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Summary and general diScuSSion

SUMMARY

Osteoarthritis (OA) is the most prevalent joint disorder leading to serious functional limitations 

and reduced quality of life, as well as to considerable social and economic costs1-3. In the 

hand, the distal interphalangeal (DIP) joints are most often affected by OA, followed by the 

trapeziometacarpal (TMC) and the proximal interphalangeal (PIP) joints4-6.

Patients affected by hand OA usually report significant restrictions in their daily lives3, 7, 8. Pain 

combined with reduced finger joint mobility and decreased grip strength forces them to reduce their 

daily hand-related activities or even to avoid specific tasks. The tasks most commonly described as 

difficult are wringing out washcloths, and opening jars and bottles9. Treatment options for patients 

with hand OA include pharmacological, non-pharmacological, and surgical procedures1, 10, 11.

The aim of this thesis, which is divided into two parts, was to investigate the limitations in 

daily life, outcome measures, clinical outcomes with the emphasis on patient satisfaction, and 

economic aspects of the treatment of hand OA, focussing on patients suffering from TMC OA.

Part ONE, comprising chapters two, three, and four, describes patients’ limitations in daily 

life and relevant outcome measures. Part TWO contains chapters five, six, and seven and 

investigates the outcomes of surgical and non-surgical management of hand OA, with respect 

to patient satisfaction and economic aspects.

P a r t  O N E

Chapter two addressed patients’ limitations in daily life and investigated the particular problem 

of opening food containers. The aim was to develop guidelines for the industry on how to 

produce easy-to-open packaging. In a cross-sectional study, we investigated the forces that 

patients can apply to tear tabs and compared the results with normative data from a healthy 

age- and gender-matched population. We included 100 patients with different hand disorders. 

The pinch pull force (PPF) applied to tear tabs of different lengths and materials (aluminium, 

plastic) was measured with a specially designed device. Key pinch was measured with a pinch 

gauge. Normative data were taken from another study on 402 healthy adults. The results 

showed that patients were able to apply most force to the longest aluminium tab, using the key 

grip, but this was still only 53% of the force exerted by healthy people. Furthermore, we found 

that key pinch strength determines PPF (R2 = 0.548, p ≤ 0.001). When asked about difficulties 

with different types of packaging, 82% of the patients mentioned jam jars, 78% peelable meat/

cheese packaging, and 69% bottles. We therefore recommend the industry to provide long 

aluminium tear tabs on their packaging. Furthermore, healthcare professionals are encouraged 

to measure key pinch to detect difficulty in opening packages.

The objective of chapter three was to reveal all the outcome measures used in studies on TMC 

OA and evaluate their measurement properties. In a two-step systematic literature review, we first 

identified studies including TMC OA patients and extracted all the outcome measures. They were 

categorised according to the Outcome Measures in Rheumatology (OMERACT) core set for OA, 

including five dimensions: pain, physical function, global assessment, imaging, and quality of life. 

First, 316 articles were identified, including 101 different outcome measures, mostly addressing 

the OMERACT pain and function domains but under-representing quality of life. Secondly, we 

157

E
IG

H
T



Summary and general diScuSSion

retrieved articles on the measurement properties of the outcome measures identified for TMC 

OA patients and found 12 articles investigating measurement properties of 12 outcome measures. 

The Disabilities of the Arm, Shoulder and Hand questionnaire (DASH) and the Patient-Rated 

Wrist Evaluation (PRWE) were the tools most extensively studied. None of the studies examined 

all measurement properties. Positive ratings were seen for the DASH, the quickDASH, the 

Australian / Canadian Osteoarthritis Hand Index (AUSCAN), and the Nelson Score. In contrast, the 

Eaton classification, the carpometacarpal grind test, and the Hand Functional Index of the Keitel 

Functional Test rated poorly. Ratings for the PRWE and the Short Form 36 (SF-36) were equivocal. 

The methodological quality of these studies was fair to poor, implying that no recommendations 

for the use of any of the outcome measures can be made from the literature.

Given the lack of evidence on outcome measures for TMC OA, the reliability, validity, and 

responsiveness of the Michigan Hand Outcomes Questionnaire (MHQ) was investigated as 

described in chapter four. The prospective cohort study included 177 patients diagnosed 

with TMC OA, who received either conservative or surgical treatment. At baseline and at 

one year following the beginning of the treatment, we measured key pinch strength and the 

patients filled out the MHQ, the DASH, and the Short Form 12 (SF-12). They also completed 

these questionnaires 2 - 11 days after the last study visit. In order to analyse the measurement 

properties of the MHQ, we calculated test-retest reliability (intraclass correlation coefficient, 

ICC), internal consistency (Cronbach’s alpha for the six subscales), construct validity (Pearson’s 

correlation coefficient, r), responsiveness (effect sizes), and the minimal important change 

(MIC). The results showed that the mean MHQ total score for surgical patients increased 

from 48 ± 14 at baseline to 75 ± 18 at one year (p ≤ 0.001). In contrast, no treatment effect was 

observed in the conservatively treated group (p = 0.74). The MHQ total score showed excellent 

test-retest reliability (ICC = 0.95) and correlated strongly with the DASH (r = -0.77). Internal 

consistency of the MHQ subscales ranged between 0.77 and 0.89. A large effect size of 1.7 was 

found for the surgical patients, with an MIC of 17 points. Based on these results, we concluded 

that the MHQ demonstrates good reliability, validity, and responsiveness in patients with TMC 

OA and it can be recommended as a suitable assessment tool in this population.

P a r t  T WO

Chapter five aimed to identify which factors are associated with patient satisfaction after 

orthopaedic interventions in the hand. Assessing patient satisfaction is becoming more and 

more important, because it contributes to the continuous evaluation of healthcare, for which 

the patient and society are paying. Furthermore, satisfied patients show greater compliance 

and continue to attend for treatment12, 13. Quantification is demanding because a variety of 

factors, as yet poorly defined, influence the patient’s perception of a satisfactory outcome. 

We conducted a literature review including studies on determinants of treatment satisfaction 

and nonspecific overall satisfaction of patients with hand problems. The results indicated 

that patient satisfaction is multifactorial. There is moderate evidence that pain/symptoms, 

activities of daily living/function, aesthetics, and embodiment influence patient satisfaction. 

Furthermore, data indicated that strength, range of motion, fulfilment of expectations, 

deformity, workers’ compensation, and length of follow-up correlated with satisfaction. 
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Summary and general diScuSSion

Knowledge of these determinants may lead to a more detailed decision-making process, thus 

contributing to improved treatment outcomes and cost-effectiveness. 

In routine practice, the recommended treatment goals are relief of pain or symptoms and 

restoration of the important individual functions, while taking the appearance of the hand 

and body-self unity into account. Restoration of strength, range of motion, and any deformity 

should also be addressed. In addition to evaluating these objective outcomes, the impact of the 

patients’ individual expectations, whether they are involved in worker’s compensation, and the 

time between treatment and follow-up all have to be considered.

The objective of chapter six was to analyse the outcomes of surgical and conservative treatment 

in patients with TMC OA and to evaluate determinants of treatment satisfaction. We conducted a 

prospective cohort study on patients with TMC OA who received either surgical or conservative 

treatment. Patients filled out the MHQ at baseline and 3, 6, and 12 months after the intervention. 

On 5-point Likert scales, they reported baseline expectations and their fulfilment at each 

follow-up visit, as well as satisfaction with treatment. These variables at baseline and 1 year, as 

well as sociodemographic and disease-related variables were entered into one ordered logistic 

regression model for surgical patients and into another for conservatively treated patients, in 

order to identify determinants of patient satisfaction at 1 year. This study included 165 patients, 

97 of whom received surgery. Surgical patients improved continuously from a MHQ score of 47 ± 

15 at baseline to 80 ± 16 at 1 year (p ≤ 0.001). In the conservatively treated group, an improvement 

was found between baseline (61 ± 13) and 6 months (68 ± 15; p ≤ 0.001), but not at 1 year (66 ± 17; 

p = 0.055). Expectations being fulfilled at 1 year was an important determinant of satisfaction in 

both groups. Based on these results, we concluded that surgery leads to a significant improved 

outcome up to 1 year. Conservative treatment is significantly effective for 6 months. As the 

fulfilment of expectations was an important determinant of satisfaction in both groups, we 

emphasised the importance of providing patients with comprehensive information prior to the 

intervention, in order to ensure that their expectations of the treatment outcome are realistic.

