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Abstract
Background The Corail® cementless stem (DePuy
Synthes) has been used in Norway since 1987 and is one of
the most frequently used stems in THA worldwide.
Although the published survival results of the standard
Corail stem have been good, little is known about the longterm (more than 20 years) survival of other stem design
variants. Further, some changes were made to the
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extramedullary part of the stem in 2003, and the effect of
these changes on survival is unknown.
Questions/purposes (1) What is the survival up to 30 years
of the standard collarless Corail femoral stem, and were
extramedullary changes (slimmer, polished and rectangular
neck, shorter taper) associated with differences in survivorship? (2) How does the 10-year survival and the risk of
revision of other Corail stem variants, including the standard
collared stem, coxa vara collared stem, and high offset collarless stem, compare with those of the standard collarless
stem? (3) Which factors are associated with an increased risk
of revision of the Corail stem, and are there any differences
in those factors among the four stem variants?
Methods Data for this study were drawn from the
Norwegian Arthroplasty Register. Since 1987, THAs have
been registered in the Norwegian Arthroplasty Register
with completeness of data greater than 97% for primary
THAs and 93% for revisions. To study survivorship with
up to 30 years of follow-up (1987 to 2018; median 7.7-year
follow-up), and to compare the original stem with stems
with extramedullary modiﬁcations, we included 28,928
standard collarless Corail stems in 24,893 patients (mean
age at time of implantation 62 years; 66% [16,525 of
24,893] were women). To compare the newer stem variants
with the standard collarless stem (2008 to 2018), we included 20,871 standard collarless, 10,335 standard collared, 6760 coxa vara collared, and 4801 high offset
collarless stems. Survival probabilities were estimated using the Kaplan-Meier method with endpoints of stem revision, revision due to aseptic stem loosening, and
periprosthetic fracture. The endpoint of all noninfectious
causes of THA revision (including cup revision) was
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additionally analyzed for the long-term comparison. The
proportion of patients who died was limited, and there was
no difference in death rate between the groups compared.
Therefore, we believe that competing events were not
likely to inﬂuence survivorship estimates to a large degree.
To compare different stem variants and evaluate factors
that could be associated with the risk of revision, we calculated hazard ratios using Cox regression analyses with
adjustments for gender, age group, surgical approach, diagnosis, and stem size.
Results The 30-year Kaplan-Meier survival of the standard collarless stem was 88.4% (95% conﬁdence interval
85.4% to 91.4%), 93.3% (95% CI 91.1% to 95.5%), and
94.4% (95% CI 92.0% to 96.8%) using stem revision for
any noninfectious cause, aseptic loosening, and periprosthetic fracture of the femur as endpoints, respectively.
There was no difference in survival between the original
stem and the modiﬁed stem. The 10-year Kaplan-Meier
survivorship free of stem revision (all causes including
infection) was 97.6% (95% CI 97.2% to 98.0%) for the
standard collarless stem, 99.0% (95% CI 98.8% to 99.2%)
for the standard collared stem, 97.3% (95% CI 96.3% to
98.3%) for the coxa vara collared stem, and 95.0% (95% CI
93.6% to 96.4%) for the high offset collarless stem.
Compared with the standard collarless stem, the standard
collared stem performed better (HR 0.4 [95% CI 0.3 to 0.6];
p < 0.001) and the high offset collarless stem performed
more poorly (HR 1.4 [95% CI 1.1 to 1.7]; p = 0.006) with
any stem revision as the endpoint, and similar results were
found with revision for aseptic stem loosening and periprosthetic fracture as endpoints. Controlling for the noted
confounders, the standard collared stem had a lower revision risk. The high offset collarless stem had an increased
stem revision risk for any reason (HR 1.4 [95% CI 1.1 to
1.7]; p = 0.006) and aseptic loosening (HR 1.6 [95% CI 1.1
to 2.3]; p = 0.022). Other factors associated with an increased risk of stem revision for all stem variants were
being a man (HR 1.7 [95% CI 1.4 to 2.0]; p < 0.001), age 70
to 79 years and 80 years and older compared with the age
group of 50 to 59 years (HR 1.6 [95% CI 1.2 to 2.0]; p <
0.001 and HR 1.9 [95% CI 1.4 to 2.6]; p < 0.001, respectively), the anterior approaches (direct anterior SmithPetersen and anterolateral Watson-Jones combined) compared with the posterior approach (HR 1.4 [95% CI 1.1 to
1.7]; p = 0.005), as well as a preoperative nonosteoarthritis
diagnosis (HR 1.3 [95% CI 1.0 to 1.6]; p = 0.02) and small
stem sizes (sizes 8-11) compared with the medium sizes
(sizes 12-15) (HR 1.4 [95% CI 1.1 to 1.6]; p = 0.001). The
very small sizes (8 and 9) were associated with a 2.0 times
higher risk of revision (95%. CI 1.4 to 2.6; p < 0.01)
compared with all other sizes combined.
Conclusion When using the uncemented Corail stem,
surgeons can expect good results with up to 30 years of
follow-up. Our results should be generalizable to the

typical surgeon at the average hospital in a comparable
setting. From our results, using a collared variant would be
preferable to a collarless one. Due to an increased risk of
periprosthetic fracture, caution with the use of the uncemented Corail stem in patients older than 70 years, especially in women, is warranted. Poorer stem survival should
also be expected with the use of small stem sizes. The risk
of periprosthetic fractures for the Corail uncemented stem
versus cemented stems in different age categories has not
been extensively examined, nor has the use of a collar for
different age groups and genders, and both should be
subjects for further investigation.
Level of Evidence Level III, therapeutic study.

