. Ծայրահեղ դժվարություն 

• 5. Ընդհանրապես չեմ 

կարողացել 

10.3. Նախորդ 4 շաբաթվա ընթացքում... 

Ունեցե՞լ եք որևէ դժվարություն՝ մեքենա կամ 

հասարակական տրանսպորտ նստելու կամ 

իջնելու հետ կապված՝ Ձեր կոնքազդրային հոդի 

պատճառով: 

• 1. Ոչ մի դժվարություն 

• 2. Շատ թեթև դժվարություն 

• 3. Չափավոր դժվարություն 

• 4. Ծայրահեղ դժվարություն 

• 5. Ընդհանրապես չեմ 

կարողացել 

10.4.   Նախորդ 4 շաբաթվա ընթացքում... 

Կարողացե՞լ եք ինքնուրույն հագնել գուլպաներ, 

կիսագուլպաներ կամ զուգագուլպաներ։ 

• 1. Այո, հեշտությամբ 

• 2. Թեթև դժվարությամբ 

• 3. Չափավոր դժվարությամբ 

• 4. Ծայրահեղ դժվարությամբ 

• 5. Ընդհանրապես չեմ 

կարողացել 

10.5. Նախորդ 4 շաբաթվա ընթացքում... 

Կարողացե՞լ եք ինքնուրույն կատարել առօրյա 

գնումներ։ 

• 1․ Այո, հեշտությամբ 

• 2. Թեթև դժվարությամբ 

• 3. Չափավոր դժվարությամբ 

• 4. Ծայրահեղ դժվարությամբ 

• 5. Ընդհանրապես չեմ 

կարողացել 

10.6. Նախորդ 4 շաբաթվա ընթացքում... • 1. Ավելի քան 30 րոպե՝ ցավ չի 

եղել 
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Որքա՞ն ժամանակ եք կարողացել քայլել 

(ձեռնափայտի օգնությամբ կամ առանց դրա)՝ 

նախքան Ձեր կոնքազդրային հոդում սուր ցավ 

զգալը:  

• 2. 16-ից 30 րոպե 

• 3. 5-ից 15 րոպե 

• 4. Կարողացել եմ միայն տան 

մեջ տեղաշարժվել 

• 5.  Չեմ կարողացել քայլել՝ 

սուր   ցավերի պատճառով 

10.7. Նախորդ 4 շաբաթվա ընթացքում… 

Կարողացե՞լ եք աստիճաններով բարձրանալ մեկ 

հարկ։ 

• 1. Այո, հեշտությամբ 

• 2. Թեթև դժվարությամբ 

• 3. Չափավոր դժվարությամբ 

• 4. Ծայրահեղ դժվարությամբ 

• 5. Ոչ, չեմ կարողացել 

10.8. Նախորդ 4 շաբաթվա ընթացքում․․․  

Ճաշելուց հետո որքա՞ն ցավոտ է եղել Ձեզ համար 

աթոռից կանգնելը՝ ձեր կոնքազդրային հոդի 

պատճառով։ 

• 1. Ընդհանրապես անցավ 

• 2. Թեթևակի ցավոտ 

• 3. Չափավոր ցավոտ 

• 4. Շատ ցավոտ 

• 5. Անտանելի ցավոտ 

10.9. Նախորդ 4 շաբաթվա ընթացքում․․․. 

