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�� HIP

Primary total hip arthroplasty outcomes 
in octogenarians

Aims
As our population ages, the number of octogenarians who will require a total hip arthro-
plasty (THA) rises. In a value-based system where operative outcomes are linked to hospital 
payments, it is necessary to assess the outcomes in this population. The purpose of this study 
was to compare outcomes of elective, primary THA in patients ≥ 80 years old to those aged 
< 80.

Methods
A retrospective review of 10,251 consecutive THA cases from 2011 to 2019 was conducted. 
Patient-reported outcome (PRO) scores (Hip disability and Osteoarthritis Outcome Score 
(HOOS)), as well as demographic, readmission, and complication data, were collected.

Results
On average, the younger cohort (YC, n = 10,251) was a mean 61.60 years old (SD 10.71), 
while the older cohort (OC, n = 609) was 84.25 years old (SD 3.02) (p < 0.001). The OC had 
greater surgical risk based on their higher mean American Society of Anesthesiologists (ASA) 
scores (2.74 (SD 0.63) vs 2.30 (SD 0.63); p < 0.001) and Charlson Comorbidity Index (CCI) 
scores (6.26 (SD 1.71) vs 3.87 (SD 1.98); p < 0.001). While the OC stayed in the hospital 
longer than the YC (mean 3.5 vs 2.5 days; p < 0.001), there were no differences in 90-day 
emergency visits (p = 0.083), myocardial infarctions (p = 0.993), periprosthetic joint infec-
tions (p = 0.214), dislocations (p = 0.993), or aseptic failure (p = 0.993). The YC was more 
likely to be readmitted within 90 days (3.88% vs 2.18%, Β = 0.57; p = 0.048). There were no 
observed differences in 12-week (p = 0.518) or one-year (p = 0.511) HOOS scores.

Conclusion
Although patients ≥ 80 years old have a greater number of comorbidities than younger 
patients, they had equivalent perioperative complication rates and PRO scores. This study 
demonstrates the safety and success of elective THA in octogenarians.

Cite this article: Bone Jt Open 2021;2-7:535–539.

Keywords:  Total hip arthroplasty, Octogenarian, Complications, Patient reported outcomes, THA, HOOS, CCI

Introduction
Total hip arthroplasty (THA) is considered the 
gold standard for the treatment of degener-
ative joint disease (DJD).1 The success of this 
procedure has been defined by favourable 
patient-related outcomes, as well as low 
morbidity and mortality rates.1,2 Due to the 
efficacy of THA, it has earned the title, “oper-
ation of the century”.2

In the USA, the number of THAs 
performed is expected to increase 174% 
by the year 2030.3 As the number of THAs 
increase, there is a concurrent increase in 
the number of patients ≥ 80 years old who 
will receive a THA. This subsection of the 

population (individuals ≥ 80 years old) is 
the most rapidly expanding group in devel-
oping countries.4 This fact, combined with 
improvements in anaesthetic/surgical tech-
nique, blood management, and postoper-
ative opioid-sparing pain pathways, makes 
THA in this patient population increasingly 
successful.5-8 In a value-based healthcare 
system where insurance companies and the 
Center for Medicare and Medicaid (CMS) link 
operative outcomes to hospital payment, it is 
imperative for hospitals to improve outcomes 
in order to stay financially solvent.9-12 With 
increased surgical risk associated with age, 
especially those older than 80, it is necessary 
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to assess the outcomes of patients in this age cohort who 
undergo THA.

The purpose of this study is to evaluate and compare 
both patient-related outcomes and operative outcomes of 
patients ≥ 80 years old who underwent elective, primary 
THA to a younger cohort of patients < 80 years old.

