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Abstract 

Background:  Various Joint-preserving therapy (JPT) methods have been performed and tried in recent decades, but 
their results and efficacy were inconsistent and controversial. The purpose of this study is to evaluate its effectiveness 
and whether there are statistical differences in treatment between different interventions based on published RCT 
studies.

Methods:  Following the PRISMA-NMA checklist, Medline, EMBASE, Web of Science, and Cochrane Library databases 
were searched and collected related RCT studies. The sources were searched from inception up to October 30, 2020. 
The primary outcomes including the rate of radiographic progression and conversion to THA and the secondary out-
come -Harris Hip Scores (HHS) were extracted and compared in a Network meta-analysis.

Results:  Seventeen RCT studies involving 784 patients (918 hips) with seven interventions including CD (core 
decompression), CD + BG (bone graft), CD + TI (tantalum rod implantation), CD + CT (Cell therapy), CD + BG + CT, VBG 
(vascularized bone graft), and nonsurgical or conservative treatment for ONFH were evaluated. In the radiographic 
progression results, CD + CT showed a relatively better result than CD, CD + BG and non-surgical treatment, the sur-
face under the cumulative ranking curve (SUCRA) plot displayed that CD + CT (96.4%) was the best, followed by CD 
(64.1%).In conversion to THA results, there were no significant differences between the JPT methods and non-surgical 
treatment. In HHS, there was also no significant difference, other than CD + BG showed a statistical difference than 
non-surgical treatment only in terms of Cis, but the SUCRA was highest in non-surgical treatment (80.5%) followed by 
CD + CT (72.8%).

Conclusions:  This Net-work meta-analysis demonstrated that there was no statistical difference in the outcome of 
radiographic progression and conversion to THA, also in HHS, other than CD + CT showed a relatively superior result 
in radiographic progression than nonsurgical treatment, namely, it’s maybe an effective method for delaying disease 
progression or reducing disease development based on current evidence.
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Background
Osteonecrosis of the femoral head (ONFH) is a common 
but refractory disease in the orthopedics field. The initial 
manifestations are localized, partial necrosis, but with 
the development of advanced hip joint disease, it may 
progress to complete elimination of femoral head.

The annual incidence in the USA was estimated to be 
between approximately 10,000 and 20,000 cases [1]. and 
0.01% in the German-speaking countries, with 5000 to 
7000 persons affected [2]. If there is no timely and effec-
tive treatment in the early stage, 80% of cases will have 
femoral head collapse and end-stage degenerative joint 
disease within 2 years, and eventually need to total hip 
arthroplasty (THA) [3–5]. The THA method has good 
function improvement and pain relief [6–8], but its appli-
cation in young patients faces some problems. For exam-
ple, the prosthetic replacements rarely last for a lifetime 
and bring a huge financial burden increasing the overall 
cost of managing this condition due to the requirement 
for revision THA [9, 10] between ages of 30–50 years 
considered to be the most susceptible [5, 11, 12]. The 
principles for considering ONFH treatment include the 
termination of pathologic progression and the restor-
ing of weight-bearing capacity, many different joint-
preserving therapy (JPT) methods have been performed 
in recent decades-years. Based on published data in the 
USA by Sodhi, N [13], although there was an increasing 
rate of THA for ONFH (75 to 88%) [14] during 1992 to 
2008, decreased during 2009 to 2015 and found that the 
rate of joint-preserving procedures showed a trend of rel-
ative growth, especially in patients aged <50 years.

Until now, various joint-preserving therapies (JPT) 
have been further explored with promising results, 
including core decompression (CD), Extracorporeal 
shockwave therapy,

vascularized and non-vascularized bone graft, CD 
combined with bone mesenchymal stem cells (BMSC) or 
other bone marrow cells and applications of biomateri-
als like tantalum implantation et  al. before the femoral 
head collapse. Each has its advantages, core decompres-
sion can decrease intraosseous pressure, alleviate bone 
marrow edema and improve blood supply for the femo-
ral head [15–17], mesenchymal stem cells (MSCs) can 
release exosomes that contain cytokines promoting 
osteogenesis, chondrogenesis, and angiogenesis [18, 
19]. Bone graft allows for subchondral bone remodeling 
and healing [20, 21] even tantalum rod implantation has 
become a good choice of mechanical substitute because 

of its superior strength, fatigue properties, biocompat-
ibility [22]. And vascularized bone graft (VBG) provides 
structural support, but also restores vascular supply to 
enhance lesion healing [23–25]. Despite this, the results 
of treatment effect have been reported inconsistently 
from published studies and there was a lack of consensus 
as to which methods were more effective or superior.

Given the continuing uncertainties, this study, there-
fore, was designed as a systemic review and network 
meta-analysis to assess the effectiveness between various 
joint-preserving procedures and non-surgical conserva-
tive treatment for ONFH using an updated systematic 
review and meta-analysis including all relevant RCTs 
published to date to provide the selection and application 
of clinical treatment.

Methods
Protocol and registration
This systemic review and Network Meta-analysis (NMA) 
were conducted following the Preferred Reporting Items 
for Systemic Reviews and Meta-analyses for Network 
Meta-analysis (PRISMA-NMA) reporting guideline [26]. 
The protocol has been registered in PROSPERO with the 
registration No: CRD42020214489.

Search strategy
Ovid Medline, EMBASE, Web of Science, and Cochrane 
Library databases were searched to collect all published 
evidence from inception up to and including Oct 30, 
2020. Search terms included extensive controlled vocab-
ulary in various combinations, supplemented with key-
words including ‘Femur Head’, ‘Joints’, ‘Osteonecrosis’, 
‘Necrosis’, ‘Orthopedic Procedures’. The search strategy 
used in Medline via OVID is presented in Appendix 1. 
Besides, the reference reports of previous systematic 
reviews, meta-analyses, and randomized controlled trials 
(RCTs) were manually reviewed.

Eligibility criteria
Only RCTs were included. The PICO information was as 
follows: patients(P): the patients who were diagnosed as 
ONFH and more than 18 years age; intervention(I): vari-
ous joint-preserving procedures including non-vascular 
or vascular bone graft, tantalum implantation, cell-ther-
apy (CT) including Mesenchymal stem cells, bone mar-
row aspirate concentrate, bone marrow mononuclear 
cells, et al. and non-surgical or physiotherapy treatment; 
Comparison(C): different types of treatment as a direct 

Keywords:  Osteonecrosis of the femoral head (ONFH), Orthopedic procedures, Joint-preserving therapy (JPT), Total 
hip arthroplasty (THA), Radiographic progression, Harris hip score (HHS)
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or indirect comparison; Outcome measures(O): the pri-
mary outcome were the rate of conversion to total hip 
replacement arthroplasty (THA); the rate of radiographic 
progressions to next stage; the secondary outcome was 
HHS (Harris Hip Score) to assess functional recovery; 
The study design (SD): RCT. The language was limited to 
English.