Introduction
During the past decades, the use of uncemented femoral
stems in THAs has increased worldwide [6, 35, 41]. The
most frequently used uncemented stem in Norway since the
inception of the Norwegian Arthroplasty Register in 1987
has been the Corail® (DePuy Synthes), which has been
used in more than 50% of all primary THAs annually for
the past 10 years [35]. This stem is currently also the most
used uncemented stem reported in other countries, including the United Kingdom and Australia [3, 34]. Since it
was ﬁrst introduced in 1986, the standard stem has been
supplemented by several stem variants to better accommodate the anatomy of individual patients. Available stem
options include two different offsets, two different neckshaft angles and neck lengths, collared or collarless
stems, a stem for patients with dysplasia, a cemented variant, and a longer revision stem.
We previously reported good short-term and mediumterm results of the standard collarless stem variant [18, 21],
and the inventor group has published results with up to 23
years of follow-up with excellent stem survivorship [42].
The extensive use of this femoral stem over a long period of
time now allows us to study the survivorship with up to 30
years of follow-up in our nationwide register, as well as
whether changes made to the extramedullary part of the
standard stem in 2003 affected survival. Additionally, to
our knowledge, the survival of different stem variants has
not been investigated.
Therefore, we asked: (1) What is the long-term survival
of the standard collarless Corail femoral stem, and were
extramedullary changes (slimmer, polished and rectangular neck, shorter taper) associated with differences in survivorship? (2) How does the 10-year survival and the risk
of revision of other Corail stem variants, including the
standard collared stem, coxa vara collared stem, and high
offset collarless stem, compare with those of the standard
collarless stem? (3) Which factors are associated with an
increased risk of revision of the Corail stem, and are there
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any differences in those factors among the four stem
variants?

and in limited numbers in our country, they were not included
in this study.

Patients and Methods

Study Population

Study Design and Data Sources

Between 1987 and 2018, 199,882 primary THAs were
reported to the NAR. A Corail femoral stem was used in
52,963 of these procedures, representing 74% of cementless stems in the register. We excluded metal-on-metal
THAs using the Corail stem because of poor results unrelated to the stem design. We also excluded cemented
Corail stems and other newer Corail stem variants because
there were few of these implants and a short follow-up
time. This resulted in 51,212 Corail stems in 43,318 patients (Fig. 3).
To answer question 1, 28,928 stems (24,893 patients)
with the standard collarless stem from 1987 to 2018 were
studied. The follow-up for this group ranged from 1 to 30
years, and the median follow-up was 7.7 years. In all, 0.5%
(128 of 24,893) of patients emigrated and 20% (4913 of
24,893) of patients died during the study period. The mean
age at time of implantation was 62 years (Table 1), and 66%
were women (16,525 of 24,893) (value not shown in table).
To compare the four different stem variants (questions 2
and 3), we excluded all stems implanted in 2007 or earlier
because not all four stem variants were widely used in
Norway before that time. From 2008 on, more than 50
procedures were performed annually for each stem variant.
Thus, the ﬁnal numbers of hips from the period 2008 to 2018
were 20,871 with standard collarless stems, 10,335 with
standard collared stems, 6760 with coxa vara collared stems,
and 4801 with high offset collarless stems (Fig. 3). The
follow-up ranged from 1 to 11 years for all stem variants, and
the median follow-up time was 6 years, 4 years, 4 years, and
5 years, respectively. The percentage of patients who died in
each group were 10% (2010 of 20,871), 9% (909 of 10,335),
7% (473 of 6760), and 8% (366 of 4801), respectively. The
percentage of patients who emigrated was less than 0.5% in
each of the four groups. There were some differences in
gender, age, diagnosis, surgical approach, and stem size
among the four stem variants (Table 2).

Data for this study were drawn from the Norwegian
Arthroplasty Register (NAR). The NAR has registered hip
arthroplasties since 1987. The function of the NAR is local
and national quality control, and it aims to identify inferior
implants and surgical techniques and to monitor trends.
Surgeons in all Norwegian hospitals report to the register,
and it currently enrolls 97% of all primary THAs and more
than 93% of revision THAs [13, 35]. Through personal
identiﬁcation numbers, revisions can be linked to the primary operation, as well as other relevant information such
as emigration and date of death. Patients give written
consent to the collection of data. The NAR collects surgical
data such as operating hospital, date of operation, type of
surgery and implant, ﬁxation, laterality, and indication for
surgery, as well as patient-related factors such as age,
gender, and American Society of Anesthesiologists class.
Each implant has a catalog number provided by its manufacturer. The NAR has built an implant library using these
numbers and additional details about the individual implants such as type, size, head size, neck length, and offset.

