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Introduction

ABSTRACT

Purpose: To assess the apparent validity of observational studies of elective arthroplasty interventions.
Methods: Data from the nationwide Dutch Arthroplasty Register were used. The first case study com-
pared surgical approaches for total hip arthroplasty (posterolateral approach vs. straight lateral approach),
where allocation of the intervention was assumed to be mostly independent of patient characteristics.
The second case study compared fixation methods (cemented vs. uncemented), where choice of fixation
method was expected to depend on patient characteristics. The potential for confounding was quantified
by differences between intervention groups and the impact of confounding adjustment.
Results: The study of posterolateral approach versus straight lateral approach included 73,750 and 16,557
patients, respectively, and showed no meaningful differences in patient characteristics between treatment
groups (standardized mean differences <0.1) and also no relevant impact of confounding adjustment (Z-
scores <1). The study of cemented versus uncemented total hip arthroplasty (THA) included 29,579 and
79,360 patients, respectively. Several meaningful imbalances were observed in patient characteristic be-
tween the two treatment groups (standardized mean differences >0.1), as well as a relevant impact of
confounding adjustment (Z-scores >2).
Conclusions: This study provides insight in the reasoning behind the credibility of observational studies of
surgical interventions using routinely collected data and when confounding is expected to have a major
impact and thus additional precautions to limit confounding are needed.
© 2022 The Authors. Published by Elsevier Inc.
This is an open access article under the CC BY license (http://creativecommons.org/licenses/by/4.0/)

cians, prevents selective changes in health care behavior or cross-
over, and efforts can be made to ensure that assessors of the out-

Randomized controlled trials (RCTs) are generally considered to
provide the highest level of evidence of treatment effects [1,2].
Randomization prevents confounding due to selective allocation
of treatment to patients. Blinding, of patients and treating physi-
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come are blinded for the received treatment. Nevertheless, RCTs
might not always be ethical, feasible, or necessary to address a
specific research question. This is especially apparent in the sur-
gical field, where variation in surgical practice can lead to practi-
cal challenges in terms of patient recruitment, randomization, and
blinding [3,4]. Moreover, the patient populations encountered in
daily clinical practice can differ from the often highly selected pa-
tient populations enrolled in RCTs [5]. Also, RCTs might not always
have sufficient follow-up or sample size to assess rare outcomes or
long-term treatment effects [6,7]. Consequently, often the results
of RCTs are not implemented in surgical practice [8,9].
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Observational, non-randomized, studies could provide an alter-
native, or at least complementary, source of evidence, provided
the observational studies are of sufficient quality [10]. A key as-
pect to consider is whether the treatment groups that are being
compared are inherently different (confounding), or whether there
might be situations in which comparability can be achieved. Partic-
ularly studies of acute operative treatments might be less sensitive
to confounding when the treatment option depends on a surgeon’s
preference but not on individual patient characteristics [3]. In such
cases, one can speculate that groups of patients who underwent
different surgical treatments might be rather similar (except for
the investigated treatments) [3]. This has been observed in dif-
ferent meta-analyses of various surgical treatments in orthopedic
trauma surgery, in which the treatment arms appeared compara-
ble in terms of patient characteristics [3,11-13]. However, whether
this also holds for elective surgery has not been investigated.

The aim of this study was to assess the potential for confound-
ing in observational studies of elective surgical interventions using
routinely collected data. The first example study aimed to com-
pare surgical approaches for total hip arthroplasty (specifically pos-
terolateral approach (PLA) versus straight lateral approach (SLA)),
where allocation of the intervention was assumed to be indepen-
dent of patient characteristics. In secondary analyses, these ap-
proaches were also compared against the anterior approach (AA).
The second example study compared fixation methods (cemented
vs. uncemented), where choice of fixation method was expected to
depend on patient characteristics notably age. For both case stud-
ies, we investigated comparability between intervention groups
and the impact of confounding adjustment.

