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Chapter 8
Antiprotrusio Cages for Acetabular  
Revision
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�Introduction

The bone defect determines the surgical technique in acetabular revision surgery. 
Different studies report the necessity of restoring acetabular anatomy and the ana-
tomical center of rotation of the hip to enable stable prosthetic component fixation, 
especially in revision surgery for cases with deficient bone stock [1]. Loss of acetab-
ular bone also makes it difficult to place a new component in an optimal position on 
bone of sufficient strength and quality as to provide secure fixation [2]. Uncemented 
sockets have some limitations in acetabular revision, especially when the loss of 
bone stock is more extensive, comprising more than 50% of the weight-bearing 
surface; in this situation, primary stability cannot be achieved without the use of 
structural allografts. Several techniques have been proposed to compensate for ace-
tabular deficiency, including bone grafting in conjuction with cemented [3, 4] or 
uncemented cups [5], Müller reinforcement metal rings [6] and tantalum augments 
[7–11]. Antiprotrusio cages are considered when the extent and geometry of the 
bone loss do not favour an uncemented porous socket. Various antiprotrusio cages 
are available. The Burch-Schneider antiprotrusio cage (BSAC) has been the most 
used and the one with the most published clinical data (Fig. 8.1). Other acetabular 
reinforcement designs include the Ganz cup, the Link cage, the Contour cage and 
the Gap cup.

An antiprotrusio cage that was larger than the Müller acetabular reinforcement 
ring was developed by Burch and Schneider [12]. The Swiss orthopedic surgeon Dr. 
Hans-Beat Burch created the cage after becoming involved in the treatment of a 
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patient with an older, unhealed acetabular fracture. The prototype was developed 
especially for the treatment of this patient and implanted by Dr. Burch in 1974 in the 
Cantonal Hospital of Fribourg, Switzerland. Dr. Robert Schneider from Biel, 
Switzerland, took up the idea of bridging acetabular defects and developed it further, 
emphasizing the necessity of proximal screw fixation of the implant to the iliosacral 
joint, and suggested impacting the distal plate in the ischial bone. Steel was initially 
used as the implant material. Since 1987, titanium has become available for this type 
of acetabular component. Primary stability of the implant is achieved by fixation of 
the proximal flange to the ilium with screws while, distally, the flange is inserted 
into the ischium. In order to restore the centre of rotation to an ideal level, the 
implant should generally be placed in the acetabular floor (which is preserved in 
most cases). If necessary, defects in the acetabular roof are compensated by bone 
grafts (structural or morcellised), which should then be secured by screws that are 
directed through the anchorage holes of the flange in a horizontal or slightly descend-
ing direction. Finally, the polyethylene inlay is cemented in place at an optimal 
inclination of 40° with a 10–15° antetorsion, independently of the cage position.

Since the introduction of antiprotrusio cages for acetabular revision surgery of 
different bone defects at the beginning of the eighties, their use has been more or 
less widespread [13]. In North America the cages were considered a cemented 
reconstruction and their use was restricted after the disappointing results of 
cemented revisions at mid-term follow up become known [14].

Meanwhile, reasonable midterm results with antiprotrusio cages were reported 
from Europe when used in the presence of marked bone loss [15, 16]. That concep-
tual facet made the reinforcement device an extraordinary tool. The advantages of 
antoprotrusio cages are that the reinforcement device seems to protect grafts from 
overstress, distribute load, help to restore the appropriate centre of rotation of the 
hip and support the cemented polyethylene cup [17, 18]. With experience, more 
has been learned about the limitations of antiprotrusio devices. They are more dif-
ficult to implant than hemispheric cups. A wide approach is needed and it is not 
exempt from serious neurovascular complications [19]. Most designs have no 
potential for biologic bone ingrowth and, with time, particularly in younger 
patients, they may fail.

