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Abstract
Introduction  Implant loosening is the most common indication for revision after total hip arthroplasty and is associated 
with progressive bone destruction. Contained defects can be treated with impaction bone grafting (IBG). Segmental defects 
are successfully restored with metal augmentation. Considering the increasing number of hip arthroplasty cases in young 
patients, it would appear sensible to reconstruct the bone stock for future revisions by biological bone defect reduction. The 
data on the treatment of segmental defects with IBG without additional stabilization are lacking.
Materials and methods  Paprosky type IIB defects were milled into 15 porcine hemipelves with segmental defect angles of 
40°, 80° and 120°. Contained defects without segmental defects (Paprosky type I) and acetabula without defects served as 
controls. After IBG, a cemented polyethylene cup (PE) was implanted in each case. Cup migration, rotational stiffness and 
maximum rupture torque were determined under physiological loading conditions after 2500 cycles.
Results  Compared with the control without defects, IBG cups showed an asymptotic migration of 0.26 mm ± 0.11 mm on 
average. This seating was not dependent on the size of the defect. The maximum rupture moment was also not dependent 
on the defect size for cups after IBG. In contrast, the torsional stiffness of cups with an 120° segmental defect angle was 
significantly lower than in the control group without defects. All other defects did not differ in torsional stiffness from the 
control without defects.
Conclusions  IBG did not show inferior biomechanical properties in segmental type IIB defect angles up to 80°, compared 
to cups without defects.

Keywords  Revision total hip arthroplasty · Bone defect · Impaction bone grafting · Biomechanical study · Migration · 
Torsional stiffness

Introduction

The greatest challenge in acetabular revision surgery is to 
achieve sufficient primary stability despite the regular pres-
ence of bone defects [1, 2]. Owing to the increasing number 
of young patients undergoing arthroplasty, an increase in 
revisions as well as a re-revision burden are to be expected 

[3]. Without allogeneic reconstructions, bone defects 
increase with each revision and complicate subsequent re-
revision [4–6].

Craniolateral defects of the Paprosky IIB type, which are 
subject to the highest mechanical load, are regularly treated 
using metallic augments with or without support shells. In 
contrast, cavitary defects can be easily and successfully 
addressed with IBG. The main advantage of such a bio-
logical solution compared to metallic defect fillings is the 
build-up of a bone stock for future revisions, as IBG allows 
"down-grading" of bone defects. IBG is also described for 
segmental defects, but is performed in combination with 
support shells, meshes or structured bone grafts.

At present, no data are available on IBG for sole use on 
uncontained defects of the common type IIB, without the 
use of additional support shells, meshes, or structured bone 
grafts. The aim of the present biomechanical cadaver study 
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was to investigate whether and up to which size segmental 
type IIB defects can be solely treated with IBG in order to 
achieve sufficient primary stability.

Materials and methods

Bone preparation

Fifteen porcine pelvic bones served as hip joint models. The 
cadaveric porcine pelvic bones were obtained from a local 
licensed abattoir post mortem. They were stored at − 20 °C. 
Thawing to room temperature took place 24 h before prepa-
ration of the hip joints. The pigs´ pelvises were fixed stably 
in a metal sleeve with a diameter of 90 mm, using pebbles 
and a resin mixture (Orthoacrylic sealing resin from Otto 
Bock). Rotational stability was achieved by additional trans-
verse screwing. Cancellous bone chips were collected from 
femoral heads and condyles of pigs. Bone chips of 5 mm size 
were prepared using a bone mill. The bone chips were then 
washed three times to remove all bone marrow and fat. The 
bone chips were dried by centrifugation three times. This 
was followed by 2 hours of air drying. The bone chips were 
stored at − 20 °C until use [7, 8].

Cup preparation

Segmental defect milling was performed on three porcine 
hemipelves, each with 40°, 80° and 120° segmental defect 
angles of Paprosky type IIB. In order to cover the entire 
craniolateral acetabular cavity area, we selected the segmen-
tal defect angles of 40°, 80° and 120° based on the Paprosky 
classification type IIB.

