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Abstract
Background: This systematic review examines which patient related factors influence functional and clinical
outcomes after total hip arthroplasty (THA) in patients with hip osteoarthritis (OA).
Methods: We performed a systematic review according to the PRISMA guidelines. We searched databases and trial
registries for prospective studies including OA patients who underwent primary THA. Studies with preoperative
measurements on predictors, with at least 1 year follow-up were included. Risk of bias and confounding was
assessed for two domains: follow-up rate and looking at independent effects.
Results: Thirty-five studies were included (138,039 patients). Only nine studies (29 %) had low risk of bias for all
domains thus suggesting an overall low quality of evidence. Studies were heterogeneous in the predictors tested
and in the observed directions of the associations. Overall, preoperative function (13 studies (37 %), 2 with low risk
of bias) and radiological OA (6 studies (17 %), 1 with low risk of bias) were predictors with the most consistent
findings. Worse preoperative function and more severe radiological OA were associated with larger postoperative
improvement. However, these patients never reached the level of postoperative functioning as patients with better
preoperative function or less severe radiological OA. For age, gender, comorbidity, pain and quality of life the
results of studies were conflicting. For BMI, some studies (n = 5, 2 with low risk of bias) found worse outcomes for
patients with higher BMI. However, substantial improvement was still achieved regardless of their BMI.
Conclusion: There is not enough evidence to draw succinct conclusions on preoperative predictors for postoperative
outcome in THA, as results of studies are conflicting and the methodological quality is low. Results suggest to focus on
preoperative function and radiological osteoarthritis to decide when THA will be most effective. The present mapping
of current evidence on the relationship between patient related factors and outcomes provides better information
compared to individual studies and may help to set patient expectations before surgery. In addition, these findings
may contribute to discussions on how to achieve the best possible postoperative outcome for specific patient groups.
Trial registration: This systematic review was registered in Prospero, registration number RD42014009977.
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Background
Total Hip Arthroplasty (THA) is an effective treatment
for most individuals who suffer from pain and loss of
function due to end stage symptomatic hip osteoarthritis
(OA). Parallel to the rising prevalence of hip OA, surgery rates are rising as well [1–4].
THA should not be given too early since the longevity
of a prosthesis is limited [5] and outcomes after revision
THA are generally worse compared to primary THA.
Furthermore, about 10–15 % of the patients is not satisfied after primary THA [6, 7]. Therefore, defined criteria
to assess when patients will benefit most from surgery are
clearly warranted, as it may sometimes be better to first
optimize the patient’s preoperative condition. Current
practice suggests that disease severity and timing of
surgery vary largely among centers and countries [8, 9].
The development of defined criteria to assess which patients will benefit most from surgery would preferably
be based on the best available evidence. Previous reviews on which predictors determine outcome after
THA were conducted some time ago or mainly focused
on patient characteristics such as age, gender, socio
economic status (SES)/education and BMI [10, 11].
Other patient related factors, such as preoperative
function, pain and quality of life, were not included.
Providing such an overview may contribute to discussions on how to achieve the best possible postoperative
outcome for specific patient groups.
Therefore, aim of this study is to conduct a systematic
review examining which preoperative patient related factors influence functional and clinical outcomes after
THA in OA patients.
Methods
We performed a systematic review according to the
PRISMA guidelines. This systematic review was registered in Prospero, registration number RD42014009977.
Search strategy

A search strategy was composed together with a trained
librarian (see Additional file 1). On PubMed, MEDLINE
(Ovid version), EMBASE (Ovid version), Web of Science,
The Cochrane Library, CENTRAL, and CINAHL articles
were searched published up to August 8, 2014. The search
strategy consisted of the AND combination of five concepts: osteoarthritis, hip replacement, predictive determinants, postoperative, and functional and clinical
outcomes. All relevant keyword variations were used,
not only those in the controlled vocabularies of the
various databases, but the free text word variations of
these concepts as well.
The search strategy was optimized for all databases,
taking into account differences of the controlled vocabularies as well as database-specific technical variations
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(e.g., the use of quotation marks). Animal-only studies
were excluded. Additional strategies were composed
for PubMed to find (1) studies not focusing on OA,
(2) studies on patient satisfaction or activities of daily
living, and (3) studies with the word after instead of
postoperative.
Inclusion of articles

We included prospective studies among primary hip OA
patients who underwent primary THA, with preoperative and postoperative measurements on functional or
clinical outcomes and a follow-up of at least one year. If
studies included both THA and TKA patients, we only
extracted the THA data. Thus the results after THA had
to be described separately. We included predictors that
could be determined using standard tests or questions used
in clinical practice (i.e. patient characteristics, radiological
images, questionnaires or physical exams). These variables
could be the focus of the study, or included as confounder
or covariate.
Articles were excluded with metal-on-metal prostheses,
osteotomies before THA, only including bilateral surgeries,
more than 5 % of the patients had other diagnoses than
primary OA (i.e. secondary OA or rheumatoid arthritis)
or different diagnoses could not be stratified, or more
than 5 % of the population had received a revision and
could not be stratified from primary THA. Furthermore,
we excluded articles when results for hip and knee OA
could not be stratified, data were collected retrospectively (i.e. preoperative status assessed after surgery) or
if no full text was available online, via our library or
after mailing the authors. In addition, studies were excluded when baseline scores were not reported, which
is important to interpret the postoperative outcomes.
Only for adverse outcomes such as loosening or complications, this was not applicable therefore these studies
were included.
Selection of studies

Articles were selected in two steps. First, two researchers
(SH and MG) independently excluded articles based on the
title and/or the abstract. Second, one researcher (SH) excluded articles based on the full text. A second researcher
(MG) checked whether selected articles met the inclusion
criteria.
Assessment of risk of bias in included studies

Risk of bias was assessed by one author (SH) and
checked by a second author (MG). It is unclear from the
literature which elements causing risk of bias in observational studies should be assessed. Therefore, we tailored
the risk of bias assessment to our research question, focusing on study design features that could potentially
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bias the association between exposure and outcome.
Risk of bias was thus assessed for the following domains:
 Follow-up rate: less than 20 % loss to follow-up at

1 year was considered to represent low risk of bias
[12, 13]. For longer follow-up, we considered 10 %
loss to follow-up extra for each additional year as
low risk of bias. Since reasons for loss to follow-up/
non-responders were often not reported, we counted
all loss to follow-up regardless of the reason.
 Looking at independent effects: e.g. the use of a
multivariable model in etiological studies or a
prediction model. For example when adjustments in
analyses were made for confounding factors (at least
one), it was considered as low risk of bias.
When no consensus between the two review authors
was reached, a third review author (PM) was consulted
for the final decision.

