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CLINICAL CHARACTERISTICS OF BONE DEFECTS IN
PERIPROSTHETIC INFECTION OF THE HIP JOINT

The purpose of this analysis was to describe and characterize bone
defects that were detected in patients of the observation array to unify the
diagnostic algorithm, which will allow comparing the effectiveness of
two-stage tactics of treating periprosthetic infection in different groups of
patients.

Materials and methods: A prospective array was formed, which
included 117 patients, who were divided into 2 groups. To the first
experimental group, we assigned 53 patients with early (up to 4 weeks)
onset of the infectious process after primary hip arthroplasty. To the
second group, 42 cases of late manifestation of periprosthetic infection
were assigned.

Results: The absence of bone defect or type I was significantly more
common among patients with early development of periprosthetic
infection, which was detected in 66.0% of patients and in 35.7% of
patients with late development of periprosthetic infection. All types of
type II defects were more common in patients with late development of
periprosthetic infection, which was found in 52.4% of cases, in contrast to
patients with early manifestation of periprosthetic infection, where this
type was found in 33.9% of cases. Both types of type III bone defects
were found only among patients with late periprosthetic infection, which
was found in 11.9% of cases and were not found among patients with
early manifestation of infectious prosthesis. Absence or type [ bone defect
was observed in most patients with early periprosthetic infection, which
was found in 84.9% of cases and in most patients with late periprosthetic
infection in 73.8% of cases. The distribution of type II bone defects of the
hip was uniform in the observation groups, which indicates the absence of
the influence of time determinants in the development of this type of bone
defect. In the early stages of periprosthetic infection development, there
are no severe types of bone defects, however, in patients with late
manifestation, these defects were detected in 11.9% of cases.
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Conclusions: Different types of bone defects are characteristic of
different periods of periprosthetic infection. Early manifestations of
periprosthetic infection are characterized by either the absence of bone
defects or the first type of them. The distribution of type II bone defects
of the thigh was uniform in the observation groups, which indicates the
absence of the influence of time determinants in the development of this
type of bone defect.
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examination, bone defects, treatment.
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K/THIYHA XAPAKTEPUCTHUKA KICTKOBHUX JE®EKTIB
IIPA TEPUNTPOTE3HIN IHOEKII KYJBIIOBOT'O CYTJIOBY

MerToro 11p0r0 aHaIizy OyJIO OMKCATH Ta OXapaKTepH3yBaTH Ne(eKTr
KICTOK, BUSIBJICHI Yy MAIli€HTIB MacuBy CIIOCTEPEXEHHS, i yHidikarii
JIarHOCTMYHOTO AJITOPUTMY, IO JO3BOJHMTh MNOPIBHATH €(EKTHBHICTH
JIBOETAITHOT TAKTHUKY JIIKYBaHHs NEPUIPOTE3HOI iH(EKIii y pi3HUX rpynax
MALEHTIB.

Marepianu ta merogu: bymno chopMoBaHO IPOCTICKTUBHINA MacHB,
IIo sikoro yBidmumy 117 marieHTiB, skux Oyio po3miieHo Ha 2 rpynu. o
MepIIoi eKCIepIMEHTAIBHOI TPYITH MH BiTHECITH 53 TMAIli€HTIB 3 paHHIM
(mo 4 TWKHIB) MOYATKOM IH(EKIIHHOTO MPOIECY ICII HEePBHHHOTO
SHJOTIPOTE3yBaHHA KyJbIIOBOro cyrinoba. [lo npyroi rpymm Oyio
BijiHECceHO 42 BUMAIKH Mi3HKOI MaHiecTalil nepunpoTe3Hoi iHpeKii.

PesyabraTtn: BincyTHicte nedekty kictku abo 1 Tumy 3HauHO
3ycTpivajacs cepel MAI[i€HTiB 3 paHHIM  PO3BHTKOM
nepunpoTe3Hoi iHdekuii, sika Oyna BusBieHa y 66,0% mnalieHTiB Ta y
35,7% nauieHTiB 3 Mi3HIM PO3BUTKOM INEpHITPOTe3HOT iH(ekuil. Yci Tnnm