Քայլելիս կաղացե՞լ եք՝ Ձեր կոնքազդրային հոդի 

պատճառով։ 

• 1. Հազվադեպ/երբեք 

• 2. Երբեմն կամ միայն սկզբում 

• 3. Հաճախ՝ ոչ միայն սկզբում 

• 4. Հիմնականում 

• 5. Մշտապես 

10.10. Նախորդ 4 շաբաթվա ընթացքում․․․   

Ունեցե՞լ եք արդյոք ծակոցի կամ կծկման տիպի 

հանկարծակի, սուր ցավ՝ վիրահատված հոդում։ 

• 1. Ոչ մի օր 

• 2. Միայն մեկ կամ երկու օր 

• 3. Մի քանի օր 

• 4. Օրերի մեծ մասը 

• 5. Ամեն օր 

10.11. Նախորդ 4 շաբաթվա ընթացքում․․․ 

Ինչքանո՞վ է Ձեր կոնքազդրային հոդի ցավը 

խանգարել Ձեր առօրյա աշխատանքին (այդ 

թվում՝ տնային գործերին)։ 

• 1. Ընդհանրապես չի 

խանգարել 

• 2. Քիչ է խանգարել 

• 3. Չափավոր 

• 4. Շատ 

• 5. Լիովին 

10.12. Նախորդ 4 շաբաթվա ընթացքում․․․     

Ունեցե՞լ եք արդյոք կոնքազդրային հոդի 

գիշերային ցավեր անկողնում։ 

• 1. Ոչ մի գիշեր 

• 2. Միայն մեկ կամ երկու գիշեր 

• 3. Մի քանի գիշեր 

• 4. Գիշերների մեծ մասը 

• 5. Ամեն գիշեր 
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11. ²Ù»Ý Ñ³ñóÇ Ñ³Ù³ñ ÁÝïñ»Éáí å³ï³ëË³ÝÇ` Ò»½ Ñ³Ù³ñ ³Ù»Ý³×Çßï ï³ñµ»ñ³ÏÁ, 

Ýß»ù, ËÝ¹ñ»Ù, Ã» ¸áõù áñù³Ýá±í »ù ·áÑ.   

 
Þ³ï 

¹Å·áÑ 
¸Å·áÑ 

àã ¹Å·áÑ, áã 

¿É`·áÑ 
¶áÑ Þ³ï ·áÑ 

11.1 …. Ò»ñ 

÷áËÑ³ñ³µ»ñáõÃÛáõÝÝ»ñÇó 

Ò»ñ ÁÝï³ÝÇùÇ ³Ý¹³ÙÝ»ñÇ 

Ñ»ï։ 

􀀀 0 􀀀 1 􀀀 2 􀀀 3 􀀀 4 

11.2 … ԱÛÝ Å³Ù³Ý³ÏÇó, áñ 

Ñ³ïÏ³óÝáõÙ »ù Ò»ñ 

ÁÝï³ÝÇùÇÝ ¨ ÁÝÏ»ñÝ»ñÇÝ։ 

􀀀 0 􀀀 1 􀀀 2 􀀀 3 􀀀 4 

11.3 … ՈõñÇßÝ»ñÇÝ û·Ý»Éáõ Ò»ñ 

Ï³ñáÕáõÃÛáõÝÇó։ 
􀀀 0 􀀀 1 􀀀 2 􀀀 3 􀀀 4 

11.4 ․.․Ò»ñ ³½³ï Å³Ù³Ý³ÏÁ ¨ 

Ñ³Ý·ÇëïÁ Ï³½Ù³Ï»ñå»Éáõó։ 
􀀀 0 􀀀 1 􀀀 2 􀀀 3 􀀀 4 

 
Ամենևին Մի քիչ 

Միջին 

չափով 
Շատ 

Չափա-

զանց 

11.5 … àñù³±Ý ÙÇ³ÛÝ³Ï »ù 

½·áõÙ Ò»½ ÏÛ³ÝùáõÙ: 
􀀀 0 􀀀 1 􀀀 2 􀀀 3 􀀀 4 

11.6 … Æ±Ýã ã³÷áí Ï³ñáÕ »ù 

ÑáõÛë ¹Ý»É Ò»ñ ÁÝÏ»ñÝ»ñÇ ¨ 

µ³ñ»Ï³ÙÝ»ñÇ íñ³, »ñµ Ýñ³Ýó 

Ï³ñÇùÝ áõÝ»Ý³ù։ 

􀀀 0 􀀀 1 􀀀 2 􀀀 3 􀀀 4 

11.7 ․․․Որքա՞ն գնահատված եք 

զգում Ձեզ՝ Ձեր մտերիմների 

կողմից։ 

􀀀 0 􀀀 1 􀀀 2 􀀀 3 􀀀 4 

11.8 ․․․ Ի՞նչ չափով կարող եք 

անկեղծանալ Ձեր մտերիմների 

մոտ՝ Ձեր խնդիրների մասին 

խոսելիս։ 

􀀀 0 􀀀 1 􀀀 2 􀀀 3 􀀀 4 

12   ÆÝãå»±ë ÏµÝáõÃ³·ñ»Çù Ò»ñ 

³éáÕçáõÃÛáõÝÁ í»ñçÇÝ 30 ûñí³ ÁÝÃ³óùáõÙ: 