Data extraction

Data were extracted using a pre-defined data extraction
form. Articles meeting the criteria were closely examined
and data were extracted by one author (SH) and checked
by a second author (MG). When no consensus could be
reached, a third review author (PM) was consulted. We
extracted the following information: sample size, gender,
age, follow-up time, follow-up rate and adjustments in
statistical analyses. Furthermore, we reported each predictor for all outcomes per study and their direction.
The following predictors were included:
– Patient characteristics: age, gender, SES/education,
BMI
– Disease characteristics: radiological OA severity,
comorbidities
– Patient expectations
– Pain
– Function
– Health related quality of life
– Mental well-being
All reported outcomes at different follow-up moments
(≥1 year) for the above described predicting factors were
extracted as reported in the included study. We examined
both the change in outcome scores (postoperative score preoperative score) and the level of the postoperative outcome, as patients with lower baseline scores are more likely
to improve, but may not reach the same postoperative
levels as patients with higher baseline scores.
Given the heterogeneity of predictors and outcomes,
pooling of data using meta-analysis was not possible so
that only descriptive analyses were conducted.
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Results
Search

The bibliographic databases yielded a total of 2,595 references and 46 additional studies in trial registers (Fig. 1).
Full-text papers of 208 references were assessed for eligibility. We excluded 170 articles, mainly because more
than 5 % of the population had a diagnosis other than
primary OA or a revision surgery. Thirty-five studies fulfilled our inclusion criteria.
Risk of bias

Table 1 shows that 14 studies (40 %) had low risk of bias
for the follow-up domain. Eight studies [14–21] had a
high risk of bias on this domain. One study [22] had a
loss to follow-up of >20 % in the first and third year, but
a low loss to follow-up at 5 and 7 years, so that risk of
bias was unclear. Twelve studies had unclear risk of bias
as the loss to follow-up was not described. Four of these
studies were registry studies [23–26] and one study [27]
was based on Medicare claims.
Most studies (n = 28) adjusted for confounders or used
a prediction model (low risk of bias), but differed from
stratifying for one variable to multivariable adjustment
(Table 1). Seven studies [26, 28–33] did not adjust for
other factors in the analyses (high risk of bias).
Only nine studies (29 %) had low risk of bias across
both domains: Cushnaghan [34], Davis [35], Gandhi [36],
Gordon [37, 38], Fortin [39], Judge [40], McHugh [41], and
Nilsdotter [42], to which we will refer as low risk of bias
studies. Thus most studies had unclear or high risk of bias
for least one domain, to which we will refer as high risk of
bias studies, suggesting overall low quality of evidence.
Study characteristics

The 35 included studies were all observational cohort
studies. Table 2 shows that studies differ considerably in
which factors predict outcomes after THA, given that
only few significant associations were found per combination of a prognostic factor and outcome. Many studies
assessed the effect of a prognostic factor on more than
one outcome, as such it was possible to find a significant
association for one outcome while no association with

Fig. 1 Flow diagram of included and excluded publications
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Table 1 Risk of bias and confounding
First author, year

Follow-up (years)

Follow-up (% missing)

Bethge, 2010 [14]

1

28.9

Looking at independent effects
Age, gender and self-efficacy expectations

Clement, 2011 [43]

1

ND

Age

Clement, 2011 [47]

1

ND

Age, SF-12 scores and length of stay

Cushnaghan, 2007 [34]

Mean 8.8

48 cases

Prediction model

Davis, 2011 [35]

5

HHS: 28

53 controls

SF-36: 32

Age, gender, operating consultant, and a diagnosis of cancer,
atherosclerotic disease, cardiac disease, diabetes mellitus,
osteoporosis and phlebitis

Duivenvoorden, 2013 [15]

1

31

Age, gender, time spent on waiting list and unbalanced
characteristics between study population and patients lost
to follow-up

Gandhi, 2010 [36]

Mean 3.3

14 at 1 year follow-up

Age, gender, BMI, SF-36 Mental Health (MH) scores, method
of fixation (cemented vs uncemented), and comorbidity

Gordon, 2014 [37]

1

8

Age, gender, Charnley classification, previous contralateral
THR, and preoperative pain VAS

Gordon, 2014 [38]

1

8

Gender, previous contralateral hip surgery, pain, and Charnley
classification

Greene, 2014 [16]

1

66.7

Bayesian model averaging with age, gender, Charnley
classification, presence of comorbidities, whether the included
hip was the first or second in the time interval, marital status,
and education level

Fortin, 2002 [39]

2

25.7a

Age, gender, education, and comorbidity

Haverkamp, 2013 [28]

Mean 2.3

18.6a

No

Heiberg, 2013 [17]

1

27.3

Prediction model

Ieiri, 2013 [49]

1 and 3

ND

Canonical correlation analysis

Johansson, 2010 [29]

2

ND

No

Judge, 2014 [19]

1

30.8

Age, sex, SF-36 mental health, comorbidities, fixed flexion,
analgesic use, college education, OA in other joints,
expectation of less pain, radiological K&L grade, ASA grade,
years of hip pain

Judge, 2013 [40]

each year up to 5

20 at 1 year, 30 at 5 year

Multivariable model

Judge, 2012 [48]

Mean 8

61.3b

Prediction model

Judge, 2011 [18]

1

31.6

Age, sex, school education, ASA grade, K&L grade, BMI,
medication use

Katz, 2012 [27]

12

ND

Patient age, sex, race, Medicaid eligibility, comorbidity and
hospital and surgeon annual THA volume

Kennedy, 2011 [44]

