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ABSTRACT
The impact of broaching and uncemented implantation on bone density during total hip arthroplasty (THA) remains unclear.

Previous studies have typically examined extracted bone sections, which may not directly correlate with outcomes in human hip

systems. This study aimed to evaluate bone density changes resulting from broaching and uncemented implantation using micro‐
computed tomography (μCT) on cadaveric samples. An in‐house density calibration phantom (DCP) was developed by validating the

densities of polymer inserts through mass and volume measurements. Its performance was then evaluated using lamb bone in

comparison with a commercial DCP (QRM‐50124). The sensitivity of density predictions to μCT scan parameters was also evaluated

with the lamb bone. Additionally, density predictions from medical‐CT and μCT scans were compared using the in‐house DCP.

Finally, uncemented THA procedures were performed on three cadaveric femurs, each undergoing three μCT scans at various

surgical stages to assess changes in bone density. The density predictions obtained using the in‐house DCP achieved an accuracy of

±0.097 g/cc compared to QRM‐50124, with a precision of ±0.052 g/cc. The sensitivity to changes in μCT scan parameters was

±0.022 g/cc. Notably, density predictions from medical‐CT and μCT scans were similar, particularly in cortical bone. Broaching and

implantation led to an average increase in bone density of 0.137 g/cc, which was attributed to the accumulation of bone debris

around the bone‐implant interface. This accumulation raised the bone volume fraction, ranging from 3.31% to 20.69%, which acts as

an autograft. These measurements have been made for the first time using a µCT and an in‐house DCP.

1 | Introduction

Total Hip Arthroplasty (THA) is an effective surgery for
relieving pain and restoring mobility in patients with hip
osteoarthritis. Hip implants are categorised into cemented and
uncemented, based on their bonding mechanisms. Uncemented
implants rely on mechanical press fitting for primary stability
and osseointegration for secondary stability [1–5]. Although
modern cemented implants perform well, limitations like poor
tensile strength and the risk of osteolysis have led to increased
use of uncemented implants [6, 7]. In the UK, the use of
cemented hips nearly halved from 2006 to 2021, while

uncemented implants increased by almost 2.5 times during the
same period [8]. By 2030, the number of THA in young adults is
expected to increase fivefold [9], with over 80% of these patients
receiving uncemented implants [8]. Therefore, it is important to
evaluate uncemented prostheses to minimise the risk of surgical
complications.

To ensure proper press‐fit and reduce the risk of periprosthetic
fractures with uncemented implants, bone density is crucial
[10–12]. Preparation of the cavity before implantation involves
broaching, resulting in osseodensification by breaking and com-
pacting trabeculae within the bone tissue. Different types of
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broaches, such as compaction broaches, blunt extraction broaches,
and sharp extraction broaches, are used in this process. Despite
variations in broach design, all contribute to osseodensification [13].
This process enhances primary implant stability by reducing mi-
cromotion and improving fixation strength before osseointegration
[7, 14, 15]. However, bone densification around implants and the
effect of surgical intervention (broaching and implantation) on
bone density have not been thoroughly evaluated. Some studies,
using mechanical setups to mimic broach/implant surfaces, found
that different surface finishes and higher initial bone density
increased bone densification [13, 14, 16]. However, these studies did
not replicate the actual bone‐implant interface. Furthermore,
these studies were performed using cadaveric femur samples and
medical‐CT scans [14] or bovine bone samples using μCT
scans [13]. This limits their applicability due to the resolution
limitations of medical‐CT, which cannot differentiate trabecular
bone structure, making it difficult to quantify the breaking and
compaction of trabecular bone. Furthermore, the use of μCT scans
in bovine bone samples reduces their relevance to human hip
applications. The evaluation of changes in bone density due to
surgical intervention using μCT scans of cadaveric human samples
to obtain more in‐depth information is lacking in the literature.

Current literature typically employs commercial density cali-
bration phantoms (DCPs) in medical‐CT scans to correlate CT
scan intensity with density values. These commercial DCPs
contain hydroxyapatite in their inserts to mimic bone material,
making them costly. Additionally, these phantoms are designed
for specific use in either medical‐CT or μCT scanners. To the
best of the authors' knowledge, there is no existing development
or validation of an in‐house DCP that can be used cost‐
effectively for both medical‐CT and μCT scans. Furthermore,
the comparison of density predictions between the two CT scan
modalities, is absent in the literature.

Bone density estimation is crucial for developing personalised
finite element analysis (FEA) of biomechanical systems, rather
than relying on a generalised FEA that uses population‐
averaged bone material properties. This is because material
constants correlate with bone density through empirical re-
lationships [17, 18], and most of these correlations follow a
power law. Bone density estimation is particularly important
when analysing changes due to broaching and implantation
steps, as these affect bone integrity and fracture risk.

Therefore, the aim of the study was to investigate the change
in bone density resulting from the broaching operation and
uncemented implantation through μCT based cadaveric study. To
address the study's aim, the following objectives were established:
(a) To develop an in‐house DCP for mapping CT scan intensities to
bone density, validate the results, and investigate its prediction
sensitivity. (b) To compare density predictions between medical‐
CT and μCT scans using the developed mapping procedure. (c) To
examine changes in bone density due to the broaching operation
and uncemented implantation by performing THA on three
cadaveric femurs and conducting μCT scans at various surgical
stages. It is worth mentioning that the density measured in this
study refers to real density of bone.