Methods
After receiving approval from the Institutional Review 
Board (IRB), a retrospective review of 10,860 consec-
utive elective, primary THAs was conducted at a single 
academic medical institution from January 2011 to May 
2019. These cases were identified using the Current 
Procedure Terminology (CPT) code 27130. All cases 
were then manually reviewed and those with a primary 
diagnosis that denoted a fracture were excluded from 
this study. Our institution’s electronic medical records 
(EMR) system was used to screen for International Clas-
sification of Disease codes (ICD) to identify any cause of 
a 90-day postoperative complications including myocar-
dial infarction (ICD-10: I21.9; ICD-9: 410.90), peripros-
thetic joint infection (ICD-10: T84.50XA; ICD-9: 996.66), 
dislocation (ICD-10: M24.4; ICD-9: 835), aseptic failure 
(ICD-10: T84.03; ICD-9: 996.41), and mortality (ICD-10: 
R99; ICD-9: 799.9). All cases were then manually chart-
reviewed to ensure the accuracy of the data. It should 
be noted that all patients who had a 90-day complica-
tion and returned to our hospital have the incidence 
noted within the EMR. The 90-day postoperative emer-
gency department (ED) and non-emergency depart-
ment (non-ED) readmission were also noted. Pre- and 
postoperative patient-reported outcomes (PRO) scores, 
including the Hip disability and Osteoarthritis Outcome 
Score (HOOS),13 and their change in improvements (Δ) 
at 12 weeks and one year postoperatively were collected. 
We also collected patient demographic data including 
age, BMI, American Society of Anesthesiologists (ASA) 
score,14 Charlson Comorbidity Index (CCI),15 sex, and 
race. Patients were divided into cohorts based on their 
age. Those who were 80 years old or older at the time of 
surgery were placed in the older cohort (OC) while those 
younger than 80 were placed in the younger cohort (YC).
Patient profile.  The YC consisted of 10,251 patients 
with a mean age of 61.60 years (standard deviation (SD) 
10.71). The OC had 609 patients with a mean of 84.25 
years (SD 3.02). The OC had a statistically greater surgical 
risk than the YC as defined by a higher mean ASA score 
for physical status (2.74 (SD 0.63) vs 2.30 (SD 0.63); p 
< 0.001, independent-samples t-test) and a higher mean 
CCI score (6.26 (SD 1.71) vs 3.87 (SD 1.98); p < 0.001, 
independent-samples t-test) (Table I). Only 19.5% of pa-
tients (2,001) in the YC had an ASA grade of 3 or greater 
while 39.9% of patients (243) in the OC either met or 
surpassed this threshold. There was also a significant dif-
ference between the cohorts in regard to sex, with the 

OC consisting of more female patients compared to the 
YC (67.6% (412) vs 55.2% (5,663); p < 0.001, chi-squared 
test) (Table  I). There was also a significant difference in 
race between cohorts, but no significant difference be-
tween BMI (Table I).
Statistical analysis.  Descriptive statistics were reported 
as mean and SD for continuous variables while categori-
cal variables were recorded as counts (%). Independent-
samples, two-tailed t-tests were performed to compare 
the means of continuous data, such as patient demo-
graphic data, while chi-squared tests were used for cat-
egorical data, including revision rates. Multivariate linear 
regression analysis was used to account for demographic 
differences such as race and sex, when assessing the dif-
ferences in dependent variables between the two groups. 
ASA and CCI were not controlled for due to the fact that 
age is factored into these scores. All statistical analyses 
were performed using SPSS v. 25 (IBM, USA). A cutoff 
p-value less than 0.05 was considered to be statistically 
significant.

Results
After controlling for sex and race, the OC had a signifi-
cantly longer length of stay (LOS) when compared to 
the YC (3.5 vs 2.5 days; p < 0.001, multivariate regres-
sion analysi). In comparison to the OC, patients in the 
YC were more often discharged within 24 hours after 
the operation (9.4% (963 patients) vs 0% (0 patients)), 
between 24 and 48 hours postoperatively (26.9% (2,757 
patients) vs 15.9% (96 patients)), and between 48 and 72 
hours postoperatively (28.9% (2,962 patients) vs 25.1% 
(153 patients)). Contrarily, the OC more often stayed 72 

Table I. Demographic data.