Up to 1.3

ND

Age, gender, body mass index
a

Keurentjes, 2013 [20]

1.5–6

54.1

Age, sex, Charnley Comorbidity Classification and BMI

McHugh, 2013 [41]

1

11.7

Multivariable model

Meding, 2000 [22]

Mean 2.7

11.4 at 1 year, 37.2 at 3 years, 64.8 at Age and gender
5 years and 84.3 at 7 years

Nikolajsen, 2006 [30]

1–1.5

6.4

Nilsdotter, 2003 [42]

Mean 3.6

9.6

Multivariable model

Nilsdotter, 2002 [32]

1

16.2

No

No

Nilsdotter, 2001 [31]

1

11.9

No

Röder, 2007 [24]

Mean 4.3

ND (registry study)

Gender, age, and follow-up year

Rolfson, 2009 [23]

1

ND (registry study)

Age, gender and comorbidity

Sadr Azodi, 2008 [25]

3

ND (registry study)

Age at the time of surgery, calendar period, and fixation
principle

Sarasqueta, 2012 [21]

1

29

Prediction model
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Table 1 Risk of bias and confounding (Continued)
Stickles, 2001 [26]

1

ND (registry study)

No

Street, 2005 [33]

1 and 2

ND

No

Tanaka, 2010 [45]

1

ND

Age, sex, changes in the LLD, vertical ATD, femoral offset, and
the horizontal and vertical position of the center of the
femoral head, stage of hip OA (advanced or terminal); HHS,
and the duration of OA

SF-12 12-item Short Form Health Survey, HHS Harris Hip Score, SF-36 36-item Short Form Health Survey, BMI body mass index, MH mental health, THR total hip
replacement, VAS visual analogue scale, OA osteoarthritis, K&L grade Kellgren-Lawrence, ASA American Society of Anesthesiologists, LLD leg length discrepancy,
ATD articulotrochanteric distance
ND not described or partly described
a
For patients with THA and TKA, not separately described
b
At 6 months

bias studies found a nonlinear relationship with age.
Gordon et al. [38] found that outcomes were fairly unaffected by age until patients were in their late sixties,
after which age had a negative effect on the EQ-5D.
Judge et al. [40] found a small, not clinically relevant, effect of patients aged 50–60 reaching better postoperative
Oxford Hip Scores (OHS). The three other studies found
that older patients had smaller improvements or worse
outcomes, but most differences were small [34, 36, 42].
Furthermore, the study of Cushnaghan et al. [34] was
one of the few studies with a longer follow-up (~8 years)
and a control group. Although a higher age predicted
smaller changes in the SF-36 (Physical Function (PF)) in
this study, this difference was also found in the control
group suggesting that the effect is explained by ageing.
Most of the high risk of bias studies also found that older
patients had smaller improvements or worse outcomes, but
that most differences were small [17, 32, 43–45]. Furthermore, Clement et al. [43] found that patients aged ≤80 years

another outcome was found. As a result, a study may be
described below both as a significant and a non-significant
association. Most studies assessed outcomes through selfreported questionnaires and if the Harris Hip Score was
used [29, 33] it was often not described who performed
the physical examination. Additional file 2 shows the
number of patients in each included study, the gender and
age distribution, follow-up time, and significant associations observed. A total of 138,039 patients were included
with average age from 60 to 84 years. Four studies used
registry data [23–26] and one study used Medicare claims
data [27]. The follow-up time varied from 1 year to a
mean of 12 years [27].
Prognostic factors
Age

Eleven studies (31 %) reported that the outcome was significantly influenced by age (Additional file 2), of which
five studies had low risk of bias. Two of these low risk of
Table 2 Number of reported outcomes for each prognostic factor
Prognostic factors

SF-36

EQ-5D SF-12

WOMAC OHS HHS Pain Satisfaction Walking Revision Dislocation Other outcomesa
distance

Age

5

1

1

3

2

-

-

1

1

1

-

Gender

3

3

-

-

-

-

1

2

1

1

-

Complications

SES/education

-

1

-

1

1

-

1

1

-

-

-

Comorbidities

4

3

-

1

1

-

1

1

-

-

2

BMI

2

-

-

-

2

1

-

-

-

-

-

Superficial infection
Ascending and
descending stairs
Gait improvement

Radiological OA severity 3

-

-

1

-

-

1

1

-

-

-

Patient expectations

-

-

-

1

-

1

-

-

-

-

-

Pain

3

-

-

4

-

1

1

-

-

-

-

Function

3

-

-

6

1

1

-

-

4

-

-

Health related quality
of life

4

3

1

2

1

-

1

1

-

-

-

Mental well-being

2

1

-

-

1

-

1

2

-

-

-

Assistance from another
person for ADL, flexion

HOOS

SF-36 36-item short form health survey, EQ-5D EuroQol 5 Dimensions, SF-12 12-item short form health survey, WOMAC Western Ontario & McMaster Universities
osteoarthritis index, OHS Oxford Hip score; HHS Harris Hip score, HOOS hip disability and osteoarthritis outcome score
a
Reported in only one study
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had a greater, but not clinically relevant improvement on
the SF-12. Despite smaller improvements for older patients
(>80 years), they were more satisfied after THA. Another
study found that older patients (>75 years) had a higher revision rate than younger patients (65–75 years) [27]. Eight
studies tested the association between age and outcomes
such as SF-12 MCS, OHS (pain), post-operative complications, walking distance, LEFS, SF-36, WOMAC, EQ-5D
and gait improvement, but did not find significant effects
[16, 18, 21, 32, 41, 43–45]. One of these studies had low
risk of bias [41].
Gender