Methods
Example 1: Surgical approach of THA

THA is considered to be one of the most successful orthope-
dic procedures for patients with osteoarthritis, resulting in relief
of pain, improved hip function, and substantial improvement in
quality of life. However, there is no consensus regarding the op-
timal surgical approach [14-18]. Currently, the PLA and the SLA
are the most frequently used techniques worldwide. Another ap-
proach, which has become more popular in recent years, is the AA
[19]. The difference in outcomes seems small and each of the ap-
proaches have their own set of complications, benefits, and learn-
ing curves [14-18]. Therefore, the decision for the surgical ap-
proach is predominantly determined by surgeon preference and
experience, as well as local hospital standards [20]. We hypothe-
size that groups of patients who are operated using either of the
three approaches are similar in terms of prognostic relevant char-
acteristics, that is, that surgical approach is independent of patient
characteristics (Fig. 1A).

We compared the three groups of patients who were treated
with primary total hip arthroplasty (THA) using the PLA, SLA, and
AA. The primary comparison was made between the two tradi-
tional approaches, PLA versus SLA. Secondary comparisons were
made between the more recent AA approach and each of the two
traditional approaches; PLA versus AA, and SLA versus AA. Inclu-
sion criteria were: (1) age 18 years or older, and (2) primary diag-
nosis osteoarthritis. Exclusion criteria were: (1) revision arthroplas-
ties and (2) metal on metal arthroplasties. The three groups were
compared in terms of preoperative patient characteristic, surgical
variables, and patient-reported outcome measures (PROMs).

Example 2. fixation of THA

The success of THA and the worldwide acceptance is largely due
to the development of the durable cemented low-friction arthro-
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Fig. 1. Graphical representation of potential for confounding in observational stud-
ies of total hip arthroplasty. Panel A is causal diagram of possible relations between
variables in an observational study of the effect of surgical approach (posterolat-
eral approach vs. straight lateral approach) on patient-reported outcome measures
(PROMs). Factors that influence PROMs, including age, sex, body mass index (BMI),
smoking status (smoking), American Society of Anaesthesiologists (ASA) classifica-
tion, and Charnley classification (Charnley), are not expected to influence the choice
of surgical approach. Consequently, there are no arrows from these factors to ap-
proach. Panel B is causal diagram of possible relations between variables in an ob-
servational study of the effect of fixation method (cemented vs. uncemented) on
PROM:s. Factors that influence PROMs, including age, sex, BMI, smoking, ASA, and
Charnley. These factors are expected to also influence the choice of fixation method.
Therefore, arrows from these factors to cementation are included.

plasty with high survival rates. Although the initial components
were cemented, the use of uncemented components has gained
popularity over the years [21-24]. Both the cemented and unce-
mented techniques result in satisfactory fixation, but may differ
regarding complications [21-24]. The cemented and uncemented
fixation methods are used for heterogeneous groups, with differ-
ent factors that can affect revision and survival rates such as ge-
ometry, material shape, surface finish, and bearings [21,22]. In the
last decade, THA has changed from mainly cementation to mainly
uncemented fixation and this trend is still continuing, particularly
in younger patients [25]. We hypothesized that the choice for the
cemented or uncemented method for THA is - to a large extent
- based on patient characteristics and therefor groups of patients
who are operated using either the cemented or uncemented fixa-
tion method differ in terms of their characteristics (Fig. 1B).

We compared the two groups of patients who were treated
with primary THA using the cemented versus the uncemented fix-
ation method. Inclusion criteria were: (1) age 18 years or older,
and (2) primary diagnosis osteoarthritis. Exclusion criteria were:
(1) revision arthroplasties, (2) metal on metal arthroplasties, or (3)
arthroplasties with a hybrid fixation. The two groups were com-
pared in terms of preoperative patient characteristic, surgical vari-
ables, and PROMs.

Data source

Routinely collected data from the nationwide Dutch Arthro-
plasty Register (LROI) were extracted for this study [26]. Prospec-
tive data collection started in 2007. The collection of PROMs of
patients who underwent THA started in 2014. In 2016, data on
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primary THAs were provided by up to 99 hospitals and clinics
(100% coverage of Dutch hospitals). The completeness of the data is
checked against the hospital information systems and currently ex-
ceeds 99% for patient and surgery characteristics for primary THAs.
Data on PROMs are provided by up to 80 centers [26-28]. For the
current study, we used only available information regarding the
patient characteristics, surgical procedures, and PROMS described
below (i.e., complete records).

