
                          Huber, J., Dieppe, P., Dreinhoefer, K., Günther, K-P., & Judge, A. (2017).
The Influence of Arthritis in Other Major Joints and the Spine on the One-
Year Outcome of Total Hip Replacement: A Prospective, Multicenter Cohort
Study (EUROHIP) Measuring the Influence of Musculoskeletal Morbidity.
Journal of Bone and Joint Surgery (American edition), 99(17), 1428-1437.
https://doi.org/10.2106/jbjs.16.01040

Peer reviewed version

Link to published version (if available):
10.2106/jbjs.16.01040

Link to publication record in Explore Bristol Research
PDF-document

This is the author accepted manuscript (AAM). The final published version (version of record) is available online
via SBJS at
https://journals.lww.com/jbjsjournal/fulltext/2017/09060/The_Influence_of_Arthritis_in_Other_Major_Joints.2.asp
x . Please refer to any applicable terms of use of the publisher.

University of Bristol - Explore Bristol Research
General rights

This document is made available in accordance with publisher policies. Please cite only the published
version using the reference above. Full terms of use are available:
http://www.bristol.ac.uk/pure/about/ebr-terms

https://doi.org/10.2106/jbjs.16.01040
https://doi.org/10.2106/jbjs.16.01040
https://research-information.bris.ac.uk/en/publications/the-influence-of-arthritis-in-other-major-joints-and-the-spine-on-the-oneyear-outcome-of-total-hip-replacement(3752c5d2-de77-4d85-8fc2-d9e1a14dbe09).html
https://research-information.bris.ac.uk/en/publications/the-influence-of-arthritis-in-other-major-joints-and-the-spine-on-the-oneyear-outcome-of-total-hip-replacement(3752c5d2-de77-4d85-8fc2-d9e1a14dbe09).html


Does arthritis in other joints and spine influence the 1-year outcome of total hip 
replacement? A prospective multicenter cohort study (EUROHIP) measuring the 
influence of musculoskeletal morbidity 
 

Joerg Huber1, Paul Dieppe2, Karsten Dreinhoefer3, Klaus-Peter Günther4, Andy Judge5,6,7

  
1Department of Orthopedics, Stadtspital Triemli, Birmendsdorferstr. 497, CH-8063 Zurich, 

Switzerland. 
2University of Exeter Medical School, University of Exeter, Exeter EX1 2LU, UK. 
3Centre of Musculoskeletal Surgery, Charité, University of Berlin, Charitéplatz 1, D-10117 

Berlin, Germany; Department of Orthopaedics, Traumatology and Sports Medicine, Medical 

Park Berlin Humboldtmühle, An der Mühle 2-9, D-13507 Berlin, Germany. 
4University Center of Orthopaedics and Traumatology, Gustav Carus University Medicine, 

Technische Universität Dresden, Fetscherstr. 76, D-01307 Dresden, Germany. 
5Nuffield Department of Orthopaedics, Rheumatology and Musculosceletal Sciences, 

University of Oxford, Windmill Road, Headington, OX3 7LD, UK. 
6MRC Lifecourse Epidemiology Unit, Southampton General Hospital, University of 

Southampton, Southampton SO16 6YD, UK 
7Musculoskeletal Research Unit, School of Clinical Sciences, University of Bristol, 

Southmead Hospital, Bristol BS10 5NB, UK 

 

ABSTRACT 
 
Background 
Whilst arthritis in other affected joints and back pain is known to lead to worse outcomes 

following total hip replacement surgery, these risk factors have not previously been 

operationalized as a musculoskeletal morbidity profile. The aim of this study was to measure 

the influence of other joints and spine (as grades of musculoskeletal morbidity) on the 1-year 

outcome of primary total hip replacement. 

 
Methods 
The European Collaborative Database of Cost and Practice Patterns of Total Hip 

Replacement study consists of 1,327 patients receiving primary THR for osteoarthritis across 

20 European orthopedic centers. The primary outcome was the responder rate for THR at 

12-months as measured by the relative effect per patient (REPP score), calculated for each 

patient using the total WOMAC score. The primary predictor of interest was combinations of 

arthritis of large joints and spine grouped into four musculoskeletal morbidity (MSM) grades: 

1 (single-joint), 2 (multi-joints), 3 (single-joint and spine), 4 (multi-joints and spine). 

Confounders adjusted for were: age, sex, body mass index, living alone, years of hip pain, 

ASA grade, anxiety/depression, pre-operative WOMAC subscales. 

