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Abstract
Purpose It is often a difficult decision whether it is safe to
perform revision hip surgery in a patient of 80 years and older.
Therefore we evaluated the results of cemented revisions in
these elderly patients.
Methods Clinical data, radiographs and complications of 49
consecutive cup and/or stem revisions in 48 patients were
prospectively collected. The average age of the patients at
surgery was 84 years (range, 80–92). We performed KaplanMeier (KM) analysis and also a competing risk (CR) analysis
because in this series the presence of a competing event (i.e.
death) prevents the occurrence of endpoint rerevision.
Results Twenty-nine patients (30 hips) died without
rerevision during follow-up and their data was included. The
average follow-up of the 16 surviving patients was eight years
(range, six to 13). Six re-operations were performed, of which
three were re-revisions. Eight-year survivorship was 91.6 %
M. A. J. te Stroet : S. A. Ghisai : J. C. Keurentjes : W. H. C. Rijnen :
J. W. M. Gardeniers : A. Van Kampen : B. W. Schreurs (*)
Department of Orthopaedics, Radboud University Medical Center,
Nijmegen, The Netherlands
e-mail: Wim.Schreurs@radboudumc.nl
M. A. J. te Stroet
e-mail: Martijn.teStroet@radboudumc.nl
S. A. Ghisai
e-mail: sushma.ghisai@hotmail.com
J. C. Keurentjes
e-mail: jc.keurentjes@gmail.com
W. H. C. Rijnen
e-mail: Wim.Rijnen@radboudumc.nl
J. W. M. Gardeniers
e-mail: jeanwmgardeniers@me.com
A. Van Kampen
e-mail: Albert.vanKampen@radboudumc.nl

(95 % confidence interval (CI) 76–97 %) for endpoint rerevision for any reason. With the CR analysis we calculated
that due to the increasing number of competing events, the
KM analysis overestimates the failure rate with 32 % for this
endpoint. The average Harris hip score improved from 49 to
74. Mortality within three months after surgery was 6 %. One
postoperative fracture occurred and six hips dislocated.
Conclusion Cemented revisions can provide satisfying results
in patient of 80 years and older with acceptable survivorship
and complication rates.
Keywords Revision total hip arthroplasty . Cemented .
Elderly . 80 years and older . Clinical outcome .
Complications . Kaplan-Meier survival analysis .
Radiographic analysis

Introduction
When failure of a total hip arthroplasty (THA) occurs in a
patient of 80 years or older, it is often a difficult decision
whether or not it is safe to perform revision surgery.
Revision total hip arthroplasty in the elderly has been shown
to have functional outcomes comparable with those in younger patients, but the prevalence of complications has been
reported to be higher [1–5]. However, these available studies
describe the outcome of revisions performed mainly during
the 1990s or earlier [1, 3–5], after an average follow-up of less
than five years [2, 4, 5], and with heterogeneous groups of
cemented and uncemented components used [1, 2, 5].
The aim of this study was to report the mid-term clinical
and radiographic outcome and intra- and postoperative complications of 49 consecutive revision procedures all performed
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with a third generation cementing technique in 48 patients of
80 years and older.

Materials and methods
Forty-nine consecutive cemented revisions in 48 patients
of 80 years and older were performed in our university
medical center with high-end intensive care facilities between April 1997 and December 2007. This study was
approved by our institutional review board and all data
were collected prospectively. Patients in which revision
surgery was performed for oncological reasons were
excluded.
Thirty-four women and 14 men were included with an
average age of 84 years (range, 80–92). The average body
mass index was 26 kg/m² (range, 18–44). In 24 operations
the patient had an American Society of Anesthesiologists
(ASA) grade two and in 25 operations grade three. The
main revision indications were aseptic loosening in 27
hips, recurrent dislocation in eight and septic loosening in
five. Twenty-seven procedures were on the right side.
Revision of only the stem of a THA was performed in eight
hips, of only the cup in 13 and revision of both components
was performed in 16 hips. Eleven revisions were a conversion of a hemiarthroplasty to a THA with exchange of the
stem and one resurfacing prosthesis was converted to a
THA; this hip was included in the study as an acetabular

