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Background: Revision total hip arthroplasty (THA) presents a greater risk to patients than primary THA,
and surgical approach may impact outcomes. This study aimed to summarize acetabular revisions at our
institution and to compare outcomes between direct anterior and posterior revision THA.
Methods: A series of 379 acetabular revision THAs performed from January 2010 through August 2022
was retrospectively reviewed. Preoperative, perioperative, and postoperative factors were summarized
for all revisions and compared between direct anterior and posterior revision THA.
Results: The average time to acetabular revision THA was 10 years (range, 0.04 to 44.1), with mechanical
failure (36.7%) and metallosis (25.6%) being the most prevalent reasons for revision. No differences in
age, body mass index, or sex were noted between groups. Anterior revision patients had a significantly
shorter length of stay (2.2 versus 3.2 days, P ¼ .003) and rate of discharge to a skilled nursing facility (7.5
versus 25.2%, P ¼ .008). In the 90-day postoperative period, 9.2% of patients returned to the emergency
department (n ¼ 35) and twelve patients (3.2%) experienced a dislocation. There were 13.2% (n ¼ 50) of
patients having a rerevision during the follow-up period with a significant difference between anterior
and posterior approaches (3.8 versus 14.7%, respectively, P ¼ .049).
Conclusion: This study provides some evidence that the anterior approach may be protective against
skilled nursing facility discharge and rerevision and contributes to decreased lengths of stay. We
recommend surgeons select the surgical approach for revision THA based on clinical preferences and
patient factors.
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Only about 4% to 5% of total hip arthroplasties (THAs) require
revision within a decade of the primary procedure [1], but these
rates are higher for younger patients [2], and complications and
mortality rates are increased when compared to primary proced-
ures [3,4].

As revision poses a greater risk than primary THA, it is important
to investigate factors that may contribute to postoperative out-
comes. One factor is the surgical approach used. At our institution,
both the posterior approach and the direct anterior approach are
utilized in primary and revision THAs. Many studies are available
that compare outcomes between these approaches for primary
THA; however, there has not been an equivalent investigation for
revision THA. A literature search revealed few published studies
comparing outcomes [5,6], one study comparing acetabular
component positioning [7] between posterior and anterior revision
onal Library of Health and Social Security de ClinicalKey.es por Elsevier en 
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THAs, and another study evaluating a minimally invasive direct
anterior approach for aseptic cup revision THAs demonstrating
anatomic reconstruction of the cup with low associated complica-
tions, particularly dislocation [8]. In this study, we investigated
differences in outcomes between the posterior and direct anterior
approaches to acetabular-component revisions specifically. The
primary outcomes of interest include the rate of discharges to
skilled nursing facilities (SNF), dislocations, and rerevisions, as
these are the outcomes we hypothesized would bemost affected by
surgical approach. Secondarily, we aimed to summarize the
acetabular revision THA population at our institution.

Materials and Methods

This retrospective review of acetabular revision THAs was
deemed institutional review board exempt by the institution’s
clinical research committee. Any revision with exchange of the
acetabular component, liner, and/or femoral head without ex-
change of the femoral component was considered an acetabular
revision. Acetabular revisions performed within 90 days of the
primary THA (n ¼ 7) and acetabular revisions where the date of
primary THA was unknown (n ¼ 1) were excluded. All acetabular
revisions were the initial revision performed on the implant. Chart
reviewwas completed for 379 cases performed by 9 board-certified
orthopaedic surgeons from January 1, 2010 through September
30, 2022.

Mechanism of Failure and Time to Revision

The mechanism of failure of the primary THAwas classified into
one of seven categories. Definitions for thesemechanisms of failure,
or reasons for revision, were established by our institution and
reported previously [9]. If multiple mechanisms of failure were
indicated in the medical record, the most severe reason was
considered as the primary mechanism of failure. The seven reasons
for revision and associated symptoms or diagnostic criteria are as
follows: infection, metallosis, periprosthetic fracture, dislocation,
mechanical failure, wound complications, or pain/other (femoral
nerve palsy, heterotopic ossification, iliopsoas impingement or tear,
osteoarthritis, pain, or scar tissue). The time from primary to revi-
sion THAwas categorized as ‘early failures’ occurring within 2 years
of the primary procedure or ‘late failure’ occurring 2 or more years
after the primary procedure. The two-year cutoff for early and late
failures was selected in alignment with previously published
studies [9e11].

