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(54) Joint implant

(57) The present invention relates to a joint implant
(1; 100) for implantation into a bone. The implant com-
prises a stem (10) having a proximal section (11) and a
distal section (15), at least two grooves (12) substantially
extending in the longitudinal direction of the stem (10), a
first coating (14) at least partially covering the surface
(14) of said grooves (12) and a ridge (13), wherein the
ridge is formed in between adjacent grooves (12), re-
spectively. Further, the apex surface (13a) of the ridge
(13) has an average surface roughness that is lower than
the average surface roughness of the first coating (14).
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Description

FIELD OF THE INVENTION

[0001] This invention relates to a joint implant for im-
plantation into a bone. The implant comprises a stem
having a distal end and a proximal end and at least two
grooves forming a ridge between said grooves, wherein
the grooves substantially extend along the longitudinal
direction of the stem.

BACKGROUND OF THE INVENTION

[0002] In general, there are two techniques for anchor-
ing a joint implant in bone tissue. The first technique was
developed by Charnley and is based on bone cement
(PMMA) as a means for fixation of the implant within a
bone cavity. However, the bone cement may be exposed
to fatigue due to cyclic loads transferred through the im-
plant whenever the patient is moving.
[0003] The second technique is to insert an implant
with an osteoconductive surface into a bone cavity. Such
an osteoconductive surface promotes ingrowth of the
surrounding bone tissue. This eventually results in the
implant being firmly attached to the bone tissue. It has
been shown that implants fixed within the bone without
using bone cement are less prone to loosening.
[0004] The process of bone ingrowth inter alia depends
on the contact conditions between the bone tissue and
the implant’s surface. The contact between the bone tis-
sue and the implant is established by preparing a bone
cavity that generally corresponds to the shape of the im-
plant. However, the implant is normally inserted into the
bone cavity using an interference fit. Thus, sufficient bone
density is needed to withstand the forces created by the
interference fit and the daily loads applied by the patient.
Moreover, the patient will have to move within a day or
two after surgery to prevent adverse effects on muscles
and tendons, which may result in a decreased stability
of the joint replacement.
[0005] Bone ingrowth takes considerably more time
than fixation of the implant by using PMMA. In addition,
primary stability directly after surgery is critical in order
to prevent micromotion having an adverse effect on bone
ingrowth. However, if primary stability can be provided,
bone tissue will form a durable interface with the implant.
Gradually, a shift occurs from anchoring by primary sta-
bility generated by the above-mentioned interference fit
or press-fit to anchoring by secondary stability achieved
by firm attachment of the bone tissue to the implant’s
surface due to bone ingrowth.
[0006] In addition, the contact conditions can also be
influenced by adapting the structural design of the im-
plant, for example by altering its dimensions or surface
structure to increase the contact surface to the cortical
and/or cancellous bone tissue. This increase in contact
area will result in a decreased contact pressure acting
on the bone, avoiding the occurrence of bone resorption

or fracture due to excessive loading.
[0007] Further, applying a tapered or wedge-shaped
design to the implant in the direction of insertion will cause
a press-fit of said implant within the bone tissue. The
objective of the press-fit is to make use of the elasticity
of the bone structure to create an interlock with the im-
plant. Additional features such as ribs and grooves may
also be used to fix the implant in the bone.
[0008] For example, US 2009/0299584 A1 discloses
an implant that is provided with ridges that are intended
to fix the implant in position. Further, the stem of the im-
plant has a wedge shape that provides initial stability
when press-fitted into the bone cavity. US 2009/0299584
A1 also discloses a coating made of titanium beads in
order to promote bone ingrowth. EP 0 169 976 is de-
signed to improve bone ingrowth by proving a network
of longitudinal ridges that are interrupted by transverse
grooves.
[0009] In general, bone ingrowth may be improved by
providing osteoconductive and/or osteoinductive surfac-
es by mechanical and chemical surface treatments or by
the application of a coating. Often, these surface modi-
fications at least partly promote bone ingrowth by provid-
ing an increased surface roughness.
[0010] In summary, anchoring an implant without bone
cement generally involves two phases that complement
each other. In the first phase, a press-fit is applied for
primary stability to initiate bone ingrowth and to create a
strong interface between the bone tissue and the implant,
which in turn provides secondary long-term stability.
[0011] It is advantageous for the application of the
press-fit if the implant rather slides along the cortical
and/or cancellous bone tissue during insertion. Once fit-
ted into the cavity, further compression is applied to de-
form the surrounding bone tissue elastically. For the cre-
ation of the press-fit it is advantageous that the implant
has a smooth surface to avoid an abrasive effect of the
implant’s surface on the bone tissue during implantation.
The abrasive effect may result in a decreased press-fit
by damaging bone tissue and releasing elastic compres-
sive tension of the bone tissue. In order to counteract this
abrasive effect, a higher insertion force may be needed.
This increase of force may locally result in higher com-
pressive forces and increased bone resorption, which in
turn increases the risk of loosening of the implant.
[0012] Despite having advantageous effects for sec-
ondary stability, an increased surface roughness turns
out to be disadvantageous during the creation of a press-
fit that is needed to promote bone ingrowth. Consequent-
ly, achieving both primary short-term stability and sec-
ondary long-term stability by modifying the surface of the
implant represent contradictive objectives that have to
be solved.

