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Acetabular fractures are complex injuries involving the socket of the hip joint, where the head of the
femur articulates with the pelvis. These fractures often result from high-energy trauma such as
motor vehicle accidents, falls from significant heights, or crushing injuries. Proper diagnosis,
understanding the indications for treatment, and selecting the appropriate management strategies
are crucial for optimal patient outcomes. This comprehensive guide explores the intricacies of
acetabular fractures, focusing on diagnosis, indications for intervention, and treatment options.

Understanding Acetabular Fractures

The acetabulum is a deep, cup-shaped structure forming part of the pelvis, which houses the
femoral head. Fractures involving this region can be complex due to the surrounding neurovascular
structures, cartilage, and the weight-bearing role of the hip joint. Accurate classification and
assessment are vital for determining prognosis and management strategies.

Diagnosis of Acetabular Fractures

Early and accurate diagnosis of acetabular fractures is essential. It involves a combination of clinical
evaluation and imaging modalities.

Clinical Evaluation

- History Taking

- Traumatic event details (e.g., high-speed collision, fall)

- Immediate symptoms such as hip pain, inability to bear weight
- Previous hip pathology or surgeries

- Physical Examination

- Inspection for swelling, deformity, or bruising

- Palpation to identify tenderness over the acetabulum
- Assessment of limb length discrepancy

- Evaluation of range of motion (restricted or painful)
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- Neurovascular assessment to check for sciatic nerve injury or vascular compromise

Imaging Modalities

- Plain Radiographs

- Anteroposterior (AP) pelvis view: Primary screening tool

- Judet views: Oblique views (internal and external rotation) to delineate anterior and posterior
columns

- Cross-table lateral view: To assess fracture displacement

- Computed Tomography (CT) Scan

- Gold standard for detailed fracture assessment
- Helps classify fracture patterns

- Guides surgical planning

- Magnetic Resonance Imaging (MRI)

- Less commonly used but valuable for detecting associated soft tissue injuries or occult fractures
Classification Systems

- Letournel and Judet Classification: Most widely used, classifies acetabular fractures into:

- Elementary fractures: posterior wall, posterior column, anterior wall, anterior column, transverse

- Associated fractures: T-shaped, both-column, anterior column with posterior hemitransverse
Understanding the fracture type influences treatment decisions and prognosis.
Indications for Treatment

Deciding whether to manage an acetabular fracture conservatively or surgically depends on several
factors.

General Principles
- Stable vs. Unstable Fractures

- Displacement Degree
- Involvement of Weight-Bearing Surface
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- Patient Factors: Age, comorbidities, activity level
- Associated Injuries: Pelvic instability, vascular injury

Indications for Non-Operative Management

Conservative treatment may be suitable for:

- Nondisplaced or minimally displaced fractures (
- Fractures involving non-weight-bearing portions
- Elderly or medically unfit patients

- Patients with contraindications to surgery

Monitoring includes regular radiographs and clinical assessment.
Indications for Surgical Management

Surgery is generally indicated when:

- The fracture is displaced (>2 mm displacement)

- The fracture involves the weight-bearing dome (superior acetabulum)
- Patterns such as transverse, T-shaped, or both-column fractures

- Dislocation of the femoral head persists after closed reduction

- Fragment incarceration or intra-articular debris

- Associated injuries requiring stabilization

Prompt surgical intervention aims to restore joint congruency, stability, and facilitate early
mobilization.

Treatment Options for Acetabular Fractures

Treatment modalities include conservative measures and various surgical techniques.

Conservative Management

- Rest and limited weight-bearing

- Pain control

- Physical therapy to prevent joint stiffness

- Usually reserved for non-displaced fractures or patients with high surgical risk
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Surgical Management
The primary goal is anatomical reduction and stable fixation to prevent post-traumatic arthritis.

Open Reduction and Internal Fixation (ORIF)

- Approach Selection

- Stoppa approach: An anterior intrapelvic approach, ideal for anterior column fractures

- Kocher-Langenbeck approach: Posterior approach for posterior wall and posterior column
fractures

- Combined approaches: For complex fractures involving both columns

- Surgical Goals

- Achieve anatomic reduction within 1-2 mm

- Secure stable fixation with screws and plates
- Preserve femoral head blood supply

Minimally Invasive Techniques

- Percutaneous fixation may be considered in select nondisplaced or minimally displaced
fractures, especially in high-risk patients.
Postoperative Care and Rehabilitation

- Early mobilization within weight-bearing limits

- Thromboprophylaxis

- Physical therapy to restore range of motion and strength
- Regular imaging to monitor healing

Potential Complications and Outcomes
Understanding possible complications helps in planning and counseling patients.
- Post-Traumatic Arthritis: Due to inadequate reduction or joint incongruity

- Heterotopic Ossification: Abnormal bone formation around the joint
- Nerve Injury: Sciatic nerve injury is common, especially with posterior approach
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- Infection: Particularly after open surgical procedures
- Venous Thromboembolism: Deep vein thrombosis risk

Good surgical technique and postoperative management significantly improve functional outcomes.

Conclusion

Accurate diagnosis of acetabular fractures hinges on a thorough clinical assessment complemented
by detailed imaging, primarily CT scans. Recognizing the indications for conservative versus
surgical management ensures tailored treatment plans that optimize joint preservation and function.
Surgical intervention, particularly open reduction and internal fixation, remains the cornerstone for
displaced fractures involving the weight-bearing dome. With advances in imaging, surgical
techniques, and rehabilitation protocols, patients with acetabular fractures can expect improved
outcomes, provided there is timely diagnosis and appropriate management. Continuous research
and adherence to evidence-based guidelines will further enhance care quality for these complex
injuries.