First, the superolateral marking of the segmental defect 
angles was carried out (Fig. 1). Starting from the limbus 
acetabuli, a segmental defect angle of 40° was plotted supe-
rolaterally. The 80° and 120° segmental defect angles were 
each marked 20° medially and corresponding 60° and 100° 
superolaterally. The depth of the defect was about 5 mm. 
Three pigs each with Paprosky type I acetabular defects and 
without bone defects served as control groups. Then, all 
acetabula were milled out to a diameter of 38 mm. The bony 
defect sites were filled with the prepared cancellous bone 
that had been thawed to room temperature. Approx. 15 cm3 
of cancellous bone was used (Fig. 1). The inserted bone was 
impacted using a 38 mm counterclockwise milling machine. 
After mixing the two cement components using a vacuum 
mixing system, the cementation was carried out using 
Refobacin Plus Bone Cement. Subsequently, the cemented 
implantation of a PE cup of the model Original M. E. Müller 
Low profile cup (Zimmer) with a diameter of 36 mm was 
carried out (Fig. 1). The three porcine pelvic bones that were 

not subject to defect milling of the acetabulum were merely 
reamed to 38 mm and received a cemented 36 mm cup.

Biomechanical measurements

The biomechanical load parameters were measured using 
INSTRON type 8874 H 1003, which is a servo-hydraulic 
push and pull machine (Fig. 1). It has a measuring range 
of 10kN for pressure measurements and 100Nm for torque 
measurements. All 15 porcine hemipelves were clamped in a 
deflectable vice of the biotesting machine. The biomechani-
cal force was transmitted with the aid of an MRP-TITAN 
stem implant, prosthetic neck without fin in size S from 
Brehm, at an angle of approx. 45° to the acetabular plane.

The biomechanical measurement data were processed 
with the aid of the program FT. StartUP V.7.22.

Pressure analysis

The cup migration was initially determined as a change in 
path in the sense of a deformation after 1000 cycles and 
2500 cycles. Then the difference was calculated from the 
two values, which reflect the migration of the cup in mm 
(Fig. 2).

To measure the compressive rigidity, a force of 1500 N 
was exerted on the pelves in 2500 cycles (1.6 s per cycle), 
corresponding to two and a half times the body weight of a 
person weighing 60 kg.

Torsion analysis

This method was used to measure the stiffness, stability and 
resistance of the 15 porcine hemipelves. A metallic 22 mm 
femoral head, which was attached to an axial punch, was 
used to transmit the pressure. This femoral head was bonded 
to the acetabulum at an angle of 45° using Orthocryl sealing 
resin (Otto Bock, Duderstadt, Germany). This was followed 
by 2500 cycles with a constant axial preload of 0.5kN and 
an alternating torque of ± 0.6 Nm. The torque acting on the 
acetabulum and the associated angle φ were measured.

Breakout analysis

In the breakout attempt, the PE cup was provoked to break 
out of the cement layer or the cancellous cement layer by 
increasing the torque. The maximum breakout moment and 
the breakout angle were recorded. There was an axial force 
transmission of a punch with a screwed-on femoral head.

Statistical analysis

The statistical analysis was carried out using SPSS V.19. The 
measured values were compared in pairs with the control 
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group without bone defects, using the Mann–Whitney U test 
for independent samples. The level of significance was set at 
0.05. Mean values and standard deviations were calculated 
for all measured values.

Results

After 2500 axial loading cycles, all cups in the deficient 
acetabula showed a typical asymptotic migration pattern 
in the sense of seating of the cup in the cancellous bone 

by approx. 0.26 mm ± 0.11 mm (Fig. 3). This results from 
the fact that the migration was significantly lower by about 
0.1 mm in the primary cemented acetabula (p < 0.001 in 
all cases). No differences in the extent of migration were 
detectable between the different defect sizes.