SUMMARY OF THE INVENTION

[0013] The present invention addresses this objective
problem and provides an implant that is able to create
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sufficient primary stability and at the same time has sur-
face properties that promote bone ingrowth for long-term
secondary stability. The implant according to the inven-
tion is defined in independent claim 1 with further aspects
and preferred embodiments defined in the dependent
claims.
[0014] Particularly, the present invention provides a
joint implant for implantation into a bone. The joint implant
comprises a stem having a proximal section and a distal
section, at least two grooves substantially extending
along the longitudinal direction of the stem, a first coating
at least partially covering the surface of said elongated
grooves, and a ridge, the ridge being formed in between
adjacent grooves and having an apex surface. The apex
surface of the ridge has an average surface roughness
that is lower than the surface roughness of the first coat-
ing.
[0015] The surface roughness of the apex surface be-
ing lower than the external surface roughness of the first
coating has the effect that the objective of primary and
secondary stability is primarily achieved at specific pre-
determined locations of the implant. More specifically,
the lower surface roughness of the ridge’s apex surface
primarily causes elastic compression of the bone tissue
during insertion of the implant. Without wishing to be
bound by theory, it is believed that the release of tension
that enables the press-fit interlock between the implant
and the bone due to damage of the bone tissue is avoided
by the comparatively smooth apex surface.
[0016] The apex surface is the surface of the ridge fac-
ing away from the implant. If the groove forms an edge
with said ridge, the apex surface is limited on its longitu-
dinal sides by edges of the adjacent grooves.
[0017] It is to be understood that the press-fit may not
only be achieved by the apex surface of the ridge but by
the entire external surface of at least the proximal section
without the surface of the grooves. This surface forming
an envelope around the implant under the assumption
that the implant had no grooves will in the following be
referred to as envelope surface. In other words, the en-
velope surface describes a continuous surface that would
be present without any elongated grooves. When refer-
ring to the envelope surface in terms of surface rough-
ness, it is to be understood that the surface of the grooves
and/or the first coating is not comprised.
[0018] The implant has at least two grooves with one
ridge in between. It is to be understood that the implant
may also have three grooves with two ridges in between
and more preferably four grooves with three ridges in
between. Due to the application of the first coating, the
depth to width ratio of the grooves and/or manufacturing
costs, it is advantageous if the number of grooves does
not exceed twelve. Further, the aforementioned numbers
of grooves are preferably situated on the same side of
the implant.
[0019] The first coating situated on the surface of the
elongated grooves is configured to promote ingrowth of
bone tissue by having a higher average surface rough-