The manuscript is organised as follows: the development of the
in‐house DCP is explained, followed by the validation of density

predictions using the in‐house DCP compared to a commercial
DCP with a lamb bone. The sensitivity of the density prediction to
the µCT scan parameters is evaluated using the lamb bone.
Additionally, the difference in density of the cadaveric femur
between the two CT scan modalities, medical‐CT and µCT, is
assessed. The experimental study on performing uncemented THA
is described, along with the evaluation of changes in bone density
due to uncemented THA at intermediate surgical steps using µCT.

2 | Methods

2.1 | Development and Validation of In‐House
Density Calibration Phantom (DCP)

An in‐house DCP was developed using five polymer inserts
(nylon, PEEK, Acetal, PPS, PTFE) with densities of 1.14 g/cc,
1.32 g/cc, 1.42 g/cc, 1.64 g/cc, and 2.2 g/cc, respectively, ac-
cording to the manufacturer's specifications. These materials
were selected to closely match the bone density reported in
previous studies [19, 20], covering both trabecular and cortical
bone, while minimising CT artifacts. The densities of the inserts
were validated by determining their volumes through two
methods: μCT scanning and laser scanning. The μCT scanning
was performed using a Zeiss Metrotom 1500 at 60 kV, 650 μA,
with a 1000ms integration time and an isotropic voxel size of
48.25 µm. In addition, laser scanning was conducted with a
Nikon ModelMaker H120, mounted on a Nikon MCAx S por-
table CMM arm, achieving a minimum resolution of 35 µm and
a combined accuracy of 32 µm (2σ) with the scanning arm. The
masses were measured with a Mettler Toledo analytical balance
(readability: 0.0001 g), and subsequently the densities were
calculated to verify the manufacturer‐specified values.

2.1.1 | Density Mapping Procedure

The segmentation of the DCP inserts from each CT scan was
performed by establishing a threshold for each insert in Avizo
3D 2021 (Thermo Fisher Scientific, Germany). To determine the
mean intensity of each DCP insert, an intensity histogram was
generated, and the mean intensity was computed. To establish
the relationship between CT intensity and density, a linear
regression line was determined between the mean intensities
and densities of the DCP inserts using Matlab 2022b (The
MathWorks Inc., Natick, MA). The density was finally assigned
based on the intensity values at each voxel, utilising the density
calibration line determined for a specific scan.

2.1.2 | Validation of the Density Prediction

The accuracy of the density prediction using the in‐house DCP
was validated by μCT scanning of a lamb bone in conjunction
with the in‐house DCP and a commercially available DCP
(QRM‐50124, QRM GmbH, Moehrendorf, Germany). The scan
parameters were as follows: Tescan Unitom XL 170 kV, 70W,
250ms integration time, 100 µm isotropic voxel size, 0.25 mm
Cu filter. The accuracy of the density prediction using the in‐
house DCP was evaluated by comparing the lamb bone density
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predictions from the in‐house DCP and the commercial DCP,
finding a correlation between the two. Furthermore, the pre-
cision of the density prediction using the in‐house DCP was
evaluated by calculating the standard deviation of the difference
in the density measurements of the lamb bone from two sub-
sequent μCT scans performed with the same scan parameters
without any interventions.

2.1.3 | Sensitivity of the Density Prediction

The sensitivity of the density prediction using the in‐house DCP
with different µCT scan parameters was evaluated. A lamb lower
limb, stripped of soft tissues and stored at −20°C, was thawed to
room temperature for experimentation. A full factorial design
(DOE) was employed to investigate CT parameter effects on
predicted density, with voltage and exposure tested at two levels
each and filtration at three levels. The lamb femur, in conjunction
with the in‐house DCP, underwent μCT scanning on a Tescan
Unitom XL with a fixed 70 μm isotropic voxel size, while sys-
tematically varying voltage, exposure, and filtration settings as
detailed in Table 1.

The lamb bone was segmented from each µCT scan using wa-
tershed segmentation. The bone density was assigned based on
the intensity values at each voxel, utilising the density calibration
line calculated for each µCT scan, as described in Section 2.1.1.
The mean and variance of the lamb femur's density distribution
were computed from the density distribution histogram. A one‐
way analysis of variance (ANOVA) was conducted using Minitab
Statistical Software 21 (Minitab LLC. 2021, Minitab) to assess
potential statistical significance among the mean densities of
each CT scan, with a significance level set at 5%.

2.2 | Cadaver Experiment Procedure: THA
Surgical Process

Three healthy cadaveric femur samples, without any signs of
arthritis or other pathological conditions, were obtained: a

70‐year‐old male (left), a 76‐year‐old female (right), and a 78‐
year‐old male (right). The samples were thawed from −20°C to
room temperature 24 h before the study. Approval was obtained
from the Biomedical & Scientific Research Ethics Committee
(BSREC) at the University of Warwick (Ref: BSREC 66/22‐23)
and Research and Development, University Hospitals Coventry
and Warwickshire (UHCW) NHS Trust (Ref: GF0503).