Ten studies (29 %) reported associations between gender
and outcomes in different directions. Three studies had
low risk of bias. Cushnaghan et al. [34] reported that females had smaller improvements on the SF-36 (PF)
scale. However, this was found in both cases and controls regardless of arthroplasty. Gandhi et al. [36] on the
other hand, reported worse outcomes for males on the
SF-36 (PF) and Gordon et al. [37] reported higher EQ-5D
scores for males. Of the other high risk of bias studies,
Greene et al. and Rolfson et al. [16, 23] found women were
less satisfied. Heiberg et al. [17] found that males reached
better scores of walking distance (on the 6-min walk test
(6MWT)) (60.3 m more than women), which is a clinically
relevant difference [46]. However, they did not use a control group and it may be that healthy male controls also
reach better scores of walking distance compared to females. Furthermore, Katz et al. [27] found higher rates of
revision in men than in women. Many studies investigated
the association but did not find any significant associations
of gender and various outcomes such as WOMAC, SF-36,
pain, EQ VAS and gait improvement [16, 18, 21, 23, 31,
32, 36, 37, 41, 42, 45]. Four of these studies had low risk of
bias [36, 37, 41, 42].
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[34]. Gandhi et al. [36] found that patients with comorbidities scored worse on the WOMAC and the SF-36.
Another low risk of bias study found that a higher
Charnley comorbidity class was associated with worse
outcomes on the EQ-5D [37]. The same results were
also found in two high risk of bias studies [16, 23]. In
addition, Judge et al. [48] found an association between
number of painful joint sites and worse outcomes on the
SF-36. However, six studies did not find significant associations between different comorbidities and outcomes
such as SF-36, revision, chronic hip pain and WOMAC
[21, 27, 30, 34, 41, 48]. Two of these studies had low risk
of bias [34, 41].
Body mass index

Five studies (14 %) reported an association between BMI
and postoperative outcomes. Two of these studies had
low risk of bias [35, 40] where the study of Davis et al.
[35] reported the largest effect with morbidly obese
patients (BMI ≥35 kg/m2) having a 4.42 times higher
dislocation rate than those with BMI <25 kg/m2. The
authors also found associations between higher BMI
and more superficial infections, poorer HHS and lower
SF-36 postoperative scores [35]. Judge et al. [40] reported
that patients with higher BMI had smaller absolute improvement on the OHS. However, regardless of their BMI,
patients achieved substantial improvement in the OHS
which outweighs the small absolute difference in attained
OHS. The same was found in a high risk of bias study
[19]. Other high risk of bias studies found that overweight
and obesity were associated with a 3.7 fold increased risk
of implant dislocation [25], and with lower SF-36 postoperative scores [49]. Furthermore, eight studies did not find
an association with BMI and different outcomes, such
as 6MWT, LEFS, WOMAC, SF-36 and chronic hip pain
[21, 30, 34, 36, 41, 42, 44, 48]. Four of these studies had
low risk of bias [34, 36, 41, 42].

SES/education

Only three studies (9 %) reported an association between
socioeconomic status or education and outcomes. None
of these studies had low risk of bias. The studies reported
more favorable outcomes following surgery in patients
with a higher education [16, 18] or SES [47]. Sarasqueta et
al. [21] did not find an association between education level
and WOMAC.
Comorbidities

Comorbidities were associated with worse outcomes in 7
studies (20 %), of which four studies had low risk of bias
[34, 36, 37, 40]. These low risk of bias studies found that
patients with comorbidities had worse outcomes. However, the size of the effects varied from having a small effect for patients with comorbidities on the OHS [40] to
a large effect for patients with diabetes on the SF-36

Radiological OA severity

Six studies (17 %) reported significant associations between radiological OA severity and outcomes. Only one
study had low risk of bias [34]. This study found that
changes in physical functioning were markedly better in
those with worse preoperative radiological OA grades.
This was also found in two other high risk of bias studies [20, 48]. However, these studies focused on changes
and not on final outcomes. Patients with lower baseline
scores are more likely to improve, but the question is
whether they reach the same postoperative levels. Another high risk of bias study found that patients with less
severe radiological change had better postoperative outcomes [18]. Furthermore, Tanaka et al. [45] showed that
a worse radiological OA stage predicted worse gait improvements after surgery. On the other hand, Meding et
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al. [22] found that patients with a greater degree of preoperative cartilage space loss had less hip pain 1 year
after surgery, but no association was found at 3 years
after surgery. Nilsdotter et al. [31] found that patients
with severe preoperative radiological OA did not differ
in postoperative outcome compared with patients with
only moderate preoperative radiological OA.
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preoperative function [39]. This was also confirmed in
other high risk of bias studies [17, 24, 29, 32, 40, 44]. In
most studies these observed differences were regarded as
clinically relevant by the authors. Four studies did not find
associations between function and various outcomes such
as 6MWT, LEFS, ROM, deformity, HHS, SF-36 and gait
improvement [17, 29, 44, 45]. None of these studies had
low risk of bias.

Patient expectations

Two included high risk of bias studies (6 %) reported an
association between patient expectations and outcomes.
Bethge et al. [14] found that patients who expected an
enduring illness and did not expect treatment to be
helpful had worse postoperative scores on the HHS.
Judge et al. [18] showed that patients with high expectations were more likely to improve on the WOMAC scale.
Pain

Six studies (17 %) reported an effect of preoperative pain
on outcomes. The results were conflicting. Two studies
that had low risk of bias showed that pain was related to
worse outcomes. Nilsdotter et al. [42] reported that a
higher degree of pain predicted worse function at
3.6 years after surgery. McHugh et al. [41] found that
worse pain at baseline was negatively associated with improvement. In other high risk of bias studies, patients
with the worst pre-operative WOMAC pain scores and
SF-36 (Bodily Pain) also performed worse at 1 year postoperatively [32]. On the other hand, Judge et al. [18]
found that patients with worse baseline pain had a
greater improvement post-surgery on pain. Haverkamp
et al. [28] showed that more preoperative pain at rest or
at night resulted in more improvement on the WOMAC
and VAS pain scale, but the patients maintained at a
lower level at final follow up. Furthermore, Street et al.
[33] looked at different pain areas and found that patients with knee pain showed less improvement (on
HHS, WOMAC and SF-36) than those with hip or thigh
pain. Röder et al. [24] concluded that pain relief was independent of the preoperative pain level. No significant
associations were found in 5 other studies with outcomes
such as pain, WOMAC and satisfaction [21, 24, 28, 30, 39].
One of these studies had low risk of bias [39].
Function