Data collection

Data were obtained from all adult patients who were treated
with primary THA between 2014 and 2018. Information about the
following preoperative patient characteristics was collected from
the LROI database; age, sex, body mass index (BMI), smoking sta-
tus (yes/no), American Society of Anesthesiologists (ASA) classifi-
cation (I, II, IlI-IV), Charnley classification (A, B1, B2, C), and pre-
vious surgical procedures on the involved hip (yes/no). In addi-
tion, information was collected about surgical approach (PLA, SLA,
AA) and fixation method (cemented, hybrid, uncemented). PROMs
were collected preoperative, postoperative at 3 months, and 12
months, and consisted of the three-level version EuroQol-5 Dimen-
sions (EQ-5D), Numeric Rating Scale (NRS) for pain (during activity
and at rest), Hip disability and Osteoarthritis Outcome Score, and
Oxford Hip Score [29-32]. The three-level EQ-5D was converted to
a continuous utility measure using Dutch population tariff [33].
The EQ-5D index score measured 12 months after surgery was con-
sidered the outcome of primary interest.

Statistical analysis

In both studies, the following analyses were performed. First, a
comparison was made between the intervention groups regarding
preoperative patient characteristics, surgical variables, and preoper-
ative PROMs. Differences between groups were quantified per vari-
able by means of the standardized mean difference (SMD), where
a SMD of >0.1 was considered a meaningful imbalance between
intervention groups [34]. The relation between the interventions
and post-treatment (3 months and 12 months) PROMs were as-
sessed using linear regression analysis, with and without adjust-
ment for baseline information. Results are presented as mean dif-
ference with 95% confidence interval (CI). Adjustment was done for
preoperative patient characteristic (age, sex, ASA, previous surgery,
BMI, Charnley, smoking status), surgical variables (fixation tech-
nique in study one and surgical approach in study two), and pre-
operative PROMs (the same PROM measure as the outcome mea-
sure). These variables were selected as potential confounders, be-
cause of their possible relations with patient reported outcome
measures. The magnitude and direction of the difference between
the crude and adjusted mean difference was quantified by means
of a Z-score, which in this case provides a standardized measure
of the change in effect estimate when adjustment for potential
confounders is made. Z-score values >2 indicate a relevant change
[35]. The comparisons have a descriptive nature, focusing on com-
parability of treatment groups.

All analyses were performed in R version 3.6.1 (R Development
Core Team, Released 2013, Vienna, Austria: R Foundation for Statis-
tical Computing) [36].

Results
Example 1: Surgical approach of THA
Patient characteristics

In total, 120,902 patients met the inclusion criteria for exam-
ple 1. The baseline characteristics are shown in Table 1. The PLA
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group included 73,750 patients (61%), the SLA group 16,557 pa-
tients (14%), and the AA group 30,595 patients (25%). There were
no meaningful differences in preoperative patient characteristics
between the PLA and the SLA groups (all SMD <0.1). However,
the PLA and AA groups differed regarding various preoperative pa-
tient characteristics, for example age (SMD 0.109), ASA classifi-
cation (SMD 0.172), and BMI (SMD 0.178). Also, the SLA and AA
groups differed regarding various preoperative patient characteris-
tics, for example age (SMD 0.141), ASA classification (SMD 0.131),
and BMI (SMD 0.188).

Outcomes

The results of the crude and adjusted regression analyses are
shown in Table 2. The mean EQ-5D index score at 12 months was
0.859 (SD 0.188) in the PLA group, compared to 0.826 (SD 0.200)
in the SLA group; crude mean difference -0.033 (95% CI -0.040 to
-0.026). The adjusted mean difference in EQ-5D index score at 12
months was -0.036 (95% CI -0.044 to -0.029). The corresponding Z-
score for the EQ-5D index score at 12 months between the crude
and adjusted differences was 0.613, indicating no relevant change
in treatment effect estimate after adjustment for observed poten-
tial confounders. Also, for the other outcomes, the change in effect
estimate was relatively small, with Z-scores <1.

