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Background and purpose — Patient satisfaction after 
total hip and knee arthroplasty (THA, TKA) is influenced by 
multiple factors, including patient-reported pain and func-
tion. We aimed to examine whether functional abilities or 
pain during specific activities are associated more than other 
aspects with satisfaction 1 year after THA and TKA.

Methods — This cohort study included all primary elec-
tive THAs and TKAs performed between January 2012 
and June 2022 at a tertiary care university hospital. Ordinal 
logistic regression models were used to assess associations 
between patient satisfaction and WOMAC Pain and Func-
tion summary scores and items, 1 year postoperatively.

Results — 1,772 THAs and 1,323 TKAs were included. 
Individually, all scores and items were associated with satis-
faction. However, multivariable models revealed differences 
in the strength of association. Global pain score (odds ratio 
[OR] THA: 2.80, 95% confidence interval [CI] 2.40–3.29; 
TKA: 3.61, CI 2.96–4.44), pain while walking on the flat 
(OR THA: 1.79, CI 1.45–2.22; TKA: 1.74, CI 1.43–2.11), 
and pain going up or down stairs (OR THA: 1.64, CI 1.37–
1.96; TKA: 1.68, CI 1.44–1.97) showed the strongest asso-
ciations in both populations. Among THAs, activities walk-
ing on the flat (OR 1.41, CI 1.17–1.68), putting on socks 
(OR 1.29, CI 1.12–1.48), and ascending stairs (OR 1.26, CI 
1.08–1.46) contributed most to satisfaction, whereas among 
TKAs, walking on the flat (OR 1.41, CI 1.18–1.69), rising 
from sitting (OR 1.32, CI 1.11–1.58), and getting in or out of 
a car (OR 1.31, CI 1.10–1.57) did.

Conclusion — After THA/TKA, patient satisfaction is 
associated with pain during basic daily tasks—especially 
walking and stair climbing. Key functional drivers differ by 
joint: socks and stairs matter for THA, rising from sitting and 
getting in/out of a car matter for TKA.

Patient satisfaction is a multidimensional construct compris-
ing 2 main aspects: satisfaction with the process of care and 
with its outcomes [1]. In the literature, satisfaction with the 
outcomes of total hip and knee arthroplasty (THA, TKA) has 
been related to many factors, including the concept of embodi-
ment, patient expectations, and patient-reported outcomes 
(PROs). Embodiment refers to the relationship between the 
body and the self, individuals typically perceiving them as 
one. Illness or injury can disrupt this unity, causing the altered 
body part to feel disconnected from the self. The inability to 
achieve re-embodiment, i.e., integrate the prosthesis into the 
body, has been linked to dissatisfaction [2-4]. Patient satisfac-
tion has also been associated with preoperative patient expec-
tations, with unfulfilled expectations contributing to dissatis-
faction. In addition, it has been linked to PROs, particularly 
improvements in pain, function, and general health-related 
quality of life, as well as postoperative pain, functional abili-
ties and preoperative mental health [5-7].

While most studies have examined the relationship between 
overall patient expectations or PRO scores and satisfaction, only 
a few studies have explored how specific aspects of these expec-
tations or outcomes relate to patient satisfaction. These studies 
have identified that certain patient-reported functional abilities, 
such as climbing up or down stairs after TKA, and the fulfill-
ment of specific expectations, such as improved knee range of 
motion (ROM) after TKA, have a greater influence on patient 
satisfaction than others [8-11]. However, the literature on this 
topic remains limited, focusing primarily on TKA patients, with 
pain experienced during specific activities yet to be explored. 

Therefore, we aimed to determine whether, and which, func-
tional abilities or pain experienced while performing specific 
activities are more strongly associated with patient satisfac-
tion than others 1 year after THA and TKA.
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Methods
Study design and population
For this cohort study, all primary elective THAs and TKAs 
performed between January 2012 and June 2022 at a tertiary 
care university hospital, and collected as part of the Geneva 
Arthroplasty Registry [12], were eligible. This institutional 
registry founded in 1996 has 100% completeness of primary 
elective THA and TKA registration [13]. Arthroplasties were 
excluded if patients had not consented to research, had died, 
were lost to follow-up, or had undergone revision within 1 
year after surgery, as well as those with an incomplete or 
missing short-form (12-item scale) of the Western Ontario and 
McMasters Universities Osteoarthritis Index (WOMAC) [14] 
or missing patient-reported satisfaction at 1-year follow-up. 
This study adheres to STROBE guidelines.

