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ABSTRACT: Osteoarthritis (OA) of the hip, also known as coxarthrosis, is a degenerative disease marked by
gradual biomechanics alterations cause by articular cartilage damage in the coxofemural joint. The goal of this study
was determining the incidence of patients with hip osteoarthritis who undergo surgery (hip arthroplasty) within the
Department of Orthopedics and Traumatology of the Emergency County Hospital of Drobeta-Turnu Severin,
hospitalized between January 2014 and December 2019. Furthermore, we proposed gathering details about incidence,
distribution according to age group, gender, living conditions, and type of arthroplasty used in studied patient group.
The study included 485 patients with hip OA mainly diagnosed in elderly patients, 87.83% being over 60 years old. In
terms of gender, the disease primarily impacted women, with a female/male ratio of 2/1.
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Introduction

Hip osteoarthritis (coxarthrosis) is a chronic
inflammatory condition characterized by the
progressive destruction of hip articular cartilage,
causing pain and severe restriction of joint
function [1].

It is one of the most common joint diseases
worldwide being predominantly found in
developed countries rather than in developing
countries and is expected to increase in the
coming years [2].

The phenomenon of population ageing,
increasing life expectancy as well as risk factors,
particularly a sedentary lifestyle and obesity,
have suggested that the number of people who
will develop this condition will increase
substantially in the coming decades [2,3].

Epidemiological studies identified some risk
factors for hip osteoarthritis, such as: female sex,
aging population, obesity, smoking and
microtraumas of the coxo-femoral joint,
especially in certain jobs [4,5].

Among adults, hip osteoarthritis is a common
cause of pain and disability, affecting
approximately 27% of the adults aged >45 years
old, and is a predominant reason for total hip
replacement surgery (total hip arthroplasty) [6].

Observational studies showed a higher
frequency of hip osteoarthritis in women

compared to men and an increase in its
prevalence with aging.

With the aging of the population but also with
the increase of obesity worldwide, it is
anticipated that this condition will become a
major problem for global health systems [7].

Coxarthrosis causes joint discomfort and
osteoarthral changes in both men and women,
resulting in significant lower-limb impairment
[8].

The most common dysfunctionalities are:
trouble walking, particularly when climbing
stairs, difficulty getting up and down from car or
bed, and difficulties walking on rough terrain.

Osteoarthritis is the main contributor to the
limitation of daily activities, causing difficulties
in movement, difficulties in carrying objects and
difficulties in dressing, changing the lifestyle of
patients.

All these lifestyle changes lead to the need for
human assistance from family or help from health
professionals in order to have a relatively normal
life [9].

Hip pain and motor dysfunction can
substantially affect health, limit daily activities
and significantly reduce the quality of life [10].

A straightforward pelvic X-ray is used to
diagnose coxarthrosis, and Kellgren and
Lawrence's classification helps to determine the
condition's stage [11].
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Depending on the changes present on the hip
x-ray, hip osteoarthritis was classified into
4 stages [12-16]:

-stage | (incipient osteoarthritis), possible
medial joint space becoming narrower and
potential osteophytes near the femoral head,;

-stage Il (mild osteoarthritis), mild sclerosis,
definite reduction of the lower joint space, and
organized osteophytes;

-stage Il (moderate osteoarthritis), deformity
of the femoral head and acetabulum, sclerosis
(subchondral osteocondensation), bone cysts, and
marked narrowing of the articular space;

-stage IV (severe osteoarthritis), large
osteophytes, complete joint space loss with
sclerosis and cysts, and significant femoral head
and acetabular deformation.

Figure 1. Radiological aspects of coxarthrosis according to the progression stage (Kellgren and Lawrence
classification) A-stage I=minimal narrowing of the articular cartilage space, B-stage ll=articular cartilage
space moderately narrowed, C-stage lll=severe narrowing of the articular cartilage space, multiple
osteophytes, D-stage IV=disappearance of articular cartilage space, bone sclerosis (subchondral
osteocondensation), large osteophytes in the femoral head or acetabulum.

Aim

The objective of this study is to examine the
clinical and demographic information on hip OA
patients hospitalized and treated at the
Emergency County Hospital of Drobeta Turnu
Severin between January 2014 and December
20109.

Additionally, the study investigates risk
factors associated with hip OA, their impact on
disease onset and progression, and the surgical
interventions selected for treatment.