Chapter seven presented the economic aspects of conservative and surgical treatment 

of patients with TMC OA, analysing the costs associated with healthcare and with loss of 

productivity. This prospective cohort study included patients with TMC OA who received either 

conservative (corticosteroid injection) or surgical treatment (trapeziectomy with ligament 

reconstruction and tendon interposition or arthrodesis). Healthcare costs were measured 

using the earnings of our clinic in Swiss francs (CHF). Patients were assessed at baseline and 3, 

6, and 12 months after the intervention. Employed patients filled out the Work Productivity and 

Activity Impairment Questionnaire (WPAI) to assess absenteeism, presenteeism, and overall 

costs due to loss of productivity. We included 161 patients, of whom 58 were in employment. 

Healthcare costs were CHF 10,303 in the surgery group and CHF 622 in the conservatively 

treated group (p ≤ 0.001). The total productivity loss in the surgical group increased from 

baseline to 3 months (50% versus 64%; p = 0.136) and decreased significantly from 3 to 6 months 

(64% versus 33%; p ≤ 0.001). Total productivity loss in the conservatively treated group was 

more stable over time (52% at baseline to 48% at 1 year, p = 0.051). The annual healthcare and 

productivity costs of CHF 20,210 estimated for the surgical group were higher than the CHF 

6,877 estimated for the conservatively treated group (p  ≤  0.001). In conclusion, surgery was 
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Summary and general diScuSSion

associated with considerably higher costs than conservative treatment, with respect to both 

healthcare and loss of productivity. The extent of improved productivity after more than a year 

and its related economic consequences should be the subjects of further research.

DISCUSSION

The research for this thesis has shown that patients with hand OA report severe limitations in 

daily life, in particular when opening food packaging. We developed guidelines for the industry 

on the production of easy-to-open food packaging. A variety of patient-reported outcomes are 

currently used to measure interventions in patients with TMC OA, but none of them has overall 

positive ratings. We were able to show that the MHQ demonstrates good reliability, validity, 

and responsiveness in patients with TMC OA and we recommend it as a suitable assessment 

tool in this population. Regarding satisfaction we found that many variables determine patient 

satisfaction with treatment – relief of pain or symptoms and restoration of hand function being 

the most important determinants in patients with orthopaedic hand conditions. In patients with 

TMC OA, the fulfilment of expectations was found to be an important determinant of satisfaction. 

In the analysis of two different treatment strategies, conservative and surgical management, in 

patients with TMC OA, we showed that surgery leads to significantly improved hand function 

after one year, while conservative treatment seems to be most effective in the first 6 months. 

From an economic point of view, however, surgery was associated with considerably higher 

costs than conservative treatment, with respect to both healthcare and loss of productivity. 

P a t i e n t s ’  l i m i t a t i o n s  i n  d a i l y  l i f e

So far, several studies have described activity limitations in patients with hand OA. Most of the 

activities addressed are pinch-related, such as writing, moving small objects, turning keys in locks, as 

well as grasping and carrying large objects, for example unscrewing jars14-16. In recent years, activities 

of daily living have changed. Although writing by hand was an important activity 20 years ago, 

people nowadays use computers, laptops, tablets, and smartphones. Besides the many advantages 

of using computers and mobile devices for work, it also leads to new complaints. Researchers have 

shown that the time spent using a mobile phone is significantly associated with pain in the base of 

the thumb, and that excessive texting is related to TMC OA17, 18. Another very relevant but under-

investigated issue in daily life is the opening of food packaging, which was addressed in chapter 

two. Up to 90% of the over 60s have difficulty opening peelable packaging, such as cheese/meat 

packaging, or are even unable to do so19. In particular, patients with hand disorders experience 

difficulties in opening food containers due to pain, loss of grip strength, and reduced dexterity20-

22. As demographic aging in Europe will increase in the coming years, the number of people with 

hand conditions and thus difficulties in opening packaging will rise correspondingly. The ease of 

opening food containers will therefore be increasingly important, not only to consumers but also to 

producers wanting to satisfy their clients’ needs and achieve high brand loyalty23.

More than 30 years ago, in the early 80s, Berns identified the issue of opening food 

containers for healthy as well as for handicapped people24. He also measured the forces that 

patients were able to apply to different types of food packaging and provided norm data useful 

for the industry24. However, opening packaging requires more than just hand strength. Besides 
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manual function, sensitivity is important when opening consumer products, as are visual and 

cognitive aspects19. Easy-to-open packaging not only has to be opened without much force but 

also depends on such factors as the visibility and simplicity of the opening mechanism20, 25. Even 

small changes in the size of the tear tab, the material used, its geometry or the design therefore 

have a large impact on the ease of opening the packaging23, 25-27. 

Although researchers23, 25-32 other than Berns24 have also documented the issue of opening 

food containers, the industry in Germany and Switzerland has not yet put much effort into the 

development of easy-to-open packaging. 

Based on our results presented in chapter two, a Swiss retailer (Coop, Basel) initiated a 

project to develop easy-to-open food packaging. They aimed to optimise peelable meat 

packaging. The issue with the old packaging was that it needed a great deal of force to open 

it because the packs were sealed so strongly. Furthermore, the space provided for holding 

the tear tab was too small and the plastic cover often tore during opening. The technical 

optimisation process addressed these issues by ensuring that sealing parameters, including 

time, temperature, and pressure, were adapted in such a way as to make the packaging easier to 

open while the contents remained safely wrapped. The sealing seam and its tear contour were 

changed in order to provide optimal force distribution during opening. Another innovation 

was an additional notch, the size of a thumb or fingertip, placed laterally in the bottom plastic 

foil. A notch was put on each side, so that it could be used easily by left-handed as well as right-

handed persons. In order to evaluate whether these technical optimisations were successful, 

we performed a cross-sectional study on 100 patients with hand osteoarthritis33. The results 

provide good evidence that patients with hand OA are significantly more satisfied with the 

optimised meat packaging than with the old-style packs. When patients with hand disorders 

are satisfied with the optimised packaging, we can assume that healthy people will also be 

happy with it. We have shown that it is possible for manufacturers today to produce easy-to-

open food packages that afford greater consumer satisfaction33.

Difficulty in opening packaging is also seen when taking medicines34. Efforts were made to 

produce an easy-to-open screw-cap container, although it had to be withdrawn from the market 

due to cost-effectiveness issues34. In cases where patients report difficulties opening their 

medicine containers, pharmacists could give the patient some tips and tricks, suggest helpful 

tools, or even remove tablets from the packs and store them in a user-friendly container34.

Further research should analyse the difficulties patients with hand disorders experience in 

opening other kinds of packaging, so that recommendations for optimisation procedures can 

be made to the industry. However, not all types of packaging can be made easier to open, 

because the safety of the contents is the retailer’s first priority. In such cases, it would be useful 

to develop special assistive devices which could be sold together with the product.

O u t c o m e  m e a s u r e s

Standardised outcome measures are essential to monitor a disease process and to evaluate the 

outcome of treatment35. Nowadays not only patients and health professionals are interested in 

outcomes but also hospital managers, lawyers, policy-makers, and the media36. Which outcome 

measures should be used for a comprehensive assessment of the health status and treatment 

outcome in patients with TMC OA has not yet been defined36.
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This topic was investigated in chapter three, with a systematic review of the outcome 

measures used in TMC OA studies. We found a wide variety of outcome measures, with pain 

and function being used most frequently and QoL clearly under-represented. Studies rarely 

examined the measurement properties of outcome measures specifically for patients with 

TMC OA, and the methodological quality of those that did so was only fair, so that it is not yet 

possible to make any recommendations for the use of a particular outcome measure. 

Statistical comparison of different interventions remains unfeasible because of the variety 

of different outcome measures used in the past. This aspect has also been emphasised in 

systematic reviews on the treatment of TMC OA37 and hand OA7. The finding that numerous 

tools (some self-developed) have been used to assess the effectiveness of treatment highlights 

the need to develop standardised and validated outcome measures for patients with TMC OA, 

in order to facilitate comparisons of patient populations and the outcomes of different surgical 

and non-surgical procedures.

