
 

Supplement Table S1: Recommendations regarding consultations on the suitability of THA (with voting 
results) 
 

 Recommendations Agree Disagree Abstain Consensus 

1. Confirmation of diagnosis      
1.1 The diagnosis of hip osteoarthritis (hip OA) should be 

clinically confirmed by an appropriate medical history 
(hip pain, morning stiffness < 60 min) and specific 
findings on clinical examination (painful internal 
rotation and limited flexion of the hip). 

25 (96%) 1 (4%) 0 (0%) Strong 
consensus 

1.2 Relevant differential diagnoses of hip OA should be 
excluded prior considering total hip arthroplasty (THA). 
This applies in particular to younger patients, in whom 
joint-preserving surgery may still be possible. 

26 (96%) 0 (0%) 1 (4%) Strong 
consensus 

1.3 Prior to recommending THA to the patient, conventional 
radiographs (anteroposterior pelvic view and lateral 
view of the affected hip) should be available, to confirm 
the diagnosis and to assess the extent of degenerative 
changes.  

27 (100%) 0 (0%) 0 (0%) Strong 
consensus 

1.4 For decision making in relation to THA, additional 
imaging with MRI and/or CT is only necessary if there is 
a discrepancy between clinical and plain radiological 
findings.  

27 (100%) 0 (0%) 0(0%) Strong 
consensus 

1.5 In case of uncertain diagnosis, an image guided intra-
articular injection with local anaesthetic can be 
performed before THA is recommended.  

27 (93%) 1 (3%) 1(3%) Consensus 

1.6 Before patients undergo THA, the surgeon should assess 
the severity of the hip OA by considering the medical 
history, clinical examination and review of radiographs. 

29 (100%) 0 (0%) 0 (0%) Strong 
consensus 

1.7 * THA should only be performed in cases with 
radiographic changes of advanced OA (Kellgren & 
Lawrence grade 3 or 4). 

24 (96%) 0 (0%) 0 (0%) Strong 
consensus 

1.8 In avascular necrosis of the femoral head, THA should 
be considered from ARCO stage IIIC. 

26 (93%) 0 (0%) 2 (7%) Consensus 

2. Patients' individual burden of illness     

2.0 Prior to recommending THA, the patients’ individual 
burden of illness should be assessed by the level of the 
following OA-related symptoms:  
- pain  
- impaired function and Activities of Daily Living  (ADL) 
- impaired health-related quality of life. 

29 (100%) 0 (0%) 0 (0%) Strong 
consensus 

2.1 Validated instruments for the assessment of patient-
reported outcomes should be used, to determine the 
individual burden of illness. For this purpose, disease-
specific and generic measurement tools are available.  

30 (100%) 0 (0%) 0 (0%) Strong 
consensus 

2.3 * THA should be considered in patients reporting a high 
individual burden of hip-related complaints (pain, 
limited function and ADL) along with impaired health-
related quality of life, despite previous non-surgical 
treatment. 

25 (100%) 0 (0%) 0 (%) Strong 
consensus 



 

 Recommendations Agree Disagree Abstain Consensus 

2.4 During the informed consent discussion, the risks and 
benefit of early versus delayed THA should be discussed 
with patients, taking into account  their individual 
burden of symptoms 

28 (100%) 0 (0%) 0 (0%) Strong 
consensus 

3. Alternative treatment options     

3.1 Prior to considering THA, patients with symptomatic hip 
OA should first be treated with a combination of 
pharmacological and non-pharmacological therapies.  

27 (96%) 0 (0%) 1 (4%) Strong 
consensus 

3.2 Prior to considering THA, patients should have 
undergone, or been recommended, at least the 
following core elements of non-pharmacological 
therapy: 
- patient education (information, education and  
  counselling on the disease), 
- exercise therapy and increased physical activity, 
- weight reduction in case of overweight and obesity. 

25 (89%) 2 (7%) 1 (4%) Consensus 

3.3 * THA should be considered if patients complain of a high 
individual burden of illness despite guideline-adherent 
treatment for at least three months. 

