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Abstract

Purpose: To test the null hypothesis that exposure to societal cost information does not affect 

choice of treatment for carpal tunnel syndrome (CTS).

Methods: We enrolled 304 participants using the Amazon Mechanical Turk (MTurk) platform to 

complete a survey where participants were given the choice between carpal tunnel release (CTR) 

or a less expensive option (splinting) in a hypothetical mild CTS scenario. Patients were 

randomized to receive information about the societal cost of CTR (cost cohort) or no cost 

information (control). The primary outcome was the probability of choosing CTR measured on a 

6-point ordinal scale. We employed qualitative content analysis to evaluate participants’ rationale 

for their choice. We also explored agreement with various attitudes towards healthcare costs on an 

ordinal scale.
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Results: Participants in the cost cohort exhibited a greater probability of choosing surgery 

compared to those in the control cohort. The relative risk of choosing surgery after exposure to 

societal cost information was 1.43 (95% confidence interval [CI]: 1.11 – 1.85). Among 

participants who had not previously been diagnosed with CTS (n=232), the relative risk of 

choosing surgery after exposure to societal cost information was 1.55 (95% CI: 1.17 – 2.06). Lack 

of personal monetary responsibility frequently emerged as a theme in those in the cost cohort who 

chose surgery. The majority (94%) of participants expressed at least some agreement that 

healthcare cost is a major problem while only 58% indicated that they consider the country’s 

healthcare costs when making treatment decisions.

Conclusions: Participants who received societal cost information were more likely to choose the 

more expensive treatment option (CTR) for mild CTS.

Clinical Relevance: Exposure to societal cost information may influence patient decision-

making in elective hand surgery. A complete understanding of this influence is required prior to 

implementing processes towards greater cost transparency for diagnostic/treatment options. 

Sharing out-of-pocket costs with patients may be a beneficial approach because discussing societal 

cost information alone will likely not improve value of care.

Keywords

Carpal Tunnel Release; Carpal Tunnel Syndrome; Decision-Making; Societal Cost

INTRODUCTION

Carpal tunnel syndrome (CTS) is a common upper extremity condition for which both 

splinting and surgery have demonstrated clinical efficacy when the symptoms are nocturnal 

and mild.1 Carpal tunnel release (CTR) has been shown to produce better clinical outcomes 

when compared to wrist splinting alone and is often recommended in patients who have 

failed non-operative management and/or initially present with moderate to severe symptoms.
2 In contrast, wrist splinting is a less expensive treatment for CTS that can provide 

symptomatic relief for a substantial proportion of patients, while preserving the option for 

future surgery if symptoms progress.2–4 When a treatment decision is preference-sensitive, 

shared decision-making can strengthen the physician-patient relationship and may lead to 

improved outcomes.5–7 However, when presenting options to patients, the physician should 

fully consider which treatment characteristics to present, as the selection or omission of 

certain characteristics can affect decision-making.8,9 Despite extensive literature 

characterizing the importance of out-of-pocket costs in patient decision-making,10–13 little is 

known about the influence of knowing societal costs on decision-making.

Given the rising annual healthcare expenditures in the United States (U.S.), surpassing $3 

trillion or more than $10,000 per capita,14 and finite healthcare resources, healthcare cost 

containment is increasingly important. An overarching goal of value-based healthcare is the 

reduction of the total cost of care while maintaining care quality.15 In a value-based care 

model, multiple stakeholders can assume stewardship over healthcare resources, including 

government, insurance, hospitals, physicians, and patients.16–19 However, no consensus has 

been reached on how the responsibility for stewardship should be allocated.17 An early focus 

Zhuang et al. Page 2

J Hand Surg Am. Author manuscript; available in PMC 2021 October 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



group study found that patients were generally unwilling to consider costs, especially costs 

borne by others, in medical decision-making.20 However, participants were not asked to 

make a specific decision and the influence of societal costs on decision-making is likely 

condition-dependent. A later randomized study found that an explicit plea to reduce societal 

healthcare costs did not reduce requests for low-value back imaging in a hypothetical 

scenario.21 In another randomized study on left ventricular assist device (LVAD) 

implantation for heart failure, presenting societal cost information resulted in an increased 

probability of choosing the more expensive, high-risk treatment option, an effect the authors 

attributed to the lack of personal financial responsibility (direct costs were borne by 

insurers) and participants equating cost with quality of care.22 However, these choices 

involved either a clearly low-value option (back imaging) or a life-or-death choice (LVAD) 

and thus may not be generalizable to decisions in elective hand surgery that are more 

preference-sensitive.

