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Abstract
Purpose Displaced femoral neck fractures (FNF) usually require surgical treatment with either a total hip arthroplasty (THA), 
unipolar hemiarthroplasty (U-HHA), or bipolar hemiarthroplasty (B-HHA). However, there is still controversy regarding 
the optimal implant. This network meta-analysis compared the outcomes and complication rates of THA versus B-HHA and 
versus U-HHA in elderly patients with FNF.
Material and methods This study was conducted according to the PRISMA extension statement for reporting of systematic 
reviews, and incorporated network meta-analyses of health care interventions. The literature search was performed in Sep-
tember 2020. All randomized clinical trials comparing two or more of the index surgical interventions for displaced FNF 
in the elderly were eligible for inclusion. For the Bayesian network meta-analysis, the standardized mean difference (SMD) 
and Log Odd Ratio (LOR) were used.
Results Data from 24 RCTs (2808 procedures) were analysed. The mean follow-up was 33.8 months. The THA group had 
the longest surgical time (SMD 85.74) and the greatest Harris Hip Score (SMD − 17.31). THA scored similarly in terms of 
mortality (LOR 3.89), but had lower rates of revision surgeries (LOR 2.24), higher rates of dislocations (LOR 2.60), and lower 
rates of acetabular erosion (LOR − 0.02). Cementless implants required a shorter surgical duration (− 18.05 min; P = 0.03). 
Mortality was positively associated with acetabular erosion (P = 0.006), female gender (P = 0.007), revision (P < 0.0001).
Conclusion THA led to the highest Harris Hip scores and lowest rate of revision surgery compared to B-HHA and U-HHA. 
However, B-HHA had the lowest dislocation rate when compared with U-HHA and THA. No significant differences in 
functional outcomes and complication rates were found between cemented and uncemented implants; however, a tendency 
for lower mortality, revision and dislocation rates in cemented implants was evidenced.
Level of evidence I, Bayesian network meta-analysis of RCTs.
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Introduction

Hip fractures are common in the elderly [1, 2]. Most of 
these fractures are a consequence of trauma and osteoporo-
sis [3, 4]. Annually, around 1.5 million hip fractures occur 
worldwide. These fractures are expected to increase to 
more than 6 million by 2050, given demographic changes 
and the increasing incidence in developing countries 
[5–7]. In the elderly, hip fractures may lead to significant 
mortality and morbidity, with impaired mobility and inher-
ent loss of independence [8–11]. Given their high inci-
dence and associated detrimental effects on patient lives, 
hip fractures are considered a global health and economic 
burden, with a cost of 13 billion US dollars per year [3].

Displaced and unstable femoral neck fractures (FNF) 
are most common, and require early surgical interven-
tion with either a total hip arthroplasty (THA), unipolar 
hemiarthroplasty (U-HHA), or bipolar hemiarthroplasty 
(B-HHA) [12–17]. Surgery in these patients is undertaken 
to facilitate nursing, and provide timely pain relief, rapid 
mobilization, and accelerated rehabilitation [18, 19].

HHA is the preferred treatment option for displaced 
FNF, as it is faster and leads to satisfactory function and 
performance in the elderly [20–23]. In HHA, surgeons can 
choose to use a unipolar or bipolar femoral head, using the 
latter to maximize the longevity of the implant. B-HHA 
uses an additional inner bearing between the stem and the 
femoral head to decrease the rate of acetabular erosion 
and protrusion by maintaining joint stability and improv-
ing joint function [24, 25]. Additionally, the surgeon 
can choose to use a press-fit or cemented femoral stem. 
Potential benefits of cemented stems are a reduced risk 
of periprosthetic fractures and improved bony fixation in 
elderly patients with osteoporosis and poor potential for 
bony ingrowth required in press-fit techniques [26, 27]. 
Possible disadvantages of cemented stems are the risks 
associated with increased surgical time and increased 
perioperative mortality from cardio-vascular complica-
tions [28, 29]. Furthermore, the cementing technique 
requires consistency and diligence to allow the cement 
mantle to cure appropriately and have the best chances 
for suitable longevity. Cement is at its strongest on the 
day of the operation, and the strength will only decrease 
with time and forces applied to the implant [30]. Implant-
specific advantages and disadvantages add to the variabil-
ity among orthopaedic surgeons’ choice of the implant to 
treat a displaced FNF. The use of bone cement has been 
associated with greater intraoperative morbidity; however, 
this can be reduced by intramedullary lavage and modern 
cementing techniques [31, 32]. Uncemented stems produce 
greater thigh pain and poorer overall function [33–35], 
contrary to cemented stems [36–38]. A Bayesian network 

meta-analysis was performed to compare the outcomes and 
complication rates of total hip arthroplasty versus bipolar 
hemiarthroplasty and versus unipolar hemiarthroplasty in 
the management of displaced femoral neck fractures in 
the elderly.

Material and methods

Search strategy

This Bayesian network meta-analysis was conducted accord-
ing to the PRISMA extension statement for reporting of 
systematic reviews incorporating network meta-analyses of 
health care interventions [39]. The PICO algorithm guided 
the preliminary search:

• P (population): displaced femoral neck fractures;
• I (intervention): hip arthroplasty;
• C (comparison): unipolar hemiarthroplasty, bipolar hemi-

arthroplasty, total arthroplasty;
• O (outcomes): hospitalization, surgical duration, Harris 

hip score, complications, mortality.

Data source and extraction

Two authors independently (**;**) accessed the main online 
databases in September 2020: PubMed, Google scholar, 
EMBASE, and Scopus. The following keywords were used 
in combination: hip, femoral, fractures, displaced, elderly, 
total, therapy, treatment, surgery, surgical, arthroplasty, 
replacement, prosthesis, hemiarthroplasty, unipolar, bipolar, 
complications, mortality, rate, death, survivorship, womac, 
harris hip, index, scale, score, revision, dislocations. The 
same authors independently performed the initial screening. 
If the title and abstract matched the topic, the full text of the 
article was analysed. A cross-reference of the bibliographies 
was also conducted. Disagreement was debated and resolved 
by a third author (MB).

Eligibility criteria

All randomized clinical trials (RCTs) comparing two or 
more surgical treatments between total arthroplasty, bipolar, 
or unipolar hemiarthroplasty for displaced femoral fractures 
were considered for inclusion. According to the authors’ 
language capabilities, articles in English, French, German, 
Italian, Portuguese and Spanish were eligible. Only studies 
with level I or II evidence according to the Oxford Centre 
of Evidence-Based Medicine [40] were eligible for analysis. 
Only articles with patients older than 60 years were consid-
ered for inclusion. Every type of implant, surgical approach, 
and incision length were considered for inclusion. Studies 
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evaluating navigation systems were included as well. Both 
cemented and uncemented implants were included. Studies 
concerning revision settings were excluded. Studies evalu-
ating the addition of adjuvants, such as stem cells, PRP, or 
any other substances, in these procedures were excluded. 
Reports, reviews, letters, comments, registry studies, and 
editorials were excluded. Animal, biomechanics, and cadav-
eric studies were excluded. Only studies which clearly stated 
the type of implant and reported the results in a separate 
fashion were included. Only articles reporting quantitative 
data on the outcomes of interest were considered for inclu-
sion. Incomplete data of the outcomes of interest warranted 
exclusion from this study. Disagreement between the authors 
were mutually debated and resolved by a third, senior author 
(**).