The Corail Stem and its Modiﬁcations
The uncemented Corail stems are wedged, straight stems
that are fully coated with hydroxyapatite and macrostructured with horizontal and vertical grooves designed to
prevent subsidence and rotation. Since it was ﬁrst introduced in 1986, the stem has been modiﬁed. In the newer
version that emerged in 2003, known as the Articul/EZE™
Mini Taper stem (DePuy Synthes), the intramedullary part
has remained unchanged, but the neck was modiﬁed
(polished, made slimmer, and rectangular in cross-section)
and the taper was shortened. Other than this, the basic stem
design remained unchanged throughout the study period.
The Corail standard stem system originally consisted of
this stem with or without a collar. Since then, it has been
supplemented with several different variants to accommodate different anatomic variations (Fig. 1). In Norway,
the standard collarless stem has been used since 1987, and
the standard collared stem, the coxa vara collared stem, and
high offset collarless stem were ﬁrst used in 2001 and increasingly by 2008 (Fig. 2). Several additional variants
have emerged recently (high offset collared, standard 125°
collared/collarless, dysplasia stem, short neck collared/collarless), but because these have only been used for a short time

Survival of the Standard Collarless Stem and Association
with Extramedullary Modiﬁcations
To address our ﬁrst question about the long-term survival
of the standard collarless stem, four endpoints were chosen
and studied independently: revision of any component of
the THA for any noninfectious reason, stem revision for
any noninfectious reason, stem revision for aseptic loosening, and stem revision for periprosthetic fracture of the
femur.
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Fig. 1. The Corail® stem variants (DePuy Synthes) included in this study. From the left, the
standard collarless, standard collared, coxa vara collared, and high oﬀset collarless stems.
Published with permission from DePuy Synthes.

To examine whether the changes in stem design in 2003
inﬂuenced stem survival, we compared the risk of stem
revision between the old version and the new one
(Articul/EZE Mini Taper) using Cox regression analyses.
In addition to the previously mentioned factors, we adjusted for the year of operation. In these analyses, we excluded revision for infection because it has been shown that
the revision risk for infection in our register has increased
substantially with time [11, 12], and this change could have
skewed our results. The stems were followed for 10 years in
each group to make the comparison as similar as possible,
and the minimum follow-up was 1 year for the individual
procedures.

analyses with the endpoint of stem revision for any
reason including infection. To investigate whether there
were differences between the stem variants, we performed Cox analyses for each stem variant, adjusted for
the confounders of gender, age, diagnosis, surgical approach, and stem size. We performed additional analyses
for stem revision for periprosthetic fracture of the femur
for both genders. However, for women, we did not adjust
for stem size because the large stem was rarely used in
women. Also, analyses for the stem sizes 8 and 9 versus
all other sizes were performed for the standard collared
and collarless variants with endpoint stem revision, one
stratiﬁed by gender and another stratiﬁed by collar or
collarless. All analyses were adjusted for the abovementioned confounders.

Survival of Four Stem Variants
To address our second research question regarding the
comparison of the four stem variants, three endpoints
were used: stem revision for any reason (including infection), stem revision for aseptic loosening, and stem
revision for periprosthetic femur fracture. Survival
probabilities and Cox regression analyses were performed and adjusted for gender, age, diagnosis, surgical
approach, and stem size. The standard collarless stem
was used as a reference because this stem variant represented 49% (20,871 of 42,767) of the hips included in
this part of the study.

Factors Associated with Stem Revision
To address our third research question on factors associated with the risk of stem revision, we performed Cox

Fig. 2. This graph shows the use of diﬀerent Corail stem variants reported to the Norwegian Arthroplasty Register between 1987 and 2018.
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Table 1. Details of the study population for the Corail standard
collarless stem in the Norwegian Arthroplasty Register from
1987 to 2018
Parameter
Women
Age, years
Age group
< 50
50-59
60-69
70-79
80+
OA diagnosis
Surgical approach
Posterior
Anteriora
Lateral
Other/missing
Stem sizeb
Small
Medium
Large
Version
Original
AMT

Total (n = 28,928)
67 (19,388)
62.0 6 12.1
15 (4200)
25 (7305)
35 (10,099)
20 (5757)
5 (1567)
71 (20,391)
39 (11,184)
10 (2819)
48 (14,014)
3 (911)
41 (11,858)
56 (16,173)
3 (897)
20 (5787)
80 (23,141)

Data presented as % (n) or mean 6 SD.
Anterior includes both the direct anterior (Smith-Petersen)
and anterolateral (Watson-Jones) approaches.
b
Small includes stem sizes 8-11, medium includes stem sizes
12-15, and large includes stem sizes 16-20 (arbitrary sizes); AMT
= Articul/EZE Mini Taper.
a

Fig. 3. This ﬂowchart illustrates the inclusion and exclusion
process for hips in this study. The cases were reported to the
Norwegian Arthroplasty Register between 1987 and 2018.