The observed predominance of objective measures (such as muscle strength and range of 

motion) shows that many researchers still do not make the subjective patient perspective their 

primary focus. This implies under-representation of concepts such as the psychological state, 

appearance of the hand, and leisure activities, which are important to patients with hand OA38. 

Another issue with the current patient-reported outcome measures, most of them developed 

in the late 1990s or in the early 2000s, is that they sometimes include old-fashioned items. The 

DASH, for example, includes an item about difficulties with writing. Nowadays, people hardly ever 

write by hand. They use computers, laptops, tablets, and smartphones instead. However, none of 

the various patient-reported outcome measures considers these aspects, not even the thumb-

specific Nelson score developed in 200739. Questionnaires developed in the late 1990s need to 

be updated, replacing old-fashioned items with current ones. Patients should be involved in the 

revision process, to ensure that items relevant to the target population are covered.

Apart from its measurement properties, other characteristics of a questionnaire such as 

availability and practicability have to be considered40, 41. Several questionnaires carry licence 

fees. Some questionnaires are easy to score, while others need special software. The number 

of items and the time required to fill out the questionnaire also have to be considered, bearing 

in mind the burden on the patient. Furthermore, the researcher has to be aware of the aim and 

content of the outcome measure, in order to determine the right outcome measure for the 

intended purpose40, 41. 

Other useful tools to describe the patient’s condition comprehensively are the 

International Classification of Functioning, Disability and Health (ICF) core sets. The ICF offers 

a comprehensive understanding of the individual health condition based on body functions 

and structures, activities, participation, personal attributes and environmental factors, 

providing a scientific basis for studying health, health-related states, outcomes, and the related 

determinants42. Three core sets might be relevant to patients with TMC OA: the ICF core set 

for OA43, although it focusses more on hip and knee OA; the ICF core set for hand conditions44; 

and the brief ICF core set for hand conditions45. The core set for hand conditions covers 117 

categories of functioning, potentially relevant to individuals with any hand condition, while the 

brief core set covers 23 categories45. These core sets assist clinicians in planning treatment from 

a comprehensive perspective, taking into account not only the body functions and structures 
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but also psychological aspects, difficulties in daily living and participation, and the individual’s 

environment. There is also a rating scale available, the ICF qualifier, which is useful for evaluating 

the outcome of an intervention45.

An important point when conducting a systematic literature review, as we did in chapter 

three, is the assessment of the methodological quality of the studies included. However, there 

are no uniform guidelines for assessing different types of studies. The Cochrane collaboration 

recommends its risk of bias tool for randomised controlled trials (RCTs)46. There are various 

checklists and scores available for observational studies, but none of them can be recommended 

as a gold-standard47. The Structured Effectiveness Quality Evaluation Scale (SEQES)48 seems 

to be useful in determining the quality of both RCTs and observational studies. This checklist 

consists of 24 items, including the domains of study question and design, subjects, intervention, 

outcomes, analysis, and recommendations. Each item is scored on a three-point scale (0-2), 

giving a maximum of 48, with higher scores indicating higher methodological quality. However, 

one issue with the SEQES tool is that scores for observational studies are considerably lower than 

those of RCTs, because some items are designed specifically for RCTs48. Furthermore, it has not 

yet been tested for reliability and validity. Other common checklists, such as the Consolidated 

Standards of Reporting Trials (CONSORT)49, the Preferred Reporting Items for Systematic reviews 

and Meta-Analyses (PRISMA)50, 51, and the Strengthening the Reporting of Observational Studies 

in Epidemiology (STROBE)52 statements, are not intended to serve as quality appraisal tools but to 

guide authors when reporting RCTs, systematic reviews, and observational studies, respectively. 

Guidelines for the evaluation of the methodological quality of studies on the measurement 

properties of health-related patient-reported outcomes are described in the COnsensus-based 

Standards for the selection of health status Measurement INstruments (COSMIN) checklist53-55. 

This checklist is useful when selecting a measurement tool, peer-reviewing a manuscript, 

designing or reporting a study on measurement properties, and for educational purposes55.

The results of chapter three indicated that more research is needed on hand-specific 

questionnaires, to determine which are the most suitable for detecting changes in patients 

with TMC OA. The next step required is to investigate the measurement properties of hand-

specific questionnaires that have not yet been evaluated in patients with TMC OA. The review 

also emphasised that these studies need to be methodologically sound before we can make 

any firm recommendations about the use of specific tools. 

Our next step towards identifying suitable outcome measures for patients with TMC OA was 

an evaluation of the MHQ, and this was described in chapter four. The results of the study 

provide evidence that the MHQ is a reliable, valid, and responsive tool for assessing treatment 

outcomes in patients with TMC OA. Compared with the DASH, the hand-specific MHQ showed 

more favourable results for internal consistency, responsiveness, and missing items, indicating 

that it is more suitable for patients with conditions affecting the thumb.

In our study, internal consistency for the MHQ was satisfactory, although item redundancy 

was apparent in other studies56. For that reason, and because patients need a relatively 

long time to complete the questionnaire57, 58, a short form of the MHQ has recently been 

developed59. The BriefMHQ shows similar measurement properties to the original version and 

is highly recommended as a more efficient tool in large studies, as a cross-sectional screening 
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tool, and for documenting the outcome in routine clinical practice, as it reduces responder 

burden and increases response rates59, 60. Use of the original MHQ is still advocated, however, as 

it provides a more comprehensive analysis of the patient’s condition59. In addition, the full MHQ 

can assess the two hands separately, so that stratification for hand dominance or affected hand 

is possible56, something which neither the BriefMHQ nor the DASH allows.

Regarding responsiveness, the lowest effect size related to the MHQ aesthetics subscale. 

This fact, combined with the relatively high baseline scores and the ceiling effect of this subscale, 

indicates that the appearance of the hand is not as important to patients with TMC OA as it 

is to patients with rheumatoid arthritis56, for example. On average, patients who underwent 

metacarpophalangeal joint arthroplasty had baseline values in the MHQ aesthetics subscale 40 

points lower than our patients, and the standardised response mean (SRM) was very high at 1.256. 

When interpreting change scores of an outcome measure, it has to be considered whether 

they are based at a group level or at an individual level61. On a group level, smaller changes may 

be interpreted as important, whereas larger changes are required at an individual level before 

they are confidently accepted as indicating a meaningful change61. 

The MIC62, which was introduced by Guyatt et al.63, facilitates the interpretation of change 

scores at an individual level. The MIC is the smallest change in score in the construct to be 

measured that patients perceive as important54. Two approaches to calculating the MIC are 

described in the literature: the anchor-based and the distribution-based method64, 65.

The anchor-based approach that we used in chapter four requires an external criterion, 

the anchor. This might be a global question about the perceived change in the condition over 

a certain time,  used to identify patients who have changed to a small but meaningful degree 

and others who have not changed. The MIC can now be calculated using a receiver operating 

characteristic (ROC) curve, where the optimal cut-off point reflects the MIC. Another method 

is the mean-change method, where the MIC is defined as the change value of the patients who 

consider themselves to be slightly improved62, 64, 65.

The advantage of the anchor-based approach is that patient-related information about the 

perceived change is explicitly incorporated. However, it fails to take into account the variability 

of the assessment tool scores in the sample65. 

Distribution-based approaches take the distribution of the tool scores and its variability 

into account. They express the observed change in a group of patients in a standardised way. 

Frequently used parameters are standard deviation (SD), effect size (ES), and the standard error of 

measurement (SEM). Values of 0.5 x SD, or the value corresponding to an ES of 0.5, or 1.96 x SEM, 

have all been proposed to reflect the MIC. As these are solely statistical measures which do not 

take the importance from the patient’s perspective into account, anchor-based approaches are 

preferred64, 65. Distribution-based calculations are nevertheless useful as supportive information. 

To combine the characteristics of both approaches, de Vet et al. developed an integrated 

method66; however, this visual method has not yet been used in populations with hand disorders. 

MIC values are always determined in groups of patients (e.g. in an RCT or a longitudinal 

observational study), although this does not say anything about the level on which the MIC 

is applied62. It depends whether the anchor used for determining the MIC is on the group or 

individual level. An individual-focused approach applies in most clinical trials, which means that 

the MIC derived from a group of patients can be transferred to the individual62. The MIC is also 
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useful for calculating statistical power and determining sample sizes for a research project64. It 

varies across populations, disease characteristics, and treatments64. 