21 (84%) 4 (16%) 0 (0%) Consensus 

4. Contraindications     

4.1 Prior to THA in a joint with a history of infection, checks 
should be performed to identify persistence. 

26 (93%) 0 (0%) 2 (7%) Consensus 

4.2 Prior to performing THA any infection (in particular 
infection of joints, soft tissues or hematogenous 
infection) should be treated and cured. 

23 (85%) 1 (4%) 3 (11%) Consensus 

4.3 In cases with acute or chronic comorbidities that are 
associated with an increased mortality risk, surgeons 
should only recommend THA or advice on the timing of 
such surgery, after risk assessment has been provided 
by an anaesthesiologist and any relevant specialist for 
significant comorbidities.  
A second opinion from an orthopaedic surgeon may be 
sought to confirm the recommendation.  

27 (93%) 0 (0%) 2 (7%) Consensus 

4.4 * Due to the substantially increased risk of complications, 
a particularly critical benefit-risk analysis of THA should 
be performed in patients with a BMI ≥40 kg/m2.  

23 (92%) 0 (0%) 2 (8%) Consensus 

5. Modifiable risk factors     

5.1 * In cases with modifiable risk factors, patients should be 
given the option to postpone THA in order to minimize 
these risks before surgery.  

25 (100%) 0 (0%) 0 (%) Strong 
consensus 

5.1.1 * Smokers should be encouraged to abstain from their 
nicotine consumption from at least 1 month prior to 
scheduled THA. 

24 (100%) 0 (0%) 0 (0%) Strong 
consensus 

5.1.2 * a. In patients with diabetes mellitus, blood glucose 
should be controlled as best as possible. 
 
b. Target is a HbA1c value below 8% 

a. 23 (96%) 
 
 
b. 24 (96%) 

a. 0 (0%) 
 
 
b. 0 (0%) 

a. 1 (4%) 
 
 
b. 1 (4%) 

Strong 
consensus 

5.1.3 * In patients with a BMI ≥ 30 kg/m2, weight reduction 
prior to THA should be recommended. 

22 (92%) 0 (0%) 2 (8%) Consensus 



 

 Recommendations Agree Disagree Abstain Consensus 

5.1.4 Treatment of asymptomatic bacteriuria is not a 
prerequisite for performing THA. 

25 (89%) 1 (4%) 2 (7%) Consensus 

5.1.5 If mental illness is suspected, patients should be advised 
to seek specialist evaluation before THA is performed. 

25 (89%) 2 (7%) 1 (4%) Consensus 

5.1.6 Prior to THA, anaemia should be diagnosed and if 
necessary treated. 

26 (90%) 0 (0%) 3 (10%) Consensus 

5.1.7 In cases who have undergone previous intra-articular 
steroid injection, THA should be delayed at least for 6 
weeks or even for three months beyond the date of the 
last injection. 

22 (88%) 0 (0%) 3 (12%) Consensus 

6. Shared decision making     

6.1 Patients should be encouraged to express individual 
treatment goals. These goals should be documented 
during shared decision making.  

26 (93%) 1 (4%) 1 (4%) Consensus 

6.2 Patients should be informed of the extent to which 
individual treatment goals are achievable by THA or 
using alternative therapeutic options.  

29 (100%) 0 (0%) 0 (0%) Strong 
consensus 

6.3 Patient friendly information and/or educational 
materials should be used whilst obtaining informed 
consent. 

29 (100%) 0 (0%) 0 (0%) Strong 
consensus 

6.4 As a result of shared-decision making for THA, patients 
and surgeons should agree, that the expected benefit of 
treatment outweighs the potential risks.   

29 (100%) 0 (0%) 0 (0%) Strong 
consensus 

Notes: * In total 5 participants of the EKIT-Consensus-Panel were excluded from voting due to COI, fees for expert opinion, 
participation in company advisory boards and/or receiving royalties in the context of THA implant development. 

 
  



 

Supplementary Figure S1: List of databases for guideline search. 

 

 
  



 

Figure S2: EKIT-Checklist of indication and contraindication criteria for decision making on THA. 

 



 

 

 