Torsional stiffness did not differ between the control 
group without defects, Paprosky type I defects and type 
IIB defects up to segmental defect angles of 80°. The tor-
sional stiffness decreased significantly at segmental defect 
angles of 120°, compared to cups without defects (Fig. 4).

Fig. 1   Shows the marking of 
the defect areas according to 
the corresponding segmental 
defect angles (A), fixation 
of a hemipelvis with a 40° 
segmental defect angle in the 
metal cylinder (B), followed by 
allogenic cancellous bone graft 
in a Paprosky type II segmental 
defect angle of 40° (C), impac-
tion and cemented cup implan-
tation (D) and the milling of 
a 120° segmental defect angle 
(E). Clamping a specimen with 
a segmental defect angle of 40° 
into the biotesting machine. The 
arrow F indicates the direction 
in which the force acts (F)
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This was followed by torque increase up to the rupture 
of the cups. Owing to the relatively large scatter between 
the individual specimens, there was a considerable standard 
deviation (Fig. 5). This did not reveal any group differences 
in the maximum torque until failure.

The ANOVA revealed a significant intergroup difference 
for the construct migration when comparing all groups 
(p = 0.05) which was not significant in the post hoc Tukey’s 
test (p = 0.103). Neither the ANOVA nor the Tukey’s test 
showed a significant intergroup difference for the torsional 
stiffness (p = 0.069 and p = 0.102). Also, the maximum rup-
ture torque was not different between the groups when com-
paring all of them using the ANOVA and post hoc Tukey’s 
test (p = 0.219 and p = 0.450).

Discussion

The main result of the present study is that IBG with 
Paprosky IIB defects up to a segmental defect angle of 80° 
achieves the same biomechanical primary stability as IBG 
with type I defects. Up to now, IBG has only been used to 
treat segmental defects in combination with additional wire 
mesh [1].

The intention is to transform the segmental defect into 
a cavitary defect. Long-term results with a revision rate of 
only 6% after 13 years in patients under 50 years of age have 
been achieved using IBG [9]. In contrast, Paprosky type III 
defects show a high loosening rate of the cup of 15% after 
12.4 years based on radiological criteria [10]. Even if wire 
mesh is used, defect size seems to limit the use of IBG.

The insertion of wire meshes into the area of segmen-
tal defects requires the additional detachment of muscles, 
which, in addition to direct muscle trauma, can also lead to 
denervation damage to the pelvitrochanteric muscles, due to 
damage to the variable superior gluteal nerve [11]. In addi-
tion, the size of the cancellous bone used is also critical, as 
small pieces of cancellous bone show greater early migration 
and thus lead to poorer primary stability than large pieces 
of cancellous bone [12]. Large bone grafts, however, have 
a poor revascularization at the poorly perfused acetabular 
roof, resulting in biomechanical failure in most cases.

Metallic augments and support shells have become estab-
lished in the treatment of segmental bone defects [1, 13], 
whereby metallic augments are primarily inserted without 
cement [14]. Supporting shells are screwed in place, con-
verting segmental defects into cavitary defects, and enlarge 
the contact area with the autochthonous bone without inte-
gration into the bone [15–17]. Despite the good results of 
metallic solutions and the simpler surgical technique com-
pared to IBG, IBG has a significant advantage. Ullmark et al. 
were able to show that, within the first postoperative months, 
revascularization of corticocancellous chips begins with the 

Fig. 2   Force–displacement diagram of pressure analysis reflecting 
migration

Fig. 3   Axial cup migration after 2500 simulated gait cycles with 
2.4kN load (*p < 0.0001)

Fig. 4   Torsional stiffness in Nm/° with an axial load of 0.5kN and a 
cyclic torsion moment of 0.6Nm (*p < 0.0001)
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formation of woven bones, which leads to a remodeling into 
vital bone [15, 18]. Thus, after IBG, 45 re-revisions showed 
a significantly lower Paprosky acetabular defect [19]. Such 
de-escalation of bone defects appears to be particularly 
relevant in the increasing revision burden of biologically 
younger patients.

