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A B S T R A C T

Introduction: Degenerative lumbar spine disease significantly impairs quality of life, yet racial and socioeconomic 
disparities in surgical treatment persist, particularly among BIPOC (Black, Indigenous, and Persons of Color) 
patients, who often experience worse outcomes and are less likely to undergo surgery despite similar or higher 
pain levels.
Objectives: This study explored factors that influence treatment decisions among BIPOC and Non-Hispanic White 
(NHW) patients with degenerative lumbar spine disease, with a focus on understanding how these factors may 
contribute to disparities in surgical care utilization.
Methods: An explorative qualitative study was conducted using semi-structured interviews with 20 patients (10 
BIPOC, 10 NHW) considering lumbar spine surgery for spinal stenosis or disc herniation at three major academic 
institutions in Massachusetts. Thematic analysis identified key themes related to emotional suffering, financial 
concerns, support systems, and familiarity with spine surgery.
Results: BIPOC patients expressed greater anxiety about surgery, often shaped by prior negative healthcare ex
periences and broader systemic mistrust. Financial and occupational concerns were more significant for BIPOC 
patients, who frequently prioritized employment over symptom relief. In contrast, NHW patients more often 
cited quality-of-life goals as their primary motivator. While perception of support systems were comparable 
between the groups, emotional suffering was universally reported emotional suffering, with participants using 
terms such as “miserable,” “scared,” “embarrassed,” and “ashamed.”
Conclusion: Emotional, financial, and trust-related differences shape surgical decision-making among racially and 
ethnically diverse patients with lumbar spine disease. Incorporating culturally responsive communication stra
tegies and decision aids that address patients fears, values, and social contexts may enhance shared decision- 
making and promote more equitable access to spine surgery.

* Corresponding author.
** Corresponding author. Harvard Center for Bioethics Massachusetts General Hospital 55 Fruit Street Boston, MA, 02114, USA.

E-mail addresses: emensah2@bwh.harvard.edu (E. Mensah), twilliamson1@mgh.harvard.edu (T. Williamson). 

Contents lists available at ScienceDirect

Interventional Pain Medicine

journal homepage: www.journals.elsevier.com/interventional-pain-medicine

https://doi.org/10.1016/j.inpm.2025.100596
Received 16 May 2025; Accepted 20 May 2025  

Interventional Pain Medicine 4 (2025) 100596 

2772-5944/© 2025 The Authors. Published by Elsevier Inc. on behalf of International Pain & Spine Intervention Society. This is an open access article under the 
CC BY-NC-ND license ( http://creativecommons.org/licenses/by-nc-nd/4.0/ ). 

https://orcid.org/0009-0004-3874-124X
https://orcid.org/0009-0004-3874-124X
https://orcid.org/0000-0002-3878-5099
https://orcid.org/0000-0002-3878-5099
https://orcid.org/0000-0002-4644-8674
https://orcid.org/0000-0002-4644-8674
https://orcid.org/0000-0003-3548-2313
https://orcid.org/0000-0003-3548-2313
https://orcid.org/0000-0002-4310-8260
https://orcid.org/0000-0002-4310-8260
https://orcid.org/0000-0002-0221-9255
https://orcid.org/0000-0002-0221-9255
mailto:emensah2@bwh.harvard.edu
mailto:twilliamson1@mgh.harvard.edu
www.sciencedirect.com/science/journal/27725944
https://www.journals.elsevier.com/interventional-pain-medicine
https://doi.org/10.1016/j.inpm.2025.100596
https://doi.org/10.1016/j.inpm.2025.100596
http://crossmark.crossref.org/dialog/?doi=10.1016/j.inpm.2025.100596&domain=pdf
http://creativecommons.org/licenses/by-nc-nd/4.0/


1. Introduction

Degenerative lumbar disease affects about 27.3 % of the US popu
lation annually and is a leading cause of low back pain [1]. Patients may 
pursue non-operative treatments like opioid and non-opioid analgesics, 
steroid injections, and physical therapy. For appropriately selected pa
tients who continue to experience pain or disability despite conservative 
management, surgical intervention is both appropriate and beneficial 
[2,3].