Fig. 8.1  The Burch-
Schneider antiprotusio cage 
(BSAC)
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�Technical Data

Between 1996 and 2004, the BSAC was implanted in 96 patients (53 women and 38 
men), undergoing acetabular revision in our institution. Cause of the revision was 
aseptical loosening (62 patients), sepsis (14 patients), severe osteolysis (10 patients), 
acetabular malposition (6 patients) and others (4 patients). The mean age at surgery 
was 67.3 years (range, 35–85 years). Including criteria were to use a BSAC in revi-
sion acetabular surgery whenever there is deficient acetabular stock (Fig. 8.2). 
Eleven patients passed away from causes unrelated to the operation and 17 patients 
have been lost to follow-up. Of the remaining 68 hips, three cages had to be removed: 
two due to deep infection and one due to aseptic loosening. Thus, the complete 
cohort consists of 65 hips (61 patients) that were available for clinical and radiologi-
cal review at an average follow-up of 8.1 years (range 5–13 years). The right hip 
was operated in 42 cases and the left hip in 54 cases. The revised acetabular compo-
nent was cemented in 36% of cases and uncemented in 54%. The femoral compo-
nent was revised in 48% of cases. Preoperative bone defects were assessed according 
to Paprosky classification [20]: type 2A (nine hips); type 2B (31 hips); type 2C (20 
hips); type3A (25 hips): and type 3B (11 hips).

A standard operative technique was employed in all cases. Most patients were 
operated on by the senior author (A.C.-M.), and, in most cases (86%), the antero-
lateral approach was used. A posterolateral approach with extended femoral oste-
otomy was carried out (14%) when the femoral component had to be revised, as 
well. The acetabular cavity was always meticulously prepared. Bone grafting was 
performed in 38 cases (39.5%; 29 allograft, 7 autologous, and 2 combined auto-
allograft). The BSAC was adapted to the acetabular defect and surrounding bone 
after the bone graft was placed to fill the defect. In all cases, the cage was placed by 
driving its inferior flange into the inferior acetabulum so that it lodged in the 
ischium. This trick is not easy. In our series inferior flange was finally, lodged out-
side the ischium in more than 35% of cases. The superior flange was fixed to the 
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Fig. 8.2  (a) Radiograph showing aseptic loosening both components in a 69 year-old woman with 
rheumatoid arthritis. (b) Post-operative radiograph with a BSAC without graft and Wagner stem. 
(c) X-ray control at 12 years. Good clinical situation

8  Antiprotrusio Cages for Acetabular Revision



128

a b

c d

Fig. 8.3  (a) The failed acetabular component is removed and the acetabular bed was thoroughly 
debrided until achieving healthy and bleeding bone beds. (b) Bone grafting. The specific type of 
graft used is determined by the shape and size of the defect. (c) Cage placement. (d) Cementing 
all-poly into the cage. The socket can be oriented slightly independant of the cage position

outside of the ilium with 3–6 cortical screws. A size 44 antiprotrusio cage was 
implanted in 38 hips, a size 50 in 51 hips, a size 56 in 3, and the largest, a size 62, 
in 4 hips. An all-polyethylene cup (28- and 32-mm diameter low profile UHMW 
polyethylene cups; Sulzer Orthopaedics, Baar, Switzerland) was cemented into the 
cage (Fig. 8.3). The patients were mobilised after 3–7 days depending on their bone 
quality, and remained on crutches for not less than 3 months. Antibiotic prophylaxis 
(1 g cefazolin every 6 h) was administered for 48 h. Routine preventive measures 
for thromboembolism were employed under the strict protocol of our hospital 
Haematology Department.

Clinical results were evaluated using the Merle d’Aubigné-Postel score [21]. 
Patients were asked to express their subjective opinion on the outcome of the opera-
tion as in Johnston et al. [22]. Clinical failure was defined as re-revision or removal 
of the cup, pain (grade 4 or worse), or both. Thigh pain was not considered evidence 
of clinical acetabular failure, whereas groin and buttock pain were recorded as signs 
of clinical failure resulting from acetabular loosening [23]. Any radiolucent line 
around the cup was assessed according to the three DeLee-Charnley zones [24].