Apart from our study, there is one other study that has investigated the MIC of the MHQ67. 

Differences in the findings can be interpreted on the basis of different populations and the 

disparate methods used to calculate the MIC.

Future research should include a comparison of the MHQ with other hand specific 

questionnaires, such as the AUSCAN68, PRWE69, and Patient Evaluation Measure (PEM)12, in order 

to find the best questionnaire for each purpose and target population. The calculation of the 

MIC for these questionnaires is useful to provide a number for sample size calculation and for 

the interpretation of treatment outcomes.

P a t i e n t  s a t i s f a c t i o n

Assessing patient satisfaction is becoming more and more important, because it contributes to 

the continuous evaluation of healthcare, for which the patient and society are paying70. Satisfied 

patients show greater compliance with treatment and an increased likelihood of returning to 

the same healthcare provider12, 13. Quantification is demanding because a variety of factors, as 

yet poorly defined, influence the patient’s perception of a satisfactory outcome12.

In order to identify which factors are associated with patient satisfaction following 

orthopaedic interventions in the hand, we reviewed the literature, as presented in chapter five. 

The results indicate that a number of factors play a role in determining patient satisfaction; 

the hand surgeon or therapist can influence some of these factors, while others are beyond 

their control. The determinants revealed by this literature review could be effectively classified 

into the five categories of the ICF42. Factors in every category have an impact on treatment 

satisfaction, though most of them relate to body functions/body structures. This may be due to 

the fact that these factors are the ones most often studied while others such as environmental 

and personal factors have been less thoroughly investigated.

In reviewing the literature, we found that the appearance of the hand contributes to patient 

satisfaction. However, the studies investigated patients with rheumatoid arthritis71, 72. Based 

on the results of chapter four, where we found only a moderate effect size for the aesthetic 

subscale of the MHQ, we assume that the appearance of the hand is not such an important 

issue to patients with TMC OA as it is to patients with rheumatoid arthritis.

Strength and range of motion seem to correlate with patient satisfaction, although there is 

great diversity in the correlation coefficients. Chung and Hass73 defined cut-off points for grip 

strength, key pinch strength, and range of motion related to satisfaction with these objective 

parameters after surgery for distal radius fractures. They found the cut-offs to be 65%, 87%, 

and 95%, respectively, of the function of the other, unaffected, hand. These findings highlight 

the importance of measuring objective outcomes and defining values to distinguish between 

satisfied and dissatisfied patients with any hand problem.

In the ICF category of environmental factors, we showed that patients who receive money 

during time of disability are less satisfied. Further studies also indicate that patients receiving 

worker’s compensation were less satisfied with the results of a revision trapeziometacarpal joint 

arthroplasty74 and had a higher risk of failure of partial wrist denervation75; the most influential 

predictor of pain and disability was third-party compensation76. 
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When assessing patient satisfaction, it has to be remembered that several dimensions 

contribute to the individual perception of satisfaction. Satisfaction with the treatment outcome 

is only one aspect. Other aspects include facilities, service features, continuity of care, 

humaneness, competence, and the treatment process itself12, 77. Factors such as the friendliness 

of the staff78-81, waiting times79, time spent with the provider79, 82, state of the facilities81, and 

food80, 81 have to be kept in mind, because they may also affect patient satisfaction. Furthermore, 

patient satisfaction is influenced by specific personal characteristics comprising expectations, 

demographics, and personal preferences83. 

Based on the results of this review, we recommend that treatment goals in routine practice 

should be the relief of pain or symptoms and restoration of the important individual functions, 

while taking the appearance of the hand into account. In addition, restoration of strength, 

range of motion, and deformity should be addressed. As well as evaluating these objective 

outcomes, consideration must be given to the impact of the patient’s individual expectations 

and whether worker’s compensation applies.

Further research needs to address the issue of assessing patient satisfaction. To date, 

satisfaction is measured using various approaches such as Likert Scales, visual analogue scales 

or the MHQ satisfaction subscale, which precludes statistical comparisons between studies. The 

focus should be on developing a standardised assessment tool for use in routine clinical practice.

Although we were able to identify several factors which might determine satisfaction in patients 

with various hand disorders, it was still not clear whether they were also true for patients with 

TMC OA. A retrospective study on patients after implant arthroplasty of the TMC joint, showed 

a correlation with satisfaction of r > 0.7 for pain, movement, strength, and ability to perform 

activities of daily living84. There is a lack of prospective studies investigating determinants 

of patient satisfaction after surgical and conservative management of TMC OA. In order to 

resolve this issue, chapter six evaluated determinants of patient satisfaction in the surgical and 

conservative treatment of patients with TMC OA.

The results of the cohort study revealed that patients’ expectations play a major role in 

predicting satisfaction as the variable ‘expectations fulfilled’ was an important determinant of 

treatment satisfaction in both groups. These findings support the results of chapter five, where 

‘expectations met’ has also been identified as associated with patient satisfaction.

In the field of hand surgery and hand therapy, evidence on the importance of expectations is 

still rare. Patients are often unaware of the severity of an injury and the complexity of treatment85. 

An association between expectations being fulfilled and patient satisfaction has been reported 

for patients after MCP arthroplasty86. It has also been shown that expectations being met and 

a general optimistic view of health accounted for 31% of the variability in postoperative DASH 

scores in patients after carpal tunnel release87. Our conclusion that patients are more likely to be 

satisfied if their expectations are fulfilled is confirmed in other studies on patients undergoing 

orthopaedic and abdominal surgery88, patients seeking out-of-hours care89, adults presenting a 

physical symptom90, and patients with total hip and knee arthroplasty91, 92. 

In contrast to expectations fulfilled after the intervention, the relevance of the preoperative 

expectations in hand surgery has not been demonstrated to date87. Research on expectations 

in patients with other musculoskeletal conditions found that positive expectations of the 
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outcome predicted a favourable outcome and higher satisfaction, whereas negative baseline 

expectations were associated with a worse outcome93. 

The association between expectations and satisfaction substantiates the relevance of the 

decision-making process prior to an intervention. Detailed patient education about the injury 

and the resulting intervention may lead to better adherence to treatment85. In areas other than 

hand surgery and therapy, it has been shown that the information given to the patient and 

shared decision making can have a positive effect on patient satisfaction81, 90, 94.

Based on these results, we can conclude that expectations being fulfilled is an important 

determinant of treatment satisfaction. It highlights the need to evaluate expectations and 

to provide patients with comprehensive information prior to the intervention, so that their 

expectations of the treatment outcome are realistic.

As mentioned previously, further research needs to address the issue of assessing 

patient satisfaction, as well as evaluating individual expectations. Whenever expectations 

are measured at the present time, which is rarely the case, different non-standardised tools 

are used for surveying baseline expectations and evaluating their fulfilment. This variety of 

outcome measures precludes statistical comparisons between studies. The focus should be 

on developing a standardised assessment tool for routine use in clinical practice to evaluate 

patients’ expectations prior to treatment and to determine their fulfilment and satisfaction 

when treatment is finished.

C l i n i c a l  o u t c o m e s  i n  t h e  t r e a t m e n t  o f  p a t i e n t s  w i t h  TM C  OA

Besides the determinants for satisfaction, chapter six analysed the outcomes of surgical and 

conservative treatment in patients with TMC OA. The results of this cohort study showed that 

patients treated conservatively had fewer complaints at baseline and a less advanced stage 

of OA than patients who had been operated on. Conservative treatment seemed to be most 

effective in the first six months. Other studies reported similar results: patients with stage I or II 

TMC OA benefitted more from conservative treatment, and for a longer period, than patients 

with more severe TMC OA95, 96. The effects of a steroid injection in patients with TMC OA stage I 

or II have been found to last from 4 to 18 months95, 96. These findings also support our regression 

analysis results showing that conservatively treated patients with a more advanced Eaton stage 

of OA seem to be less satisfied with the treatment result. Conservative treatment, including 

nonsteroidal anti-inflammatory drugs (NSAIDs), physiotherapy, analgesics, splints, and intra-

articular corticosteroid injections, has not been shown to have any long-term effectiveness95-97. 