Racial and socioeconomic disparities persist in the surgical treatment 
of degenerative lumbar disease in the U.S [4–6]. Black patients are less 
likely than White patients to attend spine clinics, receive physical 
therapy, or undergo imaging––even after controlling for income, edu
cation, and insurance status [7]. While Black, Indigenous, and Persons of 
Color (BIPOC) patients generally experience worse clinical outcomes 
and higher healthcare costs [8–10], some studies report lower rates of 
surgical intervention in this population [11]. However, a large obser
vational study of 42,498 patients with lumbar disease in New York State 
found higher spine surgery utilization among Black patients from 
lower-income zip codes [12]. These conflicting findings emphasize the 
need to better understand the factors driving racial, ethnic, and socio
economic variation in surgical decision-making and access.

The purpose of this study was to better understand how patients 
make decisions for degenerative lumbar spine disease, through an 
exploratory qualitative study using semi-structured interviews. It ex
amines the lived experiences and perspectives of both BIPOC and Non- 
Hispanic White (NHW) patients as they considered surgical 
intervention.

2. Methods

2.1. Study design

This pilot qualitative study used semi-structured interviews and 
thematic analysis to explore factors influencing treatment decision- 
making in BIPOC and NHW patients with degenerative lumbar spine 
disease. The study was approved by the Mass General Brigham Institu
tional Review Board and followed COREQ reporting guidelines 
(Supplementary Table 1) [13].

2.2. Setting and participants

This explorative qualitative study included patients from Massa
chusetts General Hospital, Newton-Wellesley Hospital, and Boston 
Medical Center spine clinics who were evaluated for lumbar spinal ste
nosis or disc herniation between July and December 2023. Eligible 
participants were adults (≥18 years) with imaging- and provider- 
confirmed diagnoses of lumbar spinal stenosis (ICD, M48.06) or acute 
disc herniation (ICD, M51.26). Participants were purposively sampled to 
ensure balanced representation across racial and ethnic groups. Strati
fication was not based on socioeconomic or health literacy, although 
these factors were explored as they emerged organically from partici
pant narratives.

Patients were identified through institutional databases and 
recruited during their initial clinic visits. After obtaining informed 
consent, phone interviews were conducted an average of 44.2 ± 11.634 
days following the clinical encounter. Recruitment continued until 10 
BIPOC and 10 NHW patients completed interviews. The sample size was 
informed by prior qualitative research indicating that 8–13 interviews 
per group are generally sufficient to achieve thematic saturation using a 
combined deductive–inductive approach [14]. Thematic saturation was 
evaluated iteratively during data collection and analysis, and defined as 
the point at which no new codes or themes emerged. This threshold was 
consistent with additional literature suggesting that core thematic pat
terns can be reliably identified with 7–10 interviews per group [15]. 
Patients who did not respond after three contact attempts were classified 

as non-respondents (n = 15).

2.3. Interviews and interview guide

A trained staff member with no previous relationship to study par
ticipants conducted remote, semi-structured interviews after clinic 
visits. Interview questions, developed in collaboration with qualitative 
research experts at the MGH Health Decision Science Center, included 
15 open-ended questions exploring patients’ experiences and perspec
tives on back pain and treatment. Topics included impact of back pain 
on activities of daily living, symptoms, treatment preferences, support 
systems, decision-making processes, risk perceptions, and expectations 
for life post-surgery (Supplementary Table 2). Interviews ranged be
tween 5 min 20 s and 27 min 14 s, with a mean duration of 13 min 29 s.

2.4. Data extraction

BIPOC and NHW patients were identified based on self-reported race 
and ethnicity during clinical intake. Additional clinical and de
mographic data, extracted from patients’ medical records, included age, 
sex at birth, marital status, primary insurance, zip code to calculate Area 
Deprivation Index (ADI) [16], diagnosis, recommended treatment, uti
lized treatment, and treatment site. Interviews were recorded, tran
scribed using the Rev AI transcription service (Rev.com Inc, Austin, TX), 
extracted on Microsoft Excel, and stored securely. All patient, provider, 
and institutional data were de-identified by the interviewer prior to 
analysis. Transcripts were not returned to participants but were 
compared to audio recordings for accuracy.