Acetabular Fractures: Diagnosis, Indications, and Treatment

Acetabular fractures represent complex injuries involving the bony socket of the hip joint, often
resulting from high-energy trauma such as motor vehicle accidents, falls from significant heights, or
crushing injuries. Due to the intricate anatomy of the pelvis and acetabulum, these fractures pose
substantial diagnostic and therapeutic challenges. An accurate understanding of their diagnosis,
indications for intervention, and management strategies is essential for optimizing patient outcomes.
This comprehensive review aims to elucidate these aspects, providing clinicians with a detailed
resource on acetabular fractures.

Introduction

The acetabulum is a concave structure that forms the socket for the femoral head, comprising the
ilium, ischium, and pubis bones. Its integrity is crucial for weight transmission and joint stability.
Fractures of the acetabulum often occur in the context of high-energy trauma and are associated
with concomitant injuries, complicating diagnosis and management.

The classification of acetabular fractures, their pathophysiology, and associated injury patterns
influence treatment decisions. Advances in imaging modalities, especially computed tomography
(CT), have refined diagnosis and surgical planning. Deciphering the indications for surgical versus
conservative treatment hinges on fracture morphology, joint stability, and patient factors.

Diagnosis of Acetabular Fractures
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Accurate diagnosis hinges on a combination of clinical assessment and imaging studies. Due to the
pelvis's complex anatomy, initial clinical examination can be challenging, especially in polytrauma
patients.

Clinical Evaluation

- History: Typically involves mechanisms of injury such as motor vehicle collisions, falls, or crush
injuries.

- Symptoms: Pain localized to the groin, buttock, or lateral hip, often exacerbated by
weight-bearing.

- Signs:

- Pelvic instability (e.g., pelvic ring tenderness)

- Deformity or swelling in the pelvic region

- Limited range of motion

- Neurovascular assessment to identify nerve injuries, especially sciatic nerve involvement

Imaging Studies

Initial Imaging:

- Pelvic Radiographs:

- Anteroposterior (AP) pelvic view is standard.

- Judet views (obturator and iliac oblique views) provide detailed acetabular visualization.

- lliac and obturator oblique views help delineate fracture lines and fragment displacement.

Advanced Imaging:

- Computed Tomography (CT):

- Gold standard for detailed fracture delineation.

- Essential for preoperative planning.

- Multiplanar reconstructions and 3D imaging facilitate understanding of fracture morphology.
- Magnetic Resonance Imaging (MRI):

- Useful in assessing associated soft tissue injuries and intra-articular hematomas.

- Less commonly used solely for fracture diagnosis.

Key Diagnostic Considerations:
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- Fracture pattern classification (e.g., Letournel or Judet classification)
- Displacement degree

- Intra-articular fragment involvement

- Concomitant pelvic ring injuries

Classification of Acetabular Fractures

Proper classification guides treatment decisions. The most widely accepted system is the Letournel
classification, dividing fractures into:

- Elementary Fractures:

- Posterior wall

- Posterior column
- Anterior wall

- Anterior column
- Transverse

- Associated Fractures:

- Posterior column with posterior wall

- Posterior column with transverse

- Anterior column with posterior hemitransverse
- Both-column fractures

This classification emphasizes fracture morphology, displacement, and intra-articular involvement.

Indications for Treatment

Deciding between conservative and surgical management depends on multiple factors: fracture
pattern, displacement, joint stability, patient age, activity level, and comorbidities.

Criteria for Conservative Management

- Nondisplaced fractures (
- Fractures with minimal joint incongruity
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- Stable fracture patterns
- Patients with high surgical risk or comorbidities
- Comorbid injuries requiring stabilization before definitive fracture management

Criteria for Surgical Management
- Displaced fractures (>2 mm displacement, especially intra-articular)
- Fracture fragments involving the weight-bearing dome
- Fractures causing joint incongruity or instability
- Associated dislocations or concomitant pelvic ring injuries requiring stabilization
- Fractures with intra-articular fragments or marginal impaction
- Young, active patients aiming for early mobilization
Summary Table:
| Condition | Management Approach |
S e |
| Nondisplaced, stable | Conservative |
| Displaced, intra-articular | Surgical |
| Fractures with joint incongruity | Surgical |
| Unstable pelvic ring injuries | Surgical |
Treatment Strategies
Management aims to restore the anatomy of the acetabulum, ensure stability, and preserve joint
function. Treatment options include nonoperative protocols, open reduction and internal fixation
(ORIF), and minimally invasive techniques.
Conservative Treatment
- Indicated for nondisplaced fractures or patients unfit for surgery.

- Involves bed rest, limited weight-bearing, and physical therapy.
- Potential complications include joint incongruity, post-traumatic osteoarthritis, and chronic pain.
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Surgical Treatment
Goals of Surgery:

- Achieve anatomic or near-anatomic reduction.

- Restore the congruency of the hip joint.

- Reconstruct the articular surface.

- Stable internal fixation allowing early mobilization.
Surgical Approaches:

- Kocher-Langenbeck Approach: Posterior access suitable for posterior wall and posterior column
fractures.

- llioinguinal Approach: Anterior access for anterior wall, anterior column, and certain both-column
fractures.

- Extended Approaches: Combined or extensile approaches for complex fractures.
Fixation Principles:

- Use of reconstruction plates, lag screws, and buttress plates based on fracture pattern.

- Achieving stability in the subchondral bone.

- Addressing intra-articular debris and soft tissue injuries.

Postoperative Care:

- Early mobilization with partial weight-bearing as tolerated.

- Thromboprophylaxis.

- Regular imaging follow-up for fracture healing and hardware integrity.
Complications and Outcomes

Complications can significantly impact recovery and long-term joint function.

Common Complications:

- Post-traumatic osteoarthritis
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- Avascular necrosis of the femoral head
- Heterotopic ossification

- Infection

- Nerve injuries (e.g., sciatic nerve palsy)
- Hardware failure or malunion

Prognosis:

- Excellent outcomes are linked to prompt diagnosis, accurate reduction, and stable fixation.
- Delayed or inadequate treatment increases the risk of arthritis and functional impairment.
- Long-term follow-up includes clinical assessment and imaging to detect degenerative changes.

