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Measurement and Meaning of the Change of Acetabular Angle and Femoral Anteversion in
Congenital Dislocation of the Hip

Key Yong Kim, M.D., Yung Tae Kim, M.D. Jai Gon Seo, M.D., and Ki Young In. M.D.

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

Recently, the treatment principles of congenital dislocation of the hip has been altered markedly. The
importance of concentric reduction and its maintenance during growth period in CDH has been stressed
by many authors. Acetabular remodelling capacity has been argued between many authors, because it
was critical criteria about the determination of operating period and methods.

Authors selected 25 cases of congenital dislocation of the hip, which was treated by closed reduction,
open reduction and femoral osteotomy to obtain concentric reduction of the hip. And we analyzed the
change of acetabular angle and femoral anteversion in two group: Group 1-below 2 years and Group
2-from 2 years to 4 years old.

The results were as follows:

1. The change of acetabular angle was improved markedly: average 15° in the Group I and average

13° in the Group 2 in 2 years.

2. The change of femoral anteversion in the Group I was markedly improved: average 15°, but, the in

the Group 2 was not significant: average 6°.

3. It was thought that the perfomance of femoral osteotomy without innominate osteotomy in the

Group 2, could achieve the satisfactory acetabular remodelling.

Key Words: Congenital dislocation of the hip, Concentric reduction, Acetabular angle, Femoral anteversion.
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Table 1. Methods of Treatment
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Conservative Tx. (C/R) 16 9w, REA 2E AW 168, AYH HE
Operative  Tx. (O/R) 5 $2 A9 sd 9 AYE TSR T A
(Femoral otteotomy) 4 T4 9 dyT d AFE 2L AHg 48
Total 25 Z 239 2580 of3}ed 24| 0] vkF(Group-1) ¥ 2
Table 2. Age distribution according to Tx. methods
Age Tx. C/R O/R Femoral osteotomy Total
Group 1 (below 2 yrs) 15 1 16
Group I (from 2 yrs to 4 yrs) 1 4 9
Total 16 4 25

-A. ro. A-(L) an larerl(Rt.) v1evs;§ showed

. Flg.

40 degreeo t. acetabular angle and . egree

of Rt. femoral angle. Especially, we measured femoral anteversion by use of arthrogram in under-age of

1 y-o.

Flg: 1-B. Postop. 2 years. A-P(Lt) and lateral(Rt) views showed 17 degree of Rt. acetabular angle and

30 degree of Rt. femoral anteversion.
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Fig. 2-A. Preop. A-P(Lt.) and lateral(Rt) views showed 35 degree of Rt. acetabular angle and 47 degree

of Rt. femoral angle.

Fig. 2-B. Postop. 2 years. A-P(Lt.)
33 degree of Rt. femoral angle.
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Fig. 3-A. Preop. A-P(Lt) and lateral(Rt) view showed 35 degree of Rt. acetabular angle and 50 deg-

ree of Rt. femoral anteversion.

Fig. 3-B. Postop 2 years. 'ATI;(Lt.) and lateral(Rt) showvd 22 degree of Rt. acetabular angle and 34 de-

gree of Rt. femoral. angle.
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Fig. 4. The change of acetabular angle on Group 1.
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Fig. 5. The change of acetabular angle in Group 2.
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Fig. 6. The change of femoral anteversion in Group 1.
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Fig. 7. The change of femoral anteversion in Group 2.
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2. o €|2 HHZt(Femoral anteversion)
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