2.5. Thematic analysis

We conducted a thematic analysis using a combined deductive- 
inductive approach to explore factors influencing patient decision- 
making. Key deductive categories included surgery-related fears, 
health literacy, and social support systems. Simultaneously, inductive 
coding allowed themes to emerge organically from participants’ narra
tives [17]. Two researchers trained in qualitative methods indepen
dently coded the de-identified transcripts, applying both the initial 
deductive framework and open coding for novel content. They met 
regularly to compare interpretations, refine code definitions, and resolve 
discrepancies through discussion. A third researcher facilitated adjudi
cation when consensus was not initially reached. Inter-coder reliability 
was assessed through joint coding of a subset of transcripts and was 
found to be high, with most discrepancies stemming from differences in 
code granularity rather than thematic disagreement. After confirming 
thematic saturation, four team members synthesized the codes into 
overarching themes and subthemes through collaborative discussion 
and axial coding.

3. Results

3.1. Participant demographic characteristics

Ten BIPOC patients (mean age, 56.3 ± 16.5; mean ADI, 22.8 ± 14.5) 
and ten NHW patients (mean age, 63.5 ± 11.0 years; mean ADI, 19.8 ±
14.0) with degenerative lumbar spine disease were interviewed between 
July and December 2023. 60 % of the BIPOC group were female 
compared to 40 % in the NHW group. Racial composition varied, with 
the BIPOC group consisting of 10 % White (Hispanic), 50 % Black, and 
40 % “Other,” while all NHW participants were White. Additionally, 30 
% of the BIPOC group identified as Hispanic/Latino (Table 1).

3.2. Participant diagnosis and treatment characteristics

In the BIPOC group, 70 % were treated at BMC, compared to 10 % in 
the NHW group. 90 % of the NHW group were treated at MGB-affiliated 
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sites. Regarding diagnosis, 60 % of BIPOC patients had spinal stenosis, 
while all NHW patients had this condition. Conversely, 40 % of BIPOC 
patients had lumbar herniation. 80 % of BIPOC patients were recom
mended for surgery, compared to 50 % of NHW patients. Although 
treatment concordance was the same in both groups (80 %), 20 % of 
BIPOC patients chose conservative treatment despite recommended for 
surgery, compared to 10 % in the NHW group. Additionally, 10 % of 
NHW patients recommended conservative treatment opted for surgery 
instead (Table 2).

3.3. Qualitative thematic analysis

The initial deductive thematic analysis identified four overarching 
themes: emotional suffering and physical pain, perceptions of the sup
port system, lifestyle considerations (including financial and occupa
tional concerns), and familiarity with spine surgery. These themes 
provided a structured framework to understand patients’ experiences. 
Through further inductive coding, each main theme was refined into 
more specific subthemes, deepening our understanding of the factors 
influencing decision-making (Fig. 1).

Key similarities and differences in surgical decision making in BIPOC 
and NHW patients were observed. Most patients (66.7 % BIPOC, 55.6 % 
NHW) reported having strong social support. The primary motivation 
for pursuing surgery among NHW patients was to improve quality of life 
(80 %), with necessity reasons (e.g., the need for surgery to get back to 
work for money) cited less frequently (20 %), while BIPOC patients were 

motivated more equally by quality of life (60 %) and necessity (40 %). 
Concerns about surgery were prevalent in both groups, with 71.4 % of 
BIPOC and 66.7 % of NHW patients expressing worry about the pro
cedure itself. However, NHW patients expressed significantly greater 
concern about recovery from surgery (83.3 % vs. 16.7 % in BIPOC). 
While pain was a common source of emotional distress for 50 % of pa
tients in both groups, NHW patients more frequently reported additional 
distress related to limitations in social activities and changes in mood 
compared to BIPOC patients (Table 3).

