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Abstract

We used UK Hand Registry data to study two aspects of basal thumb osteoarthritis surgery: first, whether
health-related quality of life improves after surgery. Second, whether results from trials comparing simple
trapeziectomy and trapeziectomy with ligament reconstruction and tendon interposition are reproducible in
routine clinical practice. Prospectively collected EQ5D index and Patient Evaluation Measure part 2 data were
compared at baseline and at 3, 6, and 12 months postoperatively in 1456 patients (median age 67 years; 78%
female). A mixed-effects regression model was also used to determine the postoperative trajectory of these
variables. There was a significant improvement in the EQ5D index (median+0.15; (interquartile range 0 to
0.40)) and Patient Evaluation Measure (-22; (-33 to -10)) by 1 year postoperatively and with no meaningful
difference between the two techniques. This study demonstrates health state utility gains after basal thumb

osteoarthritis surgery regardless of surgical techniques used.
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Introduction

The choice of surgical method for treating base of
thumb osteoarthritis (BTOA) remains controversial
(Brunton and Wilgis, 2010; Deutch et al., 2018].
Randomized control trials (RCTs) have shown little
difference between procedures (Davis et al., 2004;
De Smet et al., 2004; Field and Buchanan, 2007;
Gangopadhyay et al., 2012; Wajon et al., 2015).
These studies focus on comparing techniques of sur-
gery for BTOA. They assume that there is real-world
value from surgery for BTOA in general. Patient-
reported outcome measures ([PROMs), such as the
EQ5D index, can be used to quantify the changes in
health-related quality of life, which is also described
as health state utility (Beard et al., 2018; Burn et al.,
2018; Murray et al., 2014; Rombach et al., 2019).
In BTOA surgery, there have been no national studies
that have analysed preoperative health state utility,

or used health state utility to compare surgical tech-
niques (Efanov et al, 2019; Maru et al, 2012;
Varitimidis et al., 2000; Yeoman et al., 2019).
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Routinely collected data from everyday practice has
greater generalizability of results than RCTs (Makady
et al., 2018). For example, patients at the extremes of
age and with greater levels of comorbidity are less
likely to be included in RCTs, but are treated in practice
and included in routine datasets. Thus, real-world data
may provide a more realistic evaluation of an interven-
tion, which may extend beyond the limitations of what
is collected in a clinical trial setting (Garrison et al.,
2007; Katkade et al., 2018). Patient registries have
been used in other areas of musculoskeletal surgery,
collecting PROMs and other outcome measures, to
enable evaluation of techniques used in routine clin-
ical care (ASPS, 2019; BOA, 2019; Hume et al., 2013).

The UK Hand Registry (UKHR] was established in
2011 to align with other prospective national regis-
tries in musculoskeletal surgery (BSSH, 2019). The
primary aim of this study was to assess change in
PROMs after BTOA surgery. The secondary aim of
the study was to compare patient reported outcomes
after simple trapeziectomy and trapeziectomy with
ligament reconstruction and tendon interposition
(LRTI) in real-world observational data.

Methods
Study design

This cohort study used the UKHR, including all con-
secutive patients from 1 February 2012 to 31 January
2018. Exemption from ethical approval was confirmed
by University of Oxford Clinical Trials and Research
Governance prior to commencement of the study.

Patients

Adult patients undergoing elective surgery for BTOA
were prospectively invited to be included in the UKHR.
Full written consent was provided by each patient
before inclusion into the registry, and this research
study is based upon secondary use of these data.
Patients were limited to those under the care of a
surgeon actively participating in the UKHR.

Intervention

All patients underwent surgery as chosen in conjunc-
tion with their operating surgeon. In order to make
the results comparable with previous clinical trials,
we compared the two most commonly undertaken
techniques - simple trapeziectomy or trapeziectomy
with LRTI. Operative details were uploaded to the
UKHR online platform at the time of surgery
(https://www.ukhr.net). Identifiable data were anon-
ymized prior to release from the registry for analysis.