 

• 1. Գերազանց 

• 2. Շատ լավ 

• 3. Լավ 

• 4. Բավարար 

• 5. Վատ 
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13    Ինչպե՞ս կգնահատեիք Ձեր ընտանիքի 

նյութական վիճակը: 

 

• 1. Միջինից բավականին ցածր   

• 2. Միջինից մի փոքր ցածր   

• 3. Միջին 

• 4. Միջինից մի փոքր բարձր   

• 5. Միջինից բավականին բարձր 

14    Միջինում, ամսական որքա՞ն գումար է 

ծախսում Ձեր ընտանիքը: 

 

• 1. 100,000 դրամից քիչ 

• 2. 101 000 – 200 000 դրամ 

• 3. 201 000 – 300 000 դրամ 

• 4. 301 000 – 400 000 դրամ 

• 5. 401 000 – 500 000 դրամ 

• 6. 501 000 դրամից ավելի  

• 7. Չգիտեմ 

15  Նշեք, խնդրեմ, թե Ձեր ընտանիքն այս հարմարություններից ո՞րն 

ունի՝ սարքին վիճակում: 

#  Այո Ոչ 

15.1  Համակարգիչ ( Լափթոփ).  ա) Եթե այո, ապա քանի՞ 

հատ ———   
□ 1 □ 2 

15.2  Ավտոմեքենա   ա) Եթե այո, ապա քանի՞ հատ ———   □ 1 □ 2 

15.3  Ավտոտնակ     ա) Եթե այո, ապա քանի՞ հատ ———   □ 1 □ 2 

15.4  Ամառանոց        ա) Եթե այո, ապա քանի՞ հատ ———   □ 1 □ 2 

15.5  Սեփական տուն (Ներառյալ հիպոթեքով). ա) Եթե 

այո, ապա քանի՞ հատ ———   
□ 1 □ 2 

 

1   Նշեք, խնդրեմ, թե հետևյալ խնդիրները որքա՞ն հաճախ են անհանգստացրել Ձեզ 

վերջին երկու շաբաթվա ընթացքում (պատասխանեք, խնդրեմ, ԲՈԼՈՐ 

հարցերին անխտիր) 

                        

# 

Վերջին 2 շաբաթվա 

ընթացքում.. 

Հաստատ

՝ ոչ մի օր 

Մի 

քանի 

օր 

Ավելի 

քան 7 օր 

Գրեթե 

ամեն օր 

16.1  Նյարդային վիճակը, 

սրտնեղությունը կամ 

գրգռվածությունը 

□ 0 □ 1 □ 2 □ 3 

16.2  Տագնապը հաղթահարելու 

կամ վերահսկելու 

անկարողությունը 

□ 0 □ 1 □ 2 □ 3 

16.3  Տարբեր առիթներով չափից 

շատ անհանգստանալը 
□ 0 □ 1 □ 2 □ 3 
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16.4  Ներքին լարումից ազատվելու 

անկարողությունը 
□ 0 □ 1 □ 2 □ 3 

16.5  Այնպիսի անհանգստությունը, 

որ դժվարացել եք տեղում 

հանգիստ մնալ   

□ 0 □ 1 □ 2 □ 3 

16.6  Բարկությունը կամ 

գրգռվածությունը՝ չնչին 

պատճառներից 

□ 0 □ 1 □ 2 □ 3 

16.7  Վախը, որ ինչ-որ սարսափելի 

բան կարող է պատահել 
□ 0 □ 1 □ 2 □ 3 

 

17 Üß»ù, ËÝ¹ñ»Ù, Ã» í»ñçÇÝ 7 ûñí³ ÁÝÃ³óùáõÙ ¸áõù áñù³±Ý Ñ³×³Ë »ù ½·³ó»É Ò»½ 

³ÛÝå»ë, ÇÝãå»ë ÝÏ³ñ³·ñí³Í ¿ ³Ûëï»Õ (ä³ï³ëË³Ý»ù, ËÝ¹ñ»Ù, ´àÈàð Ñ³ñó»ñÇÝ)£ 

#  

ì»ñçÇÝ 7 ûñí³ ÁÝÃ³óùáõÙ: 