Perioperative Protocol

Patients were subject to consistent perioperative protocols in a
coordinated joint replacement center. Preoperatively, patients were
provided written educational materials, an education class for
themselves and their caregivers, medical evaluation, and
strengthening via a home exercise program or formal physical
therapy.

For perioperative and postoperative care of all total joint
arthroplasty (TJA) patients, a standard rapid recovery pathway has
been established. Painwas managed with a multimodal regimen of
celecoxib, acetaminophen, pregabalin, and short-acting opioids.
Patient-controlled analgesia and nerve blocks were not used;
anesthesia was either general or neuraxial, determined by the
anesthesiologist in consultation with the patient and surgeon. Pa-
tients also received intravenous or topical tranexamic acid and day
of surgery ambulation when appropriate. Aspirin 325 mg bid was
the primary pharmacologic deep vein thrombosis prophylaxis, with
warfarin or apixaban used in select high-risk patients. Prior to
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discharge, all patients had achieved adequate pain control using
oral medication, had stable vital signs, were able to ambulate, and
had voided.

Data Collection

Informationwas collected from the electronic medical record on
patient demographics and preoperative, perioperative, and post-
operative factors. Collected demographics were age, body mass
index (BMI), and sex. The recorded preoperative factors were lat-
erality, time from primary THA to revision THA, mechanism of
failure, and implant components exchanged. Surgical approach,
change in hematocrit (HCT), estimated blood loss (EBL), operating
room (OR) time, and length of stay (LOS), were the collected peri-
operative factors. Postoperative factors were discharge disposition,
90-day emergency department (ED) return, 90-day readmission,
90-day dislocation, 90-day reoperation, rerevision, any post-
operative dislocation, and time from revision to last orthopaedic
follow-up. The events of ED return, readmission, reoperation, and
rerevisionwere captured for our single institution as well as for any
hospital in the state of Maryland participating in the Epic Care
Everywhere Network (Verona, WI).

Data Analyses

Patients who had direct anterior approach revision or posterior
approach revision THA were compared. Pearson’s chi-squared tests
were used to compare categorical variables between the surgical
approach groups; for categorical variables that did not achieve
adequate frequency for chi-squared analyses, 2-sided Fisher’s exact
testswere used. Two-sided independent samples t-testswere used to
compare continuous variables between the surgical approachgroups.
Logistic regressionswereused to control for significantpatient factors
and determine whether surgical approach was associated with the
primary endpoints of rates of discharge to SNF, dislocation, and
rerevision. Post-hoc power analyses were conducted for any primary
endpoints demonstrating no statistically significant differences be-
tween groups. All statistical analyses were performed using R Studio
(version 1.4.1717 2009-2021 RStudio, PBC, Boston, MA). Statistical
significance was assessed at P < .05. Based on the sample sizes and
rates observed, the study was 23% powered to detect statistically
significant differences in dislocation rates at a ¼ 0.05.

There were 379 acetabular revision THAs performed from
January 1, 2010 through September 30, 2022, with 326 (86.0%)
performed through the posterior approach and 53 (14.0%) via
anterior approach. Of the 379 acetabular revisions performed, 210
(65%) underwent primary THA at our institution. The average age of
all patients was 69 years (range, 32 to 92). BMI was similar across
both groups (P ¼ .124). For all patients, the average BMI was 28.7
(range, 14.5 to 59.5). No differences in sex were observed between
groups. Time to acetabular revision was a mean of 10 years (range,
0.04 to 44.1). Posterior revision THA was performed at a mean of
10.4 years after primary surgery, and anterior revision THA was
performed at amean of 11.0 years after primary surgery on average;
however, this was not statistically significant. Approximately 82% of
all patients had their revision done 2 years ormore after their initial
arthroplasty, with no difference in early or late revision across
approach (Table 1).

Results

The most common reasons for revision of primary THA were
mechanical failure (n ¼ 139, 36.7%) and metallosis (n ¼ 97, 25.6%).
In order, the next most common reasons for acetabular revision
were dislocation (n ¼ 71, 18.7%), pain/other (n ¼ 32, 8.4%),
ational Library of Health and Social Security de ClinicalKey.es por Elsevier en 
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Table 1
Characteristics of All Patients.