 



Results 
845 patients were included for this analysis with complete 12-month follow-up WOMAC 

scores. The mean age was 65.7 years and 55.2% were female. Increasing MSM grade was 

associated with worse outcomes of surgery, where the proportion of patients responding 
to THR were: 254 (92.4%) MSM grade 1, 272 (87.2%) MSM grade 2, 46 (80.7%) MSM grade 

3, 142 (74.4%) MSM grade 4. This was confirmed in adjusted logistic regression models: 

MSM grade 4 vs. 1 relative risk ratio (RRR) 0.82 95% confidence interval (CI) (0.75, 0.90); 

MSM grade 3 vs. 1 OR 0.87 95%CI (0.77, 0.99); MSM grade 2 vs. 1 OR 0.95 95%CI (0.89, 

1.00).  

 
Conclusions 
Other joints and spine measured as musculoskeletal morbidity have a strong influence on the 

1-year outcome after THR.  The effect size was large in comparison to other risk factors. 

Even so, the majority of patients in MSM grade 4 can still profit from surgery (>75% 

response to surgery). 

 
Level of evidence 
Prognostic Study (Level II)   

 

  



 

 

INTRODUCTION 

Even if primary total hip replacement (THR) might be considered today as “standardized” surgery the 
outcome varies from patients with no more symptoms and/or disability after THR, to those with 
some symptoms/disability left, to those with even more symptoms and/or disability. This variation 
corresponds to the average WOMAC score in EUROHIP a year after THR not being zero but 15% or a 
responder rate not being 100% but 84.5%. Other studies confirm this variation with responder rates 
for primary THR from 84% to 93%1-5. Predictors for worse outcome are higher age, low 
symptom/disability score, high body mass index, number of general comorbidities, musculoskeletal 
morbidity and depression3, 4, 6-17.  

Although it is well known, that musculoskeletal comorbidity can have a negative impact on the 
overall outcome6, 11, 14, it is still not clear how big its influence is.  Hawker found a prevalence of 
troublesome other large joints (contralateral hip, knees) of 81.2% in a cohort with hip osteoarthritis 
coming for THR and only half of these patients achieved a good outcome11. Quintana described in a 
large multicenter study for THR a high prevalence of contralateral hip osteoarthritis (42.9%) and back 
pain (54.5%) separately with less improvement on some of the SF-36 and WOMAC domains 6 months 
after THR14. Ayers found coexisting pain in the lumbar spine and other nonoperatively treated joints 
to be an important confounder for outcome after joint replacement for the knee and described the 
need for a Musculoskeletal Comorbidity Index18.    

There is a limited number of possibilities to grade the severity of musculoskeletal comorbidities 
focusing on functional limitations as proposed by Charnley and Katz19, 20. Charnley differentiated the 
patients coming for THR in three groups depending on factors which limit the walking capacity (group 
A one hip involved, B both hips involved and C other factors). Katz et al. proposed a score of 
musculoskeletal functional limitations as the sum of limitations in 6 anatomic regions separately 
(knee, hip, back, hand/wrist/arm/shoulders, foot/ankle, neck). Both approaches to grade functional 
limitations and the status of affected joints were not included. 

The objective of this study was to measure the influence of other joints and spine (as grade of 
musculoskeletal morbidity (MSM)) on the outcome 1 year after THR in a large European multicenter 
cohort (EUROHIP). The null hypothesis was that MSM does not influence THR outcome.  

 

MATERIALS AND METHODS 

STUDY DESIGN 

Observational prospective cohort study 

Level of Evidence: II (prospective outcome study) 

 

SETTING AND SOURCE OF DATA 

The EUROHIP study comprised of 1,327 patients receiving primary THR across 20 European 
orthopedic centers in 12 nations21. It began collecting data in January 2004 and concluded December 
2006.  Inclusion criteria were a diagnosis of primary hip osteoarthritis (OA), primary THR, and a 
signed informed consent. Primary osteoarthritis of the hip was defined as symptomatic hip disease 



with radiographic evidence of osteoarthritis, and no obvious predisposing cause such as 
unequivocal dysplasia, congenital dislocation of the hip, Perthe’s disease or osteonecrosis. 
Exclusion criteria comprised severe mental illness or dementia, and patient’s unwillingness/inability 
to participate, and unequivocal evidence for secondary osteoarthritis. Each center was responsible 
for local ethical approval. The study protocol and data collection forms were designed in Bristol, UK 
and Ulm, Germany by the study principle investigators (PD and KD) and the study coordinator (SW). 
The patient questionnaire was reviewed for acceptability in Bristol and modified accordingly before 
being sent to Ulm for translation and distribution. Questionnaires were sent to each center for 
translation and returned for editing before printing and distribution with a set of instructions. 845 
patients were included in this study with a complete follow up of Patient Reported Outcome 
Measures (WOMAC) pre-THR and one year postoperatively (Figure 1). 