Initially, medical‐CT scans were conducted at University Hos-
pitals Coventry and Warwickshire (UHCW) NHS Trust using a
GE Medical Systems Revolution CT scanner (120 kV) with a
voxel size of 0.5 × 0.5 × 0.625mm. After bisecting each femur
with the distal part removed, μCT scans were performed at the
CiMAT μCT scanning centre on a Tescan Unitom XL scanner.
Following the initial medical‐CT scans and μCT scans, THA
was performed on the three femur samples by an experienced
orthopaedic surgeon. The CT images were used to determine
the appropriate size of the broach and implant needed for each
femur sample. The femur samples were secured to a height‐
adjustable surgical table using a bone clamp during the surgery.
The orientation of the femurs was adjusted to replicate the
actual surgical positioning. A neck osteotomy was performed,
and the entry point into the femoral cavity was established at
the piriformis muscle insertion, followed by insertion of a
smooth intramedullary rod according to the surgical technique
manual provided by the implant manufacturer (Corin,
Cirencester, Gloucestershire, UK). The femoral cavity was
prepared by compacting the trabecular bone with the Metafix
compaction broach (Corin, Cirencester, Gloucestershire, UK).
The size of the broach was incrementally increased until
achieving the necessary longitudinal and rotational stability, as
determined by the surgeon. Subsequently, the final broach was
removed, and μCT scans were conducted using the Tescan
Unitom XL to capture the bone geometry post‐compaction
broaching. Figure 1 illustrates the experimental setup used for
performing the THA of each femur sample after broaching
operation and the in‐house DCP. After the second set of μCT
scans, appropriately sized uncemented Metafix implants (Corin,
Cirencester, Gloucestershire, UK) were implanted into each
femur sample, matching the final broach size used. Finally, a
set of μCT scans was performed on the Tescan Unitom XL to
capture the bone geometry with the inserted uncemented
implant. All the CT scans were performed in conjunction with
the in‐house DCP, and a calibrated dimensional phantom was
scanned after each μCT scan to calibrate the dimensional
measurements [21]. The μCT scan parameters used for the three
sets of μCT scans are listed in Table 2. Different scan parame-
ters were utilised in the μCT scans of the bone samples
to achieve optimal image quality by minimising noise and
maximising contrast. After the implant was introduced post‐
implantation, a higher voltage setting was necessary to ensure
adequate X‐ray penetration through both the implant and the
surrounding bone.

2.3 | Determination of Change in Bone Density
Due to THA

The cadaveric femurs were segmented from the CT scan data
using watershed‐based segmentation in Avizo 3D 2021, and the
bone density was assigned, as discussed in Section 2.1.1. After

TABLE 1 | Sensitivity study design of experiments (DOE).

Scan
Voltage
(kV)

Exposure
(ms) Filter

Scan 1 100 80 no

Scan 2 100 80 0.25mm Cu

Scan 3 100 80 0.25mm Sn

Scan 4 100 100 no

Scan 5 100 100 0.25mm Cu

Scan 6 100 100 0.25mm Sn

Scan 7 110 80 no

Scan 8 110 80 0.25mm Cu

Scan 9 110 80 0.25mm Sn

Scan 10 110 100 no

Scan 11 110 100 0.25mm Cu

Scan 12 110 100 0.25mm Sn
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segmenting the femurs, the femur coordinate system (FCS) was
defined according to the ISB recommendations [22–24]. The
four CT scans of each femur (pre‐surgery medical‐CT, pre‐
surgery μCT, post‐broaching μCT, and post‐implantation μCT)
were aligned using best‐fit registration to evaluate the density
change in a specific region and transfer the region of interest
(ROI) between the scans.

For a quantitative comparison of bone density predicted from the
different CT scans, the Gruen zones [25] were defined using
the post‐implantation μCT scans and subsequently transferred to
the other CT scans (pre‐surgery medical‐CT, pre‐surgery µCT,
and post‐broaching µCT) after alignment. An additional ROI was
defined for the μCT scans around the bone‐implant interface by
setting a 1mm thick ROI around it. This thickness was selected
based on visual inspection to ensure it captured all broken tra-
becular bone debris. The 1mm depth also aligns with literature,
where densification around the interface has been observed up to
this depth [13]. Subsequently, this ROI was transferred to the
other two μCT scans (pre‐surgery µCT, and post‐broaching µCT).
The intention of this step was to compare the alteration in bone
volume fraction (BV/TV) resulting from the surgical interven-
tion, specifically the ratio of bone volume (BV) to the total vol-
ume (TV) in the ROI around the bone‐implant interface.

3 | Results

3.1 | In‐House DCP Development and Validation

The densities of the DCP inserts measured are shown in
Table 3, alongside the manufacturer‐specified density and
densities obtained through mass and volume measurements
using laser scan and µCT scan. The average density of the
measured values was used as the density of the inserts to map
the intensities. The measured density of the inserts was slightly
different from the manufacturer‐specified values.

Figure 2 shows the comparison between the density predictions
using the in‐house DCP (measurement 1) and the commercial
DCP QRM‐50124 (measurement 2). The results show a strong
agreement between the density predictions obtained with the
in‐house DCP (measurement 1) and the commercial DCP QRM‐
50124 (measurement 2) as observed from Figure 2b. The
accuracy of the density prediction using the in‐house DCP was
determined to be ±0.097 g/cc (Figure 2b), assuming the com-
mercial DCP QRM‐50124 as the reference. A strong linear
correlation (R= 1) was observed between the two sets of density
measurements, demonstrating that the in‐house DCP can reli-
ably predict bone density (Figure 2b). Additionally, the slope of

FIGURE 1 | Hip arthroplasty experiment setup after broaching operation.

