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Abstract: Background and Objectives: Total hip arthroplasty (THA) is considered the most successful
surgical procedure in orthopedics. However, dislocation remains the main indication for surgical
revision. New designs of dual mobility cups (DMC) have lowered the classical complications and
have extended the indications of DMC in elective surgeries. Our aim is to assess the trend of
DMC indications in THA as well as the incidence of their dislocation. Materials and Methods: We
retrospectively reviewed all patients undergoing THA with DMC during the years 2015 and 2021.
The original indication for DMC included patients sustaining neck of femur fractures (NOF#) and
associated risk factors for dislocations. Five years later, DMC was considered our standard of care
in total hip arthroplasty. The approach (anterolateral or posterolateral) was chosen by the surgeon
according to his/her preferences, as was the implant. Data collected included patients’ demographics,
diagnosis, admission time, surgical approach, cup models, and inclination and complications. Patients
sustaining a hip dislocation were prospectively reviewed and assessed for treatment received, new
dislocations, and need for surgical revision. Two groups were created for the analysis according to
the presence or absence of dislocation during follow-up. Results: In the analysis, 531 arthroplasties
were included (mean age 72.2 years) with a mean follow-up of 2.86 years. The trend of indications for
DMC increased from 16% of THA in 2015 to 78% of THA in 2021. We found a total of 8 dislocations
(1.5%), none of them associated with elective surgery. Closed reduction was unsatisfactory in four
cases (50%). There was one case of intraprosthetic dislocation. Dislocations were associated to smaller
heads (22 mm) (1.5% vs. 25%, p = 0.008) and cups (51.2 mm vs. 48.7 mm, p = 0.038) and posterior
approach (62.5% vs. 37.5%, p = 0.011). Conclusion: Dual mobility cups are a great option to reduce the
risk of dislocation after a THA both in the neck of femur fractures and elective cases. The use of an
anterolateral approach in THA after a neck or femur fracture might considerably decrease the risk
of dislocation.

Keywords: hip; arthroplasty; replacement; dual mobility

1. Introduction

Total hip arthroplasty (THA) is the most successful surgical procedure in our specialty
nowadays, as it improves the patients’ quality of life due to the reduction of pain and
enhancement of function [1,2]. In the meantime, more than 450,000 THA are performed in
the United States every year [3]; whereas in Spain, nearly 46,000 THA were implanted in
the year 2017 [4].
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Due to the increase in life expectancy, in the year 2030, it is anticipated an increase as
high as 174% in the demand for THA in the United States when compared with data from
the year 2005 [2], reaching 572,000 hip replacements every year [5].

Dislocation is the most common indication for THA revision during the first year [1,2],
with an incidence up to 4% after a primary THA and 25% after a revision surgery [5]. We
can divide the risk factors into two groups: those related to the patient and those related
to the surgery itself [5,6]. The former include neuromuscular disease, obesity, cognitive
impairment [2,5], age above 75 years, previous hip surgery [1], spinal fusion, THA after
a femur fracture or vascular necrosis, and rheumatoid arthritis [5]; the latter includes
approach (posterior approach is related to a higher incidence of dislocation), malposition of
components, inadequate tension of the soft tissues and smaller femoral head implants [5].

Over time, different strategies and techniques have been developed to reduce the risk
of instability after THA, such as posterior soft tissue repair in the posterior approach [7].
Moreover, few design modifications of the implants can contribute to avoiding dislocations:
higher diameter femoral heads [8] and constrained cups [5]. However, handling instability
might be a controversial issue, especially in patients in which the cause is not clear and in
those presenting with abductor deficiency [9].

The dual mobility concept was introduced by Gilles Bousquet and Andrè Rambert
in France in 1974 to prevent arthroplasties from being dislocated [10]. Dual mobility cups
include an additional bearing interposing a mobile polyethylene component (liner) between
the femoral prosthetic head and the acetabular shell. It is the perfect combination of Charn-
ley’s principle of low friction and McKee-Farrar concept of increasing stability with a higher
diameter femoral head [2,11]. In this type of prosthesis, we can find two articulations: a
smaller one between the prosthetic head and the polyethylene, and a bigger joint between
the polyethylene head and the acetabular cup. Most of the hip movement will be performed
by the smaller joint, while the bigger joint participates in cases with a broader range of
motion in which the stem neck gets in contact with the polyethylene head [3,12].