yacriie

nedekri 1l Tumy wacTime 3ycTpidanucs y MaIieHTiB 3 Mi3HIM PO3BUTKOM
nepunpoTe3Hoi iHdekii, ska Oyna BusiBneHa y 52,4% BuUNajKiB, Ha
BIIMIHY BiJ TAI€HTIB 3 paHHBOIO MaHI(PECTAIlEI0 IEePUIPOTEIHOT
iHdexwii, y sxkux nei tmn Oye BusiBaeHud y 33,9% Bumankis. O0unsa
tumu AedekriB kicrok I Tumy Oynwm BHsBNIEHI JUIIE Yy MAILi€HTIB 3
MI3HBOIO TEPHUIIPOTE3HOI0 iH(eKie, sika Oyia BusiBnieHa y 11,9%
BUIAJKIB, Ta He OyaM BUSBICHI Cepel MAII€HTIB 3 PaHHBOIO
MaHidecraliero iHpekuiitnoro nporedy. BincytHicts ado nedexr kictku |
THITy CIOCTEpiraBcsi y OUIBIIOCTI MAIiEHTIB 3 PAHHBOIO MEPUITPOTEIHOO
indexuiero, sika Oyna BusBieHa y 84,9% BumazkiB, Ta y OuIbLIOCTI
MAIi€HTIB 3 MI3HBOIO HepUIpoTe3HOIo iH(ekuiero y 73,8% BHUIAKIB.
Posmonin  nedextiB  KicTok  KyneimmoBoro cyrioba Il tumy Oys
PIBHOMIPHHMM y TpyHax CIIOCTEpPEXEHHs, 110 CBIIYMTH PO BIJCYTHICTH
BIUTMBY YacOBUX AETEPMIHAHT y PO3BUTKY LbOTO THUITy JIe(PEeKTy KiCTKH.
Ha pasHIX cTamisXx pO3BUTKY NEPUIPOTE3HOI IH(EKUil THKKI THIH
JedeKTiB KiCTOK BiCYTHI, IPOTE y MAILI€HTIB 3 Mi3HBOI0 MaHi(eCTaIli€e
i nedexru Oynu BuseieHi B 11,9% Bumankis.

BucHoBkm: Pi3HI THmm medekTiB KICTOK XapakTepHi Ui Pi3HHX
nepiofiB mepunpoTe3Hoi ingexmuii. PanHi mposBu nepuripore3Hoi iHdekii
XapaKTepU3yIOThCsl a00 BiACYTHICTIO Je(EKTiB KICTOK, a00 MEepIIuM ix
turoM. Posmozin nedekriB kictok crersa Il Tumy OyB piBHOMIpHUM Y
rpynax CHOCTEpPEKEHHs, 10 CBIUUTH IPO BIJICYTHICTh BIUIMBY YacOBHX
JIETEPMIHAHT y PO3BUTKY LIbOT'O TUITY Ae(EeKTy KiCTOK.
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INTRODUCTION

With the increase in the number of primary hip joint
endoprostheses implantation, the probability of
infectious complications in patients who have

undergone this operation increases. That is why there is
a trend towards an increase in cases of periprosthetic
infection after primary hip joint endoprosthesis
replacement worldwide. However, more and more
specialists point to the significant role of early
diagnostic measures in the early detection of signs of
periprosthetic infection [1]. Diagnostic measures allow
at the earliest stages to achieve eradication of infection
using treatment algorithms. It is from the adequate,
timely diagnostic their
completeness and comprehensive interpretation that the
choice of tactics and the final result of treatment

effective and measures,

depend, not least, on the performed adequate, effective
and timely diagnostic measures [2].

Early diagnosis of manifestations of periprosthetic
infection is a rather laborious process. The diagnostic
standards for periprosthetic joint infections have
fundamentally changed from a complete reliance on
culture to strategies that include the ability to diagnose
periprosthetic infection with a negative culture result
using  multiple
organizations, including the Musculoskeletal Society of
Infections (MSIS), the International Consensus Meeting
(ICM), the European Society for Bone and Joint
Infections, and the Infectious Diseases Society of
America (IDSA), have released their own versions of
periprosthetic infection scoring systems over the past
decade, but many clinicians point to their shortcomings
[3]. These include the difficulty of considering multiple

criteria. Several  authoritative

criteria and their specificity in defining periprosthetic
infection, frequent changes in criteria, and the lack of
consensus among experts in defining and using different
criteria and their constant indicators. Many reports of
poor use of existing criteria or, conversely, the emergence
of information about the use of new markers do not allow
for the confident use of diagnostic protocols in the
detection of periprosthetic infection [4, 5].