The exclusion criteria were as follows: (1) non-RCT, 
laboratory scientific or other non-relevant studies; (2) the 
study shared the same data set; (3) the study combined 
drug therapy effect with interventions or osteotomy. (4) 
the study focused on undesired outcomes or interven-
tions. (5) literature report could not be extracted or con-
verted into valid data.

Data extraction and outcome assessment
The following information was extracted independently: 
the first author; publication year; sample size; the number 
of hips; type of intervention; sex ratio; age; stage (ARCO 
or Ficat or Steinberg); risk factors and follow-up time. All 
treatments using cell extraction in ONFH treatment are 
classified as cell therapy (CT) owing to no uniform stand-
ard for cell extraction and classified vascular and avas-
cular bone graft as VBG and BG according to whether 
vessels were used to supply blood. And non-surgical 
treatment includes a variety of physical and rehabilitation 
training such as physical shockwave therapy. The risk fac-
tors and clinical stages were also extracted and analyzed 
for statistical differences, because they maybe a potential 
interference factor and affect the results.

Clinical primary outcomes containing the number of 
conversions to THA and radiographic progression to the 
next stage. The secondary outcome of interest was the 
HHS (Harris Hip Score) to assess clinic function (pain, 
joint activity, absence of deformity, and range of motion). 
The maximum score is 100 and higher indicates a better 
treatment result. Because the postoperative follow-up 
time was different, all the data results were based on the 
last follow-up reported outcomes of each study.

Risk of Bias assessment
The Cochrane Collaboration’s risk of bias tool [27] was 
used to assess bias according to Review Manager (ver-
sion 5.3). The disagreements were resolved by the third 
reviewer and the methodology for each study was graded 
as ‘high’, ‘low’, or ‘unclear’ reflecting the risk of bias.

Statistical analysis
A multiple treatment comparison NMA was performed 
under a frequentist framework using a random-effects 
model. The network and mvmeta packages in Stata statis-
tical software version 14.0 MP (State Corp) [28, 29] were 
used to analyze the data. The network plots were used to 

summarized geometry of the evidence network indicate 
the type of various interventions, the number of patients, 
and the amount of pair-wise comparison. The consist-
ency of the network was checked with local and global 
inconsistency tests. Each closed loop in the network was 
assessed to confirm local inconsistency between direct 
and indirect effect estimates and only triangular (formed 
by three treatments all compared with one another) loops 
were considered.

The summary of mean differences and 95% confidence 
intervals (Cis) together with their predictive intervals 
(PrIs) were presented between comparisons. PrIs provide 
an interval within which the estimate of a future study is 
expected to be.

The surface under the cumulative ranking curve 
(SUCRA) is a relative ranking measure that accounts 
both for the location and the variance of all relative treat-
ment effects [30]. A lower SUCRA value was regarded 
as a better result for the primary outcome and a higher 
SUCRA value was regarded as a better result for the sec-
ondary outcome. A comparison-adjusted funnel plot was 
used to assess the presence of small-study effects [31].

Results
Baseline characteristics of included studies
A PRISMA diagram summarizes the literature search 
results and study selection for this systemic review and 
NMA is shown in Fig. 1. Of the 7896 citations identified 
through our literature search (1702 after duplicates were 
removed), 6162 were deemed ineligible after the title and 
abstract screening, leaving 32 to articles search for full-
text review. In total, 17 RCTs [15, 17, 32–47] involving 
784 patients (918 hips) met the inclusion criteria and 
were accepted. Including non-surgical treatment, Core 
decompression (CD), CD + bone graft (BG), CD + TI 
(tantalum rod implantation), CD + Cell therapy (CT), 
CD + BG + CT and vascularized bone graft (VBG). The 
basic characteristics of the included studies are summa-
rized in Table 1.

Risk of bias of included researches
The risk of bias of the included studies in this NMA was 
generally unclear or high. Overall, studies fulfilled the 
criteria for a judgment of a high risk of bias. Details about 
the risk of bias assessment were graphically summarized 
in Fig. 2. The study was deemed high risk.

Results of meta‑analysis
Figure  3 A and B showed the network plot of the risk 
factors induced to ONFH and the proportion of stage 
3 in each intervention, respectively. And the results 
showed that there was no significant statistical difference 
between each intervention in Figure 4.



Page 4 of 13Liu et al. BMC Musculoskeletal Disorders          (2021) 22:948 

Ta
bl

e 
1 

Ba
si

c 
ch

ar
ac

te
ris

tic
s 

of
 th

e 
in

cl
ud

ed
 s

tu
di

es

N
o.

A
ut

ho
r

Ye
ar

Co
m

pa
ri

so
ns

 
(In

te
rv

en
tio

n)
N

o.
P

N
o.

H
ip

Se
x(

M
/F

)
A

ge
St

ag
e(

I-I
V

)
Ri

sk
 fa

ct
or

s
Fo

llo
w

-u
p

A
RC

O
St

er
oi

d
A

lc
oh

ol
Id

io
pa

th
ic

ot
he

rs

1
Pe

ng
, K

.
20

20
C

D
 +

 B
G

30
38

17
:1

3
46

.7
 ±

 1
3.

9
11

:1
9:

0:
0

16
8

0
6

1 
ye

ar
s

C
D

 +
 TI

30
38

15
:1

5
13

:1
7:

0:
0

17
6

0
7

2
H

au
ze

ur
, J

. P
20

18
C

D
19

23
13

:6
49

.7
 ±

 3
.2

0:
0:

23
:0

13
7

3
0

2 
ye

ar
s

C
D

 +
 C

T
19

23
14

:5
48

.0
 ±

 2
.8

0:
0:

23
:0

12
8

1
2

3
Ca

o,
 L

.
20

17
C

D
 +

 B
G

21
21

16
:5

31
 ±

 6
3:

13
:5

:0
7

8
6

0
3 

ye
ar

s

VB
G

21
2:

13
:6

:0

4
Pe

pk
e,

 W
.