For the other comparisons (PLA vs. AA, SLA vs. AA), larger Z-
scores were observed, owing to the observed baseline incompara-
bility (Tables A1 and A2 in the Appendix). For example, the com-
parison PLA versus AA, the corresponding Z-score for the EQ-5D
index score at 12 months between the crude and adjusted differ-
ences was 5.984.

Example 2. fixation of THA

Patient characteristics

In total, 108,939 patients were included in example 2. The char-
acteristics are shown in Table 3. The cemented group included
29,579 patients (27%) and the uncemented group 79,360 patients
(73%). There were meaningful imbalances of preoperative patient
characteristic in the comparison of the cemented versus unce-
mented regarding age (SMD 0.913), sex (SMD 0.258), ASA classifi-
cation (SMD 0.384), Charnley classification (SMD 0.126), and smok-
ing (SMD 0.102).

Outcomes

The results of the crude and adjusted regression analyses are
shown in Table 4. The mean EQ-5D index score at 12 months
was 0.824 (SD 0.206) in the cemented group, compared to 0.877
(SD 0.176) in the uncemented group; crude mean difference -0.053
(95% CI -0.058 to -0.048). The adjusted mean difference in EQ-5D
index score at 12 months was -0.022 (95% CI -0.028 to -0.016). The
corresponding Z-score for the EQ-5D index score at 12 months be-
tween the crude and adjusted differences was -8.646, indicating a
relevant change in treatment effect estimate after adjustment for
observed potential confounders.

Discussion

The aim of this study was to assess the potential for confound-
ing in observational studies of elective surgical interventions using
routinely collected data. In the first example on surgical approach
(PLA, SLA, and AA) of THA, the primary comparison between the
two traditional approaches, PLA versus SLA, showed no meaningful
differences in preoperative patient characteristics (SMD < 0.1) and
also no relevant impact of adjustment for baseline information (Z-
scores < 1). The PLA and AA groups and the SLA and AA groups
differed slightly regarding various patient characteristics. The AA is
a relative new approach and is thought to include a steep learning
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Table 1
Baseline characteristics of patients undergoing total hip arthroplasty, stratified by surgical approach.
Posterolateral ~ Straight lateral ~ Anterior SMD SMD SMD
N 73,750 16,557 30,595 PLA versus SLA PLA versus AA  SLA versus AA
Age 69.83 (9.75) 70.14 (9.76) 68.78 (9.51) 0.032 0.109 0.141
Sex (%)
Male 25,554 (34.7) 5600 (33.8) 10,246 (33.5) 0.018 0.025 0.007
Female 48,101 (65.3) 10,950 (66.2) 20,341 (66.5)
ASA classification (%)
ASA1 12,250 (16.6) 2857 (17.3) 6537 (21.4) 0.047 0.172 0.131
ASA I 48,203 (65.4) 11,001 (66.5) 20,137 (65.9)
ASA 1II-IV 13,215 (17.9) 2678 (16.2) 3897 (12.7)
Previous operation (%)
Yes 1557 (2.1) 424 (2.6) 269 (0.9) 0.032 0.103 0.133
No 70,958 (97.9) 15,670 (97.4) 29,844 (99.1)
BMI (%)
Underweight (<18.5) 448 (0.6) 97 (0.6) 198 (0.6) 0.011 0.178 0.188
Normal weight (18.5-25) 21,793 (30.2) 4761 (29.9) 11,049 (36.3)
Overweight (25-30) 31,051 (43.0) 6819 (42.8) 13,147 (43.2)
Obese (30-40) 17,944 (24.8) 4034 (25.3) 5880 (19.3)
Class 3 Obese (>40) 1022 (1.4) 227 (1.4) 189 (0.6)
Charnley classification (%)
A 31,432 (43.6) 7274 (44.7) 13,920 (45.8) 0.038 0.097 0.074
B1 21,749 (30.2) 4979 (30.6) 9617 (31.7)
B2 16,987 (23.6) 3577 (22.0) 6285 (20.7)
C 1953 (2.7) 447 (2.7) 544 (1.8)
Smoking (%)
Yes 7425 (10.7) 1713 (11.5) 2963 (9.8) 0.025 0.029 0.054
No 61,815 (89.3) 13,166 (88.5) 27,135 (90.2)
Fixation method (%)
Cemented 22,078 (30.0) 4280 (25.9) 3221 (10.5) 0.094 0.517 0.439°
Hybrid 7384 (10.0) 1881 (11.4) 2607 (8.5)
Uncemented 44,229 (60.0) 10,375 (62.7) 24,756 (80.9)
EQ-5D index score 0.54 (0.28) 0.55 (0.28) 0.59 (0.26) 0.009 0.188 0.179
NRS pain score during activity  7.27 (2.07) 7.28 (2.02) 6.88 (2.18) 0.003 0.188 0.192
NRS pain score at rest 5.34 (2.55) 5.14 (2.63) 4.98 (2.60) 0.075 0.139 0.063
HOOS-PS score 50.06 (18.02)  48.92 (18.22) 46.81 (17.66)  0.063 0.182 0.118
OHS score 22.45 (8.67) 22.33 (8.69) 23.78 (8.48) 0.015 0.155 0.170