Variable < 80 (n = 10,251) ≥ 80 (n = 609) p-value

Mean age, yrs (SD) 61.60 (10.71) 84.25 (3.02) < 0.001*

Sex, n (%) < 0.001†

Male 4,588 (44.8) 197 (32.3)

Female 5,663 (55.2) 412 (67.6)

Mean BMI, kg/m2 (SD) 29.74 (49.51) 26.89 (4.39) 0.175*

Race, n (%) < 0.001†

White 7,695 (75.1) 535 (87.8)

Black 1,239 (12.1) 19 (3.2)

Asian 192 (1.9) 5 (0.8)

Other 1,125 (10.9) 50 (8.2)

Mean ASA grade 
(SD)

< 0.001†

1 363 (3.5) 4 (0.6)

2 3,556 (34.7) 121 (19.8)

3 1,888 (18.4) 209 (34.3)

4 113 (1.1) 34 (5.6)

Mean CCI score 
(SD)

3.87 (1.98) 6.26 (1.71) < 0.001*

*Independent-samples t-test.
†Chi-squared test.
ASA, American Society of Anesthesiologists; CCI, Charlson Comorbidity 
Index; SD, standard deviation.



VOL. 2, NO. 7, JULY 2021

PRIMARY TOTAL HIP ARTHROPLASTY OUTCOMES IN OCTOGENARIANS 537

hours or longer in the hospital postoperatively (60.0% 
vs 34.8%). Patients in the YC cohort were more often 
discharged to their home (96.6% vs 87.8%; p < 0.001, 
multivariate regression analysis). However, the OC more 
often was discharged to skilled nursing facilities (9.3% 
vs 2.6%: p < 0.001, multivariate regression analysis) and 
rehabilitation centres (2.5% vs 0.7%; p < 0.001, multi-
variate regression analysis). However, when comparing 
90-day readmissions using regression modelling, the YC 
had a significantly higher rate of readmissions (3.88% 
vs 2.18%; p = 0.048) (Table  II). For all other clinical 
outcomes, such as 90-day ED visits, 90-day myocardial 
infarction (MI), 90-day periprosthetic joint infection (PJI), 
90-day dislocation, and 90-day aseptic loosening, there 
was no statistically significant difference between the two 
cohorts (Table  II). Examination of clinical outcomes in 
each study year separately (e.g. only 2016) also showed 
that there was no significant difference in postoperative 
complication between cohorts. The initial regression 
models did not include ASA as a variable because it has 
been shown that the anaesthesiologist often gives higher 
ASA scores to older patients. However, in a subanalysis 
we included ASA in the models. We found that these 
models had similar results to the previous models with 
the OC less likely to be readmitted within 90 days (p = 
0.029) than the YC but statistically similar 90-day ED visit 
(p = 0.746), 90-day MI (p = 0.993); 90-day PJI p = 0.102); 
90-day dislocation (p = 0.993), and 90-day aseptic loos-
ening (p = 0.994, all multivariate regression analysis) risk 
between the two groups.

Additionally, when controlling for demographic 
disparities, there was no significant difference between 
PRO scores between the YC and OC (Table  III). Preop-
erative, 12-week, and one-year HOOSs were evaluated, 
as well as 12-week and one-year Forgotten Joint Score 
(FJS)-12.16 Mean preoperative HOOS score for the YC was 
50.75, while the mean score for the OC was 51.12 (p = 
0.956) (Table III). Preoperatively 25.2% of the YC (2,583 
patients) and 17.6% of the OC (107 patients) responded 
to the HOOS survey. Average 12-week and one-year 
scores for the YC and OC were 79.04 and 80.73 (p = 

0.518), and 85.75 and 85.32 (p = 0.511), respectively. The 
HOOS 12-week follow-up rate for the YC was 86% while 
it was 76% for the OC. At one year the follow-up rate of 
the YC dropped to 69% and 63% for the OC. The change 
in HOOS scores (ΔHOOS) were also similar between 
each group (Table IV). When a subanalysis using models 
that included ASA was performed, the results remained 
consistent with the inital models.