Material and Method

485 patients, ranging in age from 26 to 95,
were included in the study and received treatment
in the Orthopedics-Traumatology Department of
the County Emergency Hospital of Drobeta
Tr. Severin, between 2014-2019 for hip OA.

A comprehensive clinical and paraclinical
examination was performed on every patient; for
each individual patient, clinical-biological
indicators such as index of body mass (BMI),
the presence or absence of associated diseases
(HTA, obesity, osteoporosis) and risk factors
(exposure to cold and moisture, trauma,
chronic smoking, alcohol consumption, anti-
inflammatory use, etc.) were analyzed.

Following the use of pelvic x-rays for the
coxo-femoral joints, the Kellgren and Lawrence
classification was used to determine the
coxarthrosis stage (Figure 1), only patients with
stages 2-4 coxarthrosis were included in the
study.

The criteria for inclusion in the study group
were the following:

« patients who signed the informed consent
form;

* patients diagnosed with hip osteoarthritis,
clinical and radiological stages 2-4;

« patients with a general condition favorable to
surgical treatment.

Exclusion criteria:

* uncooperative patients;

 patients with comorbidities that were
contraindicated for hip arthroplasty;

* patients who refused surgery;

The Ethics Committee of the University of
Medicine and Pharmacy in Craiova and County
Emergency Hospital of Drobeta Tr. Severin,
Romania authorized the study, which was carried
out in conformity with the Declaration of
Helsinki.

Statistical assessment

The study utilized chi-square analysis to
investigate the correlation between the variables.
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A statistical technique called chi-square
analysis is performed to evaluate if category
variables significantly correlate with one another.

It is especially helpful in cases like ours when
the variables being studied are categorical and the
data is frequency-based.

The alternative hypothesis (H1) contends that
there is a significant correlation between the
variables, contrary to the null hypothesis (HO),
which holds that there is no association at all.

To ascertain statistical significance, the
derived chi-square value is compared to a critical
value from the chi-square distribution with the
relevant degrees of freedom.

When p was less than 0.05, the data were
deemed significant, and H1 was approved.

Results

Analysis of the study group according to
the age of patients

The patients in the examined group ranged in
age from 26 to 95 years old with meantSD of
72.29+9.52 years.

The patients were split up into seven age
decades for the statistical analysis (Table 1) in
order to determine the correlation between hip
osteoarthritis and patients' age.

Table 1. Distribution of patients by age group.

Ade arou 21-30 41-50 51-60 61-70 71-80 81-90 91-100
ge group yearsold | yearsold | yearsold | yearsold | yearsold | yearsold | yearsold
No. of patients 1 7 51 126 201 95 4

The analysis of the subject distribution by age
highlighted the following aspects:

-one patient, (26 years old), had advanced hip
OA in the 21-30 age range as a result of
congenital hip dysplasia that went untreated as a
child;

-hip OA incidence increased with age as in the
41-50 age group, only 7 patients (1.44% total)
were documented and patients from 51-60 age
group increased by more than 7 times, reaching
51 subjects (10.51%);

Number of pacients

-within the age range of 61 to 70, 126 patients
(25.98%) were recorded.

-age group 71-80 years old, was the largest
group of patients with coxarthrosis, respectively
201, representing approximately 41.44% of all
patients;

-in the age segment 81-90 years we registered
a number of 95 patients (19,58% of the total
group), and in the decade of age 91-100 years
there were just four patients that were part of the
study (about 0.87% of the whole batch)
(Figure 2a, Figure 2b).
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Age group

Figure 2a. Numerical distribution of the group of patients with coxarthrosis according to age.
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Figure 2b. Percentage distribution of patients in the study group, by age group.

A significant increase of hip arthritis after the
age of 50 was found. 98.56% (n=478) of the
patients are between 50-90 years old, and the
largest share is those in the 71-80 age group,
(44.76%, n=201).

Age group was found to be statistically
significantly correlated with the stage of
coxarthrosis as the chi-square statistic showed
value of 157.7126 and p-value of less than
0.00001.

At p <0.05, the result is significant (Figure 3).

Number of patients

<50 51-60

61-70 >70

Age group

I+ =V

Figure 3. Staging frequency with age group.

Group analysis by gender

Analyzing the 485 patients, 324 (66.80%)
were female, and 161 (33.20%) were male, the
women/men ratio being 2/1 (Figure 4).

Men
33.20%

Women
66.80%

Figure 4. Patients' distribution
with coxarthrosis based on gender.