During the development of the infectious process in
patients after hip arthroplasty, bone tissue deficiency
can often be identified. One of the components of the
diagnostic search for the development of periprosthetic
infection is the clinical and radiological characteristics
of both bone components involved in the hip joint. To

characterize the state of bone tissue of both the
acetabulum and the femoral component, the presence or
absence of bone tissue loss is first determined
radiographically, which is an obligatory component in
the further planning of treatment and rehabilitation of
patients with periprosthetic infection.

The purpose of this analysis was to describe and
characterize bone defects that were detected in patients
of the observation array to unify the diagnostic
algorithm, which will allow comparing the effectiveness
of two-stage tactics for treating periprosthetic infection
in different groups of patients.

MATERIALS AND METHODS
To solve the research tasks dedicated to determining
the diagnostic features of the development of

periprosthetic infection, a prospective array was formed,
which included 117 patients.

The inclusion criteria for the prospective study were:

1. Patient age over 18 years;

2. The presence of verified and diagnosed
periprosthetic infection that occurred after primary
endoprosthetic surgery according the
Recommendations of the Second International
Conference on Periprosthetic Infection

to

Consensus
(2019);

3. The term of treatment at the State Institution
"National Institute of Traumatology and Orthopedics of
the National Academy of Medical Sciences (NAMS) of
Ukraine" from 01.01.2021 to 31.12.2023.

4. Absence of confirmed severe oncological
pathology that could affect the results of treatment.

5. Informed consent of the patient to participate in
the scientific study (f.380u) is obtained.

The observation array was divided into 2 groups. We
included 53 patients with early (up to 4 weeks) onset of
infectious process after primary hip joint replacement in
the first study group. There were 34 males (64.1%), and
19 females (35.9%). The age of the patients ranged from
25 to 79 years and was 62.2+7.2 years on average. The
second group included 42 cases of late manifestation of
periprosthetic infection, which constituted (35.9%) of
the total array. There were 27 males (64.3%), and 15
females (35.7%). The age of the patients ranged from 27
to 80 years and averaged 61.0+7.4 years. The obtained
data were subjected to statistical processing on a
personal computer using the Microsoft Excel 2013
software package (USA), using built-in statistical
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processing functions. Considering the number of signs
analyzed and the need to ensure uniformity of the
resulting indicators, for a correct comparison we chose
the method of calculating the coefficient of the
polychoric correlation coefficient proposed by K.
Pearson. The calculated values of the Pearson
probability criterion were compared with its critical
values in the Chi-square tables using an error margin of
5% and a degree of freedom (K - 1), which is due to the
influence of the law of disjunction. Statistically
significant changes were considered to be at a level of
confidence of p<0.05.

RESULTS

During the development of the infectious process in
patients after hip arthroplasty, bone tissue deficiency can
often be identified. One of the components of the
diagnostic search for the development of periprosthetic
infection is the clinical and radiological characteristics of
both bone components involved in the hip joint. To
characterize the state of the bone tissue of both the
acetabulum and the femoral component, the presence or
absence of bone tissue loss is first determined
radiographically, which is an obligatory component in the
further planning of treatment and rehabilitation of
patients with periprosthetic infection. The main goal of
this analysis was to describe and characterize bone
defects that were detected in patients of the observation
array for the unification of the diagnostic algorithm,
which will allow comparing the effectiveness of the two-
stage tactics of treating periprosthetic infection in
different groups of patients. For the clinical and
radiological characteristics of bone tissue defects in our
study, we used the classification of W. Paprosky, which
was published in 1994. The choice of this classification is
due, firstly, to its clear correspondence to the anatomical
landmarks of the hip joint, to its correspondence in terms
of the degree of loss and its localization in the bone
structures, and secondly, to its greatest popularity among
orthopedists and the scientific literature.

Classification of acetabular socket defects

The system assesses the integrity of the rim, walls and
columns of the socket:

1. Type I: Minimal defects. The spherical shape is
preserved, the rims and columns are intact. There is no
displacement of the component.

2. Type II: Moderate defects, the walls are damaged,
but the columns are stable. Displacement < 2 cm:

o [IA: Upper cavitation, displacement of the
center of the joint strictly upwards (dome intact).

o [IB: Defect of the upper rim, displacement
upwards and outwards (superolateral).

o [IC: Destruction of the medial wall (Kohler's
line), displacement medially.