Fig. 1 All acetabular and femoral components analysed in this study
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revision as the inserted stem was considered a primary
component. The 11 cups that were inserted during the conversion of a hemiarthroplasty were also primary components and therefore not analysed. So, in total 30 acetabular
and 35 femoral cemented revision components were
analysed in this study (see Fig. 1). All individual patient
characteristics are presented in Table 1.
All operations were performed through the posterolateral
approach by two of the authors (JWMG, BWS). Both are
experienced hip revision surgeons. A third generation
cementing technique was used in all hips with Surgical
Simplex (Stryker Howmedica-Osteonics, Newbury, United
Kingdom) antibiotic-loaded bone cement. Impaction bone
grafting (IBG) was used to reconstruct bone stock deficiencies
in 19 acetabuli and 15 femora. The IBG technique has been
described in detail before [6, 7].
The postoperative regimen included administration of systemic antibiotics (three intravenous doses of 1 g of cefazolin)
for one day. All patients received anticoagulation therapy for
at least six weeks. All five hips with septic loosening were
treated with a two-stage procedure, with administration of
systemic antibiotics appropriate to the infecting organism for
at least six weeks prior to reimplantation.
Patients were mobilized one or two days after surgery using
two crutches and full weight-bearing was immediately
allowed. This protocol was adapted when IBG was performed
depending on the type and extent of the defect and
reconstruction.
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Table 1

Characteristics of the 49 cemented revisions in 48 patients

Patient
number

Gender

Age
(years)

ASAgrade

Indication

Type of revision

IBG
(Y/N)

Follow-up
(years)

Died during
study (Y/N)

1

F

80.4

2

Aseptic loosening

Acetabular component

Y

12.47

Y

2

F

81.5

3

Aseptic loosening

Acetabular component

N

3.02

Y

3
4

F
F

81.3
83.2

2
3

Aseptic loosening
Aseptic loosening

Acetabular component
Acetabular component

Y
Y

9.90
0.67

Y
Y

5
6

F
F

87.1
83.9

3
3

Aseptic loosening
Aseptic loosening

Acetabular component
Acetabular component

Y
Y

1.94
2.61

Y
Y

7

F

90.6

2

Recurrent dislocations

Acetabular component

N

4.94

Y

8
9

F
M

85.6
80.7

2
2

Recurrent dislocations
Recurrent dislocations

Acetabular component
Acetabular component

N
N

8.98
7.64

N
N

Course
(reoperation /
rerevision)

10

M

82.5

2

Recurrent dislocations

Acetabular component

N

7.68

N

11

F

80.9

3

Recurrent dislocations

Acetabular component

N

2.87

N

Rerevision

12

M

82.2

2

Acetabular component

Y

5.75

Y

Rerevision

13

F

82.3

3

Acetabular component

Y

4.85

Y

Reoperation

14
15
16

F
M
M

83.0
83.2
82.2

2
3
2

Fractured, loose acetabular
component
Subluxation + wear
acetabular component
Aseptic loosening
Aseptic loosening
Aseptic loosening

Femoral component
Femoral component
Femoral component

Y
N
Y

5.46
6.00
8.20

N
Y
N

17
18
19
20
21

M
F
F
F
F

85.3
86.3
87.2
82.1
84.4

3
2
3
3
3

Femoral component
Femoral component
Femoral component
Femoral component
Femoral component

N
Y
N
N
N

0.25
3.39
8.66
6.83
0.00

Y
Y
N
Y
Y

22

M

85.0

2

Aseptic loosening
Aseptic loosening
Recurrent dislocations
Recurrent dislocations
Femoral periprosthetic
fracture
Aseptic loosening

N

9.13

Y

23

F

80.3

2

Septic loosening

Y

11.66

Y

24

M

84.1

3

Aseptic loosening

Y

4.30

Y

25

F

84.7

2

Aseptic loosening

Y

4.80

Y

26

F

83.6

2

Aseptic loosening

Y

6.62

N

27

F

92.8

2

Aseptic loosening

N

6.86

N

28

F

81.6

3

Aseptic loosening

Y

4.81

Y

29

F

86.3

3

Protrusio acetabuli

Y

10.80

N

30

F

84.1

2

Y

6.57

Y

31

F

84.1

2

Y

8.55

N

32

F

85.9

3

Subluxation
hemiarthroplasty
Subluxation
hemiarthroplasty
Protrusio acetabuli

N

0.04

Y

33

F

81.0

3

Septic loosening

Conversion hemiarthroplasty
to THA
Conversion hemiarthroplasty
to THA
Conversion hemiarthroplasty
to THA
Conversion hemiarthroplasty
to THA
Conversion hemiarthroplasty
to THA
Conversion hemiarthroplasty
to THA
Conversion hemiarthroplasty
to THA
Conversion hemiarthroplasty
to THA
Conversion hemiarthroplasty
to THA
Conversion hemiarthroplasty
to THA
Conversion hemiarthroplasty
to THA
THA

