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Abstract: Extended trochanteric osteotomy (ETO) is an established method in revision total hip
arthroplasty. Proximal migration of the greater trochanter fragment and the resulting non-union of
the osteotomy remains a major problem, and several techniques have been developed to prevent its
occurrence. This paper describes a novel modification of the original surgical technique in which
a single monocortical screw is placed distally to one of the cerclages used for the fixation of the
ETO. The contact between the screw and the cerclage counteracts the forces applied on the greater
trochanter fragment and prevents trochanteric escape under the cerclage. The technique is simple
and minimally invasive, does not require special skills or additional resources, or add to surgical
trauma or operating time, and therefore represents a simple solution to a complicated problem.
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1. Introduction

Total hip arthroplasty (THA) is a successful and established treatment for hip os-
teoarthritis [1]. The number of people affected by hip osteoarthritis, and thus the number of
THAs, has steadily increased over the past decades, and this trend is expected to continue
in the future [2]. Because of the increasing number of THAs and the increasing number
of elderly people, the number of THA revisions is expected to increase [3]. The removal
of well-fixed cemented and non-cemented femoral stems is one of the major surgical chal-
lenges in THA revision to treat late THA infection and malpositioned stems that lead to
recurrent THA dislocation, as well as to improve acetabular exposure [4]. In these cases,
extended trochanteric osteotomy (ETO) is an efficient and popular technique to remove
well-fixed stems [5].

ETO has several advantages, including wide exposure, safe cement removal, and low
risk of iatrogenic injuries such as canal perforation or intraoperative fractures [6–8]. ETO
has mid-term survival rates of approximately 90% and is currently considered the technique
of choice for revision THA [8]. However, a major problem with ETO is the relatively high
incidence of trochanter migration and consequent non-union of the osteotomy [9–11].
Non-union rates initially ranged from 1 to 29% in various studies 11 with the most recent
evidence reporting a mean non-union rate of 7% [12]. The resulting biomechanical changes
have a negative impact on clinical outcomes [9]. Since the initial description of ETO,
various surgical methods and new implants have been described with the aim of improving
osteotomy fixation and avoiding trochanter migration [13–16]. None of these methods have
been established as a reliable fixation method for preventing trochanteric escape.

This paper presents a novel surgical technique aimed at preventing trochanter migra-
tion after ETO. First, the original ETO technique and the biomechanical causes leading
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to a trochanteric escape are presented and explained using a representative case. Then,
the technical details of the new surgical technique and the biomechanical principles that
prevent trochanteric escape are presented using a clinical case. Finally, the advantages
and disadvantages of this technique are discussed in comparison to other techniques that
address the same problem.

2. Surgical Technique
2.1. Extended Trochanteric Osteotomy
2.1.1. The Surgical Technique

The ETO technique was originally described by Younger et al. [17]. A posterolateral
approach in the lateral decubitus position is used to access the proximal femur. However, a
direct lateral approach or a modification of approaches that provide access to the proximal
femur is also suitable for ETO. The approach extends distally as far as necessary to access
the stem to be removed. The fascia lata and the fascia of the gluteus maximus muscle
are split along the incision. The tendinous insertions of the short external rotators are
dissected. The posterior capsule is incised, and a flap of the capsule is mobilized to allow
access to the joint. The vastus lateralis muscle is mobilized anteriorly subperiostally, and
the proximal femur is exposed. A cerclage is placed distal to the osteotomy tip to prevent
femoral fracture. The posterior and the distal part of the osteotomy margin are outlined
with multiple drill holes (Figure 1a). The most distal point of the osteotomy extends distally
to the tip of the prosthesis. The drill points are then connected with the oscillating saw
or a pencil bur. The anterior cortex of the femur is perforated with multiple drill holes,
entering through the posterior part of the osteotomy and trying to encompass one third
of the femoral circumference. The anterior portion of the osteotomy is then performed
with the oscillating saw. The osteotomized fragment is mobilized with the osteotome as a
single unit (Figure 1b). In our clinic, the osteotomy is performed before dislocating the hip.
However, osteotomy after dislocation and either before removal of the femoral component
or after removal of the femoral component is also possible. After removal of the stem and
placement of the new stem, the osteotomized trochanter fragment is reduced and fixed
with 2 to 3 2.0 mm cerclage wires or cables (Figure 1c).
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changing the stem, the osteotomized trochanter fragment is reduced and fixed with 2 to 3 2.0 mm 
cerclage wires or cables. 