TABLE 2 | μCT scan parameters.

Scan Surgical step
Voltage
(kV)

Power
(W)

Exposure
(ms)

Voxel size
(μm)

Number of
projections Filter

Detector FOV
(mm)

1 Pre‐surgery 100–130 70 156–232 70 3083 0.25 mm Cu 430 × 430

2 Post broaching 100 70 232–235 70 3683–4283 0.25 mm Cu 430 × 430

3 Post implantation 160 70 675–680 70 2933–3083 0.75mm Sn 430 × 430

4 of 10 Journal of Orthopaedic Research®, 2024
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1.006 indicates that the density values measured by the in‐house
DCP were nearly identical to those measured by the commercial
DCP (Figure 2b). The precision of the density prediction using
the in‐house DCP was found to be ±0.052 g/cc, based on the
analysis of 70 million data points from two consecutive
µCT scans conducted under the same conditions, as shown in
Figure 2a, without any external interference.

3.2 | Density Prediction Sensitivity

The sensitivity study on density prediction due to changes in µCT
scan parameters revealed minimal variance in the mean density
of the lamb femur, calculated at ±0.022 g/cc (σ), as observed in
Table 4. It was found that 99% of the density variation could be
attributed to these parameter alterations, with the variation
falling within the ±0.129 g/cc (6σ) range (Table 4). The density
mapping process appears to be largely unaffected by changes in
the scan parameters, indicating that the method is robust with
respect to variations in the µCT scan parameters. As shown in
the factorial plot in Figure 3, the change in mean density
remained within 6σ, further supporting this robustness.

3.3 | Medical‐CT and μCT Density Prediction
Comparison

The comparison of density predictions between μCT and medical‐
CT scans indicates that the bone density measured by the medical‐

CT scan was consistently lower than that obtained from the μCT
scans, as illustrated in Figure 4. This difference is particularly evi-
dent in Figure 4a, where the trabecular bone region in the femoral
head and the femoral cavity show distinct colours. In the μCT scan,
the bone appears shaded in greenish tones, while in the medical‐CT
scan, it is shaded in bluish tones. This color difference reflects the
lower density observed in the medical‐CT scan, as indicated by the
colour map legend (Figure 4a). The difference in bone density
between the two CT modalities was 0.196± 0.077 g/cc, as measured
across the three femur samples (Figure 4b). This difference was
particularly notable in the trabecular bone region, where the aver-
age density difference was nearly three times higher than in the
cortical bone region (Figure 4b). However, in the cortical bone, the
density values from both CT modalities were quite similar.
Figure 4c presents a comparison of femur densities across the entire
bone constituents, including both trabecular and cortical bone, in
various Gruen zones. In areas with less trabecular bone, such as in
Case 2 within Gruen zone 5, the density differences between the
two scanning methods were minimal (Figure 4c). It should be noted
that the ‘cases’ refer to different femur specimens.

3.4 | Density Change Due to Surgical Intervention

The change in bone density across the intermediate surgical stages
—pre‐surgery, post‐broaching, and post‐implantation—is depicted
in Figure 5. In Case 1, the outer surface of the cortical bone
appeared denser before surgery compared to post‐broaching and
post‐implantation, as observed from the colourmap in Figure 5a,

TABLE 3 | DCP insert information.

Measured

Manufacturer Volume (mm3) Density (g/cc)

Material Density (g/cc) Mass (g) Laser scan CT scan Laser scan CT scan Mean

Nylon 1.14 10.25 ± 0.0001 8925.62 ± 0.35 8863.84 ± 68.52 1.15 ± 0.009 1.16 ± 0.009 1.15

PEEK 1.32 10.87 ± 0.0001 8265.49 ± 0.74 8286.66 ± 22.71 1.32 ± 0.004 1.31 ± 0.004 1.31

Acetal 1.42 11.98 ± 0.0001 8444.13 ± 0.39 8391.10 ± 6.82 1.42 ± 0.001 1.43 ± 0.011 1.42

PPS 1.64 14.12 ± 0.0001 8593.82 ± 0.63 8808.03 ± 70.59 1.64 ± 0.012 1.6 ± 0.011 1.62

PTFE 2.18 18.21 ± 0.0001 8414.74 ± 0.28 8546.67 ± 40.47 2.16 ± 0.010 2.13 ± 0.012 2.15

FIGURE 2 | Density prediction comparison between using in‐house DCP and commercial DCP: (a) µCT image with the DCP inserts highlighted

in red for in‐house DCP and yellow for QRM‐50124, (b) Correlation between the two density measurements of the bone.
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where more regions are shaded in red. This observation is sup-
ported by a slight reduction in bone density, quantitatively shown
across different Gruen zones in Figure 5b. However, this pattern
was not consistent across the other two cases. In most Gruen zones,

there was a slight increase in bone density after broaching and
implantation compared to the pre‐surgery μCT scans (Figure 5b).
Additionally, there was an increase in bone fraction (BV/TV)
around the bone‐implant interface, ranging from 3.31% to 20.69%.

TABLE 4 | Density prediction sensitivity due change in CT scan parameters.