Study variables
The main study variables included patient satisfaction, as well 
as WOMAC Pain and Function summary scores and items 
1 year after surgery. Patient satisfaction was assessed with 
the following question: “Are you satisfied with the result of 
your hip/knee surgery?” on a 5-point Likert scale: (1) dissat-
isfied, (2) somewhat dissatisfied, (3) somewhat satisfied, (4) 
satisfied, and (5) very satisfied. WOMAC scores and items 
were assessed with the short-form WOMAC questionnaire, 
designed specifically for patients with hip or knee osteoarthri-
tis, and comprising 12 items, 5 for pain (pain while walking on 
the flat, going up or down stairs, at night while in bed, rising 
from or sitting on chair, and standing upright) and 7 for func-
tion (difficulty in ascending stairs, rising from sitting, walking 
on the flat, getting in or out of car, putting on socks, rising 
from bed, and sitting). Each item is rated on a 5-point Likert 
scale, and both pain and function summary scores range from 
0 to 100, with higher scores indicating better outcomes [14]. In 
this study, only WOMAC scores and items at 1-year follow-
up were investigated; changes in outcomes from baseline to 
1 year were not analyzed. Indeed, preliminary analyses pre-
sented in the Supplementary Table (see Appendix) indicated 
that patient satisfaction is more strongly influenced by postop-
erative scores than by changes in scores. This finding is con-
sistent with previous literature, which emphasizes the greater 
importance of postoperative scores over changes in scores for 
patient satisfaction [15,16].

Descriptive variables assessed preoperatively included sex, 
age at the time of surgery, body mass index (BMI), American 
Society of Anesthesiologists Physical Status (ASA) score [17], 
number of comorbidities, smoking status (never, former or cur-
rent), education level (≤ 8 years, 9–12 years or ≥ 13 years), 
insurance type (public or private), diagnosis (primary or sec-
ondary osteoarthritis), University of California Los Angeles 
(UCLA) activity scale [18], Mental Component Score (MCS) 
and Physical Component Score (PCS) of the 12-item Short 

Form (SF-12) questionnaire [19], self-rated health (SF-12 first 
item), and pain and function summary scores of the short-
form WOMAC questionnaire [14]. The ASA score assesses a 
patient’s pre-anesthesia comorbidity status (1: normal healthy 
patient, 2: patient with mild systemic disease, 3: patient with 
severe systemic disease, and 4: patient with severe systemic 
disease that is a constant threat to life) [17]. The UCLA activ-
ity scale assesses a patient’s activity level on a scale from 1 
(wholly inactive) to 10 (regularly participates in impact sports) 
(18), and was categorized into low (score 1–4), moderate (score 
5–7), and high activity (score 8–10). The SF-12 questionnaire 
assesses a patient’s general health status and comprises 2 sum-
mary scores, MCS and PCS [19].

Statistics
All analyses were performed separately for the THA and TKA 
populations. Baseline characteristics were reported separately 
for each population, with continuous variables reported as 
mean and standard deviation (SD) and categorical variables 
as proportions (in %). Mean WOMAC Pain and Function 
summary scores at 1-year follow-up were calculated for each 
satisfaction level to compare their association with patient 
satisfaction in both populations. To evaluate and compare the 
contributions of WOMAC Pain and Function summary scores 
as well as individual items to patient satisfaction, univariable 
and multivariable ordinal logistic regression models were 
performed. Patient satisfaction, coded from 1 to 5 (= best), 
was used in all models as the response variable. In univari-
able models, WOMAC Pain summary score, WOMAC Pain 
individual items (5 items), WOMAC Function summary 
score, and WOMAC Function individual items (7 items) were 
alternately used as the explanatory variable. In multivariable 
models, 1 model including both summary scores, 1 including 
all pain items, and another including all function items were 
constructed. The WOMAC individual items were coded from 
1 to 5 and were evaluated as continuous variables. A total of 
14 univariable and 3 multivariable models were built for each 
population. Given the exploratory nature of the analyses, no 
multiplicity adjustment was applied, and odds ratios (ORs) 
with 95% confidence intervals (CIs) were reported. They were 
reported for a difference of 1 SD for summary scores and for 
1 point on the response scale for items. In ordinal logistic 
regression, an OR is a measure of the relative change in odds 
of observing a higher vs lower category in the ordinal outcome 
for a unit increase in a predictor variable while holding other 
predictors in the model constant [20]. All analyses were con-
ducted using a complete-case approach. Data were analyzed 
using R, version 4.2.2 (R Foundation for Statistical Comput-
ing, Vienna, Austria).