Ð³½í³¹»å 

Ï³Ù »ñµ»ù 

(0-1 ûñ) 

ºñµ»ÙÝ 

(1-2 ûñ) 

´³í³-

Ï³ÝÇÝ 

Ñ³×³Ë 

(3-4 ûñ) 

Øßï³-

å»ë  

(5-7 ûñ) 

17.1  ºë Ñáõ½íáõÙ ¿Ç ³ÛÝåÇëÇ 

µ³Ý»ñÇó, áñáÝù ëáíáñ³µ³ñ 

ÇÝÓ ã»Ý Ñáõ½áõÙ: 

□ 0 □ 1 □ 2 □ 3 

17.2  ºë ã¿Ç áõ½áõÙ áõï»É: ì³ï 

³ËáñÅ³Ï áõÝ»Ç: 
□ 0 □ 1 □ 2 □ 3 

17.3  ºë ã¿Ç Ï³ñáÕ³ÝáõÙ ³½³ïí»É 

ïËñáõÃÛáõÝÇóª ³Ý·³Ù 

ÁÝï³ÝÇùÇë ¨ ÁÝÏ»ñÝ»ñÇë 

û·ÝáõÃÛ³Ùµ:  

□ 0 □ 1 □ 2 □ 3 

17.4  ºë ã¿Ç Ï³ñáÕ³ÝáõÙ 

áõß³¹ñáõÃÛáõÝë Ï»ÝïñáÝ³óÝ»É 

³ñ³ÍÇë íñ³: 

□ 0 □ 1 □ 2 □ 3 

17.5  
ºë ÇÝÓ ÁÝÏ×í³Í ¿Ç ½·áõÙ: □ 0 □ 1 □ 2 □ 3 

17.6  ºë ³Ù»Ý ÇÝã ³ÝáõÙ ¿Ç Ù»Í 

¹Åí³ñáõÃÛ³Ùµ: 
□ 0 □ 1 □ 2 □ 3 

17.7  ºë Ùï³ÍáõÙ ¿Ç, áñ ÏÛ³Ýùë 

Ç½áõñ ¿ ³Ýó»É: 
□ 0 □ 1 □ 2 □ 3 

17.8  
ºë í³Ë ¿Ç ½·áõÙ: □ 0 □ 1 □ 2 □ 3 

17.9  
ºë í³ï ¿Ç ùÝáõÙ: □ 0 □ 1 □ 2 □ 3 
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17.10  ºë ³í»ÉÇ ùÇã ¿Ç ËáëáõÙ, ù³Ý 

ëáíáñ³µ³ñ: 
□ 0 □ 1 □ 2 □ 3 

17.11  
ºë ÇÝÓ ÙÇ³ÛÝ³Ï ¿Ç ½·áõÙ: □ 0 □ 1 □ 2 □ 3 

17.12  
Ø³ñ¹ÇÏ ³Ýµ³ñÛ³ó³Ï³Ù ¿ÇÝ: □ 0 □ 1 □ 2 □ 3 

17.13  ºë É³óÇ åáéÃÏáõÙÝ»ñ ¿Ç 

áõÝ»ÝáõÙ: 
□ 0 □ 1 □ 2 □ 3 

17.14  
ºë ïËáõñ ¿Ç: □ 0 □ 1 □ 2 □ 3 

17.15  ºë ½·áõÙ ¿Ç, áñ ¹áõñ ã»Ù ·³ÉÇë 

Ù³ñ¹Ï³Ýó: 
□ 0 □ 1 □ 2 □ 3 

17.16  ºë ã¿Ç Ï³ñáÕ³ÝáõÙ ÑáõÝÇ Ù»ç 

ÁÝÏÝ»É: 
□ 0 □ 1 □ 2 □ 3 
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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. 