Outcomes of interest

Two authors independently (**;**) performed data extrac-
tion. Study specifics (author, year, type of study, follow-up 
term) and patients baseline demographic information were 
collected (number of procedures, mean age, gender). The 
outcomes of interest were: hospitalization length, surgical 
duration, Harris hip score, complications (acetabular ero-
sion, dislocations, revisions), and mortality.

Methodology quality assessment

The methodology quality assessment was performed by two 
authors (**;**) using the risk of bias summary from the 
Review Manager software (The Nordic Cochrane Collabo-
ration, Copenhagen). The biases evaluated in the analysis 
were: selection, detection, attrition, reporting, and other 
sources.

Statistical analysis

The statistical analyses were performed by one author (**). 
Baseline comparability was assessed through the IBM SPSS 
software. The analysis of variance (ANOVA) was used for 
analysis, with P values ≥ 0.5 considered satisfactory. The 
STATA Software/MP, Version 14.1 (StataCorporation, Col-
lege Station, Texas, USA) was used for the Bayesian network 
analyses, as per routine for Bayesian hierarchical random-
effects model analysis. The inverse variance method was 
used for the analysis of continuous and binary variables, 
with a standardized mean difference (STD) and Log Odd 
Ratio (LOR) effect measures. Confidence (CI) and percentile 
(PrI) intervals were set at 95%. The overall inconsistency 
was evaluated through the equation for global linearity via 
the Wald test. If the P value was > 0.5, the null hypothesis 
could not be rejected, and the consistency assumption could 
be accepted at the overall level of each treatment. Edge plot, 

interval plots, and funnel plots were used to evaluate the 
data. A multivariate analysis was performed to correlate 
baseline data and surgical outcomes. For analyses, multi-
ple pairwise correlations with the Pearson Product-Moment 
Correlation Coefficient (r) were performed. According to 
the Cauchy–Schwarz inequality, the final effect ranked 
between + 1 (positive linear correlation) and − 1 (negative 
linear correlation). Values of 0.1 <| r |< 0.3, 0.3 <| r |< 0.5, 
and | r |> 0.5 were considered to have small, medium, and 
moderate correlation, respectively. The test for overall sig-
nificance was performed through the χ2 test, with values of 
P > 0.05 considered statistically significant. For the statisti-
cally significant correlations, a linear regression analysis was 
performed, and Added-Variable plots were generated.

Results

Search result

The literature search resulted in 1511 articles, of which 221 
were RCTs. 79 articles were excluded because of duplica-
tion. Eleven articles were excluded because of language 
limitations, and 51 did not match the type of study. Another 
13 studies did not match the eligibility criteria. A total of 43 
articles were excluded because they did not report quantita-
tive data for the outcomes of interest. This left 24 RCTs to 

Fig. 1  Flow chart of the literature search
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analyse for the present study. The literature search results 
are shown in Fig. 1.

Methodological quality assessment

The risk of bias summary was a limitation of the present 
study given the inherent inclusion and exclusion criteria 
of each RCT. The risk of selection bias was low. The risk 
of detection bias was moderate, as many articles did not 
use any blinding. The risk of attrition, reporting, and other 
bias was low to moderate. Overall, the quality of the meth-
odological assessment was good. The Cochrane risk of bias 
summary is shown in Fig. 2.

Patient demographics

Data from 2808 procedures were retrieved. The mean fol-
low-up was 33.8 ± 34.3 months. The mean age of the patients 
at baseline was 77.2 ± 6.7 years, and 71% (1994 of 2808 
patients) were women. Between THA, U-HHA, and B-HHA 
cohorts, the ANOVA test found good baseline comparability 
in age (P = 0.8) and gender (P = 0.7). Patient demographic 
is shown in Table 1.

Network comparisons

The THA group had the longest surgical time (SMD 85.74; 
95% CI 79.62–91.85), while the U-HHA (SMD 69.60; 95% 
CI 62.59–76.62) and B-HHA were similar in surgical dura-
tion (SMD 71.33; 95% CI 66.43–76.24). The THA group 
had the highest HHS (SMD − 17.31; 95% CI − 21.80 to 
− 12.83), while the U-HHA (SMD − 23.60; 95% CI − 26.80 
to − 20.40) and B-HHA had similar scores (SMD − 22.03; 
95% CI − 24.79 to − 19.27). Edge, funnel, and interval plots 
of the comparisons concerning the surgical duration, HHS, 
hospitalization are shown in Fig. 3.

THA scored similarly in terms of mortality (LOR 3.89; 
95% CI 4.43) and B-HHA (LOR 4.00; 95% CI 3.54–4.47). 
Patients who underwent a THA had a lower rate of revi-
sion surgeries (LOR 2.24; 95% CI 1.68–2.81), compared to 
those who had a B-HHA (LOR 2.84; 95% CI 2.34–3.35) or 
a U-HHA (LOR 2.97; 95% CI 2.42–3.51). THA was asso-
ciated with a higher rate of dislocation (LOR 2.60; 95% 
CI 2.06–3.14), followed by U-HHA (LOR 1.92; 95% CI 
1.42–2.43), and B-HHA had the fewest (LOR 1.71; 95% 
CI 1.21–2.22). The THA group had the lowest rate of ace-
tabular erosion (LOR − 0.02; 95% CI − 1.07 to 1.04), fol-
lowed by B-HHA, (LOR 2.31; 95% CI 1.76–2.85), whereas 
the U-HHA group had the highest (LOR 3.21; 95% CI 
2.67–3.75). Using the equation for global linearity for the 
endpoints analysed, hospitalization length was considerably 
inconsistent (P = 0.001) and, therefore, not reliable. Edge, 

Fig. 2  Methodological quality assessment
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Table 1  Generalities and patients baseline of the included studies

Author Follow up 
(months)

Treatment Cementation Procedures (n) Female Gender Mean 
Age 
(years)

Abdelkhalek et al. [55] 52.80 U-HHA 25 68.0 63.5
B-HHA 25 68.0 63.5

Avery et al. [56] 106 THA Cemented 21 80.0
B-HHA Cemented 13 84.0

Backer et al. [57] 36 THA Cemented 40 80.0 74.2
B-HHA Cemented 41 78.1 75.8

Bauer et al. [58] 6.00 U-HHA Cemented 206 80.0 85.0
B-HHA Cemented 97 79.0 78.0

Blomfeldt et al. [59] 12 THA Cemented 60 78.0 80.1
B-HHA Cemented 60 90.0 80.7

Cadossi et al. [60] 29 THA Cemented 47 32.0 84.2
B-HHA Mixed 49 19.0 82.3

Calder et al. [61] 21.50 U-HHA Cemented 132 86.4 85.0
B-HHA Cemented 118 85.6 85.0