Ethics, data sharing, funding, and disclosures
Written informed consent was obtained from all patients 
included in this study, and ethical approval was granted by 
the local ethics committee (CCER Geneva, Switzerland). 
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The data supporting this study is not publicly available due 
to privacy or ethical restrictions but is available from the 
corresponding author upon reasonable request. Institutional 
financial support for the registry was provided by the “Fonda-
tion pour la recherche ostéoarticulaire.” The authors declare 
no conflicts of interest. Complete disclosure of interest forms 
according to ICMJE are available on the article page, doi: 
10.2340/17453674.2026.45732

Results

Between January 2012 and June 2022, 3,278 primary elective 
THAs and 2,478 primary TKAs were performed. Of those, 
2,477 THAs and 1,916 TKAs met the eligibility criteria (i.e., 
patients gave consent to research), and 1,772 THAs and 1,323 
TKAs were included in the analysis, including only proce-

patients, with respectively 93% vs 82% being satisfied or very 
satisfied, and 7.1% vs 18% being somewhat satisfied, some-
what dissatisfied, or dissatisfied (Figure 2). In both THA and 
TKA populations, mean WOMAC Pain and Function sum-
mary scores increased with higher levels of satisfaction 1 year 
after surgery, highlighting the association between WOMAC 
summary scores and patient satisfaction at 1-year follow-up 
(Figure 3). 

Both WOMAC Pain and Function summary scores showed 
strong individual associations with patient satisfaction in THA 
and TKA. Considering the mutually adjusted model including 
both summary scores, WOMAC Pain showed a much stronger 
association with patient satisfaction than WOMAC Function in 
both populations, although both remained significant (Table 2).

Similarly, all pain and function items showed strong indi-
vidual associations with satisfaction in THA and TKA. Con-
sidering mutually adjusted models, which included either 

Primary elective THAs performed
January 1, 2012 to June 30, 2022

n = 3,278

Excluded (n = 801):
– refused consent, 55
– missing consent, 746

Eligible THAs
n = 2,477

Included THAs
n = 1,772

Excluded (n = 705):
– dead within 1 year, 37
– lost to follow-up at 1 year, 10
– revised within 1 year, 48
– missing or incomplete WOMAC
   questionnaire at 1 year, 588
– missing patient satisfaction at 
   1 year, 22

Primary elective TKAs performed
January 1, 2012 to June 30, 2022

n = 2,478

Excluded (n = 562):
– refused consent, 39
– missing consent, 523

Eligible TKAs
n = 1,916

Included TKAs
n = 1,323

Excluded (n = 593):
– dead within 1 year, 11
– lost to follow-up at 1 year, 15
– revised within 1 year, 40
– missing or incomplete WOMAC
   questionnaire at 1 year, 511
– missing patient satisfaction at 
   1 year, 16

Figure 1. Flowcharts for total hip arthroplasty (THA) and total knee arthroplasty (TKA) populations.
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Figure 2. Distribution of patient satisfaction 1 year after total hip arthro-
plasty (THA) and total knee arthroplasty (TKA).
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Figure 3. Mean WOMAC Pain & Function summary scores 1 year after 
surgery according to satisfaction level for total hip arthroplasty (THA) 
and total knee arthroplasty (TKA) populations.

dures with complete WOMAC ques-
tionnaire and patient satisfaction ques-
tion at 1-year follow-up (Figure 1).

Preoperatively, patients with THA 
were less often female (55% vs 64%), 
were slightly younger (68.8 vs 70.9 
years), and had lower BMI (26.9 vs 
29.7) than patients with TKA. They 
generally had lower ASA grades and 
fewer comorbidities, were more often 
smokers and had higher education 
levels. Activity levels, SF-12 PCS and 
MCS scores, and WOMAC Pain score 
were comparable in THA and TKA, 
whereas THA patients reported slightly 
better self-rated health and poorer 
WOMAC Function score (Table 1).