3.3.1. Theme 1: emotional suffering
All 20 patients reported emotional suffering in addition to pain, with 

prior negative healthcare experiences contributing to fear and concern 
about surgery. The emotional burden, often exacerbated by intense pain 
that disrupted daily life, motivated many to seek treatment. Patients 
described feelings of frustration, misery, and powerlessness, and some 
expressed deeper emotions such as embarrassment, shame, hopeless
ness, and fear that their condition would never improve (Table 4A, ex
cerpts 1–7).

More BIPOC patients expressed anxiety, fear, and concern about 
surgery than NHW patients. Among BIPOC patients, concerns often 
focused on the severity of surgery (2) and the risks associated with 
anesthesia (2 BIPOC, 1 NHW) (Table 4A, excerpts 8 and 9). One BIPOC 
patient expressed a general mistrust of the healthcare system, while 
another described heightened anxiety linked to past trauma, both of 
which affected their decision-making (Table 4A, excerpts 10 and 11). 
Patients from both groups worried that surgery might not alleviate their 
debilitating pain, citing the complexity of their conditions and potential 
for surgical error. (Table 4A, excerpts 12 and 13). Those who did not 
express fear about surgery typically reported trust in their surgeon (1 
BIPOC, 3 NHW) or acceptance of the associated risks (Table 4A, excerpts 
14 and 15).

Five participants (3 BIPOC and 2 NHW) reported that previous 
negative clinical experiences impacted their current treatment de
cisions. BIPOC patients (3/3) preferred conservative pain management 
over surgery (Table 4A, excerpts 16 and 17), whereas both NHW (2/2) 
were eager to proceed with surgery––one due to dissatisfaction with a 
prior surgeon’s recommendation, and the other because of worsening 
pain following an unsuccessful procedure (Table 4A, excerpt 18).

3.3.2. Theme 2: financial and occupational concerns
Motivations for pursuing treatment varied between groups. BIPOC 

patients more frequently cited financial and occupational needs as mo
tivations (Table 4B, excerpts 1 and 2), while NHW prioritized improving 
quality of life for recreational activities and daily tasks (Table 4B, ex
cerpts 3 and 4). BIPOC patients were particularly concerned about their 
back condition affecting their ability to work, especially in physically 
demanding jobs. Patients with Limited English Proficiency (LEP) faced 
added social vulnerabilities outside of clinic (Table 4B, excerpts 5 and 
6).

3.3.3. Theme 3: perception of support system
Most BIPOC and NHW patients viewed their support systems as 

strong. These perceptions did not influence their treatment decisions. 
Support was categorized into emotional/decisional support (10 pa
tients), defined as input from family and friends in treatment decisions 
(Table 4C, excerpts 1 and 2), and physical/perioperative support (11 
patients), characterized by assistance with activities of daily living 
during recovery (Table 4C, excerpts 3 and 4). BIPOC patients more often 
reported poor emotional/decisional support (4 vs. 1), but this did not 
affect their decision to pursue surgery.

3.3.4. Theme 4: familiarity with spine surgery
Familiarity with spine surgery was similar across groups, with three 

patients having prior experience (2 BIPOC, 1 NHW) and seeking addi
tional information (1 BIPOC, 2 NHW). Patients used a variety of methods 

Table 1 
Baseline patient characteristics.

Variable BIPOC NHW

No. of patients 10 10
Age, years 56.3 (16.5) 63.5 (11.6)
Sex at Birth ​ ​

Female 6 (60 %) 4 (40 %)
Male 4 (40 %) 6 (60 %)

Race ​ ​
White 1 (10 %) 10 (100 %)
Black 5 (50 %) 0 (0 %)
Other 4 (40 %) 0 (0 %)

Ethnicity ​ ​
Hispanic/Latino 3 (30 %) 0 (0 %)
Not Hispanic/Latino 7 (70 %) 10 (100 %)

Marital Status ​ ​
Single 6 (60 %) 1 (10 %)
Married/Civil Union 3 (30 %) 8 (80 %)
Divorced 1 (10 %) 1 (10 %)

Primary Insurance ​ ​
Medicaid 0 (0 %) 1 (10 %)
Medicare 3 (30 %) 4 (40 %)
Workers Comp. 1 (10 %) 1 (10 %)
Private/commercial 6 (60 %) 4 (40 %)

ADI 22.8 (14.5) 19.8 (14.8)

Table 2 
Patient clinical characteristics.