Cornell et al [62] 6.00 U-HHA Cemented 15 73.3 77.6
B-HHA Cemented 33 75.8 78.0

Davison et al. [63] 36.00 U-HHA Cemented 97 74.2 75.0
B-HHA Cemented 90 78.9 76.0

Dorr et al. [35] 48.00 THA Cemented 39 59.0 69.0
B-HHA Mixed 50 70.0

Hedbeck et al.  [64] 48 THA Cemented 60 78.0 80.5
B-HHA Cemented 60 90.0 80.7

Hedbeck et al. [65] 12.00 U-HHA Cemented 60 82.0 87.4
B-HHA Cemented 60 70.0 85.5

Inngul et al. [43] 48.00 U-HHA Cemented 60 82.0 87.4
B-HHA Cemented 60 70.0 85.5

Jeffcote et al. [66] 24.00 U-HHA Cemented 27 77.7 81.4
B-HHA Cemented 24 75.0 80.1

Keating et al. [67] 24 THA Cemented 69 75.0 75.2
B-HHA Cemented 69 78.0 75.0

Malhotra et al. [68] 24.50 U-HHA Uncemented 36 44.5 68.0
B-HHA Uncemented 32 43.7 65.0

Mishra et al. [69] 12.00 U-HHA 20 68.0 67.0
B-HHA 20 68.0 67.0

Mouzopoulos et al. [70] 48 THA Cemented 37 75.7 73.1
B-HHA 34 70.6 74.2

Naser et al. [71] 12.00 U-HHA 70 68.0
B-HHA 70 68.0

Naveen et al. [72] 12.00 U-HHA 50 56.0 76.8
B-HHA 50 56.0 76.8

Ravikumar et al. [73] 156 THA Cemented 89 90.0 81.0
U-HHA Uncemented 91 90.0 82.1

Somashekar et al. [74] 12.00 U-HHA Uncemented 20 47.6 75.6
B-HHA Uncemented 21 85.0 67.3

Stoffel et al. [75] 12.00 U-HHA Cemented 126 72.0 81.9
B-HHA Cemented 133 72.0 82.9

Vishwanath et al. [76] 12.00 U-HHA 50 62.0 70.4
B-HHA 52 62.0 69.1
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funnel, and interval plots of the comparisons concerning the 
complication rates are shown in Fig. 4.

Cemented versus uncemented implants

Implanting uncemented components required a shorter sur-
gical duration (− 18.05 min; P = 0.03). Otherwise, no statis-
tically significant differences were found between implants 
or fixation technique in regards to HHS, hospitalization 
length, acetabular erosion, mortality rate, revision surger-
ies, and rate of dislocations (Table 2).

Multivariate analysis

There was evidence of a statistically significant positive 
association between age and acetabular erosion (r = 0.4; 
P = 0.02). There was a statistically significant negative asso-
ciation between HHS and dislocations (r = -0.6; P = 0.004). 
Mortality was positively associated with acetabular erosion 
(r = 0.5; P = 0.006), female gender (r = 0.4; P = 0.007), and 

revision surgery (r = 0.7; P < 0.0001). No other statistically 
significant associations were found. The added-variable plot 
of each linear meta-regression is shown in Fig. 5.

Discussion

There is still controversy on the optimal implants for the 
management of patients with a displaced FNF. The present 
Bayesian network meta-analysis compared treatment options 
for displaced FNF in elderly patients based on outcomes 
and complications. A total of 24 RCTs were included in 
this study, with a mean follow-up of 33.8 months. Overall, 
THA was associated with higher HHS, lower rates of revi-
sion surgery, and lower rates of acetabular erosion. However, 
patients with a displaced FNF who undergo a THA are at 
risk of considerably higher rates of dislocation. No differ-
ences were found in terms of mortality rates between the 
different implants, and no differences in mortality rates were 
found between cemented or uncemented stems; however, we 

Fig. 3  Results of the network comparison: surgical duration, HHS, hospitalization
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found a tendency for lower mortality, revision and disloca-
tion rates in cemented implants. Based on a multivariate 
analysis, older patients are more prone to acetabular erosion, 
while female gender, advanced age and revision surgeries 
were positively associated with a higher mortality rate. As 
expected, THA and cementing lead to a significant increase 
in surgical duration, since both procedures include addi-
tional surgical steps.

The HHS, which ranges from 0 to 100 points, is fre-
quently used to evaluate clinical outcomes after THA and 

HHA measuring function, pain, deformity, and range of 
motion. To compare postoperative hip function in the pre-
sent network meta-analysis, we compared the HHS for the 
three surgical techniques studied. A recent meta-analysis 
found no significant differences in HHS between THA and 
B-HHA; however, there was a trend towards higher HHS 
in the THA group [41]. This was different compared to our 
results, and the findings of Burgers et al. who found sig-
nificantly higher HHS in patients treated with THA [42].

Fig. 4  Results of the network comparison: complications
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THA leads to a significant decrease in acetabular erosion 
and, therefore, a lower rate of revision surgery for this ail-
ment when compared to B-HHA and U-HHA. We found a 
higher rate of acetabular erosion in U-HHA than in B-HHA; 
however, no differences in revision surgery between the 
two techniques were found. This was previously reported: 
B-HHA could lead to increased later onset of acetabular ero-
sion compared to U-HHA, and, consequently, the re-opera-
tion rate in B-HHA was expected to be at least equivalent to 
that of U-HHA [43, 44].

In our analysis, the length of hospital stay between the 
three techniques was remarkably inconsistent, and was, 
therefore, considered not reliable. This was similar to the 
analysis by Wang et al. in [41], comparing B-HHA with 
THA in 1014 patients. Woon et al., who analysed data from 
the US National Hospital Discharge Survey, evidenced high 

heterogeneity between different regions and hospital sizes. 
Conversely, they showed a decrease in hospitalization length 
in patients treated with HHA [45].

Our analysis showed that the mortality rate after THA, 
B-HHA, and U-HHA was similar regardless of the technique 
used: the type of surgical treatment does not significantly 
affect mortality. A recent meta-analysis, which included 
seven studies which assessed the one-year mortality rate, 
showed no significant differences between the THA and 
B-HHA groups [41]. Zhang et al., in 2017, also showed no 
significant differences in mortality rates among different 
treatment options for displaced FNF [46]. Finally, a meta-
analysis by Burgers et al. included 816 patients, and the one-
year mortality rate was 13% in the THA group versus 15% in 
the HHA group, with no statistically significant differences 
[42].