Of 68 cages, three had to be removed: two for deep infection and the other for 
aseptic loosening after 7 years and it was revised with another BSAC. The mean 
preoperative Merle D’Aubigné score of 8.8 points had increased to 15.1 points at 

A. Coscujuela et al.



129

final follow-up. Differences between the preoperative and postoperative scores as 
evaluated with the Wilcoxon test for paired samples were highly significant 
(P < 0.001) for both for the overall Merle D’Aubigné score as well as for pain, hip 
motion, and walking ability. The results were excellent and good in 69% of the hips, 
regular in 22% and fair in 9%. In addition, 46 patients stated that they were very 
satisfied, 13 were satisfied, and 6 were dissatisfied. Overall, about 71% of patients 
reported satisfactory results. Radiographic analysis showed that the mean inclina-
tion of the antiprotrusio cage was 47.3° (range, 27–72°) after implantation and that 
the mean inclination at follow-up was 46.9°. The mean proximal and medial migra-
tions of the antiprotrusio cage were 0.8 mm and 0.9 mm respectively. Using the 
Nunn technique [25] the hip rotation centre was descended an average of 4.3 mm 
and lateralised an average of 1.3 mm in the post revision study. In the most severe 
cases (Paprosky 2C, 3A and 3B) the respective corrections were 7.8  mm and 
0.8 mm. Broken screws were seen in two cases and an inferior flange fracture in one 
case. Although both are criteria of definite loosening, there was no cage migration 
nor had pain been reported. Three cages were considered loose according to Gill 
criteria [26], indicating a mechanical failure index of 6.1% for the whole series at 
the end of follow-up. Although graft remodelling is difficult to evaluate with the 
antiprotrusio cage, according to Gerbert criteria [27], 76.3% of the grafts appeared 
to have incorporated, 21.6% seemed not to have changed and 2.1% showed resorp-
tion. The Kaplan-Meier survivorship analysis [28], using estimated radiological 
loosening and revision for mechanical failure of the antiprotrusio cage as the survi-
vorship endpoint, showed a survival rate of 92.4% (95% confidence interval, 85.1–
99.8%) after 13 years for the antiprotrusio cage.

There have been six acute infections (6.2%), which were treated with debride-
ment and antibiotics without further problems in four cases while two cases required 
two- stage revision. There were 11 dislocations (11.4%), 6 during the first 3 months 
and 5 late dislocations. Nine were treated by closed reduction and two needed open 
reduction. One patient developed recurrent dislocation, which was treated by replac-
ing the socket with a constrained cemented component. There was another revision 
for aseptic loosening of the polyethylene socket after 1 year that was revised with 
another cemented socket. There were six sciatic nerve palsies, three temporary and 
three definitive.

�Discussion

Bone defects determine the surgical technique in acetabular revision surgery. 
Cementless cups have been widely used in revision surgery for these patients, and 
several series have reported good results [29–32]. However, other series have 
reported poor results for revisions associated with massive bone defects greater than 
50% (Paprosky grade 3B) [33, 34–36]. Various techniques have been described for 
managing large acetabular defects, including placement of an large uncemented 
acetabular component [37], placement a cup at a high hip centre [38], oblong or 
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bilobed cups [39–41] and impacted bone graft and cement [3, 4]. Antiprotusio 
cages, one of the systems used for handling these situations, have been used for a 
long time, especially in Europe, and the long-term experience to provide sufficient 
data to explore the results and define their current indications even though compari-
son of cage results is difficult because patient populations are mixed, are treated 
with different devices and present varying degrees of bone loss.

Berry and Müller [2] report a 24% failure rate 5 years after implantation, but, 
bone grafts were not used in the early series. Gill et al. [26, 42] published on the 
use of acetabular reinforcement devices. Their most recent study included 37 hips 
in 35 patients. Bulk structural allograft was used in association with 30 BSAC and 
seven Müller reinforcement rings. The mean follow-up period was 7.1  years. 
Excellent or good patient satisfaction was reported by 91.9%. No survivorship data 
were given. The BSAC can be used with morcellised or bulk graft, protecting the 
graft from forces which may contribute to its failure. All series report the best 
results using metal rings in association with grafting [2, 16, 42–44]. Healing and 
probable graft incorporation, without significant resorption, have usually been 
seen [17, 45]. A recent study by van der Linde [46] reported the outcome of using 
ring or cage devices. The series included 42 hips in 40 patients. Using a criterion 
similar to ours, the authors used some type of reinforcement device for all acetabu-
lar revisions whenever there was deficient acetabular stock, including type I and II 
(AAOS) defects. They reported four failures: three due to infection, and one due to 
aseptic loosening. Their survival was 90.5% at a mean follow-up of 10 years. After 
an average follow-up period of 7.3 years, Winter et al. [47] observed no cage loos-
ening or migration and incorporation of the cancellous allograft into host bone in 
38 cases. They concluded that a close fit between the graft and the acetabulum in 
addition to mechanical stability was crucial to their successful results. Recently, 
Regis et al. [48] have published excellent results in one of the series with greater 
follow-up in patients with severe Paprosky 3A and 3B defects. The cumulative 
survival rates at 18.9 years with removal for any reason or X-ray migration of the 
cage and aseptic or radiographic loosening as the end points were 80.0% and 
84.6% respectively.

