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BMJ Open publishes all reviews undertaken for accepted manuscripts. Reviewers are asked to 

complete a checklist review form (http://bmjopen.bmj.com/site/about/resources/checklist.pdf) and 

are provided with free text boxes to elaborate on their assessment. These free text comments are 

reproduced below.   
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VERSION 1 - REVIEW 

REVIEWER Kelli Allen 
University of North Carolina, Chapel Hill & Durham VA Medical 
Center  
USA 

REVIEW RETURNED 13-Jul-2015 

 

GENERAL COMMENTS This study uses an internet based survey to examine use of non-
surgical treatments for OA. This is an important topic, and there 
have been relatively few studies examining use of these 
conservative treatments for OA. Therefore studies in this area are 
certainly needed, in order to inform whether / which efforts may be 
needed to improve quality of care. The study involved surveys of 
both patients and health care providers, which is a strength. The 
methods are well thought out in terms of which treatments were 
included and methods for assessing this within the context of the 
Dutch stepped care strategy.  
I have the following questions and recommendations:  
1. Surveying only orthopedic surgeons is an interesting choice. Their 
role in the care of patients with OA likely varies across countries and 
health care settings, but in general this is a bit of a “select” group in 
terms of treating patients largely within the later stages of OA. 
Similarly, patients in this study either had joint replacement surgery 
or were on the waiting list. So they represent a group of patients with 
later stage disease. My general recommendation here is that 
throughout the paper, it should be acknowledged that this is a more 
specific patient sample than just those with OA. Findings may not 
generalize across the spectrum of symptom severity, and it is quite 
possible that for people with earlier stage disease, use of some 
treatments could be less common. It should also be acknowledged 
in the discussion that patterns may not generalize to patients who 
have not seen a specialist like an orthopedic surgeon, and the 
findings from the provider survey may not generalize to other types 
of providers.  
2. Abstract: In the results, provide some data to describe what is 
meant by “majority.”  
3. Some of the treatments examined (e.g., “education about OA,” 
“lifestyle advice”) could be interpreted very broadly and have 
different meanings to different patients and providers. It would be 
helpful to see the specific questions asked in this study, to aid in 
interpretation. Perhaps provide these in an appendix.  
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4. In the results it is stated that “many patients received only one of 
the non-surgical treatments,” referring to table 4. However, table 4 
only appears to give proportions of patients who had any treatment 
within each step. Data regarding those receiving “only one” 
treatment should be provided somewhere if they are referred to in 
the text. Similar comment regarding the statement of “received all 
recommended treatments.”  
5. Discussion:  
a. There is a comparison to studies from other countries, relative to 
recommendations for dietary therapy, and it is noted that the 
difference between those studies may be due to between-country 
differences. Before making that conclusion, there should be a careful 
look at those other studies for other differences in the samples or 
methods that could contribute to differences (e.g., what types of 
providers were involved, stage of OA).  
b. Overall the authors should be careful not to “over-reach” with the 
discussion, being careful not to draw conclusions where not really 
substantiated. The discussion is also a little long and could be 
abbreviated in parts. I recommend a careful review of the discussion 
section to make sure it sticks to key points and conclusions, and 
potential explanations only when warranted and important.  
c. Please clarify why recall bias may affect surgeons less than 
patients. And is there any reason to expect surgeons may over-
report? 

 

REVIEWER MC Reid 
Weill Cornell Medical College  
New York, NY  
USA 

REVIEW RETURNED 28-Jul-2015 

 

GENERAL COMMENTS This is nicely written study describes self-reported treatments taken 
by patients with hip or knee osteoarthritis as well as prescribed by 
Dutch orthopedists. The data demonstrate that many evidence 
based nonpharmacologic modalities for OA are underutilized. The 
results also demonstrate discordance around the issue of 
multimodal treatment which is what most guidelines recommend (but 
few Dutch patients appear to receive).  
These findings are important to share.  
 
While I agree with the authors that the nonpharm approaches are 
largely recommended and have evidence to support their use, one 
aspect that remains less clear is whether the benefits extend 
throughout all stages of disease. Is physical therapy, lifestyle 
modification, general education as effective in those with early vs. 
advanced disease? I am not sure the evidence base is firm about 
this issue which can lead to uncertainty on the part of providers' 
behavior.  
 