In 1996, Sloof et al. used washed pieces of cancellous 
bone with a size of 7–10 mm, wire mesh and cement to eval-
uate the clinical outcome of acetabular defects by means of 
radiographic measurements [20, 21]. Peripheral and medial 
segmental defects/cup defects were converted into cavitary 
acetabular defects by installing a wire mesh, and a wire mesh 
was placed between the impacted cancellous bone layer and 
the cup [20, 21]. This technique turned out to be beneficial, 
because long-term results were achieved with a revision 
rate of only 6% after 13 years in patients under 50 years 
of age [9]. However, in biomechanical measurements they 
found that small pieces of cancellous bone caused greater 
cup migration when an axial pressure of 1.5 kN was applied 
than large pieces of cancellous bone [12]. On the other 
hand, our biomechanical load measurements demonstrate 
that medium-sized cancellous chips of 5 mm, which were 
washed and dried, resulted in optimal cup stability for seg-
mental defect angles up to 80° for Paprosky type IIB defects. 
The great advantage of medium-sized cancellous chips is the 
closer adaptation to the irregular acetabular defects, without 
gap formation.

In contrast to Sloof et al. we carried out three centrif-
ugations, including two hours of air drying in order to 
remove all liquids from the cancellous chips. In combina-
tion with layer-by-layer compaction of the cancellous bone 
chips using a counterclockwise milling machine of 38 mm 

using the Exeter technique, this prevented subsequent cup 
migration due to volume expansion of the cancellous bone 
chips.

In 2021, Garcia-Rey et al. showed that the technique of 
IBG in combination with cemented cups, which we also 
used, achieved a reduced re-revision rate of just 9.6% over 
a follow-up period of 9 years [19]. In this study, bone stock 
augmentation by IBG showed longer implant survival [19]. 
The combination of IBG and acetabular cementation could 
have led to permanent secondary stability through bone 
integration and thus to longer implant survival. It can be 
assumed that the use of IBG results in better infiltration of 
the cement into the cancellous bone chips, which results in 
a thinner cement layer, but better interlocking, promoting 
bone ingrowth into the prosthesis.

This results in greater surface contact with vital local 
bone, which could lead to the formation of braided bones 
through postoperative revascularization, better mechanical 
stability and remodeling into vital bone over a period of 
years [15, 18, 22].

Confirming this, Butscheidt et al. showed in 2021 in a 
postmortem analysis of human acetabula that impacted 
allograft cancellous bone chips demonstrated osseous 
integration in 91.3% after an in  situ retention time of 
10.3 ± 4.5 years. The ingrowth and increased trabecular 
density of the allograft cancellous bone chips were detected 
by HR-pQCT, histologic analysis and scanning electron 
microscopy [23].

In addition, the results of our rupture test show that the 
use of IBG in Paprosky type I acetabular defects achieved 
significantly greater implant stability, as compared to defect-
free acetabula without IBG.

Fig. 5   Torque until failure in 
Nm (*p < 0.0001)
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The present study shows that IBG achieves sufficient pri-
mary stability in Paprosky IIB defects up to a segmental 
defect angle of 80° even without additional wire meshes or 
metallic augmentations.

Critical to the methodology we used is that there was 
no measurement of the long-term stability of bone defect 
reduction by IBG.

Thus, osseous integration of cancellous bone chips was 
not demonstrated by evidence of bone consolidation.

This may be critical, especially in the main loading zone 
of the segmental defect.

Despite the similarity in macro- and microscopic struc-
ture of porcine and human hips, different acetabular loading 
is present. This is due to the quadrupedal gait.

Therefore, further investigation is required before clinical 
recommendations can be made.

Conclusion

Impacted cancellous bone-cement PE cups with Paprosky 
type IIB acetabular defects up to a defect angle of 80°, lack-
ing metal augmentation, are biomechanically equivalent to 
defect-free cups.

