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General comments  Comments to the Author  

The main point of the paper is that surgical intervention has little, if any, benefit for shoulder 
impingement pathology in the middle-aged patient. The authors have performed a thorough, 
precise and easy-to-follow systematic review in accordance with the PRISMA guidelines. I 
have just a few comments outlined below.  
 
Major comments:  
Introduction  
1) Page 5, Line 9: The authors state that shoulder pain is responsible for over 4.5 million 
primary care visits annually. This data is from publications published in 2004 and 2013. Is 
there any more recent data to see if visits are increasing/decreasing?  
 
2) Page 5, Lines 46-48: The authors mention surgical rate data from a period spanning 
1996-2010 (in the UK and US). Is it possible for the authors to source more recent data so 
the readers can get an idea if subacromial decompression surgery is still increasing in 
popularity?  
 
Methods  
3) Page 8, Line 30: Is it a common practice for SMD values to be converted to Constant 
score values to improve interpretability? How is this conversion performed? Is there any 
reference / precedence in the literature for this conversion practice?  
 
Results  
4) Page 9, Line 46: Can the authors comment on the generalizability of the findings, given all 
of the trials were performed in Europe?  
 
Implications for practice and research  
5) Pages 15-17: The authors state that “Given a lack of benefit from surgical treatment 
physicians managing this clinical scenario should avoid surgical surgery for subacromial 
impingement until conservative measures have been exhausted.” Is it possible to further this 
discussion by addressing some of the latest evidence with regards to these conservative 
measures – to give the reader a bit of direction to begin with before they wade into this field? 
Recent evidence includes the following systematic reviews: 
https://www.ncbi.nlm.nih.gov/pubmed/28630217; 
https://www.ncbi.nlm.nih.gov/pubmed/28554433; 
https://www.ncbi.nlm.nih.gov/pubmed/29111849; 
https://www.ncbi.nlm.nih.gov/pubmed/28416022.  
 
Conclusion  
6) Page 17, Lines 10-12: The authors highlight the need for further research to identify 
patients who will benefit from surgical intervention. Given the major finding of this review is 
that surgery has little benefit with respect to pain and function, wouldn’t it be a better fit for 
this ‘further research’ to be focused on finding the optimal conservative measures for 
treating shoulder impingement?  
 
7) Table 1: n=5 of the studies simply state “Physiotherapy” as the description of the 
conservative arm. What does physiotherapy constitute in this instance? Exercise 
prescription, massage, ultrasound? Is it possible to add further details in the table or text on 
the activities performed? Same goes for the other studies too in terms of their conservative 
treatments performed (if possible).  
 
Minor comments:  



8) Page 8, Line 36: MID needs to be spelled out on first mention.  
 
9) Figure 1: How were the duplicates excluded right after the articles were identified by 
search, but before the title and abstracts were screened? Also, why were there n=5 
duplicates discovered after title and abstract screening (and prior to full-text screening)? 
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Reviewer 3 Teppo Jarvinen 
Institution University of Helsinki, Department of Orthopaedic surgery 
General comments  Comments to the Author  

Thank you for the opportunity to review the manuscript: ”Surgery has little Benefit in Patients 
with Shoulder Impingement: A Meta-analysis of Controlled Clinical Trials” by Khan and co-
workers submitted to the CMAJ.  
 
The objective of this systematic review (SR) and meta-analysis was to evaluate the efficacy 
of surgical intervention in comparison to nonoperative or sham treatments in patients with 
shoulder impingement on both pain and functional outcomes. The topic of the review is both 
interesting and important, as the number of subacromial decompression (a.k.a. 
acromioplasties) is high and we are trying to critically assess whether our treatments in 
orthopedics (and more generally, in medicine) actually work or not. The review is timely, as 
there has been two recent high-quality, sham-surgery controlled trials that clearly add 
substantially to the existing evidence base. In addition to the review being timely, the 
authors have also clearly put a considerable amount of effort into their study and they have 
tackled the major obstacles of carrying out a systematic review in a rigorous fashion.  
 
However, I do have some concerns/questions that I think need to be addressed before I can 
make the final judgment on the scientific merit of the study.  
 