Patient Demographics and Surgery Details All Patients Posterior Anterior P Value

(N ¼ 379) (N ¼ 326) (N ¼ 53)

Demographics
Mean age (range) 68.9 (32-92) 69.17 ± 10.6 67.13 ± 10.2 .183

Mean BMI (range) 28.7 (14.5-59.5) 28.52 ± 6.1 29.79 ± 5.5 .124
Sex, women 212 (55.9) 185 (56.7) 27 (50.9) .370

Procedure details
Time to rTHA, year 10.1 ± 8.2 10.4 ± 8.1 11.0 ± 8.6 .610

rTHA early or late .478
<2 y 69 (18.2) 57 (17.5) 12 (22.6)
�2 y 310 (81.8) 269 (82.5) 41 (77.4)

P < .05 are in bold.
Data are expressed as mean ± SD or n (%).
ASA, American Society of Anesthesiologists; BMI, body mass index; rTHA, revision total hip arthroplasty; SD, standard deviation; THA, total hip arthroplasty.
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periprosthetic fracture (n ¼ 21, 5.5%), infection (n ¼ 16, 4.2%), and
wound complications (n¼ 3, 0.8%). The distribution of mechanisms
of failure between posterior and anterior approach revision THA
was similar (P ¼ .413) (Fig. 1).

One hundred seventy-six (46.4%) patients had exchange of the
acetabular liner and femoral head and 149 (39.3%) had exchange of
the acetabular cup, liner, and head, and 52 (13.7%) had another
combination of components exchanged. There were no differences
in any components exchanged between approaches (Fig. 2).

Overall, patients had a mean decrease in HCT of 7.2 (range, 1.8 to
21.8) and and a mean EBL of 370 mL (range, 100 to 3500). Average
OR time was 163 minutes (range, 80 to 388). There were no sig-
nificant differences between the posterior and anterior approach
group for change in HCT (7.3 versus 6.1, P ¼ .161) or for EBL (370
versus 381 mL, P ¼ .826). There were also no significant differences
for OR time (163 versus 165 minutes, P ¼ .669) between posterior
and anterior approaches, respectively. However, those who had an
anterior revision THA had a significantly shorter LOS (2.2 versus 3.2
days, P ¼ .003). The average time from revision to last orthopaedic
follow-up was 947 days; however, those with a posterior approach
had a significantly longer follow-up length (1,008 versus 571 days;
P ¼ .001) (Table 2).
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In total, 86 (22.7%) patients were discharged to a SNF. The rate of
discharge to SNF was significantly higher for posterior approach
patients (25.2% versus 7.5%, P ¼ .008) (Table 2). After controlling for
age, sex, and BMI, the anterior approach was protective against
discharge to SNF (odds ratio (OR), 0.31; 95% confidence interval
(CI): 0.11 to 0.73; P ¼ .013) (Table 3).

The rate of 90-day return to the ED was 9.2% (n ¼ 35) (Table 3).
There were 32 (8.4%) patients readmitted within 90 days, and
41 (10.8%) patients who returned to the ED or were readmitted
within this timeframe. The incidence of these 90-day postoperative
events did not significantly differ between revision approaches
(Table 2).

Twelve (3.2%) patients experienced a dislocation in the 90-day
postoperative period. No differences in 90-day dislocation rates
were observed between approaches (Table 2). There were 23 pa-
tients (6.1%) who required reoperation within 90-days of revision
surgery, and again no significant differences in rate of 90-day
reoperation were observed between groups. At all postoperative
time points the dislocation rate was 9.0%. Two patients in the
anterior approach group (3.8%) and 32 patients in the posterior
approach group (9.8%) experienced dislocations, a nonstatistically
significant difference (P ¼ .254). After controlling for age, sex, and
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Fig. 2. Components Exchanged by Revision Approach. No statistically significant differences in rates of liner and head (P ¼ 1.000); cup, liner and head (P ¼ .419); or other component
(P ¼ .233) exchanges were observed between approaches.
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BMI, the anterior approach was not significantly associated with
postoperative dislocation (OR, 0.50; 95% CI: 0.12 to 1.46; P ¼ .263)
(Table 4).

Postoperatively, 13.2% (n ¼ 50) of acetabular revision patients
ultimately underwent rerevision of their THA. The leading reasons
for rerevision were dislocation (17 cases, 34.0%) and mechanical
failure (7 cases, 14.0%). No statistically significant differences in
reasons for rerevision were observed between groups (P ¼ .705),
Table 2
Perioperative and Postoperative Outcomes.