It should be emphasized that the composite system of 
cancellous bone–cement–PE cup achieves significantly bet-
ter biomechanical stability in Paprosky type I defects com-
pared to the defect-free cup without IBG with cemented cup.

Author contributions  All authors contributed to the study conception 
and design. Material preparation, data collection and analysis were 
performed by WN, FM, RS, LF, MG. The first draft of the manuscript 
was written by WN and MG and all authors commented on the previ-
ous versions of the manuscript. All authors read and approved the final 
manuscript.

Funding  Open Access funding enabled and organized by Projekt 
DEAL. The study was financed by budgetary funds.

Declarations 

Conflict of interest  The authors have no relevant financial or non-fi-
nancial interests to disclose.

Ethical approval  Ethical approval was not sought for the present study 
due to the usage of cadaveric porcine pelvic bones from a licensed 
abattoir post-mortem.

Informed consent  For this type of study, formal consent is not required.

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 

included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

	 1.	 Mancino F, Cacciola G, Di Matteo V, De Marco D, Greenberg 
A, Perisano A, Ma M, Sculco PK, Maccauro G, De Martino 
I (2020) Reconstruction options and outcomes for acetabular 
bone loss in revision hip arthroplasty. Orthop Rev 12(Suppl 
1):8655. https://​doi.​org/​10.​4081/​or.​2020.​8655

	 2.	 Brodt S, Jacob B, Nowack D, Zippelius T, Strube P, Matziolis G 
(2021) An isoelastic monoblock cup retains more acetabular and 
femoral bone than a modular press-fit cup: a Prospective Ran-
domized Controlled Trial. J Bone Joint Surg Am 103(11):992–
999. https://​doi.​org/​10.​2106/​JBJS.​19.​00787

	 3.	 Kuijpers MFL, Hannink G, Vehmeijer SBW, Van Steenbergen 
LN, Schreurs BW (2019) The risk of revision after total hip 
arthroplasty in young patients depends on surgical approach, 
femoral head size and bearing type; an analysis of 19,682 opera-
tions in the Dutch arthroplasty register. BMC Musculoskelet 
Disord 20(1):385. https://​doi.​org/​10.​1186/​s12891-​019-​2765-z

	 4.	 Ahmed GA, Ishaque B, Rickert M, Fölsch C (2018) Allogeneic 
bone transplantation in hip revision surgery: indications and 
potential for reconstruction. Orthopade 47(1):52–66. https://​doi.​
org/​10.​1007/​s00132-​017-​3506-3

	 5.	 Shon WY, Santhanam SS, Choi JW (2016) Acetabular recon-
struction in total hip arthroplasty. Hip Pelvis 28(1):1–14. https://​
doi.​org/​10.​5371/​hp.​2016.​28.1.1

	 6.	 Xiao Q, Wang H, Zhou K, Wang D, Ling T, Pei F, Zhou Z 
(2019) The mid-long term results of reconstructional cage and 
morselized allografts combined application for the Paprosky 
type III acetabular bone defects in revision hip arthroplasty. 
BMC Musculoskelet Disord 20(1):517. https://​doi.​org/​10.​1186/​
s12891-​019-​2915-3

	 7.	 Fölsch C, Bok J, Krombach GA, Rickert M, Ulloa CAF, Ahmed 
GA, Kampschulte M, Jahnke A (2020) Influence of antibiotic pel-
lets on pore size and shear stress resistance of impacted native and 
thermodisinfected cancellous bone: an in vitro femoral impac-
tion bone grafting model. J Orthop 22:414–421. https://​doi.​org/​
10.​1016/j.​jor.​2020.​09.​011

	 8.	 Pierannunzii L, Zagra L (2017) Bone grafts, bone graft extenders, 
substitutes and enhancers for acetabular reconstruction in revision 
total hip arthroplasty. EFORT Open Rev 1(12):431–439. https://​
doi.​org/​10.​1302/​2058-​5241.​160025