ness in comparison to the apex surface. Preferably, only
one layer of the first coating is applied. However, it is
possible to apply more than one layer of the first coating,
such as 2, 3, 4 or 5 layers.
[0020] The first coating is osteoconductive, i. e. it is
used by osteoblasts as a framework upon which to
spread and generate new bone. Although the surface
roughness of the first coating increases the probability
that local failure of the contacting bone tissue is caused,
primary stability is still maintained by the interference fit
of the apex surfaces with the bone tissue.
[0021] After implantation and as part of the healing
process, the bone tissue will start to attach itself and to
grow into the topology provided by the osteoconductive
first coating. As result, an increasing secondary stability
supplements the anchorage achieved by the press-fit and
eventually provides a firm attachment of the implant to
the bone.
[0022] The cavity within the bone tissue may be pre-
pared with a tool such as a rasp or a milling device. Pref-
erably, the cavity corresponds to the shape of the implant.
However, the tool may be designed so that the bone cav-
ity is slightly undersized causing an interference fit and
may also be partially oversized causing comparatively
low or even no contact with the bone tissue. In other
words, the dimensions of the tool forming the bone cavity
may be adapted to cause less interference with the sur-
face of the first coating, wherein the remaining surface
of at least said proximal section is objected to more in-
terference. Thus, less contact pressure exists between
the bone and the implant’s surface at the first coating
than at the remaining surface including the ridge’s apex
surface.
[0023] In relation to the first coating it may even be
advantageous to select dimensions for the tool so that a
bone cavity is formed that is configured to have no inter-
ference with the first coating.
[0024] Anatomically, the proximal section of the stem
is being situated in a portion of the bone that comprises
cancellous bone tissue surrounded by a cortical shell.
The distal section of the stem on the other hand is de-
signed to be placed in the medullary canal of the long
bone.
[0025] The proximal section of the implant is config-
ured to transfer the major share of joint loads acting on
the implant into the bone tissue facing the implant. Thus,
forces are primarily introduced into the bone tissue near
the opening of the bone cavity to prevent the occurrence
of stress shielding. During stress shielding, remodeling
of the bone may result in bone resorption at the proximal
end on the level of the bone cavity’s opening and bone
formation on the level of the distal section due to the
stimulus of loads transferred by the distal section. The
result may be the failure of the implant’s anchorage.
[0026] The distal section of the implant, i.e. the section
situated in the direction of insertion, primarily guides the
implant during insertion and is configured to avoid the
transfer of forces into the bone tissue.

3 4 



EP 2 710 982 A1

4

5

10

15

20

25

30

35

40

45

50

55

[0027] Preferably, the first coating is applied along the
entire length of each groove. However, only a portion of
a groove may be coated. For example, if said groove
extends into the distal section of the stem, the first coating
may extend from the proximal end of the groove up to
the end of the proximal section. In other words, the first
coating and the groove is only provided within the prox-
imal section. Hence, the risk of stress shielding is reduced
since the loads acting on the implant are mainly trans-
ferred by the external surface of the proximal section.
[0028] Likewise, not every groove has to be coated
with the first coating to achieve the above-mentioned ef-
fect. Although secondary stability may also be provided
by the surface not having the first coating applied thereto,
the strength and stiffness of the interface between bone
and implant will be higher in the area of said first coating
so that the joint loads acting on the implant will primarily
be transferred where the coating is present. Thus, in-
creasing the area of the first coating on groove’s surface
has the advantage to enhance the secondary stability of
the implant.
[0029] In another preferred embodiment of the inven-
tion, the depth of the grooves is at least 1 mm, preferably
at least 2 mm, even more preferably at least 3 mm.
[0030] Choosing such a depth for the elongated groove
avoids that any damage that may be caused to the bone
tissue, i. e. to cortical or cancellous bone in the groove,
does not affect the elastic compression of bone facing
the apex surface. Otherwise, high compressive forces
may lead to resorption of bone tissue, which in turn may
cause a delay in bone ingrowth.
[0031] In another preferred embodiment of the inven-
tion, the ridge has a width such that the ratio of the width
of the groove to the width of the ridge is between 0.5 and
5, preferably 1.5 and 4.
[0032] This range for the ratio between the widths of
the groove and the ridge has been found to provide suf-
ficient distribution of the loads acting on the bone facing
the apex surface. Moreover, this range also provides a
contact area for the bone facing the first coating that is
able to trigger enough bone ingrowth for anchoring the
implant permanently, i.e. for providing secondary stabil-
ity.
[0033] In another preferred embodiment at least one
of the grooves is designed to open up in its longitudinal
direction towards at least one of the proximal end and
the distal end.
[0034] The groove opening up towards the distal end
allows the creation of a cavity in the bone tissue com-
prising a shape that also generally follows the outline of
the grooves of said implant. As a result, bone tissue will
be located in the grooves after insertion of the implant.
Preferably all grooves are opening up towards the distal
end.
[0035] Further, a groove opening up towards the prox-
imal end facilitates the insertion of additional bone ma-
terial or a bone graft material in order to increase bone
density at the interface to the implant. The additional bone