My two main concerns are as follows:  
 
1) Prospective registration: I believe that this SR was not prospectively registered, at least I 
could not find a mention of registration in the paper or a record in the PROSPERO.  
According to my understanding, there are at least two good reasons to prospectively register 
a SR:  
1. To allow the reader to assess the robustness of any analyses and the trustworthiness of 
statements regarding strength of evidence (i.e. to guard against bias introduced when too 
many post-hoc decisions are made e.g. selective reporting and outcome switching)  
2. To guard against research duplication  
I did a quick search of the PROSPERO database and found that at least 3 other groups are 
working on SRs on a similar topic, with methodological strength over this submitted SR. 
These advantages include:  
- patient involvement in outcome prioritisation/selection 
(https://www.crd.york.ac.uk/prospero/display_record.php?RecordID=86862)  
- individual participant meta-analysis, IPD 
(https://www.crd.york.ac.uk/prospero/display_record.php?RecordID=88298),  
and  
- network meta-analysis, NMA 
(https://www.crd.york.ac.uk/prospero/display_record.php?RecordID=9788).  
The latter two analytic methods are particularly important because of their implications for 
guiding clinical practice.  
 
2) My next concern relates to the general impression of this study. Some of the areas I was 
confused about include:  
(a) The rationale for choice of outcomes (including what you would prioritize as your main 
outcome) and follow-up times (including why you have chosen the two time points for your 
analyses)?  
(b) The intervention and comparison for 3-arm trials (this concerns particularly the two most 
recent trials, the CSAW and FIMPACT):  
(c) What you considered as ‘nonoperative treatment’ for your comparison? You state that 



you compared placebo and surgical decompression, but this doesn’t match with the high risk 
of detection bias in Figure 2.  
(d) Whether you conducted a risk of bias assessment on the outcome- or the study-level? 
You state outcome level in the method, yet Figure 2 and the results text (“overall study 
quality was moderate”) implies study-level assessment?  
(e) How (or why) SMDs were converted to Constant score values? It reads as if you did this 
for all outcomes, but I cannot understand how this would be appropriate for pain (or any 
other outcome).  
(f) Why you only considered MID for Constant score – for example, there are MIDs available 
for pain?  
(g) How you dealt with multiple instruments for the same outcome (e.g. different trials 
measured pain in different ways – pain at rest, worst pain, night pain, average pain etc.)? 
Was there a hierarchy for how you extracted and analysed outcomes?  
(h) Your description of subgroup and sensitivity analyses: You describe sensitivity analyses 
in the results that you have not specified in the methods (e.g. in paragraph 2 of the ‘Pain’ 
section: “Additionally, findings from trials comparing surgery to exercise or physiotherapy 
also demonstrated a consistent finding of no benefit for surgical intervention over non-
operative treatments”). You also confuse sensitivity and subgroup analysis: your exclusion 
of open procedures is a sensitivity analysis, not a subgroup analysis.  
(i) How the results for pain should be interpreted – what is the scale for Figure 3? I suspect it 
might be a 100-increment scale? 
 

Author’s response We appreciate the hard work of the reviewers … . Please find attached our detailed 
responses to each comment and our revised manuscript. 
 
 
Abstract, Methods:   Please clarify which short and long-term outcomes are being studied.    
 
We thank the reviewer for their comments. We have further clarified this in the methods.  
 
We performed assessment of functional outcomes at the short term (less than 1 year) and 
long term (>2 year) mark. Line 47-49.  
 
“Secondary outcomes were functional outcome scores reported at the short term (</= 1 
year) and long term (>/=2 years).” 
 
Introduction 
Please ensure that you also state your PICO.   
 
We thank the reviewer for this comment, and have clarified this at the end of the 
introduction: Line 111-113 
 
“The objective of this systematic review and meta-analysis was to evaluate the efficacy of 
surgical intervention (INTERVENTION) in comparison to nonoperative or sham treatments 
(COMPARITOR) in patients with shoulder impingement (PATIENTS) on both pain and 
functional outcomes (OUTCOMES)” 
 
 
Were the full-text articles also reviewed in duplicate and independently? Please clarify this in 
the manuscript text. 
 
Yes, this has been further clarified in the manuscript “Both reviewers independently 
reviewed the full text of all studies identified by title and abstract screening in order to 
determine final eligibility.” Line 146 

 