I 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 

Հայաստանի ամերիկյան համալսարան 

Գիտահետազատական էթիկայի թիվ 1 հանձնաժողով 

Մասնակիցների համաձայնության ձև 

 

Հետազոտության թեմա՝ Սոցիալական գործոնների ազդեցությունը Երևան 

քաղաքի հիվանդանոցներում կոնքազդրային հոդի ամբողջական 

արթրոպլաստիկա անցած բուժառուների ֆիզիկական ֆունկցիոնալության վրա: 

 

Բարև ձեզ: Իմ անունը ․․․․․․․ է։ Ես հարցազրուցավար եմ և ներկայացնում եմ 

Հայաստանի Ամերիկյան Համալսարանի Թրփանճեանի անվ. Առողջապահական 

Գիտությունների ֆակուլտետը։ Ուսանողական  դիմպլոմային աշխատանքի 

շրջանակներում մենք իրականացնում եմ մի հետազոտություն, որի նպատակն է 

ուսումնասիրել սոցիալական գործոնների ազդեցությունը Երևանում 

կոնքազդրային հոդի ամբողջական արթրոպլաստիկա անցած բուժառուների 

շարժողունակության վերականգման վրա: 

Դուք հրավիրված եք մասնակցելու այս հարցմանը, քանի որ 2024 թ. Մարտ-

Սեպտեմբեր ամիսների ընթացքում ենթարկվել եք կոնքազդրային հոդի 

ամբողջական փոխարինման՝ Երևանի ընտրված երեք բժշկական կենտրոններից 

մեկում: 

Մենք նախատեսում ենք այս հարցումն անցկացնել 212 անձանց շրջանում, և եթե 

Դուք համաձայնեք մասնակցել, կլինեք այդ անձանցից մեկը։ Հարցումը կտևի 10-

15 րոպե։ Հարցերը կվերաբերեն Ձեր շարժողունակությանը և առողջության հետ 

առնչվող այլ գործոնների։  

Ձեր մասնակցությունն այս հարցմանը կամավոր է, և Դուք իրավունք ունեք 

ցանկացած պահի հարցումից հրաժարվել կամ այն ընդհատել։  Նաև, Դուք կարող 

եք բաց թողնել ցանկացած հարց, որին պատասխանել չեք ցանկանում։  

Մենք կապահովենք Ձեր տրամադրած բոլոր տեղեկությունների գաղտնիությունը։ 

Ձեր անունը գաղտնի կմնա և չի նշվի որևէ տեղ, իսկ ուսանողական թեզում 

ներառված կլինեն միայն բոլոր մասնակիցների պատասխանների հավաքական 

արդյունքները։ Ձեր անձը գաղտնի կմնա և չի բացահայտվի այս հարցման 

արդյունքները ներկայացնող որևէ հրապարակման կամ ելույթի մեջ։ Ձեր 

մասնակցությունն այս հետազոտությանը որևէ ռիսկ չի պարունակում Ձեզ 

համար։ Դուք որևէ օգուտ ևս չեք ստանա Ձեր մասնակցությունից, սակայն Ձեր 

անկեղծ պատասխանները շատ կարևոր են, քանի որ կարող են նպաստել, որ 

բժիշկները և առողջապահական մասնագետներն ավելի արդյունավետ ձևով 



66 

օգնեն կոնքազդրայինւնավետ ձևով օգնեն շատ կարևոր ենանցած 

բուժառուներին։ 

Եթե ունեք որևէ հարց այս հետազոտության վերաբերյալ, կարող եք կապ 

հաստատել հիմնական հետազոտող՝ դոկտոր Անահիտ Դեմիրճյանի հետ հետևյալ 

(+374-60) 612592 հեռախոսահամարով։ 

Եթե կարծում եք, որ Ձեզ հետ արդարացի չեն վարվել կամ Ձեզ վնաս է հասցվել 

հետազոտությանը մասնակցելու արդյունքում, կարող եք դիմել տիկին Վարդուհի 

Հայրումյանին (ՀԱՀ-Ի գիտահետազոտական էթիկային հանձնաժողովի 

համակարգող; (374-60) 612561)․ 

Համաձա՞յն եք մասնակցել այս հարցմանը։ Եթե այո, ապա կարո՞ղ ենք 

շարունակել հարցումը։ 
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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 