The decision on the treatment strategy for our patients was made individually in each 

case. Our surgeons usually prefer to treat patients with only mild complaints conservatively 

but suggest surgery to patients with severe pain and restrictions in daily life. This approach 

is confirmed by other researchers, who recommended surgery in cases where pain restricts 

the patient’s daily life or when conservative treatment fails14, 97, 98. However, steroid injections 

might be useful in patients severely affected by TMC OA, in order to reduce the symptoms 

while waiting for surgery95, 97, 98.  

In the surgical group, hand function measured with the MHQ showed a significant 

improvement of 31 points between baseline and 1 year. As this change is above the value for 

the MIC of 17 points99, we can assume that this result is not only statistically significant but also 
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clinically meaningful for the patients. Similar changes were found for patients after abductor 

pollicis longus suspension arthroplasty100 and after basal thumb metacarpal osteotomy101, with 

patients in the latter study improving by 28 points after three years. This result indicates that 

the outcomes of surgery for TMC OA remain stable with time. 

Based on these results, we can conclude that patients with mild complaints may benefit 

from conservative treatment with an effect lasting about six months. We suggest surgery in 

cases where pain limits the patient’s daily life or when conservative treatment fails. 

Further research is needed to compare different surgical treatment strategies. Although 

trapeziectomy with ligament reconstruction and tendon interposition (LRTI) is the first choice 

of 2/3 of American hand surgeons102, 103, there is limited evidence for the superiority of that 

technique in terms of pain reduction and restoration of hand function37, 104, 105. Some studies 

suggest that trapeziectomy alone results in fewer adverse events than trapeziectomy with 

LRTI37, 104, 105. It still has to be confirmed whether LRTI produces better long-term results because 

the scaphoid-metacarpal distance is preserved105. In addition, the development of an algorithm 

to identify patients who would benefit from conservative management or from surgery would 

be useful to assist in making the medical decision prior to an intervention.

E c o n o m i c  a s p e c t s 

Economic aspects in the treatment of TMC OA were investigated in chapter seven. In medicine, 

the effectiveness of interventions has traditionally been evaluated in terms of mortality, clinical 

aspects, and patient-related outcomes106, 107. In recent years, however, outcome measures have 

expanded to include economic analyses, due to the increasing costs of healthcare combined 

with the costs for the employers. Expenses for the employer arise from absenteeism, short-term 

disability, long-term disability, worker’s compensation, and presenteeism106, 107. Presenteeism, 

i.e. reduced productivity at work due to health problems, is not only an issue for employers but 

also for the workers. From their perspective, going to work when not feeling well is important 

because it might exacerbate existing medical conditions, reduce the quality of working life, and 

lead to an impression of inefficiency due to reduced productivity107. On the other hand, loyalty 

to the employer may encourage people to go to work when they are not feeling up to it and can 

be regarded as productive gain instead of loss due to absenteeism107.

In contrast to absenteeism, the quantification of presenteeism is complex106. Several 

instruments to measure the impact of illness on productivity have been developed and reviewed106, 

108-112. Although most of these tools provide sound measurement properties, all of them have some 

shortcomings106. Some of the questionnaires were developed for a specific health condition 

and are not transferrable to other diseases. Others are intended to be used in clinical settings 

and are therefore useless for employers. The major issues concern scoring the questionnaires, 

converting the answers into a usable construct such as lost time, and translating the scores 

into monetary values106. For some questionnaires, such as the WPAI113 that we used in the work 

described in chapter seven, the answers are easily convertible into figures for absenteeism 

and presenteeism. Answers to other questionnaires, however, cannot be converted directly or 

the conversion methods have not been published106. Due to the variety of outcome measures 

and translation methods, research results cannot be compared between different studies at 

the present time. Awareness of the methods is therefore important when interpreting study 
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results. The subsequent translation of figures for presenteeism to monetary values can be based 

on different economic models, such as the human-capital method or the friction-cost method. 

However, there is no general consensus as to which model is the best. Researchers should be 

clear and transparent about how they measured presenteeism and how they converted and 

translated it into monetary values106. They are also encouraged to consider the target concept 

and the purpose of the intended application, as well as the underlying economic model106, 109. 

In the WPAI, presenteeism is calculated by using the answer to question 5 (“How much did 

your TMC OA affect your productivity while you were working?”). If patients give a score of 8 

out of 10, would that necessarily mean that they are only able to work 20%, leading to a 80% 

loss for the employer111? This might be true for some jobs, but it is unlikely in others111. The 

costs of presenteeism may therefore generally be overestimated, something that has also been 

indicated in a study including patients with rheumatoid arthritis114. 

In chapter seven, we found a large difference in total annual costs between surgical and 

conservatively treated patients, but we cannot make any firm treatment recommendations based 

on these results. The indications for injection therapy and surgery are different, and any such 

recommendations have to consider both the clinical and subjective outcomes. In chapter six, we 

found significantly better outcomes for surgical patients than for those treated conservatively. 

Bearing in mind both the outcomes and the economic aspects, cost-effectiveness or cost-

utility analyses are useful for making treatment recommendations. In these types of study, the 

costs of two (or more) interventions are put in relation to the clinical outcomes or utility measures, 

respectively115. Utilities are usually expressed as quality-adjusted life-years (QALYs) which can be 

derived from quality of life questionnaires, such as the SF-36 or the EuroQol-5D (EQ-5D)115. It 

was not worth performing a cost-utility analysis with our patient population, because the two 

treatment groups were not comparable with respect to either indications or outcomes. 

Future studies, preferably with a randomised design, should include economic analyses. 

It is useful to compare different surgical treatment options with each other or with different 

conservative strategies. If the indications for the different treatment options are equal, cost-

utility studies may assist the healthcare provider to choose the best treatment for the patient, 

bearing in mind the economic consequences. Ideally, a cost-utility study would also include 

other healthcare costs, such as those incurred for drugs, physiotherapy, assistive devices, 

nursing services, and visits to other doctors. The cooperation of health insurers would be 

required to access the relevant data. Further research should also assess the accuracy and 

usefulness of different tools in specific settings108. Standard presenteeism metrics need to be 

defined, in order to allow the comparison of study results111. 

CONCLUSIONS

This thesis investigated different aspects relevant to patients with hand OA: patients’ limitations 

in daily life, outcome measures, and treatment outcomes, focussing on patient satisfaction as 

well as economic aspects. 

Regarding limitations in daily life, it can be concluded that patients report severe restrictions, 

in particular in opening food packaging. In order to make life easier for patients in the future, 

we defined guidelines for the industry on the production of easy-to-open food packaging. 
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A systematic literature review of outcome measures for patients with TMC OA found that 

numerous patient-reported outcome measures are used at present. None of them show overall 

positive ratings with respect to measurement properties, which is partly due to the lack of 

methodologically sound studies. In an observational study, we were able to show that the MHQ 

demonstrates good reliability, validity, and responsiveness in patients with TMC OA and we 

recommend it as a suitable assessment tool in this population. 

With respect to satisfaction, many variables determine patient satisfaction with treatment; 

relief of pain or symptoms and the restoration of hand function are the most important 

determinants in patients with orthopaedic hand conditions. In patients with TMC OA, it was 

found that expectations being fulfilled was an important determinant of treatment satisfaction. 

Giving patients comprehensive information prior to the intervention is of the utmost 

importance to ensure that their expectations of the treatment outcome are realistic. 

Evaluation of the outcomes of conservative and surgical management in patients with TMC 

OA showed that surgery leads to significantly improved hand function after one year, while 

conservative treatment seems to be most effective in the first 6 months. These results suggest 

that patients with mild complaints benefit from conservative treatment, with the effects lasting 

about 6 months. Surgery is indicated in cases where pain limits the patient’s daily life or when 

conservative treatment fails. From an economic point of view, however, surgery is associated 

with considerably higher costs than conservative treatment, with respect to both healthcare 

costs and loss of productivity. 

In medicine, the doctor-patient relationship enters an important dimension when evaluating 

treatment performance. The use of validated outcome measures should be mandatory for 

assessing any form of treatment, whether surgical or conservative. The results will further 

enhance the close interrelationships between patients and their healthcare providers. 

170

E
IG

H
T



Summary and general diScuSSion

REFERENCES
1. Gabay O, Gabay C. Hand osteoarthritis: new 

insights. Joint Bone Spine 2013;80:130-34.