Density (g/cc)
Scan Voltage (kV) Exposure (ms) Filter Mean

Scan 1 100 80 no 1.528

Scan 2 100 80 0.25mm Cu 1.530

Scan 3 100 80 0.25mm Sn 1.525

Scan 4 100 100 no 1.526

Scan 5 100 100 0.25mm Cu 1.567

Scan 6 100 100 0.25mm Sn 1.580

Scan 7 110 80 no 1.570

Scan 8 110 80 0.25mm Cu 1.577

Scan 9 110 80 0.25mm Sn 1.562

Scan 10 110 100 no 1.570

Scan 11 110 100 0.25mm Cu 1.560

Scan 12 110 100 0.25mm Sn 1.569

Mean density σ 0.022 g/cc

6σ 0.129 g/cc

FIGURE 3 | Sensitivity study factorial plots: Interaction plots due to change in scan parameters.

6 of 10 Journal of Orthopaedic Research®, 2024
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This increase can be attributed to the accumulation of trabecular
bone debris caused by the broaching process and uncemented
implantation.

4 | Discussion

In this study, the change in bone density due to the broaching
operation and implantation during uncemented THA was investi-
gated through a density mapping procedure using µCT. First, a
robust method was established for the development of the in‐house
DCP and the corresponding density mapping procedure through
detailed validation and sensitivity studies. The validation study of
the bone density predictions using the in‐house DCP, in compar-
ison to a commercial DCP (QRM‐50124), showed a density pre-
diction accuracy of ±0.097 g/cc and a precision of ±0.052 g/cc.
Furthermore, the sensitivity of the density prediction to the µCT
scan parameters was ±0.022 g/cc. Second, the density predictions
using the density mapping procedure from the two CT scan
modalities, namely μCT and medical‐CT, were investigated to
assess the potential usefulness of the DCP in a clinical setting.
Density comparisons between medical‐CT and μCT scans showed
excellent agreement, especially in cortical bone. Finally, the change
in bone density resulting from the broaching operation and un-
cemented implantation of the femur was assessed by μCT scanning
of the femur at intermediate surgical stages on three cadaveric
femur samples. An increase in bone density was observed com-
pared to the density of the femurs following the broaching opera-
tion and implantation, with an average increase of 0.137 g/cc.

The commercially available DCPs are expensive and are often
designed to be used with either medical‐CT scans or μCT scanners,
mainly due to the dimensions and the base material of the DCP.
Furthermore, the inserts of commercial DCPs often contain
hydroxyapatite to mimic bone composition, which raises the cost of
the DCP. Therefore, in this study, an in‐house DCP was developed

specifically tailored for use in both medical‐CT and μCT scanners,
with DCP insert densities ranging from 1.15 g/cc to 2.25 g/cc made
from polymers in a very cost‐effective way. The validation study
demonstrated the robustness of the density prediction using the in‐
house DCP with an accuracy of ±0.097 g/cc and a precision of
±0.052 g/cc. Furthermore, the sensitivity of the density prediction to
the µCT scan parameters was ±0.022 g/cc. Therefore, developing an
in‐house DCP tailored for specific purposes, by validating insert
densities and following the density mapping procedure described in
this study, is feasible and cost‐effective compared to purchasing a
commercial DCP, which tends to be orders of magnitude more
expensive. Furthermore, the inclusion of hydroxyapatite in the DCP
inserts might not be necessary, as observed from the results of the
validation study. Using polymer inserts does not limit their maxi-
mum density, allowing for more accurate density predictions
through interpolation. This improves upon the use of commercially
available DCP inserts, which often require extrapolation when
measuring cortical bone density (typically between 1.6 g/cc and
2 g/cc). Since the density of cortical bone usually exceeds that of
DCP inserts (which have a maximum density of approximately
1.6 g/cc to 1.8 g/cc), extrapolation becomes necessary with DCP
inserts. This will allow volumetric bone density to be used as an
additional parameter for evaluating bone quality, alongside the
DEXA scan, which provides areal bone density and is considered
the gold standard for this measurement [26] and assessing fracture
risk using FRAX [27]. Furthermore, incorporating patient‐specific
volumetric bone density as an input parameter in FEA would en-
able personalised evaluations, helping predict potential surgical
complications such as peri‐prosthetic fractures (PPF) and bone
ingrowth.

A high degree of similarity in bone density between the medical‐CT
and μCT scans was observed in both qualitative and quantitative
comparisons across different bone structures and in various Gruen
zones. The only noticeable difference was attributed to the resolu-
tion limitation of the medical‐CT scan, which prevented

FIGURE 4 | μCT and medical‐CT density comparison for the three femur samples: (a) Qualitative density comparison on a coronal plane for

Case 1; (b) Comparison of different bone structures; (c) Comparison in the Gruen zones.
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FIGURE 5 | Bone density changes due to uncemented THA: (a) Qualitative comparison of bone density for Case 1, (b) Quantitative comparison

across different Gruen zones for the three femur cases.
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differentiation of trabecular bone microstructure. This discrepancy
was particularly evident in quantitative comparisons within tra-
becular bone, where the average difference was ±0.147 g/cc, com-
pared to ±0.054 g/cc in cortical bone. It can be concluded that for
applications in which trabecular bone plays a crucial role, such as
evaluating the primary stability of implants, the density predicted by
medical‐CT scans may result in incorrect information. Conse-
quently, in applications like finite element modeling of bone, where
inhomogeneity and bone density are critical for mapping material
constants, the trabecular bone density predicted by the medical‐CT
scanner might lead to less accurate results [28]. The density pre-
dicted from the medical‐CT scan would provide a better estimate of
the apparent density of the bone, which includes hydrated tissue
mass by total specimen volume (bone+ soft tissue+ voids) [29], as
the voxel volume from the medical‐CT scan would also encompass
soft tissue and voids due to its lower resolution. On the other hand,
the density predicted from the μCT scan would offer a more
accurate estimate of the real density, which is hydrated tissue mass
divided by bone tissue volume [29], since the voxel volume from the
μCT scan primarily encompasses only bone and no soft tissue,
benefiting from its higher resolution.