My suggestions for improving the manuscript are relatively minor 
and include:  
1. page 3, line 32. Worth adding that the treatments help to manage 
symptoms AND preserve joint function.  
2. Page 7, line 47. Is not clear what the denominator is in terms of 
total number of orthopedists in the Netherlands. Is it 482? Seems 
quite low.  
Page 10, Table 3. It is not clear how patients would know the 
difference between say 'education about OA' and 'lifestyle advice' 
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More information about the information provided to patients about 
the various nonpharm treatments shown in Table 3 would be helpful. 
On a related note, how many patients would know what 
'multidisciplinary care' was? I would expand the footnote of Table 3 
to say that B+C+D > D because respondents could endorse more 
than one category.  
Page 10, Table 3. How did you handle cases where respondents 
endorsed more than one category when calculating your statistical 
tests?  
Page 10, Table 3. Did you inquire about opioid use?  
Page 11, lines 9-11. You report that education about OA and 
education about different treatment options were mostly received 
from the orthopedic surgeon. Since this would likely have been the 
more recent provider to council patients about their OA, I do think 
recall bias is likely playing a big role here particularly since many of 
these patients received treatment(s) for their OA condition for many 
years (75 received treatments for 6 or more years). On a related 
note, what is known about the accuracy of patients' ability to recall 
treatments received over such a protracted period?  
Page 11, line 19. Please define the term conditional percentage?  
Page 12, line 33. I would add a sentence in the methods about when 
the survey was done. This is important because almost 60% of 
orthopedists report recommending NSAID use for OA which would 
be very high (and worth commenting on in the discussion) if there 
were a recent finding.  
Discussion  
What are the policy and educational/training implications of your 
findings? I would encourage the authors to expand on those.   

 

VERSION 1 – AUTHOR RESPONSE 

Reviewer: 1  

 

Reviewer Name Kelli Allen  

Institution and Country University of North Carolina, Chapel Hill & Durham VA Medical Center  

USA  

 

This study uses an internet based survey to examine use of non-surgical treatments for OA. This is an 

important topic, and there have been relatively few studies examining use of these conservative 

treatments for OA. Therefore studies in this area are certainly needed, in order to inform whether / 

which efforts may be needed to improve quality of care. The study involved surveys of both patients 

and health care providers, which is a strength. The methods are well thought out in terms of which 

treatments were included and methods for assessing this within the context of the Dutch stepped care 

strategy.  

 

We thank the reviewer for her positive reaction.  

 

 

I have the following questions and recommendations:  

1. Surveying only orthopedic surgeons is an interesting choice. Their role in the care of patients with 

OA likely varies across countries and health care settings, but in general this is a bit of a “select” 

group in terms of treating patients largely within the later stages of OA. Similarly, patients in this study 

either had joint replacement surgery or were on the waiting list. So they represent a group of patients 

with later stage disease. My general recommendation here is that throughout the paper, it should be 

acknowledged that this is a more specific patient sample than just those with OA. Findings may not 

generalize across the spectrum of symptom severity, and it is quite possible that for people with 
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earlier stage disease, use of some treatments could be less common. It should also be acknowledged 

in the discussion that patterns may not generalize to patients who have not seen a specialist like an 

orthopedic surgeon, and the findings from the provider survey may not generalize to other types of 

providers.  

 

We agree with the reviewer that orthopaedic surgeons see more patients with later stage disease. 

However, the patients in our study reported the use of non-surgical treatments in their whole care 

trajectory, thus including treatments received before their referral to the orthopaedic surgeon. So 

eventually they have later stage disease, but they report about the care received in their whole 

disease history (from early stage till later stage). This was possible by including patients who received 

a joint replacement surgery or on the waiting list. If we included patients without surgery, it would be 

possible that we had no complete view of the use of non-surgical treatments in OA because these 

patients will receive non-surgical treatments in the future.  