 

 

 

 

 

 

 

 

 

 

 

Figure 1. Study flow chart (EUROHIP) 



 

OUTCOME 

Patients completed a WOMAC questionnaire prior to surgery and at 12-months follow up22. This 
consists of 24 items in 3 subscales: pain (5), stiffness (2), and physical function (17).  For each 
subscale a normalized score was created (0 indicating no symptoms, 100 extreme symptoms) by 
summing up the total score of each subscale, multiplying it by 100, and dividing by the maximum 
score. A total score out of 96 was created by combining the 3 subscales, then converted into a 
normalized score. 

The relative effect per patient (REPP = (pretreatment score – post treatment score)/pre treatment 
score)2, 23 was calculated for each patient using the total WOMAC score.  A REPP of 1 (best score) 
corresponds to a patient without symptoms/disability after treatment, a REPP of 0.5 to 50% 
reduction, a negative REPP to more symptoms/disability in the follow up, -0.5 to an augmentation of 
50%. 

MAIN PREDICTOR 

The primary predictor of interest was the influence of other joints and spine. Prior to surgery patients 
were asked whether they had arthritis in any other parts of their body including large joints 
(shoulder, elbow or hand; other hip; knee; ankle or foot) and spine (neck; lower back). All the 
patients can be differentiated into four grades of musculoskeletal morbidity (Table 1). MSM grade 1: 
single-joint (only index hip joint); MSM grade 2: multi-joints (index hip joint and one or more other 



large joints); MSM grade 3: single-joint (index hip joint) and spine; MSM grade 4: multi-joints (index 
hip joint and one or more other large joints and spine). 

Table 1. Description of Musculoskeletal morbidity (MSM) grades and proportions 

 Without Spine With Spine 
Index Joint Grade 1  Grade 3 
 416 (32.1%) 112 (8.6%) 
Index & Other large joints Grade 2 Grade 4 
 479 (36.9%) 291 (22.4%) 

 

CONFOUNDERS 

Prior to surgery patients completed questionnaires including a wide range of demographic 
information. Demographic information considered relevant in this study included: age, sex, body 
mass index (BMI), whether or not they live alone or with someone else, the number of years they 
have had hip pain. Surgical teams recorded information on patient’s ASA grade (scored from 1 
(normal, healthy) to 4 (life-threatening systemic disease). Information on Anxiety/Depression was 
taken from the EQ5D questionnaire subscale. Pre-operative WOMAC subscales of pain, stiffness and 
function were included as further potential confounders. 

STATISTICAL METHODS 

Descriptive statistics (mean, standard deviation for continuous variables and number, percentage for 
categorical) were used to describe the characteristics of patients within the four MSM groups. A Box-
Whisker plot was used to graphically describe the overall REPP score within each of the four MSM 
groups. 

Logistic regression modeling was used to describe the association of the main predictor (MSM 
groups) with the outcome of interest (responder according to REPP score), controlling for 
confounding variables. Results of the regression model are presented as relative risk ratios by 
fitting a generalized linear model with a binomial error structure and a log link function (log-logistic 
model). Fractional polynomial regression was used to assess evidence of linearity of continuous 
predictors with the outcome. Multiple imputation by chained equations was used to account for the 
cumulative effect of missing data in several of the variables24. Forty imputed datasets were 
generated using all potential factors (including the outcome) and estimated parameters were 
combined using Rubin’s rules. 

Source of funding 

NIHR Musculoskeletal Biomedical Research Unit, University of Oxford. 

 

RESULTS 

 

Table 2. Descriptive characteristics and comparison of patients with complete follow-up and baseline 
assessment   

Variable Missing All patients 
(n=1327) 

Complete 
follow-up 
(n=845) 

Baseline (n=482) 

MSM grades: 29 (2.2%)       



    MSM grade 1    416 (32.1%) 275 (32.9%) 141 (30.5%) 

    MSM grade 2   479 (36.9%) 312 (37.4%) 167 (36.1%) 

    MSM grade 3   112 (8.6%) 57 (6.8%) 55 (11.9%) 

    MSM grade 4   291 (22.4%) 191 (22.9%) 100 (21.6%) 

Age 29 (2.2%) 65.7 (10.9) 65.7 (10.6) 65.7 (11.3) 

Sex 60 (4.5%)       
    Male   559 (44.1%) 359 (44.8%) 200 (43.0%) 

    Female   708 (55.9%) 443 (55.2%) 265 (57.0%) 