Another major complication following THA or HHA for 
the treatment of displaced FNF is post-operative dislocation. 
The use of B-HHA leads to the lowest dislocation rate fol-
lowed by U-HHA, while THA had the highest rate of dislo-
cation. This was consistent with Zhang et al.’s findings: THA 
had the highest dislocation rate and B-HHA had the lowest 
dislocation rate [46]. The soft tissue releases and acetabular 
bone stock removal that are required for implantation of the 
acetabular cup potentially destabilizes the hip joint [46] Fur-
thermore, without the need to fit the prosthetic head into an 
acetabular component, surgeons can place a larger femoral 
head, which decreases the risk of dislocation and impinge-
ment [47, 48]. Burgers et al. also reported lower dislocation 
rates using HHA in over 800 patients treated with THA or 

Table 2  Comparisons of cemented versus uncemented implants

Endpoint Uncemented 
(n = 200)

Cemented 
(n = 2043)

P

Mean SD Mean SD

Harris Hip Score 82.99 4.5 75.04 8.3 0.1
Surgical duration (minutes) 60.00 7.5 78.05 11.6 0.03
Hospital length of stay (days) 17.67 0.6 13.29 5.2 0.1
Acetabular erosion (5) 4.60 8.1 3.89 5.2 0.4
Mortality (%) 27.67 43.6 16.86 17.7 0.2
Revisions (%) 5.20 9.5 2.96 2.3 0.1
Dislocations (%) 3.00 5.0 2.21 3.5 0.3

Fig. 5  Added-variable plots of the statistically significant regressions
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HHA for displaced FNF [42]. Similar results were reported 
by Yu et al. and Wang et al., who found significantly lower 
dislocation rates in patients undergoing HHA [41, 49].

Both cemented and uncemented fixation of the femoral 
stem are currently used in THA and HHA, and controversy 
still exists regarding the ideal method. As expected, our 
results showed a shorter operation time with uncemented 
implants; however, there were no statistically significant 
differences in functional outcomes or complication rates 
between the techniques with a tendency for lower mortality, 
revision and dislocation rates in cemented implants. This 
was consistent with the work by Ahn et al., who showed 
that post-operative mortality rates, overall complications, 
and pain were similar between the two cohorts [50]. In 2020, 
Li et al. performed a meta-analysis comparing the outcomes 
of patients treated with cemented HHA versus uncemented 
HHA for displaced FNF. They identified no differences in 
HHS scores, mortality rates at 12 months, hospital stay, or 
blood loss between the two fixation techniques [51]. They 
highlighted a higher rate of pulmonary embolism following 
cemented HHA. However, a Cochrane analysis from 2010 
comparing femoral fixation techniques, independent of the 
prosthetic design, reported reduced post-operative pain and 
better mobility using a cemented femoral stem [52]. Kumar 
et al. [53], in a recent systematic review on 2819 proce-
dures, found that cemented implants were associated with a 
lower risk of intra- and postoperative rate of fractures. We 
believe that additional prospective randomized trials with 
larger patient populations are necessary to further evaluate 
differences in fixation techniques.

This study does have several limitations. Only 24 of the 
142 original RCTs identified in our literature search met our 
inclusion criteria. Several RCTs compared the outcomes of 
THA versus HHA without clarifying whether a bipolar or 
monopolar implant was used, or did not report data sepa-
rately. Additionally, only studies with a level of evidence 
of I or II were included, which decreased the number of 
available studies; however, this improved the quality of data. 
Another limitation is represented by the heterogeneous type 
of implants used in each group, which increases the selec-
tion bias. Furthermore, outcome parameters can vary sig-
nificantly between different studies, which made it difficult 
to include additional parameters to evaluate hip function. 
We acknowledge that, even if no significant inconsistency 
has been detected, the endpoint length of the hospitalization 
stay may be strongly influenced by the health system and the 
different health insurances. A major complication following 
surgical treatment of femoral neck fractures is a peripros-
thetic fracture. However, in the current analysis, because of 
the lack of currently available data, we were not able to ana-
lyse the risk of periprosthetic fractures: this is a limitation 
of this current work. Konow et al., in 2021, found a higher 
periprosthetic fracture risk in uncemented and collarless 

femoral components compared to cemented and collared 
prothesis [54]. Given these limitations, the results from the 
present study must be interpreted with caution.

Conclusion

In conclusion, we performed a comprehensive network 
meta-analysis comparing current treatment options for dis-
placed FNF in elderly patients. THA leads to the highest 
HHS scores with the lowest rate of revision surgery. How-
ever, B-HHA has the lowest dislocation rate when compared 
with U-HHA and THA. All three techniques showed simi-
lar mortality rates. No significant functional differences and 
no differences in complication rates were detected between 
cemented and uncemented implants; however, there was a 
tendency for lower mortality, revision and dislocation rates 
in cemented implants. Our results must be interpreted within 
the limitations of the present study.

Author contributions FM: literature search, data extraction, methodo-
logical quality assessment, writing, final approval; JE: literature search, 
data extraction, methodological quality assessment, final approval; MB: 
writing, final approval; FH: supervision, final approval; MT: supervi-
sion, final approval; NM: revision, final approval.

Funding Open Access funding enabled and organized by Projekt 
DEAL. No external source of funding was used.

Availability of data and materials The data underlying this article are 
available in the article and in its online supplementary material.

Declarations 

Conflict of interest The authors declare that they have no conflict of 
interest.

Ethical approval d consent to participate. Not applicable.

Consent to participate Not applicable.

Consent for publication Not applicable.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

http://creativecommons.org/licenses/by/4.0/


2664 F. Migliorini et al.

1 3

References

 1. Quaranta M, et  al. Haemoglobin and transfusions in elderly 
patients with hip fractures: the effect of a dedicated orthogeria-
trician. J Orthop Surg Res. 2021;16:387. https:// doi. org/ 10. 1186/ 
s13018- 021- 02524-0.

 2. Gargano G, Poeta N, Oliva F, Migliorini F, Maffulli N. Zim-
mer Natural Nail and ELOS nails in pertrochanteric fractures. 
J Orthop Surg Res. 2021;16:509. https:// doi. org/ 10. 1186/ 
s13018- 021- 02634-9.

 3. Burge R, et al. Incidence and economic burden of osteoporosis-
related fractures in the United States, 2005–2025. J Bone Miner 
Res. 2007;22:465–75. https:// doi. org/ 10. 1359/ jbmr. 061113.

 4. Alm CE, et al. Implants for trochanteric fractures in Norway: 
the role of the trochanteric stabilizing plate-a study on 20,902 
fractures from the Norwegian hip fracture register 2011–2017. 
J Orthop Surg Res. 2021;16:26. https:// doi. org/ 10. 1186/ 
s13018- 020- 02163-x.

 5. Sterling RS. Gender and race/ethnicity differences in hip 
fracture incidence, morbidity, mortality, and function. Clin 
Orthop Relat Res. 2011;469:1913–8. https:// doi. org/ 10. 1007/ 
s11999- 010- 1736-3.

