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Background and purpose The outcome of modern resurfacing
remains to be determined. The Australian Orthopaedic Association National Joint Replacement Registry (AOANJRR) started
collection of data on hip resurfacing at a time when modern resurfacing was started in Australia. The rate of resurfacing has been
higher in Australia than in many other countries. As a result, the
AOANJRR has one of the largest series of resurfacing procedures.
This study was undertaken to determine the results of this series
and the risk factors associated with revision.
Patients and methods Data from the AOANJRR were used
to analyze the survivorship of 12,093 primary resurfacing hip
replacements reported to the Joint Replacement Registry between
September 1999 and December 2008. This was compared to the
results of primary conventional total hip replacement reported
during the same period. The Kaplan-Meier method and proportional hazards models were used to determine risk factors such as
age, sex, femoral component size, primary diagnosis, and implant
design.
Results Female patients had a higher revision rate than males;
however, after adjusting for head size, the revision rates were similar. Prostheses with head sizes of less than 50 mm had a higher
revision rate than those with head sizes of 50 mm or more. At 8
years, the cumulative per cent revision of hip resurfacing was 5.3
(4.6–6.2), as compared to 4.0 (3.8–4.2) for total hip replacement.
However, in osteoarthritis patients aged less than 55 years with
head sizes of 50 mm or more, the 7-year cumulative per cent revision for hip resurfacing was 3.0 (2.2–4.2). Also, hips with dysplasia
and some implant designs had an increased risk of revision.
Interpretation Risk factors for revision of resurfacing were
older patients, smaller femoral head size, patients with developmental dysplasia, and certain implant designs. These results highlight the importance of patient and prosthesis selection in optimizing the outcome of hip resurfacing.


Conventional total hip replacement gives good outcome in
older patients, but younger patients have higher revision rates
(Boerre and Bannister 1993, Joshi et al. 1993, Dorr et al. 1994,
Callaghan et al. 1997, Swedish Hip Arthroplasty Register
Annual Report 2006). Resurfacing of the hip using a metalon-metal, large-diameter bearing has theoretical advantages,
particularly in younger patients. These include bone conservation, restoration of proximal femoral anatomy, low wear rates,
and ease of future revision. Recent publications have reported
promising results (Amstutz et al. 2004, Daniel et al. 2004,
Back et al. 2005, Treacy et al. 2005, Girard et al. 2006, Pollard
et al. 2006, Mont et al. 2007), especially in younger patients.
There remain concerns, however, regarding increased risk of
femoral neck fractures, metal ion release, and formation of
pseudotumors (Shimmin and Back 2005, Grammatopoulos et
al. 2009).
In Australia, hip resurfacing has been performed and
recorded in the Australian Orthopaedic Association National
Joint Replacement Registry (AOANJRR) since 1999. This
report examines the 12,093 hip resurfacings reported to the
Registry and evaluates risk factors for revision.

Patients and methods
The AOANJRR started collection of data in September 1999.
It was implemented in a stepwise manner, becoming fully
operational on a national basis in 2002. All hospitals undertaking joint replacement surgery contribute data to the Registry. Cross-validation of procedures reported to the Registry
with independently colleced health department data ensures
that almost all hip procedures are recorded by the Registry.
The present analysis includes all primary conventional and
resurfacing total hip replacements recorded by the Registry
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Figure 1. Cumulative percent revision of primary conventional total and
total resurfacing hip replacement (primary diagnosis: OA, excluding
infection).

up to and including December 2008 (147,422 hips in 129,992
patients and 12,093 hips in 10,489 patients, respectively).
Statistics
The cumulative per cent revision (CPR) of primary total hip
replacements was estimated at each of the first 8 years using
the Kaplan-Meier method. Unadjusted CPR (with 95% confidence intervals) is reported. Hazard ratios (HRs) from Cox
proportional hazards models, adjusting for age and sex where
appropriate, were used to compare revision rates.
For each model, the assumption of proportional hazards was
checked analytically. If the interaction between the predictor
and the log of time was statistically significant in the standard Cox model, then a time varying model was estimated.
Time points were selected based on the greatest change in
hazard, weighted by a function of events. Time points were
iteratively chosen until the assumption of proportionality was
met; then the hazard ratios were calculated for each selected
time period. In our results, if no time period is specified then
the hazard ratio covers the entire follow-up period. Adjustment for bilaterality was not performed, as no bias in including bilateral replacements could be expected (Robertsson and
Ranstam 2003).
All tests were two-tailed at the 5% level of significance.
Analyses comparing outcomes of age, sex, and head size for
resurfacing hip procedures, and conventional total versus
resurfacing hip procedures, were performed on patients with
primary diagnosis of osteoarthritis (OA) excluding revisions
for infection.
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Figure 2. Cumulative percent revision of primary total resurfacing hip
replacement, by primary diagnosis.
Age 55–64 vs. < 55 Entire period: HR = 1.3 (1.0–1.6), p = 0.04
Age 65–74 vs. < 55 Entire period: HR = 1.7 (1.2–2.5), p = 0.001
Age ≥ 75 vs. < 55 0–3 months: HR = 14.0 (5.7–35), p < 0.001
		