3. Type III: Significant destruction of supporting
structures (>50%), displacement > 2—-3 cm:

o [ITA ("Up and out"): Defect from 10 o'clock to
2 o'clock. Displacement up and out. Kohler's line
intact.

o [IIB ("Up and in"): Most severe type. Defect
from 9 o'clock to 5 o'clock (>60% bone).
Displacement up and in (superomedial). Possible
pelvic discontinuity.

Classification of Femoral Component Defects

1. Type I: Minimal loss of metaphyseal cancellous
bone; diaphysis intact.

2. Type II: Significant metaphyseal destruction, but
diaphysis preserved (secure fixation possible in
diaphysis).

3. Type III: Significant metaphyseal and proximal
diaphyseal bone loss:

o [IIA: Diaphyseal damage, but > 4 cm of intact
bone remains for fixation.
o [1IB: <4 cm of intact diaphysis remains.

4. Type IV: Complete destruction of the meta-
diaphyseal zone, wide stovepipe canal, fixation with
standard legs not possible.

The results of the analysis of acetabular defects in
patients of the observation array are given in Table 1.

Analysis of the data in Table 1
significant difference in the distribution of clinical and
radiological characteristics of the observation array.
Thus, in the general array, patients with type I bone
defects of the acetabulum were most often found, which
was found in 34.7% of cases and occupied the first rank

indicated a

in the distribution. In the first group, this type of bone
defects also occupied the leading positions and was
found in 41.5% of cases. Similarly, similar patients in
the second group also occupied the first rank, but they
were found much less often and were found in 26.2% of
cases. The difference between the groups was 1.6 times
in favor of the first group, which is explained by the
early development of the infectious process in patients
of the first group. In 18.9% of patients in the general
array, type IIA bone defect of the acetabulum was
found, which placed them in the second rank. Among
patients of the first group, type IIA defects occurred in
17.0% of cases, ranking third. In the second group, this
type of defect occurred somewhat more frequently and
was detected in 21.4% of patients, which determined the
second rank for them. The third rank in the general
array was occupied by patients without bone defects,
which was detected in 17.9% of cases. In the first group,
patients without bone defects occurred in 24.5% of
cases, ranking second. Among patients of the second
group, the absence of bone defects occurred in 9.5% of
cases, which is more than 2.5 times less often than in
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the first group. The ranking distribution determined the
fifth rank for them in the second group. In 12.6% of
patients of the general array, bone defects of the

acetabulum were detected, corresponding to type IIV
according to the classification of W. Paprosky (1994).

Table 1 — Analysis of the distribution of the observation array by the presence of a bone defect of the

acetabular cavity according to W. Paprosky (1994)

Number of patients
Defect type Ind group 2nd group Total array
abs. % Ri abs. % Ri abs. % Ri

I 22 41,5 1 11 26,2 1 33 34,7 1
A 9 17,0 3 9 21,4 2 18 18,9 2
1B 5 9,4 4 7 16,7 3 12 12,6 4
IIC 4 7,5 5 6 14,3 4 10 10,5 5
A 0 - - 3 7,1 6 3 3,2 6
111B 0 - - 2 4,8 7 2,1 7
No defect 13 24,5 2 4 9,5 5 17 17,9 3
Total 53 100,0 - 42 100,0 - 95 100,0 -

These patients ranked fourth in the general array. In
the observation groups, the distribution was inverse to
the previous category. Thus, in the first group, type 1IB
bone defects occurred in 9.4% of cases and ranked
fourth, and in the second group — in 16.7% of cases,
ranking third. A similar trend was observed in patients
with type IIS bone defects, which were found in 10.5%
of patients in the general array and ranked fifth. Among
the patients in the first group, this type of bone defect
was observed in 7.5% of cases, ranking fifth, and in the
second group — this type of defect occurred in 14.3% of
cases, ranking fourth. It is worth noting that the
difference between the groups was almost twice as large.
The sixth place in the general array was occupied by
patients with type IIIA defects, which were found in
3.2% of cases. In the first group, patients with such
bone defects were not found at all, and in the second
group, on the contrary, such patients were found in
7.1% of cases, also occupying the sixth rank. The least
common in the general array were patients with bone
defects of type IIIB, which were found in 2.1% of cases,
occupying the last seventh rank. As in the previous
position, in the first group, such patients were not found,
and in the second group, these patients were also found
in 4.8% of cases, which determined the last seventh
rank for them. To determine the reliability of the above
indicators, we conducted a polychoric analysis using the
Pearson method. The analysis data are presented in
Table 2.

