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Abstract

Purpose: To examine primary care providers’ (PCPs) physical activity assessment and 

recommendation behaviors for adults with arthritis.

Design: Cross-sectional.

Setting: 2018 DocStyles online national market research survey of US physicians and nurse 

practitioners.

Sample: 1,389 PCPs seeing adults with arthritis.

Measures: 2 independent behaviors (assessment and recommendation) as 3 non-mutually 

exclusive groups: “always assesses,” “always recommends,” and “both” (“always assesses and 

recommends”).

Analysis: Calculated percentages of each group (overall and by PCP characteristics), and 

multivariable-adjusted prevalence ratios (PRs) using binary logistic regression.

Results: Among PCPs, 49.2% always assessed and 57.7% always recommended physical 

activity; 39.7% did both. Across all 3 groups, percentages were highest for seeing ≥20 adults 

with arthritis weekly (“both”: 56.4%; “always assesses”: 66.7%; “always recommends”: 71.3%) 

and lowest among obstetrician/gynecologists (“both”: 26.9%; “always assesses”: 36.8%; “always 

recommends”: 40.7%). Multivariable-adjusted associations were strongest for seeing ≥20 adults 

with arthritis weekly (referent: 1-9 adults) and each of “always assesses” (PR = 1.5 [95% 

confidence interval (CI): 1.3–1.8] and “both” (PR = 1.6 [95% CI: 1.4—1.9]).

Conclusions: Approximately 40% of PCPs sampled always engaged in both behaviors 

(assessing and recommending physical activity) with adults with arthritis; seeing a high volume 
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of adults with arthritis was consistently related to engaging in each behavior. Evidence-based 

approaches to support PCP counseling include offering provider education and training, raising 

awareness of available resources, and using health system supports.
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Purpose

In the United States (US), more than 54 million adults have arthritis, which is a leading 

cause of disability.1,2 It is also costly, with $303.5 billion in combined arthritis-attributable 

medical expenditures and earnings losses in 2013.3 Regular physical activity is an effective, 

low-cost, drug-free strategy for managing arthritis that can alleviate pain,4 improve physical 

functioning,4 prevent or delay arthritis-related disability,5 and improve mental health.6,7 

The Physical Activity Guidelines for Americans, 2nd edition (Guidelines) recommend 

that adults, including those with chronic conditions like arthritis, do at least 150 to 300 

minutes a week of moderate-intensity or 75 to 150 minutes a week of vigorous-intensity 

physical activity, or an equivalent combination, along with ≥2 days a week of muscle-

strengthening activities.8 The American College of Rheumatology and Arthritis Foundation 

also recommend physical activity as a priority strategy to reduce pain in people with hip and 

knee osteoarthritis.9 Despite the numerous health benefits of physical activity, only 41.9% 

of US adults with arthritis are aerobically active (52.2% among adults without arthritis; both 

estimates are age-standardized).10

Adults with arthritis report needing and desiring provider support and guidance for physical 

activity and identify lack of communication with their provider as a barrier to physical 

activity.11–14 Motivational interviewing by health care providers can modestly increase 

physical activity levels in adults with chronic health conditions.15 The American Medical 

Association, the American College of Sports Medicine (ACSM), and American Heart 

Association support routine physical activity counseling for all patients.16,17 ACSM’s global 

initiative, Exercise is Medicine®, encourages providers to: 1) assess, prescribe, and track 

patients’ physical activity levels; and 2) refer patients to evidence-based physical activity 

programs or fitness professionals to treat or manage a number of chronic conditions, 

including arthritis.18

Estimates from the population-based US National Health Interview Survey suggest that 

provider physical activity counseling for arthritis care is increasing.19 From 2002 to 

2014, the percentage of adults with arthritis reporting having ever received a provider’s 

suggestion to engage in physical activity/exercise to manage their condition rose from 