> 3 months: HR = 0.9 (0.1–6.1), p = 0.9

Results
Conventional versus resurfacing
The use of hip resurfacing increased from 6% of all primary
total hip replacements in 2001 to 9% in 2005, but then gradually declined each subsequent year to 6% in 2008. Overall, hip
resurfacing had a higher revision rate than conventional total
hip replacement (age- and sex-adjusted HR = 1.4 (1.2–1.6)).
The 8-year CPR for hip resurfacing was 5.3 (4.6–6.2), as compared to 4.0 (3.8–4.2) for conventional total hip replacement
(Figure 1).
Primary diagnosis
Nearly all patients undergoing primary resurfacing hip replacement had a primary diagnosis of osteoarthritis (OA) (94%).
Patients with developmental dysplasia of the hip (DDH) had a
higher rate of revision than those patients with OA (age- and
sex-adjusted HR = 2.1 (1.4–3.1)) (Figure 2). The 5-year CPR
for DDH patients was 12 (8–17) as compared to 4.1 (3.7–4.6)
for OA patients. There was no difference in the rate of revision between avascular necrosis (AVN) and OA (age- and
sex-adjusted HR = 1.6 (0.9–2.9)). The 5-year CPR for AVN
patients was 6.3 (3.5–11). The 5-year CPR for inflammatory
arthritis was 8 (4–18); however, the numbers are too small for
a valid statistical comparison.
Age, sex, and head size
In 2008, 55% of the hip resurfacings were performed in patients
aged less than 55 years, 38% were performed in patients aged
55–64, 7% in patients aged 65–74, and 1% in patients who
were 75 years or older. This distribution has shown a slight
increase in the proportion of younger patients (less than 65) in
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Figure 3. Cumulative per cent revision of primary total resurfacing hip
replacement, by age (primary diagnosis: OA, excluding infection).
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Figure 5. Cumulative per cent revision of primary total resurfacing hip
replacement, by sex and femoral component head size (primary diagnosis: OA, excluding infection).

between males and females (age- and head-size adjusted HR =
1.0 (0.7–1.3)). For each sex, head sizes of less than 50 mm had
a statistically significantly higher rate of revision than head
sizes of 50 mm or greater (Figure 5).
The 7-year outcome of primary resurfacing hip replacement
in younger patients with a femoral head size of greater than 50
mm had a similar outcome to conventional total hip replacement at the same age. The 7-year CPR for hip resurfacing for
those aged less than 55 years was 3.0 (2.2–4.2) and for those
aged 55–64 it was 3.1 (2.3–4.2).

Figure 4. Cumulative per cent revision of primary total resurfacing hip
replacement, by sex (primary diagnosis: OA, excluding infection).
< 50 mm vs. ≥ 50 mm:
male,
Entire period: HR = 2.4 (1.8–3.3), p < 0.001
female,
Entire period: HR = 3.7 (1.7–7.9), p < 0.001
Female vs. male:
< 50 mm, Entire period: HR = 1.2 (0.9–1.7), p = 0.2
≥ 50 mm, Entire period: HR = 0.8 (0.4–1.7), p = 0.6

recent years. In patients with a diagnosis of OA, resurfacing
procedures had an increasing risk of revision with increasing
age (Figure 3). This is unlike conventional total hip replacement, where the risk of revision decreases with increasing
age.
The proportion of hip resurfacings performed in females
decreased steadily from 31% in 2002 to 20% in 2008. Females
had a higher revision rate than males (age-adjusted HR = 2.2
(1.8–2.7)) (Figure 4). However, a higher proportion of females
(65%) received head sizes less than 50 mm, and after adjusting for head size there was no difference in the rate of revision