Postoperative implant instability is more frequent after prosthesis revision, 
reaching 23%. Dual mobility technology has proven its efficacy in preventing dislo-
cations. Schneider et al. [49] suggest an original technique for surgical acetabular 
revision associating acetabular reconstruction antiprotrusio cages and cemented 
dual mobility cups. In their series had a dislocation rate of 10.4%. A constrained 
cemented cup was suggested in selected cases [29, 50].

Using the Nunn technique [25], the hip rotation centre was descended an average 
of 4.3 mm and lateralised an average of 1.3 mm in our series. Overall, and only 
considering the most severe cases (Paprosky 2C, 3A and 3B defects) the respective 
corrections were 7.8 mm and 0.8 mm. Although no attempt was made to implant the 
component at the level of the anatomical centre of rotation, there was an  
improvement in the vertical hip centre. In their series, Schneider et al. [49] obtain 
better corrections although using different reconstruction devices. A mean lowering 
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of 15.6 mm and a 9.4 mm lateralization compared to the preoperative position. Our 
findings have also been supported by other series and have lead some authors to use 
BSAC in situations of pelvic discontinuity [2, 17]. Pelvic discontinuity is always 
difficult to solve. In the current series four patients had pelvic discontinuity; acetab-
ular defect size was estimated to choose an appropriate anti-protrusion cage to span 
the defect from ilium to ischium and the defect filled with morcellised allograft 
(Fig. 8.4). Bulk allografts and the Burch-Schneider cage were effective in the man-
agement of 18 pelvic discontinuities and associated periprosthetic bone deficiency, 
with a cumulative 72.2% survival rate at 16.6 years [51]. All patients show a good 
result at the end of the study period.

There are few references to models other than the Burch-Schneider antiprotusio 
cage. Recently, Vigdorchik et al. [52] reports a series of 42 Contour cages with a 
follow-up of 42.5 months. The clinical outcomes are similar to those with the BSAC, 
with comparable rates in regard to complications, loosening, and failure [53]. The 
biomechanical analysis of retrieved antiprotrusio cages (APC) gives interesting 
with radiographic and clinical data to determine which factors influence or predict 
APC failure. Hosny et al. [54] reports 100% revision free surviving hip at mean 
follow-up of a 49 months using a GAP II cage and impaction bone grafting.

The most important problem with cages is that they are not made of a  
material that allows osseo-integration and, consequently, there is a high incidence of 
hardware failure due to screw breakage or ischial flange migration [50, 55]. New 

a b

Fig. 8.4  (a) Anteroposterior radiograph showing a failed THA with pelvic discontinuity in a 
72 year–old man, 12 years after surgery. (b) 5 years after revision with BSAC and morcellised 
bone allograft
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materials, like tantalum, could provide greater long-term success than the tradi-
tional antiprotusio cages because they would permit bony ingrowth and so achieve 
stability [8–11]. Early and mid-term results with this material are encouraging; 
however, there are no long-term results as yet [56, 57].

Today, it is difficult to propose the current indications for these new implants but 
we would suggest that antiprotrusio cages are a resourceful option for cases in 
which there can be no confidence in initial or secondary stability of a reconstruction 
with porous-coated uncemented devices, and there is pelvic discontinuity, a need to 
protect allografts, an irradiated host bone or the patient is elderly subjects with little 
functional strain.