EQ-5D = EuroQol-5 dimensions; HOOS-PS = hip disability and osteoarthritis outcome score; NRS = numeric rating scale for pain; OHS = oxford

hip score; SMD = standardized mean difference.
Continuous variables presented as mean (SD).

Table 2

Patient-reported outcome measures of patients receiving total hip arthroplasty, stratified by surgical approach.

Posterolateral Straight lateral Crude Adjusted
Mean SD Mean SD Mean difference ~ 95% CI Mean difference  95% CI Z-score
EQ-5D score
3 mo 0.821 0.188 0.794 0.189 -0.027 -0.034  -0.02 -0.027 -0.034 -0.019 -0.075
12 mo 0.859 0.188 0.826 0.200 -0.033 -0.04 -0.026  -0.036 -0.044 -0.029 0.613
NRS activity
3 mo 2.103 2.277 2.458 2.389 0.355 0.271 0.438 0.352 0.262 0.443 0.034
12 mo 1.470 2.184 1.961 2.508 0.491 0.403 0.579 0.507 0.410 0.603 -0.252
NRS at rest
3 mo 1.190 1.864 1.315 1.979 0.125 0.056 0.194 0.144 0.07 0.218 -0.379
12 mo 0.873 1.745 1.177 2.070 0.305 0.234 0.375 0.342 0.265 0.42 -0.744
HOOS-PS score
3 mo 18.276 14.458  21.707 14.68 343 2.871 3.99 3.519 2.923 4.115 -0.219
12 mo 13.800 14.824 17.784 16.753  3.984 3.376 4.593 4.142 3.485 4.799 -0.360
OHS score
3 mo 39.003 7.791 37.819 7.339 -1.184 -1.481 -0.887  -1.100 -1.412  -0.788  -0.395
12 mo 41.873 7.418 40.173 7.909 -1.699 -1.998  -1.401 -1.630 -1.944  -1315 -0.324

EQ-5D = EuroQol-5 dimensions; HOOS-PS = hip disability and osteoarthritis outcome score; NRS = numeric rating scale for pain; OHS = oxford hip score.
Z-score magnitude and direction of the change between the crude and adjusted mean difference.

curve, which might explain these differences [37]. In the second
example on fixation method (cemented vs. uncemented) of THA,
there were several meaningful imbalances in patient characteristic
between treatment groups (SMD > 0.1), and there was a relevant
impact of adjustment for baseline characteristics (Z-scores > 2).
Our aim was to evaluate comparability of patients receiving dif-
ferent elective surgical orthopedic interventions. We did not look
into the differences in effect estimates between observational stud-
ies and RCTs, which have been investigated in previous research.

lIoannidis et al. [38] and Hemkens et al. [39] evaluated the results
of randomized and nonrandomized studies for a variety of topics
and found that observational studies overestimate treatment ef-
fects compared to RCTs. In contrast, Benson et al. [40] and Con-
cato et al. [41] found little evidence for systematic differences be-
tween results of observational studies and RCTs. Focusing on sur-
gical interventions, Abraham et al. [42] found that results of high-
quality observational studies were similar to those of RCTs. Clearly,
based on these studies, one cannot conclude that results of obser-
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Table 3
Baseline characteristics of patients undergoing total hip arthroplasty, stratified
by fixation method.