1 year after surgery, THA patients 
reported higher satisfaction than TKA 
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Table 1. Baseline characteristics of the total hip arthroplasty (THA) and total knee 
arthroplasty (TKA) populations. Values are count (%) unless specified

 	 THA	 TKA
 	 Eligible 	 Included 	 Eligible	 Included 
Item	 (n = 2,477)	 (n = 1,772)	 (n = 1,916)	 (n = 1,323)

Female	 1,375 (56)	 982 (55)	 1,250 (65)	 843 (64)
Age at surgery a 	 68.4 (12.8)	 68.8 (12.0)	 70.2 (10.0)	 70.9 (9.6)
Body mass index a 	 27.1 (5.3)	 26.9 (5.2)	 30.0 (5.6)	 29.7 (5.4)
ASA score				  
 1	 197 (8.0)	 143 (8.1)	 51 (2.7)	 43 (3.3)
 2	 1,693 (68)	 1,258 (71)	 1,361 (71)	 954 (72)
 3–4	 587 (24)	 371 (21)	 504 (26)	 326 (25)
Number of comorbidities				  
 0	 263 (11)	 197 (11)	 98 (5.1)	 71 (5.4)
 1–3	 1,621 (65)	 1,183 (67)	 1,181 (62)	 831 (63)
 ≥ 4	 593 (24)	 392 (22)	 637 (33)	 421 (32)
Smoking status				  
 Never	 1,307 (53)	 960 (54)	 1,137 (60)	 789 (60)
 Former	 648 (26)	 473 (27)	 486 (26)	 348 (27)
 Current	 513 (21)	 334 (19)	 283 (15)	 178 (14)
 Missing	 9 	 5 	 10 	 8  
Education (years of schooling)				  
 ≤ 8 	 729 (33)	 536 (32)	 700 (42)	 501 (40)
 9–12 	 704 (32)	 525 (31)	 523 (31)	 398 (32)
 ≥ 13 	 770 (35)	 616 (37)	 453 (27)	 340 (27)
 Missing	 274 	 95 	 240 	 84 
Diagnosis				  
 Primary osteoarthritis	 2,123 (86)	 1,563 (88)	 1,630 (85)	 1,123 (85)
 Secondary osteoarthritis	 354 (14)	 209 (12)	 286 (15)	 200 (15)
UCLA presurgery				  
 Low activity	 1,594 (82)	 1,176 (80)	 1,236 (83)	 886 (82)
 Moderate activity	 321 (16)	 258 (18)	 231 (16)	 184 (17)
 High activity	 40 (2.0)	 35 (2.4)	 17 (1.1)	 15 (1.4)
 Missing 	 522 	 303 	 432 	 238 
SF-12 MCS presurgery a 	 42.7 (11.2)	 43.4 (11.2)	 43.4 (11.5)	 44.1 (11.5)
 Missing 	 411 	 234 	 317 	 167 
SF-12 PCS presurgery a 	 32.9 (7.2)	 33.1 (7.2)	 33.4 (7.1)	 33.7 (7.1)
 Missing	  411 	 234 	 317 	 167 
Self-rated health presurgery				  
 Poor–fair	 407 (19)	 278 (18)	 359 (22)	 227 (19)
 Good	 1,196 (57)	 889 (57)	 971 (60)	 711 (61)
 Very good–excellent	 508 (24)	 404 (26)	 299 (18)	 236 (20)
 Missing	 366 	 201 	 287 	 149 
WOMAC Pain presurgery a 	 38.7 (18.1)	 39.5 (18.1)	 37.6 (17.1)	 38.9 (17.0)
 Missing 	 389 	 218 	 300 	 155 
WOMAC Function presurgery a 	 39.7 (19.0)	 40.6 (18.8)	 42.2 (18.9)	 43.7 (18.9)
 Missing 	 420 	 241 	 330 	 175 

a mean (SD)

all pain or all function items, differences in the 
strength of associations were observed across 
items. Focusing on pain items, all were signifi-
cantly associated with satisfaction in both popu-
lations, except “at night while in bed” in THA. 
Among significant items, “walking on the flat” 
and “going up or down stairs” had the strongest 
associations with patient satisfaction in both 
THA and TKA. Focusing on function items, 4 in 
THA—“ascending stairs,” “rising from sitting,” 
“walking on the flat,” and “putting on socks”—
and 5 in TKA—“ascending stairs,” “rising from 
sitting,” “walking on the flat,” “getting in/out of 
car,” and “sitting”—were significantly associ-
ated with satisfaction. Among significant items, 
“walking on the flat,” “putting on socks,” and 
“ascending stairs” in THA and “walking on the 
flat,” “rising from sitting,” and “getting in/out 
of car” in TKA had the strongest associations. 
This suggests that pain while performing certain 
activities or limitations in performing specific 
tasks have a greater influence on patient satisfac-
tion than others (Table 3). Furthermore, adjusting 
the models for sex, age at surgery, and BMI did 
not alter the findings (results not presented).