Despite the large societal costs of CTS,23 the influence of providing patients with 

information about societal costs on treatment decision-making in elective hand surgery 

remains unknown. Providing societal cost information in addition to out-of-pocket cost 

information might be used as a strategy to improve value of care and drive stewardship of 

limited healthcare resources. In this study, we tested the null hypothesis that exposure to 

societal cost information does not alter the probability of choosing the more expensive 

treatment option (CTR).

METHODS

Design

We employed convergent mixed methods with an embedded integration approach in this 

study. After obtaining institutional review board approval, we designed an online survey 

using a case of mild CTS with intermittent, nocturnal symptoms where participants were 

asked to choose between receiving the more expensive treatment option (CTR) or a less 

costly option (splinting). Participants were randomized via simple, unblocked randomization 

into two cohorts using Qualtrics software (Qualtrics, Provo, UT). Participants randomized 

into the control cohort received the clinical vignette only. Participants in the cost cohort 

received the clinical vignette and additional information about the societal costs of CTR.

We recruited participants on the Amazon Mechanical Turk (MTurk) interface, an online 

platform where registered, adult workers receive compensation for completing tasks. 

Participants were compensated $0.20 for taking the survey and were paid regardless of 

whether they finished the survey. A growing body of evidence has demonstrated the validity 

of MTurk as a participant recruitment tool for behavioral research, including prior work in 

hand surgery.24–28

Survey

The structure of our survey was based on surveys used in similar previous studies.21,22 We 

developed a hypothetical scenario that described the symptoms of mild CTS with nocturnal 

symptoms and two treatment options (CTR or wrist splinting). In addition, the cost cohort 
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was presented with the following statement based on prior work:23,29 “The cost of this 

surgery varies between $2,000 to $10,000. There are over 500,000 carpal tunnel release 

surgeries performed in the U.S. each year. This amounts to over $1 billion in costs to society. 

Assume that you personally will NOT pay for the surgery and that your insurance will pay 

for all the cost.” Due to the difficulty of quantifying the indirect societal costs of CTR (e.g. 

lost income/productivity, days off work), we only provided information on the direct medical 

costs of the procedure. Participants were also asked to provide a brief rationale for their 

choice. We assessed attitudes towards healthcare costs by measuring agreement with 

statements similar to those previously used to distinguish between acceptors and decliners of 

expensive treatments.21,22 All surveys are available as Supplemental Information 

(Supplemental Figure 1).

Variables

The primary outcome variable was the decision to have surgery, measured on a 6-point 

ordinal scale (1 = Definitely not, 6 = Definitely). For some analyses, we constructed a 

dichotomized outcome variable from the ordinal scale, capturing surgery (“maybe,” 

“probably,” or “definitely” have surgery) versus splinting (“maybe not,” “probably not,” or 

“definitely not” have surgery) because the clinical decision is a dichotomous one. The 

primary explanatory variable was exposure to societal cost information. We also collected 

the following demographic variables to evaluate the success of randomization: age, sex, 

annual household income, race, employment status, education level, relationship status, and 

insurance type. We evaluated attitudes towards healthcare costs by measuring agreement 

with various statements on a 6-point ordinal scale (1 = Strongly disagree, 6 = Strongly 

agree).

Study sample

We randomized 304 participants into either the cost or control cohorts (Figure 1). We 

subsequently excluded 23 (7.6%) participants because they either failed to finish the survey 

or finished the survey in under 60 seconds (indicating they may not have fully read through 

the text; chosen a priori), leaving 138 participants in the cost cohort and 143 participants in 

the control cohort for analysis. Their demographics are shown in Table 1. Forty-four 

(15.7%) participants had previously received a diagnosis of CTS. Of these, 9 (20.5%) had 

already undergone CTR. These participants with prior CTS diagnoses and/or CTR were 

evenly distributed over both cohorts. Five participants (1.8%) did not know whether they had 

been diagnosed with CTS.

Statistical Analysis

We piloted our survey in 29 MTurk participants prior to full recruitment. In the pilot, 11/15 

(73.3%) participants randomized into the cost cohort favored surgery compared to 6/14 

(42.9%) participants randomized into control. We performed an a priori sample size 

estimation which showed that a total of 154 participants would provide 95% power to detect 

a difference of at least this magnitude between the cohorts (α = 0.05). Statistical significance 

was defined as p <0.05 for all analyses. For categorical variables, we reported counts with 
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percentages and evaluated differences using Fisher’s exact test. We evaluated ordinal scale 

responses using a Mann-Whitney U-test.