 6. Bergstrom U, et al. The hip fracture incidence curve is shifting to 
the right. Acta Orthop. 2009;80:520–4. https:// doi. org/ 10. 3109/ 
17453 67090 32782 82.

 7. Cooper C, Campion G, Melton LJ 3rd. Hip fractures in the elderly: 
a world-wide projection. Osteoporos Int. 1992;2:285–9. https:// 
doi. org/ 10. 1007/ BF016 23184.

 8. Giannoudis PV, et al. Management, complications and clinical 
results of femoral head fractures. Injury. 2009;40:1245–51. https:// 
doi. org/ 10. 1016/j. injury. 2009. 10. 024.

 9. Butler M et al (2009) Treatment of common hip fractures. Evid 
Rep Technol Assess (Full Rep), 1–85, v

 10. Chow SK, et al. One-year mortality in displaced intracapsular hip 
fractures and associated risk: a report of Chinese-based fragility 
fracture registry. J Orthop Surg Res. 2018;13:235. https:// doi. org/ 
10. 1186/ s13018- 018- 0936-5.

 11. Pillai A, Eranki V, Shenoy R, Hadidi M. Age related incidence 
and early outcomes of hip fractures: a prospective cohort study 
of 1177 patients. J Orthop Surg Res. 2011;6:5. https:// doi. org/ 10. 
1186/ 1749- 799X-6-5.

 12. Migliorini F, et al. Hemiarthroplasty versus total arthroplasty 
for displaced femoral neck fractures in the elderly: meta-analysis 
of randomized clinical trials. Arch Orthop Trauma Surg. 2020. 
https:// doi. org/ 10. 1007/ s00402- 020- 03409-3.

 13. Filippo M, et al. Bipolar versus monopolar hemiarthroplasty 
for displaced femur neck fractures: a meta-analysis study. Eur J 
Orthop Surg Traumatol. 2020;30:401–10. https:// doi. org/ 10. 1007/ 
s00590- 019- 02600-6.

 14. Ma HH, et al. Outcomes of internal fixation versus hemiarthro-
plasty for elderly patients with an undisplaced femoral neck frac-
ture: a systematic review and meta-analysis. J Orthop Surg Res. 
2019;14:320. https:// doi. org/ 10. 1186/ s13018- 019- 1377-5.

 15. Wang Y, et al. Cemented versus uncemented hemiarthroplasty 
for femoral neck fractures in patients with neuromuscular dis-
eases: a minimum of 2 years’ follow-up study. J Orthop Surg Res. 
2021;16:418. https:// doi. org/ 10. 1186/ s13018- 021- 02572-6.

 16. Li X, Luo J. Hemiarthroplasty compared to total hip arthroplasty 
for the treatment of femoral neck fractures: a systematic review 
and meta-analysis. J Orthop Surg Res. 2021;16:172. https:// doi. 
org/ 10. 1186/ s13018- 020- 02186-4.

 17. Tang X, et al. The comparison between total hip arthroplasty 
and hemiarthroplasty in patients with femoral neck fractures: a 
systematic review and meta-analysis based on 25 randomized 

controlled trials. J Orthop Surg Res. 2020;15:596. https:// doi. org/ 
10. 1186/ s13018- 020- 02122-6.

 18. Lowe JA, Crist BD, Bhandari M, Ferguson TA. Optimal treatment 
of femoral neck fractures according to patient’s physiologic age: 
an evidence-based review. Orthop Clin North Am. 2010;41:157–
66. https:// doi. org/ 10. 1016/j. ocl. 2010. 01. 001.

 19. Miyamoto RG, Kaplan KM, Levine BR, Egol KA, Zuckerman JD. 
Surgical management of hip fractures: an evidence-based review 
of the literature. I: femoral neck fractures. J Am Acad Orthop 
Surg. 2008;16:596–607. https:// doi. org/ 10. 5435/ 00124 635- 20081 
0000- 00005.

 20. Bhandari M, et al. Operative management of displaced femoral 
neck fractures in elderly patients. An international survey. J Bone 
Joint Surg Am. 2005;87:2122–30. https:// doi. org/ 10. 2106/ JBJS.E. 
00535.

 21. Iorio R, et al. Surgical treatment of displaced femoral neck 
fractures in the elderly: a survey of the American Association 
of Hip and Knee Surgeons. J Arthroplasty. 2006;21:1124–33. 
https:// doi. org/ 10. 1016/j. arth. 2005. 12. 008.

 22. Ma HH, et al. Outcomes of dual-mobility total hip arthroplasty 
versus bipolar hemiarthroplasty for patients with femoral neck 
fractures: a systematic review and meta-analysis. J Orthop Surg 
Res. 2021;16:152. https:// doi. org/ 10. 1186/ s13018- 021- 02316-6.

 23. Liu Y, Chen X, Zhang P, Jiang B. Comparing total hip arthro-
plasty and hemiarthroplasty for the treatment of displaced 
femoral neck fracture in the active elderly over 75 years old: 
a systematic review and meta-analysis of randomized control 
trials. J Orthop Surg Res. 2020;15:215. https:// doi. org/ 10. 1186/ 
s13018- 020- 01725-3.

 24. Bhattacharyya T, Koval KJ. Unipolar versus bipolar hemiarthro-
plasty for femoral neck fractures: is there a difference? J Orthop 
Trauma. 2009;23:426–7. https:// doi. org/ 10. 1097/ BOT. 0b013 
e3181 adb057.

 25. Jia Z, et al. Unipolar versus bipolar hemiarthroplasty for displaced 
femoral neck fractures: a systematic review and meta-analysis 
of randomized controlled trials. J Orthop Surg Res. 2015;10:8. 
https:// doi. org/ 10. 1186/ s13018- 015- 0165-0.

 26. Langslet E, et al. Cemented versus uncemented hemiarthroplasty 
for displaced femoral neck fractures: 5-year follow up of a ran-
domized trial. Clin Orthop Relat Res. 2014;472:1291–9. https:// 
doi. org/ 10. 1007/ s11999- 013- 3308-9.

 27. Taylor F, Wright M, Zhu M. Hemiarthroplasty of the hip with and 
without cement: a randomized clinical trial. J Bone Joint Surg 
Am. 2012;94:577–83. https:// doi. org/ 10. 2106/ JBJS.K. 00006.

 28. Gjertsen JE, et al. More re-operations after uncemented than 
cemented hemiarthroplasty used in the treatment of displaced 
fractures of the femoral neck: an observational study of 11,116 
hemiarthroplasties from a national register. J Bone Joint Surg Br. 
2012;94:1113–9. https:// doi. org/ 10. 1302/ 0301- 620X. 94B8. 29155.