51.9% to 61.0%.19 However, 2-in-5 US adults with arthritis were not receiving physical 

activity counseling in 2014.19 Studies of providers show similar results. In a 2019 review, 

the majority of studies found that less than half of primary care providers (PCPs) and 

rheumatologists recommended physical activity to their patients with osteoarthritis, and less 

than half of patients received a recommendation20; the majority of studies in this review 
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were from outside of the US and reported on differences by patient, rather than provider, 

characteristics. To address these knowledge gaps, this study examined 2 components of 

physical activity counseling: assessment and recommendation. Specifically, we examined 

the percentage of PCPs seeing adults with arthritis, overall and by PCP characteristics, who 

engaged in 3 main outcomes: 1) always assess physical activity; 2) always recommend 

physical activity; and 3) always assess and always recommend (hereafter, “both”). We 

also examined multivariable-adjusted associations between PCP characteristics and the 3 

main outcomes. Understanding PCPs’ physical activity assessment and recommendation 

behaviors for adults with arthritis can help inform the development of strategies to increase 

these important behaviors.

Methods

Design

The 2018 DocStyles survey is an online market research panel survey developed by Porter 

Novelli (a partner of Centers for Disease Control and Prevention [CDC]), focusing on PCPs’ 

attitudes, patient interactions, and resources used to stay updated on medical news and 

trends.21 Consistent with the US Health and Human Services Code of Federal Regulations 

45 CFR 46.10222 and 45 CFR 46.104,23 this study was exempt from CDC’s Institutional 

Review Board because it is public health surveillance and did not include personal 

identifiers, respectively. Additionally, all of the Insights Association’s professional and 

ethical standards and codes of conduct were followed during data collection.24 Participants 

were informed that their answers would be used for market research, were able to refuse 

answering any question, and no personally identifiable information was included in the 

dataset shared with CDC.

Sample

Porter Novelli distributed the survey via SERMO’s Global Medical Panel (panel of 550,000 

US physicians),25 which provided the primary data for our study. An additional sample was 

drawn from SERMO’s partner panels of US nurse practitioners: SurveyHealthcareGlobus 

(panel of 225,000 US nurses)26 and WebMD Market Research (panel of 166,510 nurse 

practitioners worldwide; only US nurse practitioners surveyed).27 DocStyles inclusion 

criteria for PCPs were: living and practicing medicine in the US, practicing medicine for 

≥3 years, seeing ≥10 patients weekly, aged ≥21 years, and working at an individual, group, 

or inpatient practice.

From June 22, 2018 to August 20, 2018, SERMO invited participants (n = 2,582) by email 

to participate in the DocStyles survey with target quotas of 1,000 primary care physicians, 

250 obstetricians/gynecologists (OB/GYNs), and 250 nurse practitioners. The sampling 

methodology was consistent across the 3 panels. They first invited participants who had not 

taken the 2017 DocStyles survey. Among them, SERMO invited those having a history of 

high responsiveness to surveys (completing >75%) first, followed by medium (completing 

25-75%), and low responsiveness (completing <25%) until they filled quotas. If they did not 

fill participant quotas by deadlines, they invited those participating in the 2017 DocStyles 
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survey. Participants received an honorarium ranging from $55 to $77 based on the number of 

questions asked. SERMO features additional details on their website.25

Of the 2,582 panel members invited, 1,077 were not included because: the survey closed (n 

= 894), quota was filled (n = 98), they did not meet eligibility criteria (n = 52), or they had 

an incomplete survey (n = 33) (Figure 1); 1,505 PCPs completed the survey (response rate 

= 58.3%). We included OB/GYNs in the sample because they frequently offer primary care 

services28 and OB/GYNs are frequently a woman’s sole provider,29 especially for minority 

groups.30 The survey asked PCPs to report the average number of adults with arthritis seen 

weekly. We excluded PCPs who did not see adults with arthritis from the analytic dataset (n 

= 116), resulting in a final sample size of 1,389.