An increase in bone density was observed as a result of the
broaching operation and implantation for the three femur cases
in most of the ROIs, with the average increase in bone density
being 0.137 g/cc across the three cases. The increase in bone
density was within a similar range to that reported in the lit-
erature, which indicated an increase ranging from 0.16 g/cc to
0.30 g/cc [14, 16]. However, the densities reported in the liter-
ature consistently appeared to be slightly higher. This discrep-
ancy in higher density reported at the bone‐implant interface in
the literature could be attributed to the use of low‐resolution
medical‐CT scans for quantifying the bone densification caused
by the accumulation of trabecular bone debris during broach-
ing. Medical‐CT scans have limitations in properly resolving
trabecular bone, as the debris size falls below the minimum
resolution achievable by the medical‐CT scan. Consequently,
the bone appears denser in the medical‐CT scan, as each voxel
near the bone‐implant interface is filled with more bone debris.
This finding was corroborated by the current study, especially
when comparing the change in bone fraction (BV/TV) due to the
surgical intervention using μCT scan. An increase in bone
fraction ranging from 3.31% to 20.69% in the ROI near the
bone‐implant interface was observed, which is attributed to
the accumulation of trabecular bone debris. This increase in bone
volume fraction could potentially enhance the primary stability of
the implant by acting as an autograft. Additionally, the accumu-
lation of bone debris would increase bone‐implant contact, thereby
promoting osseointegration through bone ingrowth after surgery
[30]. As a result, this might discourage surgeons from flushing the
bone debris after the broaching operation, potentially improving
bone fixation. However, this claim has not been substantiated in
this study, and further research is needed to account for other
contributing factors. Furthermore, the density of the femur among
the three cases predicted from either of the CT scan modalities
using the in‐house DCP was 1.842 ± 0.276 g/cc. This finding aligns
with previously reported femoral densities in the literature, which
typically range between 1.1 g/cc and 2.0 g/cc [18–20, 31–34].

The study presented has a few limitations. First, THA was per-
formed on extracted femurs with a mechanical set‐up, which may

not fully represent the actual surgical process. However, during
broaching and uncemented implantation, the femurs were oriented
to closely mimic actual surgery. Second, only one type of broach
and implant was used, potentially making the results specific to this
particular orthopaedic implant. Different sizes of broaches and
implants were used in the three femur samples to minimise this
limitation. Third, only three femur samples were used in this study.
therefore, no statistical conclusions can be drawn on subject‐related
variations. However, we do not expect significant changes in the
results or conclusions with the inclusion of more samples, as
the findings from the three femur samples were consistent. Future
studies should consider these limitations to better understand the
impact of surgical intervention on bone density.

5 | Conclusion

The change in bone density due to the broaching operation and
uncemented implantation, two major surgical steps of uncemented
THA, was investigated for the first time using cadaver hip speci-
mens and µCT scans. An in‐house DCP was developed cost‐
effectively and validated against the predicted density of lamb bone
using a commercial DCP. This led to a bone density prediction
accuracy of ±0.097 g/cc, and a precision of ±0.052 g/cc using
in‐house DCP in comparison with the results predicted using
the commercial DCP. The sensitivity of the density measurement to
the µCT scan parameters was ±0.022 g/cc. Density prediction of the
cadaver femur using medical‐CT and µCT scans showed excellent
agreement, particularly in cortical bone. However, the average dif-
ference in trabecular bone measurements was nearly three times
higher, primarily due to the limitations of medical‐CT scans in
resolving trabecular microstructure. The broaching and implanta-
tion processes resulted in an increase in bone density in the
cadaveric femur, with an average increase of 0.137 g/cc. This
increase was attributed to the accumulation of bone debris around
the bone‐implant interface, leading to a rise in the bone volume
fraction from 3.31% to 20.69%.

Author Contributions

Vineet Seemala: conceptualisation, formal analysis, investigation, meth-
odology, visualisation, original draft writing. Mark A. Williams: con-
ceptualisation, methodology, supervision, review and editing. Richard
King: conceptualisation, investigation, methodology, supervision, review
and editing. Sofia Goia: investigation, review and editing. Paul F. Wilson:
investigation, review and editing. Arnab Palit: conceptualisation, investi-
gation, methodology, supervision, review and editing. All authors approved
the final submitted manuscript.

Acknowledgments

We sincerely thank Dr. Simon Ford and his team at the UHCW Surgical
Training Center for preparing the cadaver specimens and providing
continuous support during the experiments. We would also like to
thank Mr. Joseph Benjamin and Mr. Mike Donnelly for their invaluable
assistance in preparing the DCP and laser scans. We also acknowledge
the support of Corin Group UK for providing the implants and surgical
equipment. Additionally, we express our gratitude to the National
Facility for X‐Ray Computed Tomography (NXCT) for providing Free‐
at‐Point‐of‐Access for the μCT scans carried out at the Center for
Imaging, Metrology, and Additive Technologies (CiMAT) at the Uni-
versity of Warwick under the EPRSC Project Number (EP/T02593X/1).