Clinical outcomes

Two PROMs were chosen to evaluate quality of life and
hand-specific function after surgery. The Patient
Evaluation Measure (PEM] was used to determine
the impact of surgery on hand function (Macey et al.,
1995). The 10-question section 2 of the PEM was used
as originally designed. The 5-level EQ5D index was
used as a generic score representing global quality
of life to enable comparison with other medical inter-
ventions (Brazier et al., 1993; EuroQol, 1990).
Patients added to the registry were asked to com-
plete PROMs at baseline prior to surgery and were then
contacted remotely at 3, 6, and 12 months postopera-
tively to complete further PROMs using mail, email, or
SMS messaging. Results were collated by a central
administrator who was independent of the operating
surgeons. All data were anonymized prior to analysis.

Data analysis

Item-level data for each procedure at each time point
were collected for both PROMs. Item-level data were
added together to give a total score for the PEM (range
of possible scores 10-70), and the EQ5D index score
was calculated using the UK utility index for each
timepoint using the EQ5D crosswalk value sets
(range of EQ5D index -0.594 to 1.0 using English
value set) (EuroQol, 2019). The total PEM and EQ5D
index scores were then used to calculate the change
between baseline score and each postoperative time-
point (3, 6, and 12 months postoperatively) for each
patient, to produce a ‘delta’ score - an individualized
change in PROM for each patient for each time point.
These delta scores were used to determine an indi-
vidual's change in function. These were then com-
bined to calculate a median change in pre and
postoperative function of patients for the two surgical
groups and to investigate the difference between the
median change in function between the two surgical
groups over the postoperative follow-up points.

Secondary regression analysis was undertaken to
investigate the longitudinal trend in PROMs over the
three postoperative time points to assess the trajec-
tory of scores over time. This model was estimated
for the subgroup of patients who had fully completed
baseline and one fully completed postoperative ques-
tionnaire for both the PEM and EQ5D.

Statistical methods

Kruskal-Wallis and Mann-Whitney U tests were
undertaken to determine statistical significance
between surgical groups. These were performed
after histogram analysis of data distribution and
Kolmogorov-Smirnov testing rejected the data having
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a normal distribution. Delta changes in PROMs post-
operatively were only calculated where data were
available undertaking available-case analysis (pairwise
deletion), and missing data were not imputed.

Secondary analysis of the postoperative trajectory
of both the PEM part 2 and EQ5D index used mixed-
effects regression modelling to determine the effect
of repeated postoperative time points upon PROM
results for each individual. This iterative method
does not impute missing values but estimates post-
operative PROMs based upon data being missing at
random for the other time points where data have not
been completed.

After examining the relationship between continu-
ous explanatory variables (age, baseline PROM score]
and postoperative  PROM score, the interaction
between time and PROM score was tested to feed
into the final model. There was little evidence of
non-linearity between continuous explanatory vari-
ables and postoperative PEM part 2, and so a linear
relationship was assumed. However, evidence of non-
linearity was seen for age and preoperative score with
postoperative EQSD, and this was accounted for by
using cubic splines. No interaction between time
since surgery or either postoperative PROM score
was found. For the final regression model, baseline
EQ5D index and PEM part 2 scores were treated as
continuous variables and mixed-effects linear regres-
sions were undertaken to determine the impact of
age, sex, baseline PROM score, and surgical treat-
ment subtype on postoperative PROM scores. Where
appropriate, Bonferroni-adjusted p value thresholds
are provided to aid the interpretation of the results.

Results
Demographics

Over the 6-year inclusion period, 1456 patients were
added to the UKHR, of which 749 underwent trape-
ziectomy alone and 648 underwent trapeziectomy
with LRTI (Supplementary Figure 1). After the first
year, recruitment of patients to the registry was

steady during the study period. At baseline, the age,
sex, and PROM scores of patients undergoing the two
procedures were evenly matched (Table 1). There
was attrition of the number of patients completing
postoperative PROMs (Supplementary Figure 1). In
order to evaluate the potential risk of bias from
loss to follow up, the cohort of patients with and with-
out follow-up were compared at baseline. Baseline
demographic characteristics and PROMs were simi-
lar between those with and without follow-up, and
they were also similar between patients in the two
treatment groups (Supplementary Table 1).