Ethical Approval
Ethical approval for this study was obtained from the
Norwegian Data Protection Authority (reference number
03/00058-20/CGN). The registration of data and the study
was performed conﬁdentially on patient consent and
according to Norwegian and EU data protection rules.
Statistical Analyses
Survival probabilities for the different stem variants were
estimated using the Kaplan-Meier method. Results are
presented with 95% conﬁdence intervals. The proportion
of patients who died was small, and there was no difference
in death rates between the groups that were compared.
Thus, we think that competing events were not likely to

inﬂuence survivorship estimate to a large degree. We
therefore believe that Kaplan-Meier analysis supplemented
with Cox regression analyses were appropriate analyses to
study implant survivorship in the present study. We calculated hazard ratios using Cox regression analyses and
adjusted them for gender, age group (younger than 50
years, 50-59 years, 60-69 years, 70-79 years, and 80 years
and older), diagnosis (osteoarthritis or nonosteoarthritis),
surgical approach (anterior, lateral, or posterior), and stem
size (arbitrary sizes; small: 8-11, medium: 12-15, and large:
16-20). The surgical approach category “anterior” included
both the minimally invasive (MIS) direct anterior (SmithPetersen, between sartorius and tensor muscles) and MIS
anterolateral (Watson-Jones, between gluteus medius and
tensor muscles) approaches. In our country, the MIS direct
anterior and anterolateral approaches were both introduced
between 2009 and 2012, and some hospitals have alternated between the two. Together, they now constitute some
20% of the THAs performed. In previous research, we
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Table 2. Details of the study population for each of the four Corail stem variants in the Norwegian Arthroplasty Register from 2008 to
2018
Variable
Total number
Women
Age
Age group
< 50
50-59
60-69
70-79
80+
OA diagnosis
Surgical approach
Posterior
Anteriora
Lateral
Other/missing
Stem sizeb
Small
Medium
Large
Missing

Total

Standard collarless

Standard collared

Coxa vara collared

High oﬀset collarless

42,767
63 (26,844)
65 6 11

20,871
68 (14,271)
64 6 11

10,335
71 (7352)
67 6 11

6760
55 (3699)
67 6 11

4801
32 (1522)
64 6 11

9 (3773)
19 (8187)
37 (15,789)
27 (11,666)
8 (3352)
79 (33,882)

10 (2117)
21 (4296)
38 (8033)
24 (5076)
6 (1349)
77 (16,082)

6 (654)
16 (1671)
34 (3511)
32 (3297)
12 (1202)
80 (8269)

7 (465)
17 (1122)
36 (2446)
32 (2160)
8 (567)
86 (5784)

11 (537)
23 (1098)
37 (1799)
24 (1133)
5 (234)
78 (3747)

39 (16,546)
25 (10,725)
32 (13,732)
4 (1764)

44 (9155)
11 (2212)
41 (8655)
4 (849)

23 (2384)
46 (4727)
27 (2780)
4 (444)

34 (2306)
47 (3159)
15 (1022)
4 (273)

56 (2701)
13 (627)
27 (1275)
4 (198)

39 (16,782)
58 (24,654)
3 (1329)
0 (1)

42 (8755)
56 (11,593)
3 (523)
0 (0)

39 (4074)
58 (5958)
3 (302)
0 (1)

38 (2578)
58 (3941)
4 (241)
0 (0)

29 (1375)
66 (3163)
6 (263)
0 (0)

Data presented as % (n) or mean 6 SD.
Anterior includes both the direct anterior (Smith-Petersen) and anterolateral (Watson-Jones) approaches.
b
Small includes stem sizes 8-11, medium includes stem sizes 12-15, and large includes stem sizes 16-20 (arbitrary sizes).
a

found the implant survivorship with the two approaches to
be similar, and we chose to group them in this paper [33].
The signiﬁcance level was set at 0.05, and all tests were
two-sided. All statistical analyses were performed using
SPSS Statistics, version 26.0.1.0 (IBM Corp), and R version 4.0.2 (R Centre for Statistical Computing).
The inclusion period was 1987 to 2018. The end of the
study was December 31, 2019, to secure at least 1 year of
follow-up for all patients. Follow-up started on the day of
surgery and ended on the day of revision, emigration,
death, or on December 31, 2019, whichever came ﬁrst. The
median follow-up time was calculated using the reverse
Kaplan-Meier method.

(95% CI 92.0% to 96.8%) with the endpoint of stem revision because of periprosthetic femur fracture (Table 3).
The 30-year survival of the THA (including cup revision)
with the endpoint revision of any component for any
noninfectious reason was 50.7% (95% CI 44.9% to
56.5%). The difference in survival between the THA and
the stem was evident from an early point after time of
implantation (Fig. 4). There were no differences between
stem survival of the original stem and the Articul/EZE Mini
Taper stem (hazard ratio 1.3 [95% CI 0.9 to 1.9]; p = 0.23)
(value not shown in table).

Survival of Four Stem Variants
Results
Survival of the Standard Collarless Stem and Association
with Extramedullary Modiﬁcations
The 30-year Kaplan-Meier survival of the stem, with the
endpoint of stem revision for any noninfectious reason,
was 88.4% (95% CI 85.4% to 91.4%). It was 93.3%
(95% CI 91.1% to 95.5%) for aseptic loosening, and 94.4%

All stem variants had 95% or higher Kaplan-Meier survivorship with stem revision for any reason as the endpoint
(Fig. 5), greater than 97% Kaplan-Meier survivorship with
aseptic loosening as the endpoint, and nearly 98% or higher
Kaplan-Meier survivorship with periprosthetic fracture of
the femur as the endpoint at 10 years (Table 4). The standard collared stem performed better at all three endpoints
than the standard collarless stem did, with an adjusted HR
of 0.4 (95% CI 0.3 to 0.6; p < 0.001) for the endpoint of
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Table 3. Kaplan-Meier survival at 20 and 30 years of the Corail standard collarless stem in the Norwegian Arthroplasty Register with
diﬀerent endpoints from 1987 to 2018
Endpoint
All noninfectious revisions of the THA
(cup, liner, and/or stem)
Stem revision for any noninfectious
reason
Stem revision for aseptic loosening
Stem revision for periprosthetic femur
fracture