Based on our long-term results, we can conclude that use of a BSAC in acetabu-
lar revision surgery provides a viable treatment option for the reconstruction of 
different bone defects, including pelvic discontinuity, it has proven clinical effi-
cacy and good mid to long term survival. Antiprotrusio cages are a valuable tool 
providing successful stability at mid and long-term reconstruction of severe ace-
tabular bone deficiencies in revision hip replacement, but always providing that 
three basic principles are maintained in their use: initial mechanical stability, res-
toration of the hip centre of rotation and the use bone grafting in the acetabular 
bone deficiencies.
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References

	 1.	Pagnano MW, Hanssen AD, Lewallen DG, Shaughnessy WJ. The effect of superior placement 
of the acetabular component on the rate of loosening after total hip arthroplasty: long-term 
results in patients who have Crowe type-II congenital dysplasia of the hip. J Bone Joint Surg 
Am. 1996;78A:1004–14.

	 2.	Berry DJ, Müller ME. Revision arthroplasty using an atiprotusio cage for masive acetabular 
bone deficiency. J Bone Joint Surg Br. 1992;74B:711–5.

	 3.	Slooff TJJH, Huiskes R, Van Horn J, Lemmens AJ. Bone grafting in total hip replacement for 
acetabular protrusion. Acta Orthop Scand. 1984;55:593–66.

	 4.	Slooff TJJH, Schimmel JW, Buma P. Cemented fixation with bone grafts. Orthop Clin North 
Am. 1993;24:667–77.

	 5.	Hungerford DS, Jones LC. The rationale of cementless revision of cemented arthroplasty fail-
ures. Clin Orthop Relat Res. 1988;235:12–24.

	 6.	Müller ME. Acetabular revision. In: The hip. Proc 9th meeting of the hip society. St Louis: CV 
Mosby; 1981. p. 45–56.

	 7.	Hanssen AD, Lewallen DG. Modular acetabular augments: composite void fillers. Orthopedics. 
2005;28:971–2.

	 8.	Nehme A, Lewallen DG, Hanssen AD. Modular porous metal augments for treatment of severe 
acetabular bone loss during revision hip arthroplasty. Clin Orthop Relat Res. 2004;429:201–8.

	 9.	Weeden SH, Schmidt RH.  The use of tantalum porous implants for Paprosky 3A and 3B 
defects. J Arthroplast. 2007;22:151–5.

A. Coscujuela et al.



133

	10.	Flecher A, Sporer S, Paprosky W. Management of severe bone loss in acetabular revision using 
a trabecular metal shell. J Arthroplast. 2008;23:949–55.

	11.	Lakstein D, Backstein D, Safir O, Kosashvili Y, Gross AE. Trabecular metal™ cups for acetab-
ular defects with 50% or loss host bone cement. Clin Orthop Relat Res. 2009;467:2318–24.

	12.	Schneider R. Total prosthetic replacement of the hip: a biomechanical concept and its conse-
quences. Toronto: Hans Huber; 1989.

	13.	Berry DJ. Antiprotusio cages for acetabular revision. Clin Orthop Relat Res. 2004;420:106–12.
	14.	Possai KW, Dorr LD, McPherson EJ. Metal ring supports for deficient acetabular bone in total 

hip replacement. In: Pritchard DJ, editor. Instr course lect, vol. 45. Rosemont: AAOS; 1996. 
p. 161–9.

	15.	Peters CL, Curtain M, Samuelson KM. Acetabular revision with the Burch-Schneider antipro-
tusio cage and cancellous allograft bone. J Arthroplast. 1995;10:307–12.

	16.	Rosson J, Schatzker J. The use of reinforcement rings to reconstruct deficient acetabula. J 
Bone Joint Surg Br. 1992;74B:270–5.

	17.	Berry DJ. Acetabular anti-protusio rings in revision total hip arthroplasty. Sem Arthroplasty. 
1995;6:68–75.

	18.	Gross AE, Wong P, Saleh KJ. Don’t throw away the ring: Indications and use. J Arthroplast. 
2002;17(4 Suppl 1):162–6.

	19.	Lavernia CJ, Cook CC, Hernandez RA, Sierra RJ, Rossi MD. Neurovascular injuries in acetab-
ular reconstruction cage surgery: an anatomical study. J Arthroplast. 2007 Jan;22(1):124–32.

	20.	Paprosky WG, Perona PG, Lawrence JM. Acetabular defect classification and surgical recon-
struction in revision arthroplasty. A 6-year follow-up evaluation. J Arthroplast. 1994;9:33–44.

	21.	Merle d’Aubigné R, Postel M. Functional results of hip arthroplasty with acrylic prosthesis. J 
Bone Joint Surg Am. 1954;36A:451–75.