Variable BIPOC NHW

Treatment site ​ ​
MGB-affiliated sites 3 (30 %) 9 (90 %)
BMC 7 (70 %) 1 (10 %)

Diagnosis ​ ​
Spinal Stenosis 6 (60 %) 10 (100 %)
Lumbar herniation 4 (40 %) 0 (0 %)

Treatment recommended ​ ​
Conservative treatment 2 (20 %) 5 (50 %)
Surgery 8 (80 %) 5 (50 %)

Treatment concordance 8 (80 %) 80 (80 %)
Discordant Treatment Choice ​ ​

Surgery recommended; conservative utilized 2 (20 %) 1 (10 %)
Conservative utilized; surgery utilized 0 (0 %) 1 (10 %)
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to enhance their understanding, including online research, personal 
experience, and knowledge obtained from their occupations (Table 4D, 
excerpts 1 and 2). One LEP patient used the internet to overcome lan
guage barriers. Overall, poor health literacy was not a significant 
concern, as patients actively sought to fill knowledge gaps through 

independent research (Table 4D, excerpt 3).

4. Discussion

This study explored the perspectives and decision-making processes 
of patients from different racial groups with degenerative lumbar spine 
disease, focusing on how these factors contribute to the observed dis
parities in surgical utilization and outcomes. The findings highlight the 
complex interplay of emotional, financial, and social factors that influ
ence treatment decisions among BIPOC and NHW patients.

4.1. Emotional suffering and decision-making

BIPOC patients expressed higher levels of anxiety and fear regarding 
surgery, particularly around the severity of the surgery and risks asso
ciated with anesthesia. The heightened anxiety may reflect broader 
mistrust of the healthcare system, influenced by historical and ongoing 
disparities in access and treatment [18,19]. The concerns reported by 
BIPOC patients align with previous research documenting higher levels 
of medical mistrust and fear of discrimination among minority pop
ulations, which can reduce willingness to pursue surgical interventions 

Fig. 1. Thematic analysis of patients’ perspectives of shared decision-making in spine care.

Table 3 
Patient perspectives of spine surgery.

Variable BIPOC NHW

Has strong social support 6/9 (66.7 %) 5/9 (55.6 %)
Motivation to pursue surgery ​ ​

To improve quality of life 6/10 (60 %) 8/10 (80 %)
For necessity reasons (e.g., finances) 4/10 (40 %) 2/10 (20 %)

Concerns of patient journey ​ ​
Worried about surgery 5/7 (71.4 %) 4/6 (66.7 %)
Worried about recovery from surgery 1/6 (16.7 %) 5/6 (83.3 %)

Source of emotional distress ​ ​
Pain 5/10 (50 %) 5/10 (50 %)
Activities of daily living 4/9 (44.4 %) 5/9 (55.6 %)
Occupation 5/8 (62.5 %) 3/8 (37.5 %)
Restriction in social life 2/6 (33.3 %) 4/6 (66.7 %)
Mood 1/6 (16.8 %) 5/6 (83.3 %)

E. Duerr et al.                                                                                                                                                                                                                                   Interventional Pain Medicine 4 (2025) 100596 

4 



Table 4 
Evidence of qualitative themes.

Excerpt Example

4A: Emotional Suffering and Physical Pain
1 “I couldn’t even sit on the toilet. I was really bad. Gosh, 

depending on certain moves I made and sitting or it was 
just miserable. I had stopped. I couldn’t do any of the 
things I was used to doing …” (NHW Participant 13; 
White female, aged 77)

2 “I want my life back.” (BIPOC Participant 7; Black 
male, aged 36)

3 “I felt as though I was losing my life, if that makes 
any sense.” (NHW Participant 17; White female, aged 
67)

4 “Every event that I do, I question “is it worth it?” 
because I know how much pain it’s going to be … 
That’s all I think about … I try not to complain too 
much and it’s kind of embarrassing …” (NHW 
Participant 14; White male, aged 60)