The first designs of dual mobility bearings showed wearing and intraprosthetic disloca-
tion as the main complications, thus their application was indicated in very few cases [3,13].
Wearing might happen in three different zones: smaller and bigger joints, already de-
scribed, and the surface between the stem neck and the polyethylene head. The majority
of the concerns regarding the wearing and survivorship of dual mobility THA involved
the latter [14], but in 2011, Vielpeau et al. concluded that wearing is comparable to the
observed in standard THA [15]. On the other hand, intraprosthetic dislocation is defined
as the separation of the prosthetic femoral head from the polyethylene that holds it, most
of the time, secondary to excessive wearing of the polyethylene. Other publications have
addressed the cause for this dislocation as: cup loosening, liner blockage by extrinsic factors,
or absence of arthrofibrosis [16]. As new designs of dual mobility cups have emerged,
several publications have demonstrated that these complications belong to the past and
should not determine a contraindication for a dual mobility cup THA [3,15,16].

The aim of our study is to assess the trend of dual mobility cups indications in THA in
our department as well as the incidence of their dislocation.

2. Materials and Methods

We performed a retrospective analysis of all consecutive patients who underwent total
hip replacement with dual mobility cups in our Orthopedic Surgery Department between
2015 and the first quarter of 2021. In our department, we started using dual mobility cups
in 2015, indicated at first in patients sustaining intracapsular fractures and presenting
factors associated with dislocation such as frailty, limb weakness or paresis, Parkinson’s
disease, or other neurologic disorders. The indication for dual mobility cups was extended
to revision surgeries and all intracapsular fractures in 2016. In 2017, we used dual mo-
bility cups in primary total hip replacements in cases of secondary osteoarthritis due to
hip dysplasia or Perthes disease. Indications were progressively broadened and three
years later, in 2020, dual mobility cups were considered our standard of care in total hip
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arthroplasty [10,17]. All surgeries were performed under spinal anesthesia with hyperbaric
bupivacaine unless contraindicated or previous spine fusion surgery. The approach (antero-
lateral or posterolateral) was chosen by the surgeon according to his/her preferences, as
was the implant (Avantage®Dual Mobility Cup System, Zimmer-Biomet, Warsaw, Indiana,
USA; Apogée®Dual Mobility Cup, Biotechni, La Ciotat, France; G7®Acetabular System,
Zimmer-Biomet, Warsaw, IN, USA). In all the cases, a cementless technique was chosen,
both for the cup and the stem. One day after the surgery, a blood test and an X-ray was
taken. If hemoglobin levels were above 8.5 g% and the X-ray was satisfactory, patients were
allowed to seat on a chair. Ambulation was usually started 48 h after surgery with the aid
of two walking crutches or a walking frame according to patients’ capabilities.

Data collected included patients’ demographics, main diagnosis, laterality, admission
time, surgical approach, cup models, cup angulation in the anteroposterior (AP) radiological
view, surgical complications (during surgery and in the post-op), and other complications.
A minimum follow-up of 12 months was set. Inclusion criteria included all patients in
which a dual mobility cup was implanted during surgery. Patients in which a single
mobility cup was used or with a follow-up of less than 12 months were excluded from
the analysis.

As the main objective of our study was to assess the incidence of dislocation of dual
mobility cups, patients sustaining a hip dislocation were prospectively reviewed and
assessed for treatment received, new dislocations, and need for surgical revision. Two
groups were created for the analysis according to the presence or absence of dislocation
during follow-up.

Statistical Analysis

Data was collected in a Microsoft®Excel spreadsheet (Microsoft®Excel for Mac v. 16,
Microsoft, Redmond, WA, USA) and statistical analysis was performed with SPSS (IBM®

SPSS® Statistics for Mac v.25, Armonk, NY, USA). Parametric and non-parametric tests
were used as required. Significance was considered for a p-value below 0.05.

3. Results

A total of 531 arthroplasties were included in the analysis. The mean age was of
72.2 years [range: 19–93; standard deviation (SD): 11.7], 198 (37.3%) male and 333 (62.7%)
female. The mean follow-up was 2.86 years [range: 0.5–6.94 years; SD: 1.69]. The distri-
bution of the implanted cups was as follows: Avantage: 79 cases (14.9%), G7: 365 cases
(68.8%), and Apogée: 87 cases (16.4%).

The trend in the indications for dual mobility cups is shown in Figure 1 as a com-
parison between the total hip replacements performed in our department and the cases
in which dual mobility cups were implanted. We found a total of 8 dislocations (1.5%).
A closed reduction under general anesthesia was attempted in all cases. However, this
was unsatisfactory in 4 cases (50%) which needed an open reduction. The open reduc-
tion was associated with other surgical techniques such as implant revision, removal, or
osteosynthesis in 3 cases. (Table 1).

We then proceeded to compare both groups (those sustaining a dislocation and those
who did not) in order to find possible risk factors related to this event. The results are
shown in Table 2.
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Table 1. Summary of all patients sustaining a dislocation.

ID Cup Time after
Index Surgery Mechanism Reduction Redislocation Remarks Need for

Revision
Functional

Status (Parker)

1 G7 5 Atraumatic Closed - No Walks with one
simple aid

2 G7 45 Atraumatic Closed 26 days after Death < 1 year No Walks with walking
frame

3 G7 1 Atraumatic Open 4 days after Death < 1 year

1st episode:
Stem and

Cup revision
2nd episode:
Girdlestone

No walking

4 Apogee 13 Traumatic Open No walking

5 G7 6 Atraumatic Closed 1 day after
9 days after

2nd episode:
Cup revision
3rd episode:
Cup revision

No walking

6 G7 72 Atraumatic Closed Walks with one
simple aid

7 G7 376 Traumatic Open Intraprosthetic
dislocation

Revision of
dual

mobility
head

Walks with walking
frame

8 G7 23 Atraumatic Open

Dislocation
associated with
Vancouver B2

fracture

Revision of
stem

Walks with one
simple aid
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Table 2. Risk factors associated with a dislocation event. Group A: patients who did not sustain a
dislocation). Group B: patients who presented a dislocation during follow-up.

Group A
(Non Dislocated)

n = 523

Group B
(Dislocated)

n = 8
p Value

Age (years) 72.0 (SD: 11.7) 78.49 (SD: 5.96) 0.122

Sex (%) Male: 197 (37.6%)
Female: 326 (62.4%)

Male: 2 (0.25%)
Female: 6 (0.75%) 0.716

Side Left: 261 (49.9%)
Right: 262 (51.1%)

Left: 4 (50%)
Right: 4 (50%) 1

Indication NOF#: 247 (47.2%)
HOA: 276 (52.8%)

NOF#: 8 (100%)
HOA: 0 0.003

Head size (mm) 28 mm: 515 (98.5%)
22 mm: 8 (1.5%)

28 mm: 6 (75%)
22 mm: 2 (25%) 0.008

Cup size (mm) 51.2 (SD: 3.34) 48.7 (SD: 2.81) 0.038

Cup inclination (◦) 44.8 (SD: 7.86) 41.9 (SD: 6.83) 0.299

Surgical time (min) 73.8 (SD: 23.72) 75 (SD: 13.09) 0.890

Approach WJ: 421 (80.5%)
PL: 102 (19.5%)

WJ: 3 (37.5%)
PL: 5 (62.5%) 0.011

Length of stay (days) 7.1 (SD: 3.43) 11.7 (SD: 7.74) <0.0001

Mortality (1 year) 25 (4.7%) 2 (25%) 0.06
NOF#: Neck of Femur Fracture (intracapsular). HOA (Hip Osteoarthritis, primary or secondary to Perthes
Disease, Dysplasia, Avascular Necrosis. . . ). WJ: Watson Jones anterolateral modified approach. PL: Posterolateral
Moore approach.

Statistically significant results were observed regarding the primary diagnosis, as
all the dislocation events appeared in patients who had presented with an intracapsular
neck of femur fracture (NOF#) (p = 0.003). Dislocations were more frequent in patients
who had been implanted with smaller heads (22 mm) (1.5% vs. 25%, p = 0.008) and
cups (51.2 mm vs. 48.7 mm; p = 0.038) as well as in patients operated through a posterior
approach (62.5% vs. 37.5%; p = 0.011). The incidence of dislocation with regard to the
approach was 4.6% in the posterior approach and 0.7% in the anterolateral approach. The
mean time until the first dislocation was of 67.6 days [1–376 days; SD: 126.92]. Half of the
patients underwent a satisfactory closed reduction under general anesthesia, whereas the
other half needed an open surgical reduction. In three cases, the dislocation was presented
during the admission time after hip replacement surgery. In three cases, dislocation was
recurrent. This was more frequent in those cases with early presentation (mean time
until the first dislocation in recurrent instability: 17.33 days). There was one case of
intraprosthetic dislocation, which appeared after minor trauma (simple fall) 376 days after
the index surgery. A closed reduction was attempted, but while the ceramic head could be
introduced inside the cup, the polyethylene remained outside of it (Figures 2 and 3).

Hospital admission time was longer in patients who presented dislocation (7.1 vs. 11.7 days;
p < 0.001) as could be expected due to the early occurrence in 3 cases, during admission time of
the index hip replacement surgery.
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4. Discussion

Our results are comparable to those described in the bibliography with a dislocation
rate of 0% in primary total hip arthroplasty and 3.1% after a NOF#. In the systematic review
and meta-analysis conducted by Cha et al., the overall dislocation rate of dual mobility cups
after a NOF# was 4% [18]. This result is slightly higher than the 2.7% reported by Cnudde
et al. with data from the Swedish Registry regarding patients with a neurological disease
who sustained a NOF# [19]. Concerns regarding the generalized use of dual mobility cups
have arisen especially in relation to intraprosthetic dislocation [3,20] and the possibility
of excessive wearing [5]. Contemporary dual mobility cups including a better design and
more important, stabilized and highly cross-linked polyethylene, have contributed to the
spread of the indications including primary total hip arthroplasties, with excellent results in
the cohort study reported by Epinette with a dislocation rate of 0% favoring dual mobility
cups [21]. Other authors such as Vigdorchik et al. reproduced these results in the United
States [22]. The trend has been noted as well in our very own department, in which we
started using dual mobility cups in patients with an increased risk of dislocation [23,24]
such as cerebral palsy, hip dysplasia, Perthes’ disease, and NOF# extending the indications
as long as good results were reported and also observed and analyzed in our own series of
patients. Nowadays, dual mobility is the choice of most surgeons in their primary THA, as
new cup designs offer good press-fit with primary fixation and the versatility of holes for
screws when needed [1]. Moreover, its use has been described as cost-effective [25,26].

With regards to the approach, a statistically significant result was observed, being the
posterior approach a risk factor for dislocation after THA (4.6 vs. 0.7%) as was described by
Matharu et al. with data from the National Joint Registry from England, Wales, Northern
Island, and the Isle of Man [27,28] and was confirmed to be the most important risk factor
for dislocation in the study of Cnudde et al., which involved dual mobility cups [19].

Bigger heads (and hence, bigger cups) significantly reduce the risk for dislocation in
elective THA. This is a commonly accepted rule that has been described in the medical
literature before [29]. However, there is still controversy regarding the relationship between
the size of the head and the risk of dislocation when THA is indicated after a NOF# [30]. In
our series, when adjusting for indication, we did observe a statistically significant higher
risk of dislocation when the head diameter was 22 mm instead of 28 mm (p = 0.034).

Modular cups were chosen in 68.8% of patients and were responsible for 7 (87.5%) of
the observed dislocations (p = 0.445). Although our results are not significant, there is a
trend in the European orthopedic community led by Aslanian and Tigani which suggest
that modular cups are related to an increased risk of dislocation due to the reduction of the
jumping distance secondary to the significant increase of the global thickness of the metal
cup [31–34].

We had one case of intraprosthetic dislocation. We cannot confirm whether it was
produced during the traumatic event that produced the dislocation or during the closed
reduction maneuvers, as the CT scan was only performed after the reduction attempt
(Figure 2). Theories regarding this event include polyethylene wear as the leading cause,
followed by aseptic loosening or blocked articulation between the liner and the metal cup
due to arthrofibrosis or heterotopic ossifications [3,20]. Additionally, modular cups have
been related to intraprosthetic dislocations due to the possibility of corrosion between the
titanium cup and the chrome-cobalt metal insert [31]. Early intraprosthetic dislocations
have been considered by these authors to be caused by a mechanical failure of the retentive
rim. As there were only 376 days between the dislocation and the index surgery, with
normal X-rays during follow up, we do believe that it might have been an iatrogenic
intraprosthetic dislocation, in which the liner might have been gripped by the edge of the
cup during the reduction maneuvers of the primary dislocation [3]. This event might have
been influenced by the design of the retentive polyethylene [32].

Our research limitations involve the low number of dislocation events observed (n = 8)
which may not be enough to support all the research findings.
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5. Conclusions

Dual mobility cups are a great option to reduce the risk of dislocation after a THA
both in the neck of femur fractures and elective cases. The use of an anterolateral approach
in THA after a neck or femur fracture might considerably decrease the risk of dislocation.

Author Contributions: Conceptualization, I.A.-M. and M.G.-A.; Data Collection: D.F.-D., J.D.-R.,
S.V.-L. and A.E.-R.; Formal Analysis, S.V.C.-N.; Writing—Original Draft Preparation, A.E.S.-P. and
I.d.B.-S.; Writing—Review & Editing, I.A.-M. and M.G.-A. All authors have read and agreed to the
published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Informed consent was obtained from all subjects involved in this
study to undergo surgery and be included in the registry.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. De Martino, I.; D’Apolito, R.; Soranoglou, V.G.; Poultsides, L.A.; Sculco, P.K.; Sculco, T.P. Dislocation Following Total Hip

Arthroplasty Using Dual Mobility Acetabular Components: A Systematic Review. Bone Jt. J. 2017, 99-B, 18–24. [CrossRef]
[PubMed]

2. Cuthbert, R.; Wong, J.; Mitchell, P.; Kumar Jaiswal, P. Dual Mobility in Primary Total Hip Arthroplasty: Current Concepts. EFORT
Open Rev. 2019, 4, 640–646. [CrossRef] [PubMed]

3. Hermena, S.; Tawfeek, W.; Latimer, P. Intraprosthetic Dislocation of Dual-Mobility Total Hip Arthroplasty: The Unforeseen
Complication. Cureus 2021, 13, e19858. [CrossRef] [PubMed]

4. Portal Estadístico. Registry of Activity in Specialized Health Care. RAE-CMBD. Madrid. Ministry of Health. Government of Spain.
Available online: https://www.Sanidad.Gob.Es/EstadEstudios/Estadisticas/Cmbdhome.Htm (accessed on 10 January 2022).

5. Blakeney, W.G.; Epinette, J.-A.; Vendittoli, P.-A. Dual Mobility Total Hip Arthroplasty: Should Everyone Get One? EFORT Open
Rev. 2019, 4, 541–547. [CrossRef] [PubMed]

6. Vajapey, S.P.; Fideler, K.L.; Lynch, D.; Li, M. Use of Dual Mobility Components in Total Hip Arthroplasty: Indications and
Outcomes. J. Clin. Orthop. Trauma 2020, 11, S760–S765. [CrossRef] [PubMed]

7. Kunutsor, S.K.; Barrett, M.C.; Beswick, A.D.; Judge, A.; Blom, A.W.; Wylde, V.; Whitehouse, M.R. Risk Factors for Dislocation
after Primary Total Hip Replacement: A Systematic Review and Meta-Analysis of 125 Studies Involving Approximately Five
Million Hip Replacements. Lancet Rheumatol. 2019, 1, e111–e121. [CrossRef]

8. Dubin, J.A.; Westrich, G.H. Lack of Early Dislocation for Dual Mobility vs. Fixed Bearing Total Hip Arthroplasty: A Multi-Center
Analysis of Comparable Cohorts. J. Orthop. 2020, 21, 1–5. [CrossRef]

9. Darrith, B.; Courtney, P.M.; Della Valle, C.J. Outcomes of Dual Mobility Components in Total Hip Arthroplasty: A Systematic
Review of the Literature. Bone Jt. J. 2018, 100-B, 11–19. [CrossRef]

10. Assi, C.; Barakat, H.; Mansour, J.; Samaha, C.; Yammine, K. Primary Total Hip Arthroplasty: Mid-Term Outcomes of Dual-Mobility
Cups in Patients at High Risk of Dislocation. HIP Int. 2021, 31, 174–180. [CrossRef]

11. Pituckanotai, K.; Arirachakaran, A.; Tuchinda, H.; Putananon, C.; Nualsalee, N.; Setrkraising, K.; Kongtharvonskul, J. Risk of
Revision and Dislocation in Single, Dual Mobility and Large Femoral Head Total Hip Arthroplasty: Systematic Review and
Network Meta-Analysis. Eur. J. Orthop. Surg. Traumatol. 2018, 28, 445–455. [CrossRef]

12. Mufarrih, S.H.; Qureshi, N.Q.; Masri, B.; Noordin, S. Outcomes of Total Hip Arthroplasty Using Dual-Mobility Cups for Femoral
Neck Fractures: A Systematic Review and Meta-Analysis. HIP Int. 2021, 31, 12–23. [CrossRef] [PubMed]

13. Young, J.R.; O’Connor, C.M.; Anoushiravani, A.A.; DiCaprio, M.R. The Use of Dual Mobility Implants in Patients Who Are at
High Risk for Dislocation After Primary Total Hip Arthroplasty. JBJS Rev. 2020, 8, e20.00028. [CrossRef] [PubMed]

14. Prudhon, J.-L.; Ferreira, A.; Verdier, R. Dual Mobility Cup: Dislocation Rate and Survivorship at Ten Years of Follow-Up. Int.
Orthop. 2013, 37, 2345–2350. [CrossRef] [PubMed]

15. Vielpeau, C.; Lebel, B.; Ardouin, L.; Burdin, G.; Lautridou, C. The Dual Mobility Socket Concept: Experience with 668 Cases. Int.
Orthop. 2011, 35, 225–230. [CrossRef]

16. Acker, A.; Fischer, J.-F.; Aminian, K.; Lécureux, E.; Jolles, B.M. Total Hip Arthroplasty Using a Cementless Dual-Mobility Cup
Provides Increased Stability and Favorable Gait Parameters at Five Years Follow-Up. Orthop. Traumatol. Surg. Res. 2017, 103,
21–25. [CrossRef]

17. Batailler, C.; Fary, C.; Verdier, R.; Aslanian, T.; Caton, J.; Lustig, S. The Evolution of Outcomes and Indications for the Dual-Mobility
Cup: A Systematic Review. Int. Orthop. 2017, 41, 645–659. [CrossRef]

http://doi.org/10.1302/0301-620X.99B1.BJJ-2016-0398.R1
http://www.ncbi.nlm.nih.gov/pubmed/28042114
http://doi.org/10.1302/2058-5241.4.180089
http://www.ncbi.nlm.nih.gov/pubmed/31754471
http://doi.org/10.7759/cureus.19858
http://www.ncbi.nlm.nih.gov/pubmed/34963863
https://www.Sanidad.Gob.Es/EstadEstudios/Estadisticas/Cmbdhome.Htm
http://doi.org/10.1302/2058-5241.4.180045
http://www.ncbi.nlm.nih.gov/pubmed/31598332
http://doi.org/10.1016/j.jcot.2020.07.035
http://www.ncbi.nlm.nih.gov/pubmed/32999552
http://doi.org/10.1016/S2665-9913(19)30045-1
http://doi.org/10.1016/j.jor.2020.02.006
http://doi.org/10.1302/0301-620X.100B1.BJJ-2017-0462.R1
http://doi.org/10.1177/1120700019889031
http://doi.org/10.1007/s00590-017-2073-y
http://doi.org/10.1177/1120700020926652
http://www.ncbi.nlm.nih.gov/pubmed/32513027
http://doi.org/10.2106/JBJS.RVW.20.00028
http://www.ncbi.nlm.nih.gov/pubmed/32960028
http://doi.org/10.1007/s00264-013-2067-2
http://www.ncbi.nlm.nih.gov/pubmed/24026216
http://doi.org/10.1007/s00264-010-1156-8
http://doi.org/10.1016/j.otsr.2016.09.020
http://doi.org/10.1007/s00264-016-3377-y


Medicina 2022, 58, 528 9 of 9

18. Cha, Y.-H.; Yoo, J.-I.; Kim, J.-T.; Park, C.-H.; Ahn, Y.-S.; Choy, W.-S.; Ha, Y.-C.; Koo, K.-H. Dual Mobility Total Hip Arthroplasty in
the Treatment of Femoral Neck Fractures. Bone Jt. J. 2020, 102, 10. [CrossRef]

19. Cnudde, P.H.J.; Nåtman, J.; Hailer, N.P.; Rogmark, C. Total, Hemi, or Dual-Mobility Arthroplasty for the Treatment of Femoral
Neck Fractures in Patients with Neurological Disease: Analysis of 9,638 Patients from the Swedish Hip Arthroplasty Register.
Bone Jt. J. 2022, 104-B, 134–141. [CrossRef]

20. Philippot, R.; Boyer, B.; Farizon, F. Intraprosthetic Dislocation: A Specific Complication of the Dual-Mobility System. Clin. Orthop.
2013, 471, 965–970. [CrossRef]

21. Epinette, J.-A. Clinical Outcomes, Survivorship and Adverse Events with Mobile-Bearings versus Fixed-Bearings in Hip
Arthroplasty-a Prospective Comparative Cohort Study of 143 ADM versus 130 Trident Cups at 2 to 6-Year Follow-Up. J.
Arthroplast. 2015, 30, 241–248. [CrossRef]

22. Vigdorchik, J.M.; D’Apuzzo, M.R.; Markel, D.C.; Malkani, A.L.; Raterman, S.; Sharpe, K.P.; Cornell, C.N.; Westrich, G.H. Lack of
Early Dislocation Following Total Hip Arthroplasty with a New Dual Mobility Acetabular Design. Hip Int. J. Clin. Exp. Res. Hip
Pathol. Ther. 2015, 25, 34–38. [CrossRef] [PubMed]

23. Raphael, B.S.; Dines, J.S.; Akerman, M.; Root, L. Long-Term Followup of Total Hip Arthroplasty in Patients with Cerebral Palsy.
Clin. Orthop. 2010, 468, 1845–1854. [CrossRef] [PubMed]

24. Tarasevicius, S.; Robertsson, O.; Dobozinskas, P.; Wingstrand, H. A Comparison of Outcomes and Dislocation Rates Using Dual
Articulation Cups and THA for Intracapsular Femoral Neck Fractures. Hip Int. J. Clin. Exp. Res. Hip Pathol. Ther. 2013, 23, 22–26.
[CrossRef] [PubMed]

25. Barlow, B.T.; McLawhorn, A.S.; Westrich, G.H. The Cost-Effectiveness of Dual Mobility Implants for Primary Total Hip Arthro-
plasty: A Computer-Based Cost-Utility Model. J. Bone Jt. Surg. 2017, 99, 768–777. [CrossRef] [PubMed]

26. Epinette, J.-A.; Lafuma, A.; Robert, J.; Doz, M. Cost-Effectiveness Model Comparing Dual-Mobility to Fixed-Bearing Designs for
Total Hip Replacement in France. Orthop. Traumatol. Surg. Res. OTSR 2016, 102, 143–148. [CrossRef]