BMI 102 (7.7%) 27.5 (4.4) 27.8 (4.4) 27.0 (4.3) 

Living alone 10 (0.8%)       
    Alone   341 (25.9%) 207 (24.6%) 134 (28.3%) 

    Spouse/partner   900 (68.3%) 591 (70.1%) 309 (65.2%) 

    Somebody else   76 (5.8%) 45 (5.3%) 31 (6.5%) 

Anxiety/Depression 76 (5.7%)       
    None   698 (55.8%) 500 (59.9%) 198 (47.6%) 

    Moderate   496 (39.7%) 309 (37.0%) 187 (45.0%) 

    Extreme   57 (4.6%) 26 (3.1%) 31 (7.5%) 

Years of hip pain 13 (1.0%)       
    <1 year   141 (10.7%) 84 (10.0%) 57 (12.0%) 

    1-2 years   374 (28.5%) 242 (28.8%) 132 (27.9%) 

    3-5 years   403 (30.7%) 255 (30.4%) 148 (31.2%) 

    5+years   396 (30.1%) 259 (30.8%) 137 (28.9%) 

ASA grade 152 (11.5%)       
    1   209 (17.8%) 117 (15.8%) 92 (21.1%) 

    2   719 (61.2%) 469 (63.5%) 250 (57.3%) 

    3 or 4   247 (21.0%) 153 (20.7%) 94 (21.6%) 

WOMAC Pain Pre-op 72 (5.4%) 55.4 (17.8) 54.2 (17.6) 57.9 (18.0) 

WOMAC Stiffness Pre-op 61 (4.6%) 60.5 (20.7) 60.5 (20.1) 60.5 (22.0) 

WOMAC Function Pre-op 74 (5.6%) 60.1 (16.7) 58.6 (16.5) 63.3 (16.8) 

 

The characteristics of patients that completed the 12-month follow-up questionnaire (n=845) were 
similar to those of patients in the whole sample (n=1327) (Table 2). Patients with only baseline 
assessment (n=482) (lost to follow-up) were more likely to be living alone and had higher levels of 
anxiety and depression. 

Of the 845 patients included for this analysis, the mean age was 65.7 years (range 26 to 92) and 
55.2% were female. A quarter of patients lived alone and 59.9% reported no symptoms of anxiety or 
depression. The majority of patients (90%) had symptoms of hip pain for more than a year prior to 
surgery, with 30.8% of these patients having symptoms for more than 5-years. For the pattern of 
MSM, 32.9% had hip OA in the index joint only (grade 1), 37.4% OA in multiple joints (grade 2), 6.8% 
hip OA in the index joint with spine OA (grade 3), and 22.9% OA in multiple joints in addition to spine 
OA (grade 4). 

Table 3. Characteristics of patient subgroups in the four MSM grades 

  MSM grade 1  MSM grade 2 MSM grade 3 MSM grade 4 
      
Age 64.9 (11.4) 64.9 (10.9) 66.8 (8.8) 67.6 (9.3) 
Sex     
    Male 127 (48.7%) 130 (43.6%) 25 (47.2%) 72 (40.0%) 
    Female 134 (51.3%) 168 (56.4%) 28 (52.8%) 108 (60.0%) 
BMI 27.5 (4.5) 28.2 (4.6) 26.3 (3.3) 27.8 (4.3) 



Living alone     
    Alone 59 (21.5%) 74 (23.7%) 12 (21.1%) 59 (31.1%) 
    Spouse/partner 201 (73.4%) 222 (71.2%) 44 (77.2%) 118 (62.1%) 
    Somebody else 14 (5.1%) 16 (5.1%) 1 (1.8%) 13 (6.8%) 
Anxiety/Depression     
    None 171 (63.1%) 187 (60.9%) 31 (55.4%) 106 (55.5%) 
    Moderate 94 (34.7%) 108 (35.2%) 23 (41.1%) 79 (41.4%) 
    Extreme 6 (2.2%) 12 (3.9%) 2 (3.6%) 6 (3.1%) 
Years of hip pain     
    <1 year 36 (13.1%) 31 (9.9%) 6 (10.5%) 11 (5.8%) 
    1-2 years 81 (29.5%) 96 (30.8%) 18 (31.6%) 46 (24.3%) 
    3-5 years 79 (28.7%) 85 (27.2%) 21 (36.8%) 67 (35.5%) 
    5+years 79 (28.7%) 100 (32.1%) 12 (21.1%) 65 (34.4%) 
ASA grade     
    1 47 (19.4%) 46 (17.1%) 10 (19.2%) 14 (8.3%) 
    2 166 (68.6%) 162 (60.2%) 31 (59.6%) 104 (61.9%) 
    3 or 4 29 (12.0%) 61 (22.7%) 11 (21.2%) 50 (29.8%) 
WOMAC Pain Pre-op 51.4 (18.2) 54.8 (17.3) 53.3 (16.0) 57.7 (17.3) 
WOMAC Stiffness Pre-op 58.1 (19.9) 62.2 (19.5) 60.3 (19.8) 61.2 (20.9) 
WOMAC Function Pre-op 55.6 (16.9) 59.2 (15.9) 59.2 (15.6) 62.1 (16.6) 