As indicated by the analysis of the data presented in
Table 2, there is a direct positive strong relationship
between the sign of the presence of bone defects of the
acetabulum and the course of the infectious process in the
resulting groups, and the indicated positions are within
the probability field (32 71.25 > y2st 16.8) (p< 0.01).

Table 2 — Calculated values of the probability of
the indicators of connection

. Value of the »
Indicator . .u Probability
indicator

Reci 1 ti

. ef:lprocazconnec ion 0.75 N
indicator @
Polychoric indi f

olyc O'I‘IC indicator o 0.65 N
connection C
P babilit

e'ars'onprzo ability 7105 N
criterion

The distribution of the observation array according
to the classification of femoral component defects
according to W. Paprosky (1994) is shown in Table 3.

The data in Table 3 indicated that in the general
array, patients with type I bone defects in the femoral
component were most often found, which was found in
54.7 % of cases. In the first group, these patients
occupied the first rank and were found in 52.8 % of
cases. Similarly, in the second group, patients with
type I bone defects also occupied the leading positions,
and were found in 57.1 % of cases. In the second rank
in the general array, patients with the absence of bone
defects in the femur, which was observed in 25.3 % of
cases. A slightly different picture was revealed in the
observation groups. Thus, in the first group, patients
with the absence of bone defects in the thigh were
32.1 %, which determined the second rank for them in
the distribution. In the second group, such patients also
occupied the second rank in the distribution, but were
found almost twice as often, in 16.7 % of cases. The
third rank in the general array was occupied by
patients with type II bone defects, which were found in
14.7 % of cases. The even distribution of patients with
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type II bone defects in the observation groups is
striking. Thus, in the first group, such patients are
found in 15.1 % of cases, and in the second group — in

14.3 % of cases and occupied the third rank in their
groups. In the fourth rank in the general array, patients

with more severe type IIIA bone defects.

Table 3 — Analysis of the distribution of the observation array by the sign of the presence of a bone defect of
the femoral component according to W. Paprosky (1994)

Number of patients

Defect type Ind group 2nd group Total array

abs. % Ri abs. % Ri abs. % Ri
I 28 52,8 1 24 57,1 1 52 54,7 1
11 8 15,1 3 6 14,3 3 14 14,7 3
A 0 - - 3 7,1 4 3 3,2 4
111B 0 - - 1 2,4 5 1 1,1 5
v 0 - - 1 2,4 5 1 1,1 5
No defect 17 32,1 2 7 16,7 2 24 25,3 2
Total 53 100,0 - 42 100,0 - 95 100,0 -

This type was found in 3.2 % of patients in the DISCUSSION

general array. In the first group, similar patients with Successful treatment of periprosthetic infection

IITA bone defects were not found, and in the second
group, such patients were found with a frequency of
7.1 % of cases. The last fifth place in the general array
was occupied by patients with severe bone defects of
the hip, characterized as type IIIB and IV according to
the classification by W. Paprosky (1994). In both
cases, these patients were found in 1.1 % of the
general array. Similarly, a similar picture was found in
the observation groups, when in the first group such
patients were not found, and in the second group they
were recorded in 2.4 % of cases. To determine the
reliability of the above indicators, we conducted a
polychoric analysis using the Pearson method. The
analysis data are presented in Table 4.

Table 4 — Calculated values of the probability of
the indicators of connection

. Value of the .
Indicator . u Probability
indicator

Reci 1 ti

I ec.lproca i connection 0.93 N
indicator @
Polychoric indi f

olyc quc indicator o 0.69 N
connection C
P babilit

e'ars.on i probability 88.35 N
criterion

As indicated by the analysis of the data presented in
Table 4, there is a direct positive strong relationship
between the sign of the presence of bone defects of the
femur and the course of the infectious process in the
resulting groups, and the indicated positions are within
the probability field (y2 88.35 >y2st 15.1) (p <0.01).

includes a combination of adequate surgical tactics and
etiotropic antimicrobial therapy active against the
pathogens of this infectious process. The most common
causes of persistent and recurrent infection are the choice
of incorrect surgical tactics and/or irrational use of
antibiotics [6]. If the periprosthetic infection is acute with
an unformed biofilm, it is possible to save the installed
implant by  performing  debridement (DAIR
D=Debridment, debridement, removal of all non-viable
tissues, A=Antibiotics, antibiotic therapy, IR=Implant
Retension, preservation of endoprosthesis components).
operation with the
preservation of stable endoprosthesis components, but,
with this approach, mandatory replacement of the friction
pair is necessary [7]. The choice of treatment for
periprosthetic infection usually depends on a number of
factors, including local factors related to the condition of
the bone and soft tissues, fixation and stability of the