Recent Advances and Future Directions

- Minimally Invasive Techniques: Development of percutaneous fixation methods for select
fracture types.

- 3D Printing and Virtual Planning: Enhanced surgical precision and preoperative simulation.

- Biological Enhancements: Use of bone grafts and biological agents to promote healing.

- Rehabilitation Protocols: Tailored physiotherapy programs to optimize functional recovery.

Conclusion

Acetabular fractures are complex injuries demanding a systematic approach to diagnosis,
classification, and management. Accurate imaging, understanding of fracture morphology, and
adherence to established treatment indications are vital for favorable outcomes. While conservative
management is appropriate for nondisplaced or stable fractures, surgical intervention remains the
mainstay for displaced, unstable, or intra-articular fractures. Advances in imaging, surgical
techniques, and postoperative care continue to improve prognosis. Multidisciplinary collaboration
and patient-specific treatment planning are essential in managing these challenging injuries.
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QuestionAnswer What are the key clinical signs that suggest an acetabular fracture? Key signs
include hip pain, swelling, inability to bear weight, deformity, and sometimes bruising around the
pelvis. A high-energy trauma history, such as a car accident or fall from height, also raises
suspicion. Which imaging modalities are most effective for diagnosing acetabular fractures? Initial
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assessment typically involves plain pelvic X-rays (AP, Judet views). CT scans are essential for
detailed fracture visualization and surgical planning, especially in complex or suspected
intra-articular involvement. When is surgical intervention indicated for acetabular fractures? Surgery
is indicated in displaced fractures, fractures involving the weight-bearing dome, or fractures with joint
incongruity. Timing usually favors early fixation within 1-2 weeks to improve outcomes. What are the
main treatment options for acetabular fractures? Treatment options include conservative
management with bed rest and restricted weight-bearing for non-displaced fractures, and open
reduction and internal fixation (ORIF) for displaced or complex fractures to restore joint anatomy.
What are potential complications associated with acetabular fracture treatment? Complications can
include post-traumatic arthritis, avascular necrosis of the femoral head, heterotopic ossification,
nerve injury, infection, and fixation failure. How does the fracture pattern influence treatment
decisions in acetabular fractures? Fracture pattern dictates stability and joint involvement; simple
anterior or posterior wall fractures may be managed conservatively, while complex or articular
fractures often require surgical repair to restore anatomy and function. What is the role of
rehabilitation in managing acetabular fractures? Rehabilitation involves gradual mobilization,
physical therapy to restore range of motion and strength, and weight-bearing as tolerated, aiming to
optimize functional recovery and prevent complications.

Related keywords: acetabular fractures, diagnosis, indications, treatment, imaging, CT scan,
orthopedic surgery, pelvic fracture, stabilization, rehabilitation

CHOQUE FEMOROACETABULAR

Introduccion al choque femoroacetabular

Choque femoroacetabular (CFA) es una condicion ortopédica que afecta la articulacion de la
cadera y que ha sido reconocida como una causa significativa de dolor, limitacion funcional y
desarrollo de artrosis a largo plazo en pacientes jovenes y activos. La condicion se caracteriza por
una interaccion anormal entre el fémur y el acetabulo, que resulta en una deformidad 6sea y dafio
en el cartilago y el revestimiento de la articulacion. En las tltimas décadas, el conocimiento sobre el
choque femoroacetabular ha crecido considerablemente, permitiendo un diagnéstico mas precoz y
un tratamiento efectivo que puede prevenir dafios irreversibles en la cadera. En este articulo, se
abordaran en profundidad las causas, tipos, sintomas, diagndstico, tratamiento y prondéstico del
choque femoroacetabular, proporcionando una visién integral para profesionales de la salud y
pacientes interesados en la condicion.

Definicion y epidemiologia del choque femoroacetabular
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¢, Qué es el choque femoroacetabular?

El choque femoroacetabular es un sindrome que surge por una interaccion anomala entre el cuello
femoral y el acetabulo, lo que genera una deformidad 6sea en uno o ambos componentes. Esta
deformidad provoca que durante el movimiento, en particular en la flexion y rotacion, las superficies
0seas entren en contacto anormal, causando dafio en el cartilago y en el reborde acetabular.

Prevalenciay grupos de riesgo

- Es mas frecuente en jovenes adultos, tipicamente entre los 15 y 45 afos.

- La prevalencia en la poblacion general varia, pero estudios sugieren que hasta un 20-25% de
las personas asintomaticas pueden presentar deformidades 6seas compatibles con CFA.

- Los deportistas y personas con actividad fisica intensa tienen mayor riesgo debido al estrés
repetido en la cadera.

- Se observan con mayor frecuencia en hombres, aunque también existe incidencia en mujeres.

Etiologia y patogenia
Causas del choque femoroacetabular
El CFA puede ser de origen congénito o adquirido:

- Deformidades congénitas: Incluyen deformidades dseas que estan presentes desde
nacimiento, como la deformidad cam o pincer.

- Factores adquiridos: Cambios 6seos por traumatismos, actividad fisica excesiva, o procesos
degenerativos.

Tipos principales de deformidades

El choque femoroacetabular se clasifica en dos tipos principales, dependiendo del origen de la
deformidad dsea:

1. Deformidad cam
- Caracterizada por un engrosamiento o una irregularidad en la cabeza o el cuello femoral.

- La deformidad impide que la cabeza femoral rote libremente en el acetabulo.
- Comun en pacientes jovenes y deportistas.
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2. Deformidad pincer

- Se caracteriza por una sobreextension del reborde acetabular, que cubre en exceso la cabeza
femoral.

- Provoca que el labrum acetabular se vea comprimido y dafiado.

- Mas frecuente en adultos mayores y en mujeres.

3. Deformidad mixta

- Presencia de ambas deformidades cam y pincer en un mismo paciente.
- La combinacién aumenta la gravedad del dafio articular.