material has been found to support the healing process
and the formation of bone tissue with a higher bone den-
sity. Further, a groove opening up towards the proximal
end of the implant provides an interface for a tool to assist
in removal of the implant in case a revision surgery needs
to be performed.
[0036] A groove opening up to either or both sides also
makes machining of said groove easier, thus reducing
production costs.
[0037] In another preferred embodiment of the inven-
tion, the cross-section of at least one of the grooves is
constant and/or increases in width towards the apex sur-
face of the ridge.
[0038] This results in the sides of the groove being par-
allel or opening up towards the apex surface of the ridge
or the envelope surface and causes a constant or in-
creasing cross-section of the bone material situated with-
in the groove. Thus, the load distribution during the trans-
fer of joint loads, in particular shear forces, can be better
accommodated by the bone tissue, further increasing
secondary stability. In addition, the supply of nutrients to
the bone tissue and the removal of metabolites is en-
hanced.
[0039] In another preferred embodiment, the apex sur-
face of the ridge has an average surface roughness of
at least 2.5 mm.
[0040] The average surface roughness of the apex sur-
face enhances its osteoconductive properties. Thus, sec-
ondary stability is eventually not only provided by the first
coating but also on the surface of the ridge’s apex.
[0041] The apex surface may also have an average
surface roughness smaller than 2.5 mm, such as at least
1 mm or at least 2 mm. Further, the average surface rough-
ness of the apex surface is lower than the average sur-
face roughness of the first coating. The average surface
roughness of the apex may have a maximum surface
roughness of 12 mm, preferably 9 mm, and more prefer-
ably 7 mm. Moreover, the surface roughness Ra is pref-
erably in a range from about 1 mm to about 9 mm, more
preferably of from about 2.5 mm to about 7 mm. Prefer-
ably, the remaining surface of at least the proximal sec-
tion has the same properties as said apex surface.
[0042] An average surface roughness of at least 2.5
mm has been found advantageous for the design of the
implant since osteoconductivity is increased compared
to a polished surface and at the same time, significant
abrasion is avoided. In other words, the friction of the
implant on the bone during insertion does not adversely
affect the bone tissue, whereas long-term, this average
surface roughness also allows the provision of an inter-
face that supports secondary stability. Further, this av-
erage surface roughness has been found to provide a
good basis for a firm attachment of the first coating in the
groove and may thus at least also be used for the grooves
prior application of the first coating to save manufacturing
costs.
[0043] In another preferred embodiment of the present
invention, the coating of the grooves is a titanium plasma
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spray coating, preferably having an average surface
roughness of about 15 mm to about 30 mm, more prefer-
ably of about 20 mm to about 25 mm.
[0044] A titanium plasma spray coating is known for its
osteoconductive properties, i. e. to promote bone in-
growth, and at the same time has a structural integrity
that is not compromised by the shear forces occurring
during insertion of the implant along cortical and/or can-
cellous bone tissue. Further, titanium plasma spray coat-
ing is a highly developed manufacturing technique that
allows for a selective application of the first coating on
the groove’s surface.
[0045] In another embodiment of the present invention,
the first coating (14) has a thickness of 200 mm to 500
mm and/or a porosity of 20 % to 40 %, the pores preferably
having a size of from 75 mm to 200 mm.
[0046] These surface characteristics have been shown
to be advantageous for the bone formation activity of os-
teoblasts. Even more preferred is a thickness of the coat-
ing of 250 mm to 350 mm, most preferred 300 mm. In
addition or alternatively, the porosity is more preferably
25 % to 35 %. The size of the pores should be large
enough to allow osteoblasts to deposit bone by entering
these pores during bone formation.
[0047] In another embodiment of the present invention,
at least the surface of the proximal section has a second
coating.
[0048] The second coating of this embodiment has the
advantage that it may act as filler so that the resulting
surface of the portion of the stem the second coating is
applied to is smoother than the original surface of the
implant and/or the first coating. Preferably, the second
coating is in addition to being osteoconductive also bi-
oresorbable. In other words, the second coating pro-
motes bone ingrowth and is being resorbed after implan-
tation, i. e. it is replaced by native bone tissue. Due to
the resorption, the osteoconductive surface of the first
coating and/or the remaining surface of the implant with
the second coating will be exposed further promoting at-
tachment of the implant by bone ingrowth.
[0049] The second coating may be less durable than
the first coating. Less durable in the present invention
means that a portion of the first coating may be worn off
during insertion and/or the coating may be soluble over
time.
[0050] Preferably, the second coating is situated in the
proximal section of the stem but may also cover at least
a portion of the distal section. Thus, on one hand the
second coating avoids abrasion of bone tissue during
implantation for an enhanced primary stability and on the
other hand positively affects the formation of secondary
stability.
[0051] In another embodiment of the present invention,
the implant comprises a surface portion situated between
the first coating in said groove and the apex surface of
the ridge, wherein said surface portion has the same sur-
face roughness as said apex surface.
[0052] Since primary stability is achieved by a press-