N

8.55

Y

34
35
36
37
38
39

M
M
F
F
M
F

84.7
83.0
83.1
81.9
81.6
85.4

2
2
2
2
3
3

Septic loosening
Septic loosening
Aseptic loosening
Aseptic loosening
Aseptic loosening
Aseptic loosening

THA
THA
THA
THA
THA
THA

N
N
Y
Y
Y
Y

6.84
5.72
8.91
11.70
5.86
6.00

N
N
Y
N
Y
Y

Reoperation

Reoperation
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Table 1 (continued)
Patient
number

Gender

Age
(years)

ASAgrade

Indication

Type of revision

IBG
(Y/N)

Follow-up
(years)

Died during
study (Y/N)

40

M

87.3

2

Aseptic loosening

THA

Y

7.82

N

41

F

86.2

2

Aseptic loosening

THA

Y

0.04

Y

42
43

M
F

81.1
83.0

3
3

Aseptic loosening
Aseptic loosening

THA
THA

Y
N

1.51
12.66

Y
N

44
45

M
F

80.8
83.0

3
3

Aseptic loosening
Aseptic loosening

THA
THA

Y
Y

7.47
5.53

Y
N

46
47

F
M

81.8
88.0

3
3

THA
THA

Y
N

0.80
4.05

Y
Y

48

F

82.6

2

THA

Y

9.66

Y

49

F

85.0

3

Recurrent dislocations
Femoral periprosthetic
fracture
Aseptic loosening +
periprosthetic fracture
Septic loosening

Conversion resurfacing
arthroplasty to THA

Y

4.34

Y

Course
(reoperation /
rerevision)

Rerevision

F female, M male, ASA American Society of Anesthesiologists, THA total hip arthroplasty, IBG impaction bone grafting, Y yes, N no

Follow-up protocol A standard postoperative follow-up protocol was used, with physical and radiographic examination
after six weeks, three months, six months, one year and afterwards on an annual or biennially basis.
Clinical evaluation Clinical evaluation was performed by an
independent research assistant using the Harris hip score
(HHS: worst score 0, best score 100) [8], the Oxford hip score
(OHS; worst score 12, best score 48) [9] and visual analogue
scales (VAS) [10]. VAS scores were determined for pain at rest
and during physical activity (no pain 0; unbearable pain 100)
and for satisfaction (not satisfied at all 0; complete satisfaction
100). All these scores were determined during the postoperative follow-up, and the HHS and OHS were also determined
pre-operatively.
Radiographic evaluation The latest pre-operative and all
postoperative anteroposterior radiographs were analysed by
three of the authors (MAJTS, SAG, BWS). The preoperative radiographs were used to determine femoral and
acetabular bone stock loss using, respectively, the
Endoklinik [11] and American Academy of Orthopaedic
Surgeons (AAOS) classifications [12]. The Endoklinik grade
was I in 11 hips, II in ten hips, III in 12 hips and IV in two hips.
Acetabular bone stock deficiencies AAOS type II were present in six hips and type III were present in 18 hips. Acetabular
bone defects were absent in six hips.
All postoperative radiographs were assessed for radiolucent lines according to DeLee & Charnley [13] for the acetabular side and Gruen et al. [14] for the femoral side. When
radiolucent lines≥2 mm wide were present in all three acetabular or seven femoral zones, component migration was≥5 mm
and/or tilting was≥5 degrees, the component was considered