Measures

Physical activity counseling variables.—The statement, “The next few questions 

relate to adult patients with various arthritis/rheumatic conditions such as osteoarthritis, 

rheumatoid arthritis, lupus, gout, and fibromyalgia.” preceded 7 multiple choice questions 

about arthritis, 3 of which are reported on in the current study (Figure 1). The survey 

then asked PCPs seeing ≥1 adults with arthritis weekly to report on physical activity 

counseling for adults with arthritis. For the main analysis, we grouped PCPs’ responses into 

3 non-mutually exclusive groups: “always assesses,” “always recommends,” and “both.” We 

conducted this analysis presuming that adults, including those with arthritis, should receive 

physical activity assessment and recommendation at every visit, regardless of whether they 

were active at a previous visit. This is supported by the American Medical Association, 

American College of Sports Medicine, and American Heart Association.16,17 We conducted 

additional analyses to determine percentage of PCPs in other counseling groups (“sometimes 

assesses,” “never assesses,” “sometimes recommends,” and “never recommends”).

Sociodemographic and medical practice variables.—PCPs self-reported 4 

sociodemographic (age, sex, race/ethnicity, and region of residence) and 9 medical practice 

characteristics (provider type, years practicing medicine, teaching hospital privileges, main 

work setting, average number of patients seen weekly, average number of adults with 

arthritis seen weekly, PCP estimated household income of the majority of patients, number 

of providers in practice, and patient portal availability).

Analysis

We calculated overall distributions of PCP sociodemographic and medical practice 

characteristics. Next, we calculated percentage and 95% confidence intervals (CIs) for 

PCPs in each group (“always assesses,” “always recommends,” and “both”), overall and 

across PCP sociodemographic and medical practice characteristics. We also calculated 

percentage and 95% CIs of PCPs in other counseling groups (“sometimes assesses,” 

“never assesses,” “sometimes recommends,” and “never recommends”). We used pairwise 

t-tests and orthogonal linear contrasts to identify statistically significant differences and 

trends31; p-values <0.05 were considered statistically significant. We also conducted a 

sensitivity analysis and examined percentages for the 3 outcomes (“always assesses”, 

“always recommends”, and “both”) for the sample with and without OB/GYNs.
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Next, we conducted binary logistic regression analyses to generate multivariable-adjusted 

prevalence ratios (PRs) for each of the 3 main outcomes. We examined 3 outcomes (“always 

assess”, “always recommends”, and “both” groups) as dichotomous (yes/no) variables (e.g., 

“always assess” vs. “does not always assess”). Each logistic regression model contained all 

sociodemographic (age, sex, race/ethnicity, and region of residence) and medical practice 

characteristics (provider type, years practicing medicine, privileges at a teaching hospital, 

main work setting, average number of patients seen per week [total and with arthritis], 

PCP estimated household income of majority of patients, practitioners in practice, and 

patient portal availability). Prevalence ratios with non-overlapping confidence intervals were 

interpreted as statistically significant. We used SAS version 9.4 and SUDAAN version 11.0 

for all analyses.

Results

Table 1 presents the distribution of demographic and medical practice characteristics 

among the analytic sample, while Figure 2 shows the percentage of PCPs reporting never, 

sometimes, and always assessing or recommending physical activity to adults with arthritis; 

49.2% reported always assessing and 57.7% reported always recommending physical 

activity.

The sensitivity analysis examining estimates with and without OB/GYNs in the sample 

found that percentages for each outcome were similar; percentage point differences for each 

outcome ranged from 0.5 to 3.5 and confidence intervals for the estimates with and without 

OB/GYNs overlapped.

For sociodemographic characteristics, descriptive analyses showed that the percentage of 

PCPs reporting always doing both was greater among women compared with men (p < 

0.01). Additionally, this percentage increased with increasing PCP age (p < 0.01) (Table 2). 