Discussion
As the population continues to age a greater number 
of patients older than 80 will require a THA. However, 
there are concerns about operating on this subsection 
of the population. Advanced age serves as a potential 
risk factor for perioperative and postoperative complica-
tions.17,18 While smaller studies of this population, such as 
by Murphy et al,17 have shown similar THA outcomes in 
comparison to the younger cohort, those older than 80 
were at 2.87 times greater odds of having a postopera-
tive medical complication and 3.49 times more likely to 
experience mortality. These increased odds are not only 
concerning for patients, but also for hospital systems as 
well. In a patient outcome-centred healthcare system, the 
CMS links operative outcomes to hospital payments.17,19 It 
is therefore necessary to examine outcomes in this popu-
lation to determine if THA is advantageous to the patient 
as well as the hospital.

When controlling for differences in demographic data, 
the older cohort was found to stay in the hospital for one 
day longer than the younger cohort (3.5 vs 2.5 days; p 
< 0.001, multivariate regression analysis). While it is well 
known that advanced age is associated with longer LOS, 
some studies have also shown that increasing age is 
associated with higher in-hospital complication rates.20,21 

Table II. Regression analysis of clinical outcomes.

Outcome < 80 yrs ≥ 80 yrs B p-value

Mean LOS, hrs (SD) 60.82 (42.29) 85.33 (55.27) 24.75 < 0.001

90-day ED admissions 1.135% 2.010% -0.54 0.083

90-day readmission 3.881% 2.181% 0.57 0.048

90-day MI 0.010% 0.000% 11.55 0.993

90-day PJI 0.856% 0.329% 0.89 0.214

90-day dislocation 0.137% 0.000% 14.49 0.993

90-day aseptic 
loosening

0.000% 0.000% 12.64 0.993

90-day mortality 0.020% 0.329% -3.7 0.001

ED, emergency department; LOS, length of stay; MI, myocardial 
infarction; PJI, periprosthetic joint infection; SD, standard deviation.

Table III. Regression analysis of patient-reported outcome scores.

Mean outcome 
score (SD) < 80 yrs ≥ 80 yrs B p-value

HOOS Pre-Op 50.75 (13.49) 51.12 (13.57) -0.076 0.956

HOOS 12 week 79.04 (14.47) 80.73 (12.84) 1.09 0.518

HOOS 1 year 85.75 (15.23) 85.32 (15.21) -1.3 0.511

FJS 12 week 50.23 (29.54) 55.85 (26.29) 4.836 0.367

FJS 1 year 64.93 (28.70) 72.21 (26.44) 5.473 0.258

FJS, Forgotten Joint Score; HOOS, Hip disability and Osteoarthritis 
Outcome Score; SD, standard deviation.

Table IV. Regression analysis of Δpatient-reported outcome scores.

