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ABSTRACT:

Background: Although total hip replacement (THR) remains one
of the most successful procedures in modern orthopedic surgery,
complications may occur. Dislocation is one of the major
complications that may increase the hospital length of stay and even
lead to a revision arthroplasty. Instability after total hip replacement
can occur in 2% to 7% in primary cases and can reach up to 25% to
30% in revision cases and the majority of the dislocating events occur
during the first three months after surgery.

Aim of the Work: To evaluate DM cups as a treatment option in
selected group of patients at an elevated risk for instability after
primary THA and will focus on dislocation and early implant survival
following surgery.

Patients and Methods: In the period between September 2017 to
March 2020 a prospective study was conducted involving 20 patients
with high risk of dislocation underwent total hip replacement using
dual mobility cup either as primary hip arthroplasty or after failed
fixation of proximal femoral fractures. The last case was operated at
February 2018. All cases were operated upon in Ain Shams University
Hospitals and the follow up of the cases was 2 years.

Results: There were no case showed dislocation or intra-
prosthetic dislocation till the last follow up.

Conclusion: In this study 1 case had complication. The
complication was peri-prosthetic fracture after a fall while the
prosthesis remain stable and was managed with reduction and
fixation and the fracture healed with good final results and no
intraoperative complication occurred with total complications rate
5%. This study showed that Dual mobility cups are efficient technique
in preventing hip arthroplasty instability with good clinical results.

Keywords: Dual mobility cups, intraprosthetic dislocation, range
of motion

INTRODUCTION:
Hip arthroplasty

is associated with

may lead to revision surgery and is
associated with high risk of complications®.

improved function and quality of life®.
Dislocation after total hip arthroplasty
(THA) remains a troublesome complication
and a source of frustration for the patient and
the surgeon @. Early recurrent dislocation

The prevalence of reoperation for instability
is highly variable and is reported
approximately as 1/3 of the dislocating
THAsG 4.
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Patients  with  neuromuscular  and
cognitive disorders consistently
demonstrated a higher risk for postoperative
dislocation® & 7). Muscle weakness, general
imbalance and inability to comply with
activity restrictions are all considered to be
the likely causative factors®.

The use of constrained components is
one option for treating and preventing
recurrent dislocation of THRs. The mean
rate of dislocations following revision
surgery with a constrained component has
been reported to be 10%. Furthermore,
constrained components are associated with
high rates of aseptic loosening in the long
term. Another treatment option for recurrent
dislocations is the use of a dual-mobility

The concept of dual mobility
articulation was developed in 1970 by
Bousquet to increase the range of motion
and to decrease dislocation risk. It
combined a small head to decrease wear
(low friction arthroplasty principles stated
by Charnley®® and a large head to increase
stability (MacKee and Farrar Y. Several
studies have looked at the outcome of dual
mobility articulation in primary THR and in
revision THR(!?),

The use of a cemented dual mobility hip
prosthesis to manage unstable THAs is an
attractive option. Encouraging results have
been reported with the use of such implants
in primary THAs to prevent instability ®®.
Some authors use the dual mobility (DM)
cups as the first choice for patients at risk for
dislocation

Dual mobility cups have been reported
to have a low rate of postoperative
dislocation in elective surgery, not only in
primary total hip arthroplasties, but also in
revision procedures and most particularly as
a treatment for recurrently dislocating hip
replacements. Do these implants also
perform well in the setting of femoral neck
fractures in the elderly patients and patients
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with expected higher rate of postoperative
instability and is there an advantage to using
such implants to prevent postoperative
dislocation? This study will be conducted to
get an answer.

AIM OF THE WORK

The aim of this work is to evaluate DM
cups as a treatment option in selected group
of patients at an elevated risk for instability
after primary THA and will focus on
dislocation and early implant survival
following surgery.

