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Arthrography in Congenital Dislocation of the Hip

Key-Yong Kim, M.D., Jai-Gon Seo, M.D. and Dae-Eun Jung, M.D.

Department of Orthopedic Surgery, National Medical Center, Seoul, Korea

Arthrography is an invaluable procedure in critically verifying the concentricity of closed reduction
and the optimum position of stability. And it is known to be the most accurate and certain way of dem-
onstrating lesser degrees of incongruity. It can visualize the intrinsic obstructive fractors, such as cap-
sular attachment, the labrum, the psoas tendon and its relationship to the joint, the pulvinar, ligamen-
tum teres, the inferior transverse ligament, and the shape of the femoral head and acetabulum.

We analyzed 20 cases of congenital dislocation of the hip in 17 patients, which had been evaluated

by arthrography. The results are as follows:

1. We found the inferior approach very efficient among many kinds of arthrographic techniques.

2. Among 20 cases, 12 cases could be treated with closed reduction and 8 cases were treated by
open reduction such as capsuloplasty, partial limbusectomy, and removal of space occupying lesion
in acetabulum, including 2 cases of Salter’s innominate osteotomy and 1 case of derotational ost-

eotomy.

3. Among the intracapsular obstructive factors which played major role in hindering closed reduction,
capsular constriction was shown in 8 case, inverted or hypertrophic limbus in 5 cases, and other

space occupying lesions in 2 cases.

4. We performed combined operation including bone and soft tissue for severe extra-and intracaps-
ular lesions and closed reduction for mild to moderate extra- and intracapsular lesions.
5. Arthrography of the hip joint was indispensable in evaluating the intracapsular osstructive lesions
as well as detecting the subtle incongruent reduction.
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Table 1. Age and sex distribution

Age

(month) M F  Total(percentage)
0—-12 1 2 3(18)
13—24 1 12 1376)
25—36 1 1(6)
Total 2 15 17(100)
Table 2. Site of involvement
Site No. of patients
Left 3
Right 6
Both 13
Total 17

Fig. 1. Photo. after insertion of spinal needle
by inferior approach in frog-leg position.
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Table 3. Reducibility by closed method
Degree of C/R

No. of cases

Complete 5
Moderate 7
Failed 8
Total 20

Table 4. Hindering factors in arthrographic fin-
dings

Severe Moderate Mild
Limbus 5 7 8
Capsule 8 6 6
SOL 2 5 13

*SOL : space occupying lesion

Table 5. Treatment in intrinsic obstructive factors

Treatment No. of patients
Capsuloplasty 8
Partial limbusectomy 5
Removal of SOL 3

*SOL : space occupying lesion
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7| intracapsular lesione] FHToldl2 4 o5 T 5

Table 6. Method of treatment

Method No. of patients
C/R 12
O/R 5

O/R T Salter’s

rsion §¢] extracapsular lesion2] 5 & $4 I innominate osteotomy 2
8 §F5l o o] el§tA| intracapsular lesion?] H & O/R T derotational osteotomy 1
2319 715ted %) 835} c}. Extracapsular lesion o] Total 20
Table 7. Criteria for objective evaluation based on hip motion
Motion compared with that of normal hip Motion tested
Amount of loss Rating Numeric value Motion Range of numeric value
0 —15° Excellent 0 Flexion 0—2
16—30° Good Extension 0—-2
> 30° Poor Abduction 0—2
Abduction 0—2
Rotation 0—2
Range 0—-10
Table 8. Objective evaluation of results based on X-ray appearance
Degree Result Numeric value
Concentric Excellent 0
reduction
Reduction Subluxation Good 1
Dislocation Poor 2
<30 Excellent 0
Acetabular index 30—40 Good 1
>40 Poor 2
<30 Excellent 0
Anteversion 30—60 Good 1
>60 Poor 2
Range 0—6
Overall result Excellent 0—4
Good 5—8
Fair 9—12
Poor 13—16
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Table 9. End results related to mode of treatment

Mode of treatrI:Z::h Excellent Good Fair Poor Total
C/R 7 4 1 12
O/R 2 2 1 5
O/R © Salter’s

innominate osteotomy 1 1 2
O/R T derotational osteotomy 1 1
Total 9 8 3 20

Fig. 2-a. Arthrograph of left hip with limb in
neutral position. There is elongated hour-glass cap
sule (arrow).

Fig. 2-b. Arthrogram shows obstructive factors,
such as, superior capsular adhesion (A), hypertrophy
of limbus(B) and pulvinar (C), and small introitus
(D) compare to the femoral head(E).
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Fig. 2-¢. Arthrograph in external rotation sho-
wing inverted hypertrophic limbus (arrow).

Fig. 2-d. C-T after open reduction reveals well
located femoral head in acetabulum.
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Fig. 3-a. Arthrograph shows hypertrophy of li-
mbus (A), hour-glass constriction of elongated cap-
sule (B), and conical shape of femoral head.
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Fig. 3-b. C-T confirms concentric reduction of
femoral head.
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