radiographically loose. If bone graft was used, trabecular incorporation was evaluated by the criteria described by Conn
et al. [15].
Statistical analysis We calculated the probability of the endpoints rerevision for any reason, re-revision for aseptic loosening and reoperation for any reason in time using the cumulative incidence estimator in a competing risk setting [16, 17].
Accounting for competing risks is necessary because for each
endpoint specific competing events can occur, which prevent
the occurrence of the endpoint of interest. For the endpoints
re-operation for any reason and revision for any reason, we
considered the death of the patient as a competing event, as the
probability of undergoing a re-operation or a revision for any
reason becomes 0 when a patient is deceased. For the endpoint
revision for aseptic loosening, we considered both the death of
a patient and the revision of the implant for any other reason
besides aseptic loosening as competing events, as both events
prevent the occurrence of revision for aseptic loosening for
that specific implant. In order to allow comparison with the
current literature, we have also performed a Kaplan-Meier
survival analysis and presented the results as cumulative incidences of the event of interest (i.e. 1 – survival). Additionally,
we calculated the amount of bias, which was introduced by the
Kaplan-Meier survival analysis by ignoring the presence of
the competing risks. All analyses have been performed using
the mstate library [18, 19] in R [20].

Results
At final review, all 16 surviving patients were clinically
and radiographically evaluated after an average follow-up
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(range, 0–40) and the average VAS score for satisfaction
at final review was 76 (range, 15–100).
Intra-operative complications Two intra-operative femoral
fractures occurred—one during performance of a transfemoral
Wagner osteotomy for removal of a cemented stem and the
other during leg rotation when the stability of the reconstruction was tested. Both were successfully treated with plate
fixation.

a

c

b

Fig. 2 Radiographs of a revision in which meshes and impaction bone
grafting were used. The patient was 87 years old at time of surgery. a
Preoperative anteroposterior radiograph of an uncemented total hip
arthroplasty with aseptic loosening and extensive bone loss of the
acetabulum and femur. b Anteroposterior radiograph two months after
the revision total hip arthroplasty. First, the extensive acetabular defects
were reconstructed with a medial and superolateral rim mesh to create
contained defects. After that, acetabular impaction bone grafting was
performed with three morselized allograft femoral heads. Because the
patient already lost three liters of blood at the time of the surgery and
was 88 years old, it was decided to cement the new femoral component
without performing impaction bone grafting to replenish the bone stock
loss in the femoral cavity. c Anteroposterior radiograph after eight years
follow-up. The patient is 95 years old. Both the acetabular and femoral
component are totally stable, and on the acetabular side complete
incorporation of the graft took place

of eight years (range, six to 13). The remaining patients
died (29 patients with 30 hips) or had a rerevision (three
patients with three hips) during follow-up; data of these
patients were evaluated until their latest follow-up. No
patients were lost to follow-up.
The average pre-operative HHS was 49 (range, 24–74)
and improved to 74 (range, 34–100) at final review. Preoperative OHS score was 22 (range, 13–29) and improved
to 34 (range, 19–48). The average postoperative VAS
score in the rest was 5 (range, 0–55), during activity 4

Table 2

Postoperative mortality Three patients (three hips) died within
three months after revision. The first patient (patient (Pt.) 21 in
Table 1) had an intra-operative cardiac arrest. She was successfully resuscitated, but died despite adequate treatment on the
first postoperative day. The second patient (Pt. 32) developed
myocardial infarction intra-operative. Thirteen days postoperative the patient died due to cardiac failure. The third patient
(No. 41) died due to an acute cerebrovascular accident two
weeks postoperative. Twenty-nine other patients died during
follow-up due to reasons not related to the revision surgery.
Re-revisions Three re-revisions were performed. In the first
hip (Pt. 11) during the index revision a Trident constrained
cup was inserted for dislocations. Unfortunately, three
years postoperative a traumatic cup loosening occurred after a fall. During the re-revision a new constrained cup was
placed successfully. In the second hip (Pt. 12) another IBG
cup re-revision was performed six years postoperative for
aseptic loosening.
In the third hip (Pt. 46), in which the index revision was
performed for dislocations, five new dislocations occurred
within the first ten postoperative months. Therefore the stem
was recemented 1.5 cm higher with a cement-in-cement technique. Unfortunately the dislocations continued to occur till
the patient died four years later. None of the primary placed
components were revised during follow-up.
Re-operations Three other re-operations were performed.
In the first hip (Pt. 13) an infection was suspected and
debridement was performed 20 days postoperative. The

Probability of survival for different periods of follow-up and end points

End point

Five-year survival
(95 % CI)

Number

Eight-year survival
(95 % CI)

Number

Ten-year survival
(95 % CI)