Outcome All Patients

(N ¼ 379)

Perioperative Outcomes
Change in HCT 7.2 ± 3.4
EBL, mL 371 ± 358
OR time, minutes 163 ± 48
LOS, days 3.0 ± 3.2

Postoperative Outcomes
Discharge to SNF 86 (22.7)
90-d ED return 35 (9.2)
90-d readmission 32 (8.4)
90-d ED or 41 (10.8)
Readmission
90-d dislocation 12 (3.2)
90-d reoperation 23 (6.1)
Dislocation 34 (9.0)
Rerevision 50 (13.2)
Rerevision mechanism of failure
Mechanical failure 7 (14.0)
Pain/Other 8 (16.0)
Dislocation 17 (34.0)
Metallosis 4 (8.0)
Periprosthetic fracture 2 (4.0)
Infection 6 (12.0)
Wound complication 6 (12.0)

Days revision to last FU 947 ± 1,019

P < .05 are in bold.
Data are expressed as mean ± SD or n (%).
EBL, estimated blood loss; ED, emergency department; HCT, hematocrit; LOS, length of sta
SNF, skilled nursing facility; THA, total hip arthroplasty; FU, follow-up.
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although only 2 rerevisions occurred in the anterior approach
group. These included 1 dislocation and 1 wound complication
requiring rerevision. Therewas a significant difference in the rate of
rerevision based on the approach. 14.7% of posterior patients and
only 3.8% of anterior patients required rerevision (P ¼ .049)
(Table 2). After controlling for age, sex, and BMI, the anterior
approach was protective against rerevision (OR, 0.27; 95% CI: 0.06
to 0.76; P ¼ .031) (Table 5).
Posterior Anterior P Value

(N ¼ 326) (N ¼ 53)

7.3 ± 3.3 6.1 ± 4.1 .161
369.5 ± 370 381.0 ± 248 .826
163 ± 50 165 ± 35 .669
3.2 ± 3.3 2.2 ± 2.0 .003

82 (25.2) 4 (7.5) .008
31 (9.5) 4 (7.5) .840
29 (8.9) 3 (5.7) .604
37 (11.3) 4 (7.5) .556

11 (3.4) 1 (1.9) .880
22 (6.7) 1 (1.9) .287
32 (9.8) 2 (3.8) .254
48 (14.7) 2 (3.8) .049

.705
7 (14.6) 0 (0)
8 (16.7) 0 (0)

16 (33.3) 1 (50.0)
4 (8.3) 0 (0)
2 (4.2) 0 (0)
6 (12.5) 0 (0)
5 (10.4) 1 (50.0)

1,008 ± 1,051 571 ± 684 .001

y; OR, operating room; rTHA, revision total hip arthroplasty; SD, standard deviation;
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Table 5
Multivariate Logistic Regression: Predictors of Re-Revision.

Predictors Odds Ratio 95% Confidence Interval P Value

Age 1.00 0.97-1.02 .722
BMI 1.01 0.96-1.06 .737
Women 1.48 0.83-2.72 .193
Anterior approach 0.27 0.06-0.76 .031

P < .05 are in bold.
BMI, body mass index.

Table 3
Multivariate Logistic Regression: Predictors of Discharge to Skilled Nursing Facility.

Predictors Odds Ratio 95% Confidence Interval P Value

Age 1.11 1.08-1.14 <.001
BMI 0.98 0.94-1.03 .486
Women 1.64 0.97-2.82 .069
Anterior approach 0.31 0.11-0.73 .013

P < .05 are in bold.
BMI, body mass index.
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Discussion

Multiple studies have examined the influence of surgical
approach on outcomes following primary THA [12e14]. However,
similar comparisons for revision THA have only recently been
published, and there is limited overlap in described outcomes
[5e7]. In this study, we observed a statistical difference in discharge
to SNF, LOS, and incidence of rerevision between the posterior and
anterior approaches for revision THA. These results demonstrate
that our findings contribute to the understanding of acetabular
revision THA and can potentially be used as the basis for a future
meta-analysis of acetabular revision THA approaches.

Patient demographics were largely similar between posterior
and anterior approaches, and our patient demographics were
consistent with other studies [6,15]. Time to revision varies widely
at anywhere from 3.0 to 17.8 years in previous studies summarizing
revision THA and comparing approaches for primary THA [5,6,16].
In our study, time to revision was not an outcome measure, but it
was a complex variable that depended on many factors, including
implant type, surgical approach, and mechanism of failure [9,16,17].