Qualitative Data Analysis

We used qualitative content analysis to evaluate participants’ rationale(s) for their choice. 

Two members of the research team independently analyzed and conducted open coding of 

the responses. During open coding, the analysts reviewed responses and identified key ideas 

from each response, which were labeled as sub-codes. Subsequently, the analysts met and 

created a codebook based on key ideas and concepts derived from the sub-codes. In this 

process, new codes were provided until saturation was achieved, i.e. no new codes emerged 

from the sub-codes. All sub-codes were classified into these codes. Any discrepancies were 

resolved via in-person discussion between the two analysts. The codes were then analyzed to 

identify themes. Representative responses are included (Table S1). For convergent analysis, 

these qualitative data were merged with the quantitative data using an embedded integration 

approach.

RESULTS

Effect of Societal Cost Information on Treatment Choice

Participants in the cost cohort exhibited a greater probability of choosing surgery (p<0.05; 

Table 2). The full distribution of survey responses is shown in Figure 2. Upon 

dichotomization of the primary outcome variable, we found that a greater proportion of 

those in the cost cohort chose surgery (55.1%) compared to the control cohort (38.5%), 

corresponding to a relative risk of 1.43 (95% confidence interval [CI]: 1.11 – 1.85) for 

choosing surgery after exposure to societal cost information (p<0.05). Since participants 

with a history of CTS have more experience with and/or knowledge of CTS, societal cost 

information may be weighted differently in their decision-making. Thus, we then excluded 

all participants with a former diagnosis of CTS and re-analyzed the data. There were no 

substantive changes in the observations. Among participants who had not been diagnosed 

with CTS, the relative risk of choosing surgery after exposure to societal cost information 

was 1.55 (95% CI: 1.17 – 2.06). Additionally, due to potential inter-generational differences, 

we assessed for effect modification by stratifying the entire cohort into those below or at the 

median age and those over the median age. The effect of societal cost information on 

choosing surgery was more pronounced in the younger subgroup compared to the older 

subgroup (Table 3). In the younger subgroup, the relative risk of choosing surgery after 

exposure to societal cost information was 1.68 [95% CI: 1.23 – 2.29] compared to 1.24 

[95% CI: 0.80 – 1.90] for the older subgroup.

We then performed a qualitative content analysis to identify themes in participants’ 

rationales (Figure 3, Table S1). Monetary responsibility or concerns, specifically who would 

bear the cost (i.e. insurance versus patients), emerged as a theme during this analysis in both 

cohorts. For some who chose surgery, the lack of personal financial responsibility for 

surgery costs drove their decision (Table S1). For some who chose splinting, concern about 

personal costs (e.g. deductibles, copays) drove their decision. Upon convergent analysis, we 

found that the majority of participants whose rationales included monetary responsibility as 
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a theme were in the cost cohort and the majority of those chose surgery (Figure 3). 

Moreover, of the 19 participants whose responses were coded into the “insurance covers it” 

or “no cost to me” categories, 18 were in the cost cohort and chose surgery. Example 

responses included: “You said insurance would pay. I have the insurance, why not use it? I 

need the surgery” and “Also, my insurance would cover the cost, so I would not have to 

consider financial constraints. There is the possibility that in the future, I may not have the 

insurance payment option.”

Attitudes Toward Healthcare Costs

Subsequently, we evaluated attitudes towards healthcare costs using agreement with various 

statements on an ordinal scale, stratified by participants who chose surgery versus those who 

did not (Table 4). The majority of participants expressed at least some agreement with a 

statement indicating that healthcare cost is a major national problem, with 94% in 

agreement. Over 60% of participants indicated that consumers can help lower healthcare 

costs but only 58% of participants indicated that they consider the country’s healthcare costs 

during personal treatment decisions. In contrast, the majority of participants indicated that 

they consider out-of-pocket costs when making treatment decisions, with 95% expressing 

agreement. No significant differences were observed between those who chose surgery and 

those who chose splinting on any of the seven statements presented.