Number

Re-revision for any reason
(failures=3)
Re-revision for aseptic loosening
(failures=1)
Re-operation any reason
(failures=6)

95.3 %
(82–99 %)
100 %

30

13

30

91.6 %
(76–97 %)
96.2 %
(76–99 %)
84.3 %
(68–93 %)

5

90.8 %
(77–96 %)

91.6 %
(76–97 %)
96.2 %
(76–99 %)
84.3 %
(68–93 %)

CI confidence interval

30

13
12

5
5
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intra-operative cultures ultimately were negative. The patient functioned well till she died five years later. In the
second hip (Pt. 19) the dislocations, which were the indication for the index femoral revision, continued to occur
so it was decided to ream the well-fixed polyethylene cup
out of the existing cement mantle and place a Trident
constrained cup with a cement-in-cement technique. This
successfully prevented further dislocations. In the third
hip (Pt. 28) a periprosthetic fracture Vancouver type B1
occurred after a fall 17 months postoperative. The fracture
was treated with plate fixation and the patient functioned
well until she died almost five years postoperative.
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12.48 %. This means that the KM analysis overestimates
the failure rate with 32 % ((8.38–6.35)/6.35) for endpoint
rerevision for any reason, with 70 % ((3.85–2.27)/2.27)

Other postoperative complications No postoperative joint
infections occurred. Six hips dislocated, four were successfully treated non-operatively and in two a reoperation was performed as mentioned before. One patient had a postoperative myocardial infarction and three
other patients suffered from cardiac decompensation. All
were successfully treated. Five patients suffered from a
urinary tract infection and two patients developed
decubitus. One patient had a pneumonia and one developed a delirium.
Radiographic evaluation In 38 hips the radiographic follow
up was complete (78 %), and in 11 hips some radiographs
during follow-up were missing (22 %). Nevertheless, we
could include these patients in the analysis.
At final review, a radiolucent line was seen around two
cups in DeLee zone three. Cranial migration of ≥ 5 mm was
observed before re-revision in the two failed cups. In the
acetabuli reconstructed with IBG, 39 of the 43 zones showed
trabecular incorporation (91 %).
On the femoral side, radiolucent lines were observed
around ten stems. These were situated in four hips in one
Gruen zone; in three hips in two, in two in three and in
one hip in five zones. One stem subsided≥5 mm (23 mm)
due to insufficient pressurizing as a result of a distal intraoperative cortical defect with considerable cement leakage. The average subsidence was 2 mm (range, 0–
23 mm). In the femora reconstructed with IBG, 76 of
the 87 zones showed trabecular incorporation (87 %).
See Fig. 2 for a radiographic example.
Survival analysis The KM survivorship at eight years for
endpoint rerevision for any reason was 91.6 % (95 % CI
76–97), for rerevision for aseptic loosening 96.2 % (95 %
CI 76–99) and for reoperation for any reason 84.3 %
(95 % CI 68–93 %). The cumulative KM failure incidences for these endpoints (1–KM) were respectively
8.38 %, 3.85 % and 15.72 %. In contrast, when we performed the CR analysis, the cumulative failure incidences
for both endpoints were respectively 6.35 %, 2.27 % and

Fig. 3 Kaplan-Meier survival curves showing the probability of revision
component survival for endpoints re-revision for any reason (a), rerevision for aseptic loosening (b) and re-operation for any reason (c).
The 95 % confidence intervals are included
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Fig. 4

Comparison of the cumulative incidence for endpoint re-revision
surgery for any reason (a), re-revision for aseptic loosening (b) and reoperation for any reason (c) calculated with both the Kaplan-Meier
estimator and the competing risks method. The discrepancy between the
lines represents the bias, which is introduced by erroneous usage of the
Kaplan-Meier analysis

for endpoint rerevision for aseptic loosening, and with
26 % ((15.72–12.48)/12.48) for endpoint reoperation for
any reason. Survivorship for all endpoints at five and ten
years is presented in Table 2, the KM curves are shown in
Fig. 3 and overestimation of failure by KM analysis compared to CR analysis is shown in Fig. 4.