EQ5D index

There was a significant improvement in the EQ5D index
following surgery across the whole study population
(p<0.01; Table 2). When comparing the difference
between trapeziectomy or trapeziectomy with LRTI,
no significant difference was found at 3 months
(p=10.20) and 12 months (p= 0.57), with a non-clinically
meaningful difference in the EQ5D index at 6 months
(median difference between trapeziectomy and trape-
ziectomy with LRTI at 6 months: 0.05, p=0.04; non-
significant when Bonferroni-adjusted p-value threshold
for significance is accepted: p=0.017).

PEM Part 2

There was a significant improvement in the PEM part
2 following surgery across the whole study popula-
tion (Table 2; p < 0.01). There was no difference seen
in reported functional improvement between those
who underwent trapeziectomy or trapeziectomy with
LRTI at any time postoperative point (3 months
p=0.93; 6 months p=0.842; 1 year p=0.97).

Mixed effect regression analysis

In the secondary analysis only including patients with
fully completed PROMs at baseline and at least one
postoperative time point, 746 patients were included.
This subgroup had a very similar demographic profile

Table 1. Baseline characteristics of trapeziectomy and trapeziectomy with LRTI groups.

Trapeziectomy with LRTI

Characteristics Trapeziectomy (all patients) (all patients)
Median age, years (IQR) 67 (60 to 72) 66 (59 to 71)
Female sex 77% 78%

Median baseline EQ5D index (IQR) 0.69 (0.26 to 0.80) 0.66 (0.26 to 0.78)
Median baseline PEM part 2 score (IQR) 49 (41 to 56) 49 (40 to 55)

LRTI: ligament reconstruction and tendon interposition; PEM: Patient Evaluation Measure.
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Table 2. Change in EQ5D index and PEM part 2 score postoperatively.
EQ5D index PEM part 2
Patients 3 months 6 months 1 year 3 months 6 months 1 year
All patients 0.07 0.10 0.15 -18 -22 -22
(-0.02 to 0.25] (0 to 0.29) (0 to 0.40) (-29 to -6)  (-31to -10) (-33 to -10)
Trapeziectomy 0.07 0.08 0.16 -18 -21 -22
(-0.04 to 0.24)  (-0.04 to 0.24) (0.004 to 0.42)  (-29 to -6]  (-31 to -9) (-33 to -10)
Trapeziectomy with LRTI  0.06 0.13 0.14 -18 -23 -23
(0 to 0.28) (0 to 0.34) (0 to 0.37) (<29 to -7)  (-31to -10) (-32 to -10)
PEM: Patient Evaluation Measure; LRTI: ligament reconstruction and tendon interposition.
All data are presented as median score changes (IQR).
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Figure 1. (a) Histogram of PEM part 2 score at baseline, 3 and 6 months, and 1 year postoperatively for those included in
regression analysis. (b) Histogram of EQ5D index score at baseline, 3 and 6 months, and 1 year postoperatively for those

included in regression analysis.

to the full patient cohort (Supplementary Table 2].
The change in the overall PEM part 2 and EQ5D
index over the postoperative periods shows the over-
all improvement in scores (Figure 1).

In the final model, improvement in both scores was
seen, with the biggest improvement between baseline
and 3 months (Figure 2). The regression model showed
that patients who underwent LRTI had a slightly worse
overall improvement in the PEM score (regression coef-
ficient -0.40; 95% confidence interval -2.22 to -1.42),
but this does not reflect a clinically meaningful differ-
ence (Supplementary Table 3). There was no differ-
ence between patients who underwent trapeziectomy
alone or LRTI in the overall EQ5D score (regression
coefficient -0.00, 95%CI -0.03 to 0.03).