Fisiopatologia del choque femoroacetabular

La interaccion anormal entre las estructuras 0seas produce un roce excesivo durante ciertos
movimientos, principalmente en flexion, rotacion interna y aduccion. Este roce genera dafio
progresivo en:

- El cartilago articular, que puede desgastarse y exponer el hueso subcondral.
- El labrum acetabular, que se desgasta, se desgarra o se desprende.
- La superficie 6sea, que puede desarrollar osteofitos y cambios degenerativos.

Este dafo progresivo puede culminar en artrosis de cadera, limitando la movilidad y causando dolor
cronico.

Sintomas del choque femoroacetabular
Signos y sintomas comunes

Los pacientes con CFA generalmente presentan:

- Dolor en laingle 0 en la zona anterior de la cadera: Es el sintoma mas frecuente y puede
irradiar hacia la zona inguinal o la parte anterior del muslo.

- Limitacion en la movilidad: Especialmente en flexion, rotacion interna y abduccion.

- Sensacion de bloqueo o atrapamiento: Sensacion de que la cadera se "engancha” o "traba"
durante ciertos movimientos.

- Chasquidos o ruidos articulares: Sonidos de chasquidos o crujidos durante la movilizacién
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de la cadera.
- Dolor que empeora con la actividad: Actividades que implican flexion o rotacion, como
agacharse o subir escaleras.

Signos en la exploracion fisica

- Dolor a la palpacion en la zona inguinal.

- Limitacion en la rotacion interna y en la flexion maxima.
- Presencia de chasquidos durante la movilizacion pasiva.
- Posible signo de impingement (pinzamiento).

Diagnostico del choque femoroacetabular
Historia clinicay exploraciéon

El diagnostico comienza con una historia clinica detallada, identificando los sintomas y
antecedentes deportivos o traumatolégicos. La exploracion fisica busca detectar limitacion de
movimiento, dolor localizado y signos de bloqueo articular.

Estudios de imagen

Para confirmar el diagnéstico y evaluar la deformidad 6sea, se utilizan diversas técnicas de imagen:

- Radiografias simples: Incluyen vistas AP (anteroposterior) y de perfil de la cadera. Permiten
detectar deformidades éseas y osteofitos.

- Resonancia magnética (RM): Es la mejor para evaluar dafio en el labrum, cartilago y tejidos
blandos.

- Tomografia computarizada (TC): Proporciona detalles precisos de la deformidad 6sea, util
para planificacién quirargica.

- Artrografia con resonancia o TC: Cuando se requiere evaluar la integridad del labrum vy el
cartilago en detalle.

indices y medidas radiologicas
- Alpha angle: mide la deformidad cam.

- Coverage pincer: evallUa la sobreextension acetabular.
- Linea de Klein y otras medidas ayudan a cuantificar la deformidad.
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Tratamiento del choque femoroacetabular
Opciones no quirurgicas
En etapas iniciales, el tratamiento conservador puede ser efectivo:
- Rehabilitacion fisica: Ejercicios para fortalecer los musculos y mejorar la movilidad.
- Medicamentos: Analgésicos y antiinflamatorios para controlar el dolor.
- Modificacion de actividades: Evitar movimientos que agraven los sintomas.
- Infiltraciones: Corticoides en casos selectos para reducir inflamacion.
Tratamiento quirdrgico
Cuando el manejo conservador fracasa o existe deformidad significativa, se recomienda la cirugia:
1. Artroscopia de cadera
- Procedimiento minimamente invasivo.
- Permite la reparacién o remocién de labrum desgarrado.
- Reshape de los huesos para corregir deformidades cam o pincer.
- Eliminacioén de osteofitos y reparacion de lesiones en el cartilago.
2. Osteotomia femoral o acetabular
- Procedimiento mas invasivo, utilizado en deformidades severas.
- Reorienta los huesos para reducir la interaccién anormal.
3. Reemplazo de cadera
- Indicada en casos avanzados con artrosis irreversible.

- Protesis para aliviar sintomas y mejorar la funcion.

Pronostico y complicaciones

El prondstico depende de la gravedad del dafio, la edad del paciente y la prontitud del tratamiento.
La deteccion temprana y la intervencion adecuada pueden prevenir la progresion a artrosis y
preservar la funcionalidad de la cadera.
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Complicaciones potenciales

- Persistencia de dolor o sintomas residuales.
- Recaida de deformidades o formacion de osteofitos.
- Desarrollo

Chogue femoroacetabular (CFA), also known as femoroacetabular impingement (FAI), is a relatively
recently recognized condition that has garnered significant attention within the orthopedic and sports
medicine communities. It represents a spectrum of morphological abnormalities involving the
femoral head and the acetabulum, which lead to abnormal contact during hip movements. This
condition is increasingly diagnosed in young, active individuals, especially athletes, and can result in
pain, limited range of motion, and early-onset osteoarthritis if left untreated. Understanding the
pathophysiology, clinical presentation, diagnosis, and management options for choque
femoroacetabular is essential for clinicians, patients, and researchers aiming to optimize outcomes.

Understanding Choque Femoroacetabular: Definition and
Pathophysiology

Chogue femoroacetabular refers to the abnormal contact or impingement between the femoral
head-neck junction and the acetabular rim during specific movements of the hip, notably flexion
combined with internal rotation. This abnormal contact can cause damage to the labrum, cartilage,
and other intra-articular structures, leading to pain and degenerative changes.

Types of Impingement
There are primarily three recognized types of femoroacetabular impingement:

- Cam Impingement: Characterized by an aspherical femoral head or a prominence at the femoral
head-neck junction. It results in a ?bump? that abuts against the acetabulum during movement.

- Pincer Impingement: Involves overcoverage of the acetabulum, often due to acetabular
retroversion or deep socket, leading to pinching of the labrum.

- Combined Impingement: Features elements of both cam and pincer lesions.