2.1.2. The Postoperative Regime 
The patient is allowed to mobilize from day 1 with partial weight-bearing of the op-

erated leg. Flexion is limited to 90°. Active abduction is not allowed as to prevent disloca-
tion of the trochanteric fragment. The use of an abduction orthosis was suggested in the 
original ETO description [17] but this is not used in our clinic. 

Figure 1. The ETO as described by Younger et al. [17]. (a). The posterior and distal part of the
osteotomy border is outlined with several drill holes. The osteotomy is performed by connecting
the holes with the saw or pencil bur. A cerclage is placed distal to the osteotomy to prevent a
femoral fracture. The anterior part of the osteotomy is performed separately with the oscillating saw.
(b). The osteotomy fragment is mobilized anteriorly with the osteotome. The stem is exposed. (c).
After changing the stem, the osteotomized trochanter fragment is reduced and fixed with 2 to 3,
2.0 mm cerclage wires or cables.

2.1.2. The Postoperative Regime

The patient is allowed to mobilize from day 1 with partial weight-bearing of the
operated leg. Flexion is limited to 90◦. Active abduction is not allowed as to prevent
dislocation of the trochanteric fragment. The use of an abduction orthosis was suggested in
the original ETO description [17] but this is not used in our clinic.
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2.2. The Problem: Trochanteric Escape after ETO

Trochanteric escape is a common complication after ETO [10,18,19]. It is the proximal
migration of the osteotomized fragment of the greater trochanter that “escapes” under the
fixation with cerclage wires or cables.

2.2.1. Biomechanical Principles of Trochanteric Escape

The greater trochanter is the attachment site of the gluteus medius and minimus
muscles. The gluteus medius muscle originates from the lateral surface of the ilium. It has
an anterior posterior and middle portion, all of which attach to the posterior and lateral
part of the superior aspect of the greater trochanter. The gluteus minimus muscle originates
on the lateral surface of the ilium, lies immediately beneath and just anterior to the gluteus
medius, and attaches at the anterolateral aspect of the greater trochanter [20–22]. The
osteotomized fragment is attached to both muscles. Contraction of the gluteus medius
muscle produces an abduction force to the osteotomized trochanter fragment, whereas
contraction of the gluteus minimus muscle produces an abduction and lesser internal
rotation force to the osteotomized trochanter fragment [21]. Together, activation of these
two muscles can cause cranial dislocation of the trochanter fragment if the fixation is not
adequate (Figure 2).
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Figure 2. (a). Anatomy of the gluteus medius muscle: the gluteus medius muscle originates on the
lateral surface of the ilium and attaches to the posterior and lateral part of the superior aspect of the
greater trochanter. (b). Anatomy of the gluteus minimus muscle: the gluteus minimus originates
on the lateral surface of the ilium and attaches at the anterolateral aspect of the greater trochanter.
(c). Illustration of the direction of the forces applied by the gluteus medius (red) and minimus (blue)
muscles on the osteotomized fragment. Contraction of the gluteus medius muscle produces an
abduction force to the osteotomized trochanter fragment, whereas contraction of the gluteus minimus
muscle produces an abduction and a lesser internal rotation force to the osteotomized trochanter
fragment. Together, activation of these two muscles can cause cranial dislocation of the trochanter
fragment. The external rotators also attach to the osteotomized fragment and produce an external
rotation force (yellow); however, this force is lower than the force of the other two muscles and is not
relevant for the trochanteric escape.