 

In reaction to the comment made, we made the specific patient group included in our study more clear 

by adding “OA patients who receive(d) a THA or TKA” for example in the abstract (“The aim of this 

study was to assess the extent to which all recommended non-surgical treatments were used by 

patients with hip or knee OA who receive(d) a total hip or knee replacement,…) and the discussion 

(“Our study showed that although most recommended non-surgical treatments seem to be frequently 

used as a single option in OA patients who receive(d) a THA or TKA.” …. “While most recommended 

non-surgical treatments for OA were used frequently as single therapy, the combination is used in 

only a small percentage of OA patients who receive(d) a THA or TKA.”)  

 

2. Abstract: In the results, provide some data to describe what is meant by “majority.”  

 

We changed it into: “Most recommended non-surgical treatments were given to the majority of 

patients (e.g. 80% education about OA, 73% physical therapy, 72% acetaminophen, 80% NSAIDs).”  

 

3. Some of the treatments examined (e.g., “education about OA,” “lifestyle advice”) could be 

interpreted very broadly and have different meanings to different patients and providers. It would be 

helpful to see the specific questions asked in this study, to aid in interpretation. Perhaps provide these 

in an appendix.  

 

We thank the reviewer for this suggestion and added this information to the method section:  

“In the survey these non-surgical treatments were formulated as follows: education about the disease 

osteoarthritis, education about the possible treatment options in osteoarthritis, lifestyle advices (i.e. 

stay active, lose weight), physical therapy/ exercise therapy, acetaminophen, anti-inflammatory 

painkillers (e.g. NSAIDS such as Celebrex, Diclophenac, Cataflam, Voltaren), tramadol (e.g. Tramal, 

Tramagetic, Tradonal, Zaldiar), multidisciplinary care (care of different health care providers at the 

same time, for example in a revalidation center), injections in the knee, TENS (therapy that uses 

electrical current on the skin).”  

 

4. In the results it is stated that “many patients received only one of the non-surgical treatments,” 

referring to table 4. However, table 4 only appears to give proportions of patients who had any 

treatment within each step. Data regarding those receiving “only one” treatment should be provided 

somewhere if they are referred to in the text. Similar comment regarding the statement of “received all 

recommended treatments.”  

 

We agree with the reviewer that these data was not shown and therefore, we erased “many patients 

received only one of the non-surgical treatments,” and changed the sentence into: “In addition, 

looking at the conditional percentage in table 4, only 33% of the patients received all recommended 

treatments in step 1 of the SCS, and eleven (6%) patients reported to have received all recommended 
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treatments in step 1 and 2 of the SCS.”  

 

Furthermore, we give an explanation of what we mean with recommended treatments in the method 

section: “The recommended non-surgical treatments were education about OA, education about 

different treatment options, lifestyle advice, (referral to) dietary therapy, physical therapy containing 

exercises, acetaminophen, NSAIDs, and glucocorticoid injections.” ……….. “In addition, we calculated 

the percentage of participants who received/ prescribed the recommended non-surgical treatments 

listed in each step of the Dutch SCS including the previous steps (conditional percentage).”  

 

5. Discussion:  

a. There is a comparison to studies from other countries, relative to recommendations for dietary 

therapy, and it is noted that the difference between those studies may be due to between-country 

differences. Before making that conclusion, there should be a careful look at those other studies for 

other differences in the samples or methods that could contribute to differences (e.g., what types of 

providers were involved, stage of OA).  

 

We changed the text and erased the suggestion that in between-country differences could play a role 

since this is just one of the possible explanations. This is not one of the key points in the discussion 

and there are many other explanations possible (i.e. different sample size or methods).  

 

b. Overall the authors should be careful not to “over-reach” with the discussion, being careful not to 

draw conclusions where not really substantiated. The discussion is also a little long and could be 

abbreviated in parts. I recommend a careful review of the discussion section to make sure it sticks to 

key points and conclusions, and potential explanations only when warranted and important.  

 

We did try to abbreviate the discussion and erased conclusions that were not really substantiated.  

 

c. Please clarify why recall bias may affect surgeons less than patients. And is there any reason to 

expect surgeons may over-report?  