PATIENTS AND METHODS

Number of cases: In the period
between September 2017 to March 2020 a
prospective study was conducted involving
20 patients with high risk of dislocation
underwent total hip replacement using dual
mobility cup either as primary hip
arthroplasty or after failed fixation of
proximal femoral fractures. The last case
was operated at February 2018. All cases
were operated upon in Ain Shams University
Hospitals and the follow up of the cases was
2 years.

Methodology:

Preoperative, intraoperative and post-
operative components.

Preoperative Component:

It included: Patient selection. Patient
counseling. Patient evaluation: Clinical
evaluation (history, general examination and
local examination). Harris Hip Score.(¥
Radiological evaluation. Preoperative pre-
paration of the patient.

Patient Selection:

Inclusion Criteria: The indications of
inclusion in the study are all cases with
indication of hip arthroplasty that have
increased risk of post-operative instability:
Femoral neck or proximal femoral fracture
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with stroke with documented neurological
deficit with muscle weakness (grade four,
three or two) on the operated side. Failed
proximal femoral fracture fixation with
stroke with documented neurological deficit
with muscle weakness (grade four, three or
two) on the operated side. Patients aged 70
or older with a diagnosis of a displaced
intracapsular ~ femoral  neck  fracture.
Femoral neck fracture with cognitive
dysfunction.  Primary THA after tumor
resection. Hip arthroplasty in patients with
American Society of Anesthesiologists score
(ASA) of 3 or 4. Poor soft tissue envelope
around the hip eg. rheumatoid or due to
repeated hip surgery.

Exclusion Criteria: Patients with no
muscle weakness or with severe weakness
(grade one or zero). Active infection. Bad
general condition in which the patient is not
fit for surgery (ASA V). Non-ambulant
patients.

Patient Counseling: Is a crucial part of
the procedure. The proposed plan including
the investigations necessary for the surgery,
the operative details, the postoperative
rehabilitation program, the average time of
rehabilitation and possible complications
were discussed with the patients in full
details. This Counselling was essential to
have the maximum cooperation of the
patient.

Patient evaluation: Each patient in this
study was carefully assessed clinically in the
form of detailed clinical history and
thorough examination.

Clinical history:

We were aiming in this part to:
Carefully identify the detailed history that
led to affection and current condition of the
hip. Identify any patient factor claimed with
higher incidence of infection in the proposed
surgery e.g. any potential source of infection
in the patient body, medications affecting

immunity and diabetes mellitus. Identify
patient medical co-morbidities and past
surgical history Preassess the patient by
anaesthesiologist to identify fitness and
prerequisites of surgery.

Patient examination:

General assessment: This was done to
assess the patient general fitness for such a
major surgery, to identify potential sources
of infection and may help to reach the
etiology of the hip condition, high risk for

dislocation, associated medical condition
and evaluate ASA score.
Local examination: Complete local

examination of the involved hip joint was
routine with particular emphasis on the
following issues: Limb length discrepancy,
abductor strength, scars of operations,
neurovascular status and harris hip score4

Radiological Evaluation:

Anteroposterior projection®®. To per-
form proper templating, it is important to be
minded by the anatomical landmarks:
teardrop, ischial tuberosities, top of the
lesser trochanter, top of the greater
trochanter, lateral superior edge of the
acetabulum and normal centre of rotation of
the normal hip.

After anatomical landmarks were
recognised, radiographs should be
examined for: Limb length inequality and
the medial femoral offset: The medial
femoral offset was estimated on the
contralateral normal hip, as restoring the
normal degree of offset is a primary goal of
hip replacement.

Templating:

The general goals were mainly to
restore as nearly as possible the anatomic
hip centre of rotation and femoral offset and
equalizing limb length discrepancy if
present.
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A) Acetabular side templating:

Fig. (1): Acetabular templating.

Femoral side templating: We placed
the femoral overlay templates on the film
and selected the size that most precisely
matched the contour of the proximal canal

and fills it most completely. Next, we
selected the appropriate neck length to
restore limb length and femoral offset.(figl)

Fig. (2): Femoral templating.