fit, the ridge partially enters the bone tissue during elastic
compression of the tissue, in particular cancellous bone,
so that a portion of the groove directly adjacent to the
apex surface or surface of the ridge may also come into
contact with bone tissue. In order to prevent the com-
pressed tissue to be damaged by abrasion that may occur
during contact with said first coating, the peripheral sur-
face portion, which is situated between the first coating
and the apex surface, has a lower surface roughness
than the first coating. Preferably, the peripheral surface
portion has the same surface roughness as said apex
surface.
[0053] In another preferred embodiment of the present
invention, the longitudinal shape of the ridge is designed
to follow the trajectory of insertion of the implant.
[0054] On the one hand, this facilitates the insertion of
the implant since the ridges help guiding the implant on
the correct trajectory into the cavity. The same may apply
to the grooves. On the other hand it further allows that a
portion of the bone cavity selected for the press-fit does
not come into contact with the first coating. In other words,
during insertion it can be avoided that bone tissue passed
by the first coating is subsequently passed by the surface
having a decreased average surface roughness or vice
versa.
[0055] In another preferred embodiment, the grooves
are formed on opposite sides of said implant.
[0056] This embodiment provides the additional an-
choring effect of the present invention achieved by the
combination of grooves with the first coating and the apex
surface with a lower surface roughness on opposite sides
of the implant. It is generally preferred to place the
grooves on a side of the implant that has a comparatively
big contact surface with the bone tissue. It is further pre-
ferred to place two grooves on each of opposite sides of
said implant. The placement of the grooves may be sym-
metrical and/or may be adapted according to the load
transfer of the joints loads through the implant into the
bone tissue.
[0057] In another preferred embodiment, the implant
further comprises a neck section formed at the proximal
end of the stem and preferably a collar which at least
partially surrounds said neck.
[0058] The collar of the implant supports the position-
ing of the implant within the bone by limiting the insertion
of the implant up to a predetermined depth. In other
words, the collar acts as a stop that contacts the outer
circumference of the bone cavity to mark the end of in-
sertion. Thus, the collar is situated adjacent to the prox-
imal section of the stem. This facilitates to achieve a pre-
determined press-fit for primary stability and avoids dam-
age to the bone tissue by inserting the implant too far.
[0059] If at least one groove is present that does not
open up to the proximal direction, the collar is preferably
situated adjacent to the proximal end of the at least one
groove. In the latter case both the proximal end of the at
least one groove as well as the collar may serve as a stop.
[0060] Generally, the design of the joint implant ac-
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cording to the present invention is preferably used for
anchoring at least partial replacement of diarthrodial
joints, in particular for diarthrodial joints that are adjacent
to at least one long bone with a medullary canal. For
example, the features of the present invention may be
applied to artificial hip joints, artificial knee joints, artificial
ankle joints, artificial shoulder joints, artificial wrist joints,
artificial finger joints and artificial elbow joints.
[0061] Further,

BRIEF DESCRIPTION OF THE FIGURES

[0062] The accompanying figures describe exemplary
embodiments of the present invention. In these figures,
same features or features having the same function are
denoted with the same reference signs.

Figure 1 shows a side view of a first embodiment of
a joint prosthesis according to the present invention;
and
Figure 2 shows a side view of a second embodiment
of a joint prosthesis according to the present inven-
tion.