2.2.2. Clinical Case

A 48-year-old female patient (height 1.7 m, body mass 82 kg, body mass index
28.4 kg/m2, no relevant comorbidities) underwent THA for hip osteoarthritis with a
fully coated non-cemented stem (twinSys®, Mathys AG®, Bettlach, Switzerland). After
2 years, a THA revision with stem change had to be performed because of early aseptic stem
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loosening (Figure 3a). The patient was referred to our institution. An ETO was performed
for stem removal, and a distally tapered stem was implanted (Wagner SL stem, Zimmer Inc.,
Warsaw, Indiana, USA). A cable cerclage was placed distal to the osteotomy to prevent fur-
ther femur fracture. The osteotomy was reduced, fixed with three horizontal cable cerclages
and one combined vertical and horizontal cable fixation [13] (Figure 3b). Intraoperatively, a
fracture of the medial femoral cortex occurred. Postoperatively, the patient was allowed to
mobilize with partial weight-bearing of the operated leg, flexion was limited to 90◦, and
active abduction was not allowed. Serial radiographs were obtained intraoperatively and
at 3 days and 3 months postoperatively, documenting cranial dislocation of the greater
trochanter fragment (Figure 3c,d). Because of the presence of symptomatic non-union,
6 months after the ETO the patient underwent revision surgery as well as open reduction
and internal fixation of the fragment with a periprosthetic hook plate (LCP™ periprosthetic
proximal femur plating system, Depuy-Synthes, Warsaw, IN, USA).
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Figure 3. Case of a patient with a trochanteric escape after ETO. (a). Two years after implantation
of a fully coated non-cemented stem, the patient presented with an early aseptic stem loosening.
Metaphyseal radiolucency and the diaphyseal cortical hypertrophy are seen, indicating a lack of
metaphyseal osteointegration with a diaphyseal mechanical bone stress. (b). Intraoperative images:
An ETO was performed for stem removal. The osteotomy was reduced and fixed with three horizontal
cable cerclages and one combined vertical and horizontal cable fixation. An intraoperative fracture
of the medial cortex occurred. (c). Three days postoperatively, after patient mobilization: note
trochanteric escape with a loss of reduction of the osteotomy fragment (red arrow) and proximal
migration of the trochanter fragment (yellow line outlines the shoulder of the prosthesis, which is now
level with the tip of the cerclage). (d). Three months postoperatively: note further cranial dislocation
of the trochanter fragment causing a larger osteotomy gap (red arrow). The tip of the vertical cerclage
is now clearly above the shoulder of the prosthesis (yellow line). (e). Five months postoperatively:
no healing tendency at the osteotomy gap is seen (red arrow). (f). The symptomatic non-union was
treated with an open reduction and internal fixation of the fragment with a periprosthetic plate.
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2.3. Novel Surgical Technique: A Monocortical Screw for Preventing Trochanteric Escape
2.3.1. The Surgical Technique

The ETO is performed as described above. The ETO is reduced and fixed with
cable cerclages. To prevent cranial dislocation of the trochanter fragment, a monocortical
periprosthetic screw is placed under the cable cerclage on the trochanter fragment just
distal to the distal cable cerclage fixing the osteotomy (Figure 4a).
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Figure 4. (a). Novel surgical technique: a monocortical periprosthetic screw is placed on the trochanter
fragment immediately distal to the distal cable cerclage fixing the osteotomy. (b). Biomechanical
principles that prevent trochanteric escape: The force exerted by the gluteus medius and minimus
muscles pulls the trochanter fragment cranially. The screw placed on the trochanter fragment is
pulled cranially with the trochanter fragment. The contact of the screw with the distal cerclage
prevents the screw and thus the trochanter fragment from moving cranially.

2.3.2. Biomechanical Principles

The force applied by the gluteus medius and minimus muscles pulls the trochanter
fragment cranially. The screw placed on the trochanter fragment is pulled cranially with the
trochanter fragment. However, the contact of the screw with the distal cerclage prevents
the screw, and thus the trochanter fragment, from moving cranially (Figure 4b). Dislocation
of the fragment is only possible if the cerclage moves cranially along with the screw or if the
screw “escapes” below the cerclage. Cranial movement of the cerclage is highly unlikely
because of the inverted conical shape of the proximal femur. An “escape” of the screw
under the cerclage would only be possible in the case of a loose cerclage.

