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ABSTRACT: A young male patient, who met with a Road traffic accident, sustained right acetabular
fracture, which was fixed with recon plate. Subsequently right hip joint was ended in severe
secondary osteoarthritis with avascular necrosis. For that total hip replacement was done, which was
failed with in few months with proximal migration of acetabular cup. CT scan revealed a large deficit
in the roof and posterior wall of the acetabulam, which could not be managed by simple bone graft. A
revision acetabular cup replacement was performed by reconstructing and reinforcing cup with the
help of BURCH-SCHNEIDER CAGE, which provides a stable metal back up for the prosthetic cup in the
presence of large acetabular defects.
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INTRODUCTION: A 31 year old male patient, who met with a Road traffic accident, sustained Right
acetabular fracture, and fracture shaft of left femur which were fixed with recon plate, and an
interlocking nail respectively. One year after surgery he presented with avascular necrosis of Right
femoral head, and subsequent osteoarthritis of right hip joint.

For that total hip replacement was done, but it was failed with in few months. There was
proximal migration of acetabular cup. CT scan revealed a large deficit in the roof, anterior wall and
posterior wall of the acetabulam, (Fitting into Type 3A Paprosky acetabular defect.l), which could not
be managed by simple bone graft.

Hence planned to go for revision acetabular cup replacement by reconstructing and
reinforcing cup with the help of anti-protrusio cage (BURCH-SCHNEIDER CAGE), which provides a
stable metal back up.2 for the prosthetic cup in the presence of large acetabular defects.

Operative Technique: Through the previous postero lateral operative scar, the hip joint was opened.
Without disturbing the femoral component, only the failed acetabular component was removed. A
through debridement was done. The defect in the roof and adjacent walls was assessed. The muscle
over the iliac bone was cleared to enable the cage to seat on it. A slot was cut into the ischium.

The inferior flange of the BURCH-SCHNEIDER CAGE is first driven into ischial slot. Then the
superior flange was fixed on to the iliac bone with titanium screws. After placing the cage the
defective gaps were packed with bone graft. Then a 48 mm diameter polyethylene cup was cemented
into the cage. With a new 32mm head component the joint was reduced.

Post Operatively: For the initial six weeks the patient was allowed only partial weight-bearing.
Gradually full weight-bearing was allowed thereafter.

RESULTS: No pain while walking. ROM: 0-100° of flexion, 109 of extension, 309 abduction and 20°
adduction Harris hip score of 85 (GOOD).
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DISCUSSION: A variety of techniques were described to reconstruct the bony deficiencies in the
acetabulum, apart from fixation with bone grafts,3 like jumbo cups,* rings, and cages. Acetabular
rings.>678are mainly used for roof deficiencies, to prevent cup migration. On the other hand anti-
protrusio cages are designed to deal with large wall and floor defects.

One such cage initially introduced by Burch and later modified by Schneider is popular among

them. It prevents polyethylene cup migration.®1? and provides medical support as well. Hence it is
very appropriate to use this cage.!! in a scenario like this with large acetabular defect.

PRE-OPERATIVE X-RAYS

POST-OPERATIVE X-RAY
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