DETAILED DESCRIPTION OF PREFERRED EMBOD-
IMENTS

[0063] Fig. 1 shows a first preferred embodiment of an
implant 1 according to the invention. More particularly,
Fig. 1 shows a side view of a hip joint prosthesis 1 com-
prising features of the present invention to enhance both
primary stability and secondary stability. Although the
embodiment in Fig. 1 as well as the embodiment in Fig.
2 show exemplary embodiments of hip joint prostheses,
the skilled person will be aware that the principles and
features of this invention may also be applied to other
joint prostheses for implantation into a long bone, such
as artificial knee joints, artificial ankle joints, artificial
shoulder joints, artificial wrist joints, artificial finger joints,
and artificial elbow joints.
[0064] The artificial hip joint 1 of Fig. 1 comprises on
its proximal side a neck 20 and distally to said neck a
stem 10. The stem 10 of implant 1 comprises a proximal
section 11 and a distal section 15.
[0065] At least the proximal section 11 of implant 1 is
designed for providing primary and secondary stability in
order to anchor the implant in bone tissue (not shown).
Accordingly, the proximal section 11 is located and con-
figured to be in contact with cancellous and/or cortical
bone tissue after being implanted.
[0066] The distal section 15, on the other hand, is pref-
erably and primarily for guiding and orienting the implant
1 during insertion into a bone cavity that has been pre-
pared in the long bone. More specifically, the distal sec-
tion 15 is dimensioned to be located in the medullary
canal of the long bone after implantation. Due to the
placement of the distal section 15 and its surface char-
acteristics, the distal section 15 is preferably not config-

ured to provide secondary stability.
[0067] The distal section 15 may be provided with a
re-directing surface 30 at its distal end that is inclined by
an angle α in relation to the longitudinal axis 2 of the
implant 1. The cross-section of the distal section 15, also
if excluding the section with the re-directing surface 30,
decreases in the distal direction. However, the decrease
in cross-section of the distal-section 15 is smaller than
the decrease in cross-section of the proximal section 11
from its proximal end to its distal end, at least when ex-
cluding the grooves 12.
[0068] The major portion of said grooves 12 is prefer-
ably located in the proximal section 11. The elongated
grooves 12 extend in the direction of the longitudinal axis
2 of the implant 1, i.e. in a proximal-distal direction. Pref-
erably, the grooves run substantially parallel to each oth-
er, i. e. except for the end portions, where the cross sec-
tion of the grooves changes due to opening up in its lon-
gitudinal direction or terminating within the, implant’s ma-
terial.
[0069] Between said grooves 12 ridges 13 are formed
respectively. Preferably, the apex surface or surface 13a
of a ridge 13 is flush with the envelope surface of the
stem 10 of the implant 1. The envelope surface is the
external surface of said implant 1 without taking the
grooves 12 into account, i. e. the implant 1 is assumed
to be without grooves 12.
[0070] In Fig. 1, the ratio of the groove 12 to the width
of the apex surface 13a at the height of the envelope
surface is about 2.5:1, except for the end-portions of the
grooves 12. This falls into the range as stated for one of
the preferred embodiments from above, which is prefer-
ably between 0.5 and 5 and more preferably between
1.5 and 4.
[0071] Groove 12a in Fig. 1 is a non-continuous groove
that opens up towards the distal end but is closed towards
the proximal end. The groove 12a may substitute or assist
the function of the collar 14 as shown for the implant 100
in Fig. 2 and described in detail below. More specifically,
when inserting the implant 1 into the bone cavity, the
proximal end of groove 12a may act as a stop to limit the
depth of insertion of implant 1 into the long bone.
[0072] As can be seen for groove 12b, a groove 12
according to the invention may also open up to either or
both ends, i.e. distally and proximally. A groove 12 open-
ing towards its distal end generally facilitates a prepara-
tion of a bone cavity that generally corresponds to the
shape of the stem 10 of the implant 1. Thus, a groove 12
of the implant 1 will preferably face a correspondingly
formed protrusion of the bone tissue. If a groove 12 opens
up to the proximal direction such as groove 12b, this
opening may be used to insert additional bone material
such as autologous bone material or bone graft material
in order to increase bone density at the interface to im-
plant 1. Moreover, a proximal opening of a groove 12
may also help in removing implant 1 in case of revision
surgery by offering a structural interface to which a tool
may be coupled to.
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[0073] As can be seen at the ends of grooves 12 shown
in Fig. 1, the cross-section of grooves 12 may gradually
decrease due to the general shape or envelope surface
of the implant 1 (at the distal end) or by exiting on an
adjacent side of the implant (here: proximal side of im-
plant 1). The grooves 12 are present on at least one side
of an implant 1, the side preferably having the largest
contact surface with bone tissue. Thus, in the exemplary
embodiment of an implant shown in Figs. 1 and 2, i.e. an
artificial hip joint, there are two sides having large contact
surfaces, i.e. the anterior and posterior side of the implant
1. In other words, grooves are preferably included in stem
10 of implant 1 shown in Fig. 1 on two sides of implant
1, i. e. the one pointing to the reader and the one pointing
away from the reader.
[0074] Consequently, a ridge 13 with a surface or apex
surface 13a formed between grooves 12 on opposite
sides may also be referred to as a ridge 13. However, in
such a case in which a ridge 13 spans over at least two
sides of the implant, at least restrictions concerning the
width ratio between a ridge 13 and a groove 12 do not
apply. Nonetheless, these ridges 13 preferably have the
same surface characteristics as the apex surface 13a of
ridges 13 situated on the same side of an implant.
[0075] The grooves 12 of implant 1 preferably have a
depth of at least 1 mm, more preferably at least 2 mm,
or even more preferably at least 3 mm. On the surface
of the groove, a first coating 14 is applied that provides
an external surface to the implant 1 promoting bone in-
growth. The first coating 14 may entirely cover the surface
of a groove 12 or, like in Fig. 1, cover a portion of such
a groove. In this respect, it is preferred, that the first coat-
ing 14 covers at least 50%, more preferably at least 70%,
most preferred at least 80% of a groove’s surface, at least
in the proximal section 11.
[0076] In a preferred embodiment and as shown in Fig.
1 a groove 12 may have a peripheral surface portion 16
running along the circumference of the groove 12 on
which no first coating 14 is applied to. As already de-
scribed above, this prevents bone tissue situated next to
an apex surface 13a of a ridge 13 to be damaged upon
insertion of the implant. Thus, the risk of an adverse effect
on the press-fit, which is responsible for the primary sta-
bility, is at least reduced.
[0077] In general, a durable coating is to be chosen for
the first coating 14 that is able to withstand the shear
forces exerted upon the coating when inserting implant
1 into the bone cavity. In other words, the first coating is
configured to not wear off during or after implantation into
the long bone. It should also not dissolve during or after
implantation. The first coating 14 is an osteoconductive
coating. Preferably, the first coating 14 is a titanium plas-
ma sprayed coating.
[0078] Further, the first coating 14 has a higher aver-
age surface roughness (Ra) than the apex surface 13a
of a ridge 13. More specifically, the surface of the first
coating 14 has a surface roughness of about 15 mm to
about 30 mm, preferably of about 20 mm to about 25 mm.