2.3.3. Clinical Case

A 34-year-old patient (height 1.75 m, body mass 95 kg, body mass index 31 kg/m2,
no relevant comorbidities) underwent THA with a polished tapered (force-closed) stem
because of hip osteoarthritis after hip dysplasia previously treated with periacetabular
osteotomy. An intraoperative femoral fracture (diaphyseal cortical perforation, via falsa)
went unnoticed and was diagnosed only postoperatively (Figure 5). The patient was
referred to our institution 6 months postoperatively. He experienced pain in the thigh
and groin and was on crutches. A revision THA was performed with a change of the
stem through an ETO. A distally tapered stem was implanted (Wagner SL stem, Zimmer
Inc., Warsaw, Indiana, USA). Two cable cerclages were placed distal to the osteotomy to
prevent femur fracture. The osteotomy was reduced and fixed with two cable cerclages
with a 5.0 mm monocortical periprosthetic screw (LCP™ periprosthetic proximal femur
plating system, Depuy-Synthes, Warsaw, Indiana, USA) placed distal to the distal cerclage
(Figure 6). Postoperatively, the patient was allowed to mobilize with partial weight-bearing
of the operated leg, flexion was limited to 90◦, and active abduction was not allowed. Serial
radiographs 3 days and 3, 6, 12, and 18 months postoperatively document the bony union
of the ETO without evidence of fragment dislocation (Figure 7). At the 18-month follow-up,
the patient was satisfied with the outcome of surgery, was able to walk without crutches,
and began to play sport. He still had residual pain but reported a clear improvement
compared to before the stem change.
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3. Discussion

Trochanteric escape and the resulting non-union remain a major problem after ETO,
occurring in up to 29% of cases [10]. Several authors have explored conservative and
surgical options to avoid this complication.

3.1. Trochanteric Escape: Available Solutions
3.1.1. Partial Weight-Bearing, Abduction Restriction

The original publication describing ETO [17] already recognized the risk of trochanteric
escape and suggested a postoperative rehabilitation scheme trying to prevent the trochanteric
escape. The authors suggested partial weight-bearing and restriction of abduction with an
abduction brace. Abduction braces have been shown to be effective in limiting the range
of motion, although not to the extent promised by the brace settings [23]. Although no
study to date has specifically addressed their ability to prevent trochanter fragment dislo-
cation after ETO, abduction braces have been shown to be ineffective in preventing THA
dislocation [23–26], and they are not suitable for obese patients [26]. From a biomechanical
perspective, restricting abduction alone does not reliably protect the trochanter fragment
from the forces exerted by the gluteal muscles because the maximal contractile force exerted
by the abductor muscles occurs during the single leg stance phase [27,28], when the gluteus
medius restricts the lowering of the pelvis. Therefore, partial or non-weight-bearing until
the bony union is reached is essential to reduce the forces acting on the trochanter fragment.
However, several studies have shown that patients do not reliably bear partial weight even
when instructed to do so by a physiotherapist [29]. Therefore, limiting weight-bearing and
abduction alone seems inadequate to protect the osteotomy.

3.1.2. Surgical Options to Prevent Trochanteric Escape

Several authors have attempted to modify the original ETO method to prevent
trochanteric escape. Mei et al. [30] performed a systematic review of the various fixation
options. In addition to wires and cables, the three main categories of available trochanteric
fixation methods are cable plate systems, claw or locking plates, and trochanteric bolts.

Horizontal wire and cable cerclages were described in the original ETO publica-
tion [17], and modifications of the wire or cable positioning have been developed since
then [30]. Horizontal cerclages—while easy to perform—can allow trochanteric escape
below the cerclages. To address this problem, modifications in cerclage placement, such
as combined vertical and horizontal cable fixation or passing the cerclage through the
trochanter fragment, have been described [13]. Nevertheless, breakage or loosening of the
cerclage is a common complication that can lead to loss of fixation [30]. Moreover, cases
have been reported in which fractured portions of the cerclages have migrated to sites
distant from the osteotomy site, such as between the THA components [31], in the popliteal
fossa [32], or even intravascular [33].

Cable plate systems and claw or locking plates have been shown in vitro to be more
biomechanically stable than wires and cerclages [19]. However, they are known to be associ-
ated with pain and bursitis trochanterica, and have higher reoperation rates compared with
wires [30]. They also require specialized hardware and are more technically demanding
and expensive.

Trochanteric bolts are specialized devices that have been reported only in calcar
replacement prostheses [30], and therefore are not suitable for regular use in ETO cases.
Furthermore, mechanical complications such as fracture of the trochanter by the bolt and
breakage or disassembly of the bolt have been reported. Overall, they have higher rates
of bursitis and reoperation compared with wires and should be reserved for special cases
requiring calcar replacement [30].