10.12865/CHSJ.50.02.10
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We found no statistically significant
differences between female and male distribution
on stage as 1.2951 is the chi-square statistic.
0.255116 is the p-value. At p <0.05., the outcome
is not significant (Figure 5).

11+ 1\

Stage

Number of patients

EM mF

Figure 5. Staging frequency with gender group.

Group analysis by hip osteoarthritis
stage

Following the clinical and paraclinical
examination, coxarthrosis stage was established
for each patient applying the classification system
developed by Kellgren and Lawrence.

In our study, most patients were identified
with advanced coxarthrosis, (stage 1V).

Therefore, out of the 485 patients who made
up the study group, 430 subjects (88.65%) had
stage IV coxarthrosis, 52 subjects (10.72%) stage
111, and only 3 subjects (0.63%) stage Il hip OA
(Figure 6).

According to the stage of hip OA 430 subjects
(approximately 88.65%) were diagnosed with
coxarthrosis stage IV and 11.35 % stage Il
and 11, with statistically differences, chi-square
statistic is 19.0585, the p-value is 0.000013.

The high percentage of coxarthrosis stage 1V
can be explained by the fact that the majority of
patients were from rural areas, aged, and female
(67% of patients), who postponed the
presentation to the specialist doctor.
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Figure 6. Distribution of coxarthrosis cases
according to the stage of the condition.

Group analysis based on the
environment of origin (rural versus
urban)

In our study, participants also predominantly
came from a rural environment respectively a
number of 293 (60.41%) and 192 subjects
(39.59%) from the urban environment (Figure 7),
the ratio between rural/urban patients being
1.53/1.

Urban
39.59%

Rural

60.41%

Figure 7. Patient distribution according to social
environment.

In the rural area a statistically significant
correlation was identified with stage IV OA
(chi-square statistic 90.5098. P-value is less than
0.00001.

The result is significant at p <0.05 (Figure 8).

[1+111

Stage

u

Figure 8. Stage of hip OA distribution according to social environment.
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The relationship between obesity and hip
osteoarthritis

Obesity leads to changes in joint alignment
and altered gait patterns, further contributing to
cartilage degeneration.

Additionally, excess body fat can increase the
production  of inflammatory  cytokines,
exacerbating the inflammatory response in the
joints.

To assess the relationship between obesity and
hip OA, in our study we used index of body mass

(BMI), which is the weight to height ratio.
Obesity is defined at a BMI value >30kg/m?2.
Compared to individuals of normal weight,
the study showed that obese patients had
advanced stages and a higher degree of disability.
Accordingly, 236 (55%) of the 430 patients
with stage 1V OA and 13 (25%) of the 52 patients
with stage Il and 111 OA were obese.
The two variables showed a substantial degree
of correlation, as indicated by the 19.0585
chi-square statistic and the 0.000013 p-value.
The result is significant at p <0.05 (Figure 9).

Number of patients

[1+111

m Obese

Stage

Normal

Figure 9. Correlations between coxarthrosis and obesity.

Group analysis according to the surgical
treatment

The patients were split up into two groups for
the study: acute patients hospitalized via the
emergency department, and chronic patients from
outpatient clinic.

The chronic patients with primary or
secondary hip OA required total hip arthroplasty,
cemented (PTC) or non-cemented (PTNC)
depending on age and associated diseases.

There were 186 chronic patients, representing
approximately 38.35% of the entire group.

The second category was represented by
patients who presented via the emergency

department with a femoral neck fracture and hip
OA.

This category included a number of
299 patients, which represents 61.65% of the
study group.

The treatment for these patients consisted in a
bipolar arthtoplasty for individuals who fall
within the 65-75 age range and a partial
arthroplasty for patients over 75 years old.

In exceptional cases, in young patients (only
in 2 cases from the group with femoral neck
fracture and coxarthrosis) total arthroplasty with
uncemented hip prosthesis was performed
(Figure 10).

H Bipolar Hip Hemiarthroplasty

B Hemiarthroplasty
Cemented Total Hip Arthroplasty
Uncemented Total Hip Arthroplasty

Figure 10. Types of prostheses used in surgical treatment.
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Distribution of hip osteoarthritis cases

by year

The total number of hip arthroplasties
performed  between 2014-2019 in the
Orthopedics  department of the County

Emergency Hospital of Drobeta Tr. Severin was
485.