Implant design
Since the introduction of modern hip resurfacing procedures,
there has been a steady increase in the number of types of prostheses being used. In 2008, 13 types of resurfacing prostheses
were used (Table 1). The Birmingham Hip Resurfacing (BHR)
has remained the most frequently used prosthesis, making up
51% of all resurfacings in 2008. Its proportional use has, however, decreased from 96% in 2001. Up to the end of 2008,
there were 9 resurfacing prostheses with over 100 procedures
each recorded by the Registry. Of these, 3 prostheses had a
statistically significantly higher revision rate than all other
resurfacing procedures, as did 1 other prosthesis with 95 procedures. These prostheses were ASR (age- and sex-adjusted
HR = 2.2 (1.7–2.9)), Durom (age- and sex-adjusted HR = 1.7
(1.2–2.4)), Cormet 2000 HAP (age- and sex-adjusted HR = 3
(1–5)) and Recap (age- and sex-adjusted HR = 3(1–5)). The
ASR, Durom, and Recap prostheses were introduced to the
Australian market after the BHR. Their outcome differs from
that of other new prostheses with over 100 procedures, including the Adept and Mitch TRH, which had a CPR similar to that
of the BHR at 3 years (Table 1).
The rate of revision for fracture in OA patients receiving hip
resurfacing differed between the resurfacing prostheses. The
BHR had the lowest risk of revision for fracture, with a CPR
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Table 1. Annual cumulative per cent revision (with 95% CI) of primary total resurfacing hip replacement
Head component

Acetabular
component

n (total)

ASR
Adept
BHR
Bionik
Conserve Plus
Cormet
Cormet 2000 HAP
Cormet HAP BiCoat
Durom
Icon
Mitch TRH
Recap

ASR
Adept
BHR
Bionik
Conserve Plus
Cormet
Cormet
Cormet
Durom
Icon
Mitch TRH
Recap

1,073
292
8,427
119
62
192
95
287
767
96
534
137

1 year
3.6 (2.6–4.9)
0.7 (0.2–2.7)
1.5 (1.3–1.8)
4.3 (1.6–11)
3.2 (0.8–12)
1.6 (0.5–4.8)
6.3 (2.9–14)
2.8 (1.3–5.8)
3.0 (2.0–4.5)
1.1 (0.2–7.9)
1.4 (0.6–3.1)
5.0 (2.3–11)

3 years
6.0 (4.6–7.8)
1.9 (0.7–5.1)
2.5 (2.2–2.9)
6.7 (2.6–16.4)
5.1 (1.7–15)
3.8 (1.8–7.9)
8.4 (4.3–16)
5.0 (2.6–9.5)
4.7 (3.4–6.7)
2.5 (0.6–9.6)

5 years

7 years

8 years

3.6 (3.2–4.1)

4.8 (4.2–5.6)

5.0 (4.3–5.8)

9.7 (4.1–22)
5.3 (2.8–10)
9.5 (5.0–17)

9.7 (4.1–22)
6.0 (7.1–34)

8.7 (6.6–12)

6.7 (4.7–9.7)

7.6 (3.8–15)

Note: 2 resurfacing hip procedures using only a Conserve resurfacing head and no acetabular component have been excluded.

Table 2. Type of revision of primary total resurfacing hip replacement
Type of revision
Femoral only
THR (femoral/acetabular)
Acetabular only
Cement spacer
Removal of prosthesis
Total

n

%

252
135
37
9
4
437

58
31
9
2
1
100

loosening/lysis, infection, and metal sensitivity (Table 3). The
reason for revision changed with age, with an increase in revision for fracture with increasing age (1% of patients aged less
than 55 years, 2% of patients aged between 55 and 64, 3% of
patients aged between 65 and 74, and 9% of patients aged 75
and older). Females were not only revised more frequently for
fracture than males (1.8% and 1.3%, respectively) but also for
loosening/lysis (2.0% and 0.7%, respectively).