Pathophysiology

The morphological abnormalities cause repetitive abnormal contact during certain hip motions,
primarily flexion, adduction, and internal rotation. Over time, this repetitive impingement leads to:
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- Labral tears: Damage to the fibrocartilaginous ring surrounding the acetabulum.

- Chondral damage: Cartilage erosion on the femoral head or acetabulum.

- Bone remodeling: Formation of osteophytes or bony prominences as a response to chronic
impingement.

- Early osteoarthritis: Progressive joint degeneration resulting from ongoing cartilage damage.

Clinical Presentation and Symptoms

Patients with choque femoroacetabular typically present with a constellation of symptoms that
develop insidiously.

Common Symptoms

- Hip or groin pain: Often described as aching or sharp, worsening with activity.

- Stiffness and decreased range of motion: Particularly in flexion and internal rotation.
- Mechanical symptoms: Such as clicking, catching, or locking sensations.

- Pain after prolonged sitting: Known as the "sit pain,” due to flexion and compression.
- Reduced athletic performance: Especially in sports requiring hip flexion and rotation.

Physical Examination Findings

- Limited range of motion, especially in flexion and internal rotation.
- Positive impingement tests, such as:

- Flexion, adduction, internal rotation (FADIR) test.

- Flexion, abduction, external rotation (FABER) test.

- Tenderness over the anterior hip or groin area.

- Possible gait alteration due to pain or stiffness.

Diagnostic Approaches for Choque Femoroacetabular

Accurate diagnosis hinges on a combination of clinical suspicion, imaging studies, and sometimes
intra-articular evaluation.

Imaging Studies
- Plain radiographs:

- Anteroposterior pelvis view.
- Dunn view.
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- Cross-table lateral view.

- Key findings include cam lesions (asphericity of femoral head), pincer lesions (overcoverage), or
acetabular retroversion.

- Magnetic Resonance Imaging (MRI):

- Provides detailed visualization of soft tissues, including labrum and cartilage.

- MR arthrography enhances detection of labral tears.

- Computed Tomography (CT):

- Useful for detailed assessment of bony morphology.

- 3D reconstructions assist surgical planning.

Additional Diagnostic Tools
- Diagnostic injections: Local anesthetic injections into the joint can confirm intra-articular pain

origin.
- Gait analysis and functional assessment: To evaluate the impact on movement.

Management of Choque Femoroacetabular

Treatment strategies are tailored based on symptom severity, morphological findings, degree of
cartilage damage, and patient activity level.

Conservative Management
Initial management often involves nonsurgical measures:
- Activity modification: Avoiding aggravating movements.
- Physical therapy: Focused on improving hip biomechanics, strengthening periarticular muscles,
and enhancing flexibility.
- NSAIDs: To manage inflammation and pain.
- Injections: Corticosteroid injections can provide symptomatic relief.
Pros:
- Non-invasive and low risk.
- Useful in early or mild cases.

- Can delay or prevent the need for surgery.

Cons:
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- Does not address the underlying morphological abnormalities.
- Symptoms may recur or worsen over time.

Surgical Interventions

When conservative measures fail or in cases of significant structural damage, surgical options are
considered:

- Arthroscopic Hip Surgery:

- Minimally invasive procedure.

- Involves resection of cam and pincer lesions.

- Labral repair or debridement.

- Cartilage assessment and microfracture if needed.
- Open Surgical Dislocation:

- Provides comprehensive access to the joint.

- Reserved for complex cases or failed arthroscopy.

Features of Arthroscopic Surgery:

- Less postoperative pain.
- Shorter recovery time.
- High success rates in symptom relief.

Potential Risks:
- Nerve injury.

- Incomplete lesion removal.
- Postoperative stiffness.

Prognosis and Outcomes

The prognosis of choque femoroacetabular depends on several factors, including the stage at
diagnosis, the extent of joint damage, and the timeliness of intervention.

- Early diagnosis and treatment can result in excellent outcomes, with many patients returning to
sports and daily activities.
- Delayed treatment may lead to progressive cartilage deterioration and early osteoarthritis,
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limiting surgical success.
- Long-term data suggests that, with proper management, many patients experience significant
pain relief and improved function, although some may develop osteoarthritis over time.

Current Challenges and Future Directions

Despite advancements in diagnosis and surgical techniques, several challenges remain:

- Overdiagnosis: The presence of morphological abnormalities in asymptomatic individuals
complicates decision-making.

- Optimization of indications: Defining clear criteria for surgery versus conservative management.

- Prevention strategies: ldentifying at-risk populations and early interventions.

- Biological therapies: Exploring regenerative approaches to repair cartilage damage.

Research continues to evolve, aiming to refine surgical techniques, improve patient selection, and
understand the natural history of the condition.

Conclusion

Chogque femoroacetabular is a complex condition that combines morphological abnormalities with
functional impairment, predominantly affecting young and active individuals. Its recognition has
transformed the approach to persistent hip pain, emphasizing the importance of early diagnosis and
tailored management. While conservative therapy remains valuable in mild cases, surgical
intervention, particularly hip arthroscopy, offers promising outcomes for symptomatic patients with
structural abnormalities. As research progresses, a better understanding of the pathophysiology and
long-term consequences will enhance preventive strategies and therapeutic options, ultimately
improving the quality of life for those affected by this challenging condition.