20
16

C
D

24
14

8:
6

44
.5

 ±
 3

.3
0:

14
:0

:0
N

R
2 

ye
ar

s

C
D

 +
 C

T
11

6:
5

44
.3

 ±
 3

.4
0:

11
:0

:0

5
Ta

ba
ta

ba
ee

, R
. M

.
20

15
C

D
13

14
10

:4
26

.8
 ±

 5
.8

2:
7:

5:
0

9
0

5
0

2 
ye

ar
s

C
D

 +
 C

T
14

14
9:

5
31

 ±
 1

1.
4

3:
9:

2:
0

10
0

4
0

6
Zh

ao
, D

.
20

12
C

D
50

51
26

:2
4

33
.8

 ±
 7

.7
0

2:
49

:0
:0

13
7

13
17

5 
ye

ar
s

C
D

 +
 C

T
50

53
27

:2
3

32
.7

 ±
 1

0.
5

3:
48

:0
:0

10
11

16
13

7
W

an
g

20
05

N
on

-s
ur

g
23

29
20

:3
39

.8
 ±

 1
2.

1
3:

10
:1

6:
0

2
16

0
5

2 
ye

ar
s

C
D

 +
 B

G
25

28
23

:2
39

.9
 ±

 9
.3

2:
17

:9
:0

2
16

0
7

8
G

an
gj

i
20

11
C

D
19

11
10

:9
45

.7
 ±

 2
.8

2:
9:

0:
0

9
1

1
0

5 
ye

ar
s

C
D

 +
 C

T
13

42
.2

 ±
 2

.6
2:

11
:0

:0
11

1
1

0

9
Se

n,
 R

. K
.

20
12

C
D

40
25

18
:7

65
.7

 ±
 1

5.
2

st
ag

e(
I o

r I
I)

20
8

2
21

2 
ye

ar
s

C
D

 +
 C

T
26

19
:7

66
.2

 ±
 1

3.
0

Fi
ca

t

10
M

a,
 Y

.
20

14
C

D
 +

 B
G

18
24

13
:5

35
 ±

 9
.8

4:
15

:5
:0

13
3

6
0

2 
ye

ar
s

C
D

 +
 B

G
 +

 C
T

21
25

15
:6

3:
17

:5
:0

13
4

6
0

11
Li

, M
Y

20
20

C
D

 +
 B

G
14

20
10

:4
38

.2
 ±

 8
.1

0:
11

:9
:0

9
5

6
0

10
 ye

ar
s

C
D

 +
 B

G
 +

 C
T

17
21

12
:5

34
.1

 ±
 8

.0
0:

11
:1

0:
0

10
6

5
0

12
St

ul
be

rg
 B

N
,

19
91

C
D

19
28

N
R

38
.6

18
:1

4:
21

:0
10

3
4

2
18

 m
on

th

N
on

-s
ur

g
17

25
8

8
1

0

13
D

eq
ia

ng
 L

i,
20

16
C

D
 +

 B
G

20
23

27
:1

2
36

.5
 (2

3–
59

)
21

:2
6:

0:
0

8
23

0
8

2.
5 

ye
ar

s

VB
G

19
24

St
ei

nb
er

g

14
N

eu
m

ay
r L

D
,

20
06

C
D

17
17

8:
9

24
.6

7
2:

5:
10

:0
N

R
3 

ye
ar

s

N
on

-s
ur

g
21

21
11

:1
0

26
.4

1
8:

6:
7:

0

15
M

ia
o 

H
20

15
C

D
 +

 TI
30

36
12

:1
8

32
.6

 ±
 6

.3
16

:2
0:

0:
0

22
4

7
0

18
 m

on
th

C
D

30
34

13
:1

7
35

.2
 ±

 5
.8

14
:2

0:
0:

0
24

5
8

0

16
Ko

o 
KH

19
95

C
D

 +
 B

G
17

18
16

:1
45

10
:7

:1
:0

2
14

2
0

2 
ye

ar
s

N
on

-s
ur

g
17

19
16

:1
48

12
:4

:3
:0

2
17

0
0

17
H

u,
 B

. J
.

20
18

C
D

65
65

44
:2

1
40

.3
8 
±

 6
.6

3
N

R
N

R
4 

ye
ar

s

C
D

 +
 B

G
65

65
46

:1
9

40
.8

3 
±

 6
.7

3



Page 5 of 13Liu et al. BMC Musculoskeletal Disorders          (2021) 22:948 	

Radiographic progression
Figure 3.C depicted the network plot of the various JPT 
methods comparing the rate of radiographic progression 
results. Seven interventions (CD, CD + BG, CD + TI, 
CD + CT, CD + BG + CT,VBG, and non-surgical treat-
ment) were compared in 15 studies [15, 17, 32–36, 38, 39, 
41–44, 46, 47] and pooled results. CD and CD + CT were 
compared directly more than the other treatment. CD 
and CD + CT was the most frequent comparator in our 
studies. Three comparisons (CD + BG vs CD + BG + CT, 
CD + BG vs VBG and CD vs CD + CT) were conducted 
using direct evidence alone. Five comparisons were per-
formed using mixed evidence (both direct and indirect 
evidence) and 13 comparisons using indirect evidence 
alone.

There were two closed loops and no significance in 
the local inconsistency between the direct and indirect 
point estimates (Fig.  3F), and no network inconsistency 
[χ2 (2) = 1.87, p = 0.392]. CD + CT showed a statistical 

difference and relatively superior result than non-surgical 
treatment, CD, and CD + BG, which were significant only 
in 95% Cis but not in 95% PrIs (Fig. 5A) which means that 
any future RCT could change the significance of the effi-
cacy of these comparisons.

The cumulative ranking plot was drawn, and the 
SUCRA probabilities were calculated (Fig.  6A). Accord-
ing to the SUCRA value, CD + CT (96.4%) showed 
the relatively best result, followed by CD (64.1%), 
CD + BG + CT (59.2%), VBG (48.5%), CD + TI (43.3%), 
non-surgical treatment (24.3%) and CD + BG (14.3%). 
The comparison-adjusted funnel plots showed that the 
funnel plots were symmetrical around the zero lines, 
which suggested a less likely publication bias (Fig. 7A).