Several questionnaires were used to assess preoperative
function and associations were found in 13 studies (37 %).
Two of these studies had low risk of bias [34, 39]. One of
these studies showed that patients with a worse preoperative function had a greater improvement [34], which was
also found in other studies [18, 43, 48]. The other low risk
of bias study showed that although patients with worse
preoperative function had a greater improvement, they did
not achieve the postoperative level of those with higher

Health related quality of life

Ten studies (29 %) reported significant associations between preoperative health related quality of life (HRQoL)
and postoperative outcomes, three of these studies had
low risk of bias [34, 40, 42]. In these low risk of bias studies, better preoperative quality of life was associated with
better postoperative scores. Judge et al. [40] reported a
small but statistically significant effect on the OHS.
Nilsdotter [42] found an association with worse WOMAC
scores. Cushnaghan [34] found that patients with a higher
SF-36 score had less improvement postoperatively. This
was also found in a high risk of bias study by Gordon et
al. [38], in which the authors stated that patients with low
preoperative scores had the highest gain, although they
did not reach the same absolute levels as patients with
high preoperative scores. No associations were found in
eight studies that tested associations of different
HRQoL scores on outcomes, such as WOMAC, pain,
satisfaction, EQ-5D, SF-36 and WOMAC [14, 16, 18,
21, 23, 32, 36, 42]. Two of these studies had low risk of
bias [36, 42].
Mental well-being

Five studies (14 %) reported that mental well-being, such
as anxiety and depressive symptoms, was associated with
postoperative outcomes. Two of these studies had low
risk of bias and found that worse mental well-being was
associated low OHS [40] and less change in SF-36 PCS
[41]. The three other high risk of bias studies also found
that worse mental well-being was associated with various
worse outcomes, such as pain relief, EQ-5D, satisfaction,
SF-36 and Hip disability and Osteoarthritis Outcome
Score (HOOS) [15, 23, 49].

Discussion
We know that THA improves clinical and functional
outcomes in most patients, and for some more than
others. We also know that some patients achieve better
postoperative levels of these outcomes than other patients. Hence it is relevant to assess which variables predict the outcome and the extent of improvement after
THA. Therefore, we performed a systematic review in
which multiple preoperative factors were included. Our
review shows that the results on which predictors affect
specific outcomes after THA were not consistent, even
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when looking only at low risk of bias studies. Some predictors were examined in many studies, but the results
were conflicting as to whether an association was found
(e.g. for age, comorbidity, pain and preoperative health
related quality of life). Sometimes the associations could
even go in different directions such as for gender. Other
predictors were only reported in a few studies, such as
SES/education, patient expectations, and mental well-being.
Consistent and clinically relevant effects on postoperative
outcomes were only found for preoperative radiological OA
severity and preoperative function. However, only one study
that assessed radiological OA severity and two studies that
assessed preoperative function had low risk of bias. Overall,
even though greater improvements were found in patients
with more severe radiological OA and lower function
baseline scores, these patients did not reach the same
postoperative levels in functioning as patients with less
severe OA or higher baseline function scores. Moreover, these associations were not found in all studies
[17, 29, 31, 44, 45] and these studies had a high risk of bias.
Even though BMI is often considered as a relevant
predictor of postoperative outcome, our review shows
that only 5 out of the 13 studies (2 low risk of bias studies) reported a significant association between BMI and
outcomes. Furthermore, complication rates after surgery
were higher for patients with a higher BMI, but the patient reported outcomes did not show clinically relevant
differences depending on BMI in both low and high risk
of bias studies. This may be explained partly because we
focused on long term follow-up (≥1 year) and did not investigate short term complications, which more often
occur in patients with a higher BMI. Patients achieved
substantial improvement in the patient reported outcomes
regardless of their BMI [19, 35] so that patients should not
be withheld from surgery only because of their high BMI.
Furthermore, age was a major confounder in many studies,
as with increasing age people tend to be for example less
physically active and may have comorbidities as part of a
physiological aging process which will bias the observed associations between other predictors and outcomes. As a result, some studies may have found smaller improvement in
elderly people. However, it may be possible that elderly
people are satisfied with a small improvement since their
lifestyle may be less active as well. Since only one study
compared the outcomes with a control group (without
THA), it is difficult to conclude whether differences are
based on the “prognostic” factor or that it is just the natural
course of life.
An earlier systematic review on preoperative predictors on outcomes in THA [50] included studies until
2005. They concluded that THA resulted in pain relief,
improved physical function and enhanced health-related
quality of life regardless of patients’ characteristics, type of
operation or type of prosthesis. The only factor affecting
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patient outcomes was patients’ poor preoperative function.
Furthermore, the authors did not perform a risk of bias assessment. Most studies included in the present review
were published after 2005 (31 of the 35). Still, we found
similar results even when focusing on low risk of bias
studies only. Furthermore, two reviews focused on patients’ characteristics. Santaguida et al. [11] found in their
systematic review that age and gender were associated
with risk of revision and mortality after total hip and knee
arthroplasty and that age was associated with function.
However, they found that all patients benefited from total
joint arthroplasty regardless of their age and gender.
Waheeb et al. [10] also showed that high variability and
conflicting findings were reported on the effect of age,
gender and BMI on patient reported outcomes. While
these reviews focused on patients’ characteristics, our
review adds how other factors such as radiological OA
severity, preoperative quality of life and preoperative
function affect postoperative outcomes.
Studies in our systematic review were heterogeneous
and differed in follow-up time (beyond one year), prognostic factors and outcomes, which may explain the conflicting findings and make it difficult to compare studies. It
also shows that there is no consensus in which outcomes
should be used to assess the impact of surgery and which
prognostic factors should be considered. Differences in reported associations may be partly explained by differences
in the measurement of these predictors and outcomes (e.g.
function is measured with HOOS, WOMAC, OHS etc.).
The majority of the included studies assessed outcomes
through self-reported questionnaires, which may bias
results due to response shift [51]. Patients may report
changes over time due to changes in their internal standards, values, or conceptualization of health related quality
of life [51] so that it seems as if scores change, but this may
not be reflected in objective measurements. In addition,
radiological OA severity may vary due to inter- and intraobserver variability. Therefore, more uniformity is needed
regarding types of measurements and questionnaires. Furthermore, some studies focused on improvements while
other studies focused on the final outcome, so that regression to the mean should be taken into account.
Loss to follow-up was a problem in 18 studies, which
is likely to bias the associations found. For instance, patients who are less satisfied or have poor outcome after
a THA are less likely to further participate in a study and
therefore be lost to follow-up. Hence, satisfied patients with
good outcomes may be over-represented [52]. Another
problem may be reporting bias. Although some authors
described both significant associations and non-significant
associations within a study, it is likely that the same associations were investigated by others, but not reported if results were non-significant. Since most studies examining
these topics were observational studies, outcome reporting
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bias is possible as primary outcomes of observational
studies are not documented in a trial register as for randomized controlled trials. Furthermore, predictors and
outcomes were measured with questionnaires covering
multiple domains. For example the SF-36 has eight domains and two summary scores (MCS and PCS). Studies
using these questionnaires often did not correct for multiple testing so that it is possible that some associations
were in fact chance findings (5 %). Also some of the studies included overlapping cohorts, but most often did assess
different prognostic variables on different outcomes. A
strength of this review is the strict inclusion criteria concerning patients with primary OA who underwent a THA.
This made the populations in the selected studies better
comparable. This also led to exclusion of many studies
that analyzed THA and TKA as one group or included
other patient groups. Since THA and TKA are two different surgeries including these studies would have made results even more heterogeneous.
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many other factors that might influence the outcome,
such as type of prosthesis (e.g. type of stem, head size,
cemented/uncemented), experience of the surgeon or
hospital type. These factors should also be taken into account when determining the optimal timing of surgery.
Ethics approval and consent to participate
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The data supporting the conclusions of this article are
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Conclusion
In this systematic review we synthesized information
about multiple preoperative factors and their relation
with postoperative outcomes. However, there is too little
high quality evidence to draw firm conclusions on prognostics factors for specific outcomes after THA. Overall,
preoperative function and radiological OA were predictors with the most consistent findings in studies with
low risk of bias. Worse preoperative function and more
severe radiological OA were associated with larger postoperative improvement. However, these patients did not
reach the level of postoperative functioning as patients
with better preoperative function or less severe radiological
OA. The present mapping of current evidence on the relationship between patient related factors and outcomes provides better information compared to individual studies
and may help to set patient expectations before surgery.
Implications for future research