Discussion

We aimed to examine whether certain functional 
abilities or pain during specific activities are 
associated more than other factors with satisfac-
tion 1 year after THA and TKA. We identified 
differences in the contribution of patient out-
comes to patient satisfaction with the result of 
THA and TKA interventions. Although both pain 
during activities and function at 1 year follow-up 
were significantly associated with patient satis-
faction, pain had a greater influence, a finding 
consistent with prior research [15,21–23]. At the 

Table 2. Ordinal logistic regression models of WOMAC summary scores for the total hip arthroplasty 
(THA) and total knee arthroplasty (TKA) populations. Odds ratios are reported for a difference of 1 stan-
dard deviation

	 THA	 TKA
	 Univariable	 Mutually adjusted a	 Univariable	 Mutually adjusted a
Score	 Odds ratio (CI)	 Odds ratio (CI)	 Odds ratio (CI)	 Odds ratio (CI)

WOMAC Pain	 3.44 (3.07–3.87)	 2.80 (2.40–3.29)	 4.24 (3.72–4.86)	 3.61 (2.96–4.44)
WOMAC Function	 2.71 (2.43–3.02)	 1.34 (1.14–1.56)	 3.14 (2.78–3.55)	 1.22 (1.01–1.47)

CI = 95% confidence interval.
a Mutually adjusted models include both WOMAC Pain & Function summary scores.
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item level, pain while walking on flat ground and going up 
or down stairs demonstrated the strongest association with 
patient satisfaction in both THA and TKA. For functional 
activities, differences were highlighted between the 2 popu-
lations, with distinct activities contributing more strongly to 
satisfaction in each population. In THA, the ability to walk on 
flat ground, put on socks, and ascend stairs were the strongest 
contributors to satisfaction, whereas in TKA, walking on flat 
ground, rising from sitting, and getting in or out of a car had 
the greatest contribution.

At the 1-year follow-up, the proportion of satisfied to very 
satisfied patients in both THA and TKA populations is consis-
tent with recent studies by Laigaard et al. [24,25]. Our findings 
provide novel evidence on the association between satisfaction 
and pain during specific activities after both THA and TKA. 
Regarding the association between satisfaction and functional 
activity limitations, results after THA are lacking. In contrast, 
after TKA, our findings are consistent with those of Nakahara 
et al., who investigated how difficulty in performing specific 
functional activities influenced patient satisfaction after TKA. 
They identified climbing up or down stairs, getting into or out 
of a car, moving laterally, and activities related to walking and 
standing as the most strongly associated with satisfaction [8]. 
Similarly, Noble et al. reported differences in the difficulty 
when performing specific activities between satisfied and dis-
satisfied patients after TKA, particularly in activities requiring 
knee function, such as climbing and descending stairs, get-
ting up from sitting, walking on ramps or uneven surfaces, 
squatting, or gardening [11]. Although our study assessed a 
different set of items, similar functional activities, including 
walking on the flat, getting in or out of a car, ascending stairs, 
and rising from sitting, were identified as key contributors to 
patient satisfaction in the TKA population. Our findings also 
align with studies linking patient expectations to satisfaction. 
Lützner et al. identified improved knee ROM after TKA as one 

of the most important expectations for patients, with its fulfill-
ment significantly contributing to patient satisfaction [9]. Sim-
ilarly, Ghomrawi et al. showed that preoperative expectations 
of regaining full kneeling and leg-straightening abilities after 
TKA were amongst the strongest predictors of dissatisfaction 
[10]. These results underscore the importance of knee ROM 
after TKA, which is essential for performing several activities 
identified in our study, including ascending stairs, rising from 
sitting, and getting in or out of a car.