Conversion to THA
Figure  3D displayed the network graph of the seven 
interventions (CD, CD + BG, CD + TI, CD + CT, 
CD + BG + CT,VBG, and non-surgical treatment) that 

Fig. 1  PRISMA flow diagram details the process of relevant clinical study selection
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compared in 15 studies [15, 17, 32, 33, 35–39, 42–47] 
in terms of conversion to THA. CD and CD + CT were 
more studies when compared directly than the other 
JPT methods. Four comparisons (CD vs CT, CD + BG 
vs CD + TI, CD + BG vs CD + BG + CT, and CD + BG vs 
VBG) were conducted using direct evidence alone. Two 
comparisons were using mixed evidence and 15 compari-
sons using indirect evidence alone.

There was no available loop formed by the study arms, 
and loop-specific tests were not performed. No significant 
differences among the JPT methods in terms of both CIs 
and PrIs were found, other than CD + CT showed a lower 
rate than CD + BG only in terms of the Cis (Fig. 5B).

The SUCRA plots (Fig. 6B) showed that the rate of con-
version to THA was lowest in CD + CT (90.4%), followed 
by CD (69.1%), CD + BG + CT (58%), VBG (47.6%), non-
surgical (46.2%), CD + BG (24%), and CD + TI (14.8%). 
The comparison-adjusted funnel plots suggested a less 
likely publication bias (Fig. 7B).

Harris hip scores
The network plot comparing the HHS was depicted 
in Fig.  3E. Six JPT methods (CD, CD + BG, CD + TI, 
CD + BG + CT, VBG and non-surgical treatment) were 
compared in 7 studies [17, 32, 36–38, 41, 46]. Five com-
parisons were conducted using mixed evidence and 10 
comparisons using the indirect evidence alone. There 
was no available loop formed by the study arms.

There was no significant difference among these 
methods in CIs and PrIs other than CD + BG showed a 
higher score than non-surgical treatment only in terms 
of Cis (Fig.  5C). The SUCRA plot displayed that the 
HHS (Fig.  6C) was the highest in non-surgical treat-
ment (80.5%), CD + CT (72.8%), CD + TI (54.0%), CD 
(48.7%), VBG (34.8%) and CD + BG (9.2%). Publication 
bias was less likely in the comparison-adjusted funnel 
plot (Fig. 7C).

Fig. 2  Details about the risk of bias assessment
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Discussion
. In recent years, many studies [15, 17, 32–47] have been 
made and various JPT methods have been carried out, 
but it remains challenges and controversies about effi-
cacy. In our NMA, there was no statistical difference in 
radiographic progression and conversion to THA, also in 

HHS between JPT methods and non-surgical treatment, 
other than CD + CT showed a relatively superior result in 
radiographic progression.

Based on reported data in USA, THA was still the most 
commonly performed procedure for AVN and the annual 
percentage of patients managed using a THA accounted 

Fig. 3  Network plot of the direct comparisons of the outcomes for all included studies. The width of the lines is proportional to the number of trials 
comparing every pair of treatments, and the size of every node is proportional to the number of randomized participants (sample size). A) risk factor 
of ONFH, B) stage 3 C) radiographic progression D) conversion to THA, E) HHS, F) the inconsistency plots of the direct and indirect comparisons, in 
radiographic progression
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for 89.5% between 2009 and 2015, reported by Sodhi [13]. 
However, the success of non-replacement procedures is 
also critical to the patients’ quality of life and the impact 
on the healthcare system.

Simple core decompression (CD) has become the ref-
erence technique widely used in patients with early-stage 
ONFH Since popularized by Hungerford [48]. But the 
results of CD are always debated and controversial [11, 
47, 49]. The efficacy of CD has been considered that it 

Fig. 4  Confidence intervals and predictive intervals of the estimates of outcomes of risk factor of ONFH and stage 3. The black part corresponds to 
the 95% confidence interval and the red part to the 95% predictive interval. A) Steroid. B) Alcohol. C) Idiopathic. D) ONFH stage 3

Fig. 5  Confidence intervals and predictive intervals of the estimates of outcomes. The black part corresponds to the 95% confidence interval and 
the red part to the 95% predictive interval. A) the rate of radiographic progression. B) the rate of conversion to THA. C) HHS
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can decrease intraosseous pressure, alleviate bone mar-
row edema and improve blood supply for femoral head 
[15–17]. However, other studies [50–52] questioned and 
reported that, in fact, CD was not superior to non-sur-
gical treatment, it cannot repair the femoral head which 
even lowers its biological strength and causes collapse. 
They found that when there is a subchondral fracture 
(47% in ARCO stage 3), compared with the pre-collapse 
stages (85% in ARCO stage 1 and 65% in ARCO stage 2), 
the success rate of core decompression is even worse [53, 
54]. Koo KH at their RCT study also found that CD may 
be effective in symptomatic relief, but is of no greater 
value than conservative management in preventing col-
lapse. Based on our NMA, there were no statistical dif-
ferences in primary and secondary outcomes compared 
with other JPT methods and non-surgical treatment, 
although inferior to the CD + CT method in terms of 
radiographic progression.

Owing to CD’s unpredictable and different results 
especially in long-term results, and to improve the limita-
tions, several other JPT methods have been proposed and 
improved in recent years and achieved some promising 
results on ONFH outcomes versus CD.

Cell therapy, especially stem cells, has been a research 
hotspot in recent years, and is used for tissue regenera-
tion due to its ability to differentiate into multiple cell 
lineages [55]. It is generally believed that mesenchymal 
stem cells (MSCs) can release exosomes, which contain 
cytokines that promote bone formation, cartilage forma-
tion and angiogenesis, including bone morphogenetic 
protein 2, vascular endothelial growth factor and trans-
forming growth factor β [18, 19]. Therefore, stem cell 
transplantation is expected to become a new method of 
ONFH combined with core decompression. The purpose 
of adding MSCs to the core decompression tunnel is to 
provide osteoprogenitor cells and vascular progenitor 
cells in the decompressed necrotic bone area to promote 
tissue regeneration and repair reported by Goodman 
et  al. [56]. Since the CD + BMSCs for ONFH was pro-
posed by Hernigou [57] et  al. in 2006, many studies 
achieved their promising results. Gangji [44] et  al. con-
cluded that cell implantation delayed the progression of 
stage 1–2 osteonecrosis and decreased hip pain and joint 
symptoms more effectively than CD during sixty-month 
follow-up period. And at meta-analysis also found that 
it had better pain relief, clinical outcomes and provided 

Fig. 6  the Cumulative ranking curve of the outcomes of each JPT method. A) the rate of radiographic progression. B) the rate of conversion to THA. 
C) HHS

Fig. 7  Comparison-adjusted funnel plots. A) the rate of radiographic progression. B) the rate of conversion to THA. C) HHS. 1: Non-surgical 
treatment. 2: Core decompression (CD). 3: CD + BG. 4: CD + TI. 5: CD + CT. 6: CD + BG + CT. 7: VBG
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a significant improvement in terms of survivorship over 
time compared with CD alone [58, 59].