[0079] On the other hand, the apex surface 13a has a
surface roughness Ra of about 1 mm to 9 mm, preferably
of about 2.5 mm to 7 mm. Preferably, the surface rough-
ness of the apex surface 13a also applies to the remain-
ing surface of at least the proximal section 11 of implant
1, for example, to provide a surface that is configured for
a firm attachment of the first coating when said coating
is applied. In this respect, an average surface roughness
of at least 2.5 mm is preferred as a basis for the first
coating.
[0080] As already described above, the increased av-
erage surface roughness of the first coating 14 promotes
bone ingrowth to achieve secondary stability. In contrast,
the average surface roughness of the ridge’s surface pri-
marily facilitates insertion of the implant without causing
damage to the bone tissue. Preferably, this also applies
to the remaining envelope surface of at least the proximal
section 11 of implant 1. Concerning the effect resulting
from the interplay between the first coating 14 and the
apex surface 13a of ridge 13 as well as the remaining
envelope surface of at least a proximal section 11, it is
referred to the description above.
[0081] Although not shown in Fig. 1, a second coating
may be applied to the surface of the implant that addi-
tionally promotes bone ingrowth. The second coating will
at least be applied to the proximal section 15 including
the surface of the grooves and/or the first coating. Pref-
erably, the second coating is applied to the entire surface
of stem 10.
[0082] The second coating may have osteoinductive
properties, i.e. bone ingrowth is additionally, or alterna-
tively, stimulated by providing growth factors in order to
trigger or support bone formation or bone ingrowth by
chemical signals.
[0083] The material of implant 1 shown in Fig. 1 is a
titanium alloy. Titanium is known for its high biocompat-
ibility and its advantageous characteristics for bone in-
growth. However, other alloys may be used known from
the prior art to produce an implant 1 according to the
invention.
[0084] Fig. 2 shows a second embodiment of an im-
plant according to the invention. Same features or fea-
tures having the same function are denoted with the same
reference signs. Thus, the detailed description of these
features is not repeated. One structural difference of im-
plant 100 shown in Fig. 2 is collar 140 and groove 12d
that extends from the proximal section 11 throughout the
distal section 15 to the distal tip of implant 100. Prefera-
bly, the portion of the groove 12d located in the distal
section 15 has no first coating applied thereto.
[0085] Collar 140 acts as stop when inserting implant
100 into the bone cavity. If the bone cavity is formed to
correspond to the shape of at least proximal section 11
of implant 100, the grooves 12 will at least partially re-
ceive bone tissue. As shown in Fig. 2, three of the elon-
gated grooves extend proximally up to collar 140. Since
they do not open up in the proximal direction, these
grooves 12 also act as a stop besides the collar 140.
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Thus, on top of collar 140 and like in the previous em-
bodiment of implant 1, the grooves 12 assist in achieving
a predetermined press-fit of the implant 100 during im-
plantation so that at least the surface pressure acting on
bone tissue that faces the apex surface 13a of ridges 13
is prevented from passing a predetermined threshold
causing adverse bone resorption and the risk of loosen-
ing.
[0086] Independent of any of the embodiments in the
detailed description or the set of claims, the proximal sec-
tion of the implant’s stem is situated near the joint surface,
whereas the distal section is situated away from the joint
surface. It is also to be understood that preferably the
shape of the implant is formed by grooves. However, it
is also possible to form said grooves by attaching ribs to
the surface of the joint implant.