Discussion
Table 3. Reason for revision of primary total
resurfacing hip replacement
Revision diagnosis
Fracture
Loosening/lysis
Infection
Metal sensitivity
Pain
Dislocation of prosthesis
Other
Total

n

%

172
128
39
28
23
14
33
437

39
29
9
6
5
3
8
100

for fracture at 5 years of 1.2 (1.0–1.5) and a slight increase to
1.5 (1.2–1.9) at 8 years. When considering the prostheses with
more than 100 procedures, 3 had a higher risk of revision for
fracture than the BHR: the ASR (age- and sex-adjusted HR = 3
(2–5) p), the Durom (age- and sex-adjusted HR = 2 (1–4)), and
the Recap (age- and sex-adjusted HR = 3 (1–9)).
Revisions
Of the 12,093 hip resurfacings, 437 (3.6%) had been revised.
Over half of the revisions were femoral-only revisions and
one third were both femoral and acetabular revisions (Table
2). The most common reasons for revision were fracture,

With improvements in metal-on-metal bearing technology, hip
resurfacing has gained popularity as an alternative to conventional total hip replacement in younger, active patients. Recent
studies have shown promising results (Amstutz et al. 2004,
Daniel et al. 2004, Back et al. 2005, Treacy et al. 2005, Girard
et al. 2006, Pollard et al. 2006, Mont et al. 2007). It is generally
accepted that younger patients with total hip replacements are
at highest risk of revision (Boerre and Bannister 1993, Joshi et
al. 1993, Dorr et al. 1994, Callaghan et al. 1997, Swedish Hip
Arthroplasty Register Annual Report 2006). The Australian
Joint Registry has reported an increase in the risk of revision
(at 8 years) for patients less than 65 years with conventional
total hip replacement (AOANJRR Annual Report 2009).
Our analysis shows that overall, primary hip resurfacing has
a higher risk of revision than conventional total hip replacement after adjusting for age and sex. At 8 years, the CPR of
hip resurfacing is 5.3 (4.6–6.2) as compared to 4.0 (3.8–4.2)
for conventional total hip replacement. This difference was
not apparent in patients aged less than 65 years with a femoral
component greater than 50 mm. However, the difficulty in comparing this to all primary conventional total hip replacements
is that most resurfacing procedures used a single prosthesis
(BHR) that has been identified as having one of the lowest
risks of revision. There are individual conventional total hip
prostheses that the Registry reports as having a lower risk of
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revision than the reported overall risk of all conventional total
hip prostheses (AOANJRR Annual Report 2009).
The rate of revision of resurfacing appears to be higher
in females, and both sexes show an increasing revision rate
with age. The higher revision rate in female patients can be
accounted for by differences in the proportion of males and
females who receive smaller sizes of femoral components.
Head sizes of less than 50 mm have a higher risk of revision,
but occur more frequently in the female population. These
observations on femoral component size have been suggested
previously. In a study of Conserve Plus hip resurfacings in 355
patients (400 hips), Amstutz et al. (2004) reported that female
and male patients with smaller femoral component head sizes
had more femoral loosening and radiolucencies. The authors
concluded that femoral fixation is critical to long-term durability, and individuals with smaller head sizes have a smaller area
available for cement fixation. The THARIES hip resurfacing
also showed a lower survival rate for smaller heads (39%) than
for larger component sizes (59%) at 11 years (Mai et al. 1996).
However, other authors (Shimmin and Back 2005, Kim et al.
2008) have not reported any association between femoral head
size and increased revision rate.