 29. Middleton RG, et al. Peri-operative mortality after hemiarthro-
plasty for fracture of the hip: does cement make a difference? 
Bone Joint J. 2014;96-B:1185–91. https:// doi. org/ 10. 1302/ 0301- 
620X. 96B9. 33935.

 30. Kapoor B, Datir SP, Davis B, Wynn-Jones CH, Maffulli N. Femo-
ral cement pressurization in hip arthroplasty: a laboratory com-
parison of three techniques. Acta Orthop Scand. 2004;75:708–12. 
https:// doi. org/ 10. 1080/ 00016 47041 00040 76.

 31. Christie J, Robinson CM, Singer B, Ray DC. Medullary lavage 
reduces embolic phenomena and cardiopulmonary changes during 
cemented hemiarthroplasty. J Bone Joint Surg Br. 1995;77:456–9.

 32. Brown RM, Wheelwright EF, Chalmers J. Removal of metal 
implants after fracture surgery–indications and complications. J 
R Coll Surg Edinb. 1993;38:96–100.

 33. Membership of Working P, et al. Association of Anaesthetists of 
Great Britain and Ireland British Orthopaedic Association British 

https://doi.org/10.1186/s13018-021-02524-0
https://doi.org/10.1186/s13018-021-02524-0
https://doi.org/10.1186/s13018-021-02634-9
https://doi.org/10.1186/s13018-021-02634-9
https://doi.org/10.1359/jbmr.061113
https://doi.org/10.1186/s13018-020-02163-x
https://doi.org/10.1186/s13018-020-02163-x
https://doi.org/10.1007/s11999-010-1736-3
https://doi.org/10.1007/s11999-010-1736-3
https://doi.org/10.3109/17453670903278282
https://doi.org/10.3109/17453670903278282
https://doi.org/10.1007/BF01623184
https://doi.org/10.1007/BF01623184
https://doi.org/10.1016/j.injury.2009.10.024
https://doi.org/10.1016/j.injury.2009.10.024
https://doi.org/10.1186/s13018-018-0936-5
https://doi.org/10.1186/s13018-018-0936-5
https://doi.org/10.1186/1749-799X-6-5
https://doi.org/10.1186/1749-799X-6-5
https://doi.org/10.1007/s00402-020-03409-3
https://doi.org/10.1007/s00590-019-02600-6
https://doi.org/10.1007/s00590-019-02600-6
https://doi.org/10.1186/s13018-019-1377-5
https://doi.org/10.1186/s13018-021-02572-6
https://doi.org/10.1186/s13018-020-02186-4
https://doi.org/10.1186/s13018-020-02186-4
https://doi.org/10.1186/s13018-020-02122-6
https://doi.org/10.1186/s13018-020-02122-6
https://doi.org/10.1016/j.ocl.2010.01.001
https://doi.org/10.5435/00124635-200810000-00005
https://doi.org/10.5435/00124635-200810000-00005
https://doi.org/10.2106/JBJS.E.00535
https://doi.org/10.2106/JBJS.E.00535
https://doi.org/10.1016/j.arth.2005.12.008
https://doi.org/10.1186/s13018-021-02316-6
https://doi.org/10.1186/s13018-020-01725-3
https://doi.org/10.1186/s13018-020-01725-3
https://doi.org/10.1097/BOT.0b013e3181adb057
https://doi.org/10.1097/BOT.0b013e3181adb057
https://doi.org/10.1186/s13018-015-0165-0
https://doi.org/10.1007/s11999-013-3308-9
https://doi.org/10.1007/s11999-013-3308-9
https://doi.org/10.2106/JBJS.K.00006
https://doi.org/10.1302/0301-620X.94B8.29155
https://doi.org/10.1302/0301-620X.96B9.33935
https://doi.org/10.1302/0301-620X.96B9.33935
https://doi.org/10.1080/00016470410004076


2665Total hip arthroplasty compared to bipolar and unipolar hemiarthroplasty for displaced hip…

1 3

Geriatric Society. Anaesthesia. 2015;70(623–626):2015. https:// 
doi. org/ 10. 1111/ anae. 13036.

 34. Yamagata M, et al. Fixed-head and bipolar hip endoprostheses. A 
retrospective clinical and roentgenographic study. J Arthroplasty. 
1987;2:327–41. https:// doi. org/ 10. 1016/ s0883- 5403(87) 80067-0.

 35. Dorr LD, Glousman R, Hoy AL, Vanis R, Chandler R. Treat-
ment of femoral neck fractures with total hip replacement versus 
cemented and non cemented hemiarthroplasty. J Arthroplasty. 
1986;1:21–8. https:// doi. org/ 10. 1016/ s0883- 5403(86) 80006-7.

 36. Rogmark C, Johnell O. Primary arthroplasty is better than inter-
nal fixation of displaced femoral neck fractures: a meta-analy-
sis of 14 randomized studies with 2,289 patients. Acta Orthop. 
2006;77:359–67. https:// doi. org/ 10. 1080/ 17453 67061 00462 62.

 37. Varley J, Parker MJ. Stability of hip hemiarthroplasties. Int Orthop. 
2004;28:274–7. https:// doi. org/ 10. 1007/ s00264- 004- 0572-z.

 38. Parker MJ, Pervez H. Surgical approaches for inserting hemiar-
throplasty of the hip. Cochrane Database Syst Rev. 2002. https:// 
doi. org/ 10. 1002/ 14651 858. CD001 707.

 39. Hutton B, et al. The PRISMA extension statement for reporting of 
systematic reviews incorporating network meta-analyses of health 
care interventions: checklist and explanations. Ann Intern Med. 
2015;162:777–84. https:// doi. org/ 10. 7326/ M14- 2385.

 40. Howick JCI, Glasziou P, Greenhalgh T, Carl H, Liberati A, 
Moschetti I, Phillips B, Thornton H, Goddard O, Hodgkinson 
M (2011) The 2011 Oxford CEBM levels of evidence. Oxford 
Centre for Evidence-Based Medicine. Available at https:// www. 
cebm. net/ index. aspx?o= 5653

 41. Wang F, Zhang H, Zhang Z, Ma C, Feng X. Comparison of bipolar 
hemiarthroplasty and total hip arthroplasty for displaced femo-
ral neck fractures in the healthy elderly: a meta-analysis. BMC 
Musculoskelet Disord. 2015;16:229. https:// doi. org/ 10. 1186/ 
s12891- 015- 0696-x.

 42. Burgers PT, et al. Total hip arthroplasty versus hemiarthroplasty 
for displaced femoral neck fractures in the healthy elderly: a meta-
analysis and systematic review of randomized trials. Int Orthop. 
2012;36:1549–60. https:// doi. org/ 10. 1007/ s00264- 012- 1569-7.

 43. Inngul C, et al. Unipolar hemiarthroplasty versus bipolar hemi-
arthroplasty in patients with displaced femoral neck fractures: a 
four-year follow-up of a randomised controlled trial. Int Orthop. 
2013;37:2457–64. https:// doi. org/ 10. 1007/ s00264- 013- 2117-9.