Number of revisions

20-year survival (95% CI)
(n at risk 1752)

30-year survival (95% CI)
(n at risk 23)

2779

72.8 (71.6-74.0)

50.7 (44.9-56.5)

666

94.7 (94.1-95.3)

88.4 (85.4-91.4)

273
280

97.3 (96.9-97.7)
97.5 (97.1-97.9)

93.3 (91.1-95.5)
94.4 (92.0-96.8)

stem revision for any reason. The coxa vara collared variant
performed better with periprosthetic femur fracture as the
endpoint (HR 0.5 [95% CI 0.3 to 0.8]; p = 0.003) compared
with the standard collarless stem. Conversely, the high
offset collarless stem had a slightly poorer result for the
endpoints of stem revision for any reason (HR 1.4 [95% CI
1.1 to 1.7]; p = 0.006) and aseptic loosening (HR 1.6 [95%
CI 1.1 to 2.3]; p = 0.02) (Table 4).

Factors Associated with Stem Revision
In addition to the variant of stem, the following factors
were associated with an increased risk of revision of the
Corail stem (all four variants combined) for any reason:
being a man (HR 1.7 [95% CI 1.4 to 2.0]; p < 0.001), the
anterior approaches compared with the posterior approach
(HR 1.4 [95% CI 1.1 to 1.7]; p = 0.005), nonosteoarthritis
diagnosis (HR 1.3 [95% CI 1.0 to 1.6]; p = 0.02), and small
stem sizes compared with medium sizes (HR 1.4 [95% CI
1.1 to 1.6]; p = 0.001) (Table 5). Patients in the age groups
of 70 to 79 years and 80 years and older had a higher risk of
stem revision than did those aged 50 to 59 years (HR 1.6
[95% CI 1.2 to 2.0]; p < 0.001 and HR 1.9 [95% CI 1.4 to
2.6]; p < 0.001, respectively). Older patients had an increased risk of revision for periprosthetic femur fracture.
When compared with the patients aged 50 to 59 years, men
older than 70 years had an increased risk of revision with a
HR of 2.6 (95% CI 1.4 to 4.9; p = 0.004), and women in the
same age group had an even higher risk of revision with a
HR of 5.2 (95% CI 2.8 to 9.6; p < 0.001) (values not shown
in table). As shown above, the variant of stem was also
associated with the risk of stem revision. Age older than 70
years increased the risk of stem revision for the standard
collarless and high offset collarless stem variants. The
surgical approach was the only factor associated with increased risk of revision for the coxa vara collared and high
offset collarless stems. For the coxa vara collared stem, the
anterior and lateral approaches increased the stem revision
risk, whereas only the anterior approaches increased the

revision risk for the high offset collarless stem. Diagnoses
other than osteoarthritis increased the revision risk for the
standard collared variant, and small stem sizes increased
the risk of revision for the coxa vara collared stem
(Table 6). When compared with all other stem sizes, the
very small sizes (8 and 9) were associated with an increased
risk of revision (HR 2.0 [95% CI 1.4 to 2.6]; p < 0.01).
When stratiﬁed by gender, men with the very small stem
sizes had a four times higher risk of revision compared with
the larger sizes (HR 4.0 [95% CI 1.9 to 8.3]; p < 0.001). For
women, the very small stem sizes had a two times higher
revision risk compared with the larger sizes (HR 2.0 [95%
CI 1.4 to 2.9]; p < 0.001). There was no difference between

Fig. 4. This Kaplan-Meier curve shows the Corail standard
collarless stem from 1987 to 2018 with the endpoints of revision of any component of the THA (including cup revision),
stem revision, aseptic loosening of the stem, and periprosthetic fractures of the femur. Revisions for infection were
excluded.
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diagnosis, the anterior approaches, and small stem sizes
were factors that were associated with an increased risk of
stem revision. Male gender was associated with increased
revision risk for all four stem variants, whereas older age
was only associated with increased risk for the standard
collarless and high offset collarless variants. Based on
these results, the use of a collar is preferable, although
one should expect poorer results with the uncemented
Corail stems in older people and with small stem sizes.

Limitations

Fig. 5. This Kaplan-Meier curve shows the four Corail stem
variants with the endpoint of stem revision for any reason.

the survivorship of standard stems with and without a collar
for the very small stem sizes (8 and 9) (HR 1.0 [95% CI 1.4
to 2.6]; p < 0.001) (values not shown in table).
Discussion
Good functional results and predictable survival of up to
10 to 20 years of the Corail stem have been reported [18,
30, 42]. We report results of up to 30 years in a portion of
our population with Corail stems, a cementless stem that
still is used frequently. During the study period, changes
were made to the standard stem and several different stem
variants were introduced. Nothing is known about how
these design changes and the use of stem variants have
inﬂuenced overall stem survival. There is also a lack of
information on the effect of other factors that could be
associated with the risk of stem revision. We found that
the 30-year Kaplan-Meier survivorship free of stem revision was 88.4% for the standard collarless stem variant.
Changes made to the extramedullary portion of the stem
in 2003 did not affect survivorship. The standard collared
stem had better survival and the high offset collarless
stem had slightly poorer survival after 10 years of followup than the standard collarless stem variant did. The
standard collared stem was associated with a lower risk of
stem revision, aseptic loosening, and periprosthetic
fracture than was the standard collarless stem. After
adjusting for the confounders of gender, age, diagnosis,
surgical approach, and stem size, we found that male
gender, age older than 70 years, nonosteoarthritis