 

The characteristics of patients within each of the four MSM groups is described in table 3. Patients 
with spinal pathology were slightly older compared to those with OA in other joints, but overall the 
distribution of age was very similar across all morbidity groups (Figure 2). Patients with OA in 
multiple joints (MSM grade 2 and 4) were more likely to be female, live alone and have suffered with 
hip pain for a greater number of years prior to surgery. Anxiety and depression was more common in 
those with spinal OA (MSM grades 3 and 4). There were fewer patients with ASA grade 3 or 4 in 
group MSM grade 1 with hip OA only (12%) compared to those with spine and hip OA in multiple 
joints (30%). No differences were observed in pre-operative WOMAC subscales across the morbidity 
groupings.  

 

 

 

 

Figure 2.  Kernel density plot describing distribution of age within each MSM grade 



 

Figure 3. Box-whisker plot describing REPP score with each MSM grade 

 

As the grade of MSM increases the outcome according to the REPP score declined (Figure 3). Those in 
MSM grade 1 had the best outcome compared with those in grade 4, the worst. 

Figure 4. Forest plot describing results of univariable and multivariable logistic regression models 



 

Findings of the logistic regression model confirmed an important significant association of grade of 
MSM on patient outcomes of THR surgery. As the grade of MSM increased, patients were less likely 
to achieve a response to THR surgery. The proportion of patients responding to surgery was 75% in 
MSM grade 4 compared to 92% in MSM grade 1. This remained after adjusting for a wide range of 
confounding factors, where the risk of response was 18% lower in MSM grade 4 versus 1 (Relative 
Risk Ratio 0.82 95% CI (0.75 to 0.90) (Figure 4). Hence, the null hypothesis is rejected.  



 

DISCUSSION 

The grade of musculoskeletal morbidity influences the outcome of THR; in this study, it had the 
highest odd’s ratios of all compared parameters. A strength of this study was the large number of 
participants, and generalizability with participants from 20 different centers across Europe, different 
cultural regions and eight languages. 

The model of four grades of MSM allows separating the “heterogeneous” cohort of patients with hip 
OA coming for THR in four “homogenous” groups including the index joint, considering the other 
joints and spine respectively not as comorbidity but as morbidity of a system of musculoskeletal 
system. This should allow the surgeon to better manage the patients’ expectations especially in 
patients with higher grades of MSM. In these cases the patients can present in the follow up after 
THR with symptoms deriving from other joints and/or spine respectively. To the authors it seems 
important to focus not only on the affected hip joint but also on the other joints and spine which 
can influence the outcome; So the THR can be considered as a part of the treatment of the 
musculoskeletal system. A failure to provide this perception to the patient is likely a key source of 
patient dissatisfaction. 

 This model covers all different situations of patients with hip OA coming for THR; from the “simple” 
case with only one hip affected to the complex case with multiple other large joints affected and 
spine pathology. This grading can also be applied for bilateral OA of the hip or other joints; for 
instance in bilateral hip osteoarthritis (MSM grade 2) or in patients with knee or shoulder 
osteoarthritis. The MSM grading system can equally be applied to patients with knee OA coming 
for knee replacement, and shoulder arthritis for shoulder replacement.  That would allow to 
separate these patient groups in 4 more homogeneous groups with respect to outcome. Especially 
in knee OA it is known and reported that it occurs most frequently bilateral (MSM grade 2) and 
rather rarely monolateral (MSM grade 1).  Although this would need to be tested in other external 
cohorts of patients, as our data here is only for those receiving hip replacement surgery. 

An unexpected finding, was the high prevalence of patients with MSM grades 2,3 and 4 of 68%; in 
other words only a third of the patients had just osteoarthritis of the index joint. A second 
unexpected finding was that there were no differences in the gender and age distribution of patients 
in each of the 4 MSM grades. From literature we expected a higher average age in the patient groups 
higher MSM grade >111. These findings need further research. 