 44. Yang B, Lin X, Yin XM, Wen XZ. Bipolar versus unipolar hemi-
arthroplasty for displaced femoral neck fractures in the elder 
patient: a systematic review and meta-analysis of randomized tri-
als. Eur J Orthop Surg Traumatol. 2015;25:425–33. https:// doi. 
org/ 10. 1007/ s00590- 014- 1565-2.

 45. Woon CYL, Moretti VM, Schwartz BE, Goldberg BA. Total hip 
arthroplasty and hemiarthroplasty: US National Trends in the 
Treatment of Femoral Neck Fractures. Am J Orthop (Belle Mead 
NJ). 2017;46:E474–8.

 46. Zhang BF, et al. Interventions for treating displaced intracapsular 
femoral neck fractures in the elderly: a Bayesian network meta-
analysis of randomized controlled trials. Sci Rep. 2017;7:13103. 
https:// doi. org/ 10. 1038/ s41598- 017- 13377-1.

 47. Cooper HJ, Della Valle CJ. Large diameter femoral heads: is big-
ger always better? Bone Joint J. 2014;96:23–6. https:// doi. org/ 10. 
1302/ 0301- 620X. 96B11. 34342.

 48. Waddell BS, et al. Have large femoral heads reduced prosthetic 
impingement in total hip arthroplasty? Hip Int. 2019;29:83–8. 
https:// doi. org/ 10. 1177/ 11207 00018 761153.

 49. Yu L, Wang Y, Chen J. Total hip arthroplasty versus hemiarthro-
plasty for displaced femoral neck fractures: meta-analysis of ran-
domized trials. Clin Orthop Relat Res. 2012;470:2235–43. https:// 
doi. org/ 10. 1007/ s11999- 012- 2293-8.

 50. Ahn J, Man LX, Park S, Sodl JF, Esterhai JL. Systematic review of 
cemented and uncemented hemiarthroplasty outcomes for femoral 

neck fractures. Clin Orthop Relat Res. 2008;466:2513–8. https:// 
doi. org/ 10. 1007/ s11999- 008- 0368-3.

 51. Li N, Zhong L, Wang C, Xu M, Li W. Cemented versus unce-
mented hemi-arthroplasty for femoral neck fractures in elderly 
patients: a systematic review and meta-analysis of randomized 
controlled trials. Medicine. 2020;99:e19039. https:// doi. org/ 10. 
1097/ MD. 00000 00000 019039.

 52. Parker MJ, Gurusamy KS, Azegami S. Arthroplasties (with and 
without bone cement) for proximal femoral fractures in adults. 
Cochrane Database Syst Rev. 2010. https:// doi. org/ 10. 1002/ 14651 
858. CD001 706. pub4.

 53. Nantha Kumar, N. et al. Effectiveness and safety of cemented and 
uncemented hemiarthroplasty in the treatment of intracapsular hip 
fractures. Bone Joint J 102-B, 1113–1121, doi:https:// doi. org/ 10. 
1302/ 0301- 620X. 102B9. BJJ- 2020- 0282. R1 (2020).

 54. Konow T, Baetz J, Melsheimer O, Grimberg A, Morlock M. Fac-
tors influencing periprosthetic femoral fracture risk. Bone Joint 
J. 2021;103-B:650–8. https:// doi. org/ 10. 1302/ 0301- 620X. 103B4. 
BJJ- 2020- 1046. R2.

 55. Abdelkhalek M, Abdelwahab M, Ali AM. Bipolar versus fixed-
head hip arthroplasty for femoral neck fractures in elderly 
patients. Strateg Trauma Limb Reconstr. 2011;6:1–6. https:// 
doi. org/ 10. 1007/ s11751- 010- 0100-1.

 56. Avery PP, et al. Total hip replacement and hemiarthroplasty 
in mobile, independent patients with a displaced intracapsu-
lar fracture of the femoral neck: a seven- to ten-year follow-up 
report of a prospective randomised controlled trial. J Bone Joint 
Surg Br. 2011;93:1045–8. https:// doi. org/ 10. 1302/ 0301- 620X. 
93B8. 27132.

 57. Baker RP, Squires B, Gargan MF, Bannister GC. Total hip arthro-
plasty and hemiarthroplasty in mobile, independent patients with 
a displaced intracapsular fracture of the femoral neck. A rand-
omized, controlled trial. J Bone Joint Surg Am. 2006;88:2583–9. 
https:// doi. org/ 10. 2106/ JBJS.E. 01373.

 58. Bauer S, et al. Cemented Thompson versus cemented bipolar pros-
theses for femoral neck fractures. J Orthop Surg. 2010;18:166–71. 
https:// doi. org/ 10. 1177/ 23094 99010 01800 207.

 59. Blomfeldt R, et al. A randomised controlled trial comparing bipo-
lar hemiarthroplasty with total hip replacement for displaced intra-
capsular fractures of the femoral neck in elderly patients. J Bone 
Joint Surg Br. 2007;89:160–5. https:// doi. org/ 10. 1302/ 0301- 620X. 
89B2. 18576.

 60. Cadossi M, et al. A comparison of hemiarthroplasty with a novel 
polycarbonate-urethane acetabular component for displaced intra-
capsular fractures of the femoral neck: a randomised controlled 
trial in elderly patients. Bone Joint J. 2013;95-B:609–15. https:// 
doi. org/ 10. 1302/ 0301- 620X. 95B5. 31083.

 61. Calder SJ, Anderson GH, Jagger C, Harper WM, Gregg PJ. Unipo-
lar or bipolar prosthesis for displaced intracapsular hip fracture in 
octogenarians: a randomised prospective study. J Bone Joint Surg 
Br. 1996;78:391–4.

 62. Cornell CN, Levine D, O’Doherty J, Lyden J. Unipolar versus 
bipolar hemiarthroplasty for the treatment of femoral neck frac-
tures in the elderly. Clin Orthop Relat Res. 1998;348:67–71.

 63. Davison JN, et al. Treatment for displaced intracapsular fracture 
of the proximal femur. A prospective, randomised trial in patients 
aged 65 to 79 years. J Bone Joint Surg Br. 2001;83:206–12.

 64. Hedbeck CJ, et al. Comparison of bipolar hemiarthroplasty with 
total hip arthroplasty for displaced femoral neck fractures: a con-
cise four-year follow-up of a randomized trial. J Bone Joint Surg 
Am. 2011;93:445–50. https:// doi. org/ 10. 2106/ JBJS.J. 00474.