2. Kwok WY, Plevier JW, Rosendaal FR, Huizinga TW, 
Kloppenburg M. Risk factors for progression in 
hand osteoarthritis: a systematic review. Arthritis 
Care Res (Hoboken) 2013;65:552-62.

3. Kloppenburg M, Kwok WY. Hand osteoarthritis 
- a heterogeneous disorder. Nat Rev Rheumatol 
2012;8:22-31.

4. Kalichman L, Hernandez-Molina G. Hand 
osteoarthritis: an epidemiological perspective. 
Semin Arthritis Rheum 2010;39:465-76.

5. Wilder FV, Barrett JP, Farina EJ. Joint-specific 
prevalence of osteoarthritis of the hand. 
Osteoarthritis Cartilage 2006;14:953-57.

6. Haara MM, Heliovaara M, Kroger H, Arokoski JP, 
Manninen P, Karkkainen A, et al. Osteoarthritis in 
the carpometacarpal joint of the thumb. Prevalence 
and associations with disability and mortality. J 
Bone Joint Surg Am 2004;86-A:1452-27.

7. Michon M, Maheu E, Berenbaum F. Assessing 
health-related quality of life in hand osteoarthritis: 
a literature review. Ann Rheum Dis 2011;70:921-28.

8. Kwok WY, Vliet Vlieland TP, Rosendaal FR, 
Huizinga TW, Kloppenburg M. Limitations in daily 
activities are the major determinant of reduced 
health-related quality of life in patients with hand 
osteoarthritis. Ann Rheum Dis 2011;70:334-36.

9. Kjeken I, Dagfinrud H, Slatkowsky-Christensen 
B, Mowinckel P, Uhlig T, Kvien TK, et al. Activity 
limitations and participation restrictions in women 
with hand osteoarthritis: patients’ descriptions 
and associations between dimensions of 
functioning. Ann Rheum Dis 2005;64:1633-38.

10. Mahendira D, Towheed TE. Systematic review 
of non-surgical therapies for osteoarthritis of 
the hand: an update. Osteoarthritis Cartilage 
2009;17:1263-68.

11. Hochberg MC, Altman RD, April KT, Benkhalti M, 
Guyatt G, McGowan J, et al. American College of 
Rheumatology 2012 recommendations for the use 
of nonpharmacologic and pharmacologic therapies 
in osteoarthritis of the hand, hip, and knee. Arthritis 
Care Res (Hoboken) 2012;64:455-74.

12. Macey AC, Burke FD, Abbott K, Barton NJ, 
Bradbury E, Bradley A, et al. Outcomes of hand 
surgery. British Society for Surgery of the Hand. J 
Hand Surg Br 1995;20:841-55.

13. Pascoe GC. Patient satisfaction in primary 
health care: a literature review and analysis. Eval 
Program Plann 1983;6:185-210.

14. Anakwe RE, Middleton SD. Osteoarthritis at the 
base of the thumb. BMJ 2011;343:d7122.

15. Glickel SZ. Clinical assessment of the thumb 
trapeziometacarpal joint. Hand Clin 2001;17:185-
95.

16. Dillon CF, Hirsch R, Rasch EK, Gu Q. Symptomatic 
Hand Osteoarthritis in the United States. Am J 
Phys Med Rehabi 2007;86:12-21.

17. Berolo S, Wells RP, Amick BC, 3rd. Musculoskeletal 
symptoms among mobile hand-held device users 
and their relationship to device use: A preliminary 
study in a Canadian university population. Appl 
Ergon 2011;42:371-78.

18. Ming Z, Pietikainen S, Hanninen O. Excessive 
texting in pathophysiology of first carpometacarpal 
joint arthritis. Pathophysiology 2006;13:269-70.

19. Dittrich F, Spanner-Ulmer B. Easy Opening? DLG-
Lebensmittel 2010;5:32-36.

20. Heiniö R-L, Åström A, Antvorskov H, Mattsson 
M, Østergaard S. Scientific background for the 
basis of an international standard for easy-to-
open packages. Oslo, Norway: Nordic Innovation 
Centre 2008.

21. Duizer L, Robertson T, Han J. Requirements 
for packaging from an ageing consumer’s 
perspective. Packag Technol Sci 2009;22:187-97.

22. Hill S, Dziedzic KS, Ong BN. The functional and 
psychological impact of hand osteoarthritis. 
Chronic Illn 2010;6:101-10.

23. Schreib I, Liebmann A. Guideline for the design 
of “easy opening” peelable packaging systems. 
Dresden, Germany: Fraunhofer Application 
Center for Processing Machinery and Packaging 
Technology (AVV) 2011.

24. Berns T. The handling of consumer packaging. 
Appl Ergon 1981;12:153-61.

25. Yoxall A, Janson R, Bradbury S, Langley J, Wearn 
J, Hayes S. Openability: producing design limits 
for consumer packaging. Packag Technol Sci 
2006;19:219-25.

26. Liebmann A. Peelbare Verpackungen: 
Öffnungskräfte bestimmen und bewerten. DLG-
Lebensmittel 2010;5:36-37.

27. Department of Trade and Industry Research into 
the forces required to open paper and sheet 
plastic packaging - experimetns, results and 
statistics in detail. London, Great Britain: Robert 
Feeney Associates 2003.

28. Rahman N, Thomas JJ, Rice MS. The relationship 
between hand strength and the forces used to 

171

E
IG

H
T



Summary and general diScuSSion

access containers by well elderly persons. Am J 
Occup Ther 2002;56:78-85.

29. Department of Trade and Industry. Specific 
anthropometric and strength data for people 
with dexterity disability. London, Great Britain: 
Robert Feeney Associates 2002.

30. Nagashima K, Konz S. Jar lids: Effect of Diameter, 
Gripping Materials and Knurling. Human Factors 
and Ergonomics Society Annual Meeting 
Proceedings 1986;30:672-74.

31. Rice MS, Leonard C, Carter M. Grip strengths and 
required forces in accessing everyday containers in a 
normal population. Am J Occup Ther 1998;52:621-6.

32. Voorbij AI, Steenbekkers LP. The twisting force of 
aged consumers when opening a jar. Appl Ergon 
2002;33:105-09.

33. Hensler S, Herren D, Marks M. Optimized food 
packaging makes life easier for patients with hand 
disorders: a cross-sectional study.  submitted.

34. van Geffen EC, Meuwese E, Philbert D, Bouvy ML. 
Problems with medicine packages: experiences 
reported to a Dutch medicine reporting system. 
Ann Pharmacother 2010;44:1104-09.

35. Kloppenburg M, Stamm T, Watt I, Kainberger F, 
Cawston TE, Birrell FN, et al. Research in hand 
osteoarthritis: time for reappraisal and demand 
for new strategies. An opinion paper. Ann Rheum 
Dis 2007;66:1157-61.

36. Van de Ven-Stevens LA, Munneke M, Terwee 
CB, Spauwen PH, van der Linde H. Clinimetric 
properties of instruments to assess activities 
in patients with hand injury: a systematic 
review of the literature. Arch Phys Med Rehabil 
2009;90:151-69.

37. Vermeulen GM, Slijper H, Feitz R, Hovius SE, 
Moojen TM, Selles RW. Surgical management of 
primary thumb carpometacarpal osteoarthritis: a 
systematic review. J Hand Surg Am 2011;36:157-69.

38. Stamm T, van der Giesen F, Thorstensson C, 
Steen E, Birrell F, Bauernfeind B, et al. Patient 
perspective of hand osteoarthritis in relation 
to concepts covered by instruments measuring 
functioning: a qualitative European multicentre 
study. Ann Rheum Dis 2009;68:1453-60.

39. Citron N, Hulme CE, Wardle N. A self-administered 
questionnaire for basal osteoarthritis of the 
thumb. J Hand Surg Eur Vol 2007;32:524-28.

40. Calfee RP, Adams AA. Clinical research and 
patient-rated outcome measures in hand 
surgery. J Hand Surg Am 2012;37:851-05.

41. MacDermid JC, Grewal R, MacIntyre NJ. Using an 
evidence-based approach to measure outcomes 
in clinical practice. Hand Clin 2009;25:97-111.

42. Geraghty EM. International Classification of 
Functioning, Disability and Health: ICF. Geneva, 
World Health Organisation 2001.