DISCUSSION

In this study, we found that exposure to societal cost information increased the probability of 

choosing CTR by 43%. This effect was magnified after excluding participants with former 

CTS diagnoses and in participants who were below or at the median age. Lack of personal 

monetary responsibility emerged as a theme in a qualitative analysis of the participants’ 

rationales for choosing surgery. These results inform efforts towards cost transparency with 

the intention of delivering high-value care and reveal the potential impact of providing 

societal cost information. For example, presenting patients with the total cost or insurer 

reimbursement for surgery to promote price shopping, as current price transparency 

initiatives advocate (e.g. public price transparency tools created by the Centers for Medicare 

and Medicaid Services, publication of hospital chargemasters) may have unintended 

consequences, as patients are often not personally responsible for the majority of healthcare 

costs.30,31 Instead, cost transparency efforts should emphasize costs directly relevant to 

patients, i.e. out-of-pocket (OOP) costs, and institutions with pre-surgical financial planning 

could calculate OOP costs for patients undergoing elective surgery such as CTR to aid in 

decision-making. Further, other strategies to promote stewardship such as reference pricing 

may be a more effective means to promote higher value care.

Limitations to our study exist. Notably, since we only included U.S. participants, our results 

may not be generalizable to participants in other countries, especially those in single-payer 

systems. In a U.S. focus group study, Sommers et al. found a generally negative attitude 

towards insurers and an unwillingness to consider costs borne by insurers in decision-

making,20 suggesting that patient decision-making in single-payer systems could differ 

markedly, depending on prevailing attitudes toward the single payer. Although that study 
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also found antagonistic attitudes towards the U.S. government, this is not generalizable 

across countries. Our qualitative analysis did not detect an overtly vindictive attitude towards 

insurers; rather, our data suggest that lack of personal monetary responsibility likely drives 

decision-making in our study (Table S1). In single-payer systems where healthcare is a 

common resource funded via taxation, patients also do not face the direct costs of their care 

(but do bear indirect costs via taxes) and thus the lack of personal financial responsibility 

may still play a role in decision-making. However, since countries likely differ regarding 

societal attitudes towards shared goods and beliefs about the healthcare system, our results 

may still reflect a uniquely American frame of reference. Since single-payer systems also 

may have more rigid rules dictating when certain procedures are indicated,32 costs might 

play less of a role in the decision calculus.

Our results are based on the preferences of MTurk participants, which may not be 

representative of the general population. However, external validity is bolstered by MTurk’s 

access to more diverse samples than traditional methods.24,25,33,34 Nevertheless, MTurk 

participants tend to be younger, more highly educated, and lower income than the general 

population.35 The younger age of MTurk participants may have resulted in our participants 

being more likely to choose surgery as a whole, since we found that younger age modified 

the effect of societal cost information on choice. In fact, several participants expressed that 

they would rather have surgery sooner rather than later, citing their younger age and ability 

to recover (Table S1). Thus, presenting societal cost information may influence surgery 

choice more for younger populations. This effect warrants further investigation. Further, the 

unsupervised nature of online surveys may give rise to concerns about participant 

attentiveness and data quality. However, high-reputation MTurk workers, defined as those 

with approval ratings of 95% and over,27 have been shown to provide high-quality data and 

the MTurk population may be even more attentive than traditional samples.27,36 We 

attempted to ensure quality control by restricting the survey to workers with approval ratings 

of at least 97% and at least 5,000 former tasks completed. In addition, although the evidence 

on the relationship between compensation and data quality is limited, studies suggest that 

while compensation level may affect speed of data acquisition and attrition, it does not 

appear to affect data quality.33,37 Although our participants did provide rationales for their 

responses, we cannot definitively exclude that our results may have been affected by 

compensation level. Since MTurk workers choose which tasks to complete, we cannot 

quantify the non-response rate and therefore cannot exclude the possibility of non-response 

bias.

Although our scenario presented a case where splinting and CTR were not inferior to each 

other, this may not be true for all cases of CTS. However, a key strength of this study was 

the use of randomization to account for any unobserved confounding. Another concern 

relates to the brevity of the cost information provided and the exclusion of other potential 

societal costs that could result from CTS, such as reduced work productivity and loss of 

income. However, we felt it was necessary to balance brevity with guarding against biasing 

the participants. Nonetheless, several participants mentioned loss of income as a rationale 

for not getting surgery now. Future studies should explore whether providing additional cost 

information or information from a different perspective (e.g. reduced productivity from CTS, 

time off work for surgery) modifies the effect.
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Our results are consistent with those recently reported by Kwon et al, who examined the 

effect of total cost information on choosing LVAD implantation when participants were 

asked to choose for themselves or for another. The authors found that exposure to total cost 

information increased the odds of choosing the expensive LVAD implantation option by 

42%. However, when they analyzed their data only for participants who were choosing for 

themselves, the effect of total cost became smaller (with an 8% difference between the 

cohorts).22 Cost information may play only a small role in that study because LVAD 

implantation is a life-preserving treatment and therefore cost information may be a less 

important factor in participants’ decision-making. Riggs et al. found in a large online study 

that a direct, altruistic appeal to reduce healthcare costs did not influence requests for low-

value back imaging tests.21 In prior work, patients were unwilling to consider costs borne by 

others in medical decision-making.20 However, these studies have not been replicated in 

hand surgery where treatments are often discretionary and there is often treatment equipoise. 