Themost common reasons for revision in our patient population
were mechanical failure, pain/other, dislocation, and metallosis.
The mechanisms of failure preceding posterior or anterior revision
THA were similarly distributed, and this was consistent with other
studies on revision THAs [6,7]. Mechanical complications and
loosening are often the leading reasons for revision and can
comprise 38 to 51% of primary THA failures in a given patient
population [6,18e20]. In contrast, other studies have cited dislo-
cation and periprosthetic joint infection to be the predominant
mechanisms of failure [15]. A notable aspect of the current study
was the relatively high number of revisions for metallosis, which
was the second most prevalent cause for primary THA failure,
accounting for 97 cases, or 25.6% of acetabular revisions performed.
While no difference in metallosis revisions as a percent of posterior
or anterior approach revisions overall was observed, 79 (81%) of
these cases were revised using the posterior approach. This is
presumably related to the fact that the majority of these revisions
(61%) were performed during the first five years of the study, prior
to wider adoption of the direct anterior approach for revision THA.
Given that the risks related to metal-on-metal implants were
discovered more than a decade ago, leading to a substantial
decrease in their use, this finding is not surprising [21].

In addition to the mechanism of failure, the approach used for
the primary THA is an important factor that may influence the
Table 4
Multivariate Logistic Regression: Predictors of Dislocation.

Predictors Odds Ratio 95% Confidence Interval P Value

Age 1.03 0.99-1.06 .149
BMI 0.99 0.93-1.05 .698
Women 0.80 0.40-1.62 .535
Anterior approach 0.50 0.12-1.46 .263

P < .05 are in bold.
BMI, body mass index.
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approach selected for performance of the acetabular revision. Un-
fortunately, we were unable to formally assess whether initial
approach influenced the revision approach selected due to the fact
that only 65% of the primary THAs revised were performed at our
institution, thus limiting our ability to collect detailed data on the
initial approaches used. Of the 53 direct anterior revisions included
in this study, 31 had their primary THA at our institution.

Previously, the literature estimated LOS for a revision THA at a
mean of 3.1 days [6,7]. Both Wilson et al and Kurkis et al did not
observe differences in LOS between posterior and anterior revision
patients [6,7]. However, the posterior approach was significantly
associated with increased discharge to a SNF, while the anterior
approach appeared to be protective. Our observed rate of home
discharge of 77.3% is within the range of 67 to 87% stated by prior
studies [22e24]. However, a recent report by our institution
showed the home discharge rate for our primary TJA population is
93% [25]. Thus, the SNF discharge rate in our revision THA popu-
lation is more than triple that of our TJA population. As nonhome
discharge is associated with higher episode-of-care charges [26],
increased risk of 30- and 90-day readmissions, and adverse events
[24,27], it is beneficial to direct effort to services that advocate for
home discharge as a better option for patients.

In the 90-day postoperative period, 9.2% of patients returned to
the ED, 8.4% were readmitted, and 10.8% experienced either of
these unplanned events. While 90-day ED return is not commonly
reported for revision THAs, this rate has been described to be 13%
following primary THAs [28]. The rate of readmission in our pop-
ulation was similar to other studies, which report a 90-day read-
mission rate of 8% to 9% [6,7]. Any discrepancy may be due to
inclusion of external readmissions; whereas, comparable studies
may exclusively be recording readmissions to a single institution.
Additionally, dislocation in the 90-day postoperative period was
observed in 3.2% of patients, consistent with the rates of 3% to 9%
stated by prior revision THA studies [6,19]. A notable finding of our
study was similar dislocation rates between both approaches. This
diverges from prior evaluations of dislocation rates in primary
THAs, which indicate that rates tend to be lower for the anterior
approach (3 to 7%) [5,15,29], than for the posterior approach
(15%) [5].

