
Introduction
Developmental dysplasia of the hip (DDH) is a spectrum of 
disorders characterized by abnormal hip joint development, 
leading to anatomical and biomechanical alterations with 
worldwide incidence rates ranging from 1.4% to 35.0% in live 
births [1].
When DDH is diagnosed and treated during the infant period, 

conservative management is generally fruitful and leads to good 
long-term outcomes. On the contrary, diagnosis after the child 
has begun walking often requires more complex surgical 
reconstruction and is associated with greater morbidity. In India, 
the reported incidence varies across the spectrum of hip 
dysplasia, while true DDH occurs in a much smaller proportion 
of live births [2].

Author’s Photo Gallery

99

Dr. Vineet Thomas 
Abraham

Dr. Muni Srikanth Iytha
Dr. Kalyan Deepak 

Sreenivas

Case Report

Access this article online

Website:
www.jocr.co.in

DOI:
https://doi.org/10.13107/jocr.2026.v16.i05.7218

1Department of Orthopaedics, All India Institute of Medical Sciences, Mangalagiri, Andhra Pradesh, India.

Address of Correspondence: 
Dr. Muni Srikanth Iytha, 
Department of Orthopaedics, All India Institute of Medical Sciences, Mangalagiri, Andhra Pradesh, India. 
E-mail: munisrikanth@aiimsmangalagiri.edu.in

2026 Journal of Orthopaedic Case Reports  Published by Indian Orthopaedic Research Group    |

Dr. Rambabu Lavudi

Journal of Orthopaedic Case Reports 2026 May:16(5):Page 99-104

Submitted: 04/02/2026; Review: 11/03/2026; Accepted: April 2026; Published: May 2026

DOI: https://doi.org/10.13107/jocr.2026.v16.i05.7218
© The Author(s). 2026 Open Access. This article is distributed under the terms of the Creative Commons Attribution 4.0 International License (https://creativecommons.org/licenses/by-nc/4.0/), 

which permits unrestricted use, distribution, and non-commercial reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the 
Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the data 

made available in this article, unless otherwise stated.

1 1 1 1Muni Srikanth Iytha , Vineet Thomas Abraham , Kalyan Deepak Sreenivas , Rambabu Lavudi , 
1 1Showry Abraham Salikity , Praveen Goutham

Introduction: Developmental dysplasia of the hip imposes significant challenges in hip arthroplasty due to altered hip anatomy, deficient bone 
stock, and abnormal biomechanics. Bipolar hemiarthroplasty performed in such hips carries a high risk of migration, loosening, or dislocation.
Case Report: We present the case of a 23-year-old female with failed bipolar hemiarthroplasty performed for femoral neck fracture, complicated 
by unrecognized acetabular dysplasia. She presented with pain, difficulty in ambulation, inability to sit cross-legged or squat, and complete 
restriction of hip movements. Radiographs showed proximal migration with posterior dislocation of the bipolar prosthesis and acetabular 
changes. After ruling out infection, she underwent implant removal followed by cemented total hip arthroplasty with acetabular reconstruction 
using tricortical iliac crest autograft.
Results: At 1-year follow-up, she achieved pain-free ambulation with graft incorporation on radiographs, stable acetabular fixation, and no 
evidence of infection or loosening.
Conclusion: In young patients with failed hemiarthroplasty and underlying dysplasia, acetabular roof reconstruction with autologous 
tricortical graft combined with cemented THA provides a cost-effective, biologically favorable, and bone-preserving solution.
Keywords: Developmental dysplasia of the hip, bipolar hemiarthroplasty, acetabular roof reconstruction, total hip arthroplasty, tricortical iliac 
crest graft.

Abstract

Learning Point of the Article:
In young patients with failed bipolar hemiarthroplasty and acetabular deficiency, structural autologous iliac crest graft reconstruction offers 

a cost-effective, biologically favourable salvage option with good osteointegration, preserves host bone for possible rerevision, and may 
avoid the complications and expense of prosthetic augments or wedge implants.
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These include a shallow and steep acetabulum, increased 
anteversion or retroversion, superior segmental deficiency, 
excessive femoral anteversion, and narrow femoral canals. Such 
abnormalities predispose to early degenerative changes and 
complicate hip reconstruction.
Bipolar hemiarthroplasty in a dysplastic acetabulum is poorly 
tolerated due to inadequate femoral head coverage, instability, 
and rapid cartilage wear, often resulting in prosthesis migration 
and pseudoacetabulum formation. When failure occurs, 
conversion to total hip arthroplasty (THA) becomes necessary. 
However, restoring acetabular anatomy, reconstructing 
deficiencies, and ensuring implant stability are technically 

demanding.
This report presents the successful management of a young 
patient with failed bipolar hemiarthroplasty in a dysplastic hip 
through cemented THA and acetabular reconstruction with an 
autologous tricortical iliac crest graft, highlighting cost-
effectiveness and long-term reconstructive considerations.

Case Report
A 23-year-old female presented to the outpatient department 
with complaints of left hip pain, difficulty in ambulation, and 
inability to sit cross-legged or squat. On examination, she had a 

surgical scar over the anterolateral aspect of the 
left hip, limb shortening, and restricted hip 
movements with no signs of sinus or infection. 
Neurovascular examination was normal.
She had undergone bipolar hemiarthroplasty 
for fracture of the neck of the femur 6 years 
earlier (Fig. 1a, b, c). Current radiographs 
demonstrated proximal migration of the bipolar 
cup with acetabular changes and posterior 
dislocation of the prosthesis (Fig. 2a and b). 
Retrospective evaluation of prior records 
revealed underlying acetabular dysplasia not 
addressed during the initial surgery. Routine 
b l o o d  i n v e s t i g a t i o n s ,  e r y t h r o c y t e 
sedimentation rate, C-reactive protein, and joint 
aspiration excluded infection. Three-phase 
bone scan showed no abnormal tracer uptake in 100
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Figure 1:(a-c) X-ray radiographs of in situ bipolar hemiarthroplasty prosthesis.