Insight into preoperative patient related factors and their
relation with postoperative outcomes brings us a step
closer to the determination of the optimal timing of THA.
Procedures should not be performed too early, as the lifespan of a prosthesis is limited, and revision arthroplasty is
less successful than primary TKA or THA [53]. A surgeon
could possibly decide to postpone a THA by first optimizing preoperative function using different non-surgical treatments, if patients would then reach the same or better
postoperative functional levels. Therefore, further research
is needed to determine optimal preoperative (range of) cutoff points to recommend implant surgery, using a patients’
lifetime perspective and our results on which preoperative
factors determine the outcomes after THA. In addition, as
we focused on patient related factors only, there are also

Abbreviations
6MWT: 6 minute walk test; ADL: activities of daily living; ASA: American society
of anesthesiologists; ATD: Articulotrochanteric distance; BIPQ: the brief illness
perception questionnaire; BMI: body mass index; DEPCAT: deprivation
categories; EQ-5D: EuroQol 5 dimensions; ESSI: the ENRICHD social support
instrument; HADS: hospital anxiety and depression scale; HHS: Harris Hip score;
HOOS: hip disability and osteoarthritis outcome score; K&L grade: KellgrenLawrence; LEFS: lower extremity functional scale; LLD: leg length discrepancy;
OA: osteoarthritis; OHS: Oxford hip score; QOL: quality of life; ROM: range of
motion; SF-12: 12-item short form health survey; SF-36: 36-item Short Form
Health Survey (subscales PF: Physical Functioning; RP: Physical Role; BP: Bodily
Pain; GH; General Health; VT: Vitality; SF: Social Functioning; RE: Role-Emotional;
MH: Mental Health; MCS: Mental Component Summary score; PCS: Physical
Component Summary score); THA: total hip arthroplasty; THR: total hip
replacement; VAS: visual analogue scale; WOMAC: Western Ontario & McMaster
Universities osteoarthritis index.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
SH and MG selected articles. SH extracted the data and MG checked the
extracted data. Risk of bias for each article was assessed by SH, checked by
MG and in case of not reaching consensus by PM. SH wrote the article. PM
supervised writing of the manuscript. MG, PM, TV, and RN have critically read
and modified the manuscript, and have approved the final version.
Acknowledgements
We would like to thank J. Schoones, MA, Librarian, for help provided in
performing the search. We also would like to thank the members of the
ARGON-consortium for their help and advice (see www.artroseresearch.nl).
Accessed 13 May 2016.
Funding
This work was supported by The Dutch Arthritis Foundation grant number
BP 12-3-401.
Author details
1
Department of Orthopaedics, Leiden University Medical Center, Albinusdreef
2, Leiden 2333 ZA, The Netherlands. 2Department of Clinical Epidemiology,
Leiden University Medical Center, Albinusdreef 2, Leiden 2333 ZA, The
Netherlands. 3Department of Medical Decision Making, J10-S, Leiden
University Medical Center, P.O. Box 9600, Leiden 2300 RC, The Netherlands.