5 “It’s like it’s embarrassing. It’s debilitating. I’m not 
20 years old, but I’m also not 60 … I can’t tell you from 
someone that’s very active like me with three little kids, 
it’s irritating, debilitating, and it is just like you 
start hating the world …” (NHW Participant 16; 
White male, aged 43)

6 “I just left it in God’s hands right now because 
there’s really nothing I can do. I’m working on it 
though, but right now I still feel like that dead end.” 
(BIPOC Participant 5; Black male, aged 59)

7 “Not being able to walk, that’s huge for me. That is 
gigantic. That’s scary actually, the possibility that 
maybe this is the end of it …” (NHW Participant 19; 
White male, aged 60)

8 “Everybody speak about back operation is no good, 
so I’m scared … They say do not operate on your back 
…” (BIPOC Participant 2; Black female, aged 80)

9 “I think the biggest part is anesthesia, honestly, is the 
scariest part of it, that you’re going to go in, you’re 
going to go to sleep, and that’s it. You’ll never know 
the difference.” (NHW Participant 13; White female, 
aged 77)

10 “I did have fear. That’s why I said I don’t want to have 
this surgery … What I’m worried about is the 
process. I know how the system works … I want to 
do all I can while I can before the bottom line is you 
have to have surgery.” (BIPOC Participant 8; “Other” 
non-Hispanic female, aged 68)

11 “So it’s a lot of trauma. These decisions have a lot of 
trauma issues with it on my part, the fear …” (BIPOC 
Participant 5; Black male, aged 59)

12 “[I’m worried about] the procedure not going correctly. 
Maybe it causing more pain … than what I had in 
the beginning before the surgery.” (BIPOC 
Participant 1; Black female, aged 31)

13 “I was scared about spinal surgery in general and I was 
nervous that it wasn’t like a surgery you could fully 
recover from and go back to normal.” (NHW 
Participant 18; White male, aged 56)

14 “I have to trust the pro. I got a good feeling about 
her, and that’s it. And even if something could 
happen, that’s just life, right?” (BIPOC Participant 4; 
Black female, aged 71)

15 “I’m old school. I trust doctors. I do … I don’t 
understand people who constantly are arguing with 
what a doctor says … they don’t trust doctors for some 
reason.” (NHW Participant 15; White male, aged 79)

16 “I had in my stomach, what are those things? A long cut, 
years ago … Everybody was bawling when they see 
[it], they say, why they cut you like that? I don’t 
know why they did.” (BIPOC Participant 2; Black 
female, aged 80)

17 “I’ve always been nervous ever since I had a spinal 
tap when I was a kid, I was almost paralyzed … we 
talking injections in the back, that reminds me of a 
spinal tap. We’re talking paralyzed. That means a fear 
of surgery.” (BIPOC Participant 5; Black male, aged 59)

Table 4 (continued )

Excerpt Example

18 “I had surgery before, which was just a terrible thing. 
The doctor didn’t do the job as he explained to me … 
and now I have to deal with it. But because the pain 
was so much worse after the surgery, I always 
leaned towards not having another surgery …” 
(NHW Participant 16; White male, aged 43)

4B: Financial/Occupational Concerns
1 “Currently, because of my injury, I’m not working. So 

that’s the other reason why a little part of me does 
want to do the surgery because I’ve been out of 
work now for eight months.” (BIPOC Participant 1; 
Black female, aged 31)

2 “I can’t really afford to be too much out of work for 
… whatever the time is, for my back. That’s out of 
the question. So I told him, let’s try the injection.” 
(BIPOC Participant 7; “Other” non-Hispanic male, aged 
36)

3 “I feel like I’m a hundred old man and since last week 
going to the gym has been a huge test. I live at the 
gym. Take everything for me, but not the gym.” (NHW 
Participant 16; White male, aged 43)

4 “I couldn’t play golf and I couldn’t ride my bike. 
And those are two of the … major activities I do. 
Walking and hiking with my kids, I couldn’t do any 
of that … I finally just said, I’m going to have to go the 
[surgery] route.” (NHW Participant 13; White female, 
aged 77)