9 of 10

 1554527x, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/jor.26032 by A

rnab Palit - T
est , W

iley O
nline L

ibrary on [13/01/2025]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



Conflicts of Interest

The authors declare that they have no known competing financial
interests or personal relationships that could have appeared to influence
the work reported in this paper.

References

1. F. S. Tudor, J. R. Donaldson, S. R. Rodriguez‐Elizalde, and
H. U. Cameron, “Long‐Term Comparison of Porous Versus Hydroxyapatite
Coated Sleeve of a Modular Cementless Femoral Stem (SROM) in Primary
Total Hip Arthroplasty,” The Journal of Arthroplasty 30 (2015): 1777–1780.

2. H. S. Khanuja, J. J. Vakil, M. S. Goddard, and M. A. Mont,
“Cementless Femoral Fixation in Total Hip Arthroplasty,” Journal of
Bone and Joint Surgery 93 (2011): 500–509.

3. H. Yamada, Y. Yoshihara, O. Henmi, et al., “Cementless Total Hip
Replacement: Past, Present, and Future,” Journal of Orthopaedic Science
14 (2009): 228–241.

4. M. Viceconti, G. Brusi, A. Pancanti, and L. Cristofolini, “Primary
Stability of an Anatomical Cementless Hip Stem: A Statistical Analysis,”
Journal of Biomechanics 39 (2006): 1169–1179.

5. J. Maggs and M. Wilson, “The Relative Merits of Cemented and
Uncemented Prostheses in Total Hip Arthroplasty,” Indian Journal of
Orthopaedics 51 (2017): 377–385.
6. H. D. Huddleston, “Femoral Lysis After Cemented Hip Arthroplasty,”
The Journal of Arthroplasty 3 (1988): 285–297.

7. K. Chareancholvanich, C. A. Bourgeault, A. H. Schmidt,
R. B. Gustilo, and W. D. Lew, “In Vitro Stability of Cemented and
Cementless Femoral Stems With Compaction,” Clinical Orthopaedics
and Related Research 394 (2002): 290–302.

8. Y. Ben‐Shlomo, A. Blom, C. Boulton, et al., “National Joint Registry
Annual Reports,” in The National Joint Registry 19th Annual Report
2022 (London: National Joint Registry, 2022).

9. S. M. Kurtz, E. Lau, K. Ong, K. Zhao, M. Kelly, and K. J. Bozic,
“Future Young Patient Demand for Primary and Revision Joint
Replacement: National Projections From 2010 to 2030,” Clinical
Orthopaedics & Related Research 467 (2009): 2606–2612.

10. A. V. Carli, J. J. Negus, and F. S. Haddad, “Periprosthetic Femoral
Fractures and Trying to Avoid Them: What is the Contribution of
Femoral Component Design to the Increased Risk of Periprosthetic
Femoral Fracture?,” The Bone & Joint Journal 99–b (2017): 50–59.

11. N. Patsiogiannis, N. K. Kanakaris, and P. V. Giannoudis, “Peri-
prosthetic Hip Fractures: An Update into Their Management and
Clinical Outcomes,” EFORT Open Reviews 6 (2021): 75–92.

12. T. Konow, J. Baetz, O. Melsheimer, A. Grimberg, and M. Morlock,
“Factors Influencing Periprosthetic Femoral Fracture Risk,” The Bone &
Joint Journal 103–B (2021): 650–658.

13. J. Bätz, S. Syrigos, M. Vorbeck, E. Prüch, G. Campbell, and
M. Morlock, “The Influence of Broach Design on Bone Friction and
Osseodensification in Total Hip Arthroplasty,” Clinical Biomechanics 73
(2020): 234–240.

14. J. Bätz, P. Messer‐Hannemann, F. Lampe, et al., “Effect of Cavity
Preparation and Bone Mineral Density on Bone‐Interface Densification
and Bone‐Implant Contact During Press‐Fit Implantation of Hip
Stems,” Journal of Orthopaedic Research 37 (2019): 1580–1589.

15. S. Kold, O. Rahbek, M. Vestermark, S. Overgaard, and K. Søballe,
“Bone Compaction Enhances Fixation of Weightbearing Titanium Im-
plants,” Clinical Orthopaedics & Related Research 431 (2005): 138–144.

16. N. B. Damm, M. M. Morlock, and N. E. Bishop, “Influence of Tra-
becular Bone Quality and Implantation Direction on Press‐Fit
Mechanics,” Journal of Orthopaedic Research 35 (2017): 224–233.

17. I. Fleps, H. Bahaloo, P. K. Zysset, S. J. Ferguson, H. Pálsson, and
B. Helgason, “Empirical Relationships Between Bone Density and

Ultimate Strength: A Literature Review,” Journal of the Mechanical
Behavior of Biomedical Materials 110 (2020): 103866.

18. B. Helgason, E. Perilli, E. Schileo, F. Taddei, S. Brynjólfsson, and
M. Viceconti, “Mathematical Relationships Between Bone Density and
Mechanical Properties: A Literature Review,” Clinical Biomechanics 23
(2008): 135–146.