We found similar patterns for percentage of PCPs in the “always assesses” and “always 

recommends” counseling groups. However, we observed a higher, but non-significant, 

percentage for women compared with men in the “always assesses” group.

For medical practice characteristics, the percentage of PCPs reporting always doing 

both behaviors was greater among family practitioners, internists, and nurse practitioners 

compared with OB/GYNs (p < 0.01 for each), those whose main work setting was an 

individual outpatient or group outpatient practice compared with an inpatient practice (p < 

0.01 for each), and those whose practices had a patient portal compared with those without 

one (p = 0.02) (Table 2). Additionally, this percentage increased with increasing years 

practicing medicine, average number of total patients, and average number of adults with 

arthritis seen weekly (p < 0.01 for all tests for trends). We observed similar patterns for the 

percentage of PCPs in the “always assesses” and “always recommends” groups, except for 

average number of total patients seen weekly.

In the multivariable-adjusted analyses, the 2 strongest associations in this analysis were for 

seeing an average of ≥20 adults with arthritis per week (referent: 1-9 adults) and each of 

“always assess” (PR = 1.5 [95% CI: 1.3–1.8] and “both” (PR = 1.6 [95% CI: 1.4–1.9]). 
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The association between seeing an average of ≥20 adults with arthritis per week and always 

recommending physical activity was modest (PR = 1.3 [95% CI: 1.2–1.5]). Having a patient 

portal (referent: no patient portal or not sure) was modestly associated with all 3 outcomes 

(“always assesses”: PR = 1.2 [95% CI: 1.1–1.4]; “always recommends”: PR = 1.3 [95% CI: 

1.1–1.4]; and “both”: PR = 1.2 [95% CI: 1.1–1.5]). OB/GYNs were slightly less likely (PR 

= 0.8 [95% CI: 0.6–0.9] to “always recommend” compared with family practitioners and 

women were slightly more likely to “always assess and recommend” compared with men 

(PR = 1.2 [95% CI: 1.1–1.4]).

Discussion

The current study indicates that 40% of PCPs in this study both always assess and 

always recommend physical activity to adults with arthritis, with differences observed 

by key sociodemographic and medical practice characteristics. The descriptive findings 

are consistent with existing literature in this field, most of which has focused on 

physical activity recommendation, rather than assessment. For example, in a 2019 review, 

the majority of studies found that approximately half or fewer providers counseled 

(defined in the review as advised, recommended, or prescribed) on physical activity for 

their patients with knee osteoarthritis.20 In addition, a 2011 study found that 93% of 

rheumatology providers (rheumatologists, rheumatology nurses, and physical therapists) 

from the Netherlands reported always/regularly recommending/advising physical activity for 

their patients with rheumatoid arthritis.32 While this study is not methodologically identical 

to the current study and the latter may not be generalizable to health care providers in the 

US, findings of these 2 studies are reasonably comparable to those of the current study, 

which found that 57.7% of PCPs always and 98.4% always or sometimes recommend 

physical activity to their patients with arthritis.

Several previous studies have examined the impact of physical activity counseling on 

physical activity levels among the general adult population. For example, among the general 

adult population, a 2012 meta-analysis of 13 randomized controlled trials in primary care 

settings showed modest increases in patient self-reported physical activity levels a year 

after receiving a recommendation from their PCP.33 However, the effectiveness of physical 

activity counseling for adults with arthritis is less clear due to limited intervention studies, 

studies with equivocal results, and variations in intervention design.34–38 For instance, a 

2018 study found that repeated, brief counseling from a physical therapist resulted in 

increased physical activity levels 2 months post-intervention among adults ≥50 years with 

knee osteoarthritis.35 Similarly, a 2019 study found that repeated counseling by project staff 

nurses resulted in decreased sedentary time 18 months post-intervention among adults with 

rheumatoid arthritis.36 In contrast, a 2018 study found that repeated physician motivational 

interviewing among adults with knee osteoarthritis or rheumatoid arthritis did not result 

in increased physical activity levels at any timepoint up to 2 years post-intervention.38 