43. Dreinhofer K, Stucki G, Ewert T, Huber E, 
Ebenbichler G, Gutenbrunner C, et al. ICF Core 
Sets for osteoarthritis. J Rehabil Med 2004;Suppl. 
44:75-80.

44. Kus S, Dereskewitz C, Schwab M, Eisenschenk 
A, Steen M, Rudolf K-D. Validation of the 
Comprehensive International Classification of 
Functioning, Disability and Health (ICF) Core Set 
for Hand Conditions. Hand Therapy 2011;16:58-66.

45. Kus S, Oberhauser C, Cieza A. Validation of the 
Brief International Classification of Functioning, 
Disability, and Health (ICF) Core Set for Hand 
Conditions. J Hand Ther 2012;25:274-87.

46. Higgins J, Green S. Cochrane Handbook for 
Systematic Reviews of Interventions Version 
5.1.0 [updated March 2011]. The Cochrane 
Collaboration 2011.

47. Sanderson S, Tatt ID, Higgins JP. Tools for 
assessing quality and susceptibility to bias 
in observational studies in epidemiology: a 
systematic review and annotated bibliography. 
Int J Epidemiol 2007;36:666-76.

48. MacDermid JC. An introduction to evidence-
based practice for hand therapists. J Hand Ther 
2004;17:105-17.

49. Schulz KF, Altman DG, Moher D. CONSORT 2010 
Statement: updated guidelines for reporting parallel 
group randomised trials. BMC Med 2010;8:18.

50. Liberati A, Altman DG, Tetzlaff J, Mulrow C, Gotzsche 
PC, Ioannidis JP, et al. The PRISMA statement for 
reporting systematic reviews and meta-analyses 
of studies that evaluate healthcare interventions: 
explanation and elaboration. BMJ 2009;339:b2700.

51. Moher D, Liberati A, Tetzlaff J, Altman DG. 
Preferred reporting items for systematic reviews 
and meta-analyses: the PRISMA statement. BMJ 
2009;339:b2535.

52. Vandenbroucke JP, von Elm E, Altman DG, 
Gotzsche PC, Mulrow CD, Pocock SJ, et al. 
Strengthening the Reporting of Observational 
Studies in Epidemiology (STROBE): explanation 
and elaboration. Epidemiology 2007;18:805-35.

53. Mokkink LB, Terwee CB, Patrick DL, Alonso J, 
Stratford PW, Knol DL, et al. The COSMIN study 
reached international consensus on taxonomy, 
terminology, and definitions of measurement 
properties for health-related patient-reported 
outcomes. J Clin Epidemiol 2010;63:737-45.

54. Mokkink LB, Terwee CB, Knol DL, Stratford PW, 
Alonso J, Patrick DL, et al. The COSMIN checklist 

172

E
IG

H
T



Summary and general diScuSSion

for evaluating the methodological quality of 
studies on measurement properties: a clarification 
of its content. BMC Med Res Methodol 2010;10:22.

55. Mokkink LB, Terwee CB, Patrick DL, Alonso J, 
Stratford PW, Knol DL, et al. The COSMIN checklist 
for assessing the methodological quality of 
studies on measurement properties of health 
status measurement instruments: an international 
Delphi study. Qual Life Res 2010;19:539-49.

56. Waljee JF, Chung KC, Kim HM, Burns PB, Burke 
FD, Wilgis EF, et al. Validity and responsiveness 
of the Michigan Hand Questionnaire in patients 
with rheumatoid arthritis: a multicenter, 
international study. Arthritis Care Res (Hoboken) 
2010;62:1569-77.

57. Massy-Westropp N, Krishnan J, Ahern M. 
Comparing the AUSCAN Osteoarthritis Hand 
Index, Michigan Hand Outcomes Questionnaire, 
and Sequential Occupational Dexterity Assessment 
for patients with rheumatoid arthritis. J Rheumatol 
2004;31:1996-2001.

58. Dias JJ, Rajan RA, Thompson JR. Which 
questionnaire is best? The reliability, validity and 
ease of use of the Patient Evaluation Measure, the 
Disabilities of the Arm, Shoulder and Hand and 
the Michigan Hand Outcome Measure. J Hand 
Surg Eur Vol 2008;33:9-17.

59. Waljee JF, Kim HM, Burns PB, Chung KC. 
Development of a brief, 12-item version of the 
michigan hand questionnaire. Plast Reconstr 
Surg 2011;128:208-20.

60. University of Michigan Medical School, Department 
of Surgery. BriefMHQ. http://sitemaker.umich. 
edu/mhq/brief_mhq.

61. Beaton DE, Bombardier C, Katz JN, Wright JG, Wells 
G, Boers M, et al. Looking for important change/
differences in studies of responsiveness. OMERACT 
MCID Working Group. Outcome Measures in 
Rheumatology. Minimal Clinically Important 
Difference. J Rheumatol 2001;28:400-05.

62. de Vet HC, Terluin B, Knol DL, Roorda LD, 
Mokkink LB, Ostelo RW, et al. Three ways to 
quantify uncertainty in individually applied 
“minimally important change” values. J Clin 
Epidemiol 2010;63:37-45.

63. Guyatt G, Walter S, Norman G. Measuring change 
over time: assessing the usefulness of evaluative 
instruments. J Chronic Dis 1987;40:171-78.

64. Revicki D, Hays RD, Cella D, Sloan J. 
Recommended methods for determining 
responsiveness and minimally important 
differences for patient-reported outcomes. J 
Clin Epidemiol 2008;61:102-09.

65. De Vet HCW, Terwee CB, Mokkink LB, Knol 
DL. Measurement in Medicine. Cambridge, 
Cambridge University Press 2011.

66. de Vet HC, Ostelo RW, Terwee CB, van der Roer N, 
Knol DL, Beckerman H, et al. Minimally important 
change determined by a visual method 
integrating an anchor-based and a distribution-
based approach. Qual Life Res 2007;16:131-42.

67. Shauver MJ, Chung KC. The minimal clinically 
important difference of the Michigan hand 
outcomes questionnaire. J Hand Surg Am 
2009;34:509-14.

68. Bellamy N, Campbell J, Haraoui B, Buchbinder 
R, Hobby K, Roth JH, et al. Dimensionality and 
clinical importance of pain and disability in hand 
osteoarthritis: Development of the Australian/
Canadian (AUSCAN) Osteoarthritis Hand Index. 
Osteoarthritis Cartilage 2002;10:855-62.

69. MacDermid JC. Development of a scale for 
patient rating of wrist pain and disability. J Hand 
Ther 1996;9:178-83.

70. Chow A, Mayer EK, Darzi AW, Athanasiou T. 
Patient-reported outcome measures: the 
importance of patient satisfaction in surgery. 
Surgery 2009;146:435-43.

71. Mandl LA, Galvin DH, Bosch JP, George CC, 
Simmons BP, Axt TS, et al. Metacarpophalangeal 
arthroplasty in rheumatoid arthritis: what 
determines satisfaction with surgery? J 
Rheumatol 2002;29:2488-91.

72. Goldfarb CA, Stern PJ. Metacarpophalangeal 
joint arthroplasty in rheumatoid arthritis. A long-
term assessment. J Bone Joint Surg Am 2003;85-
A:1869-78.

73. Chung KC, Haas A. Relationship between patient 
satisfaction and objective functional outcome 
after surgical treatment for distal radius fractures. 
J Hand Ther 2009;22:302-07.

74. Renfree KJ, Dell PC. Functional outcome 
following salvage of failed trapeziometacarpal 
joint arthroplasty. J Hand Surg Br 2002;27:96-100.

75. Weinstein LP, Berger RA. Analgesic benefit, 
functional outcome, and patient satisfaction 
after partial wrist denervation. J Hand Surg Am 
2002;27:833-39.

76. Grewal R, MacDermid JC, Pope J, Chesworth BM. 
Baseline predictors of pain and disability one year 
following extra-articular distal radius fractures. 
Hand (NY) 2007;2:104-11.

77. Hall JA, Dornan MC. What patients like about 
their medical care and how often they are asked: 
a meta-analysis of the satisfaction literature. Soc 
Sci Med 1988;27:935-39.

173

E
IG

H
T



Summary and general diScuSSion

78. Tarazi EM, Philip BK. Friendliness of OR staff is top 
determinant of patient satisfaction with outpatient 
surgery. Am J Anesthesiol 1998;25:154-57.