Cemented Uncemented SMD
N 29,579 79,360
Age 75.37 (8.14) 67.39 (9.32) 0.913
Sex (%)
Male 7685 (26.0) 30,071 (37.9)  0.258
Female 21,867 (74.0) 49,212 (62.1)
ASA classification (%)
ASA 1 2924 (9.9) 16,612 (21.0)  0.384
ASA I 19,483 (65.9) 52,104 (65.7)
ASA TlI-1V 7142 (24.2) 10,559 (13.3)
Previous operation (%)
Yes 637 (2.2) 1314 (1.7) 0.035
No 28,695 (97.8) 76,271 (98.3)
BMI (%)
Underweight (<18.5) 267 (0.9) 412 (0.5) 0.072
Normal weight (18.5-25) 9632 (33.2) 24,251 (31.1)
Overweight (25-30) 12,211 (42.1) 33,914 (43.5)
Obese (30-40) 6504 (22.4) 18,511 (23.7)
Obese (30-40) 6504 (22.4) 18,511 (23.7)
Class 3 Obese (>40) 395 (1.4) 871 (1.1)
Charnley classification (%)
A 11,794 (40.4) 35,275 (45.3) 0.126
B1 9042 (31.0) 24,072 (30.9)
B2 7383 (25.3) 16,762 (21.5)
C 943 (3.2) 1683 (2.2)
Smoking (%)
Yes 2367 (8.4) 8511 (11.4) 0.102
No 25,905 (91.6) 66,097 (88.6)
Surgical approach (%)
Posterolateral 22,078 (74.6) 44,229 (55.7) 0.519
Straight lateral 4280 (14.5) 10,375 (13.1)
Anterior 3221 (10.9) 24,756 (31.2)
EQ-5D index score 0.51 (0.29) 0.58 (0.27) 0.229
NRS pain score during activity =~ 7.29 (2.11) 7.12 (2.09) 0.08
NRS pain score at rest 5.31 (2.65) 5.14 (2.56) 0.067
HOOS-PS score 50.97 (18.65) 48.08 (17.69)  0.159
OHS score 21.34 (9.01) 23.42 (8.44) 0.238

EQ-5D = EuroQol-5 dimensions; HOOS-PS = hip disability and osteoarthritis
outcome score; NRS = numeric rating scale for pain; OHS = oxford hip score;
SMD = standardized mean difference.

Continuous variables presented as mean (SD).

vational studies are always different from those of RCTs, nor that
they always concur. It probably largely depends on the type of
interventions being compared, the context in which the compar-
ison is made, and the quality of the observational study including
the data being used [10]. Our findings support the viewpoint that,
when treatment decisions are largely independent of patient char-
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acteristics, one can indeed speculate that groups of patients who
undergo different orthopedic surgical interventions will be compa-
rable with respect to patient characteristics, and therefore results
of such observational studies would be a valuable addition to evi-
dence based on RCTs [3]. Availability of large regional and national
registries of prospectively collected information show the feasibil-
ity of performing observational studies of medical interventions.

We hypothesized that the choice for PLA and SLA is largely in-
dependent of patient characteristics and the results of our study do
not provide evidence against this hypothesis. Instead, we argued
that this choice is mainly based on physician (or surgeon) pref-
erence. Physician preference has been used before in observational
comparative effectiveness studies, in which case it is sometimes re-
ferred to as an instrumental variable [43]. In studies of surgical in-
terventions, key assumptions of instrumental variable analysis are
that there is substantial variation in preference between surgeons,
that the preference is indeed independent of patient characteris-
tics (i.e., different physicians operate similar patients), and that dif-
ferences in outcomes between physicians are only due to the dif-
ferences in the surgical technique that is investigated. The latter
implies, for example, that learning effects do not differ between
physicians. In the study comparing PLA and SLA, we assumed that
learning effects were negligible for these established surgical ap-
proaches.