There are some limitations to this study. First, because of
the long period of data collection, factors other than the
implant may have inﬂuenced the results, and these factors
may have changed with time. For instance, in recent years,
we observed an increased risk of revision for infection [10,
12], and thus chose to exclude revisions for the indication
of infection in the long-term analysis. Poor survival of
uncemented metal-backed cups with conventional
nonhighly-crosslinked polyethylene liners inﬂuenced the
survivorship of the THAs in the present study to a much
larger degree than the femoral stems did [15, 16, 19, 20].
This is evident by the poor long-term overall THA survivorship of 72.8% and 50.7% at 20 years and 30 years,
respectively, in the present study. Other factors that may
also have changed with time include patient-related factors,
surgical technique (such as changes in broaching technique) and instrumentation, perioperative treatment, and
the threshold for revision. These factors may have inﬂuenced, to some degree, the comparison of the original and
Articul/EZE Mini Taper versions of the standard collarless
stem (question 1). The other analyses should not be affected by time-dependent factors to any great extent. Also,
the numbers at risk at 30 years (n = 23) were low. We did
have observations with 30 years of follow-up, but most
cases had much shorter follow-up. This is reﬂected by the
median follow-up of 7.7 years. Therefore, the 30-year results that are presented have wider conﬁdence intervals
reﬂecting the uncertainty in the estimates. Further limitations to the study include the lack of radiographic and
clinical outcomes other than the endpoint of revision surgery and the risk of selection bias, meaning that speciﬁc
groups of patients are prone to receiving a speciﬁc treatment; these limitations are inherent to register studies.

Survival of the Standard Collarless Stem and Association
with Extramedullary Modiﬁcations
In this study, there was 88.4% survival free from stem
revision at 30 years for the standard collarless stem. Several
studies have reported good long-term results for the
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Table 4. Kaplan-Meier survival at 10 years and Cox regression analyses for the Corail stem variants in the Norwegian Arthroplasty Register from 2008 to 2018

p valuea

Volume 00, Number 00

Gender
Women (ref)
Men
Age group
< 50
50-59 (ref)
60-69
70-79
80+
Surgical approach
Posterior (ref)
Anteriorb
Lateral
Diagnosis
OA (ref)
NonOA
Stem sizec
Small
Medium (ref)
Large

Adjusted HR

p valuea

1
1.7 (1.4-2.0)

< 0.001

1.2 (0.8-1.6)
1
1.2 (0.9-1.5)
1.6 (1.2-2.0)
1.9 (1.4-2.6)

0.14
< 0.001
< 0.001

1
1.4 (1.1-1.7)
1.0 (0.9-1.2)

0.005
0.83

1
1.3 (1.0-1.6)

0.02

1.4 (1.1-1.6)
1
0.9 (0.6-1.5)

0.36

0.001
0.78

a

Cox regression analyses (HR [95% CI]) adjusted for gender, age
group, diagnosis, surgical approach, and stem size.
b
Anterior includes both the direct anterior (Smith-Petersen)
and anterolateral (Watson-Jones) approaches.
c
Small includes stem sizes 8-11, medium includes stem sizes
12-15, and large includes stem sizes 16-20 (arbitrary sizes).

standard collarless Corail femoral stem, with medium-term
to long-term survival exceeding 95% [18, 30, 42]. Reports
of how the extramedullary changes and introduction of the
Articul/EZE Mini Taper stem in 2003 have inﬂuenced
survivorship are rare. Louboutin et al. [30] reported 95%
survival at 12 years for the Articul/EZE Mini Taper stem in
130 patients. We could ﬁnd no other reports of how the
extramedullary changes with the introduction of the
Articul/EZE Mini Taper stem have been connected to
survivorship. It appears from our ﬁndings that these design
changes were not associated with a change in stem
survival.
Survival of Four Stem Variants
In the present study, all four Corail femoral stem variants
had good survivorship, with a Kaplan-Meier survival of
95% or higher at 10 years for the three endpoints studied.
The standard collared variant had higher survival at all
three endpoints than the standard collarless variant did.
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Table 6. Factors associated with risk of revision with endpoint revision for any reason for each stem variant in the Norwegian
Arthroplasty Register from 2008 to 2018
Standard collarless
(HR [95% CI])
Gender
Women
(ref)
Men
Age group
< 50
50-59 (ref)
60-69
70-79
80+
Surgical
approach
Posterior
(ref)
Anteriora
Lateral
Diagnosis
OA (ref)
NonOA
Stem sizeb
Medium
(ref)
Small
Large

p
value

1

Standard collared
(HR [95% CI])

p
value

1

Coxa vara collared
(HR [95% CI])

p
value

High oﬀset
collarless
p
(HR [95% CI]) value

1

1

1.3 (1.1-1.7)

0.01

1.8 (1.1-3.0)

0.02

2.6 (1.7-3.9)

<0.001

2.0 (1.3-3.3)