In elective hand surgery, where mortality is not a factor, we observed a significant difference 

in treatment choice between the cost and control cohorts, with the former more likely to 

choose surgery. Taken together, these results suggest that increasing societal cost 

transparency is an ineffective means to reduce healthcare costs. On the contrary, exposure to 

societal cost information in hand surgery may lead to a “raiding of the healthcare 

commons”, in which consumers deliberately choose costlier treatments knowing that society 

will bear the additional costs.

Although most participants in our study agreed that healthcare cost is a major problem in the 

U.S., only 58% indicated that they consider the country’s healthcare costs when making 

treatment decisions. These results are similar to those previously reported by Riggs et al. and 

Kwon et al., who found that while the majority of their participants agreed that healthcare 

costs are a major problem, substantially fewer believed that patients should help control 

healthcare costs.21,22 Similarly, our participants recognized increasing healthcare costs as a 

societal problem, but many did not feel a personal responsibility to consider those costs in 

medical decision-making. Therefore, a larger stewardship role may be required of physicians 

and/or health systems to curb rapidly rising healthcare costs. These results are relevant as 

health policy shifts towards increased cost transparency with both physicians and patients.31 

Where prior work has suggested that transparency with out-of-pocket costs can lead to less 

discretionary, less costly treatment options,38,39 total cost information does not lead to the 

same result. Although patients have demonstrated interest in understanding out-of-pocket 

costs13,39–41 and including this information during shared decision-making has garnered 

increasing support,7 discussing total cost information will likely not improve value of care.

A previous study has shown that the majority of U.S. physicians believe that patients have a 

“major responsibility” in reducing healthcare costs.17 Subsequent efforts to reduce 

healthcare costs at the patient level have largely focused on incentivizing patients through 

out-of-pocket costs. For example, reference pricing, a model in which the insurer pays a set 

price determined by the lower price range for a service with the remainder paid by the 

patient, has successfully altered patient behavior to achieve substantial cost savings in 

cataract surgery, shoulder and knee arthroscopy, and knee and hip arthroplasty.42–46 

However, reference pricing has only been applied to services for which there is a wide range 

in cost with little variation in quality. Additional efforts are needed towards the design of 
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novel strategies to leverage cost-sharing to improve value-based care in hand surgery. Such 

strategies should focus on out-of-pocket costs and avoid discussing total costs because the 

latter increased demand for an expensive treatment option (CTR) in our study.

In conclusion, our results demonstrate that exposure to societal cost information increased a 

participant’s probability of choosing the more expensive treatment option (CTR) compared 

to inexpensive splinting for CTS, especially in younger participants. Although most 

participants agreed that healthcare costs are a major problem, many do not personally 

consider the country’s healthcare costs in medical decision-making.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Figure 1. 
Randomization scheme.
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Figure 2. 
Distribution of Survey Responses by Cohort. The outcome measured was the decision to 

have surgery, measured on a 6-point ordinal scale (1 = Definitely not, 6 = Definitely).
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Figure 3. 
Convergent Analysis.
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Table 1.

Participant Demographics.

Demographic Cost Cohort (n = 138) Control Cohort (n = 143)

Age (SD) 43.5 (13.7) 40.7 (12.1)

Sex, n (%)
Female
Male
Other

76 (55.1)
60 (43.5)
1 (0.7)

85 (59.4)
57 (39.9)

0 (0)

Race, n (%)
White
Black Asian
Hispanic
Other

101 (73.2)
11 (8.0)
11 (8.0)
3 (2.2)
11 (8.0)

108 (75.5)
10 (7.0)
8 (5.6)
3 (2.1)
13 (9.1)

Income, n (%)
Less than $50,000
$50,000 to $99,999
$100,000 to $149,999
More than $150,000

59 (42.8)
63 (45.7)
14 (10.1)
2 (1.4)