Preoperative preparation of the
patient: Beside the routine preoperative
investigations that were carried out for all
patients, further special investigations were
requested by anaesthesiologist according to
each case to complete anaesthetic judgment.
Preoperative haemoglobin was at least 10
g/dl in all patients. Two units of blood were
prepared for each patient, but their use was
according to the individual situation.
Preoperative hydration: one liter of Ringer's
solution at the operation morning. All the
patients received a single dose of
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prophylactic antibiotic third generation
cephalosporin 1000mg before induction of
anesthesia preoperative and continued for 5
days postoperatively.

Operative  Procedure: Anaesthetic
technique, asepsis and Antibiotics.

Operative Technique:
Exposure:

Rady’s approach®® (a modified lateral
approach) was used in all cases.
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Acetabular preparation:

Fig. (3): Reaming of the acetabulm.

When reaming reached this concentric socket and bleeding subchondral bone and
adequate reamer size, a trial cup was inserted to check the size and fitting, then the original
cup was inserted. (fig. 4,5,6)

. . Fig. (5): Cemented Fig. (6): Acetabular shell
Fig. (4): Trial acetabular cup. acetabular metal shell. impacted into acetabulm.
Femoral preparation: was increased gradually until reaching a

broach size that was rotationally stable and

Femoral - side preparation was _then does not subside with hammering. (fig. 7)

started with a cancellous bone impactor
followed by a small broach.The broach size

Fig. (7): Femoral broaching.

Trial of reduction was done with the After ensuring good orientation, the
chosen femoral broach using a trial head  femoral broach was removed and the actual
with the proper length. stem was inserted.

Trial of reduction was repeated with the
actual stem. After ensuring proper
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orientation and determining the length of the
head needed, assembly of the metal head
with

with  mobile polyethylene liner
compression device is done. (fig. 8,9)

The assembled head-polyethylene liner
is impacted over the actual stem then
introduced into the acetabular shell. (fig.
10,11).

Fig. (10): Head-polyethylene unit introduced

over the stem.
Wound closure:

The gluteus minimums was sutured with
the hip in abduction and internal rotation,
followed by the gluteus medius in the same
position, then, the iliotibial band was sutured
after application of a suction drain.

After subcutaneous and skin closure, the
patient was brought back to the supine
position while holding the limb in abduction
and internal rotation.

Postoperative Component:
Patient transfer procedure:

The transfer procedure was supervised
by the surgeon or at least his assistant. The
patient was directly transferred from the
operating room to his/her bed, the surgeon
held the legs with the operated hip abducted
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Fig. (9): Assembly of metal head into
mobile polyethylene liner.

Fig. (11): Prosthesis reduced into acetabular
metal shell.

and internally rotated. The anesthetist looked
after the head and neck.

Recovery room:

In the recovery room, the patient was
observed by a nurse and pulse oximeter was
used to record the pulse and the oxygen
saturation. The blood pressure was also
checked and analgesia was started.

In the Ward:
Antibiotics:

All patients received intravenous third
generation cephalosporin  for 5 days
postoperatively, then patient was discharged
from the hospital on oral broad spectrum
antibiotics, and continued till stitches
removed (15days from the surgery).
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Anticoagulants:

All patients received low molecular
weight heparin  during hospitalization,
followed by oral anticoagulants after
discharge and for 6 weeks.

Hemoglobin level:

Hemoglobin level was checked in the
first postoperative day and blood transfusion
was given if necessary.

Wound condition:

Wound condition was followed during
the first 2 weeks, which is the time by the
end of which the wound is supposed to be
healed and the stitches are removed.

Ambulation protocol:

Immediate hip and knee flexion, rapid
foot pumps, and deep breathing exercises
were emphasized to minimize thrombo-
embolic and pulmonary complications.

Walking was started on the first
postoperative day. Weight bearing as
tolerated is allowed, and all cases were
instructed to be full weight bearing
immediately after the operation, and the
supporting method was used for balance
only in the form of a walker or 2 crutches.