 

To limit the chance of recall bias in patients, we only included patients who had a TKA or THA no 

longer than 12 months ago, or were scheduled for surgery within the next 3 months. However, 

patients could have complaints for a long period of time (see table 1), which means that patients could 

have received a treatment years ago and their data is therefore susceptible to recall bias. In 

orthopaedic surgeons on the other hand we did not ask to report on previous treatments given, but we 

asked to report on their current practice (“If patients did not receive the following non-surgical 

treatments, do you prescribe these treatments?”). Therefore recall bias is less likely to occur. With 

regard to point 5b. we erased the sentence that recall bias may affect surgeons less than patients, 

because we thought that this was not an important point to make after our careful review of the 

discussion.  

 

We agree with the reviewer that there may be a reason to expect surgeons to over-report. Therefore, 

we added the following to the discussion:  

“It is possible that orthopaedic surgeons who are not interested in non-surgical treatment were less 

likely to complete the questionnaire or that orthopaedic surgeons over-estimate their use of non-

surgical treatments. This would only lead to an over-estimation of non-surgical treatment use and the 

use may be even lower.”  

 

 

 

Reviewer: 2  
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Reviewer Name MC Reid  

Institution and Country Weill Cornell Medical College  

New York, NY USA  

 

 

This is nicely written study describes self-reported treatments taken by patients with hip or knee 

osteoarthritis as well as prescribed by Dutch orthopedists. The data demonstrate that many evidence 

based nonpharmacologic modalities for OA are underutilized. The results also demonstrate 

discordance around the issue of multimodal treatment which is what most guidelines recommend (but 

few Dutch patients appear to receive).  

These findings are important to share.  

 

We thank the reviewer for his positive reaction.  

 

While I agree with the authors that the nonpharm approaches are largely recommended and have 

evidence to support their use, one aspect that remains less clear is whether the benefits extend 

throughout all stages of disease. Is physical therapy, lifestyle modification, general education as 

effective in those with early vs. advanced disease? I am not sure the evidence base is firm about this 

issue which can lead to uncertainty on the part of providers' behavior.  

 

This may indeed be one of the reasons why orthopaedic surgeons do not provide recommended non-

surgical treatments. In a future study, we will examine reasons why orthopaedic surgeons do or do 

not provide certain treatments. Based on the results in this current study, we cannot draw conclusion 

about this.  

 

 

My suggestions for improving the manuscript are relatively minor and include:  

1. page 3, line 32. Worth adding that the treatments help to manage symptoms AND preserve joint 

function.  

 

We changed the sentence as suggested.  

 

2. Page 7, line 47. Is not clear what the denominator is in terms of total number of orthopedists in the 

Netherlands. Is it 482? Seems quite low.  

 

There are 681 registered orthopaedic surgeons in the Dutch medical address book, we were able to 

find an email address of 482 (71%) of them. This may seem like a low number of orthopaedic 

surgeons, but the Netherlands is a small country and we have roughly 100 hospitals with orthopaedic 

surgeons.  

 

Page 10, Table 3. It is not clear how patients would know the difference between say 'education about 

OA' and 'lifestyle advice' More information about the information provided to patients about the 

various nonpharm treatments shown in Table 3 would be helpful. On a related note, how many 

patients would know what 'multidisciplinary care' was? I would expand the footnote of Table 3 to say 

that B+C+D > D because respondents could endorse more than one category.  

 

We thank the reviewer for this suggestion and added the following information to the method section: 

“In the survey these non-surgical treatments were formulated as follows: education about the disease 

osteoarthritis, education about the possible treatment options in osteoarthritis, lifestyle advices (i.e. 

stay active, lose weight), physical therapy/ exercise therapy, acetaminophen, anti-inflammatory 

painkillers (e.g. NSAIDS such as Celebrex, Diclophenac, Cataflam, Voltaren), tramadol (e.g. Tramal, 

Tramagetic, Tradonal, Zaldiar), multidisciplinary care (care of different health care providers at the 
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same time, for example in a revalidation center), injections in the knee, TENS (therapy that uses 

electrical current on the skin).”  

 

Furthermore, we extended the footnote of Table 3 into:“* Multiple options possible, thus the sum of 

orthopaedic surgeon, other health care professional and own initiative can be >100%”  

 

Page 10, Table 3. How did you handle cases where respondents endorsed more than one category 

when calculating your statistical tests?  