Hofstede et al. BMC Musculoskeletal Disorders (2016) 17:212

Received: 12 February 2016 Accepted: 11 May 2016

References
1. Otten 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;154:A1534.
2. van Steenbergen LN, Denissen GA, Spooren A, van Rooden SM, van
Oosterhout FJ, Morrenhof JW, et al. More than 95 % completeness of
reported procedures in the population-based Dutch Arthroplasty Register.
Acta Orthop. 2015;86(4):1–8.
3. Van Steenbergen LN, Spooren A, Denissen GAW, Van Der Togt CR, Van
Rooden SM. In: LROI, editor. LROI-Report 2013 Insight into quality and
safety. ’s-Hertogenbosch: Netherlands Orthopaedic Association; 2013.
4. Nho SJ, Kymes SM, Callaghan JJ, Felson DT. The burden of hip osteoarthritis
in the United States: epidemiologic and economic considerations. J Am
Acad Orthop Surg. 2013;21 Suppl 1:S1–6.
5. Labek G, Thaler M, Janda W, Agreiter M, Stockl B. Revision rates after total
joint replacement: cumulative results from worldwide joint register datasets.
J Bone Joint Surg (Br). 2011;93:293–7.
6. Gandhi R, Davey JR, Mahomed NN. Predicting patient dissatisfaction
following joint replacement surgery. J Rheumatol. 2008;35:2415–8.
7. Espehaug B, Havelin LI, Engesaeter LB, Langeland N, Vollset SE: Patient
satisfaction and function after primary and revision total hip replacement.
Clin Orthop Relat Res. 1998;351:135-48.
8. Dieppe P, Judge A, Williams S, Ikwueke I, Guenther KP, Floeren M, et al.
Variations in the pre-operative status of patients coming to primary hip
replacement for osteoarthritis in European orthopaedic centres. BMC
Musculoskelet Disord. 2009;10:19.
9. Ackerman IN, Dieppe PA, March LM, Roos EM, Nilsdotter AK, Brown GC, et
al. Variation in age and physical status prior to total knee and hip
replacement surgery: a comparison of centers in Australia and Europe.
Arthritis Rheum. 2009;61:166–73.
10. Waheeb A, Zywiel MG, Palaganas M, Venkataramanan V, Davis AM. The
influence of patient factors on patient-reported outcomes of orthopedic
surgery involving implantable devices: a systematic review. Semin Arthritis
Rheum. 2015;44:461–71.
11. Santaguida PL, Hawker GA, Hudak PL, Glazier R, Mahomed NN, Kreder HJ, et
al. Patient characteristics affecting the prognosis of total hip and knee joint
arthroplasty: a systematic review. Can J Surg. 2008;51:428–36.
12. Altman DG. Statistics in medical journals: some recent trends. Stat Med.
2000;19:3275–89.
13. Oxford CEBM. Oxford Centre for Evidence-based Medicine - Levels of
Evidence. 2009. Available at: http://www.cebm.net/oxford-centre-evidencebased-medicine-levels-evidence-march-2009/.
14. Bethge M, Bartel S, Streibelt M, Lassahn C, Thren K. [Illness perceptions and
functioning following total knee and hip arthroplasty]. Z Orthop Unfall.
2010;148:387–92.
15. Duivenvoorden T, Vissers MM, Verhaar JA, Busschbach JJ, Gosens T, Bloem
RM, et al. Anxiety and depressive symptoms before and after total hip and
knee arthroplasty: a prospective multicentre study. Osteoarthritis Cartilage.
2013;21:1834–40.
16. Greene ME, Rolfson O, Nemes S, Gordon M, Malchau H, Garellick G.
Education attainment is associated with patient-reported outcomes:
findings from the Swedish Hip Arthroplasty Register. Clin Orthop Relat Res.
2014;472:1868–76.
17. Heiberg KE, Ekeland A, Bruun-Olsen V, Mengshoel AM. Recovery and
prediction of physical functioning outcomes during the first year after total
hip arthroplasty. Arch Phys Med Rehabil. 2013;94:1352–9.
18. Judge A, Cooper C, Arden NK, Williams S, Hobbs N, Dixon D, et al. Preoperative expectation predicts 12-month post-operative outcome among
patients undergoing primary total hip replacement in European
orthopaedic centres. Osteoarthritis Cartilage. 2011;19:659–67.
19. Judge A, Batra RN, Thomas GE, Beard D, Javaid MK, Murray DW, et al. Body
mass index is not a clinically meaningful predictor of patient reported
outcomes of primary hip replacement surgery: prospective cohort study.
Osteoarthritis Cartilage. 2014;22:431–9.
20. Keurentjes JC, Fiocco M, So-Osman C, Onstenk R, Koopman-Van Gemert
AW, Poll RG, et al. Patients with severe radiographic osteoarthritis have a
better prognosis in physical functioning after hip and knee replacement: a
cohort-study. PLoS One. 2013;8:e59500.