3.2. A Monocortical Screw for Preventing Trochanteric Escape: Advantages and Disadvantages

The method described here only requires the placement of a single monocortical
screw distal to a cerclage. It is easy to perform, not time-consuming, does not require
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special orthopaedic devices, and cannot cause hardware-related complications. Therefore,
this technique is an easily applicable modification of the original ETO technique making
reasonable use of resources. The major disadvantage of this technique is that it is completely
dependent on the integrity of the cerclage and will fail in the event of cerclage loosening,
slippage of the cerclage over the screw, or breakage of the cerclage. A conventional screw
with a washer may be an alternative to the periprosthetic screw used in this case. The
washer would make the screw head more prominent, reducing the possibility of the cerclage
slipping over the screw.

3.3. The Importance of Bony Union in ETO

Two studies found no difference in revision rates between ETOs with trochanteric
non-union and ETOs in which bony union has been achieved [10,11]. Nevertheless, the
function of the hip abductor mechanism is only possible with a trochanteric union. Not
surprisingly, a non-union of the ETO has a negative effect on clinical outcome [9].

The abductor muscle group consists of the primary and secondary abductor muscles.
Primary abductors are the gluteus medius, gluteus minimus, and tensor fasciae latae mus-
cles. The secondary hip abductors are the piriformis, sartorius, and rectus femoris muscles.
Dislocation of the trochanter fragment means for a loss of function of the two primary
abductors, the gluteus medius and minimus muscles. Complete loss of abductor function
results in Trendelenburg gait [18]. Additionally, even minor deficits in abductor strength
negatively affect lower limb function, causing knee osteoarthritis [34,35], patellofemoral
pain syndrome [36], or even chronic lower back pain [37]. Overall, adequate abductor
muscle function has a positive effect on physical function and prevents limping after
THA [35,38], whereas impaired abductor muscle function increases the risk of falls [39].
In summary, healing of the bony trochanter fragment and this preservation of abductor
mechanism function is crucial in revision THA.

4. Conclusions

A single monocortical screw placed distal to one of the cerclages used for fixation of the
ETO is a technical modification of the original ETO with the aim of preventing dislocation
of the trochanter fragment. The contact between the screw and the cerclage counteracts the
forces acting on the greater trochanter fragment and prevents trochanteric escape under
the cerclage. The technique is simple and minimally invasive, requires no special skills
or additional resources, nor adds to surgical trauma or operating time, and therefore may
provide a simple solution to a complicated problem. In this article, we described this novel
technique, and the biomechanical principles that govern it through, based on a case report.
Future publications, including a series of patients treated with this technique, are needed
to evaluate its clinical potential.

Author Contributions: Conceptualization: P.I. and K.S.; performance of the operation: K.S.; follow-
up of the patients P.I. and K.S.; methodology: P.I., K.S. and A.M.; resources: P.I., K.S. and A.M.;
writing—original draft preparation: P.I.; writing—review and editing: K.S. and A.M. All authors
have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki. An Institutional Review Board was not needed (case reports).

Informed Consent Statement: Informed consent was obtained from all subjects involved in
the study.

Data Availability Statement: Not applicable.

Conflicts of Interest: The authors declare no conflict of interest.



J. Clin. Med. 2023, 12, 2947 9 of 10

References
1. Learmonth, I.D.; Young, C.; Rorabeck, C. The operation of the century: Total hip replacement. Lancet 2007, 370, 1508–1519.

[CrossRef] [PubMed]
2. Murphy, L.B.; Helmick, C.G.; Schwartz, T.A.; Renner, J.B.; Tudor, G.; Koch, G.G.; Dragomir, A.D.; Kalsbeek, W.D.; Luta, G.; Jordan,

J.M. One in four people may develop symptomatic hip osteoarthritis in his or her lifetime. Osteoarthr. Cartil. 2010, 18, 1372–1379.
[CrossRef] [PubMed]

3. Park, J.W.; Won, S.H.; Moon, S.Y.; Lee, Y.K.; Ha, Y.C.; Koo, K.H. Burden and future projection of revision Total hip Arthroplasty in
South Korea. BMC. Musculoskelet. Disord. 2021, 22, 375. [CrossRef] [PubMed]

4. Sambandam, S.N.; Duraisamy, G.; Chandrasekharan, J.; Mounasamy, V. Extended trochanteric osteotomy: Current concepts
review. Eur. J. Orthop. Surg. Traumatol. 2016, 26, 231–245. [CrossRef]