Discussion

This study shows that hand function and health state
utility improve substantially after both trapeziectomy
and trapeziectomy with LRTI in a UK population.
In this cohort, there appears to be no meaningful
difference in the change in PROMs postoperatively
between the two techniques. This supports previous
findings reported by other groups using different out-
come measures (Wajon, 2015) and is in line with pre-
vious RCTs comparing the surgical techniques (Davis
et al., 2004; De Smet et al., 2004; Field and Buchanan,
2007; Gangopadhyay et al., 2012). This study found
larger postoperative improvements in the PEM than
reported in the follow-up of the RCT reported by
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Figure 2. (a) The estimated trajectory of PEM part 2 score
across time for all patients undergoing BTOA surgery (line
represents mean expected score; dotted lines represent
95% confidence intervall. (b) The estimated trajectory of
EQ5D index score across time for all patients undergoing
BTOA surgery (line represents mean expected score;
dotted lines represent 95% confidence interval].

Salem and Davis (2014). Despite being a randomized
trial, that smaller study also had similar attrition
(54/114 thumbs were followed-up). The smaller
PEM improvement seen by 6 years might represent
ongoing decline in hand function in an ageing patient
population after surgery. A mean improvement of
20 points, observed at 1 year following surgery, indi-
cates a substantial improvement in hand function
compared with the only identifiable interpretability
estimate for the PEM, which is a minimal clinically
important difference (MCID] estimated at 2.8-3 for
Dupuytren’s disease (Dias, 2015).

Owing to the small numbers of patients undergo-
ing procedures other than simple trapeziectomy or
trapeziectomy with LRTI to date in the UKHR, only
these procedures were included (Supplementary
Table 4). Future work could compare outcomes
following multiple techniques, including arthroplasty
or arthrodesis, with trapeziectomy or LRTI and
compare these results to previous clinical trials
(Catalano et al., 2008; Kriegs-Au et al., 2005;
Lovell et al., 1999; Nilsson et al., 2005; Schroder
et al., 2002).

The EQ5D index is the preferred PROM for com-
parison of healthcare interventions with respect to
patient-reported outcome and economic evaluation
(NICE, 2012, 2013). The EQ5D index can range from
-0.6 to 1, with ‘death’ at 0 and the best health state
utility imaginable at 1. States worse than death
result in negative values. A median improvement
of 0.15 at 1 year following surgery indicates a sig-
nificant improvement in the desirability of the state
of quality of life. The improvement in the EQ5D

index seen following BTOA surgery in this study
is favourable to UK nationally reported PROMs for
general surgical procedures and to many other
widely commissioned musculoskeletal interventions
(Jansson and Granath, 2011; Loveday et al., 2018;
NHS Digital, 2019). The latest UK nationally
reported PROMs quote an improvement of 0.45
for hip arthroplasty, 0.33 for knee arthroplasty,
0.081 for hernia repair, and 0.093 for varicose
vein surgery.

This study uses observational data from routine
clinical practice, which enables the results to be
applied more generally. This is especially important
as funding decisions become pragmatic (Makady
et al., 2018), and this study adds to the evidence sup-
porting the role of BTOA surgery within modern
healthcare provision. There are few sources of rou-
tinely collected data worldwide that comprise signifi-
cant proportions of both simple trapeziectomies to
compare with LRTI, rather than a predilection
towards one or the other. Therefore, this study is
uncommon in being able to also compare the
health utility of these two procedures.

This study has limitations. Entry into UKHR is cur-
rently voluntary and this could have led to selection
bias of included patients. Comparison of patients
undergoing surgery noted equally matched groups
at baseline, but the observational nature of the data
prevents further information surrounding surgical
decision making for choosing one technique over
another. It may be that trapeziectomy with LRTI is
performed for specific indications that we cannot
identify from the data available. Conversely, it may
simply be that some surgeons prefer one technique
over the other in general, in which case the compari-
son here is valid.

