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Abstract

Developmental dysplasia of the hip (DDH) is a spectrum of pathology that involves dysplasia of both the
acetabulum and the femur. If left untreated, it can develop to hip pain and osteoarthritis, which eventually require
total hip arthroplasty (THA). A broad array of anatomical abnormalities of the acetabulum and femur, plus the
younger age of DDH patients make THA a great challenge. Meticulous operation planning with various options is
one of the most important prerequisites of a successful THA. This review presents the current concepts of
acetabular and femoral reconstruction in THA for DDH, including high hip center, acetabular bone deficiency,
highly porous metal, correction of femoral anteversion, femoral shortening osteotomy, stem selection, among
others.
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Introductions
DDH represents a condition where the “ball and socket”
joint of the hip does not properly form in infants and
young children. DDH occurs one in every 1000 live
births and is more common in girls. It is the most com-
mon cause of secondary osteoarthritis in adults under
40 years of age. If left untreated, it can lead to hip pain
and osteoarthritis, which eventually require total hip
arthroplasty [1]. Because of morphological diversity of
deformities, technical difficulties, inadequately designed
prostheses, and so on, THA in dysplastic hips, especially
in high dislocation, remains a challenging task [2, 3]. In
addition, some complications, such as leg length discrep-
ancy (LLD), nonunion at the osteotomy site, nerve injur-
ies, postoperative dislocation of the hip joint, valgus
deformities of the knee, and aseptic loosening are still
the major DDH-related issues. Therefore, THA for DDH
is still a technically demanding surgery that requires an
in-depth understanding of the anatomical abnormalities
and a good mastery of complex techniques. Some prob-
lems concerning both the pelvis and femur also need to

be addressed. In this paper, we present the current con-
cepts of acetabular and femoral reconstruction.

Anatomical abnormalities and classifications
DDH refers to a spectrum of pathology that involves
dysplasia of the acetabulum or proximal femur, hip in-
stability and subluxation, and dislocation of the hip joint.
Several classification systems have been developed to
characterize DDH in adults. The most frequently used
system is Crowe classification system [4]. The system is
a quantitative method based on the amount of femoral
head subluxation in relation to the height of the un-
deformed femoral head, not informative on the pathoa-
natomy of the acetabulum. Dysplasia is of four different
types (Table 1).
Another commonly used classification system for

DDH in adults was introduced by Hartofilakidis et al.
[5]. Different from the aforementioned system, the Har-
tofilakidis classification relies on the anatomy of the
acetabulum based on radiographic appearance of the
hip. It lists three types: dysplasia, low dislocation, and
high dislocation. (Table 2) Nonetheless, “borderline hips”
can be encountered due to an unclear boundary between
true and false acetabulum.
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An acetabulum of Crowe type I/II or Hartofilakidis
type A, with a decreased center-edge angle, is generally
considered to be close to a normal one. In cases of high
dislocation, true acetabulum tends to be a shallow oval-
shaped fossa. And it is commonly perceived that the
DDH is associated with lateral and anterior acetabular
deficiency, with the acetabulum oriented in abnormal
anteversion.
The common deformities in the dysplastic femur in-

clude excessive neck version, a posteriorly displaced
greater trochanter, a valgus neck-shaft angle, hypoplasia
of the intramedullary canal, rotational metaphyseal-di-
aphyseal mismatch, and contracture of abductor
muscles.
Therefore, those malformations entail an individua-

lised strategy of care for each step of the treatment
process. Detailed operation planning with various op-
tions is one of the most important prerequisites of a suc-
cessful THA.

Surgical considerations
A good preoperative planning should include five steps,
i.e., evaluating the preoperative LLD, relocating the hip
center, predicting the use of shortening osteotomy,
choosing appropriate implants, and achieving primary
stability.
In our hospital, full-length anteroposterior radiographs

of the entire lower limb and spine involved are routinely
obtained preoperatively, which helps identify the causes
of LLD, such as pelvic obliquity, scoliosis, and a discrep-
ancy either on the length of the femur or tibia, or both.
CT scan from hip to knee may help in the assessment of
DDH, because the diameter of femoral canal may be
overestimated on anteroposterior radiographs and
underestimated on lateral radiographs due to rotational
mismatch of the metaphysis and diaphysis [6]. In
addition, the version and orientation of femur and acet-
abulum can be observed, which is helpful for individual
prosthesis selection.
It should be noted that the small diameter of the bony

acetabulum in high dislocated hips typically dictates the
use of smaller acetabular component. In spite of the nar-
row space for cup placement, many authors found that
the bone stock at posterior part of the true acetabulum
was abundant [7–10]. Besides, due to the great variations
of femoral version, mismatch between the proximal and
distal parts of the femur can be encountered in the dis-
located hips, which may limit the use of conventional
double-wedged stems.
There are some other considerations, including the ad-

equate cup coverage, reconstruction of the abductor
mechanism and safe reduction of the joint. So it is im-
perative to resolve the problems with both the acetabu-
lum and femur.