79. Kong MC, Camacho FT, Feldman SR, Anderson RT, 
Balkrishnan R. Correlates of patient satisfaction 
with physician visit: differences between elderly 
and non-elderly survey respondents. Health 
Qual Life Outcomes 2007;5:62.

80. Demir C, Celik Y. Determinants of patient 
satisfaction in a military teaching hospital. J 
Healthc Qual 2002;24:30-34.

81. Mira JJ, Tomas O, Virtudes-Perez M, Nebot 
C, Rodriguez-Marin J. Predictors of patient 
satisfaction in surgery. Surgery 2009;145:536-41.

82. Lin CT, Albertson GA, Schilling LM, Cyran EM, 
Anderson SN, Ware L, et al. Is patients’ perception 
of time spent with the physician a determinant of 
ambulatory patient satisfaction? Arch Intern Med 
2001;161:1437-42.

83. Revicki DA. Patient assessment of treatment 
satisfaction: methods and practical issues. Gut 
2004;53 Suppl 4:iv40-44.

84. MacDermid JC, Roth JH, Rampersaud YR, Bain 
GI. Trapezial arthroplasty with silicone rubber 
implantation for advanced osteoarthritis of the 
trapeziometacarpal joint of the thumb. Can J 
Surg 2003;46:103-10.

85. O’Brien L, Presnell S. Patient experience of 
distraction splinting for complex finger fracture 
dislocations. J Hand Ther 2010;23:249-49.

86. Sharrock C, Kennedy D, Spencer S. Patients’ 
Expectations, Experiences and the Determinants 
of Satisfaction related to Metacarpophalangeal 
Arthrplasty. Musculoskeletal Care 2013; epub 
ahead of print

87. Kadzielski J, Malhotra LR, Zurakowski D, Lee SG, 
Jupiter JB, Ring D. Evaluation of preoperative 
expectations and patient satisfaction after carpal 
tunnel release. J Hand Surg Am 2008;33:1783-88.

88. Svensson I, Sjostrom B, Haljamae H. Influence 
of expectations and actual pain experiences 
on satisfaction with postoperative pain 
management. Eur J Pain 2001;5:125-33.

89. McKinley RK, Stevenson K, Adams S, Manku-
Scott TK. Meeting patient expectations of care: 
the major determinant of satisfaction with 
out-of-hours primary medical care? Fam Pract 
2002;19:333-38.

90. Jackson JL, Chamberlin J, Kroenke K. Predictors of 
patient satisfaction. Soc Sci Med 2001;52:609-20.

91. Mahomed NN, Liang MH, Cook EF, Daltroy LH, 
Fortin PR, Fossel AH, et al. The importance of 
patient expectations in predicting functional 

outcomes after total joint arthroplasty. J 
Rheumatol 2002;29:1273-79.

92. Mancuso CA, Jout J, Salvati EA, Sculco TP. Fulfillment 
of patients’ expectations for total hip arthroplasty. J 
Bone Joint Surg Am 2009;91:2073-78.

93. Bialosky JE, Bishop MD, Cleland JA. Individual 
expectation: an overlooked, but pertinent, factor 
in the treatment of individuals experiencing 
musculoskeletal pain. Phys Ther 2010;90:1345-55.

94. Carlsen B, Aakvik A. Patient involvement in clinical 
decision making: the effect of GP attitude on patient 
satisfaction. Health Expect 2006;9:148-57.

95. Khan M, Waseem M, Raza A, Derham D. 
Quantitative Assessment of Improvement with 
Single Corticosteroid Injection in Thumb CMC 
Joint Osteoarthritis? Open Orthop J 2009;3:48-51.

96. Day CS, Gelberman R, Patel AA, Vogt MT, Ditsios 
K, Boyer MI. Basal joint osteoarthritis of the 
thumb: a prospective trial of steroid injection and 
splinting. J Hand Surg Am 2004;29:247-51.

97. Damen A, Withag KM, van der Lei B, den Dunnen 
WFA, Robinson PH. Conservative treatment of 
CMC-1 osteoarthritis. Eur J Plast Surg 2001;24:33-37.

98. Zhang W, Doherty M, Leeb BF, Alekseeva L, 
Arden NK, Bijlsma JW, et al. EULAR evidence 
based recommendations for the management 
of hand osteoarthritis: report of a Task Force of 
the EULAR Standing Committee for International 
Clinical Studies Including Therapeutics (ESCISIT). 
Ann Rheum Dis 2007;66:377-88.

99. Marks M, Audigé L, Herren DB, Schindele SF, 
Nelissen RG, Vliet Vlieland TPM. Measurement 
properties of the German Michigan Hand 
Outcomes Questionnaire in patients with 
trapeziometacarpal osteoarthritis. Arthritis Care 
Res (Hoboken) 2014;66:245-52.

100. Chang EY, Chung KC. Outcomes of 
trapeziectomy with a modified abductor pollicis 
longus suspension arthroplasty for the treatment 
of thumb carpometacarpal joint osteoarthritis. 
Plast Reconstr Surg 2008;122:505-15.

101. Gwynne-Jones DP, Penny ID, Sewell SA, Hughes 
TH. Basal thumb metacarpal osteotomy for 
trapeziometacarpal osteoarthritis. J Orthop Surg 
(Hong Kong) 2006;14:58-63.

102. Wolf JM, Delaronde S. Current trends in 
nonoperative and operative treatment of 
trapeziometacarpal osteoarthritis: a survey of US 
hand surgeons. J Hand Surg Am 2012;37:77-82.

103. Brunton LM, Wilgis EF. A survey to determine 
current practice patterns in the surgical 
treatment of advanced thumb carpometacarpal 
osteoarthrosis. Hand (N Y) 2010;5:415-22.

174

E
IG

H
T



Summary and general diScuSSion

104. Wajon A, Carr E, Edmunds I, Ada L. Surgery for 
thumb (trapeziometacarpal joint) osteoarthritis. 
Cochrane Database Syst Rev 2009; doi: 
10.1002/14651858.CD004631. pub3:CD004631.

105. Li YK, White C, Ignacy TA, Thoma A. Comparison of 
trapeziectomy and trapeziectomy with ligament 
reconstruction and tendon interposition: a 
systematic literature review. Plast Reconstr Surg 
2011;128:199-207.

106. Brooks A, Hagen SE, Sathyanarayanan S, Schultz 
AB, Edington DW. Presenteeism: critical issues. J 
Occup Environ Med 2010;52:1055-67.

107. Johns G. Presenteeism in the workplace: A 
review and research agenda. J Organiz Behav 
2009;31:519-42.

108. Prasad M, Wahlqvist P, Shikiar R, Shih YC. A review of 
self-report instruments measuring health-related 
work productivity: a patient-reported outcomes 
perspective. Pharmacoeconomics 2004;22:225-44.

109. Beaton DE, Tang K, Gignac MA, Lacaille D, Badley EM, 
Anis AH, et al. Reliability, validity, and responsiveness 
of five at-work productivity measures in patients 
with rheumatoid arthritis or osteoarthritis. Arthritis 
Care Res (Hoboken) 2010;62:28-37.

110. Lofland JH, Pizzi L, Frick KD. A review of health-
related workplace productivity loss instruments. 
Pharmacoeconomics 2004;22:165-84.

111. Schultz AB, Edington DW. Employee health and 
presenteeism: a systematic review. J Occup 
Rehabil 2007;17:547-79.

112. Brown HE, Burton N, Gilson ND, Brown W. 
Measuring Presenteeism: Which Questionnaire 
to use in Physical Activity Research? J Phys Act 
Health 2014;11:241-48..

113. Reilly MC, Zbrozek AS, Dukes EM. The validity and 
reproducibility of a work productivity and activity 
impairment instrument. Pharmacoeconomics 
1993;4:353-65.

114. Bansback N, Zhang W, Walsh D, Kiely P, Williams R, 
Guh D, et al. Factors associated with absenteeism, 
presenteeism and activity impairment in patients 
in the first years of RA. Rheumatology (Oxford) 
2012;51:375-84.

115. Higgins AM, Harris AH. Health economic 
methods: cost-minimization, cost-effectiveness, 
cost-utility, and cost-benefit evaluations. Crit 
Care Clin 2012;28:11-24

175

E
IG

H
T