The UKHR does not include people who decline
surgery for BTOA. As a result, it is impossible to
confirm whether the changes seen after any type
of surgery is true improvement from the surgery,
and how much is attributable to regression to the
mean (if people’'s symptoms improved spontan-
eously) or response shift [(if people’s perceptions
changed over time - they accommodated to the
state of their hand). Similarly, there may be con-
founders that could not be identified from the data
available; for example, it is possible that postopera-
tive rest improved other comorbidities and
accounted for score improvement.

Over the first postoperative year there was a grad-
ual reduction in completion rate of PROMs, which
risks bias from loss to follow-up, though comparison
of the groups with and without follow-up demon-
strated similar characteristics. The attrition of
PROM completion is commonly seen in surgical
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registries, with nationally collected PROMs in the UK
consistently having a response rate of 56%-58% in
hip arthroplasty, but only 23%-29% in hernia repair
(NHS Digital, 2019). This is especially pertinent when
one considers there is no financial incentive for
surgeons or hospitals to participate in the UKHR, in
contrast to the mandatory and incentivized collection
of PROMs in UK hip and knee arthroplasty.

The use of the PEM as the hand-specific measure
of outcome could also be considered a limitation by
some, as there is a lack of evidence surrounding the
interpretability of the PEM in BTOA (Rodrigues et al.,
2015). In the context of this study, as there was
improvement in the PEM of over 20 points from a
score of 70, and a minimal important difference
(MID) of 2.8-3 has been previously discussed in
the context of Dupuytren’s contracture, we have
considered this to represent a meaningful change
for patients, as we are not aware of a published
minimal important changes (MICs) for the PEM.
Further work to establish MICs and MIDs for the
PEM in BTOA would strengthen this interpretation
of the data in this study. Our study suggests that
BTOA surgery sits favourably among musculoskel-
etal surgery in its ability to improve health-related
quality of life. As the study uses data taken
from routine clinical practice, the generalizability
of these results is clear for both clinicians and
healthcare administrators.

Acknowledgements The authors wish to acknowledge
the British Society for Surgery of the Hand (BSSH]) mem-
bers and its Audit Committee that manages the UK Hand
Registry. This work involves secondary use of quality
assurance data provided by the BSSH's UK Hand Registry
(UKHR]. The analyses are the independent work of the
author(s), and any views expressed based on the data
are those of the author(s] and not necessarily those of
the BSSH. This work presents independent research
funded by the NIHR. The views expressed are the authors’
own, and are not necessarily those of the NIHR, NHS, or
Department of Health and Social Care.

Declaration of conflicting interests The authors
declare no potential conflicts of interest with respect to
the research, authorship, and/or publication of this article.

Funding The authors disclosed receipt of the following
financial support for the research, authorship, and/or pub-
lication of this article: This work was supported by Versus
Arthritis [21605] (JL); the Medical Research Council [MR/
K501256/1] (JLJ; the National Institute for Health Research
(NIHR) Oxford Biomedical Research Centre (BRC) (DF);
NIHR [PDF-2017-10-075] (JNR).

Ethical approval Exemption from ethical approval was
confirmed by University of Oxford Clinical Trials and
Research Governance (CTRG) prospectively.

Supplemental material Supplemental material for this
article is available online.

References

ASPS (American Society of Plastic Surgeons). Plastic Surgery
Registries Network. 2019. https://www.plasticsurgery.org/for-
medical-professionals/registries (accessed 8 May 2019).

Beard DJ, Rees JL, Cook JA et al. Arthroscopic subacromial
decompression for subacromial shoulder pain (CSAW]: a multi-
centre, pragmatic, parallel group, placebo-controlled, three-
group, randomised surgical trial. Lancet. 2018, 391: 329-38.

BOA (British Orthopaedic Association). National joint registry
reports. 2019. www.njrreports.org.uk (accessed 8 May 2019).

Brazier J, Jones N, Kind P. Testing the validity of the EuroQol and
comparing it with the SF-36 health survey questionnaire. Qual
Life Res. 1993, 2: 169-80.

Brunton LM, Wilgis EF. A survey to determine current practice
patterns in the surgical treatment of advanced thumb carpo-
metacarpal osteoarthrosis. Hand (NY). 2010, 5: 415-22.