	22.	Johnston RC, Fitzgerald RH Jr, Harris WH, Poss R, Muller ME, Sledge CB.  Clinical and 
radiographic evaluation of total hip replacement: a standard system of terminology for report-
ing results. J Bone Joint Surg Am. 1990;72A:161–8.

	23.	Pupparo F, Engh CA. Comparison of porous-threaded and smooth-threaded acetabular compo-
nents of identical design. Two-to four-year results. Clin Orthop Relat Res. 1991;271:201–6.

	24.	DeLee JG, Charnley J. Radiological demarcation of cemented sockets in total hip replacement. 
Clin Orthop Relat Res. 1976;121:20–32.

	25.	Nunn D, Freeman MAR, Hill PF, Evans SJW. The measurement of migration of the acetabular 
component of hip prosthesis. J Bone Joint Surg Br. 1989;71B:629–31.

	26.	Gill TJ, Sledge JB, Muller ME.  The Burch-Schneider anti-protrusio cage in revision total 
hip arthroplasty: indications, principles and long-term results. J Bone Joint Surg Br. 
1998;80B:946–53.

	27.	Gerber SD, Harris WH. Femoral head autografting to augment acetabular deficiency in patients 
requiring total hip replacement: a minimum five-year and an average seven-year follow-up 
study. J Bone Joint Surg. 1986;68A:1241–8.

	28.	Kaplan EL, Meier P. Nonparametric estimation from incomplete observation. J Am Stat Assoc. 
1958;53:457–81.

	29.	Udomkiat P, Dorr LD, Won YY, Longjohn D, Wan Z. Technical factors for success with metal 
ring acetabular reconstruction. J Arthroplast. 2001;16:961–9.

	30.	Padgett DE, Kull L, Rosenberg A, Sumner DR, Galante JO. Revision of the acetabular compo-
nent without cement after total hiparthroplasty. Three to six-year follow-up. J Bone Joint Surg 
Am. 1993;75A:663–73.

	31.	Tanzer M, Drucker D, Jasty M, McDonald M, Harris WH. Revision of the acetabular com-
ponent with an uncemented Harris-Galante porous-coated prosthesis. J Bone Joint Surg Am. 
1992;74A:987–94.

	32.	Paprosky WG, Magnus RE. Principles of bone grafting in revision total hip arthroplasty: ace-
tabular technique. Clin Orthop Relat Res. 1994;298:147–55.

	33.	Kwong LM, Jasty M, Harris WH. High failure rate of bulk femoral head allografts in total hip 
acetabular reconstructions at 10 years. J Arthroplast. 1993;8:341–6.

8  Antiprotrusio Cages for Acetabular Revision



134

	34.	Hooten JP Jr, Engh CA Jr, Engh CA. Failure of structural acetabular allografts in cementless 
revision hip arthroplasty. J Bone Joint Surg Br. 1994;76B:419–22.

	35.	Garbuz D, Morsi E, Gross A. Revision of the acetabular component of a total hip arthroplasty 
with a massive structural allograft. Study with a minimum five-year follow-up. J Bone Joint 
Surg Am. 1996;78A:693–7.

	36.	Garcia-Cimbrelo E.  Porous-coated cementless acetabular cups in revision surgery. A 6- to 
11-year follow-up study. J Arthroplast. 1999;14:397–406.

	37.	Brooks PJ. The jumbo cup: the 95% solution. Orthopedics. 2008;31:971–2.
	38.	Hendricks KJ, Harris WH. High placement of noncemented acetabular components in revision 

total hip arthroplasty. A concise follow-up, at a minimum of fifteen years, of a previous report. 
J Bone Joint Surg Am. 2006;88A:2231–6.

	39.	Berry DJ, Sutherland CJ, Trousdale RT, Colwell CW Jr, Chandler HP, Ayres D, et al. Bilobed 
oblong porous coated acetabular components in revision total hip arthroplasty. Clin Orthop 
Relat Res. 2000;371:154–60.

	40.	Chen WM, Engh CA Jr, Hooper RH Jr, McAuley JP, Engh CA. Acetabular revision with use 
of a bilobed component inserted without cement in patients who have acetabular bone-stock 
deficiency. J Bone Joint Surg Am. 2000;82A:197–206.