Mean outcome score 
(SD) < 80 yrs > 80 yrs B p-value

HOOS Pre-op to 12 weeks 50.75 (13.49) 51.12 (13.57) -1.387 0.509

HOOS Pre-op to 1 year 79.04 (14.47) 80.73 (12.84) -3.461 0.152

HOOS 12 weeks to 1 year 85.75 (15.23) 85.32 (15.21) -1.532 0.413

FJS 12 weeks to 1 year 50.23 (29.54) 55.85 (26.29) -1.217 0.840

FJS, Forgotten Joint Score; HOOS, Hip disability and Osteoarthritis 
Outcome Score; SD, standard deviation.
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However, there are relatively few studies examining the 
effects of age on complications once the patient leaves 
the hospital. Our results showed that the YC was read-
mitted within 90 days of their operation more often than 
the OC (3.88% vs 2.01%, OR 1.77; CI 1.01 to 3.10; p = 
0.048, binary logistic regression analysis). Yet, among 
serious complications and reasons for readmission, we 
found no difference in myocardial infarctions, peripros-
thetic joint infections, dislocation, or aseptic failure 
rates. When Avram et al22 examined 4,288 arthroplasty 
patients, they found that, aside from septic complica-
tions, patients were often readmitted for reasons not 
necessarily related to the procedure itself, but for medical 
reasons such as hypotension and anaemia. The discrep-
ancy in the readmission rates between the OC and YC 
could therefore potentially be attributed to the fact that 
young age has been associated with poorer outcomes 
and more persistent post-THA pain.23,24 The lack of differ-
ence in serious complications also helps to explain why 
we found no difference in 90-day ED rates. There was 
however a higher likelihood that a patient ≥ 80 would pass 
away within the first 90 days postoperatively (0.329% vs 
0.020%, OR 0.025; CI 0.003 to 0.221; p = 0.001, binary 
logistic regression analysis). The cause of death for the 
two patients in the OC were a systolic cardiac arrest and 
sepsis. The cause of death for the two patients in the YC 
were not listed within our EMR. However, both of these 
rates are significantly lower than average 90-day post-THA 
mortality rates which range from 0.46% to 0.65% in the 
literature.25,26

While young age has been associated with greater 
postoperative pain, our results showed that age did not 
affect PRO scores. HOOS is a patient-reported outcome 
measure (PROM) specifically used to evaluate symptoms 
and functional limitations of patients suffering from hip 
dysfunction.13 When examining this hip-specific PROM 
between the YC and the OC, we found that both groups 
had similar scores and related disabilities at 12 weeks 
and one year postoperatively. Additionally, we found 
that patients in both groups had similar changes in 
improvement from their preoperative to 12-week scores 
(p = 0.509, multivariate regression analysis), preopera-
tive to one-year scores (p = 0.152), as well as from their 
12-week to one-year scores (p = 0.840). It follows that 
older patients experience the same improvement and 
have similar hip functionality to their younger counter-
parts after THA.

Improvements in anaesthetic/surgical technique, 
blood management, and postoperative pain manage-
ment have made THA in older patients increasingly 
feasible.5-8 Our results show that older patients achieve 
similar outcomes to their younger peers receiving THA 
due to these improved surgical protocols. The decision 
of whether to operate on a patient should not solely rely 
on age or surgical risk indexes such as ASA or CCI scores. 

Rather, surgical risk indexes should be used to determine 
the right surgical perioperative optimization protocols for 
a patient, and not only assess postoperative outcomes.

This study has several limitations that should be noted. 
First, this is a retrospective study which inherently has 
potential selection bias. In order to minimize this, we 
included a retrospective cohort of prospective, consec-
utive cases over a nine-year study period. Second, since 
this study was performed over a nineyear period, pre-, 
post-, and perioperative protocols have changed which 
could have altered the results. However, by including 
consecutive cases we were able to reduce this effect as 
protocols would have changed equally between the YC 
and OC since there were no specific protocols for one 
group. Additionally, we acknowledge the relatively low 
number of patients in the OC, which may influence our 
study results. Since patients older than 80 years are less 
frequently operated on, our cohort sizes mirror these 
disparities.

In conclusion, while older patients are assumed to 
have greater operative risk, we found that octogenarians 
have similar complication rates and PROM improvement 
in comparison to their younger counterparts following 
elective primary THA. Therefore, our results support the 
safety and efficacy of elective primary THA for treatment 
of DJD in the elderly.

Take home message
- - Although patients aged ≥ 80 years old have a greater 

number of comorbidities than younger patients, they had 
equivalent perioperative complication rates and patient-

reported outcome scores.
- - This study demonstrates the safety and success of elective total hip 

arthroplasty in octogenarians.

References
	1.	 Jenkins PJ, Clement ND, Hamilton DF, Gaston P, Patton JT, Howie CR. 

Predicting the cost-effectiveness of total hip and knee replacement: a health 
economic analysis. Bone Joint J. 2013;95-B(1):115–121.

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

	3.	 Sloan M, Premkumar A, Sheth NP. Projected volume of primary 
total joint arthroplasty in the U.S., 2014 to 2030. J Bone Joint Surg Am. 
2018;100-A(17):1455–1460. 