Figure 2: (a and b) Current X-ray radiographs demonstrating proximal migration of the bipolar cup 
with acetabular changes and posterior dislocation of the prosthesis.
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the left hip region. Findings were not suggestive of infection 
(Fig. 3).
A diagnosis of failed bipolar hemiarthroplasty in a dysplastic hip 
with pseudoacetabulum formation was made, and revision 
surgery with implant removal and conversion to THA was 
planned.

Surgical technique
The procedure was performed under regional anesthesia with 
the patient in the right lateral decubitus position. A posterior 
approach to the hip was utilized with a curvilinear incision 
extending from 4 finger breadths below the posterior superior 
iliac spine, passing over the greater trochanter, and extending 
distally 10 cm along the femoral shaft.

Fi b ro t i c  t i s s u e  e n c a s i n g  t h e 
prosthesis was excised, sent for 
histopathological examination and 
culture,  and the implant  was 
removed. A pseudoacetabulum 
f i l led w ith f ibrous t issue was 
identified superior to the native but 
shallow acetabulum. After complete 
excision of fibrous tissue, a true 
acetabulum with a supra-acetabular 
defect was visualized.
To  re c o n s t r u c t  t h e  d e f e c t ,  a 
tricortical iliac crest autograft was 
harvested and fixed with cortical 
screws to act as a structural roof. 
Acetabular reaming was performed 
sequentially up to size 46, and a 
cemented acetabular component 
was implanted in the native position 
w i t h  co r rec t  i n c l i nat i o n  an d 

anteversion. The remaining superior gap was packed with 
morselized cancellous bone graft and antibiotic-impregnated 
calcium sulfate (Stimulan) beads. It helps in new bone 
formation (osteoconduction). Along with this, it also helps fill 
the dead space formed by bone loss due to trauma, surgical bone 
loss, or infectious conditions [3].
The implants used included simplex bone cement, an Exeter 
femoral stem (cemented, 28 mm head), and an Exeter 
contemporary flanged acetabular cup (Fig. 4a, b, c).
On the femoral side, canal preparation with sequential broaches 
was performed, and a cemented polished femoral stem was 
implanted to allow version control. Trial reduction confirmed 
s t ab i l i t y.  L i m b  l e ng t h  d i s c re pa n c y  w a s  c o r re c te d 
intraoperatively, and combined anteversion was verified using 
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Figure 3: Three phase bone scan showed no abnormal tracer uptake in the left hip region.

Figure 4:(a-c) The implants – simplex bone cement, an Exeter femoral stem (cemented, 28 mm head), and an Exeter contemporary flanged acetabular cup.
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the Ranawat coplanar and Shuck tests. After meticulous 
hemostasis, closure was done in layers.

Results
The post-operative period was uneventful. The patient was 
mobilized with partial weight bearing from the 3rd post-
operative day and progressed to full weight bearing by 6 weeks. 
At 1-year follow-up, she reported no pain, was able to walk 
without support, and regained the ability to sit cross-legged and 
squat.

X - r a y  l e f t  h i p  c o n f i r m e d  g o o d  g r a f t 
incorporation and stable implant positioning 
with no radiolucent lines or signs of acetabular 
loosening (Fig. 5a, b, c, d). Computerized 
tomography hip preoperatively displayed 
acetabular roof superior wall defect (Fig.6a) 
while  follow-up showed a well-united bone 
graft in the posterior superior acetabulum with 
trabeculated bone bridging between the graft 
and native bone. No peri-implant lucency was 
noted. The acetabular and femoral components 
were well-positioned and stable (Fig. 6b). 
Functional outcome was rated as excellent 
according to the Harris Hip Score.

Discussion
THA after failed hemiarthroplasty in dysplastic 
hips requires consideration of multiple factors, 

including acetabular reconstruction, implant choice, and bone 
preservation for future revisions.

Acetabular challenges
The dysplastic acetabulum is deficient in coverage, shallow, and 
misoriented; superior bone stock is often compromised due to 
pseudoacetabulum formation, as seen in our case. Unaddressed, 
these defects lead to superior migration of implants and 
premature failure [4].
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Figure 5: (a-d) X-ray left hip with good graft incorporation and stable implant positioning with no 
radiolucent lines or signs of acetabular loosening.

Figure 6: (a) Computed tomography (CT) hip (pre-operative) – showing acetabular roof superior wall defect (red arrow). (b) CT hip (follow-up) showing a 
well-united bone graft in the posterior superior acetabulum with trabeculated bone bridging between the graft and native bone (red arrow).
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Clinical Message

Neglected bipolar hemiarthroplasty dislocation associated with 
acetabular wall defects in young adults can be effectively managed 
with acetabular reconstruction using autologous iliac crest bone 
graft and stable fixation, offering a viable salvage option and 
preserving native hip biomechanics while delaying the need for 
THA.
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unaffordable, particularly in young patients requiring 
preservation of host bone for future revision surgery.
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