Our rerevision rate of 13.2% with an average follow-up of 947
days was favorable compared to other reported rates that range
from 13% to 6% at 1.5 to 3.7 years follow-up [15,17,19]. Springer et al
previously stated that the 10-year survivorship for revision THAs
was 82% [17], which is considerably lower than the 95 to 96%
10-year survival rate for primary THAs [1,2]. For all patients, more
than half of the rerevisions were due to dislocation or instability;
dislocation and mechanical failure were the first and second most
common reasons for re-revision overall. Springer et al reported
instability, aseptic loosening, and osteolysis or wear as the leading
reasons for failure of revision THA [17]. Conversely, Jafari et al and
Badarudeen et al found infection to be the most common cause of
re-revision, followed by dislocation or instability [19,20]. Variation
in common reasons for re-revision is to be expected, as implant
types and associated mechanisms of failure will evolve from year to
year.
nal Library of Health and Social Security de ClinicalKey.es por Elsevier en 
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There are multiple limitations to this study. Information was
collected via retrospective review as opposed to a randomized
controlled trial. Detailed chart review allowed for the collection of
many potential confounding factors, such as demographics,
implant history, and surgeon. Any important factors were
controlled for during logistic regression to reduce bias, but the
potential for unknown confounders remains. Days to follow-up
may also have acted as a confounder as the use of the anterior
approach for revisions at this institution has increased over the past
decade. Given that patients undergoing posterior approach re-
visions had much longer follow up periods, it is possible that this
contributed to the higher rate of rerevisions observed in this group.
Also, our analysis of the distribution of early and late revisions uses
the inherently subjective cutoff of 2 years from the primary surgery.
While we selected this threshold in alignment with prior studies,
no standard definition of “early revision” exists, as others have used
cutoffs ranging from 1 to 5 years [30e33]. Despite this limitation,
we suggest the two groups were sufficiently similar to conduct
valid comparisons, given the fact that the distribution of early and
late revisions, actual time to revision, and mechanisms of failure
were similar between those revised via the posterior anterior ap-
proaches. Furthermore, given the large number of surgeons (9)
included in the study, differences in surgical technique or patient
management may have confounded our results. One potential
confounding factor is that the majority of the anterior revisions
were performed by a single high-volume surgeon, which could
have an effect on procedure times and complication rates.
Approximately 72% of anterior revisions were performed by the
high-volume surgeon. However, there was not a significant differ-
ence in complication, reoperation, or re-revision rates between this
surgeon and others, suggesting this did not significantly confound
our results. A second potential surgeon-related confounder is that 4
of the 9 surgeons included performed less than 20 acetabular
component revisions over the study period. Collectively, these low-
volume surgeons performed 30 revisions included in the study,
including only one direct anterior approach revision. However,
again, no statistically significant differences in complication rates
were observed between the low- and high-volume surgeons. We
hypothesize that the consistent use of hospital protocols, which
were used across surgeons, mitigated the potential impact of
surgeon-specific practice patterns on our results. Also, although we
had a small sample size of direct anterior acetabular revision THAs,
we attempted tomaximize our sample sizes by using a study period
of nearly a decade, recognizing that outliers may have a larger
impact given the smaller population. Given this limitation, negative
results must be interpreted with caution, as a high probability of
type 2 error exists. This is exemplified by the fact that our study
only achieved 23% power to detect statistically significant differ-
ences in one of the primary endpoints of dislocation. In addition,
the approach used for the primary THA is an important factor that
may influence the approach selected for performance of the
acetabular revision. Unfortunately, we were unable to formally
assess whether initial approach influenced the revision approach
selected due to the fact that only 65% of the primary THAs revised
were performed at our institution, thus limiting our ability to
collect detailed data on the initial approaches used. Another po-
tential limitation is the long study period. Given the length of time
covered by this study, overall trends in discharge locations or ad-
vances in implant components and surgical techniques may have
changed, contributing to the results observed. Although the rela-
tively small sample size of anterior approach revisions precluded
our ability to run an adequately powered comparison of approaches
at different time points, we observed no statistically significant
differences in overall rates of discharge to SNF or complications
when comparing the first six years of the study to the last six years,
Descargado para Biblioteca Medica Hospital México (bibliomexico@gmail.com) en N
agosto 16, 2023. Para uso personal exclusivamente. No se permiten otros usos sin 
with the exception of dislocation rates, which were significantly
lower from 2017 to 2022. A multicenter study or database analysis
would provide larger samples of revision THAs for a meta-analysis
that could further support our results. The higher rerevision rate
among patients undergoing the posterior approach may be due to
factors not captured by our data review, such as surgeon-specific
differences or the preferential use of the potentially more exten-
sile posterior approach for more difficult cases.

Conclusion

Overall, this study provides some evidence that the anterior
approach for acetabular revision THAsmay result in decreased rates
of rerevision, discharges to a SNF, and shorter lengths of stay.

Surgeons should therefore select the surgical approach used for
revision based on their clinical preferences and patient factors.
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