Even with head sizes of 50 mm and above, there was an
increasing risk of revision with increasing age. This is presumably due to deteriorating bone quality. Thus, one might expect
that women would have higher revision rates but our data suggest that being female is not a risk factor for revision of hip
resurfacing. In fact, the relatively small number of females
with head sizes of 50 mm and above 404 appear to have better
survival rates than males (Figure 5). This observation may be
due to differences in the selection process between the sexes,
with many surgeons performing DEXA scans to assess bone
density in females before performing hip resurfacing.
Patients with developmental hip dysplasia (DDH) had a
higher risk of revision than those with primary osteoarthritis
(OA). The 5-year CPR for DDH in patients aged less than 55
was more than 3 times that for OA (13 and 4, respectively).
Schmalzried et al. (2005) reported that the outcome of hip
resurfacing is dependent on the preoperative radiographic
characteristics of the proximal femur (in terms of bone density, shape, limb length discrepancy, and neck shaft angle),
with more normal morphology giving better outcome. The
Registry data support these observations, with patients with
abnormal anatomy—as in DDH—having a higher risk of revision than OA patients.
The 5-year CPR for AVN was higher than for OA (6 and 4,
respectively) but this was not statistically significant. It has
been reported that cysts in the femoral head are associated with
early revision of hip resurfacing (Amstutz et al. 2004, Beaule
et al. 2004). However, total hip replacement in young patients
with AVN has generally been reported to have higher revision
rates than in patients with primary OA. Early to medium-term
revision rates of 39–57% have been reported (Chandler et al.
1981, Cornell et al. 1985, Saito et al. 1989, Mai et al. 1996,
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Callaghan et al. 1997, Beaule et al. 2004). The 5-year survival
of hip resurfacing for AVN from our analysis (94%) is similar
to that in other recently published series (Mont et al. 2006,
Revell et al. 2006).
We found a difference in outcome related to the type of prosthesis used. The Durom, ASR, Cormet 2000 HAP, and Recap
all had a higher rate of revision than other resurfacing prostheses. There may be many reasons for this, including differences
in the patient population or surgeons, or in prosthesis designs.
In our analysis, we considered all of these factors but found
no patient-specific or surgeon-specific factors that might have
contributed to the difference. Furthermore, this did not appear
to be related to the later introduction of these prostheses (compared to the BHR) onto the Australian market, as there have
been a number of other recent prostheses with a similar outcome to that of the BHR and other resurfacing prostheses. The
difference in fracture rate between different prostheses may
be related to the different designs and methods of preparing
the femoral head.
Interpretation
Although the Australian Joint Registry shows that, overall,
hip resurfacings are revised more often than total hip replacements at up to 8 years, it also shows that hip resurfacing has
a similar outcome to that of primary conventional total hip
replacement in selected patients. Smaller femoral component
sizes, increasing patient age, a diagnosis of developmental
dysplasia of the hip, and some implant designs are risk factors
for revision. The lowest cumulative per cent revision (3 at 7
years) was in patients aged less than 55 years with primary
osteoarthritis and with femoral component sizes of ≥ 50 mm.
It is too early to tell whether the perceived long-term benefits
of hip resurfacing in this patient group will become apparent.