If in 2014 only 45 surgical interventions were
performed (9.28% of the entire group), in 2019

118 arthroplasties were performed (24.33%),
which shows the increase in the population
confidence in surgical treatment of hip OA, the
population easier access to such treatment and the
specialization of the orthopedic team in the
surgical treatment.

Between 2014 and 2019, there is an increase
of 250% in the annual number of hip
arthroplasties performed in the Orthopedics and
Traumatology department. (Figure 11).
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H Total 45 54 68 102 98 118
Figure 11. Distribution of arthroplasty cases by calendar year (2014-2019).
) ) level as a whole, particularly at the level of the
Discussion

Osteoarthritis is a chronic illness that results
in the degeneration of the articular cartilage,
subchondral and synovitis bone changes [17].

It has a high global prevalence being the fifth
cause of disability worldwide [18].

Due to the great pain and joint movement
restriction, OA of the hip has a strong effect on
the standard of living of the affected people [19].

There are still few treatment options available
for this condition despite its high prevalence;
early therapies focused on pain management and,
in advanced stages, total hip replacement.

Since the 1960s, total hip replacement has
improved quality of life and produced excellent
long-term outcomes for senior coxarthrosis
patients by revolutionizing their treatment [20].

Coxarthrosis will place a significant pressure
on healthcare systems worldwide in the coming
years as the incidence and prevalence of this
condition is increasing.

After examining the age distribution of the
group under study, we can conclude that there is
an increased frequency of hip osteoarthritis in
people over the age of 60, with aging playing a
significant role in the onset of changes at the joint

articular cartilage.

Osteoarthritis of the hip occurs as a result of
an imbalance between catabolic and anabolic
activity at the hip joint level; age exacerbates this
imbalance.

The imbalance is caused by cellular
senescence, changes in the bone and cartilaginous
matrix, and a decrease in the number of
chondrocytes, making it unable to maintain
homeostasis in the articular [21,22].

The increased frequency of osteoarthritis in
the elderly is also confirmed by other studies that
showed an incidence of only 7.6% in people aged
between 18 and 44 years old, 29.8%,in people
45 to 64 years of age and 50% for people over
65 years old [23].

The data obtained by us are confirmed by
numerous studies that showed that advanced age
is associated with a higher prevalence of
osteoarthritis because aging adversely affects the
joint's capacity to defend against biomechanical
stress [1,5,22,24].

In our study, analyzing the group according to
sex, we found an increased prevalence of
osteoarthritis in females.

This may be due to hormonal differences
between men and women [25].
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It was shown that estrogen can have a
beneficial effect on cartilage even; therefore, the
decrease in estrogen during menopause
represents an increased risk factor for developing
osteoarthritis [26].

Other factors predisposing development of
coxarthrosis in women are represented by the
slightly different anatomy and kinematics of the
hip joint in women compared to men [27-29].

Rural residents are more likely to acquire
osteoarthritis than urban residents due to the
increased physical demands of rural employment.
In our study, the increased frequency of patients
from rural areas (60.41%) is explained by their
high physical activity and agricultural labor [30].

The fact that repetitive, over-stressing
movements have a negative biomechanical
impact on the hip joint demonstrates how work
and physical effort increase the risk of OA,
explaining the difference in the frequency of
osteoarthritis amongst rural and urban
environments.

Furthermore, the lack of access to adequate
healthcare and preventive measures in rural areas
may contribute to a higher frequency of
osteoarthritis among rural residents [4,31-33].

Obesity is a major risk factor for OA due to
the detrimental effects of excess weight and
mechanical strain on the hip joint [34].

In the study group, we found that obese
patients had more severe radiological
abnormalities, substantial functional impotence,
and advanced stages of coxarthrosis than normal
weight patients.

Other studies have validated that a 5-unit rise
in BMI increases the incidence of hip
osteoarthritis by 11%.

Obesity has also been proven to hasten the
progression of osteoarthritis by raising
inflammation and cartilage damage in the joints.

These findings emphasize the importance of
weight management in preventing and treating
hip osteoarthritis. [4,35,36].

The treatment of choice for the studied group
was total hip arthroplasty, a treatment by which
the elements forming the hip joint, specifically
the femoral head and the damaged acetabulum,
were replaced with metal, plastic or ceramic
components. 2 types of prostheses were used for
hip endoprosthesis: total cemented (TCP) and
non-cemented (TNCP) prostheses. TCP uses
polymethyl methacrylate (PMMA) which is like
a cement that ensures the fixation between the
bone and the prosthesis, instead TNCP has porous
surfaces in which the bone simply grows after
implantation and is fixed without cement [37].