Using the 4 MSM grades in daily practice allows to counsel the patients better preoperatively and to 
manage their expectations of outcome with higher precision. Even patients with hip OA and MSM 
grade 4 still profit from surgery with a responder rate of 75%, but the score after THR remains higher 
compared to MSM grade 1. In difficult, unclear situations, a test infiltration with local anesthetics of 
the affected hip may illustrate the potential effect of THR for the patient.  

Bellamy designed the WOMAC questionnaire to measure osteoarthritis of one hip or knee (MSM 
grade 1). One third of the patients fulfilled this criterion and were “properly” assessed22. Knowing 
this fact, we realized retrospectively that in two thirds of patients that the WOMAC is capturing 
additional symptoms/disability from other joints and/or spine. A basic difficulty might be the lack of 
localization of symptoms in the WOMAC. New patient questionnaires have integrated the 
localization of symptoms for the global patient as a whole e.g. Pationnaire, ICOAP (both mannequin 
based systems)25-28. 

In this study were different limitations: All participating centers had experience and interest in THR 
and so a positive selection bias of the included patients has to be supposed. This may lead to better 



results and a higher responder rate than in daily routine. A limitation of the study is that it is not 
possible to separate ipsilateral vs. contralateral pathologies. Another limitation is the problem of 
ipsilateral hip and knee arthritis, where the principal symptoms present in the thigh and it is a 
difficult situation to diagnose. There was no information about complications during the study/after 
THR and the further management of these patients. So it may be, that one clinic excluded these 
patients with no further follow up in the study or that they still were included without knowing about 
reduction or revision surgery. This influence remains unknown. The grading of MSM depended on an 
additional question tested and validated locally in Bristol by one coauthor (PD). The distributions of 
the MSM grades showed no substantial differences across the participating centers. 

CONCLUSIONS 

Arthritis in other large joints and spine measured as musculoskeletal morbidity has a strong influence 
on the 1-year outcome after THR.  In this study, compared to other risk factors (mental factors, low 
score, gender and age) it has the largest impact on outcome. The responder rates decline linearly 
with each MSM grade (MSM grade 1 (single-joint) > MSM grade 2 (multi-joints) > MSM grade 3 
(single-joint and spine) > MSM grade 4 (multi-joints and spine). The prevalence of MSM grades 2, 3 
and 4 in patients with osteoarthritis of one hip is higher than expected (68% of the cohort). Even 
patients in MSM grade 4 still profit from surgery (>75% responder rate). 

 

ACKNOWLEDGEMENTS 

We wanted to thank all participants and all participating clinics of the EUROHIP study group. The 
European collaborative database of cost and practice patterns of THR (EUROHIP) was supported by 
the Bertelsmann Foundation and Centrepulse Orthopaedic Ltd (Sulzer Medical Ltd). This cohort study 
was supported by the Medical Research Council, Health Services Research Collaboration (MRC HSRC).  
The EUROHIP study group consists of the following members: 
M. Krismer, B. Stoeckl, University Clinic Orthopaedic Surgery, Innsbruck, Austria; K. Knahr, O. 
Pinggera, Orthopedic Hospital Wien-Speising, Austria; P. Ylinen, Orton Orthopaedic Hospitala, 
Helsiniki, Finland; M. Hamadouche, Groupe Hospitalier Cochin, Paris, France; Ch. Delaunay, Clinique 
De L’yette, Longjumeau, France; Ph. Chiron, Centre Hospitalier Ranguell, Toulouse, France; W. Puhl, 
K. Dreinhöfer, M. Floeren, S. Baumann and D. Groeber-Graetz University of Ulm (RKU), Ulm, 
Germany; KP Günther, St. Fickert, Carl Gustav Carus University, Dresden, Germany; J. Löhr, A. Katzer 
and D.Klüber ENDO Clinic, Hamburg, Germany; V. Ewerbeck, P. Aldinger, D. Parsch, University of 
Heidelberg, Heidelberg, Germany; W. Neumann, I. Meinecke and Th. Bittner, Otto von Guericke 
University, Magedeburg, Germany; W. von Eiff and C. Middendorf, Center for Hospital Management 
(CKM), Munster, Germany; HP Scharf, P. Schraeder and S. Schmitt, University Clinic Mannheim, 
Mannheim, Germany; D. Rowley Ninewells Hospital and Medical School, Dundee, UK; I. Learmonth, 
Avon Orthopaedic Centre, Bristol, UK; P. Dieppe, V. Cavendish and S. Williams, HSRC University of 
Bristol, Bristol UK; P. Kellermann and I. Fistzer, University of Szeged, Szeged, Hungary; Th. Ingvarsson, 
Akureyri University Hospital, Iceland; P. Gallinaro and A. Masse, Universita degli Studi di Torino, 
Torino, Italy; A. Gorecki and M. Amboziak, Medical University of Warsaw, Warsaw, Poland; E. Garcia 
Cimbrelo, Hospital La Paz, Madrid, Spain; A. Nilsdotter and U. Benger, Helsingborg Hospital, Skane, 
Sweden; Chr. Hellerfelt and Chr. Olson, Lasarett Karlshamm, Sweden; J. Huber and I. Broger, 
Kantonsspital, Aarau, Switzerland; R. Theiler, K. Uehlinger and A. Hett Stadtspital Triemli, Zurich, 
Switzerland; Til Stuermer, Harvard Medical School, Boston, USA. 
 