0.004

1.3 (0.8-2.0)
1
1.3 (0.9-1.8)
1.9 (1.3-2.6),
2.5 (1.6-3.9)

0.28

0.6 (0.2-1.8)
1
1.0 (0.5-2.9)
0.9 (0.4-1.9)
1.5 (0.7-3.4)

0.57

1.0 (0.4-2.2)
1
0.9 (0.5-1.5)
1.0 (0.6-1.8)
0.5 (0.2-1.5)

0.98

1.6 (0.8-3.3)
1
1.3 (0.8-2.4)
2.2 (1.2-3.9)
2.5 (1.1-5.7)

0.17

0.11
<0.001
<0.001

1
1.3 (0.9-1.8)
0.9 (0.7-1.1)
1
1.3 (1.0-1.7)

1
0.17
0.39

1.1 (0.6-2.1)
0.8 (0.4-1.6)

0.05

1
1.9 (1.1-3.2)

1
1.1 (0.9-1.4)
1.0 (0.5-1.9)

0.96
0.79
0.33

1
0.69
0.57

1.9 (1.1-3.2)
2.0 (1.1-3.6)

0.02

1
1.1 (0.6-2.0)

1
0.35
0.95

1.5 (0.9-2.5)
1.3 (0.4-4.3)

0.61
0.97
0.22

1
0.01
0.03

1.6 (1.0-2.7)
1.1 (0.7-1-7)

0.05
0.69

0.73

1
1.0 (0.6-1.7)

0.96

1
0.11
0.65

2.2 (1.5-3.4)
0.3 (0.0-2.2)

0.32
0.009
0.04

1
< 0.001
0.24

1.4 (0.9-2.1)
1.0 (0.5-2.2)

0.11
0.96

Cox regression analyses (HR [95% CI], p value), adjusted for gender, age group, diagnosis, surgical approach, and stem size.
Anterior includes both the direct anterior (Smith-Petersen) and anterolateral (Watson-Jones) approaches.
b
Small includes stem sizes 8-11, medium includes stem sizes 12-15, and large includes stem sizes 16-20 (arbitrary sizes).
a

After adjustments for gender, age group, diagnosis, surgical approach, and stem size, the risk of stem revision for the
standard collared variant was half that of the standard
collarless variant. Lamb et al. [29] at the National Joint
Registry in the United Kingdom found that the use of a
collared uncemented prosthesis was associated with a
lower risk of revision for periprosthetic fractures during the
ﬁrst 90 days after surgery. A cadaver study of collared and
collarless stems demonstrated that the collar protected
against fracture in torsional loading, the mechanism most
likely to cause these fractures in vivo [27]. The collared
stem variants in the present study had a lower risk of revision for periprosthetic fracture than the standard collarless stem. Our results support the ﬁndings from the
previous studies and support the use of a collar.
With the numbers available, we were not able to demonstrate an increased risk of stem revision for small stems
with high offsets because of the lack of statistical power to
show this association. High offset stems have previously

been associated with an increased risk of revision in
cemented THAs [17, 40, 44]. However, two registry
studies from New Zealand and England and Wales examined uncemented stems and offset, and neither found an
association between offset and stem survival [25, 44]. The
high offset collarless stem was implanted more often in
men than in women in the present study. Men frequently
have both high offsets and narrow femoral canals, and as a
result, may receive smaller stems with high offsets. A high
offset leads to an increased load on the stem, which is
distributed on a smaller surface area, leading to even more
strain on the surface. This may lead to early aseptic loosening [2, 17].

Factors Associated with Stem Revision
We found that being a man, older age, anterior approach,
diagnoses other than osteoarthritis, and small stem sizes

Volume 00, Number 00

were associated with an increased risk of stem revision
after multiple variable regression analyses. Being a man
has previously been shown to be a risk factor for revision
THA [4, 5]. Men are generally heavier and taller than females, and the added load might inﬂuence the implant
performance over time. Younger age is also a factor with
negative impact on implant longevity, presumably due to
high intensity of use [30, 36, 37, 43]. Older patients are
known to have a decreased risk of cemented stem revision
[3]. However, this is not applicable to uncemented stems,
which may be a less desirable choice for patients older than
70 years. An increased revision rate for periprosthetic
fractures has been found for such patients, particularly in
women [9, 28, 38, 39], a ﬁnding that was conﬁrmed in the
present study. In general, the revision risk due to a periprosthetic fracture increased as the patient age increased in
the present paper. Some studies have also found that the
anterior approaches have an increased risk of revision for
aseptic loosening compared with other approaches [7, 24,
26]. Conversely, Charney et al. [7] concluded that the direct anterior approach (Smith-Peterson) had a lower risk of
dislocation, revision for instability, and periprosthetic fracture.
Mjaaland et al. [33] found no difference among the minimally
invasive anterior approaches and posterior and lateral approaches regarding implant survival in the NAR. Other studies
have had similar results, with no difference in revision risk
between the anterior and posterior approaches [22, 32].
Diagnoses other than osteoarthritis, such as hip dysplasia [14]
and rheumatoid arthritis [8], have been found to increase the
revision risk, which was noted in our study as well. Smaller
femoral stem sizes have a greater revision risk than larger stem
sizes [17, 25, 31]. According to the Association for the
Research in TRaumatology and Orthopaedics (ARTRO)
Group, collared stem variants also face this increased revision
risk because of undersizing [1]. Although this was not true for
the standard collared stem in our study, the coxa vara collared
stem showed a higher risk of revision with small stem sizes. A
study from the Australian Orthopaedic Association National
Joint Replacement Registry showed that the Corail size 8 and 9
stems had a higher risk of revision compared with the larger
sizes, and men with these very small sizes had a higher revision risk than women. These ﬁndings compare well with our
analyses, though our results show a somewhat lower revision
risk. They did not ﬁnd a difference in the revision risk for
collared or collarless stems, and neither did we for the very
small sizes (size 8 and 9) in the present paper [23].