 

We used the number of received non-surgical treatment per option (yes/no) reported in table 3 for the 

statistical tests, regardless of the “received by” columns. Only the number and percentage (of the total 

amount of patients) are shown in the “received by” columns.  

 

Page 10, Table 3. Did you inquire about opioid use?  

 

We asked about patients and orthopaedic surgeons about tramadol (e.g. Tramal, Tramagetic, 

Tradonal, Zaldiar), which is the recommended opioid by the Dutch guideline and the SCS. We did not 

collect information about other opioids.  

 

Page 11, lines 9-11. You report that education about OA and education about different treatment 

options were mostly received from the orthopedic surgeon. Since this would likely have been the 

more recent provider to council patients about their OA, I do think recall bias is likely playing a big role 

here particularly since many of these patients received treatment(s) for their OA condition for many 

years (75 received treatments for 6 or more years). On a related note, what is known about the 

accuracy of patients' ability to recall treatments received over such a protracted period?  

 

We agree that recall bias is likely to play a role in our study. The most ideal design would be 

longitudinal study in which patients are followed for years from the moment of diagnosis. However, 

such a study was not feasible for us to execute.  

 

We describe recall bias in the discussion as a limitation: “First, because of the retrospective nature of 

our study and the reliance on self-reported data, it is susceptible to recall bias. In an attempt to reduce 

this bias, we limited inclusion to patients who had a TKA or THA no longer than 12 months ago, or 

were scheduled for surgery within the next 3 months.”  

 

Another study examined contact with health care providers in patients with knee pain and showed that 

population-based needs assessment using self-report data will have to take into account 

overestimation of contact with services [3]. Thus we think that recall bias may overestimate the 

received health care, which does not change our findings that the use of recommended non-surgical 

treatment options could be increased. We did not find a study that examined the effect of recall bias in 

our patient group over a protracted period.  

 

Page 11, line 19. Please define the term conditional percentage?  

 

We provide an explanation of this term in the method section:” In addition, we calculated the 

percentage of participants who received/ prescribed the recommended non-surgical treatments listed 

in each step of the Dutch SCS including the previous steps (conditional percentage).”  

 

Page 12, line 33. I would add a sentence in the methods about when the survey was done. This is 

important because almost 60% of orthopedists report recommending NSAID use for OA which would 

be very high (and worth commenting on in the discussion) if there were a recent finding.  
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We added the date to the methods: “We performed two cross-sectional internet-based surveys in 

November and December 2013 and January 2014 to assess the use of non-surgical treatments in 

orthopaedic practice as reported by both patients and orthopaedic surgeons.”  

 

Discussion  

What are the policy and educational/training implications of your findings? I would encourage the 

authors to expand on those.  

 

We agree with the reviewer that this is indeed really important. However, based on this study is it not 

clear why orthopaedic surgeons do or do not provide certain treatments. Insight in these factors is 

needed to know which activities (i.e. a tailored implementation strategy) are needed to improve the 

use of the non-surgical treatments. The results of our study suggest that recommended non-surgical 

treatments are underused in OA patients, indicating room for improvement. Therefore, we focus in a 

subsequent study on evaluating the reasons (barriers and facilitators) why some orthopaedic 

surgeons do not use all recommended non-surgical treatment to develop a tailored implementation 

strategy for the embedding of non-surgical treatments in orthopaedic practice.  
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VERSION 2 – REVIEW 

REVIEWER Kelli Allen 
Durham VAMC & University of North Carolina at Chapel Hill, USA 

REVIEW RETURNED 25-Aug-2015 

 

GENERAL COMMENTS The reviewer completed the checklist but made no further 
comments. 

 

REVIEWER Cary Reid 
Weill Cornell Medical College  
New York, NY  
USA 

REVIEW RETURNED 20-Aug-2015 

 

GENERAL COMMENTS The reviewer completed the checklist but made no further 
comments. 

 

 

 on M
ay 16, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2015-009117 on 9 S

eptem
ber 2015. D

ow
nloaded from

 

http://bmjopen.bmj.com/