Total arthroplasty has been used in the
following cases: femoral neck fracture in young
people, advanced primary and secondary
coxarthrosis (femoral head fractures, rheumatoid
arthritis, congenital dislocation of hip) [38-40].

Total and hemi hip-arthroplasty (partial or
bipolar prosthesis) are two surgical treatments for
hip fractures associated with coxarthrosis in use
today [41].

Hemi-arthroplasty only replaces the femoral
head and neck, with the acetabular cavity
remaining as such.

Hip hemi-arthroplasty is the recommended
option for elderly population with reduced
mobility due to the low risk of dislocation
[39,42].

Our study showed an increase of hip
arthroplasties between 2014 and 2019, which is
likely to continue to grow in the coming years due
to demographic changes, increased obesity,
improved long-term outcomes of arthroplasty,
and more active lifestyles of elderly people.

Additionally, advancements in surgical
techniques and technology have also contributed
to the rising trend in hip arthroplasties.

As the population continues to age, the
demand for hip replacement surgeries is expected
to grow further [43].

Conclusions

This clinical-statistical study on hip OA in
Mehedinti County revealed a higher incidence of
the disease in older adults (71-80 years old),
women, obese individuals, and those who reside
in rural areas.

For advanced cases of coxarthrosis, total hip
replacement is the recommended course of
action., as it offers a notable increase in life
quality, a recovery of joint mobility, a major
reduction in hip pain, and the ability to resume
daily activities.

Hip OA is expected to significantly impact
global health systems, so preventative measures
and effective treatment strategies must be put into
place for early diagnosis and tratement for
improving outcomes and reducing healthcare
costs.

Acknowledgments

This study is part of the PhD thesis of Anton
Tiberiu Paraliov from the University of Medicine
and Pharmacy of Craiova, Romania.

Conflict of interests
None to declare

10.12865/CHSJ.50.02.10

253



Anton Tiberiu Paraliov et al. - Hip Osteoarthritis - Clinical-Statistical Study and Surgical Treatment

References

1.

10.

11.

12.

13.

14.

15.

16.

Murphy NJ, Eyles JP, Hunter DJ. Hip
Osteoarthritis: Etiopathogenesis and Implications
for Management. Adv Ther, 2016, 33(11):1921-
1946.

Palazzo C, Nguyen C, Lefevre-Colau MM, Rannou
F, Poiraudeau S. Risk factors and burden of
osteoarthritis. Ann Phys Rehabil Med, 2016,
59(3):134-138.

De Angelis G, Chen Y. Obesity among women may
increase the risk of arthritis: observations from the
Canadian Community Health Survey, 2007-2008.
Rheumatol Int, 2013, 33(9):2249-2253.

Croft P, Cooper C, Wickham C, Coggon D.
Osteoarthritis of the hip and occupational activity.
Scand J Work Environ Health. 1992, 18(1):59-63.
Chaganti RK, Lane NE. Risk factors for incident
osteoarthritis of the hip and knee. Curr Rev
Musculoskelet Med, 2011, 4(3):99-104.

Moss AS, Murphy LB, Helmick CG, Schwartz TA,
Barbour KE, Renner JB, Kalsbeek W, Jordan JM.
Annual incidence rates of hip symptoms and three
hip OA outcomes from a U.S. population-based
cohort study: the Johnston County Osteoarthritis
Project. Osteoarthritis Cartilage, 2016, 24(9):1518-
1527.

Cross M, Smith E, Hoy D, Nolte S, Ackerman |,
Fransen M, Bridgett L, Williams S, Guillemin F, Hill
CL, Laslett LL, Jones G, Cicuttini F, Osborne R,
Vos T, Buchbinder R, Woolf A, March L. The global
burden of hip and knee osteoarthritis: estimates
from the global burden of disease 2010 study. Ann
Rheum Dis. 2014, 73(7):1323-1330.

Arslan IG, Damen J, de Wilde M, van den Driest JJ,
Bindels PJE, van der Lei J, Bierma-Zeinstra SMA,
Schiphof D. Estimating incidence and prevalence
of hip osteoarthritis using electronic health records:
a population-based cohort study. Osteoarthritis
Cartilage. 2022, 30(6):843-851.