	 9.	 Schreurs BW, van Tienen TG, Buma P, Verdonschot N, Gardeniers 
JW, Slooff TJ (2001) Favorable results of acetabular reconstruc-
tion with impacted morsellized bone grafts in patients younger 
than 50 years: a 10- to 18-year follow-up study of 34 cemented 
total hip arthroplasties. Acta Orthop Scand 72(2):120–126. https://​
doi.​org/​10.​1080/​00016​47013​17323​354

	10.	 Gilbody J, Taylor C, Bartlett GE, Whitehouse SL, Hubble MJ, 
Timperley AJ, Howell JR, Wilson MJ (2014) Clinical and radio-
graphic outcomes of acetabular impaction grafting without cage 
reinforcement for revision hip replacement: a minimum ten-year 
follow-up study. Bone Joint J 96-B(2):188–194. https://​doi.​org/​
10.​1302/​0301-​620X.​96B2.​32121

	11.	 Hasija R, Kelly JJ, Shah NV, Newman JM, Chan JJ, Robinson J, 
Maheshwari AV (2018) Nerve injuries associated with total hip 
arthroplasty. J Clin Orthop Trauma 9(1):81–86. https://​doi.​org/​10.​
1016/j.​jcot.​2017.​10.​011

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.4081/or.2020.8655
https://doi.org/10.2106/JBJS.19.00787
https://doi.org/10.1186/s12891-019-2765-z
https://doi.org/10.1007/s00132-017-3506-3
https://doi.org/10.1007/s00132-017-3506-3
https://doi.org/10.5371/hp.2016.28.1.1
https://doi.org/10.5371/hp.2016.28.1.1
https://doi.org/10.1186/s12891-019-2915-3
https://doi.org/10.1186/s12891-019-2915-3
https://doi.org/10.1016/j.jor.2020.09.011
https://doi.org/10.1016/j.jor.2020.09.011
https://doi.org/10.1302/2058-5241.160025
https://doi.org/10.1302/2058-5241.160025
https://doi.org/10.1080/000164701317323354
https://doi.org/10.1080/000164701317323354
https://doi.org/10.1302/0301-620X.96B2.32121
https://doi.org/10.1302/0301-620X.96B2.32121
https://doi.org/10.1016/j.jcot.2017.10.011
https://doi.org/10.1016/j.jcot.2017.10.011


1359Archives of Orthopaedic and Trauma Surgery (2023) 143:1353–1359	

1 3

	12.	 Bolder SB, Schreurs BW, Verdonschot N, van Unen JM, Garde-
niers JW, Slooff TJ (2003) Particle size of bone graft and method 
of impaction affect initial stability of cemented cups: human 
cadaveric and synthetic pelvic specimen studies. Acta Orthop 
Scand 74(6):652–657. https://​doi.​org/​10.​1080/​00016​47031​00181​
44

	13.	 Ebied AM, Ebied AA, Marei S, Smith E (2019) Enhancing biol-
ogy and providing structural support for acetabular reconstruc-
tion in single-stage revision for infection. J Orthop Traumatol 
20(1):23. https://​doi.​org/​10.​1186/​s10195-​019-​0530-6

	14.	 Flecher X, Paprosky W, Grillo JC, Aubaniac JM, Argenson 
JN (2010) Do tantalum components provide adequate primary 
fixation in all acetabular revisions? Orthop Traumatol Surg Res 
96(3):235–241. https://​doi.​org/​10.​1016/j.​otsr.​2009.​11.​014

	15.	 van der Donk S, Buma P, Slooff TJ, Gardeniers JW, Schreurs BW 
(2002) Incorporation of morselized bone grafts: a study of 24 
acetabular biopsy specimens. Clin Orthop Relat Res 396:131–141. 
https://​doi.​org/​10.​1097/​00003​086-​20020​3000-​00022

	16.	 van der Donk S, Buma P, Verdonschot N, Schreurs BW (2002) 
Effect of load on the early incorporation of impacted morsellized 
allografts. Biomaterials 23(1):297–303. https://​doi.​org/​10.​1016/​
s0142-​9612(01)​00108-9