Further research is needed to clarify the role of PCP physical activity counseling for adults 

with arthritis, both in determining its effectiveness overall and identifying the specific 

components, (e.g., follow-up outside of office visits) needed to maximize its impact.
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The current study observed differences in the level of physical activity assessment and 

recommendation by PCPs for adults with arthritis by key sociodemographic and medical 

practice characteristics. For example, OB/GYNs had the lowest percentage of assessment 

and recommendation among PCP types and were modestly associated with lower physical 

activity recommendation, identifying a provider type-specific gap. OB/GYNs are an 

important group to provide physical activity assessment and recommendation. Describing 

physical activity assessment and recommendation behaviors among OB/GYNs is important 

because 1-in-5 women consider their OB/GYN to be their PCP,39 and OB/GYNs are 

frequently a woman’s sole provider,29 especially for minority groups.30 Therefore, the 

relatively lower percentages of assessment and recommendation among OB/GYNs may 

disproportionately impact racial/ ethnic minority women, who represent a priority group to 

target counseling efforts.40 OB/GYNs are also in a unique position to advise patients on 

the benefits of physical activity during key life phases (e.g., during the perinatal period to 

help women maintain a healthy weight, reduce the risk of gestational diabetes, and improve 

mental health41).

Regarding medical practice characteristics, the present study observed that PCPs with a 

patient portal in their practice reported always providing physical activity assessment and 

recommendation more often than those without a patient portal. Patient portal availability 

was associated with all 3 main outcomes. Technology supports in health systems may 

help integrate counseling into routine patient care. For example, clinical decision prompts 

can remind providers to counsel for physical activity. Some health care systems are 

implementing systematic assessment and documentation of physical activity levels, such 

as Kaiser Permanente Southern California’s Exercise as a Vital Sign.42 In addition, although 

patient portals are a relatively new technology with limited evidence on patient health 

outcomes,43 they offer another potential technology intervention. A systematic review of 

controlled trials found that patient portal use by patients is associated with better treatment 

adherence.44 Patient portals may offer a valuable method to help improve physical activity 

levels among people with arthritis.

Despite the importance of physical activity counseling, providers report several barriers 

to this practice. One barrier is a lack of physical activity educational resources for both 

providers and patients.20,45–47 Efforts to raise awareness of existing resources may help 

PCPs better provide physical activity counseling. For providers, Exercise is Medicine®’s 

Health Care Providers’ Action Guide provides tools to help providers implement physical 

activity counseling and locate community physical activity programs.18 The Osteoarthritis 

Action Alliance Osteoarthritis Prevention and Management in Primary Care Toolkit 

provides guidance on physical activity motivational interviewing, and tools to systematically 

measure physical activity.48 In addition, prescription pads from various organizations (e.g., 

Exercise is Medicine®,49 ParkRx50) offer additional ways for providers to promote physical 

activity.51 For patients, arthritis-appropriate evidence-based physical activity programs 

are available to adults with a wide range of physical abilities.52 These programs have 

been shown to reduce pain,53,54 fatigue,53 and stiffness,53–55 and improve balance53,56, 

strength,53–56 and physical fitness53–56 among people with arthritis. CDC funds state and 

national organizations to increase availability and awareness of these programs.
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Another barrier to physical activity counseling is providers’ lack of confidence and training 

in this area.20,45,57–62 Specific to arthritis, providers report needing additional education,32 

not knowing appropriate physical activity types,63 and addressing patient concerns about 

physical activity causing joint damage.64 In the current study, the strongest associations 

across all outcomes (assessment, recommendation, and both) were observed for PCPs seeing 

the greatest volume of adults with arthritis weekly. Additionally, PCPs who counseled the 

least were younger, less experienced, and saw relatively fewer adults with arthritis weekly, 

which appears consistent with reported barriers of lacking confidence and training. The 

relatively lower percentage of physical activity assessment and recommendation in these 

PCPs may reflect their underlying assumption that not all adults require counseling (e.g., 

adults previously assessed as active, adults with severe types of arthritis). Counseling may 

be increased by integrating physical activity counseling training into continuing medical 

education, with a focus on building knowledge about physical activity and increasing 

clinician self-efficacy.65 This education is especially important for younger providers who 

may lack experience with behavioral counseling.