Palazzo C, Ravaud JF, Papelard A, Ravaud P,
Poiraudeau S. The burden of musculoskeletal
conditions. PLoS One. 2014, 9(3):e90633.

Odding E, Valkenburg HA, Algra D,
Vandenouweland FA, Grobbee DE, Hofman A.
Associations of radiological osteoarthritis of the hip
and knee with locomotor disability in the Rotterdam
Study. Ann Rheum Dis. 1998, 57(4):203-208.
Walsh PJ, Walz DM. Imaging of Osteoarthritis of
the Hip. Radiol Clin North Am. 2022, 60(4):617-
628.

Lim SJ, Park YS. Plain Radiography of the Hip: A
Review of Radiographic Techniques and Image
Features. Hip Pelvis. 2015, 27(3):125-134.
Terjesen T, Gunderson RB. Radiographic
evaluation of osteoarthritis of the hip: an inter-
observer study of 61 hips treated for late-detected
developmental hip dislocation. Acta Orthop. 2012,
83(2):185-189.

Kohn MD, Sassoon AA, Fernando ND.
Classifications in  Brief:  Kellgren-Lawrence
Classification of Osteoarthritis. Clin Orthop Relat
Res. 2016, 474(8):1886-1893.

Park JH, Lee JS, Lee SJ, Kim YH. Low prevalence
of radiographic hip osteoarthritis and its
discordance with hip pain: A nationwide study in
Korea. Geriatr Gerontol Int. 2021, 21(1):20-26.
Hunter DJ, Bierma-Zeinstra S. Osteoarthritis.
Lancet, 2019, 393(10182):1745-1759.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

Hunter DJ, March L, Chew M. Osteoarthritis in 2020
and beyond: a Lancet Commission. Lancet, 2020,
396(10264):1711-1712.

Salaffi F, Carotti M, Stancati A, Grassi W. Health-
related quality of life in older adults with
symptomatic hip and knee osteoarthritis: a
comparison with matched healthy controls. Aging
Clin Exp Res, 2005, 17(4):255-263.

Learmonth ID, Young C, Rorabeck C. The
operation of the century: total hip replacement.
Lancet. 2007, 370(9597):1508-1519.

Li Y, Wei X, Zhou J, Wei L. The age-related
changes in cartilage and osteoarthritis. Biomed
Res Int. 2013, 2013:916530.

Shane Anderson A, Loeser RF. Why s
osteoarthritis an age-related disease? Best Pract
Res Clin Rheumatol. 2010, 24(1):15-26.

Centers for Disease Control and Prevention (CDC).
Prevalence of doctor-diagnosed arthritis and
arthritis-attributable activity limitation - United
States, 2007-2009. MMWR Morb Mortal Wkly Rep.
2010, 59(39):1261-1265.

Zhang Y, Jordan JM. Epidemiology of
osteoarthritis. Clin Geriatr Med. 2010, 26(3):355-
369.

Blanco FJ, Silva-Diaz M, Quevedo Vila V, Seoane-
Mato D, Pérez Ruiz F, Juan-Mas A, Pego-Reigosa
JM, Narvaez J, Quilis N, Cortés R, Romero Pérez
A, Fabregas Canales D, Font Gaya T, Bordoy
Ferrer C, Sanchez-Piedra C, Diaz-Gonzélez F,
Bustabad-Reyes S; EPISER2016 Project Working
Group. Prevalence of symptomatic osteoarthritis in
Spain: EPISER2016 study. Reumatol Clin (Engl
Ed). 202, 17(8):461-470.

Wiluka AE, Cicuttini FM, Spector TD. Menopause,
oestrogens and arthritis. Maturitas. 2000,
35(3):183-199.

Hame SL, Alexander RA. Knee osteoarthritis in
women. Curr Rev Musculoskelet Med. 2013,
6(2):182-187.

Theis KA, Helmick CG, Hootman JM. Arthritis
burden and impact are greater among U.S. women
than men: intervention opportunities. J Womens
Health (Larchmt). 2007, 16(4):441-453.

Arden NK, Lane NE, Parimi N, Javaid KM, Lui LY,
Hochberg MC, Nevitt M. Defining incident
radiographic hip osteoarthritis for epidemiologic
studies in women. Arthrits Rheum. 2009,
60(4):1052-1059.

Grubber JM, Callahan LF, Helmick CG, Zack MM,
Pollard RA. Prevalence of radiographic hip and
knee osteoarthritis by place of residence. J
Rheumatol. 1998;25(5):959-963.