5 “It interferes a lot with my job because I’m walking a lot 
in my job … it’s not like I’m in the position right now to 
just say, oh, I can jump to another job, because my 
English is limited. My experience in another job is 
nothing. It’s not like I got too much choice. It’s a little 
bit frustrating for me, but at the same time I have to 
work because I need to survive.” (BIPOC Participant 
6; Black male, 59)

6 “[The pain is difficult] especially when I go to work 
and my boss tells me that I’m going to have to be on 
top of a ladder all day … I don’t never give up just 
because of the pain. (BIPOC Participant 7; “Other” non- 
Hispanic male, aged 36)”

4C: Perception of Support System
1 Strong: “Of course, I consulted with my spouse and I 

have a dear friend that’s a chiropractor of some note, 
and so I had her look at the MRI, had her look at the 
information and I discussed with her the options.” 
(NHW Participant 11; White female, aged 70)

2 Poor: “No, I didn’t rely on anybody … I want to just 
want to … skip these things.” (BIPOC Participant 3; 
“Other” non-Hispanic female, aged 46)

3 Strong: “I have people that pretty much will come 
out of the dark to help me. My friends all around, they 
all want to help … after the surgery, I cannot walk two 
flights of stairs. I have a friend who has already [offered 
to help] …” (BIPOC Participant 4; Black female, aged 
71)

4 Poor: “I live alone and I have stairs, and my support 
system is basically my sister who has, she can’t be here 
all day, every day … But for personal care, I’m still 
curious or I still don’t know how much personal 
care I need and for how long.” (NHW Participant 15; 
White male, aged 79)

4D: Familiarity with 
Spine Surgery

​

1 “Being a pediatric nurse, we have a lot of scoliosis kids 
on my floor … the recovery time is a good amount 
and just the pain that they endure is a lot … so I 
kind of just want to keep pushing it off …” (BIPOC 
Participant 1; Black female, aged 31)

2 “I’m an examiner for an insurance company. I look at 
MRIs, medical reports all day long. So I do have a 
small knowledge of these issues …” (NHW 
Participant 14; White male, aged 60)

3 “Every time that I’m going in an appointment, doesn’t 
matter what doctor, after I get out, I go into my shower 
and I read everything, everything, everything. [If] I 
see one word that I don’t understand what it means, 

(continued on next page)
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[20,21]. These emotional burdens were also reflected in patients’ re
sponses to past healthcare experiences. BIPOC participants were more 
likely to favor conservative treatment approaches following prior 
negative clinical encounters, whereas NHW participants with similar 
experiences were more inclined to pursue surgery as a means of 
improving function and quality of life. This divergence highlights the 
need to consider patients’ emotional and psychological contexts, 
particularly in racially diverse populations, when discussing treatment 
options.

Chronic low back pain is associated with dysfunctional emotional 
processing, which refers to the maladaptive regulation and expression of 
emotions that prolong or intensity the pain experience. Consequently, 
clinicians are encouraged to consider emotional processing factors in 
patient management [22,23]. This phenomenon is consistent across 
different populations regardless of cultural background [24]. Emotional 
dysfunction, particularly pain-related fear, contributes to the chronicity 
of low back pain, presenting a significant barrier to recovery [25]. 
Improving healthcare access, utilization, and patient outcomes requires 
a multifaceted approach. This includes altering patients’ perception of 
pain and building trust between BIPOC individuals and the healthcare 
system. Trust-building measures should involve acknowledging histor
ical disparities, implementing proactive antiracism training, and 
creating safe spaces. Additionally, addressing barriers to care, 
improving patient-provider concordance through a diverse workforce, 
and fostering shared decision making are crucial steps toward better 
outcomes [26].