In Patients with transfemoral osteotomy
and patients with graft reconstruction of
acetabular defects weight bearing was
delayed for 6 weeks, then started after that
gradually with walking aids as described
above.

Radiological Evaluation:

Anteroposterior radiograph of the
pelvis was taken to assess: The femoral

offset. ~ Acetabular  inclination  was
determined in relation to the inter teardrop
line (ideally 45°). Femoral stem orientation
was assessed (ideally neutral or slight valgus
59).

After discharge: All patients had
clinical and radiological evaluation at
regular periods during their follow up.

Clinical evaluation: Harris hip score
was used for clinical evaluation of patients
at 6 weeks, 6 months, and last follow up.

Radiographic evaluation: Standard
radiographs were made for all patients at
subsequent follow up examinations. The
radiographs were examined for: Component
position or migration. Osteolysis and
loosening. Union of transfemoral osteotomy
if used.

Statistical analysis:

Recorded data were analyzed using the
statistical package for social sciences,
version 20.0 (SPSS Inc., Chicago, Illinois,
USA). Quantitative data were expressed as
meanz standard deviation (SD). Qualitative
data were expressed as frequency and
percentage.

The following tests were done: Paired
sample t-test of significance was used when
comparing between related sample. The
confidence interval was set to 95% and the
margin of error accepted was set to 5%. So,
the p-value was considered significant as the
following:  Probability (P-value): P-value
<0.05 was considered significant. P-value
<0.001 was considered as highly significant.
P-value >0.05 was considered insignificant.
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RESULTS

Table (1): Distribution of patients at high risk of dislocation according to their demographic data

regarding sex and age (n=20).

Demographic data Total (n=20)

Sex

Female 9 (45%)

Male 11 (55%)
Age (years)

Range 58-78

Mean+SD 65.85+5.58
Median (IQR) 65 (7)

*Median and Interquartile range (IQR)

There were different indications of Dual
mobility cup in the study group with failed
fixation of hip fracture representing (3 cases)
15%.

Fracture neck of femur comprise 6 cases
(30%) of the study group while

intertrochantric fracture femur comprises 4
cases (20%) while pathological fracture of
proximal femur represents 1 cases (5%) of
the study group while osteoarthritis
comprises 4 cases (20%) and failed proximal
femoral fixation 5 cases (25%).

Table (2): Distribution of patients according to their diagnosis (n=20).

Diagnosis No. %
Fracture neck femur 6 30
Intertrochantric fracture 4 20
Osteoarthritis 4 20
Failed proximal femur fixation 5 25
Pathological fracture of proximal femur 1 5
Total 20 100

Patient related risk factor of dislocation were variable for each patient. 55% of patients
(11 cases) had 1 risk factors of dislocation, 35% (7 cases) had 2 risk factors while 10% of

patients (2 cases) had 3 risk factor of dislocation.

Table (3): Distribution of patients at high risk of dislocation according to their risk factor of

dislocation (n=20).

Risk Factor of dislocation No. %
1 Factor 11 55
2 Factors 7 35
3 Factors 2 10
Total 20 100

Harris hip score:

Harris hip score was used for clinical
evaluation  of  patients, pre and
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postoperatively at 6 weeks, 6 months, and
last follow up for twenty five hips.
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Table (4): The extent of the difference over the periods through HHS in the study group.

HHS Range Mean+SD Mean Diff. | Paired Sample t- p-value
test
Pre 14-44 25.95+9.91
After 6 weeks 55-68 62.05+3.93 36.1 -15.038 <0.001**
After 6 months 85-98 91.35+3.30 65.4 -31.473 <0.001**
After 2 years 88-98 92.45+2.74 66.5 -32.459 <0.001**

Using: Paired Sample t-test; **p-value <0.001 HS

This table shows highly statistically
significant difference between pre and other
measurements according to HHS.