Cirillo DJ, Wallace RB, Wu L, Yood RA. Effect of
hormone therapy on risk of hip and knee joint
replacement in the Women's Health Initiative.
Arthritis Rheum. 2006, 54(10):3194-3204.

Jordan JM, Linder GF, Renner JB, Fryer JG. The
impact of arthritis in rural populations. Arthritis Care
Res. 1995, 8(4):242-250.

Kim C, Linsenmeyer KD, Vlad SC, Guermazi A,
Clancy MM, Niu J, Felson DT. Prevalence of
radiographic and symptomatic hip osteoarthritis in
an urban United States community: the
Framingham  osteoarthritis  study.  Arthritis
Rheumatol. 2014, 66(11):3013-3017.

Magliano M. Obesity and arthritis. Menopause Int.
2008, 14(4):149-154.

254

10.12865/CHSJ.50.02.10



Current Health Sciences Journal

Vol. 50, No. 2, 2024 April-June

34.Reyes C, Leyland KM, Peat G, Cooper C, Arden
NK, Prieto-Alhambra D. Association Between
Overweight and Obesity and Risk of Clinically
Diagnosed Knee, Hip, and Hand Osteoarthritis: A
Population-Based Cohort  Study.  Arthritis
Rheumatol. 2016, 68(8):1869-1875.

35.Jiang L, Rong J, Wang Y, Hu F, Bao C, Li X, Zhao
Y. The relationship between body mass index and
hip osteoarthritis: a systematic review and meta-
analysis. Joint Bone Spine. 2011, 78(2):150-155.

36.Varacallo M, Luo TD, Johanson NA. Total Hip
Arthroplasty Techniques. 2022 May 1. In:
StatPearls [Internet]. Treasure Island (FL):
StatPearls Publishing, 2022.

37.Rogmark C, Leonardsson O. Hip arthroplasty for
the treatment of displaced fractures of the femoral
neck in elderly patients. Bone Joint J. 2016, 98-
B(3):291-297.

38. Niculescu D. Anusca D, Grecu D. Endoprotezarea
soldului - Principii, indicatii, tehnica chirurgicala,
conduita postoperatorie, Med. Mod. IX, 2002, 7,
353-358.

39. Hines JT, Jo WL, Cui Q, Mont MA, Koo KH, Cheng
EY, Goodman SB, Ha YC, Hernigou P, Jones LC,
Kim SY, Sakai T, Sugano N, Yamamoto T, Lee MS,
Zhao D, Drescher W, Kim TY, Lee YK, Yoon BH,
Baek SH, Ando W, Kim HS, Park JW.
Osteonecrosis of the Femoral Head: an Updated
Review of ARCO on Pathogenesis, Staging and
Treatment. J Korean Med Sci. 2021, 36(24):e177.

40. HEALTH Investigators, Bhandari M, Einhorn TA,
Guyatt G, Schemitsch EH, Zura RD, Sprague S,
Frihagen F, Guerra-Farfan E, Kleinlugtenbelt YV,
Poolman RW, Rangan A, Bzovsky S, Heels-
Ansdell D, Thabane L, Walter SD, Devereaux PJ.
Total Hip Arthroplasty or Hemiarthroplasty for Hip
Fracture. N Engl J Med. 2019, 381(23):2199-2208.

41. Robertson GA, Wood AM. Hip hemi-arthroplasty for
neck of femur fracture: What is the current
evidence? World J Orthop. 2018, 9(11):235-244.

42.0Otten R, van Roermund PM, Picavet HS. Trends in
the number of knee and hip arthroplasties:
considerably more knee and hip prostheses due to
osteoarthritis in 2030. Ned Tijdschr Geneeskd.
2010, 2010:154:A1534.

Corresponding Authors: Monica Mihaela lacov-Craitoiu, Department of Prosthetic Dentistry,
University of Medicine and Pharmacy of Craiova, e-mail: monica.craitoiu@umfcv.ro

Anton Tiberiu Paraliov, PhD Student, Department of Histology,
University of Medicine and Pharmacy of Craiova,
Department of Orthopedics, Emergency County Hospital Drobeta Turnu Severin, Mehedinti, Romania,
e-mail: paraliovtiberiu@gmail.com

10.12865/CHSJ.50.02.10

255


mailto:monica.craitoiu@umfcv.ro