5. Aribindi, R.; Paprosky, W.; Nourbash, P.; Kronick, J.; Barba, M. Extended proximal femoral osteotomy. Instr. Course Lect. 1999, 48,
19–26. [CrossRef]

6. Lerch, M.; Von Lewinski, G.; Windhagen, H.; Thorey, F. Revision of total hip arthroplasty: Clinical outcome of extended
trochanteric osteotomy and intraoperative femoral fracture. Technol. Health Care 2008, 16, 293–300. [CrossRef]

7. Mardones, R.; Gonzalez, C.; Cabanela, M.E.; Trousdale, R.T.; Berry, D.J. Extended Femoral Osteotomy for Revision of Hip
Arthroplasty: Results and Complications. J. Arthroplast. 2005, 20, 79–83. Available online: https://pubmed.ncbi.nlm.nih.gov/15
660064/ (accessed on 29 November 2022). [CrossRef]

8. Sundaram, K.; Siddiqi, A.; Kamath, A.F.; Higuera-Rueda, C.A. Trochanteric osteotomy in revision total hip arthroplasty. EFORT
Open Rev. 2020, 5, 477–485. [CrossRef]

9. Amin, A.K.; Bergman, N. Trochanteric non-union following revision hip replacement is associated with a poor functional outcome:
A matched, case-control study. Hip Int. 2013, 23, 535–540. [CrossRef]

10. Hawkins, A.; Midwinter, K.; Macdonald, D.A. Trochanteric non-union in revision total hip arthroplasty: Does it matter? Ann. R.
Coll. Surg. Engl. 2000, 82, 39–42.

11. Mehra, A.; Hemmady, M.V.; Hodgkinson, J.P. Trochanteric non-union—Does it influence the rate of revision following primary
total hip replacement? A minimum of 15 years follow-up. Surgeon 2008, 6, 79–82. [CrossRef]

12. Malahias, M.A.; Gkiatas, I.; Selemon, N.A.; De Filippis, R.; Gu, A.; Greenberg, A.; Sculco, P.K. Outcomes and Risk Factors of
Extended Trochanteric Osteotomy in Aseptic Revision Total Hip Arthroplasty: A Systematic Review. J. Arthroplasty 2020, 35,
3410–3416. [CrossRef]

13. Huffman, G.R.; Ries, M.D. Combined vertical and horizontal cable fixation of an extended trochanteric osteotomy site. J. Bone Jt.
Surg. 2003, 85, 273–277. [CrossRef]

14. Kuruvalli, R.R.; Landsmeer, R.; Debnath, U.K.; Suresh, S.P.; Thomas, T.L. A new technique to reattach an extended trochanteric
osteotomy in revision THA using suture cord. Clin. Orthop. Relat. Res. 2008, 466, 1444–1448. [CrossRef]

15. Smith, E.B. Save the Greater Trochanter: A Novel Modification to the Extended Trochanteric Osteotomy. Arthroplast. Today 2022,
16, 107–111. [CrossRef]

16. Tang, J.; Wu, T.; Shao, H.; Zhou, Y. Greater trochanter fixed with a claw plate and cable system in complex primary and revision
total hip arthroplasty: Long-term follow-up. Int. Orthop. 2022, 46, 2553–2560. [CrossRef]

17. Younger, T.I.; Bradford, M.S.; Magnus, R.E.; Paprosky, W.G. Extended proximal femoral osteotomy: A new technique for femoral
revision arthroplasty. J. Arthroplasty 1995, 10, 329–338. [CrossRef]

18. Gandbhir, V.N.; Lam, J.C.; Rayi, A. Trendelenburg Gait; StatPearls: Tampa, FL, USA, 2022.
19. Hersh, C.K.; Williams, R.P.; Trick, L.W.; Lanctot, D.; Athanasiou, K. Comparison of the mechanical performance of trochanteric

fixation devices. Clin. Orthop. Relat. Res. 1996, 329, 317–325. [CrossRef]
20. Kendall, F.P.; McCreary, E.K.; Provance, P.G.; Rodgers, M.M.; Romani, W.A. Muscles: Testing and Function with Posture and Pain;