4.2. Financial and occupational concerns

Financial and occupational concerns significantly influenced treat
ment decisions among BIPOC patients, who often prioritized maintain
ing employment, particularly in physically demanding jobs. This 
contrasts with NHW patients, who focused more on improving their 
quality of life for recreational activities and daily tasks. The socioeco
nomic disparities underlying these differences suggest that BIPOC pa
tients face greater economic pressures, necessitating a quicker return to 
work or the avoidance of costly surgeries [27]. BIPOC patients 
frequently reported working in physically demanding jobs with limited 
flexibility for accommodations in case of injury, increasing their risk of 
injury and complicating early intervention efforts [28]. The over
representation of Black and Hispanic workers in manual labor jobs 
jeopardizes their employment and financial stability during periods of 
disability and recovery [29]. However, our analysis lacks comprehen
sive lifestyle information, and the younger average age of BIPOC pa
tients in our study might also explain the higher prevalence of manual 
labor employment [30]. The impact of financial concerns on treatment 
decisions may also reflect broader systemic issues, such as lower access 
to comprehensive health insurance and social safety nets among BIPOC 
populations. These factors likely contribute to the disparities in surgical 
rates observed in previous studies, where BIPOC patients are less likely 
to undergo surgery despite experiencing similar or greater levels of pain 
and disability [31,32].

4.3. Support systems and their role in decision-making

Support systems were generally perceived as strong among both 
BIPOC and NHW patients, and this perception did not significantly in
fluence treatment decisions. However, BIPOC patients more frequently 

reported poor emotional or decisional support from their families and 
friends, which, while not directly affecting their decision to pursue 
surgery, may reflect broader social and cultural dynamics that influence 
healthcare behaviors. For instance, the lack of emotional support might 
exacerbate feelings of anxiety, further complicating the decision-making 
process for these patients [19]. The study also found that BIPOC patients 
were more likely to rely on their support systems for emotional and 
decisional guidance, which could indicate a greater need for culturally 
competent care that considers the social contexts of patients’ lives. 
Health professionals should be aware of these dynamics and work to 
build trust and provide comprehensive, culturally sensitive support to 
all patients, particularly those from minority backgrounds [26].

4.4. Familiarity with spine surgery

Familiarity with spine surgery was similar across both groups, with 
patients seeking additional information through various methods, 
including online research and personal experience. Notably, health lit
eracy did not appear to be a significant barrier, as patients were pro
active in filling their knowledge gaps. However, for BIPOC patients, 
especially LEP patients, the process of gathering information posed 
additional challenges. This finding suggests that while health literacy 
initiatives are crucial, they must be tailored to address the specific needs 
of diverse patient populations, including providing resources in multiple 
languages and ensuring that information is accessible and understand
able for all patients [33,34].

5. Limitations

This study has several limitations that may affect the interpretation 
of its findings. First, the sample size was relatively small, with only 20 
patients (10 BIPOC and 10 NHW) included in the analysis. This limited 
number of participants may not fully capture the diverse experiences 
and perspectives of all racial and ethnic groups, reducing the general
izability of the findings. Second, the study was conducted at specific 
spine clinics within Massachusetts, which may limit the applicability of 
the results to other geographic locations with different patient de
mographics and healthcare systems. Third, the retrospective nature of 
the study and reliance on patient recall may introduce recall bias, as 
participants may not accurately remember all details of their clinical 
encounters or decision-making processes. Additionally, the study did not 
account for potential confounding variables, such as socioeconomic 
status or underlying health conditions, that may have influenced patient 
perspectives and treatment decisions. Finally, interviews were con
ducted at various points in the treatment decision process, introducing 
potential hindsight bias for those who had already undergone surgery 
and lacking information from those still deciding. Future research 
should aim to include larger, more diverse populations, consider lon
gitudinal data collection, and address potential confounders to 
strengthen the understanding of shared decision-making processes 
across racial and ethnic groups.

6. Conclusions

Treatment decision-making for patients with degenerative lumbar 
spine disease is shaped by complex emotional, financial, and cultural 
factors. To address the disparities identified in this study, we recom
mend integrating culturally tailored decision aids that explicitly address 
surgical fears and contextual barriers such as work and caregiving re
sponsibilities. Additionally, fostering patient-provider trust should be a 
priority in surgical counseling. Training clinicians in culturally respon
sive communication and acknowledging patients’ lived experiences may 
support more informed and equitable decision-making.

Table 4 (continued )

Excerpt Example

I Google it right away. Okay. Because sometimes they 
use a different word for the same thing, but it’s a 
medical word …” (BIPOC Participant 6; “Other” non- 
Hispanic female, aged 55)
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