However, there were also different results. Hauzer 
[35] at a double blind RCT comparing the CD with the 
CD + BMAC and found that implantation of it after CD 
did not produce any improvement of the evolution of 
ONFH in stage 3. Lim [60] et al. also assessed the clinical 
effects and radiological results according to a controlled 
trail and found that CD + CT method was ineffective in 
stage III–IV patients and there were no statistically sig-
nificant differences between CD + CT and CD + BG in 
success rate or the clinical and radiographic results. In 
our NMA, we found that there was statistical difference 
and had relatively superior result than non-surgical treat-
ment, CD, CD + BG and VBG in radiographic progres-
sion, but no in conversion to THA and HHS. Therefore, 
we think that it may be an effective method for delaying 
disease progression or reducing disease development 
based on current evidence especially in stage I and II.

Non-vascularized bone graft was also a choice for 
ONFH, Since Phemister [61] as one of first authors 
described the use of non-vascularized bone graft (NVBG) 
from tibia for ONFH. Multiple studies have shown that 
the success of this support following necrotic segment 
decompression to allow for subchondral bone remode-
ling and healing [20, 21]. Deqiang [38] et al. at RCT study 
reported that CD + BG can relieve hip pain, improve 
function with much lesser surgical trauma compared to 
VBG, so it is a better choice for ONFH. However, Wang 
C [46] reported that the shock-wave conservative treat-
ment appeared to be more effective than CD + BG in 
early-stage ONFH, although the mechanism remains 
unknown. Based on our network results and rankings 
results, CD + BG had no obvious advantage in terms of 
primary and secondary outcomes and no statistically 
differences.

As a good choice of mechanical substitute, the tech-
nique of porous tantalum rod implantation (TI) was 
applied in medical science more than half a century 
[32], Because of its advantages of superior strength, 
fatigue properties, biocompatibility and initial stability 
for bones to those of natural osseous grafts, and they 
have low cytotoxicity and bacterial adhesion force [22]. 
Hua KC [62] at their meta-analysis showed that CD 
combined with TI showed satisfactory clinical results. 
However, some research argues that this method can 
only provide temporary structural support until new 
bone ingrowth in the necrotic lesion and the absence 
of new bone tissue growing into porous tantalum rod 
in necrotic lesions made this method less ideal [63, 64]. 
According to histopathologic search and analysis, the 
clinically failed implants found that among the 15 spec-
imens, there were 14 cases of residual osteonecrosis, 

and all cases had subchondral fractures of the femoral 
head, among which 60% of the femoral head collapsed 
by Tanzer M [64]. Based on our study, CD + TI did not 
have significantly advantage as compared with other 
JPT methods in primary and secondary outcomes and 
no statistically difference.

VBG is also one of the popularized JPT methods for 
ONFH, some studies had showed that it was a better 
treatment option than CD combined with non-vascu-
larized bone graft because not only provides structural 
support, but also restores vascular supply to enhance 
lesion healing [23–25]. However, high technical 
requirements and a relatively low success rate of sur-
gery have to be considered. As reported, the failure rate 
of vascularized grafts ranging from 4 to 30% [65, 66] 
and most of them were found in chronic steroid users 
as reported in the literatures [67]. Meloni et  al. [68] 
reported that vascularized fibular graft (VFG) failure 
appears to be related to the negative effect of creeping 
substitution and supports unbalanced bone resorption 
enhanced by corticosteroids. Although Ji Wang et  al. 
[69] showed that VFG was superior effect on reducing 
treatment failure rates at their network meta-analysis, 
our results was not exactly consistent with them, the 
effect was not so superior compared other treatment. 
Although the risk factors for ONFH were not statis-
tically different in each intervention, we found that 
chronic steroid-using is one of the main induce fac-
tor to ONFH and accounted for 25% (15/60) in the 
VBG group. This may be one of the main reasons for 
the difference. Reviewing the literature in our studies, 
VBG may be an effective treatment, but based on our 
results, considering various factors, VBG was not the 
best option treatment for ONFH especially in chronic 
steroid users.

There are several limitations in our NMA. First, 
this study did not make further analysis and summary 
according to the size and location of the necrotic lesion. 
Second, the adjuvant procedures and the follow-up time 
within each category were hard to be consistent. Third, 
the number of subjects was still limited and a larger 
scale RCT study will be necessary to confirm whether 
various joint-preserving procedures prevents the disease 
progression or are effective in ONFH. Fourth, the risk 
of bias of the included studies in this NMA was gener-
ally unclear or high, higher quality RCT research will be 
needed in the future.

Conclusion
This network meta-analysis assessed the various JPT 
methods containing the conservative non-surgical treat-
ment in patients of ONFH. Although all available JPT 
methods have not been evaluated and further studies 
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are needed, our NMA provides some important infor-
mation about various methods of Joint-preserving treat-
ment and references to select appropriate JPT methods 
in ONFH. The data suggest that there was no statisti-
cally difference in radiographic progression and conver-
sion to THA, also in HHS between above JPT methods, 
other than CD + CT showed a relatively superior result 
in radiographic progression than nonsurgical treatment, 
namely, it’s an effective method for delaying disease pro-
gression or reducing disease development based on cur-
rent evidence.

Abbreviations
CD: Core decompression; CD+BG: CD+bone graft; CD+TI: CD+tantalum rod 
implantation; CD+CT: CD+Cell therapy; CD+BG+CT: CD+bone graft+cell 
therapy; VBG: Vascularized bone graft; ONFH: Osteonecrosis of the femoral 
head; JPT: Joint-preserving therapy; THA: Total hip arthroplasty; HHS: Harris Hip 
Score.

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12891-​021-​04808-2.

Additional file 1. Appendix 1. Medline via OVID search strategy

Acknowledgements
Not applicable

Authors’ contributions
JHL conceived the design of the study. QZL and WLG collected the data and 
were involved in the design of the study. QZL and WLG contributed to data 
analysis and prepared the manuscript. JHL, RL and QZL edited the manuscript. 
All authors have given approval to the final version of the manuscript to be 
published.