Among the twenty patients of the study
group with high risk of dislocation no large
articulation dislocation or intraprosthetic

Dislocation and Intraprosthetic ~ dislocation were encountered till the last

dislocation: follow up.

Table (5): Distribution of patients at high risk of dislocation according to their dislocation (n=20).
Dislocation No. %

No 20 100

Yes 0 0

Total 20 100

Complications:

In this study 1 case had complication. The complication was peri-prosthetic fracture after
a fall while the prosthesis remain stable and was managed with reduction and fixation and the
fracture healed with good final results and no intraoperative complication occurred with total

complications rate 5%.

Table (6): Distribution of patients at high risk of dislocation according to their complications (n=20).

Complications No. %
No 19 95
peri-prosthetic fracture 1 5
Total 20 100
DISCUSSION dislocation is a crucial preoperative measure

Hip arthroplasty is associated with
improved function and quality of life®.
Dislocation after total hip arthroplasty
(THA) remains a troublesome complication
and a source of frustration for the patient and
the surgeon®. Early recurrent dislocation
may lead to revision surgery and is
associated with high risk of complications®.
The prevalence of reoperation for instability
is highly wvariable and is reported
approximately as 1/3 of the dislocating
THAs. @49,

Instability after a total hip arthroplasty
remains a troublesome complication.
Identification of patients at risk for

to prevent the occurrence of hip instability
specially in critically ill patient who cannot
tolerate repeated surgeries.

The dual mobility cups (DMC) designed
by Gilles Bousquet are used in an expanding
range of indications. This implant has been
demonstrated to improve hip stability in
primary total hip arthro-plasty (THA) and
recurrent hip dislocation after THA.
Theoretically, the design should reduce the
risk of dislocation according to two
principles: the mobile insert should
minimize prosthetic neck impingement over
the polyethylene component and the large
articulation between the insert and the
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metallic shell should increase ROM before
dislocation with increase of jumping
distance. 7

This study is a prospective one that
questions the effectiveness of the use of
cemented dual mobility cup in THA in a
selected group of patients with anticipated
increased risk of dislocation after hip
replacement for different indications. It was
conducted in the period between September
2017 to March 2020, involving 20 patients
with high risk of dislocation. The last case
was operated at February 2018, 9 cases were
females and 11cases were males. The mean
age of the study group is 65.8 years. All
cases were operated upon in Ain Shams
University Hospitals with follow up of 2
years at least.

The indications for cemented dual
mobility cup were variable and included:
Fracture neck of femur comprise 6 cases
(30%) of the study group while
intertrochantric fracture femur comprises 4
cases (20%) while pathological fracture of
proximal femur represents 1 cases (5%) of
the study group while osteoarthritis
comprises 4 cases (20%) and failed proximal
femoral fixation 5 cases (25%).

In this study, the following were
considered as risk factors of dislocations
rendering the patients at high risk of
dislocation are: Old age (more than 60
years), previous hip surgery (e.g., failed
proximal femoral fracture fixation), post
traumatic eg, femoral neck fracture with

neuromuscular  disease (e.g., epilepsy,
Parkinson’s  disease, and  myopathy,
cerebrovascular stroke), cognitive

dysfunction (e.g., dementia and Alzheimer’s
disease), American society of anesthesia
score more than 3 and pathological fracture
of proximal femur.

Benjamin A. McArthur et al. @® in their
review paper of dual mobility acetabular cup
advocated its use in patients with increased
dislocation risk, including those undergoing
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revision THA for recurrent instability,
revision THA for all other causes, THA after
femoral neck fracture, and THA after tumor
resection. Initial indications for DM
components at their institution were for
primary THA in elderly women with
ligamentous laxity and revision THA in the
setting of recurrent dislocations despite
appropriate component position.

Olivier Guyen et al. @ advocates the use
of DM cups to treat instability in three
situations: patients in whom no identifiable
cause for instability could be identified or
corrected, patients in whom prior surgical
attempts at stabilization failed, and patients
with a marked deficiency of the hip
abductors; instead of a constraining device
given the previously raised concerns
regarding the potential for loosening and
failure with constrained implants.