	4.	 Christensen K, Doblhammer G, Rau R, Vaupel JW. Ageing populations: the 
challenges ahead. Lancet. 2009;374(9696):1196–1208.

	5.	 Khan SK, Malviya A, Muller SD, et  al. Reduced short-term complications and 
mortality following enhanced recovery primary hip and knee arthroplasty: results from 
6,000 consecutive procedures. Acta Orthop. 2014;85(1):26–31.

	6.	 Berger RA, Sanders SA, Thill ES, Sporer SM, Della Valle C. Newer anesthesia 
and rehabilitation protocols enable outpatient hip replacement in selected patients. 
Clin Orthop Relat Res. 2009;467(6):1424–1430.

	7.	 Saucedo JM, Marecek GS, Wanke TR, Lee J, Stulberg SD, Puri L. 
Understanding readmission after primary total hip and knee arthroplasty: who's at 
risk? J Arthroplasty. 2014;29(2):256–260.

	8.	 Sher A, Keswani A, Yao D-H, Anderson M, Koenig K, Moucha CS. Predictors 
of same-day discharge in primary total joint arthroplasty patients and risk factors for 
post-discharge complications. J Arthroplasty. 2017;32(9S):S150–S156.e1.

	9.	 Siddiqi A, White PB, Mistry JB, et al. Effect of bundled payments and health care 
reform as alternative payment models in total joint arthroplasty: a clinical review. J 
Arthroplasty. 2017;32(8):2590–2597.

	10.	 Bosco JA, Harty JH, Iorio R. Bundled payment arrangements: keys to success. J 
Am Acad Orthop Surg. 2018;26(23):817–822.



VOL. 2, NO. 7, JULY 2021

PRIMARY TOTAL HIP ARTHROPLASTY OUTCOMES IN OCTOGENARIANS 539

	11.	 CMS innovation center. Comprehensive Care for Joint Replacement Model. 
https://​innovation.​cms.​gov/​innovation-​models/​cjr (date last accessed 8 June 2020).

	12.	 CMS innovation center. Bundled Payments for Care Improvement (BPCI) Initiative: 
General Information. https://​innovation.​cms.​gov/​innovation-​models/​bundled-​
payments (date last accessed 8 June 2020).

	13.	 Sundén A, Lidengren K, Roos EM, Lohmander LS, Ekvall Hansson E. Hip 
complaints differ across age and sex: a population-based reference data for the 
hip disability and osteoarthritis outcome score (HOOS). Health Qual Life Outcomes. 
2018;16(1):200.

	14.	 Saklad M. Grading of patients for surgical procedures. Anesthesiol. 
1941;2(5):281–284.

	15.	 Glasheen WP, Cordier T, Gumpina R, Haugh G, Davis J, Renda A. Charlson 
comorbidity index: ICD-9 update and ICD-10 translation. American Health & Drug 
benefits. ;12(4). n.d.

	16.	 Ladurner A, Giesinger K, Zdravkovic V, Behrend H. The forgotten joint score-12 
as a valuable patient-reported outcome measure for patients after first-time patellar 
dislocation. The knee. 2020;27(2). 

	17.	 Murphy Benjamin P d'S, Dowsey MM, Spelman T, Choong PFM. What is the 
impact of advancing age on the outcomes of total hip arthroplasty? J Arthroplasty. 
2018;33(4):1101–1107.

	18.	 Polanczyk CA, Marcantonio E, Goldman L, et al. Impact of age on perioperative 
complications and length of stay in patients undergoing noncardiac surgery. Ann 
Intern Med. 2001;134(8):637–643.

	19.	 Idrees JJ, Rosinski BF, Chen Q, et  al. Variation in medicare payments and 
reimbursement rates for hepatopancreatic surgery based on quality: Is there a 
financial incentive for High-Quality hospitals? J Am Coll Surg. 2018;227(2):212–222.

	20.	 Toh HJ, Lim ZY, Yap P, Tang T. Factors associated with prolonged length of stay in 
older patients. Singapore Med J. 2017;58(3):134–138.