Funding
No external funding was received for the initiation or completion of this study.

Availability of data and materials
The datasets used and/or analyzed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
All authors declare that they have no conflict of interest.

Author details
1 Department of Orthopedic Surgery, Seoul National University, College 
of Medicine, Seoul, South Korea. 2 Department of Hand Surgery, The Second 
Hospital of Jilin University, Changchun, Jilin Province, China. 3 Department 
of Orthopedic Surgery, Seoul Metropolitan Government - Seoul National Uni-
versity Boramae Medical Center, 20 Boramaero 5‑gil, Dongjak‑gu, Seoul 07061, 
South Korea. 

Received: 26 April 2021   Accepted: 6 October 2021

References
	1.	 Moya Angeler J, Gianakos AL, Villa JC, Ni A, Lane JM. Current concepts on 

osteonecrosis of the femoral head. World J Orthop. 2015;6(8):590–601.
	2.	 Arbab D, König DP. Atraumatic femoral head necrosis in adults. Dtsch 

Arztebl Int. 2016;113(3):31–8.
	3.	 Nam KW, Kim YL, Yoo JJ, Koo KH, Yoon KS, Kim HJ. Fate of untreated 

asymptomatic osteonecrosis of the femoral head. J Bone Joint Surg Am. 
2008;90(3):477–84.

	4.	 Min BW, Song KS, Cho CH, Lee SM, Lee KJ. Untreated asymptomatic hips 
in patients with osteonecrosis of the femoral head. Clin Orthop Relat Res. 
2008;466(5):1087–92.

	5.	 Lavernia CJ, Sierra RJ, Grieco FR. Osteonecrosis of the femoral head. J Am 
Acad Orthop Surg. 1999;7(4):250–61.

	6.	 Johannson HR, Zywiel MG, Marker DR, Jones LC, McGrath MS, Mont MA. 
Osteonecrosis is not a predictor of poor outcomes in primary total hip 
arthroplasty: a systematic literature review. Int Orthop. 2011;35(4):465–73.

	7.	 Seyler TM, Cui Q, Mihalko WM, Mont MA, Saleh KJ. Advances in hip 
arthroplasty in the treatment of osteonecrosis. Instr Course Lect. 
2007;56:221–33.

	8.	 Beaulé PE, Amstutz HC. Management of Ficat stage III and IV osteonecro-
sis of the hip. J Am Acad Orthop Surg. 2004;12(2):96–105.

	9.	 Weber M, Renkawitz T, Voellner F, Craiovan B, Greimel F, Worlicek M, et al. 
Revision surgery in Total joint replacement is cost-intensive. Biomed Res 
Int. 2018;2018:8987104.

	10.	 Collins KD, Chen KK, Ziegler JD, Schwarzkopf R, Bosco JA, Iorio R. Revision 
Total hip Arthroplasty-reducing hospital cost through fixed implant pric-
ing. J Arthroplast. 2017;32(9s):S141–s143.

	11.	 Zalavras CG, Lieberman JR. Osteonecrosis of the femoral head: evaluation 
and treatment. J Am Acad Orthop Surg. 2014;22(7):455–64.

	12.	 Mont MA, Rajadhyaksha AD, Hungerford DS. Outcomes of limited femoral 
resurfacing arthroplasty compared with total hip arthroplasty for oste-
onecrosis of the femoral head. J Arthroplast. 2001;16(8 Suppl 1):134–9.

	13.	 Sodhi N, Acuna A, Etcheson J, Mohamed N, Davila I, Ehiorobo JO, Jones 
LC, Delanois RE, Mont MA: Management of osteonecrosis of the femoral 
head. Bone Joint J 2020, 102-b (7_Supple_B):122–128.

	14.	 Johnson AJ, Mont MA, Tsao AK, Jones LC. Treatment of femoral head 
osteonecrosis in the United States: 16-year analysis of the Nationwide 
inpatient sample. Clin Orthop Relat Res. 2014;472(2):617–23.

	15.	 Stulberg BN, Davis AW, Bauer TW, Levine M, Easley K. Osteonecrosis of the 
femoral head. A prospective randomized treatment protocol. Clin Orthop 
Relat Res. 1991;268:140–51.

	16.	 Kang P, Pei F, Shen B, Zhou Z, Yang J. Are the results of multiple drilling 
and alendronate for osteonecrosis of the femoral head better than those 
of multiple drilling? A pilot study. Joint Bone Spine. 2012;79(1):67–72.

	17.	 Sen RK, Tripathy SK, Aggarwal S, Marwaha N, Sharma RR, Khandelwal N. 
Early results of core decompression and autologous bone marrow mono-
nuclear cells instillation in femoral head osteonecrosis: a randomized 
control study. J Arthroplast. 2012;27(5):679–86.

	18.	 Fang S, Li Y, Chen P. Osteogenic effect of bone marrow mesenchymal 
stem cell-derived exosomes on steroid-induced osteonecrosis of the 
femoral head. Drug Des Devel Ther. 2019;13:45–55.

	19.	 Larson E, Jones LC, Goodman SB, Koo KH, Cui Q. Early-stage osteonecrosis 
of the femoral head: where are we and where are we going in year 2018? 
Int Orthop. 2018;42(7):1723–8.

	20.	 Pierce TP, Elmallah RK, Jauregui JJ, Poola S, Mont MA, Delanois RE. A 
current review of non-vascularized bone grafting in osteonecrosis of the 
femoral head. Curr Rev Musculoskelet Med. 2015;8(3):240–5.

	21.	 Pierce TP, Jauregui JJ, Elmallah RK, Lavernia CJ, Mont MA, Nace J. A current 
review of core decompression in the treatment of osteonecrosis of the 
femoral head. Curr Rev Musculoskelet Med. 2015;8(3):228–32.

	22.	 Zhang Y, Li L, Shi ZJ, Wang J, Li ZH. Porous tantalum rod implant is an 
effective and safe choice for early-stage femoral head necrosis: a meta-
analysis of clinical trials. Eur J Orthop Surg Traumatol. 2013;23(2):211–7.