Page 10 of 11

21. Sarasqueta C, Escobar A, Arrieta Y, Azcarate J, Etxebarria-Foronda I, Gonzalez
I, et al. Primary hip replacement: first year results and predictive factors of
poor outcome. Rev Esp Cir Ortop Traumatol. 2012;56:3–10.
22. Meding JB, Anderson AR, Faris PM, Keating EM, Ritter MA: Is the
preoperative radiograph useful in predicting the outcome of a total hip
replacement? Clin Orthop Relat Res 2000;376:156-60
23. Rolfson O, Dahlberg LE, Nilsson JA, Malchau H, Garellick G. Variables
determining outcome in total hip replacement surgery. J Bone Joint Surg
(Br). 2009;91:157–61.
24. Roder C, Staub LP, Eggli S, Dietrich D, Busato A, Muller U. Influence of
preoperative functional status on outcome after total hip arthroplasty.
J Bone Joint Surg Am. 2007;89:11–7.
25. Sadr AO, Adami J, Lindstrom D, Eriksson KO, Wladis A, Bellocco R. High
body mass index is associated with increased risk of implant dislocation
following primary total hip replacement: 2,106 patients followed for up to
8 years. Acta Orthop. 2008;79:141–7.
26. Stickles B, Phillips L, Brox WT, Owens B, Lanzer WL. Defining the relationship
between obesity and total joint arthroplasty. Obes Res. 2001;9:219–23.
27. Katz JN, Wright EA, Wright J, Malchau H, Mahomed NN, Stedman M, et al.
Twelve-year risk of revision after primary total hip replacement in the U.S.
Medicare population. J Bone Joint Surg Am. 2012;94:1825–32.
28. Haverkamp D, Brokelman RB, Van Loon CJ, Van Kampen A. Timing of
arthroplasty, what is the influence of nocturnal pain and pain at rest on the
outcome? Knee Surg Sports Traumatol Arthrosc. 2013;21:2590–4.
29. Johansson HR, Bergschmidt P, Skripitz R, Finze S, Bader R, Mittelmeier W.
Impact of preoperative function on early postoperative outcome after total
hip arthroplasty. J Orthop Surg (Hong Kong). 2010;18:6–10.
30. Nikolajsen L, Brandsborg B, Lucht U, Jensen TS, Kehlet H. Chronic pain
following total hip arthroplasty: a nationwide questionnaire study. Acta
Anaesthesiol Scand. 2006;50:495–500.
31. Nilsdotter AK, Aurell Y, Siosteen AK, Lohmander LS, Roos HP. Radiographic
stage of osteoarthritis or sex of the patient does not predict one year
outcome after total hip arthroplasty. Ann Rheum Dis. 2001;60:228–32.
32. Nilsdotter AK, Lohmander LS. Age and waiting time as predictors of
outcome after total hip replacement for osteoarthritis. Rheumatology
(Oxford). 2002;41:1261–7.
33. Street J, Lenehan B, Flavin R, Beale E, Murray P. Do pain referral patterns
determine patient outcome after total hip arthroplasty? Acta Orthop Belg.
2005;71:540–7.
34. Cushnaghan J, Coggon D, Reading I, Croft P, Byng P, Cox K, et al. Long-term
outcome following total hip arthroplasty: a controlled longitudinal study.
Arthritis Rheum. 2007;57:1375–80.
35. Davis AM, Wood AM, Keenan AC, Brenkel IJ, Ballantyne JA. Does body
mass index affect clinical outcome post-operatively and at five years
after primary unilateral total hip replacement performed for
osteoarthritis? A multivariate analysis of prospective data. J Bone Joint
Surg (Br). 2011;93:1178–82.
36. Gandhi R, Dhotar H, Davey JR, Mahomed NN. Predicting the longer-term
outcomes of total hip replacement. J Rheumatol. 2010;37:2573–7.
37. Gordon M, Frumento P, Skoldenberg O, Greene M, Garellick G, Rolfson O.
Women in Charnley class C fail to improve in mobility to a higher degree
after total hip replacement. Acta Orthop. 2014;85:335–41.
38. Gordon M, Greene M, Frumento P, Rolfson O, Garellick G, Stark A. Age- and
health-related quality of life after total hip replacement. Acta Orthop. 2014;
85:244–9.
39. Fortin PR, Penrod JR, Clarke AE, St-Pierre Y, Joseph L, Belisle P, et al. Timing
of total joint replacement affects clinical outcomes among patients with
osteoarthritis of the hip or knee. Arthritis Rheum. 2002;46:3327–30.
40. Judge A, Arden NK, Batra RN, Thomas G, Beard D, Javaid MK, et al. The
association of patient characteristics and surgical variables on symptoms of
pain and function over 5 years following primary hip-replacement surgery: a
prospective cohort study. BMJ Open. 2013;3:e002453.
41. McHugh GA, Campbell M, Luker KA. Predictors of outcomes of recovery
following total hip replacement surgery: A prospective study. Bone Joint
Res. 2013;2:248–54.
42. Nilsdotter AK, Petersson IF, Roos EM, Lohmander LS. Predictors of patient
relevant outcome after total hip replacement for osteoarthritis: a
prospective study. Ann Rheum Dis. 2003;62:923–30.
43. Clement ND, MacDonald D, Howie CR, Biant LC. The outcome of primary
total hip and knee arthroplasty in patients aged 80 years or more. J Bone
Joint Surg (Br). 2011;93:1265–70.

Hofstede et al. BMC Musculoskeletal Disorders (2016) 17:212

Page 11 of 11

44. Kennedy DM, Stratford PW, Robarts S, Gollish JD. Using outcome measure
results to facilitate clinical decisions the first year after total hip arthroplasty.
J Orthop Sports Phys Ther. 2011;41:232–9.
45. Tanaka R, Shigematsu M, Motooka T, Mawatari M, Hotokebuchi T. Factors
influencing the improvement of gait ability after total hip arthroplasty.
J Arthroplasty. 2010;25:982–5.
46. Perera S, Mody SH, Woodman RC, Studenski SA. Meaningful change and
responsiveness in common physical performance measures in older adults.
J Am Geriatr Soc. 2006;54:743–9.
47. Clement ND, Muzammil A, MacDonald D, Howie CR, Biant LC.
Socioeconomic status affects the early outcome of total hip replacement.
J Bone Joint Surg (Br). 2011;93:464–9.
48. Judge A, Javaid MK, Arden NK, Cushnaghan J, Reading I, Croft P, et al.
Clinical tool to identify patients who are most likely to achieve long-term
improvement in physical function after total hip arthroplasty. Arthritis Care
Res (Hoboken). 2012;64:881–9.
49. Ieiri A, Tushima E, Ishida K, Abe S, Inoue M, Masuda T. What predicts
36-item health survey version 2 after total hip arthroplasty. Arch Phys Med
Rehabil. 2013;94:902–9.
50. Montin L, Leino-Kilpi H, Suominen T, Lepisto J. A systematic review of
empirical studies between 1966 and 2005 of patient outcomes of total hip
arthroplasty and related factors. J Clin Nurs. 2008;17:40–5.
51. Schwartz CE, Andresen EM, Nosek MA, Krahn GL. Response shift theory:
important implications for measuring quality of life in people with disability.
Arch Phys Med Rehabil. 2007;88:529–36.
52. Imam MA, Barke S, Stafford GH, Parkin D, Field RE. Loss to follow-up after
total hip replacement: a source of bias in patient reported outcome
measures and registry datasets? Hip Int. 2014;24:465–72.
53. Bennell KL, Hunter DJ, Hinman RS. Management of osteoarthritis of the
knee. BMJ. 2012;345:e4934.

Submit your next manuscript to BioMed Central
and we will help you at every step:
• We accept pre-submission inquiries
• Our selector tool helps you to find the most relevant journal
• We provide round the clock customer support
• Convenient online submission
• Thorough peer review
• Inclusion in PubMed and all major indexing services
• Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit

