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Acetabular Erosion after Prosthetic Replacement of Femoral Head
Sung Man Rowe, M.D., Taeck Rim Yoon, M.D. and Hyung Soon Kim, M.D.

Department of Orthopaedic Surgery, Chonnam University Medical School, Kwang-ju, Korea

Acetabular erosion, intrusion of the prosthesis into the pelvis, is the most serious late complication
of hemiarthroplasty. For the detailed observation on this lesion, the authors reviewed 55 patients who
underwent femoral head replacement and were followed.up to at least 1 year after operation. The ac-
etabular erosion were present in 18 patients(32.7 %) out of the total 55 patients. Based on the results
of this study, the authors presented a new classification of acetabular eorsion: Stage I(erosion of the
cartilage only) was seen in 11 patients, stage II (evidence of the initial bony erosion) in 4 patients,and
stage Il (intraosseous intrusion of the metallic head) in 3 patients. Revision arthroplasty was obligatory
in two of the three stage Il patients. The severity of symptoms did not always correspond with the
radiological changes. The acetabular erosion was more common in younger patients, in male patients
and in patients with avascular necrosis of femoral head than in older patients, in female patients, and
in patients with femoral neck fracture. The tendency of acetabular erosion occurring mainly in youn-
ger and male patients is probably attributed to their better survival and greater activity.
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Immediate postoperative finding

Stage |. Erosion of articular car-

tilage of acetabulum
(narrowing of joint space)

Stage 2. Initial stage of bony ero-

sion

(disappearance of joint
space and contact of
head to the acetabular
roof)

Stage 3. Advanced bony erosion

of acetabulum
(intraosseous placement
of metal head)

Stage 4. Bony erosion beyond

inner pelvic wall
(intrapelvic protrusion of
metallic head)

Fig. 1. Classification of acetabular erosion.
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Table 1. Incidence of [a\cetabular erosis

Stage No. %
1 11 20.0 .
2 4 7.3
3 3 5.4
4 0 0.0
Total 18 32.7

Table 2. Age distribution of 18 hips showing ace-

Table 4. Prothesis type distribution in 18 hips
showing acetabular erosion

No o
Total No with erosion %
Thompson 23 5 21.7%
Moore 32 13 40.6 %

Table 5. Incidence of acetabular erosion in each
pathological condition

tabular erosion = Underlying condition ngt:] g_‘:)svivoi;h %
o
Age(yrs) Total No . osion 70 Fresh fracture 31 9 29.0%
0~59 2 11 42.3% Neglected or old Fx. 14 4 28.6%
60~69 10 4 400% Chandler’s disease 10 5 50.0%
70~79 15 3 20.0% Total 55 18 32.7%
80~ 4 0 0.0%
Total 55 18 32.7% Table 6. Sex distribution of 18 hips showing er-
Al osion
Table 3. Incidence of acetabular erosion in each Sex Total No No %
follow-up period with erosion °
No Male - 31 13(5) 41.9%
Follow-up({yrs) No with erosion % Female o4 5(2) 20.8%
1~2 18 2 11.1% { ): Number in () is numbers of hips sho-
2~3 10 3 30.0% wing erosion of stage 2 and 3.
~ 0,
o g . ég'g;’ Hoo mPEAEERE Al 1A 119, 4 25
o -, . 57.1% ARtE 4%, A 3ebAIThE 3Folon Al 4 v
o L o st RS A ohske} (Table 1),
Total 55 18 32.7%
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Fig. 2-a) Radiograph of 65 year old man shows failed osteosynthesis of left femoral neck fracture.

Table 7. Probable causes of 18 acetabular erosions

Causes No
Long neck 6*
Articular cartilage injury 6

Chandler’s disease(5)
avascular necrosis following
neck fracture(1)

Neglected neck fracture with 1
uncorrected flexion contracture

Uncertain 5
Total 18

* : Preoperative diagnosis of 3 in 6 was Chandler’s
disease
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Table 8. Functional results of 18 hips showing
acetabular erosion(Criteria of Massachusetts
General Hospital)

Stage 1 Stage 2 Stage 3 Total
Excellent 1 1 0 2
Good 5 1 1 7
Satisfactory 4 2 0 6
Failure 1 0 2 3
Total 11 4 3 18
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NO EROSION

Fig. 2-b) Radiographs of postoperative one month(left) and postoperative 7 years shows no evidence of

acetabular erosion.
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Fig. 3-a) Radiograph of 44 year old man shows advanced idiopathic avascular necrosis of right femoral
head.

Fig. 3-b) Radiographs show progressive increase of acetabular erosion. Radiographs of postoperative 1
day (left) is quite good, but radiograph of postoperative 2 months (middle) shows definitive decrease of jo-
int space (stage 1) and radiograph of postoperative 1 year shows bony erosion of acetabular roof.
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OP 2Y
WITH TRACTION

Fig. 3-¢) Radiograph of postoperative 2 years shows further increase of acetabular erosion(stage 3) with
still preservation of inner pelvic wall(left). After traction the amount of bony erosion is well shown (middle).

Finally the hip was revised (right).
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