	23.	 Eward WC, Rineer CA, Urbaniak JR, Richard MJ, Ruch DS. The vascularized 
fibular graft in precollapse osteonecrosis: is long-term hip preservation 
possible? Clin Orthop Relat Res. 2012;470(10):2819–26.

https://doi.org/10.1186/s12891-021-04808-2
https://doi.org/10.1186/s12891-021-04808-2


Page 12 of 13Liu et al. BMC Musculoskeletal Disorders          (2021) 22:948 

	24.	 Kim SY, Kim YG, Kim PT, Ihn JC, Cho BC, Koo KH. Vascularized compared 
with nonvascularized fibular grafts for large osteonecrotic lesions of the 
femoral head. J Bone Joint Surg Am. 2005;87(9):2012–8.

	25.	 Korompilias AV, Beris AE, Lykissas MG, Kostas-Agnantis IP, Soucacos PN. 
Femoral head osteonecrosis: why choose free vascularized fibula grafting. 
Microsurgery. 2011;31(3):223–8.

	26.	 Hutton B, Salanti G, Caldwell DM, Chaimani A, Schmid CH, Cameron C, 
et al. The PRISMA extension statement for reporting of systematic reviews 
incorporating network meta-analyses of health care interventions: check-
list and explanations. Ann Intern Med. 2015;162(11):777–84.

	27.	 Higgins JP, Altman DG, Gøtzsche PC, Jüni P, Moher D, Oxman AD, et al. 
The Cochrane Collaboration’s tool for assessing risk of bias in randomised 
trials. Bmj. 2011;343:d5928.

	28.	 Chaimani A, Higgins JP, Mavridis D, Spyridonos P, Salanti G. Graphical tools 
for network meta-analysis in STATA. PLoS One. 2013;8(10):e76654.

	29.	 IR W: Multivariate random-effects meta-regression: updates tomvmeta. 
Stata J 2011, 11:255–270.

	30.	 Salanti G, Ades AE, Ioannidis JP. Graphical methods and numerical sum-
maries for presenting results from multiple-treatment meta-analysis: an 
overview and tutorial. J Clin Epidemiol. 2011;64(2):163–71.

	31.	 Riley RD, Higgins JP, Deeks JJ. Interpretation of random effects meta-
analyses. Bmj. 2011;342:d549.

	32.	 Peng K, Wang Y, Zhu J, Li C, Wang Z. Repair of non-traumatic femoral 
head necrosis by marrow core decompression with bone grafting and 
porous tantalum rod implantation. Pakistan Journal of Medical Sciences. 
2020;36(6):1392–6.

	33.	 Li M, Ma Y, Fu G, Zhang R, Li Q, Deng Z, Zheng M, Zheng Q: 10-year 
follow-up results of the prospective, double-blinded, randomized, con-
trolled study on autologous bone marrow buffy coat grafting combined 
with core decompression in patients with avascular necrosis of the 
femoral head. Stem Cell Research and Therapy 2020, 11(1).

	34.	 Hu BJ, Gao DW, He YH. Efficacy of fibula fixation in the early treatment 
of osteonecrosis of the femoral head and its effects on local microcir-
culation, articular surface collapse, joint pain and function. Journal of 
Musculoskeletal Neuronal Interactions. 2018;18(1):55–61.

	35.	 Hauzeur JP, De Maertelaer V, Baudoux E, Malaise M, Beguin Y, Gangji 
V. Inefficacy of autologous bone marrow concentrate in stage three 
osteonecrosis: a randomized controlled double-blind trial. Int Orthop. 
2018;42(7):1429–35.

	36.	 Cao L, Guo C, Chen J, Chen Z, Yan Z. Free vascularized fibular grafting 
improves vascularity compared with Core decompression in femoral 
head osteonecrosis: a randomized clinical trial. Clin Orthop Relat Res. 
2017;475(9):2230–40.

	37.	 Pepke W, Kasten P, Beckmann NA, Janicki P, Egermann M. Core decom-
pression and autologous bone marrow concentrate for treatment of 
femoral head osteonecrosis: a randomized prospective study. Orthop 
Rev. 2016;8(1):5–9.

	38.	 Deqiang Li ML. Peilai Liu: Core decompression or quadratus femoris mus-
cle pedicle bone grafting for nontraumatic osteonecrosis of the femoral 
head: a randomized control study. Indian J Orthop. 2016;50:629–35.

	39.	 Tabatabaee RM, Saberi S, Parvizi J, Mortazavi SM, Farzan M. Combining con-
centrated autologous bone marrow stem cells injection with Core decom-
pression improves outcome for patients with early-stage osteonecrosis of 
the femoral head: a comparative study. J Arthroplast. 2015;30(9 Suppl):11–5.

	40.	 Qiang Mao WW, Xu T. Combination treatment of biomechanical support 
and targeted intra-arterial infusion of peripheral blood stem cells mobi-
lized by granulocyte-colony stimulating factor for the osteonecrosis of 
the femoral head: a randomized controlled clinical trial. J Bone Miner Res. 
2015;30:647–56.

	41.	 Miao HYD, Liang W, Yao Y. Effect of osteonecrosis intervention rod 
versus Core decompression using multiple small Drill holes on early 
stages of necrosis of the femoral head: a prospective study on a series 
of 60 patients with a minimum 1-year-follow-up. Open Orthop J. 
2015;9:179–84.

	42.	 Ma Y, Wang T, Liao J, Gu H, Lin X, Jiang Q, et al. Efficacy of autologous 
bone marrow buffy coat grafting combined with core decompression in 
patients with avascular necrosis of femoral head: a prospective, double-
blinded, randomized, controlled study. Stem Cell Res Ther. 2014;5(5):115.

	43.	 Zhao D, Cui D, Wang B, Tian F, Guo L, Yang L, et al. Treatment of early 
stage osteonecrosis of the femoral head with autologous implantation 

of bone marrow-derived and cultured mesenchymal stem cells. Bone. 
2012;50(1):325–30.

	44.	 Gangji V, De Maertelaer V, Hauzeur JP. Autologous bone marrow cell 
implantation in the treatment of non-traumatic osteonecrosis of the 
femoral head: five year follow-up of a prospective controlled study. Bone. 
2011;49(5):1005–9.

	45.	 Neumayr LD, Aguilar C, Earles AN, Jergesen HE, Haberkern CM, Kammen 
BF, et al. Physical therapy alone compared with core decompression and 
physical therapy for femoral head osteonecrosis in sickle cell disease. 
Results of a multicenter study at a mean of three years after treatment. J 
Bone Joint Surg (Am Vol). 2006;88(12):2573–82.

	46.	 Wang CJ, Wang FS, Huang CC, Yang KD, Weng LH, Huang HY. Treatment 
for osteonecrosis of the femoral head: comparison of extracorporeal 
shock waves with core decompression and bone-grafting. J Bone Joint 
Surg Am. 2005;87(11):2380–7.