QuestionAnswer ¢ Qué es el chogue femoroacetabular y cuales son sus sintomas principales? El
choque femoroacetabular es una condicién en la que hay una deformidad en la cabeza del fémur o
en el acetabulo, lo que provoca rozamiento y dafio en la articulacion de la cadera. Sus sintomas
principales incluyen dolor en la zona inguinal, rigidez, limitacion en la movilidad y sensacion de
blogueo o chasquido en la cadera. ¢ Cudles son las causas mas comunes del choque
femoroacetabular? Las causas principales incluyen deformidades congénitas o adquiridas en la
estructura 6ésea de la cadera, actividades deportivas de alto impacto, lesiones previas, y anomalias
en el desarrollo 6seo que llevan a una forma anormal del fémur o acetabulo. ¢ Cémo se diagnostica
el choque femoroacetabular? El diagnéstico se realiza mediante una evaluacion clinica, historia
detallada y estudios de imagen como radiografias, resonancia magnética o tomografia
computarizada, que permiten identificar las deformidades 0seas y los dafios en el cartilago de la
cadera. ¢,Cuales son las opciones de tratamiento para el choque femoroacetabular? El tratamiento
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puede incluir fisioterapia, cambios en las actividades, medicacion para el dolor y, en casos
avanzados, cirugia artroscopica para corregir las deformidades 0seas y reparar el dafio en el
cartilago. La eleccion del tratamiento depende de la gravedad de la condicion. ¢ Es posible prevenir
el choque femoroacetabular? La prevencion puede ser limitada, pero mantener una buena
condicion fisica, evitar movimientos repetitivos que sobrecarguen la cadera y acudir a revisiones
médicas ante sintomas sospechosos puede ayudar a detectar y tratar la condicién tempranamente,
reduciendo complicaciones a largo plazo.

Related keywords: artrosis de cadera, pinzamiento femoroacetabular, dolor de cadera,

impingement femoroacetabular, lesion labral, resonancia magnética de cadera, artroscopia de
cadera, biomecanica de cadera, osteoplastia, sintomas de cadera

Read the full article online: Chogque femoroacetabular

congenital dysplasia and dislocation of the hip i

Congenital Dysplasia and Dislocation of the Hip |

Congenital dysplasia and dislocation of the hip (CDH), often referred to as developmental dysplasia
of the hip (DDH), is a condition present at birth where the hip joint has not developed properly. It
encompasses a wide spectrum of abnormalities, from mild acetabular dysplasia to complete
dislocation of the femoral head from the acetabulum. This condition is one of the most common
congenital orthopedic disorders and, if diagnosed and managed early, the prognosis for normal hip
development is excellent. Delayed diagnosis or untreated cases can lead to chronic pain, gait
abnormalities, osteoarthritis, and disability in adulthood.

This comprehensive guide aims to provide in-depth information about congenital dysplasia and

dislocation of the hip, including its causes, risk factors, clinical presentation, diagnostic methods,
management options, and long-term outcomes.

Understanding Congenital Dysplasia and Dislocation of the Hip
Definition and Terminology

Congenital dysplasia and dislocation of the hip refer to a spectrum of developmental anomalies
involving the hip joint:
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- Hip Dysplasia: Abnormal development of the acetabulum and femoral head, resulting in a
shallow socket and potential instability.

- Hip Dislocation: Complete displacement of the femoral head out of the acetabulum.

- Subluxation: Partial dislocation with the femoral head partially displaced but still in contact with
the acetabulum.

The term DDH is often used interchangeably, emphasizing the developmental nature of the
condition rather than a purely congenital origin.

Embryology and Pathogenesis
The development of the hip joint begins in the first trimester of fetal life, with complete ossification

occurring after birth. The key points include:

- Proper formation of the acetabulum and femoral head depends on genetic, mechanical, and
environmental factors.

- Abnormal intrauterine positioning, such as breech presentation, may interfere with normal hip
development.

- Ligamentous laxity and hormonal influences (e.g., maternal estrogen) can contribute to
instability.

The pathogenesis involves abnormal development leading to a spectrum of abnormalities, from
slight acetabular dysplasia to complete dislocation.

Etiology and Risk Factors
Understanding the causes and risk factors helps in early identification and prevention strategies.
Etiology
While the exact cause remains multifactorial, contributing factors include:
- Genetic predisposition
- Mechanical factors during fetal development
- Hormonal influences affecting ligament laxity

Risk Factors

The following factors increase the likelihood of developing DDH:
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- Family History: A positive family history, especially among siblings or parents, increases risk.

- Breech presentation: Fetuses in breech position are more susceptible due to abnormal
positioning in utero.

- Female gender: DDH is more common in female infants, possibly due to hormonal factors.

- Firstborn status: First pregnancies may involve tighter uterine muscles, impacting hip
development.

- Oligohydramnios: Reduced amniotic fluid limits fetal movement, affecting joint development.

- Swaddling practices: Tight swaddling with hips in extension and adduction can increase risk.

Clinical Presentation

The presentation of DDH varies with age and severity. Recognizing early signs enables prompt
intervention.

Neonatal and Infant Signs

In newborns and infants, signs may include:

- Limited hip abduction: Reduced movement when attempting to abduct the hip.

- Asymmetry of thigh and gluteal folds: Unequal skin folds or thigh lengths.

- Barlow and Ortolani tests: Physical maneuvers to detect instability or dislocation.

- Galeazzi sign: Unequal knee levels when hips and knees are flexed.

- Positive Ortolani test: Hearing a clunk when reducing a dislocated hip back into the socket.
- Positive Barlow test: Feeling a clunk when attempting to dislocate a partially unstable hip.

Older Children and Adolescents

Signs may include:

- Gait abnormalities: Limping or Trendelenburg gait.

- Hip pain: Especially after activity or in older patients.

- Limited range of motion: Particularly abduction and internal rotation.
- Leg length discrepancy: Affected limb may appear shorter.

Diagnostic Evaluation
Accurate diagnosis relies on a combination of physical examination and imaging studies.

Physical Examination
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Key maneuvers and observations include:

- Barlow test: To detect hip instability by applying gentle posterior pressure while the hip is in
flexion.

- Ortolani test: To confirm reducibility of a dislocated hip by gentle abduction while lifting the
femoral head into the socket.

- Galeazzi sign: Comparing knee levels when hips and knees are flexed.

- Range of motion assessment: Particularly abduction and internal rotation limitations.

Imaging Studies
The choice of imaging depends on age and clinical suspicion:

- Ultrasound: The gold standard in infants under 6 months; evaluates femoral head position,
acetabular coverage, and shape.