There are few studies in the literature
regarding DM THA for fracture neck of
femur treatment. However, some recent
reports demonstrate a growing interest on
this topic. In particular, the theoretical
advantage of a very low dislocation rate
together with good clinical results reported
in the literature about OA might have lead to
the growing indication for DM THA in
fracture neck of femur treatment.

In a recent review “% these studies were
analyzed and compared with the literature
about fracture neck of femur treatment with
other implants. The results in terms of
patients demographic characteristics and
mortality were in line with the literature 9,
Conversely, a relevant amount of
neuromuscular  diseases and cognitive
impairment incidence (up to 42% of cases)
was recorded @Y. Nonetheless, Graversen et
al. ® conducted a study on 20 patients
affected by dementia which the authors
considered an ideal indication for DM THA.
These data reflect the clinicians’ choice to
implant DM THA in patients at maximal
risk of prosthetic dislocation. In our study
we had operated 5 cases of fracture neck
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femur with neurological disease 3 of them
had previous history of stroke, 1 case on
anti-epileptic medication and 1 case had
Alzheimer disease and no one had dislocated
during our follow up.

The systematic use of total hip
arthroplasties to treat displaced intracapsular
fractures of the proximal femur in elderly
patients is not common  practice.
Postoperative dislocation is a key issue when
treating displaced fractures of the femoral
neck. One of the potential drawbacks of
performing a total hip arthroplasty in such a
situation is that the dislocation rate may be

higher than what is observed when
performing a hemiarthroplasty.

The rate of dislocation  after
hemiarthroplasty was 3.8%  whatever

surgical approach was used and 6.9% in the
posterior approach, as reported in 20073,
The relative risk of dislocation was 2.9 times
less, although not statistically significant,
when using a dual mobility cup whatever
surgical approach was used, and the relative
risk of dislocation was 3.9 times less when
using a dual mobility cup and a posterior
approach, reaching statistical significance (P
< 0.05) @3 Comparing the series of dual
mobility cups in the treatment of displaced
fractures of the femoral neck to recent series
of bipolar hemiarthroplasties, the relative
risk of dislocation appears 4—4.7 times
higher for hemiarthroplasties ?%. The use of
dual mobility cups in the treatment of
displaced fractures of the femoral neck also
appears safer in terms of the criteria of
postoperative dislocation when compared to
conventional cups

Dual mobility cups may be used in
patients with a higher risk of dislocation
such as those who are older, with increased
comorbidities or a higher ASA @®, or with
neuromuscular diseases 9. The use of a
dual mobility cup increases the range of
motion before impingement and dislocation.
In our study, postoperative dislocation didn't

occur confirming the recognized efficiency
of the DM concept in preventing dislocation

In the Swedish @?, the American ?®, the
Australian @, the New Zealand ©?, and the
Great Britain and Wales ©V registries,
dislocation appears as the first or second
reason for revision THA and PPF ranks in the
fourth or fifth position forrevision THA.
However, in the French registry ¢, PPF ranks
as the second reason for revision THA and
dislocation appears as the fifth reason for
revision THA. In France, the use of DM in
primary THA is widespread. Could this
increasing use of DM explain the differences
between national registries concerning the
incidence of dislocation and PPF?. We
encountered one case of peri-prosthetic
fracture after a fall while the prosthesis remain
stable and was managed with reduction and
fixation and the fracture healed with good final
results.