Finally, the most common barrier to physical activity counseling reported by providers 

is time constraints.20,45,57–59,61,66–69 Sharing education and counseling responsibilities 

across providers may ease time constraints for all providers. For example, allied health 

professionals and community health workers could partner with physicians to introduce and 

bolster messaging on physical activity benefits. One review showed that physical activity 

counseling by allied health professionals alone or as an adjunct to physician counseling 

generated the greatest short- and longer-term increases in patient physical activity levels 

compared with physician-only counseling.70

This study has at least 5 limitations. First, we obtained data from a convenience sample 

where the sampling quota prioritized those who had not taken the previous year’s survey 

and highly responsive panelists, potentially introducing selection bias, although in which 

direction is unknown. Second, these estimates may not be representative of all US PCPs; 

however, the sample’s distribution of age, years practicing medicine, and region of residence 

for physician PCPs are similar to the American Medical Association’s national data 

for physicians (exact alignment is not reported because data are licensed by SERMO 

and are confidential/proprietary). Third, beliefs about physical activity counseling were 

not measured, so we cannot ascertain whether patient characteristics (e.g., arthritis type, 

previous activity level) may influence PCP physical activity assessment or recommendation. 

Fourth, the cross-sectional study design prevented assessment of causality. Finally, this study 

is based on self-reported data and may be susceptible to recall and social desirability bias.71 

Strengths of the study include a large sample size, diversity in PCP types, comparisons 

across a wide range of PCP characteristics, and examination of counseling from the provider 

perspective in contrast to most studies in the US, which have used patient-reported data.

In conclusion, approximately 40% of PCPs in this study always assess and recommend 

physical activity to adults with arthritis, with differences seen by key PCP sociodemographic 

and medical practice characteristics. These findings provide information on characteristics 

of PCPs who may need support in increasing counseling and highlight opportunities to 

help them engage more people with arthritis in important discussions about physical 

Guglielmo et al. Page 8

Am J Health Promot. Author manuscript; available in PMC 2023 September 05.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



activity. PCPs are well-positioned to educate adults with arthritis on the benefits of 

physical activity, given that arthritis is frequently managed in primary care rather than 

rheumatology.72 Evidence-based approaches to increasing physical activity counseling 

effectiveness include enhancing provider education,65,73 raising awareness of resources 

for patients and providers,20,45–47 and providing health system supports.44 Promoting a 

physically active lifestyle for adults with arthritis may help them achieve better clinical 

outcomes and improve their overall well-being and quality-of-life.4,6,7,74
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So What?

What is already known on this topic?

Despite physical activity’s numerous benefits for adults with arthritis including pain 

relief, only 42% of adults with arthritis are aerobically active. PCPs play an integral role 

in activating adults’ physical activity behavior change.

What does this article add?

Only 2-in-5 PCPs consistently assess and recommend physical activity to adults with 

arthritis. These behaviors were most strongly associated with seeing ≥20 adults with 

arthritis weekly; modest associations were observed for having a patient portal.

What are the implications for health promotion practice or research?

Ideally, increasing PCP counseling for physical activity is a multifaceted strategy that 

includes providing counseling training to improve PCP self-efficacy, promoting existing 

evidence-based counseling guidance for PCPs, and incorporating technology supports 

such as clinical decision prompts to facilitate systematic and routine counseling.
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Figure 1. 
Flowchart of sample selection process and arthritis question sequence, DocStyles 2018.