- Anteroposterior (AP) pelvis X-ray: Used in children over 4-6 months; assesses ossification
centers, joint congruency, and acetabular index.

- Other imaging: MRI or CT scans may be used for complex cases or preoperative planning.
Key measurements include:

- Acetabular index

- Shenton?s line
- Femoral head ossification center position

Management Strategies
Treatment depends on age at diagnosis, severity, and stability of the hip joint.
Non-Surgical Management
Primarily effective in infants younger than 6 months.
- Pavlik harness: The most commonly used device that maintains hips in flexion and abduction,

promoting proper development.
- Other orthoses: Dynamic abduction braces or splints in select cases.
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Key points for non-surgical treatment:

- Early initiation improves outcomes.
- Regular follow-up with clinical and ultrasound assessments.
- Duration typically ranges from 6 to 12 weeks.

Surgical Management

Indicated in older children, failed conservative treatment, or severe dislocations.

- Closed reduction: Under anesthesia, with or without pre-reduction traction, followed by spica
casting.

- Open reduction: Surgical repositioning of the femoral head into the acetabulum, often
combined with adjunct procedures.

- Pelvic osteotomy: To reshape or deepen the acetabulum, especially in older children with
residual dysplasia.

- Femoral osteotomy: To correct deformity or improve joint stability.

Postoperative care involves immobilization in a cast and gradual return to activity, with ongoing
monitoring through imaging.

Prognosis and Long-Term Outcomes

Early detection and treatment generally lead to excellent outcomes. However, delayed diagnosis
can result in:

- Persistent joint instability
- Acetabular dysplasia

- Early osteoarthritis

- Gait disturbances

- Leg length discrepancy

Factors influencing prognosis include:
- Age at diagnosis

- Severity of dysplasia or dislocation
- Timeliness and adequacy of treatment
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- Compliance with management protocols

Long-term follow-up into adulthood is essential to monitor for degenerative changes and functional
limitations.

Prevention and Screening

Preventive strategies focus on early detection and avoiding modifiable risk factors.

Screening Programs

Many countries implement neonatal screening programs involving:

- Physical examination (Barlow, Ortolani, Galeazzi tests)
- Ultrasound screening in high-risk infants
- Parental education on hip health and positioning

Guidelines for Safe Swaddling

Promoting hip-healthy swaddling practices can reduce risk:

- Allow hips to remain flexed and abducted.
- Avoid tight wrapping around the hips in extension and adduction.

Conclusion

Congenital dysplasia and dislocation of the hip is a common but manageable condition when
diagnosed early. Awareness of

Congenital Dysplasia and Dislocation of the Hip: An In-Depth Review

Congenital dysplasia and dislocation of the hip (CDH), also known as developmental dysplasia of
the hip (DDH), represents a spectrum of hip joint abnormalities present at birth. These conditions
encompass a range of morphological deviations, from mild acetabular dysplasia to complete femoral
head dislocation. Despite advances in neonatal screening and early intervention strategies, CDH
remains a significant cause of gait abnormalities, hip osteoarthritis, and disability if left untreated.
This comprehensive review aims to elucidate the etiology, pathophysiology, clinical presentation,
diagnosis, management, and prognosis of congenital dysplasia and dislocation of the hip,
emphasizing current practices and future directions.
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Understanding Congenital Dysplasia and Dislocation of the Hip

The term congenital dysplasia and dislocation of the hip describes a spectrum of developmental
anomalies involving the hip joint. The condition is characterized by abnormal development of the
acetabulum and femoral head, which may remain partially or completely dislocated.

Definitions and Terminology

- Congenital Hip Dysplasia (CHD): A general term denoting abnormal development of the hip
joint, including shallow acetabulum, labral abnormalities, and subluxation.

- Developmental Dysplasia of the Hip (DDH): The preferred term in recent literature, reflecting the
condition's developmental nature rather than purely congenital origin.

- Dislocation: Complete displacement of the femoral head out of the acetabulum.

Epidemiology

- Incidence varies globally, with estimates ranging from 1 to 34 per 1,000 live births.

- Higher prevalence in females (approximately 4-8 times more common than males).

- The left hip is more frequently affected, potentially due to intrauterine positioning.

- Risk factors include breech presentation, family history, swaddling practices, and ligamentous
laxity.
Etiology and Pathogenesis

The etiology of CDH is multifactorial, involving genetic, environmental, and mechanical factors.

Genetic Factors

- Family history significantly increases risk, indicating hereditary predisposition.
- Multiple genes implicated include those involved in connective tissue integrity and joint
development, such as TBOX1, PAX3, and GDF5.

Environmental and Mechanical Factors
- Intrauterine positioning, particularly breech presentation, exerts abnormal mechanical forces on

the developing hip.
- Swaddling practices that keep hips extended and adducted may contribute.
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- Oligohydramnios and intrauterine constraint can influence joint development.
Pathophysiology

The abnormal development begins with insufficient acetabular coverage of the femoral head,
leading to:

- Shallow or oblique acetabulum.
- Ligamentous laxity allowing subluxation or dislocation.
- Altered biomechanics resulting in delayed ossification and joint instability.

Over time, persistent dysplasia can cause adaptive changes, including:
- Acetabular flattening.

- Femoral head deformity.
- Coxa valga and other deformities.

Clinical Presentation and Screening

Early detection of CDH is crucial for successful management. The presentation varies with age and
severity.

Neonatal Period

- Often asymptomatic.

- Asymmetry of thigh or gluteal folds.

- Limited abduction on the affected side.

- A positive Ortolani test (clunk upon abduction indicating reducible dislocation).
- A positive Barlow test (dislocation when applying posterior force).

Infant and Toddler Period
- Persistent limitation of abduction.
- Limb length discrepancy.

- Positive Galeazzi sign (apparent limb length discrepancy when hips are flexed).