Both studies that we conducted assessed the comparability of
groups of patients who all received a surgical intervention, be it
that the approach or type of intervention differed. The potential
for confounding may be larger in studies in which pharmacological
treatments for surgical patients are compared. Also, studies com-
paring a surgical intervention to a conservative treatment may be
more prone to confounding [10].

In addition to the potential for confounding, other sources
of bias in observational studied should be considered. Electronic
health record data may be affected by for instance errors in data
linkage, misclassification, and missing values, all of which could
also impact the quality of observational research using these data
[44]. The data used in this study were extracted from the LROI,
a prospective longitudinal cohort containing high-quality data. The
completeness of the LROI data (100% coverage of Dutch hospitals)
is checked against the hospital information systems and currently
exceeds 99% for primary THAs [26-28]. Hence, the phenomena ob-
served in this study are not necessarily to be expected in other
observational studies. Blinding of the outcome assessor is typically
not implemented in observational studies, nor is it in the LROL
However, in case of patient reported outcome measures, like the

Table 4
Patient-reported outcome measures of patients receiving total hip arthroplasty, stratified by fixation method.
Cemented Uncemented Crude Adjusted
Mean SD Mean SD Mean difference  95% CI Mean difference  95% CI Z-score
EQ-5D score
3 mo 0.797 0.199 0.841 0.179 -0.044 -0.048  -0.039  -0.022 -0.027  -0.016  -6.686
12 mo 0.824 0.206 0.877 0.176 -0.053 -0.058  -0.048  -0.022 -0.028 -0.016  -8.646
NRS activity
3 mo 2.244 2.387 1.965 2228 0.279 0.224 0.335 0.200 0.134 0.266 1.975
12 mo 1.654 2315 1.364 2.134 0.230 0.168 0.292 0.180 0.110 0.251 2.637
NRS at rest
3 mo 1.356 2.031 1.100 1.799 0.256 0.210 0.301 0.153 0.100 0.207 3.117
12 mo 0.991 1.876 0.809 1.695 0.182 0.136 0.227 0.055 -0.002 0.111 3.837
HOOS-PS score
3 mo 20.301 15223  16.709 14178  3.593 3.215 3.971 1.602 1.156 2.047 7.298
12 mo 16.434 16.091 12.257 14214 4177 3.767 4.587 1.330 0.839 1.821 9.631
OHS score
3 mo 37.625 8.359 40.029 7.277 -2.405 -2.601  -2.208  -1.549 -1.779  -1.318  -6.033
12 mo 40.228 8.015 42.702 7.065 —2.474 -2.678  -2.271  -1.120 -1.361  -0.879  -9.219

EQ-5D = EuroQol-5 dimensions; HOOS-PS = hip disability and osteoarthritis outcome score; NRS = numeric rating scale for pain; OHS = oxford hip score.
Z-score magnitude and direction of the change between the crude and adjusted mean difference.
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ones used in this study, such blinding is unfeasibly. Regarding the
primary outcome of our study, that is, EQ-5D, we note that a three-
level version was used. Nowadays, five-level versions of the EQ-5D
may be more commonly used in research, yet this information was
unavailable for the study period considered (2014-2018).

The aim of this study was not to provide evidence on the rela-
tive benefits of the different discussed surgical techniques, nor do
these studies provide evidence for all studies of elective surgical
treatment options. It does, however, provide support that there are
cases in which observational studies of surgical treatment options
are viable and provide valuable information. Particularly studies of
surgical treatments might be less sensitive to confounding if treat-
ment preference is not subject to patient characteristics and “allo-
cation to” a particular intervention is close to a random process. It
is up to the researchers of such studies to provide the arguments
to substantiate the claim that treatment groups are expected to be
comparable and why a particular research question could be an-
swered using an observational study design.

Conclusion

This study using data from the nationwide LROI provides in-
sight in the potential for confounding in observational studies of
THA and exemplifies what considerations need to be made when
using routinely collected data for studies of elective surgical inter-
ventions. Particularly studies of surgical interventions might be less
sensitive to confounding if allocation of the intervention does not
materially depend on patient characteristics. The comparison be-
tween surgical approaches (PLA vs. SLA) for THA is an example of
this.
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