Conclusion
When using the uncemented Corail stem, surgeons can expect good results with up to 30 years of follow-up. Our results
should be generalizable for the typical surgeon at the average
hospital in a comparable setting. Based on our results, using a
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collared variant would be preferable to a collarless one. Due
to an increased risk of periprosthetic fracture, caution with the
use of the uncemented Corail stem in patients older than 70
years, especially in women, is warranted. Poorer results
should also be expected with the use of small stem sizes. The
risk of periprosthetic fractures for the Corail uncemented stem
versus cemented stems in different age categories has not
been extensively examined, nor has the use of a collar for
different age groups and genders, and both should be subjects
for further investigation.
This is an open-access article distributed under the terms of the
Creative Commons Attribution-Non Commercial-No Derivatives
License 4.0 (CCBY-NC-ND), where it is permissible to download
and share the work provided it is properly cited. The work cannot be
changed in any way or used commercially without permission from
the journal.

Acknowledgments We thank all Norwegian surgeons for conscientiously reporting THAs to the Norwegian Arthroplasty Register and
the secretaries, IT analysts, and statisticians at the Norwegian
Arthroplasty Register for entering the data and preparing them for
analyses.

References
1. Ait Si Selmi T, Fary C, Demey G. Collar and collarless: belt and
braces. In: Vidalain J-P, Ait Si Selmi T, Beverland D, et al., eds.
The CORAIL® Hip System. Springer Verlag; 2011:23-28.
2. Asayama I, Chamnongkich S, Simpson KJ, Kinsey TL, Mahoney
OM. Reconstructed hip joint position and abductor muscle
strength after total hip arthroplasty. J Arthroplasty. 2005;20:
414-420.
3. Australian Orthopaedic Association National Joint Replacement
Registry (AOANJRR). Hip, knee & shoulder arthroplasty 2020
annual report. Available at: https://aoanjrr.sahmri.com/annualreports-2020. Accessed January 29, 2021.
4. Bordini B, Stea S, Toni A. A different point of view on sex and
risk of hip implant failure and failure rate in women. JAMA Intern
Med. 2013;173:1557-1558.
5. Boyer B, Bordini B, Caputo D, Neri T, Stea S, Toni A. What are
the inﬂuencing factors on hip and knee arthroplasty survival?
Prospective cohort study on 63619 arthroplasties. Orthop
Traumatol Surg Res. 2019;105:1251-1256.
6. Bunyoz KI, Malchau E, Malchau H, Troelsen A. Has the use of
ﬁxation techniques in tha changed in this decade? The uncemented
paradox revisited. Clin Orthop Relat Res. 2020;478:697-704.
7. Charney M, Paxton EW, Stradiotto R, et al. A comparison of risk
of dislocation and cause-speciﬁc revision between direct anterior
and posterior approach following elective cementless total hip
arthroplasty. J Arthroplasty. 2020;35:1651-1657.
8. Conroy JL, Whitehouse SL, Graves SE, Pratt NL, Ryan P,
Crawford RW. Risk factors for revision for early dislocation
in total hip arthroplasty. J Arthroplasty. 2008;23:867-872.
9. Dale H, Børsheim S, Kristensen TB, et al. Fixation, sex, and age:
highest risk of revision for uncemented stems in elderly women data from 66,995 primary total hip arthroplasties in the
Norwegian Arthroplasty Register. Acta Orthop. 2020;91:33-41.
10. Dale H, Fenstad AM, Hallan G, et al. Increasing risk of prosthetic
joint infection after total hip arthroplasty. Acta Orthop. 2012;83:
449-458.

12

Melbye et al.

11. Dale H, Hallan G, Hallan G, Espehaug B, Havelin LI, Engesaeter
LB. Increasing risk of revision due to deep infection after hip
arthroplasty. Acta Orthop. 2009;80:639-645.
12. Dale H, Høvding P, Tveit SM, et al. Increasing but levelling out
risk of revision due to infection after total hip arthroplasty: a
study on 108,854 primary THAs in the Norwegian Arthroplasty
Register from 2005 to 2019. Acta Orthop. 2020;92:208-214.
13. Espehaug B, Furnes O, Havelin LI, Engesaeter LB, Vollset SE,
Kindseth O. Registration completeness in the Norwegian
Arthroplasty Register. Acta Orthop. 2006;77:49-56.
14. Furnes O, Lie SA, Espehaug B, Vollset SE, Engesaeter LB,
Havelin LI. Hip disease and the prognosis of total hip replacements. A review of 53,698 primary total hip replacements
reported to the Norwegian Arthroplasty Register 1987-99. J Bone
Joint Surg Br. 2001;83:579-586.
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