Lippincott Williams & Wilkins: Baltimore, MD, USA, 2005; Volume 5.
21. Neumann, D.A. Kinesiology of the hip: A focus on muscular actions. J. Orthop. Sports Phys. Ther. 2010, 40, 82–94. [CrossRef]
22. Palastanga, N.; Field, D.; Soames, R. Anatomy and Human Movement: Structure and Function; Elsevier Health Sciences: Amsterdam,

The Netherlands, 2006; Volume 20056.
23. Michalik, R.; Essing, K.; Rohof, B.; Gatz, M.; Migliorini, F.; Betsch, M. Do hip-abduction braces work? A biomechanical evaluation

of a commercially available hip brace. Arch. Orthop. Trauma Surg. 2022, 142, 1275–1281. [CrossRef]
24. Dewal, H.; Maurer, S.L.; Tsai, P.; Su, E.; Hiebert, R.; Di Cesare, P.E. Efficacy of abduction bracing in the management of total hip

arthroplasty dislocation. J. Arthroplasty 2004, 19, 733–738. [CrossRef] [PubMed]
25. Murray, T.G.; Wetters, N.G.; Moric, M.; Sporer, S.M.; Paprosky, W.G.; Della Valle, C.J. The use of abduction bracing for the

prevention of early postoperative dislocation after revision total hip arthroplasty. J. Arthroplasty 2012, 27, 126–129. [CrossRef]
[PubMed]

26. Vincent, H.K.; Dejong, G.; Mascarenas, D.; Vincent, K.R. The effect of body mass index and hip abductor brace use on inpatient
rehabilitation outcomes after total hip arthroplasty. Am. J. Phys. Med. Rehabil. 2009, 88, 201–209. [CrossRef] [PubMed]

27. Jeong, D.E.; Lee, S.K.; Kim, K. Comparison of the activity of the gluteus medius according to the angles of inclination of a
treadmill with vertical load. J. Phys. Ther. Sci. 2014, 26, 251–253. [CrossRef] [PubMed]

28. Smith, L.K.; Weiss, L.; Lehmkuhl, L.D. Brunnstrom’s Clinical Kinesiology; F.A. Davis Company: Philadelphia, PA, USA, 1996.

https://doi.org/10.1016/S0140-6736(07)60457-7
https://www.ncbi.nlm.nih.gov/pubmed/17964352
https://doi.org/10.1016/j.joca.2010.08.005
https://www.ncbi.nlm.nih.gov/pubmed/20713163
https://doi.org/10.1186/s12891-021-04235-3
https://www.ncbi.nlm.nih.gov/pubmed/33888097
https://doi.org/10.1007/s00590-016-1749-z
https://doi.org/10.1016/s0883-5403(05)80182-2
https://doi.org/10.3233/THC-2008-16407
https://pubmed.ncbi.nlm.nih.gov/15660064/
https://pubmed.ncbi.nlm.nih.gov/15660064/
https://doi.org/10.1016/j.arth.2004.10.014
https://doi.org/10.1302/2058-5241.5.190063
https://doi.org/10.5301/hipint.5000074
https://doi.org/10.1016/S1479-666X(08)80069-8
https://doi.org/10.1016/j.arth.2020.07.034
https://doi.org/10.2106/00004623-200302000-00014
https://doi.org/10.1007/s11999-008-0233-4
https://doi.org/10.1016/j.artd.2022.05.004
https://doi.org/10.1007/s00264-022-05538-3
https://doi.org/10.1016/S0883-5403(05)80182-2
https://doi.org/10.1097/00003086-199608000-00039
https://doi.org/10.2519/jospt.2010.3025
https://doi.org/10.1007/s00402-021-03989-8
https://doi.org/10.1016/j.arth.2004.02.041
https://www.ncbi.nlm.nih.gov/pubmed/15343533
https://doi.org/10.1016/j.arth.2012.03.030
https://www.ncbi.nlm.nih.gov/pubmed/22608688
https://doi.org/10.1097/PHM.0b013e318198b549
https://www.ncbi.nlm.nih.gov/pubmed/19847129
https://doi.org/10.1589/jpts.26.251
https://www.ncbi.nlm.nih.gov/pubmed/24648642


J. Clin. Med. 2023, 12, 2947 10 of 10

29. Eickhoff, A.M.; Cintean, R.; Fiedler, C.; Gebhard, F.; Schütze, K.; Richter, P.H. Analysis of partial weight bearing after surgical
treatment in patients with injuries of the lower extremity. Arch. Orthop. Trauma Surg. 2022, 142, 77–81. [CrossRef]