Discussion
This study shows that the results of revision total hip
arthroplasties performed with a third-generation cementing
technique are satisfying in patients of 80 years and older. The
five-year Kaplan–Meier survivorship for endpoint re-revision
for any reason was 95.2 % (95 % CI 82–99 %) and the ten-year
survivorship was 91.6 % (95 % CI 76–97 %). Parvizi et al.
showed comparable outcomes for 170 uncemented revisions
in a rewarding case-control study with a one year survival rate
of 95 % and a five-year survival rate of 92 % [3].
When compared to other studies our re-revision percentage
of 6 % is acceptable. Strehle et al. reported a percentage of
5.6 % at an average follow-up of 4.0 years [5], and Parvizi
7.6 % at an average follow-up of 6.8 years [3]. All these rerevision rates are low compared to the 13.5 % in the control
group of patients younger than 70 years presented in the casecontrol study by Parvizi et al. [3]. An explanation for this
could be that younger patients have higher activity levels
and therefore use their revision prosthesis more intensively,
which could lead to earlier failure. In addition to this, older
patients have a shorter life expectancy, so it is plausible that
death occurs earlier than prosthesis failure. The three months
postoperative mortality in our study group was 6 %, which is
comparable to the 4.8 % found in the study of Lübbeke et al.
[2] and the 5.7 % reported by Strehle et al. [5], while Parzivi
reported a three-month mortality of 2.9 %.
The most common postoperative complication in our study
was dislocation, which occurred in six hips (12 %). Previous
studies have shown before that dislocations occur more often
at high ages [2, 4, 5]. However, the study by Parvizi et al. [3]
showed less postoperative dislocations in the 170 revisions in
octogenerians compared to their younger control group (2.4 %
versus 9.4 %). They stated that this could be due to the more
frequent use of constrained liners in their elderly group. Also,
Lübbeke et al. [2] observed a downward trend in the dislocation rate throughout the years their study was conducted, and
they also concluded that this might be related to the
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introduction of a double-mobility cup in their institution
(20.3 % in the first part of the study versus 0 % in the second
part). In our institution we started to insert constrained liners
for recurrent dislocating hips in 2004. In this present study six
constrained liners were placed, all successfully treating the
recurrent dislocations.
Pain relief is the main reason in the elderly patients to perform revision of a failed hip arthroplasty [4]. The average postoperative VAS pain scores in our study group were 5 in rest and
4 during activity on a scale of 0 to 100. Despite the fact that we
did not have any preoperative VAS scores to compare with, we
think it is reasonable to conclude that revision surgery in our
study was effective in relieving pain in these elderly patients.
Although the number of patients in our group is not extensive, we think our data are significant. We present a homogenous group of cemented revisions after a mean follow-up of
eight years, all our data were collected prospectively and no
patients were lost to follow-up.
A limitation of this study is that due to the very high average age of the patients at time of the revision a large number of
patients (65 %) was deceased at last review. However, all data
of these patients was reviewed until the time of their death and
included in this study. We also did not provide a younger
control group of cemented revisions.
The Kaplan-Meier analysis is a valid method to estimate
component survival when no competing events have occurred.
However, it is better to use competing risk analysis whenever
competing risks are present, because the use of the KM estimator then will introduce bias [16, 17]. The resulting bias is greater
when the Bcompetition^ is heavier, i.e. when the hazard of the
competing events is larger. In this study, we showed that because of the high number of competing events, the KM analysis
overestimates the failure rate with 32 % for endpoint rerevision
for any reason and with 26 % for endpoint re-operation for any
reason. For endpoint rerevision for aseptic loosening the overestimation is 70 % because there are more competing events
(i.e. the re-revisions for other reasons than aseptic failure).
In conclusion, this study shows that cemented total hip
arthroplasty can provide satisfying results in patients of
80 years and older with acceptable survival outcomes and
complication rates. Nevertheless, revision surgery in this elderly group can be very complex and the patients are in general very fragile. Therefore each patient deserves extensive
consideration of all options including non-surgical treatment
and, when surgery is necessary, an individual surgical treatment strategy.

Conflict of interest No conflicts of interest are declared.
Open Access This article is distributed under the terms of the Creative
Commons Attribution License which permits any use, distribution, and
reproduction in any medium, provided the original author(s) and the
source are credited.