 

REFERENCES 



1. Haase E, Kopkow C, Beyer F, Lutzner J, Kirschner S, Hartmann A, et al. Patient-reported 

outcomes and outcome predictors after primary total hip arthroplasty: results from the Dresden Hip 

Surgery Registry. Hip international : the journal of clinical and experimental research on hip 

pathology and therapy. 2016 Feb 8;26(1):73-81. Epub 2015/10/10. 

2. Huber J, Husler J, Dieppe P, Gunther KP, Dreinhofer K, Judge A. A new responder criterion 

(relative effect per patient (REPP) > 0.2) externally validated in a large total hip replacement 

multicenter cohort (EUROHIP). Osteoarthritis and cartilage / OARS, Osteoarthritis Research Society. 

2016 Mar;24(3):480-3. Epub 2015/11/01. 

3. Judge A, Cooper C, Williams S, Dreinhoefer K, Dieppe P. Patient-reported outcomes one year 

after primary hip replacement in a European Collaborative Cohort. Arthritis care & research. 2010 

Apr;62(4):480-8. Epub 2010/04/15. 

4. Nilsdotter AK, Petersson IF, Roos EM, Lohmander LS. Predictors of patient relevant outcome 

after total hip replacement for osteoarthritis: a prospective study. Annals of the rheumatic diseases. 

2003 Oct;62(10):923-30. Epub 2003/09/16. 

5. Quintana JM, Aguirre U, Barrio I, Orive M, Garcia S, Escobar A. Outcomes after total hip 

replacement based on patients' baseline status: what results can be expected? Arthritis care & 

research. 2012 Apr;64(4):563-72. Epub 2011/12/21. 

6. Cushnaghan J, Coggon D, Reading I, Croft P, Byng P, Cox K, et al. Long-term outcome 

following total hip arthroplasty: a controlled longitudinal study. Arthritis and rheumatism. 2007 Dec 

15;57(8):1375-80. Epub 2007/12/01. 

7. Judge A, Javaid MK, Arden NK, Cushnaghan J, Reading I, Croft P, et al. Clinical tool to identify 

patients who are most likely to achieve long-term improvement in physical function after total hip 

arthroplasty. Arthritis care & research. 2012 Jun;64(6):881-9. Epub 2012/01/11. 

8. Bischoff-Ferrari HA, Lingard EA, Losina E, Baron JA, Roos EM, Phillips CB, et al. Psychosocial 

and geriatric correlates of functional status after total hip replacement. Arthritis and rheumatism. 

2004 Oct 15;51(5):829-35. Epub 2004/10/13. 

9. Gandhi R, Dhotar H, Davey JR, Mahomed NN. Predicting the longer-term outcomes of total 

hip replacement. The Journal of rheumatology. 2010 Dec;37(12):2573-7. Epub 2010/09/03. 

10. Greenfield S, Apolone G, McNeil BJ, Cleary PD. The importance of co-existent disease in the 

occurrence of postoperative complications and one-year recovery in patients undergoing total hip 

replacement. Comorbidity and outcomes after hip replacement. Medical care. 1993 Feb;31(2):141-

54. Epub 1993/02/01. 

11. Hawker GA, Badley EM, Borkhoff CM, Croxford R, Davis AM, Dunn S, et al. Which patients are 

most likely to benefit from total joint arthroplasty? Arthritis and rheumatism. 2013 May;65(5):1243-

52. Epub 2013/03/06. 

12. McHugh GA, Campbell M, Luker KA. Predictors of outcomes of recovery following total hip 

replacement surgery: A prospective study. Bone & joint research. 2013;2(11):248-54. Epub 

2013/11/29. 



13. Nilsdotter AK, Lohmander LS. Age and waiting time as predictors of outcome after total hip 

replacement for osteoarthritis. Rheumatology (Oxford, England). 2002 Nov;41(11):1261-7. Epub 

2002/11/08. 