30. Mei, X.Y.; Gong, Y.J.; Safir, O.A.; Gross, A.E.; Kuzyk, P.R. Fixation Options Following Greater Trochanteric Osteotomies and
Fractures in Total Hip Arthroplasty: A Systematic Review. JBJS Rev. 2018, 6, e4. [CrossRef]

31. Fakih, R.R.; Treacy, R.B.C. Articular interposition of broken trochanteric wires. Bull. Hosp. Jt. Dis. 1998, 57, 108–110.
32. Makki, D.Y.; Goru, P.; Prakash, V.; Aldam, C.H. Migration of a broken trochanteric wire to the popliteal fossa. J. Arthroplasty 2011,

26, 504.e1–504.e3. [CrossRef]
33. Leonardi, F.; Rivera, F. Intravascular migration of a broken cerclage wire into the left heart. Orthopedics 2014, 37, e932–e935.

[CrossRef]
34. Chang, A.; Hayes, K.; Dunlop, D.; Song, J.; Hurwitz, D.; Cahue, S.; Sharma, L. Hip abduction moment and protection against

medial tibiofemoral osteoarthritis progression. Arthritis Rheum. 2005, 52, 3515–3519. [CrossRef]
35. Cinnamon, C.C.; Longworth, J.A.; Brunner, J.H.; Chau, V.K.; Ryan, C.A.; Dapiton, K.R.; Foucher, K.C. Static and dynamic abductor

function are both associated with physical function 1 to 5 years after total hip arthroplasty. Clin. Biomech. 2019, 67, 127–133.
[CrossRef]

36. Piva, S.R.; Goodnite, E.A.; Childs, J.D. Strength around the hip and flexibility of soft tissues in individuals with and without
patellofemoral pain syndrome. J. Orthop. Sports Phys. Ther. 2005, 35, 793–801. [CrossRef]

37. Cooper, N.A.; Scavo, K.M.; Strickland, K.J.; Tipayamongkol, N.; Nicholson, J.D.; Bewyer, D.C.; Sluka, K.A. Prevalence of gluteus
medius weakness in people with chronic low back pain compared to healthy controls. Eur. Spine J. 2016, 25, 1258–1265. [CrossRef]

38. Horstmann, T.; Listringhaus, R.; Brauner, T.; Grau, S.; Mündermann, A. Minimizing preoperative and postoperative limping
in patients after total hip arthroplasty: Relevance of hip muscle strength and endurance. Am. J. Phys. Med. Rehabil. 2013, 92,
1060–1069. [CrossRef]

39. Inacio, M.; Ryan, A.S.; Bair, W.N.; Prettyman, M.; Beamer, B.A.; Rogers, M.W. Gluteal muscle composition differentiates fallers
from non-fallers in community dwelling older adults. BMC Geriatr. 2014, 14, 37. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1007/s00402-020-03588-z
https://doi.org/10.2106/JBJS.RVW.17.00164
https://doi.org/10.1016/j.arth.2010.03.008
https://doi.org/10.3928/01477447-20140924-90
https://doi.org/10.1002/art.21406
https://doi.org/10.1016/j.clinbiomech.2019.05.009
https://doi.org/10.2519/jospt.2005.35.12.793
https://doi.org/10.1007/s00586-015-4027-6
https://doi.org/10.1097/PHM.0b013e3182970fc4
https://doi.org/10.1186/1471-2318-14-37

	Introduction 
	Surgical Technique 
	Extended Trochanteric Osteotomy 
	The Surgical Technique 
	The Postoperative Regime 

	The Problem: Trochanteric Escape after ETO 
	Biomechanical Principles of Trochanteric Escape 
	Clinical Case 

	Novel Surgical Technique: A Monocortical Screw for Preventing Trochanteric Escape 
	The Surgical Technique 
	Biomechanical Principles 
	Clinical Case 


	Discussion 
	Trochanteric Escape: Available Solutions 
	Partial Weight-Bearing, Abduction Restriction 
	Surgical Options to Prevent Trochanteric Escape 

	A Monocortical Screw for Preventing Trochanteric Escape: Advantages and Disadvantages 
	The Importance of Bony Union in ETO 

	Conclusions 
	References