	41.	Moskal JT, Shen FH. The use of bilobed porous-coated acetabular components without struc-
tural bone graft for type III acetabular defects in revision total hip arthroplasty. J Arthroplast. 
2004;19:867–73.

	42.	Gill TJ, Sledge JB, Muller ME. The management of sever acetabular bone loos using structural 
allograft and acetabular reinforcement devices. J Arthroplast. 2000;15:1–7.

	43.	Zehntner MK, Ganz R. Midterm results (5.5–10 years) of acetabular allograft reconstruction 
with the acetabular reinforcement ring during total hip revision. J Arthroplast. 1994;9:469–79.

	44.	Watchtl SW, Jung M, Jakob RP, et al. The Burch-Schneider anti-protusio cage in acetabular 
revisión surgery; a mean follow-up of 12 years. J Arthroplast. 2000;15:959–63.

	45.	Pieringer H, Auersperg V, Böhler N. Reconstruction of severe acetabular bone-deficiency: the 
Burch-Schneider antiprotrusio cage in primary and revision total hip arthroplasty. J Arthroplast. 
2006;21(4):489–96.

	46.	van der Linde M, Tonino A. Acetabular revisión with impacted grafting and a reinforcement 
ring: 42 patients followed for a mean of 10 years. Acta Orthop Scand. 2001;72:221–7.

	47.	Winter E, Piert M, Volkmann R, Maurer F, Eingartner C, Weise K, et al. Allogeneic cancellous 
bone graft and a Burch-Schneider ring for acetabular reconstruction in revision hip arthro-
plasty. J Bone Joint Surg Am. 2001;83-A:862–7.

	48.	Regis D, Sandri A, Ingrid Bonetti I.  Acetabular reconstruction with the Burch-Schneider 
antiprotrusio cage and bulk allografts: minimum 10-year follow-up results. Biomed Res Int. 
2014;2014:194076., 9 p.

	49.	Schneider L, Philippot R, Boyer B, Farizon F. Revision total hip arthroplasty using a recon-
struction cage device and a cemented dual mobility cup. Orthop Traumatol Surg Res. 
2011;97:807–13.

	50.	Goodman S, Saastamoinen H, Shasha N, Gross A. Complicationsof ilioischial reconstruction 
rings in revision total hiparthroplasty. J Arthroplast. 2004;19:436–46.

	51.	Regis D, Sandri A, Bonetti I, Bortolami O, Bartolozzi P. A minimum of 10-year follow-up 
of the Burch-Schneider cage and bulk allografts for the revision of pelvic discontinuity. J 
Arthroplast. 2012;27(6):1057–63.

	52.	Vigdorchik JM, Yoon RS, Gilbert SL, Lipman JD, Bostrom MP. Retrieval and radiographic 
analysis of the Contour antiprotusio cage. Hip Int. 2017;27(4):378–81.

	53.	Bostrom MP, Lehman AP, Buly RL, Lyman S, Nestor BJ. Acetabular revision with the Contour 
antiprotrusio cage: 2- to 5-year follow up. Clin Orthop Relat Res. 2006;453:188–94.

	54.	Hosny HAH, El-Bakoury A, Fekry H, Keenan J. Mid-term results of graft augmentation pros-
thesis II cage and impacted allograft bone in revision hip arthroplasty. J Arthroplasty. 2017. pii: 
S0883–5403(17)31065–3.

A. Coscujuela et al.



135

	55.	Gross AE, Goodman S. The current role of structural grafts and cages in revision arthroplasty 
of the hip. Clin Orthop Relat Res. 2004;429:193–200.

	56.	Beckmann NA, Weiss S, Klotz MC, Gondan M, Jaeger S, Bitsch RG. Loosening after acetabu-
lar revision: comparison of trabecular metal and reinforcement rings. Asystematic review. J 
Arthroplasty. 2014;29(1):229–35.

	57.	Mäkinen T, Kuzyk P, Safir O, Backstein D, Gross AE. Role of cages in revision arthroplasty of 
the acetabulum. J Bone Joint Surg Am. 2016;98:233–42.

8  Antiprotrusio Cages for Acetabular Revision


	Chapter 8: Antiprotrusio Cages for Acetabular Revision
	Introduction
	Technical Data
	Discussion
	References