BSSH (British Society for Surgery of the Hand). UK Hand Registry.
2019.  https://secure.amplitude-registry.com/BSSH/Account/
Login?ReturnUrl=%2fBSSH (accessed 8 May 2019).

Burn E, Liddle AD, Hamilton TW et al. Cost-effectiveness of uni-
compartmental compared with total knee replacement: a popu-
lation-based study using data from the national joint registry
for England and Wales. BMJ open. 2018, 8: e020977.

Catalano L, Horne LT, Fischer E, Barron OA, Glickel SZ.
Comparison of ligament reconstruction tendon interposition
and trapeziometacarpal interposition arthroplasty for basal
joint arthritis. Orthopedics. 2008, 31: 228.

Davis TR, Brady O, Dias JJ. Excision of the trapezium for osteo-
arthritis of the trapeziometacarpal joint: a study of the benefit
of ligament reconstruction or tendon interposition. J Hand Surg
Am. 2004, 29: 1069-77.

De Smet L, Sioen W, Spaepen D, van Ransbeeck H. Treatment of
basal joint arthritis of the thumb: trapeziectomy with or without
tendon interposition/ligament reconstruction. Hand Surg. 2004,
9: 5-9.

Deutch Z, Niedermeier SR, Awan HM. Surgeon preference, influ-
ence, and treatment of thumb carpometacarpal arthritis. Hand
(NY). 2018, 13: 403-11.

Dias JJ, Sayeed L, Bhowal B. MCID for the patient evaluation measure
as a patient rated outcome measure for Dupuytren’s contracture.
BSSH London. 2015. https://bssh.ac.uk/_userfiles/pages/files/
professionals/A%202015%20Programme%20Final.pdf (accessed
4 February 2020).

Efanov JI, Nguyen DD, Izadpanah A, Danino MA, Harris P. A health
utility assessment of trapeziectomy with ligament reconstruc-
tion and tendon interposition for thumb trapeziometacarpal
osteoarthritis. J Hand Surg Eur 2019, 44: 722-7.

EuroQol. EuroQol—a new facility for the measurement of health-
related quality of life. Health Policy. 1990, 16: 199-208.

EuroQol. Eg-5d-51 crosswalk index value calculator. 2019. https://
eurogol.org/eq-5d-instruments/eq-5d-5l-about/valuation-stan-
dard-value-sets/crosswalk-index-value-calculator/ (accessed 12
December 2019)

Field J, Buchanan D. To suspend or not to suspend: a randomised
single blind trial of simple trapeziectomy versus trapeziectomy



442

Journal of Hand Surgery (Eur] 45(5)

and flexor carpi radialis suspension. J Hand Surg Eur. 2007, 32:
462-6.

Gangopadhyay S, McKenna H, Burke FD, Davis TR. Five- to 18-year
follow-up for treatment of trapeziometacarpal osteoarthritis: a
prospective comparison of excision, tendon interposition, and
ligament reconstruction and tendon interposition. J Hand Surg
Am. 2012, 37: 411-7.

Garrison LP Jr, Neumann PJ, Erickson P, Marshall D, Mullins CD.
Using real-world data for coverage and payment decisions: the
ISPOR real-world data task force report. Value Health. 2007,
10: 326-35.

Hume KM, Crotty CA, Simmons CJ, Neumeister MW, Chung KC.
Medical specialty society-sponsored data registries: opportu-
nities in plastic surgery. Plast Reconstr Surg. 2013, 132:
159e-67e.

Jansson KA, Granath F. Health-related quality of life (EQ-5D)
before and after orthopedic surgery. Acta Orthop. 2011, 82:
82-9.

Katkade VB, Sanders KN, Zou KH. Real world data: an opportunity
to supplement existing evidence for the use of long-established
medicines in health care decision making. J Multidiscip
Healthc. 2018, 11: 295-304.