International Orthopaedics (SICOT) (2015) 39:1723–1730

References
1. Ballard WT, Callaghan JJ, Johnston RC (1995) Revision of total hip
arthroplasty in octogenarians. J Bone Joint Surg Am 77(4):585–589
2. Lübbeke A, Roussos C, Barea C, Köhnlein W, Hoffmeyer P (2012)
Revision total hip arthroplasty in patients 80 years or older. J
Arthroplast 27(6):1041–1046
3. Parvizi J, Pour AE, Keshavarzi NR, D'Apuzzo M, Sharkey PF,
Hozack WJ (2007) Revision total hip arthroplasty in octogenarians.
A case-control study. J Bone Joint Surg Am 89(12):2612–2618
4. Raut VV, Wroblewski BM, Siney PD (1993) Revision hip
arthroplasty. Can the octogenarian take it? J Arthroplast 8(4):401–
403
5. Strehle J, DelNotaro C, Orler R, Isler B (2000) The outcome of
revision hip arthroplasty in patients older than age 80 years: complications and social outcome of different risk groups. J Arthroplast
15(6):690–697
6. Schreurs BW, Slooff TJ, Gardeniers JW, Buma P (2001) Acetabular
reconstruction with bone impaction grafting and a cemented cup:
20 years’ experience. Clin Orthop Relat Res 393:202–215
7. Schreurs BW, Arts JJ, Verdonschot N, Buma P, Slooff TJ, Gardeniers
JW (2006) Femoral component revision with use of impaction bonegrafting and a cemented polished stem. Surgical technique. J Bone
Joint Surg Am 88(Suppl 1 Pt 2):259–274
8. Harris WH (1969) Traumatic arthritis of the hip after dislocation and
acetabular fractures: treatment by mold arthroplasty. An end-result
study using a new method of result evaluation. J Bone Joint Surg Am
51(4):737–755
9. Murray DW, Fitzpatrick R, Rogers K, Pandit H, Beard DJ, Carr AJ,
Dawson J (1997) The use of the Oxford hip and knee scores. J Bone
Joint Surg (Br) 89(8):1010–1014
10. Brokelman RB, Haverkamp D, van Loon C, Hol A, van Kampen A,
Veth R (2012) The validation of the visual analogue scale for patient
satisfaction after total hip arthroplasty. Eur Orthop Traumatol 3(2):
101–105
11 . En ge l b r e c ht E , H e i n e r t K ( 1 9 87 ) K l a s s i f i ka t i o n un d
Behandlungsrichtlinien von Knochensubstanzverlusten bei
Revisionsoperationen am Hüftgelenk: mittelfristige Ergebnisse. In:
Primär- und Revisionsalloarthroplastik, Hrsg-Endo-Klinik,
Springer, Berlin, pp 189-201
12. D’Antonio JA, Capello WN, Borden LS, Bargar WL, Bierbaum BF,
Boettcher WG, Steinberg ME, Stulberg SD, Wedge JH (1989)
Classification and management of acetabular abnormalities in total
hip arthroplasty. Clin Orthop Relat Res 243:126–137
13. DeLee JG, Charnley J (1976) Radiological demarcation of cemented
sockets in total hip replacement. Clin Orthop Relat Res 121:20–32
14. Gruen TA, McNeice GM, Amstutz HC (1979) BModes of failure^ of
cemented stem-type femoral components a radiographic analysis of
loosening. Clin Orthop Relat Res 141:17–27
15. Conn RA, Peterson LF, Stauffer RN, Ilstrup D (1985) Management of
acetabular deficiency: long–term results of bone grafting in the acetabulum in total hip arthroplasty. Trans Orthop Res Soc 9:451–252
16. Keurentjes JC, Fiocco M, Schreurs BW, Pijls BG, Nouta KA,
Nelissen RG (2012) Revision surgery is overestimated in hip replacement. Bone Joint Res 1(10):258–262
17. Nouta KA, Pijls BG, Fiocco M, Keurentjes JC, Nelissen RG (2014)
How to deal with lost to follow-up in total knee arthroplasty. Int
Orthop 38(5):953–959
18. de Wreede LC, Fiocco M, Putter H (2011) mstate: an R package for the
analysis of competing risks and multi-state models. J Stat Softw 38:1–30
19. de Wreede LC, Fiocco M, Putter H (2010) The mstate package for
estimation and prediction in non- and semi-parametric multi-state and
competing risks models. Comput Methods Prog Biomed 99:261–274
20. No authors listed (2008) R: a language and environment for statistical
computing. R Foundation for Statistical Computing, Vienna