	21.	 Fang M, Noiseux N, Linson E, Cram P. The effect of advancing age on total joint 
replacement outcomes. Geriatr Orthop Surg Rehabil. 2015;6(3):173–179.

	22.	 Avram V, Petruccelli D, Winemaker M, de Beer J. Total joint arthroplasty 
readmission rates and reasons for 30-day hospital readmission. J Arthroplasty. 
2014;29(3):465–468.

	23.	 Rustøen T, Wahl AK, Hanestad BR, Lerdal A, Paul S, Miaskowski C. Age 
and the experience of chronic pain: differences in health and quality of life among 
younger, middle-aged, and older adults. Clin J Pain. 2005;21(6):513–523.

	24.	 Skogö Nyvang J, Naili JE, Iversen MD, Broström EW, Hedström M. Younger 
age is associated with greater pain expression among patients with knee or hip 

osteoarthritis scheduled for a joint arthroplasty. BMC Musculoskelet Disord. 
2019;20(1):365.

	25.	 Berstock JR, Beswick AD, Lenguerrand E, Whitehouse MR, Blom AW. 
Mortality after total hip replacement surgery: a systematic review. Bone Jt Res. 
2014;3:175–182.

	26.	 Aynardi M, Pulido L, Parvizi J, Sharkey PF, Rothman RH. Early mortality after 
modern total hip arthroplasty. Clin Orthop Relat Res. 2009;467(1):213–218.

Author information:
�� S. G. Zak, BA, Clinical Research Fellow
�� K. Lygrisse, MD, Clinical Research Fellow
�� A. Tang, BS, Clinical Research Fellow
�� M. Meftah, MD, Associate Professor
�� W. J. Long, MD, FRCSC, Associate Professor
�� R. Schwarzkopf, MD, MSc, Associate Professor
Orthopedic Surgery, NYU Langone Orthopedic Center, New York, New York, USA.

Author contributions:
�� S. G. Zak: Project administration, Writing - original draft. 
�� K. Lygrisse: Writing - original draft, Writing - review & editing. 
�� A. Tang: Formal analysis. 
�� M. Meftah: Investigation. 
�� W. J. Long: Investigation.
�� R. Schwarzkopf: Investigation.

Funding statement:
�� No benefits in any form have been received or will be received from a commercial 
party related directly or indirectly to the subject of this article.

ICMJE COI statement:
�� R. S. Schwarzkopf reports consultancy payments and institutional grants from Smith 
& Nephew and Intellijoint, royalties from Smith & Nephew, and stock/stock options 
from Intellijoint, all unrelated to this study. M. Meftah reports consultancy payments 
from Intellijoint, royalties from Innomed, and stock/stock options from CAIRA 
Surgical, all unrelated to this study. W. J. Long reports consultancy payments from 
J&J, Micro Port, TJO, Think Surgical, and Aerobiotics, payment for lectures including 
service on speakers bureaus from Think Surgical, and royalties from Elsevier, J&J, 
Ortho Development, Micro Port, and TJO, all unrelated to this study.

Ethical review statement:
�� This study has obtained all required IRB approval at our institution (IRB number 17-
01223).

© 2021 Author(s) et al. This is an open-access article distributed under the terms of 
the Creative Commons Attribution Non-Commercial No Derivatives (CC BY-NC-ND 4.0) 
licence, which permits the copying and redistribution of the work only, and provided 
the original author and source are credited. See https://​creativecommons.​org/​licenses/​
by-​nc-​nd/​4.​0/

https://innovation.cms.gov/innovation-models/cjr
https://innovation.cms.gov/innovation-models/bundled-payments
https://innovation.cms.gov/innovation-models/bundled-payments
https://creativecommons.org/licenses/by-nc-nd/4.0/
https://creativecommons.org/licenses/by-nc-nd/4.0/

	Primary total hip arthroplasty outcomes in octogenarians
	Introduction
	Methods
	Results
	Discussion
	References
	Funding statement:


