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distance, CTD)7} -1.0 cm ©]3}, ¥ FFE Ao = A A %5 WY, ZFHK VAS score, Trendelenburg
Table 1. Patients' preoperative evaluations
Age Gear Trend- Femoral Acetabular
Age/ Past ) head Stulberg
Case Sex at OP* Hyx stick elenburg coverage slope Class
(years) sign sign (Percent) (Degrees)
1 39/M 21 Rt; - + + 80 56 I
Lt:- + + 38 42 11
2 27/F 25 - + + 75 39 11
3 27IM 13 + + + 86 38 I
Varizationa
femoral
osteotomy
at 5yearsold
4 27IM 14 + + + 82 39 11
Salter
innominate
osteotomy
at 6 yearsold
5 31/M 22 - + + 60 41 11
6 31U/M 18 - + + 75 37 I
7 35/M 31 - + - 71 36 I
8 39/M 33 - + - 82 37 I
9 47/F 42 - + - 82 38 I
OP*: Operation

Fig. 1. Drawings of operation method. The operation is carried out through the straight lateral incision. Two Kirschner wires are inserted
superiorly parale to the femoral neck (A). The base of trochanter is divided in line with upper border of Kirschner wires and
mobilized from the distal soft-tissue attachment. A thin wedge of bone is then removed from the proximal lateral aspect of femoral
cortex (B). The greater trochanter istransferred distally and laterally and fixed with two 6.5-mm cannulated screws (C).
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Fig. 2. After LCP disease of the both hips (A), the greater trochanter has overgrown resulting in aching pain, weakness and a
Trendelenburg gait. Trochanteric transfer (B) was done, Despite of arthritic change at both hip in last follow up (C) improved
the mechanics of the hip and relieved the symptoms.

Table 2. Surgical outcome compared with preoperative evauation value

Age/ Preop’ FU Preop F/U Preop F/U Preop F/U
Sex VAS' VAS Abd® Abd CTD? CTD LAR** LAR
1 39/M Rt: 4 1 25 45 -15 -0.1 2.2 1.7
Lt:5 2 20 25 -1.9 -0.3 2.6 1.8
2 27IF 4 1 25 40 -15 -0.1 24 1.9
3 27IM 4 1 5 40 -11 0 25 1.7
4 27IM 4 2 25 30 -1.2 -0.1 2.8 2
5 3UM 5 2 15 20 -1.8 -04 25 1.8
6 3UM 3 1 25 45 -1.6 -0.1 2.7 1.8
7 47/M 4 1 20 40 -15 0.2 1.9 1.7
8 55/M 4 1 25 45 -1.6 -0.2 2.2 1.8
9 47/F 4 1 25 40 -1.6 -0.2 24 1.8

Preop”:Preoperative, VAS': Visua anaog scale from 0 to 10, F/U*:Follow up,
Abd”:Abduction, CTD":Centrotrochanteric distance, LAR**:Lever arm ratio
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ABSTRACT

Distal Transfer of Greater Trochanter in Patientswith High-Standing
Greater Trochanter by L egg-Calve-Perthes (L CP) Sequelae

Kee-Haeng Lee, M.D., Chang-Hoon Jeong, M.D., Ju-Hae Jang, M.D.*, Joo-Hyoun Song, M.D.",
II-Jung Park, M.D., Youn-Soo Kim, M.D., Young-Hoon Kim, M.D., Chan-Woong Moon, M.D.

Department of Orthopedic Surgery, Holy Family Hospital, Our Lady of Mercy Hospital*,
. Vincent Hospital ', College of Medicine, The Catholic University of Korea

Pur pose: To evaluate the clinical and radiological results of distal transfer of the greater trochanter in patients with

a high-standing greater trochanter as a sequela of LCP disease.

Materials and Methods: Between 1994 and 2005, ten cases (nine patients) underwent distal transfer of a high-
standing greater trochanter and were followed up for more than 2 years after surgery. The clinical findings, such as
the abduction of the hip, VAS score, and Trendelenburg sign, were evaluated. In addition, the centrotrochanteric
distance (CTD) and Lever arm ratio (LAR) were used for the radiographic assessment.

Results: The mean range of abduction improved from 27.5° to 40°, and the VAS score improved from 4.1 to 1.2,
Seven cases with positive Trendelenburg sign before surgery showed negative Trendelenburg sign after the surgery.
At the last follow-up, the CTD improved from -1.52 cm to -0.2 cm and the LAR decreased from 2.2 to 1.8.

Conclusion: The distal transfer of the greater trochanter in patients with a high standing greater trochanter as a
consequence of LCP is an effective procedure that can reduce the level of hip pain and improve the hip abduction if

careful patient selection is performed.

Key Words: High-standing greater trochanter, Distal transfer
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