GP designed the research question and wrote the manuscript. LM performed
statistical analysis. PY, DW, SG, and RDS critically revised the manuscript.
All authors were responsible for interpretation of the data and for editing and
approval of the article.

No competing interests declared.

Amstutz H C, Beaule P E, Dorey F J, Le Duff M J, Campbell P A, Gruen T
A. Metal-on-metal hybrid surface arthroplasty: Two to six-year follow-up
study. J Bone Joint Surg (Am) 2004; 86: 28-39.
Australian Orthopaedic Association National Joint Replacement Registry.
Annual Report. Adelaide:AOA; 2009.
Back D L, Dalziel R, Young D, Shimmin A. Early results of primary Birmingham hip resurfacings: An independent prospective study of the first 230
hips. J Bone Joint Surg (Br) 2005; 87: 324-9.
Beaule P E, Dorey F J, LeDuff M, Gruen T, Amstutz H C. Risk factors affecting outcome of metal-on-metal surface arthroplasty of the hip. Clin Orthop
2004; (418): 87-93.

Acta Orthopaedica 2010; 81 (1): 66–71

Boerre N R, Bannister G C. Cemented total hip arthroplasty in patients
younger than 50 years of age: Ten to 18 year results. Clin Orthop 1993;
(287): 153-9.
Callaghan J J, Forest E E, Sporer S M, Goetz D D, Johnston R C. Total hip
arthroplasty in the young adult. Clin Orthop 1997; (344:) 257-62.
Chandler H P, Reineck F T, Wixson R L, McCarthy JC. Total hip replacement
in patients younger than thirty years old: A five-year follow-up study. J
Bone Joint Surg (Am) 1981; 63: 1426-34.
Cornell C N, Salvati E A, Pellicci P M. Long-term follow-up of total hip
replacement in patients with osteonecrosis. Orthop Clin North Am 1985;
16: 757-69.
Daniel J, Pynsent P B, McMinn DJ . Metal-on-metal resurfacing of the hip
in patients under the age of 55 years with osteoarthritis. J Bone Joint Surg
(Br) 2004; 86: 177-84.
Dorr L D, Kane T J 3rd, Conaty JP. Long-term results of cemented total hip
arthroplasty in patients 45 years old or younger: A 16 year follow-up study.
J Arthroplasty 1994; 9: 453-6.
Girard J, Lavigne M, Vendittoli P A, Roy A G. Biomechanical reconstruction
of the hip: A randomised study comparing total hip resurfacing and total
arthroplasty. J Bone Joint Surg (Br) 2006; 88: 721-6.
Grammatopoulos G, Pandit H, Kwon Y M, Gundle R, McLardy-SmithP,
Beard D J, Murray D W, Gill H S. Hip resurfacings revised for inflammatory pseudotumour have a poor outcome. J Bone Joint Surg (Br) 2009; 91:
1019-24
Joshi A B, Porter M L, Trail IA, et al. Long-term results of Charnley lowfriction arthroplasty in young patients. J Bone Joint Surg (Br) 1993; 75:
616-23.
Kim P R, Beaule R E, Laflamme G Y, Dunbar M. Causes of early failure in
multcentre clinical trial of hip resurfacing. J Arthroplasy (Suppl 1) 2008;
23 (6) :44-9.
Mai M T, Schmalzried T P, Dorey F J, Campbell P A, Amstutz H C. The contribution of frictional torque to loosening at the cement-bone interface in
Tharies hip replacements. J Bone Joint Surg (Am) 1996; 78: 505-11.

71

Mont M A, Seyler T M, Marker D R, Marulanda G A, Delanois R E. Use of
metal-on-metal total hip resurfacing for the treatment of osteonecrosis of
the femoral head. J Bone and Joint Surg (Am) (Suppl 3) 2006; 88: 90-7.
Mont M A, Seyler T M, Ragland P S, Starr R, Erhart J, Bhave A. Gait
analysis of patients with resurfacing hip arthroplasty compared with hip
osteoarthritis and standard total hip arthroplasty. J Arthroplasty 2007;
22(1): 100-8.
Pollard T C, Baker R P, Eastugh-Waring S J, Bannister G C. Treatment of
the young active patient with osteoarthritis of the hip: A five to seven-year
comparison of hybrid total hip arthroplasty and metal on metal resurfacing.
J Bone Joint Surg (Br) 2006; 88: 592-600.
Revell M P, McBryde C W, Bhatnagar S, Pynsent P B, Treacy R B. Metal-on
metal hip resurfacing in osteonecrosis of the femoral head. J Bone Joint
Surg (Am) (Suppl 3) 2006; 88: 98-103.
Robertsson O, Ranstam J. No bias of ignored bilaterality when analysing the
revision risk of knee prostheses: Analysis of a population based sample of
44,590 patients with 55,298 knee prostheses from the national Swedish
Knee Arthroplasty Register. BMC Musculoskeletal Disorders 2003; 4: 1.
Saito S, Saito M, Nishina T, Ohzono K, Ono K. Long-term results of total
hip arthroplasty for osteonecrosis of the femoral head: A comparison with
osteoarthritis. Clin Orthop 1989; (244): 198-207.
Schmalzried T P, Silva M, de la Rosa M A, Choi ES, Fowble V A. Optimizing
patients selection and outcomes with total hip resurfacing. Clin Orthop
2005; (441): 200-4.
Shimmin A J, Back D. Femoral neck fractures following Birmingham hip
resurfacing: A national review of 50 cases. J Bone Joint Surg (Br) 2005;
87: 463-4.
Swedish Hip Arthroplasty Register Annual Report 2006.
Treacy R B C, McBryde C W, Pynsent P B. Birmingham hip resurfacing
arthroplasty: A minimum follow-up of five years. J Bone Joint Surg (Br)
2005; 87: 167-70.

Minerva Access is the Institutional Repository of The University of Melbourne

Author/s:
Prosser, GH; Yates, PJ; Wood, DJ; Graves, SE; de Steiger, RN; Miller, LN
Title:
Outcome of primary resurfacing hip replacement: evaluation of risk factors for early revision.
Date:
2010-02
Citation:
Prosser, G. H., Yates, P. J., Wood, D. J., Graves, S. E., de Steiger, R. N. & Miller, L. N.
(2010). Outcome of primary resurfacing hip replacement: evaluation of risk factors for early
revision.. Acta Orthop, 81 (1), pp.66-71. https://doi.org/10.3109/17453671003685434.
Persistent Link:
http://hdl.handle.net/11343/257087
File Description:
published version
License:
CC BY