-one 

-two 

-three 

-four 

-five (the highest in the sample) 

 

0.0 

1.0 

2.0 

3.0 

4.0 

5.0 

 

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 

 

0.0 

1.0 

2.0 

3.0 

4.0 

 

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

 

 

 

15.1. Computer/laptop  

- one 

- two 

- three 

- no 

 

 

0.5 

1 

1.5 

0.0 

15.2. Automobile:    

- one 

- two 

- three 

- no 

 

1.0 

2.0 

3.0 

0.0 

15.3 . Garage 

- one 

- two 

- three 

- no -no/missing      

 

2.5 

5 

7.5 

0.0 
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15.4 . Vacation home/villa 

- one 

- two 

-no/missing        

 

3.5 

7 

0.0 

 

15.5 .  Own home now (includes paying a mortgage) 

- one 

- two 

-no/missing        

 

3.5 

7 

0.0 

 

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/don’t know/missing 

-301,000 - 400,000 drams 

-401,000 - 500,000drams 

- Above 501000 drams 

 

0.0 

1.0 

2.0 

3.0 

4.0 

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 

functioning 

Continuous Score 0-48  Phone call 

interview 

Independent variables 

 

Socio-

demographic 

factors 

 

Age Continuous  number of 

completed years 

Record review 

form, Phone call 

interview 

Gender Binary male =0 

female =1 

Record review 

form 

Hight Continuous Cm Record review 

form, Phone call 

interview 
Weight Continuous Kg 

BMI Continuous Kg/(cm)2  

 

Record review, 

Phone call 

interview  

Province 

 

Categorical Yerevan=1 

Ararat =2  

Aragatsotn=3 

Armavir=4 

Gegharkunik=5 

Kotayk=6 

Lori=7 

Shirak=8 

Syunik=9 

Tavush=10 

Vayotz Dzor=11 

Record review 

form 
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Variable Type Measure Source 

 

 

Residency  Binary Urban =1 

Rural =0 

 

 

Educational 

level 

Categorical Incomplete school 

(less than 10 years) 

school (10 -

12years) 

 Professional 

technical education 

Institute, 

University/ 

(bachelor, master)  

Postgraduate  

Phone call 

interview 

Marital status  Categorical married/ separated/ 

divorced/widowed/ 

single 

Record review 

form, Phone call 

interview 

 Family size Continuous Number of 

household members  

 

Phone call 

interview 

Social Support 
Social Support Continuous Score 0-32 

Eight items each 

ranging score 0-4  

 

Phone call 

interview 

Socioeconomic 

factors 

SES score Continuous Score 0-25 Phone call 

interview 
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Variable Type Measure Source 

Employment 

status 

Categorical Self-employed, 

Regular worker, 

Farmer, Seasonal 

worker, Military, 

Retired, 

Unemployed  

Record review 

form, Phone call 

interview 

Number of 

employed 

household 

members 

Continuous Number of 

employed 

household members 

 

Phone call 

interview 

Household 

expenditures 

Ordinal Less than 100 000  

/101000-200000  

/201000-300000 

/301000-400000 / 

Above 401000 

Don’t know 

 

Phone call 

interview 

Home 

ownership 

Nominal Yes =1     No=0 

Vehicle 

ownership 

Nominal Yes=1     No=0 Phone call 

interview 

Computer 

(Laptop) 

ownership 

Nominal Yes=1     No=0 

Garage 

ownership 

Nominal Yes=1     No=0 
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Variable Type Measure Source 

Vacation villa 

ownership 

Nominal Yes=1     No=0 

Family’s 

general standard 

of living 

Categorical Substantially below 

average               

Little below 

average              

Average             

Little above average 

Substantially above 

average  

Control 

variables 

 Anxiety Continuous Score 0-21 Phone call 

interview  

Depression  Continuous  Score 0- 48 

 

Phone call 

interview  

Self Related 

Health 

Binary Excellent, Very 

good, Good – 1 

Fair, Poor - 0 

Phone call 

interview 

Comorbidities  Binary Multimorbidity 

(two or more 

chronic diseases) =1  

One other disease 

no others=0 

Chart review 

form, Phone call 

interview 
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Appendix 7 

Theoretical framework 

 
 

 