Debridement is a remedial

components, the chronic nature of the infection, the type
of organism and the general condition of the patient [8].
There is disagreement among surgeons about which type
of fixation of endoprostheses is best to use after the first
stage of treatment (eradication of infection). Some
publications contain information about the successful
implantation of cement endoprostheses impregnated with
antibiotics, others demonstrate 100% control
infection after the use of cementless (press-fit) prostheses
[4, 9]. Still others argue that the method of fixation of the
endoprosthesis components should be based on the
intraoperative vision of the surgeon, since cementless or
cemented types of fixation do not correlate with the risk
of infection recurrence and weakening of the implant
stability [10]. There are publications that indicate the

over
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effectiveness of a two-stage treatment option for affected
joints even in patients with significant bone defects. In
such a situation, it becomes necessary to use massive
bone allografts, which, from the point of view of
infection recurrence, according to some, are absolutely
safe, and, according to others, are a high risk even with
aseptic revisions. Analysis of the results of treatment
using the two-stage revision technique gives encouraging
results of infection eradication from 75 to 100% with
high functional results [11]. According to Ji B., et al.
(2022), in the diagnosis of periprosthetic infection of the
hip joint, one of the key values is the radiological
assessment of the presence of bone defects. The authors
emphasize not so much their diagnostic value as their
influence on the planning of treatment tactics. The use of
clear visualization of bone defects allows determining the
presence and size of bone allografts that will be used to
close them during revision surgery [12]. Flaten D., et al.
(2023) in their work recommend using the classification
of bone defects according to W. Paprosky (1994) as this
has a direct impact on the choice of revision implant, as
well as the use of antiprotrusion devices or metal cages. It
is believed that the presence of rapidly progressive
osteodefects in patients of both the acetabulum and the
femur against the background of high ESR and
biomarkers of inflammation clearly indicates the presence
of periprosthetic infection and not aseptic loosening of
the total endoprosthesis [13]. Protsiuk VV, et al. (2020)
conducted a differential diagnosis of septic and aseptic
bone defects in revision hip arthroplasty. The paper notes
that in aseptic loosening, clearly localized areas of bone
defects are determined, while in periprosthetic infection,
bone defects have unclear contours and may extend
beyond the load zones in the hip joint. Another factor that
should alert specialists is the appearance of a periosteal
reaction on the thigh. The authors consider this to be an
indisputable manifestation of periprosthetic infection

PROSPECTS FOR FUTURE RESEARCH

[14]. Sancho I, et al. (2022) indicate that the detection of
significant type III bone defects on the acetabulum and
type HI-IV on the thigh is a serious contraindication to
the implementation of a one-stage tactic for the treatment
of periprosthetic infection. In such cases, the authors
consider a two-stage tactic for the treatment of
periprosthetic infection to be the gold standard, which
allows controlling anatomical stability in the joint at all
stages of treatment [15].

CONCLUSIONS

1. Absence of bone defect or type I was significantly
more common among patients with early development of
periprosthetic infection, which was found in 66.0% of
patients and in 35.7% of patients with late development
of periprosthetic infection. All types of type II defects
were more common in patients with late development of
periprosthetic infection, which was found in 52.4% of
cases, in contrast to patients with early manifestation of
periprosthetic infection, where this type was found in
33.9% of cases. Both types of type III bone defects were
found only among patients with late periprosthetic
infection, which was found in 11.9% of cases and were
not found among patients with early manifestation of
infected prosthesis.

2. Absence or type I bone defect was observed in
most patients with early periprosthetic infection, which
was found in 84.9% of cases and in most patients with
late periprosthetic infection in 73.8% of cases. The
distribution of type II bone defects of the thigh was
uniform in the observation groups, which indicates the
absence of the influence of time determinants in the
development of this type of bone defect. In the early
stages of periprosthetic infection, severe types of bone
defects are absent, however, in patients with late
manifestation, these defects were found in 11.9% of
cases.

In the future, it is planned to determine the correlation between the occurrence of a bone defect and the previously

performed treatment tactics for periprosthetic hip joint infection.
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