Kriegs-Au G, Petje G, Fojtl E, Ganger R, Zachs I. Ligament recon-
struction with or without tendon interposition to treat primary
thumb carpometacarpal osteoarthritis. Surgical technique.
J Bone Joint Surg Am. 2005, 87(Suppl 1): 78-85.

Loveday DT, Barr LV, Loizou CL, Barton G, Smith G. A comparative
prospective cohort health economic analysis comparing ankle
fusion, isolated great toe fusion and hallux valgus surgery. Foot
Ankle Surg. 2018, 24: 54-9.

Lovell ME, Nuttall D, Trail IA, Stilwell J, Stanley JK. A patient-
reported comparison of trapeziectomy with Swanson silastic
implant or sling ligament reconstruction. J Hand Surg Br.
1999, 24: 453-5.

Macey AC, Burke FD, Abbott K et al. Outcomes of hand surgery.
J Hand Surg Br. 1995, 20: 841-55.

Makady A, van Veelen A, Jonsson P et al. Using real-world data in
health technology assessment (HTA) practice: a comparative
study of five HTA agencies. Pharmacoeconomics. 2018, 36:
359-68.

Maru M, Jettoo P, Tourret L, Jones M, Irwin L. Thumb carpometa-
carpal osteoarthritis: trapeziectomy versus pyrocarbon

interposition implant (pi2) arthroplasty. J Hand Surg Eur.
2012, 37: 617-20.

Murray DW, MacLennan GS, Breeman S et al. A randomised con-
trolled trial of the clinical effectiveness and cost-effectiveness
of different knee prostheses: the knee arthroplasty trial (KAT).
Health Technol Assess. 2014, 18: 1-235, vii-viii.

NHS Digital. Patient reported outcome measures. Government
statistical service, 2019. https://digital.nhs.uk/data-and-infor-
mation/data-tools-and-services/data-services/patient-
reported-outcome-measures-proms (accessed 20 May 2019).

NICE. The guidelines manual process and methods. London, 2012.
https://www.nice.org.uk/process/pmgé. (accessed 12 December
2019).

NICE. Guide to the methods of technology appraisal. London, 2013.
https://www.nice.org.uk/process/pmg9. (accessed 12 December
2019).

Nilsson A, Liljensten E, Bergstrom C, Sollerman C. Results from a
degradable TMC joint spacer (Artelon) compared with tendon
arthroplasty. J Hand Surg Am. 2005, 30: 380-9.

Rodrigues JN, Mabvuure NT, Nikkhah D, Shariff Z, Davis TR.
Minimal important changes and differences in elective hand
surgery. J Hand Surg Eur. 2015, 40: 900-12.

Rombach I, Merritt N, Shirkey BA et al. Cost-effectiveness analysis of
a placebo-controlled randomized trial evaluating the effective-
ness of arthroscopic subacromial decompression in patients
with subacromial shoulder pain. Bone Joint J. 2019, 101B: 55-62.

Salem HM, Davis TR. Degenerative change at the pseudarthrosis
after trapeziectomy at 6-year followup. Clin Orthop Relat Res.
2014, 472: 1160-5.

Schroder J, Kerkhoffs GM, Voerman HJ, Marti RK. Surgical treat-
ment of basal joint disease of the thumb: comparison between
resection-interposition arthroplasty and trapezio-metacarpal
arthrodesis. Arch Orthop Trauma Surg. 2002, 122: 35-8.

Varitimidis SE, Fox RJ, King JA, Taras J, Sotereanos DG.
Trapeziometacarpal arthroplasty using the entire flexor carpi
radialis tendon. Clin Orthop Relat Res. 2000, 370: 164-70.

Wajon A, Vinycomb T, Carr E, Edmunds |, Ada L. Surgery for thumb
(trapeziometacarpal joint) osteoarthritis. Cochrane Database
Syst Rev. 2015, 23: Cd004631.

Yeoman TFM, Stone O, Jenkins PJ, McEachan JE. The long-term
outcome of simple trapeziectomy. J Hand Surg Eur. 2019, 44:
146-50.