FP: family practitioner; OB/GYN: obstetrician/gynecologist; NP: nurse practitioner.
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Figure 2. 
Percentage reporting physical activity assessment and recommendation among primary care 

providers (n = 1,389) seeing adults with arthritis, DocStyles 2018.

PA: physical activity. aBased on a relative standard error of 20.7%, the estimate of 1.7% 

is considered unstable and should be interpreted with caution bDefined using the question, 

“When you see patients with arthritis/rheumatic conditions, how often do you ask them 

about their level of physical activity to assess whether they are sedentary, meeting guidelines 

(150 minutes per week), or somewhere in between?” cDefined using the question, “When 

you see patients with arthritis/rheumatic conditions how often do you recommend physical 

activity/exercise for management of their condition?”
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Table 1.

Distribution of Characteristics Among Primary Care Providers (n = 1,389) Seeing Adults With Arthritis, 

DocStyles 2018.

PCP characteristics n %a (95% CI)

Sociodemographic characteristics

Age (years)

   21-39   293 21.1 (18.9–23.2)

   40-49   458 33.0 (30.5–35.4)

   ≥50   638 45.9 (43.3–48.6)

Sex

   Men   798 57.5 (54.8–60.1)

   Women   591 42.5 (39.9–45.2)

Race/Ethnicity

   Non-Hispanic White   932 67.1 (64.6–69.6)

   Non-Hispanic Asian   262 18.9 (16.8–20.9)

   Other Race/Ethnicity   195 14.0 (12.2–15.9)

Region of residence

   Northeast   327 23.5 (21.3–25.8)

   Midwest   321 23.1 (20.9–25.3)

   South   483 34.8 (32.3–37.3)

   West   258 18.6 (16.5–20.6)

Medical practice-related characteristics 

Provider type

   Family practitioner   479 34.5 (32.0–37.0)

   Internist   513 36.9 (34.4–39.5)

   Obstetrician/Gynecologist   182 13.1 (11.3–14.9)

   Nurse practitioner   215 15.5 (13.6–17.4)

Years practicing medicine

   <10   296 21.3 (19.2–23.5)

   10-19   502 36.1 (33.6–38.7)

   20-29   397 28.6 (26.2–31.0)

   ≥30   194 14.0 (12.1–15.8)

Privileges at a teaching hospital

   Yes   635 45.7 (43.1–48.3)

   No   754 54.3 (51.7–56.9)

Main work setting

   Individual outpatient practice   305 22.0 (19.8–24.1)

   Group outpatient practice   933 67.2 (64.7–69.6)

   Inpatient practice   151 10.9 (9.2–12.5)

Average number of total patients seen per week

   <75   283 20.4 (18.3–22.5)

   75-99   284 20.4 (18.3–22.6)
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PCP characteristics n %a (95% CI)

   100-124   443 31.9 (29.4–34.3)

   ≥125   379 27.3 (24.9–29.6)

Average number of adults with arthritis seen per week

   1-9   610 43.9 (41.3–46.5)

   10-19   458 33.0 (30.5–35.4)

   ≥20   321 23.1 (20.9–25.3)

Estimated household income of majority of patients b

   <$50,000   419 30.2 (27.7–32.6)

   $50,000-$99,999   522 37.6 (35.0–40.1)

   ≥$100,000   448 32.3 (29.8–34.7)

Practitioners in practice c

   1-2   308 22.2 (20.0–24.4)

   3-5   388 27.9 (25.6–30.3)

   6-11   308 22.2 (20.0–24.4)

   ≥12   385 27.7 (25.4–30.1)

Patient portal available

   Yes 1004 72.3 (69.9–74.6)

   No/Not sure   385 27.7 (25.4–30.1)

CI: confidence interval

a
Some columns do not sum to 100% because of rounding.

b
Defined using the question: “Please select the category that best describes the approximate financial situation (household income) of the majority 

of your patients.”

c
Number of practitioners in the practice includes respondents.
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