Older Children and Adolescents
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- Trendelenburg gait.

- Hip pain or stiffness.

- Osteoarthritis signs.
Screening Strategies

- Universal screening: Physical examination of all newborns.

- Selective screening: Targeted for high-risk groups.

- Ultrasonography: The gold standard for infants under 4-6 months when the femoral head has
not ossified.

- Radiography: Used after ossification of the femoral head (~4-6 months).

Ultrasound Evaluation
- Graf classification system assesses hip morphology based on alpha and beta angles.
- Types I-1V, with type | being normal and type IV indicating dislocation.
Diagnosis and Classification
Accurate classification guides management and prognosis.
Graf Classification
- Type I: Normal.
- Type II: Dysplastic but reducible.
- Type IlI: Subluxed.
- Type IV: Dislocated with no contact.
Other Classifications
- Harcke method (dynamic ultrasound).

- Terjesen method (alpha angle measurement).

Imaging Modalities

- Ultrasound: Preferred in infants under 6 months.
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- Radiographs: For older infants and children, assessing acetabular index and femoral head
position.

Key Measurements
- Acetabular index: Angle of acetabular roof; normal varies with age.

- Shenton's line: Smooth arc indicating congruent hip.
- Femoral head ossification center: Presence and position.

Management Approaches

The goal of treatment is to ensure concentric reduction of the femoral head within the acetabulum,
promoting normal development.

Non-operative Management
Pavlik Harness

- First-line treatment for infants aged 0-6 months.

- Maintains hip flexion and abduction.

- Success rate exceeds 90% when applied early.

- Monitoring for complications like femoral nerve palsy or avascular necrosis (AVN).
Other Devices

- Abduction braces or orthoses.

- Closed reduction with casting in some cases.

Observation

- Mild dysplasia may resolve spontaneously, especially with normal ultrasound findings.
Surgical Management
Indications include failed conservative therapy, late diagnosis, or irreducible dislocation.

Procedures
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- Closed reduction and casting: Typically performed in infants over 6 months.

- Open reduction: For irreducible dislocations or persistent dysplasia.

- Pelvic osteotomies: To correct acetabular dysplasia, including Salter, Pemberton, or Dega
osteotomies.

- Femoral osteotomies: To correct deformities like coxa valga.
Timing

- Early intervention (before walking age) yields better outcomes.

- Delayed treatment increases the risk of osteoarthritis and functional impairment.

Prognosis and Long-term Outcomes
The prognosis hinges on the age at diagnosis, severity, and treatment adequacy.
Factors Influencing Outcomes

- Early detection (preferably before 6 months).

- Complete and stable reduction.

- Adequate acetabular development.
Potential Complications

- Avascular necrosis of the femoral head.

- Residual dysplasia.

- Re-dislocation.

- Osteoarthritis in later life.
Long-term Follow-up

- Regular clinical and radiographic assessments.

- Monitoring for signs of osteoarthritis or gait abnormalities.

Future Directions

- Improved screening protocols.
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- Genetic studies to identify at-risk populations.

- Development of minimally invasive surgical techniques.

- Use of 3D imaging and modeling for surgical planning.

- Innovative biological therapies to enhance cartilage and bone regeneration.

Conclusion

Congenital dysplasia and dislocation of the hip remains a significant orthopedic challenge
worldwide. Early detection through vigilant neonatal screening and prompt intervention can
dramatically improve outcomes, preventing long-term disability. A multidisciplinary
approach?encompassing orthopedic surgeons, radiologists, physiotherapists, and pediatricians?is
vital to optimize care. Advances in imaging, surgical techniques, and understanding of genetic
factors promise continued improvements in management strategies. As research progresses, the
goal remains to minimize the physical and psychological burden of this condition, ensuring better
quality of life for affected individuals.
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QuestionAnswer What is congenital dysplasia and dislocation of the hip? Congenital dysplasia
and dislocation of the hip (CDH) is a condition present at birth where the hip joint is improperly
formed, leading to instability or dislocation of the femoral head from the acetabulum. What are the
common risk factors for congenital hip dysplasia? Risk factors include breech presentation, family
history of hip dysplasia, female sex, first pregnancy, oligohydramnios, and certain genetic
conditions. How is congenital hip dysplasia diagnosed in infants? Diagnosis typically involves
physical examination maneuvers such as Ortolani and Barlow tests, followed by imaging studies like
ultrasound in infants under 6 months and X-rays in older infants and children. What are the clinical
signs of congenital hip dislocation in newborns? Signs include limited hip abduction, a positive
Ortolani or Barlow test, asymmetric thigh or gluteal folds, and a apparent leg length discrepancy.
What is the standard treatment for congenital hip dysplasia in newborns? Early treatment usually
involves Pavlik harness orthosis to maintain the hip in proper alignment, which can often correct the
dysplasia if initiated promptly. When is surgical intervention indicated for congenital hip dislocation?
Surgery is considered if conservative methods fail or if diagnosis occurs after the neonatal period,
typically involving closed or open reduction, osteotomies, or other procedures depending on
severity. What are the potential long-term complications of untreated congenital hip dysplasia?
Untreated dysplasia can lead to early osteoarthritis, limping, hip pain, gait abnormalities, and
functional impairment in adulthood. How can congenital hip dysplasia be prevented or detected
early? Universal screening with physical exams during neonatal visits and early use of ultrasound in
at-risk infants facilitate early detection and management to prevent complications. What is the
prognosis for children treated for congenital hip dysplasia? With early diagnosis and appropriate



Acetabular Fractures Anatomic And Clinical Considerations Onli... Vol. 2024, Issue 9

treatment, the prognosis is generally excellent, with most children achieving normal hip function and
avoiding long-term issues. Are there any recent advances in the management of congenital hip
dysplasia? Recent advances include improved imaging techniques like 3D ultrasound and MR,
minimally invasive surgical procedures, and better understanding of risk factors, which enhance
early detection and treatment outcomes.
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