	17.	 Toms AD, Barker RL, Jones RS, Kuiper JH (2004) Impaction 
bone-grafting in revision joint replacement surgery. J Bone Joint 
Surg Am 86(9):2050–2060. https://​doi.​org/​10.​2106/​00004​623-​
20040​9000-​00028

	18.	 Ullmark G, Obrant KJ (2002) Histology of impacted bone-graft 
incorporation. J Arthroplasty 17(2):150–157. https://​doi.​org/​10.​
1054/​arth.​2002.​29393

	19.	 Garcia-Rey E, Saldaña L, Garcia-Cimbrelo E (2021) Impac-
tion bone grafting in hip re-revision surgery. Bone Joint J. 103-
B(3):492–499. https://​doi.​org/​10.​1302/​0301-​620X.​103B3.​BJJ-​
2020-​1228.​R1

	20.	 Slooff TJ, Buma P, Schreurs BW, Schimmel JW, Huiskes R, 
Gardeniers J (1996) Acetabular and femoral reconstruction with 
impacted graft and cement. Clin Orthop Relat Res 324:108–115. 
https://​doi.​org/​10.​1097/​00003​086-​19960​3000-​00013

	21.	 Verdonschot N, Buma P, Gardeniers J, Schreurs BW (2005) Basics 
of the impaction bone-grafting technique in the acetabulum. In: 
Wirtz C, Rader C, Reichel H (eds) Modulare Revisionsendopro-
thetik des Hüftgelenks. Springer-Verlag, Heidelberg, pp 50–58. 
https://​doi.​org/​10.​1007/​978-3-​540-​75649-1

	22.	 Avci S, Connors N, Petty W (1998) 2- to 10-year follow-up study 
of acetabular revisions using allograft bone to repair bone defects. 
J Arthroplasty 13(1):61–69. https://​doi.​org/​10.​1016/​s0883-​
5403(98)​90076-6

	23.	 Butscheidt S, von Kroge S, Stürznickel J, Beil FT, Gehrke T, 
Püschel K, Amling M, Hahn M, Rolvien T (2021) Allograft chip 
incorporation in acetabular reconstruction: multiscale characteri-
zation revealing osteoconductive capacity. J Bone Joint Surg Am 
103(21):1996–2005. https://​doi.​org/​10.​2106/​JBJS.​20.​01943

Publisher's Note  Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.1080/00016470310018144
https://doi.org/10.1080/00016470310018144
https://doi.org/10.1186/s10195-019-0530-6
https://doi.org/10.1016/j.otsr.2009.11.014
https://doi.org/10.1097/00003086-200203000-00022
https://doi.org/10.1016/s0142-9612(01)00108-9
https://doi.org/10.1016/s0142-9612(01)00108-9
https://doi.org/10.2106/00004623-200409000-00028
https://doi.org/10.2106/00004623-200409000-00028
https://doi.org/10.1054/arth.2002.29393
https://doi.org/10.1054/arth.2002.29393
https://doi.org/10.1302/0301-620X.103B3.BJJ-2020-1228.R1
https://doi.org/10.1302/0301-620X.103B3.BJJ-2020-1228.R1
https://doi.org/10.1097/00003086-199603000-00013
https://doi.org/10.1007/978-3-540-75649-1
https://doi.org/10.1016/s0883-5403(98)90076-6
https://doi.org/10.1016/s0883-5403(98)90076-6
https://doi.org/10.2106/JBJS.20.01943

	Impaction bone grafting for segmental acetabular defects: a biomechanical study
	Abstract
	Introduction 
	Materials and methods 
	Results 
	Conclusions 

	Introduction
	Materials and methods
	Bone preparation
	Cup preparation
	Biomechanical measurements
	Pressure analysis
	Torsion analysis
	Breakout analysis
	Statistical analysis

	Results
	Discussion
	Conclusion
	References