 65. Hedbeck CJ, et  al. Unipolar hemiarthroplasty versus bipolar 
hemiarthroplasty in the most elderly patients with displaced fem-
oral neck fractures: a randomised, controlled trial. Int Orthop. 
2011;35:1703–11. https:// doi. org/ 10. 1007/ s00264- 011- 1213-y.

https://doi.org/10.1111/anae.13036
https://doi.org/10.1111/anae.13036
https://doi.org/10.1016/s0883-5403(87)80067-0
https://doi.org/10.1016/s0883-5403(86)80006-7
https://doi.org/10.1080/17453670610046262
https://doi.org/10.1007/s00264-004-0572-z
https://doi.org/10.1002/14651858.CD001707
https://doi.org/10.1002/14651858.CD001707
https://doi.org/10.7326/M14-2385
https://www.cebm.net/index.aspx?o=5653
https://www.cebm.net/index.aspx?o=5653
https://doi.org/10.1186/s12891-015-0696-x
https://doi.org/10.1186/s12891-015-0696-x
https://doi.org/10.1007/s00264-012-1569-7
https://doi.org/10.1007/s00264-013-2117-9
https://doi.org/10.1007/s00590-014-1565-2
https://doi.org/10.1007/s00590-014-1565-2
https://doi.org/10.1038/s41598-017-13377-1
https://doi.org/10.1302/0301-620X.96B11.34342
https://doi.org/10.1302/0301-620X.96B11.34342
https://doi.org/10.1177/1120700018761153
https://doi.org/10.1007/s11999-012-2293-8
https://doi.org/10.1007/s11999-012-2293-8
https://doi.org/10.1007/s11999-008-0368-3
https://doi.org/10.1007/s11999-008-0368-3
https://doi.org/10.1097/MD.0000000000019039
https://doi.org/10.1097/MD.0000000000019039
https://doi.org/10.1002/14651858.CD001706.pub4
https://doi.org/10.1002/14651858.CD001706.pub4
https://doi.org/10.1302/0301-620X.102B9.BJJ-2020-0282.R1
https://doi.org/10.1302/0301-620X.102B9.BJJ-2020-0282.R1
https://doi.org/10.1302/0301-620X.103B4.BJJ-2020-1046.R2
https://doi.org/10.1302/0301-620X.103B4.BJJ-2020-1046.R2
https://doi.org/10.1007/s11751-010-0100-1
https://doi.org/10.1007/s11751-010-0100-1
https://doi.org/10.1302/0301-620X.93B8.27132
https://doi.org/10.1302/0301-620X.93B8.27132
https://doi.org/10.2106/JBJS.E.01373
https://doi.org/10.1177/230949901001800207
https://doi.org/10.1302/0301-620X.89B2.18576
https://doi.org/10.1302/0301-620X.89B2.18576
https://doi.org/10.1302/0301-620X.95B5.31083
https://doi.org/10.1302/0301-620X.95B5.31083
https://doi.org/10.2106/JBJS.J.00474
https://doi.org/10.1007/s00264-011-1213-y


2666 F. Migliorini et al.

1 3

 66. Jeffcote B, Li MG, Barnet-Moorcroft A, Wood D, Nivbrant B. 
Roentgen stereophotogrammetric analysis and clinical assess-
ment of unipolar versus bipolar hemiarthroplasty for subcapital 
femur fracture: a randomized prospective study. ANZ J Surg. 
2010;80:242–6. https:// doi. org/ 10. 1111/j. 1445- 2197. 2009. 
05040.x.

 67. Keating JF, Grant A, Masson M, Scott NW, Forbes JF. Rand-
omized comparison of reduction and fixation, bipolar hemiarthro-
plasty, and total hip arthroplasty. Treatment of displaced intraca-
psular hip fractures in healthy older patients. J Bone Joint Surg 
Am. 2006;88:249–60. https:// doi. org/ 10. 2106/ JBJS.E. 00215.

 68. Malhotra R, Arya R, Bhan S. Bipolar hemiarthroplasty in femoral 
neck fractures. Arch Orthop Trauma Surg. 1995;114:79–82.

 69. Mishra AK, Chalise PK, Shah SB, Adhikari V, Singh RP. Com-
parative study in surgical outcome of intracapsular fracture neck 
of femur in active elderly patients treated with hemiarthroplasty 
with Austin Moore’s and bipolar prosthesis. Nepal Med Coll J. 
2013;15:81–3.

 70. Mouzopoulos G, et al. The four-year functional result after a dis-
placed subcapital hip fracture treated with three different surgi-
cal options. Int Orthop. 2008;32:367–73. https:// doi. org/ 10. 1007/ 
s00264- 007- 0321-1.

 71. Naser MA, Pathak R, Ahmad A. Superiority of fixed stem bipolar 
prosthesis over Austin Moore prosthetic in fracture neck femur. 
Int J Res Orthop. 2018;4(4):577–81.

 72. Pr N, Hg KK, Pr C, Rn B. Prospective randomised control study of 
bipolar versus unipolar prosthesis in the management of fracture 
neck of femur in elderly patients. Int J Orth Sci. 2018;4(2):501–4.

 73. Ravikumar KJ, Marsh G. Internal fixation versus hemiarthroplasty 
versus total hip arthroplasty for displaced subcapital fractures of 
femur–13 year results of a prospective randomised study. Injury. 
2000;31:793–7.

 74. Somashekar SV, Murthy JS. Treatment of femoral neck frac-
tures: unipolar versus bipolar hemiarthroplasty. Malays Orthop 
J. 2013;7:6–11. https:// doi. org/ 10. 5704/ MOJ. 1307. 007.

 75. Stoffel KK, Nivbrant B, Headford J, Nicholls RL, Yates PJ. Does 
a bipolar hemiprosthesis offer advantages for elderly patients with 
neck of femur fracture? A clinical trial with 261 patients. ANZ J 
Surg. 2013;83:249–54. https:// doi. org/ 10. 1111/ ans. 12048.

 76. Vishwanath C, Mummigatti SB. Comparative study between Aus-
tin Moore prosthesis and bipolar prosthesis in fracture neck of 
femur. Clin Orthop. 2017;1(2):53–61.

https://doi.org/10.1111/j.1445-2197.2009.05040.x
https://doi.org/10.1111/j.1445-2197.2009.05040.x
https://doi.org/10.2106/JBJS.E.00215
https://doi.org/10.1007/s00264-007-0321-1
https://doi.org/10.1007/s00264-007-0321-1
https://doi.org/10.5704/MOJ.1307.007
https://doi.org/10.1111/ans.12048

	Total hip arthroplasty compared to bipolar and unipolar hemiarthroplasty for displaced hip fractures in the elderly: a Bayesian network meta-analysis
	Abstract
	Purpose 
	Material and methods 
	Results 
	Conclusion 
	Level of evidence 

	Introduction
	Material and methods
	Search strategy
	Data source and extraction
	Eligibility criteria
	Outcomes of interest
	Methodology quality assessment
	Statistical analysis

	Results
	Search result
	Methodological quality assessment
	Patient demographics
	Network comparisons
	Cemented versus uncemented implants
	Multivariate analysis

	Discussion
	Conclusion
	References