The ASA Physical Status Classification
System has been in use for over 60 years.
The purpose of the system is to assess and
communicate a patient’s pre-anesthesia
medical co-morbidities. The classification
system alone does not predict the
perioperative risks, but used with other
factors (e.g, type of surgery, frailty, level of
deconditioning), it can be helpful in
predicting perioperative risks. Total hip
arthroplasties are of the most successful
orthopaedic procedures. A retrospective
study shows an ASA score of >3 is
associated with a 2.9 times (P =0.0082)
greater risk  of  re-admission  for
complications including instability in total
joint arthroplasty patients. G2

Hip fractures are a common and serious
injury in elderly patients and they constitute
the second cause of hospitalization ¢4. The
majority of hip fractures in elderly
population mark the beginning of a
downward trend in the patients’ health.
More than 1.6 million hip fractures occur
worldwide each year. On average, hip
fractures reduce life expectancy by 25% in
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comparison with the age-matched general
population. In addition, hip fractures are
linked to the high cost that is associated with
the care of these patients and burdens on the
health care systems ©%),

The main treatment goal for these
injuries is early mobilization in order to
prevent complications that are associated
with prolonged immobilization. Another
important goal is the return to pre-fracture
functional activity, which can be achieved
with surgery.

Elderly patients with a femoral neck
fracture have improved hip scores and better
functional results after the THR ©®. There
are higher postoperative dislocation rates
following the THR after femoral neck
fracture, which is almost five times higher
than that reported for THR after
osteoarthritis, meta-analysis has shown
dislocation rates of 10.7% ©"). A randomized
control trial comparing the internal fixation
with  THR in 100 patients found a
dislocation rate of 22% in patients
undergoing THR ©®. The use of DMC for
THR in the case of a femoral neck fracture
has shown a dislocation rate of 1.4 %©®.
The current study included (5 cases) with
fracture neck femur that had improved
functional results with Harris hip score of
mean 92.6,n0 one case of instability was
found at the latest follow up.

The American Society of Anesthesio-
logists (ASA) physical status classification
system was introduced in 1941 by Meyer
Saklad, Emery Rovenstine, and Ivan Taylor
as a grading system for the surgical patients’
preoperative health ¢°49), In 1963, the ASA
suggested a revised classification regarding
the physical status of preoperative patients
reducing the number of classes from seven
to five Y. Specifically, it is known that the
ASA classification is a good predictor of
morbidity, mortality, complications, and
medical problems both in the perioperative
and in the postoperative period that follows
hip fracture surgery in elderly patients. The
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current study included 14 patients with per-
operative ASA classification of Il and IV
who were treated with cemented dual
mobilty hip replacement with good
functional results and no readmission for any
type of reoperation except one case with
periprosthetic fracture that had internal
fixation.

Previous hip surgery rather than hip
arthroplasty (e.g. failed fixation of hip
fractures) is considered one of the risk
factors of dislocation in our study due to
Muscles weakness (compromised abductor
function) and bone defects (which make the
positioning of the implants more difficult).
In our study we operate 5 cases of failed
proximal femoral fixation, two of them after
failed fixation by DHS, two of them after
failed fixation by trochanteric plate and the
last one after failed fixation by proximal
femoral nail. We did not encounter any
instabilty in all patients at the latest follow
up and all patient had excellent functional
results.

In the present study, the cemented DMC
has been used for selective cases of hip
replacement, which were at high risk of
postoperative instability. Our early results
with these implants have shown a 100%
survivorship at a follow-up of 2 vyears
without implant loosening. We have had no
dislocations in our study group.

Instability remains a significant issue
after both primary and revision THA. Dual
mobility or tripolar unconstrained acetabular
components can provide a viable alternative
in preventing and treating instability.
Reported outcomes of studies using DM
cups with mid- to long-term follow up
support their effectiveness. Concerns such
accelerated wear have been emphasized,
although they seem to be less significant in
older, low-demand patients.

Conclusion:

In this study 1 case had complication.
The complication was peri-prosthetic




fracture after a fall while the prosthesis
remain stable and was managed with
reduction and fixation and the fracture

healed with good final

results and no

intraoperative complication occurred with
total complications rate 5%. This study
showed that Dual mobility cups are efficient
technique in preventing hip arthroplasty
instability with good clinical results.
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