	47.	 Koo KHKR, Ko GH, Song HR, Jeong ST, Cho SH. Preventing collapse in 
early osteonecrosis of the femoral head. A randomised clinical trial of 
core decompression. J Bone Joint Surg Br. 1995;77:870–4.

	48.	 Marker DR, Seyler TM, Ulrich SD, Srivastava S, Mont MA. Do modern tech-
niques improve core decompression outcomes for hip osteonecrosis? 
Clin Orthop Relat Res. 2008;466(5):1093–103.

	49.	 McGrory BJ, York SC, Iorio R, Macaulay W, Pelker RR, Parsley BS, et al. Cur-
rent practices of AAHKS members in the treatment of adult osteonecrosis 
of the femoral head. J Bone Joint Surg Am. 2007;89(6):1194–204.

	50.	 Hong YC, Zhong HM, Lin T, Shi JB. Comparison of core decompression 
and conservative treatment for avascular necrosis of femoral head at 
early stage: a meta-analysis. Int J Clin Exp Med. 2015;8(4):5207–16.

	51.	 Li X, Xu X, Wu W. Comparison of bone marrow mesenchymal stem cells 
and core decompression in treatment of osteonecrosis of the femoral 
head: a meta-analysis. Int J Clin Exp Pathol. 2014;7(8):5024–30.

	52.	 Castro FP Jr, Barrack RL. Core decompression and conservative treatment 
for avascular necrosis of the femoral head: a meta-analysis. Am J Orthop 
(Belle Mead NJ). 2000;29(3):187–94.

	53.	 Mont MA, Carbone JJ, Fairbank AC. Core decompression versus nonop-
erative management for osteonecrosis of the hip. Clin Orthop Relat Res. 
1996;324:169–78.

	54.	 Mont MA, Cherian JJ, Sierra RJ, Jones LC, Lieberman JR. Nontraumatic 
osteonecrosis of the femoral head: where do we stand today? A ten-year 
update. J Bone Joint Surg Am. 2015;97(19):1604–27.

	55.	 Oryan A, Kamali A, Moshiri A, Baghaban Eslaminejad M. Role of Mesen-
chymal stem cells in bone regenerative medicine: what is the evidence? 
Cells Tissues Organs. 2017;204(2):59–83.

	56.	 Goodman SB. The biological basis for concentrated iliac crest aspirate 
to enhance core decompression in the treatment of osteonecrosis. Int 
Orthop. 2018;42(7):1705–9.

	57.	 Hernigou P, Habibi A, Bachir D, Galacteros F. The natural history of 
asymptomatic osteonecrosis of the femoral head in adults with sickle cell 
disease. J Bone Joint Surg Am. 2006;88(12):2565–72.

	58.	 Wang Z, Sun QM, Zhang FQ, Zhang QL, Wang LG, Wang WJ. Core decom-
pression combined with autologous bone marrow stem cells versus 
core decompression alone for patients with osteonecrosis of the femoral 
head: a meta-analysis. Int J Surg. 2019;69:23–31.

	59.	 Andriolo L, Merli G, Tobar C, Altamura SA, Kon E, Filardo G. Regenerative 
therapies increase survivorship of avascular necrosis of the femoral head: 
a systematic review and meta-analysis. Int Orthop. 2018;42(7):1689–704.

	60.	 Lim YW, Kim YS, Lee JW, Kwon SY. Stem cell implantation for osteonecro-
sis of the femoral head. Exp Mol Med. 2013;45(11):e61.

	61.	 Phemister DB. Treatment of the necrotic head of the femur in adults. J 
Bone Joint Surg Am. 1949;31a(1):55–66.

	62.	 Hua KC, Yang XG, Feng JT, Wang F, Yang L, Zhang H, et al. The efficacy and 
safety of core decompression for the treatment of femoral head necrosis: 
a systematic review and meta-analysis. J Orthop Surg Res. 2019;14(1):306.

	63.	 Liu B, Sun W, Yue D, Li Z, Guo W. Combined tantalum implant with bone 
grafting for the treatment of osteonecrosis of the femoral head. J Investig 
Surg. 2013;26(3):158–62.

	64.	 Tanzer M, Bobyn JD, Krygier JJ, Karabasz D. Histopathologic retrieval 
analysis of clinically failed porous tantalum osteonecrosis implants. J 
Bone Joint Surg Am. 2008;90(6):1282–9.

	65.	 Urbaniak JR, Coogan PG, Gunneson EB, Nunley JA. Treatment of oste-
onecrosis of the femoral head with free vascularized fibular grafting. A 



Page 13 of 13Liu et al. BMC Musculoskeletal Disorders          (2021) 22:948 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

long-term follow-up study of one hundred and three hips. J Bone Joint 
Surg Am. 1995;77(5):681–94.

	66.	 Zhang C, Zeng B, Xu Z, Sui S, Song W, Jin D, et al. Wang K: [treatment of 
osteonecrosis of femoral head with free vascularized fibula grafting]. 
Zhongguo Xiu Fu Chong Jian Wai Ke Za Zhi. 2004;18(5):367–9.

	67.	 Yoo MC, Chung DW, Hahn CS. Free vascularized fibula grafting for the 
treatment of osteonecrosis of the femoral head. Clin Orthop Relat Res. 
1992;277:128–38.

	68.	 Meloni MC, Hoedemaeker WR, Fornasier V. Failed vascularized fibular graft 
in treatment of osteonecrosis of the femoral head. A histopathological 
analysis. Joints. 2016;4(1):24–30.

	69.	 Wang J, Wang J, Zhang K, Wang Y, Bao X. Bayesian network Meta-analysis 
of the effectiveness of various interventions for nontraumatic osteone-
crosis of the femoral head. Biomed Res Int. 2018;2018:2790163.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Efficacy of various core decompression techniques versus non-operative treatment for osteonecrosis of the femoral head: a systemic review and network meta-analysis of randomized controlled trials
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Protocol and registration
	Search strategy
	Eligibility criteria
	Data extraction and outcome assessment
	Risk of Bias assessment
	Statistical analysis

	Results
	Baseline characteristics of included studies
	Risk of bias of included researches
	Results of meta-analysis
	Radiographic progression
	Conversion to THA

	Harris hip scores

	Discussion
	Conclusion
	Acknowledgements
	References


