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I. Introduction

1974



44% of the primary THA

with constant increase

89% of the revision THA

mainly cementless and monoblock
Similar overall survivorship 

to conventional bearings

State of the art in France after ~ 45 yrs of use

↓ revision risk

after 6 yrs FU



II. What’s the actual trend worldwide?

FDA approval 

2009

Patient age < 50

Female sex



Primary THA Revision THA



Similar overall

revision risk

Improved prevention

of instability

No age-related

revision risk



Nationwide cohort (2010 to 2019)

~ 4500 patients with conventional components

~ 4500 patients with DMC components

Propensity score-matching

Posterior approach / Primary OA

V DMC decreased by 80% the dislocation risk w/o difference in the 2-yr revision risk for any cause

V Significant health-economic benefits



Å 1st generation of Bousquet DMC (137 THA)

ÅMean age at surgery = 41 yrs

Å Retrospective / Mean FU = 22 yrs

Å No dislocation

Å Overall survivorship at 20 yrs

Ą 77% 

Ą 15 revisions for IPD (11%)

III. DMC in the primary setting even for young patients

A/ Early generations of DMC

Å 2nd generation of DMC

Å 119 THA < 55 yrs vs 444 THA > 55 yrs

Å Prospective / mean FU = 11 yrs

Å No dislocation / No IPD

Å Similar DMC aseptic survivorship 

Ą > 98% at 15 yrs



B/ Modern generations of DMC

Å 3rd generation of DMC with HXLPE

Å Age-matched comparative analysis (mean FU = 3 yrs)

Ą 136 THA with DMC vs 136 conventional THA

ÅMean age at surgery = 48 yrs

Å Dislocation rate

Ą DMC = 0

Ą Conventional THA = 5.1% 

(revision for instability = 1.5%)

Å 3rd generation of DMC with UHMWPE (91 THA)

ÅMean age at surgery = 43 yrs

Å Retrospective / Mean FU = 10 yrs

Å No dislocation 

Å DMC aseptic survivorship 

Ą 99% at 10 yrs



IV. The design evolution along with generations of DMC

The road to hemispherical DMC

Cylindrico-

spherical

Superior extended

coverage
Hemispherical

Risque Ź

qdAB ŷ



Risk of intra-prosthetic impingement with non-hemispherical DMC

2011 2019



Hemispherical design

Ą No increase in dislocation risk

Ą Decreased risk of cup overhang (groin pain / impingement)

Symbol® hemispherical

dual mobility hip system

(Dediennesanté, France)

Å Hemispherical DMC with UHMWPE

ÅMulticentric study including 332 primary THA for all etiologies 

(Mean age at surgery = 72 yrs) 

ÅMin. FU > 2 yrs / mean FU = 3 yrs

Å No dislocation



V. DMC in the revision setting



ñConclusions

Conversion to a DM construct shows promise as a 

salvage option in high-risk, multiply operated on 

patients with dislocated constrained liners undergoing 

revision THA for recurrent instability. 

The ability to close reduce a dislocated DM construct is 

a distinct advantage over constrained liners.”



Cementless fixation (70%)

Paprosky I & IIA bone defects

Ą Monoblock DMC

Cemented fixation (30%)

V Paprosky IIB to IIIB bone defects

Ą Reinforcement device +++

V Double-socket technique

Dual mobility cup in revision THA
(994 RTHA, mean FU = 7.3 yrs)



Low dislocation rate = 1.5% 

V Particularly after acetabular-only rTHA

V Did not compensate for technical errors
Å Optimal orientation of the DMC

Å Reconstruction / restoration 

Ą Hip center of rotation

Ą Abductor mechanism lever arm

Ą Leg length

Low intraprosthetic

dislocation rate = 0.2% 

V All in acetabular-only rTHA

V Sub-optimal head-to-neck ratio:
Å XXL 22.2 mm skirted head

Å 12/14 quadrangular Morse taper

Dual mobility cup in revision THA
(994 rTHA, mean FU = 7.3 yrs)



(Wegrzyn J et al. JOR 2013, KummerFJ et al. JOA 2002, Haft GF JBJS Am 2003)

Fresh frozen femoral

head allograft

Cemented

dual mobility cup

Uniform 2- to 3-mm cement mantle thickness

Kerboull

cross-plate

Acetabular reconstruction technique w/ Kerboull cross-plate 
(61 rTHA with Paprosky2B to 3A bone defect)

Cemented dual mobility cup in RTHA



Loosening / Paprosky IIC



Infection / Paprosky IIIA



Periprosthetic fracture / Posterior column disruption



Double-socket technique: Well-fixed metal shell or Porous metal reconstruction shell



Remove the 

screws!



V Acetabular re-orientation 

V Advantage of hemispherical design to 

decrease the risk of cup overhang

Å Cemented hemispherical Symbol DMC

Å 28 RTHA / Mean age = 82 yrs / ASA ≥ III = 57%

ÅMean FU = 3.5 yrs

Å Results:

o No dislocation

o No dissociation of the cemented DMC

o No loosening of the retained metal shell







VI. Cost-effectiveness of DMC

ĄCost-saving for patients < 75 yrs

Ą Cost-effective for patients > 75 yrs



VII. Take home messages

VDual mobility cups 
ĄA (r)evolution in primary and revision THA since 1974!

Ą A reasonable option for all patients 

Ą Design evolution towards hemispherical DMC

Ą XLPE for the insert?

V In revision THA
Ą Implant of choice to prevent / manage  instability 

over large femoral heads or constrained liners

Ą Cost-effective and even cost-saving in patients < 75 yrs

V In primary THA
Ą Effective to prevent instability in overall patients

Ą Similar aseptic survivorship to conventional acetabular component 

without age-related revision risk





Thank you!
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