Limitations
First, our analysis of the association between pain and func-
tion outcomes and patient satisfaction after primary elective 
THA and TKA was limited to 1-year follow-up. Therefore, the 
findings cannot be generalized to later follow-up points. We 
selected the 1-year follow-up point because it is the recom-
mended time point for assessing PROs [5], given that most 
patients have reached full recovery by then, achieving maxi-
mal pain relief and functional improvement [26]. Beyond this 
period, only TKA patients have been reported to experience 
further improvements [27]. Second, various methods exist for 
measuring patient satisfaction, which may influence the result 
[6,7]. In this study, the measurement method employed has been 
recommended by the International Society of Arthroplasty 
Registries (ISAR) [5], ensuring alignment with international 
standards. Lastly, not all patients completed the WOMAC 
questionnaire and satisfaction question at 1-year follow-up. If 
the objective was to generalize numerical findings to the entire 
THA and TKA populations, missing data that does not follow 
a missing completely at random (MCAR) mechanism could 
potentially introduce bias. However, our goal was simply to 
compare various scale scores and items in their responsive-
ness to the effect of the interventions examined. Such compar-
ison is useful even if the sample is not perfectly representative 
of the source population. Nevertheless, those outcomes were 

Table 3. Ordinal logistic regression models of WOMAC individual items for the total hip arthroplasty (THA) and 
total knee arthroplasty (TKA) populations

 	 THA	 TKA
 	 Univariable	 Mutually adjusted a	 Univariable	 Mutually adjusted a
Item	 Odds ratio (CI)	 Odds ratio (CI)	 Odds ratio (CI)	 Odds ratio (CI)

Pain – walking on the flat	 4.20 (3.65–4.85)	 1.79 (1.45–2.22)	 3.90 (3.41–4.48)	 1.74 (1.43–2.11)
Pain – going up or down stairs	 3.24 (2.88–3.65)	 1.64 (1.37–1.96)	 3.12 (2.78–3.51)	 1.68 (1.44–1.97)
Pain – at night while in bed	 2.81 (2.47–3.19)	 1.14 (0.96–1.35)	 2.74 (2.43–3.10)	 1.29 (1.10–1.50)
Pain – rising or sitting on chair	 3.25 (2.88–3.69)	 1.34 (1.10–1.63)	 2.87 (2.56–3.22)	 1.21 (1.03–1.44)
Pain – standing upright	 3.35 (2.95–3.80)	 1.23 (1.00–1.51)	 2.81 (2.51–3.17)	 1.22 (1.04–1.44)
Function – ascending stairs	 2.17 (1.97–2.39)	 1.26 (1.08–1.46)	 2.21 (2.00–2.45)	 1.20 (1.04–1.40)
Function – rising from sitting	 2.47 (2.20–2.77)	 1.23 (1.02–1.48)	 2.57 (2.30–2.88)	 1.32 (1.11–1.58)
Function – walking on the flat	 2.66 (2.36–3.00)	 1.41 (1.17–1.68)	 2.82 (2.47–3.18)	 1.41 (1.18–1.69)
Function – getting in/out of car	 2.40 (2.15–2.67)	 1.20 (1.00–1.44)	 2.54 (2.28–2.85)	 1.31 (1.10–1.57)
Function – putting on socks	 2.10 (1.91–2.32)	 1.29 (1.12–1.48)	 1.92 (1.75–2.12)	 1.00 (0.87–1.15)
Function – rising from bed	 2.44 (2.17–2.75)	 1.05 (0.84–1.30)	 2.47 (2.20–2.78)	 1.00 (0.82–1.23)
Function – sitting	 2.54 (2.24–2.88)	 0.96 (0.77–1.21)	 2.88 (2.53–3.28)	 1.33 (1.08–1.63)

a Mutually adjusted models include either all WOMAC pain items or all WOMAC function items.
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available for 74% of THAs and 72% of TKAs, both exceeding 
the 60% threshold considered sufficient [5], thereby support-
ing the use of a complete-case approach [28].

Conclusion
Patient satisfaction was more strongly influenced by postop-
erative pain than by limitations in functional abilities after 
surgery. Pain while walking on flat ground and going up or 
down stairs were the most critical to patient satisfaction after 
both THA and TKA. These tasks are probably among the most 
common in daily life. Therefore, experiencing pain while 
performing them likely represents the greatest limitation and 
a major source of dissatisfaction. In contrast, the functional 
abilities associated with satisfaction differed between THA 
and TKA patients, reflecting the distinct biomechanical strains 
imposed on the hip or knee joints by these activities. In par-
ticular, difficulty putting on socks affected satisfaction only 
among THA patients, while difficulty getting in or out of a car 
impacted satisfaction among TKA patients only.
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