27. Enocson, A.; Hedbeck, C.-J.; Tidermark, J.; Pettersson, H.; Ponzer, S.; Lapidus, L.J. Dislocation of Total Hip Replacement in
Patients with Fractures of the Femoral Neck. Acta Orthop. 2009, 80, 184–189. [CrossRef]

28. Matharu, G.S.; Judge, A.; Deere, K.; Blom, A.W.; Reed, M.R.; Whitehouse, M.R. The Effect of Surgical Approach on Outcomes
Following Total Hip Arthroplasty Performed for Displaced Intracapsular Hip Fractures: An Analysis from the National Joint
Registry for England, Wales, Northern Ireland and the Isle of Man. J. Bone Jt. Surg. Am. 2020, 102, 21–28. [CrossRef]

29. Tsikandylakis, G.; Mohaddes, M.; Cnudde, P.; Eskelinen, A.; Kärrholm, J.; Rolfson, O. Head Size in Primary Total Hip Arthroplasty.
EFORT Open Rev. 2018, 3, 225–231. [CrossRef]

30. Cebatorius, A.; Robertsson, O.; Stucinskas, J.; Smailys, A.; Leonas, L.; Tarasevicius, S. Choice of Approach, but Not Femoral Head
Size, Affects Revision Rate Due to Dislocations in THA after Femoral Neck Fracture: Results from the Lithuanian Arthroplasty
Register. Int. Orthop. 2015, 39, 1073–1076. [CrossRef]

31. Tigani, D.; Prudhon, J.L.; Amendola, L.; Aslanian, T. Letter to the Editor on “Early Intraprosthetic Dislocation in Dual-Mobility
Implants: A Systematic Review. Arthroplast. Today 2018, 4, 132. [CrossRef]

32. Aslanian, T. All Dual Mobility Cups Are Not the Same. Int. Orthop. 2017, 41, 573–581. [CrossRef] [PubMed]
33. Nevelos, J.; Johnson, A.; Heffernan, C.; Macintyre, J.; Markel, D.C.; Mont, M.A. What Factors Affect Posterior Dislocation Distance

in THA? Clin. Orthop. 2013, 471, 519–526. [CrossRef] [PubMed]
34. Heffernan, C.; Banerjee, S.; Nevelos, J.; Macintyre, J.; Issa, K.; Markel, D.C.; Mont, M.A. Does Dual-Mobility Cup Geometry Affect

Posterior Horizontal Dislocation Distance? Clin. Orthop. 2014, 472, 1535–1544. [CrossRef] [PubMed]

http://doi.org/10.1302/0301-620X.102B11.BJJ-2020-0610.R2
http://doi.org/10.1302/0301-620X.104B1.BJJ-2021-0855.R1
http://doi.org/10.1007/s11999-012-2639-2
http://doi.org/10.1016/j.arth.2014.09.022
http://doi.org/10.5301/hipint.5000186
http://www.ncbi.nlm.nih.gov/pubmed/25655740
http://doi.org/10.1007/s11999-009-1167-1
http://www.ncbi.nlm.nih.gov/pubmed/19924492
http://doi.org/10.5301/HIP.2013.10632
http://www.ncbi.nlm.nih.gov/pubmed/23397197
http://doi.org/10.2106/JBJS.16.00109
http://www.ncbi.nlm.nih.gov/pubmed/28463921
http://doi.org/10.1016/j.otsr.2015.12.008
http://doi.org/10.3109/17453670902930024
http://doi.org/10.2106/JBJS.19.00195
http://doi.org/10.1302/2058-5241.3.170061
http://doi.org/10.1007/s00264-014-2618-1
http://doi.org/10.1016/j.artd.2017.11.004
http://doi.org/10.1007/s00264-016-3380-3
http://www.ncbi.nlm.nih.gov/pubmed/28097387
http://doi.org/10.1007/s11999-012-2559-1
http://www.ncbi.nlm.nih.gov/pubmed/22956235
http://doi.org/10.1007/s11999-014-3469-1
http://www.ncbi.nlm.nih.gov/pubmed/24464508

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	Conclusions 
	References