Claims

1. Joint implant (1; 100) for implantation into a bone,
comprising:

a stem (10) having a proximal section (11) and
a distal section (15);
at least two grooves (12) substantially extending
along the longitudinal direction of the stem (10);
a first coating (14) at least partially covering the
surface (14) of said elongated grooves (12); and
a ridge (13), the ridge being formed in between
adjacent grooves (12) and having an apex sur-
face (13a);
wherein the apex surface (13a) has an average
surface roughness that is lower than the average
surface roughness of the first coating (14).

2. Implant (1; 100) according to claim 1,
wherein the grooves (12) have a depth of at least 1
mm, preferably at least 2 mm, even more preferably
at least 3 mm.

3. Implant (1; 100) according to claim 1 or 2,
wherein the ridge has a width such that the ratio of
the width of the groove (12) to the width of the ridge
(13) is between 0.5 and 5, preferably between 1.5
and 4.

4. Implant (1; 100) according to any of the preceding
claims, wherein at least one of the grooves (12) is
designed to open up in its longitudinal direction to-
wards at least one of the proximal end and the distal
end.

5. Implant (1; 100) according to any of the preceding
claims, wherein the cross-section of at least one of
the grooves (12) is constant and/or increases in
width towards the apex surface (13a) of the ridge
(13).

6. Implant (1; 100) according to any of the preceding
claims, wherein the apex surface (13a) of the ridge
(13) has an average surface roughness of at least
2.5 mm.

7. Implant (1; 100) according to any of the preceding
claims, wherein the first coating (14) of the grooves
(12) is a titanium plasma spray coating, preferably
having an average surface roughness of about 15
mm to about 30 mm, more preferably of about 20 mm
to about 25 mm.

8. Implant (1; 100) according to any of the preceding
claims, wherein the first coating (14) has a thickness
of 200 mm to 500 mm and/or porosity of 20 % to 40
%, the pores preferably having a size of 75 mm to
200 mm.

9. Implant (1; 100) according to any of the preceding
claims, wherein at least a portion of the surface of
the proximal section (11) has a second coating.

10. Implant (1; 100) according to any of the preceding
claims, further comprising a surface portion (16) sit-
uated between the first coating (14) in said groove
(12) and the apex surface (13a) of the ridge (13),
wherein the surface portion (16) preferably has the
same surface roughness as said apex surface (13a).

11. Implant (1; 100) according to any of the preceding
claims, wherein the longitudinal shape of the ridge
(13) is designed to follow the trajectory of insertion
of the implant (1; 100).

12. Implant (1; 100) according to any of the preceding
claims, wherein the grooves (12) are formed on op-
posite sides of said implant (1; 100).

13. Implant (1; 100) according to any of the preceding
claims, further comprising a neck section (20) formed
at the proximal end of the stem (10) and preferably
a collar (140), which at least partially surrounds said
neck section (20).
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