19. T. S. Kaneko, J. S. Bell, M. R. Pejcic, J. Tehranzadeh, and
J. H. Keyak, “Mechanical Properties, Density and Quantitative CT Scan
Data of Trabecular Bone With and Without Metastases,” Journal of
Biomechanics 37 (2004): 523–530.

20. L. Yang, A. C. Burton, M. Bradburn, C. M. Nielson, E. S. Orwoll, and
R. Eastell, “Distribution of Bone Density in the Proximal Femur and Its
Association With Hip Fracture Risk in Older Men: The Osteoporotic
Fractures in Men (MROS) Study,” Journal of Bone and Mineral Research
27 (2012): 2314–2324.

21. J. J. Lifton, A. A. Malcolm, J. W. McBride, and K. J. Cross 2013. The
Application of Voxel Size Correction in X‐Ray Computed Tomography
for Dimensional Metrology. Singapore International NDT Conference:
Marina Bay Sands Singapore.

22. G. Wu, S. Siegler, P. Allard, et al., “ISB Recommendation on Defi-
nitions of Joint Coordinate System of Various Joints for the Reporting of
Human Joint Motion—Part I: Ankle, Hip, and Spine,” Journal of
Biomechanics 35 (2002): 543–548.

23. A. Palit, M. A. Williams, E. Kiraci, et al., “Simulation of Hip Bony
Range of Motion (BROM) Corresponds to the Observed Functional
Range of Motion (FROM) for Pure Flexion, Internal Rotation in Deep
Flexion, and External Rotation in Minimal Flexion‐Extension ‐ A
Cadaver Study,” Computers in Biology and Medicine 183 (2024): 109270.

24. A. Palit, M. A. Williams, E. Kiraci, et al., “Evaluating Computed
Bony Range of Motion (Brom) by Registering In‐Vitro Cadaver‐Based
Functional Range of Motion (From) to a Hip Motion Simulation,”
Computers in Biology and Medicine 169 (2024): 107799.

25. T. A. Gruen, G. M. McNeice, and H. C. Amstutz 1979. “Modes of
Failure” of Cemented Stem‐Type Femoral Components: A Radiographic
Analysis of Loosening. Clinical Orthopaedics and Related Research®.

26. R. K. Jain and T. Vokes, “Dual‐Energy X‐Ray Absorptiometry,”
Journal of Clinical Densitometry 20 (2017): 291–303.

27. J. A. Kanis, A. Oden, H. Johansson, F. Borgström, O. Ström, and
E. McCloskey, “FRAX and Its Applications to Clinical Practice,” Bone
44 (2009): 734–743.

28. V. Seemala, R. King, M. A. Williams, et al., “Medical vs MicroCT
Based Finite Element Analysis: Exploring the Influence of Bone Het-
erogeneity and Bone Geometry” (46th Annual International Conference
of the IEEE Engineering in Medicine & Biology Society (EMBC),
Orlando, Florida, USA, 2024).

29. J. Galante, W. Rostoker, and R. D. Ray, “Physical Properties of
Trabecular Bone,” Calcified Tissue Research 5 (1970): 236–246.

30. V. Seemala, M. A. Williams, R. King, et al., et al, “Quantifying Bone
Compaction and Implant‐Bone Contact in Uncemented Total Hip Ar-
throplasty Through Muct and Digital Volume Correlation: A Cadaveric
Study,” Computers in Biology and Medicine 184 (2024): 109474.

31. H. E. Meema and S. Meema, “Compact Bone Mineral Density of the
Normal Human Radius,” Acta Radiologica: Oncology, Radiation,
Physics, Biology 17 (1978): 342–352.

32. S. Tassani, C. Öhman, F. Baruffaldi, M. Baleani, and M. Viceconti,
“Volume to Density Relation in Adult Human Bone Tissue,” Journal of
Biomechanics 44 (2011): 103–108.

33. N. A. Johanson, M. E. Charlson, L. Cutignola, M. Neves,
E. F. DiCarlo, and P. G. Bullough, “Femoral Neck Bone Density,” The
Journal of Arthroplasty 8 (1993): 641–652.

34. B. L. Riggs, H. W. Wahner, E. Seeman, et al., “Changes in Bone
Mineral Density of the Proximal Femur and Spine With Aging,” Journal
of Clinical Investigation 70 (1982): 716–723.

10 of 10 Journal of Orthopaedic Research®, 2024

 1554527x, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/jor.26032 by A

rnab Palit - T
est , W

iley O
nline L

ibrary on [13/01/2025]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense


	A Micro-CT Based Cadaveric Study Investigating Bone Density Changes During Hip Arthroplasty Surgery
	1 Introduction
	2 Methods
	2.1 Development and Validation of In-House Density Calibration Phantom (DCP)
	2.1.1 Density Mapping Procedure
	2.1.2 Validation of the Density Prediction
	2.1.3 Sensitivity of the Density Prediction

	2.2 Cadaver Experiment Procedure: THA Surgical Process
	2.3 Determination of Change in Bone Density Due to THA

	3 Results
	3.1 In-House DCP Development and Validation
	3.2 Density Prediction Sensitivity
	3.3 Medical-CT and μCT Density Prediction Comparison
	3.4 Density Change Due to Surgical Intervention

	4 Discussion
	5 Conclusion
	Author Contributions
	Acknowledgments
	Conflicts of Interest
	References