14. Quintana JM, Escobar A, Aguirre U, Lafuente I, Arenaza JC. Predictors of health-related 

quality-of-life change after total hip arthroplasty. Clinical orthopaedics and related research. 2009 

Nov;467(11):2886-94. Epub 2009/05/05. 

15. Young NL, Cheah D, Waddell JP, Wright JG. Patient characteristics that affect the outcome of 

total hip arthroplasty: a review. Canadian journal of surgery Journal canadien de chirurgie. 1998 

Jun;41(3):188-95. Epub 1998/06/17. 

16. Gunther K, Sturmer T, Sauerland S, Zeissig I, Sun Y, Kessler S, et al. Prevalence of generalised 

osteoarthritis in patients with advanced hip and knee osteoarthritis: The Ulm Osteoarthritis Study. 

Annals of the rheumatic diseases. 1998;57(12):717-23. 

17. Singh JA, Lewallen D. Predictors of pain and use of pain medications following primary Total 

Hip Arthroplasty (THA): 5,707 THAs at 2-years and 3,289 THAs at 5-years. BMC musculoskeletal 

disorders. 2010;11:90. Epub 2010/05/14. 

18. Ayers DC, Li W, Oatis C, Rosal MC, Franklin PD. Patient-reported outcomes after total knee 

replacement vary on the basis of preoperative coexisting disease in the lumbar spine and other 

nonoperatively treated joints: the need for a musculoskeletal comorbidity index. The Journal of bone 

and joint surgery American volume. 2013 Oct 16;95(20):1833-7. Epub 2013/10/18. 

19. Charnley J. The long-term results of low-friction arthroplasty of the hip performed as a 

primary intervention. The Journal of bone and joint surgery British volume. 1972 Feb;54(1):61-76. 

Epub 1972/02/01. 

20. Katz JN, Wright EA, Baron JA, Losina E. Development and validation of an index of 

musculoskeletal functional limitations. BMC musculoskeletal disorders. 2009;10:62. Epub 

2009/06/09. 

21. Dieppe P, Judge A, Williams S, Ikwueke I, Guenther KP, Floeren M, et al. Variations in the pre-

operative status of patients coming to primary hip replacement for osteoarthritis in European 

orthopaedic centres. BMC musculoskeletal disorders. 2009;10:19. Epub 2009/02/12. 

22. Bellamy N, Buchanan WW, Goldsmith CH, Campbell J, Stitt LW. Validation study of WOMAC: 

a health status instrument for measuring clinically important patient relevant outcomes to 

antirheumatic drug therapy in patients with osteoarthritis of the hip or knee. The Journal of 

rheumatology. 1988 Dec;15(12):1833-40. Epub 1988/12/01. 

23. Huber J, Dabis E, Zumstein MD, Husler J. Relative effect per patient (REPP)--outcome groups 

for total hip replacement and total knee replacement. Zeitschrift fur Orthopadie und Unfallchirurgie. 

2013 Jun;151(3):239-42. Epub 2013/05/23. 

24. Sterne JA, White IR, Carlin JB, Spratt M, Royston P, Kenward MG, et al. Multiple imputation 

for missing data in epidemiological and clinical research: potential and pitfalls. BMJ (Clinical research 

ed). 2009 Jun 29;338:b2393. Epub 2009/07/01. 



25. Davis AM, Lohmander LS, Wong R, Venkataramanan V, Hawker GA. Evaluating the 

responsiveness of the ICOAP following hip or knee replacement. Osteoarthritis and cartilage / OARS, 

Osteoarthritis Research Society. 2010 Aug;18(8):1043-5. Epub 2010/05/04. 

26. Soni A, Batra RN, Gwilym SE, Spector TD, Hart DJ, Arden NK, et al. Neuropathic features of 

joint pain: a community-based study. Arthritis and rheumatism. 2013 Jul;65(7):1942-9. Epub 

2013/04/05. 

27. Wylde V, Hewlett S, Learmonth ID, Dieppe P. Persistent pain after joint replacement: 

prevalence, sensory qualities, and postoperative determinants. Pain. 2011 Mar;152(3):566-72. Epub 

2011/01/18. 

28. Huber JF, Zuberbuhler U, Dabis E, Zumstein MD, Ruflin G. A simple orthopaedic patient 

questionnaire to measure symptoms and disabilities--validation and experience. Zeitschrift fur 

Orthopadie und Unfallchirurgie. 2008 Nov-Dec;146(6):793-8. Epub 2008/12/17. 

 

 


	ACKNOWLEDGEMENTS