68 (47.6)
59 (41.3)
12 (8.4)
4 (2.8)

Employment, n (%)
Full-time
Part-time
Retired
Unemployed
Other

91 (65.9)
27 (19.6)
7 (5.1)
3 (2.2)
9 (6.5)

101 (70.6)
21 (14.7)
6 (4.2)
5 (3.5)
10 (7.0)

Education, n (%)
Less than high school
High school graduate
2-year college degree
4-year college degree
Post-graduate degree

2 (1.4)
25 (18.1)
21 (15.2)
63 (45.7)
26 (18.8)

1 (0.7)
31 (21.7)
26 (18.2)
59 (41.3)
25 (17.5)

Relationship status, n (%)
Married
Domestic partnership
Single, never married
Single, divorced or separated
Single, widowed

54 (39.1)
5 (3.6)

48 (34.8)
23 (16.7)
8 (5.8)

74 (51.7)
7 (4.9)

50 (35.0)
7 (4.9)
4 (2.8)

Insurance, n (%)
Medicaid
Medicare
Commercial
Workers’ Compensation
Uninsured

16 (11.6)
21 (15.2)
86 (62.3)
3 (2.2)
12 (8.7)

16 (11.2)
18 (12.6)
90 (62.9)
4 (2.8)

15 (10.5)

Previous carpal tunnel syndrome diagnosis, n (%)
Yes
No
Do not know

19 (13.8)
117 (84.8)

2 (1.4)

25 (17.5)
115 (80.4)

3 (2.1)

Previous carpal tunnel release, n (%)
Yes
No

5 (3.6)
14 (10.1)

4 (2.8)
19 (13.3)

Percentages may not sum to 100% because some participants declined to answer some items.
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Table 2.

CTS Treatment Choice by Cohort.

Outcome Cost Cohort Control Cohort p value
†

Entire cohort

Probability of choosing surgery, n (%)
Definitely not
Probably not
Maybe not
Maybe
Probably
Definitely

20 (14.5)
34 (24.6) 8 (5.8)

17 (12.3)
38 (27.5)
21 (15.2)

29 (20.3)
47 (32.9)
12 (8.4)
16 (11.2)
28 (19.6)
11 (7.7)

< 0.05

Dichotomized choice, n (%)
Splinting
Surgery

62 (44.9)
76 (55.1)

88 (61.5)
55 (38.5)

< 0.05

No prior carpal tunnel syndrome

Probability of choosing surgery, n (%)
Definitely not
Probably not
Maybe not
Maybe
Probably
Definitely

17 (14.5)
25 (21.4)
7 (6.0)

14 (12.0)
33 (28.2)
21 (17.9)

22 (19.1)
39 (33.9)
11 (9.6)
13 (11.3)
22 (19.1)
8 (7.0)

< 0.05

Dichotomized choice, n (%)
Splinting
Surgery

49 (41.9)
68 (58.1)

72 (62.6)
43 (37.4)

< 0.05

†
Significant p values are in bold.
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Table 3.

CTS Treatment Choice by Age.

Outcome Cost Cohort Control Cohort p value
†

Age less than or equal to 39 years*

Probability of choosing surgery, n (%)
Definitely not
Probably not
Maybe not
Maybe
Probably
Definitely

5 (7.8)
13 (20.3)
2 (3.1)

10 (15.6)
23 (35.9)
11 (17.2)

15 (19.2)
26 (33.3)
5 (6.4)

11 (14.1)
15 (19.2)
6 (7.7)

< 0.05

Dichotomized choice, n (%)
Splinting
Surgery

20 (31.3)
44 (68.7)

46 (59.0)
32 (41.0)

< 0.05

Age greater than 39 years
༶

Probability of choosing surgery, n (%)
Definitely not
Probably not
Maybe not
Maybe
Probably
Definitely

15 (20.5)
21 (28.8)

(8.2)
(9.6)

14 (19.2)
10 (13.7)

14 (21.9)
21 (32.8)
7 (10.9)
5 (7.8)

12 (18.8)
5 (7.8)

0.42

Dichotomized choice, n (%)
Splinting
Surgery

42 (57.5)
31 (42.5)

42 (65.6)
22 (34.4)

0.38

†
Significant p values are in bold.

*
Mean age = 31.6. Mean age = 52.9. Note that two participants declined to provide age and were excluded.

༶
Mean age = 31.6. Mean age = 52.9. Note that two participants declined to provide age and were excluded.
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