Key issues in the management of acetabulum in THA
The first issue is acetabular cup position. The location of
the placement of the acetabular component defines the
new center of hip rotation, which in turn influences hip
biomechanics, leg length, and femoral reconstruction. It
is biomechanically desirable to place the acetabular cup
at the site of the true acetabulum, which can restore the
center of hip rotation and attain optimal abductor
muscle function. A high but not lateral position may be
also acceptable. A high hip center utilizes live host bone,
thus avoiding the requirement for bone graft, and it is
technically easier than reconstruction with the true acet-
abulum. However, a number of disadvantages, including
incompetence of abductor mechanism, excessive joint
reaction force and high dislocation rate, were reportedly
associated with high hip center [11, 12]. Several excellent
outcomes, as shown by a minimum 10-year follow-up,
were accomplished with the hip center placed 24.5–26.8
mm above the inter-teardrop [13–15]. Moreover, in a

Table 1 Crowe classification [1]

Type Proximal displacement Femoral head subluxation

Crowe I < 10% < 50%

Crowe II 10–15% 50–75%

Crowe III 15–20% 75–100%

Crowe IV > 20% > 100%

Table 2 Hartofilakidis classification [5]

Congenital
hip
diseases

Description Subtypes

Dysplasia The femoral head is
contained within the
original acetabulum despite
the degree of subluxation
or proximal femoral
migration

A

Low
dislocation

The femoral head
articulates with a false
acetabulum that partially
covers the true acetabulum
to varying degrees

B1
The false acetabulum covers
more than 50% of the true
acetabulum; resembling
dysplasia

B2
The false acetabulum covers
less than 50% of the true
acetabulum; resembling high
dislocation

High
dislocation

The femoral head is
completely out of the true
acetabulum and migrated
superiorly and posteriorly to
varying degrees

C1
The femoral head articulates
with a false acetabulum

C2
No false acetabulum; the
femoral head is free-floating
within the gluteal
musculature

Wang Arthroplasty             (2019) 1:2 Page 2 of 6



study of 53 cementless cups inserted in dysplastic hips,
with a minimum follow-up of 10 years, the polyethylene
wear rate was significantly greater when the cup was po-
sitioned lateral to the acetabular teardrop by > 25mm
and aseptic loosening of the femoral component was sig-
nificantly greater when the cup was placed > 25 mm su-
perior to the teardrop [16]. Apart from the wear, some
surgeons also have concern about the gait. Relative find-
ings by Fukui et al. showed only 10% positive Trendelen-
burg sign, indicating that a high center of hip rotation of
up to approximately 30 mm from the inter-teardrop line
is a feasible option for patients with DDH. And they also
emphasized the use of stems that allow the restoration
of femoral offset and the abductor lever arm [17]. So
proximal placement of acetabular components might
not negatively impact on the outcome of acetabular re-
construction provided that the component was not
lateralized.
The second issue is bone stock deficiency, especially at

the superolateral part, which is frequently encountered,
leaving a portion of the cup uncovered. In order to
achieve stability and adequate ingrowth on bone, the
cup dictates at least 70% coverage by the native bone
[18]. Managing deficient acetabular bone in THA re-
quires intensive thinking and planning. In coping with
significant bone deficiency, the alternatives available in-
clude acetabular augmentation with cement or bone
autograft or porous metal augments, or medialization of
the component with or without medial wall osteotomy,
or reinforcement ring [19–25].
Bone grafting used to be a popular choice. Bone grafts

used for acetabular reconstruction includes morselized
bone graft, structural bone graft and hybrid bone graft.
Morselized bone grafts are widely used because of the
advantages of simple production and short healing time.
Structural onlay allografts may provide mechanical sta-
bility for the cementless prosthesis and increase bone
stock. Some retrospective studies reported higher graft
failure rates in cemented acetabular augmentation after
15 years. Aseptic loosening was the number-one cause of
revision [26, 27]. A finite element study also demonstrated
that rigidly fixed load-transmitting bone graft filling any
superolateral bone defect could reduce the stresses at the
bone-cement interface of cemented acetabular component
[28]. Cemented acetabular components in combination
with autogenous bone graft augmentation provides favor-
able early-to-midterm outcomes, but graft collapse will
happen over a long period of time, particularly, when the
acetabulum has been filled with a large amount of autogen-
ous cancelous bone grafts and the cup is cemented in pos-
ition without pressure [18, 29, 30]. Conversely, the use of
uncemented cup yielded more favorable results, but initially
the long-term results were discouraging [31, 32]. And then,
Kim et al. reported a 94% long-term survival of bulk

femoral head autograft for acetabular reconstruction in
cementless THA for DDH [19]. The result led them to
speculate that the high rate of graft incorporation and sur-
vival could be attributed to three factors: initial stability of
the graft and cup, impacted cancellous surfaces of the host
and graft and a porous surface of the largest possible cups.
The medial protrusio technique, developed to

maximize bony coverage of the cup, has been reported
to provide reasonable midterm results [21–23]. But
long-term follow-up of this technique is warranted to
prove its durability. What’s more, the acetabular medial
wall osteotomy is not recommended when acetabular
medial wall thickness is less than 10mm. If the reinfore-
cement ring is employed, there is no need for cup
medicalization and bone graft. Gill et al. reported 33 ac-
etabular reconstructions with reinforcement ring, which
were followed up for 6.7 years on average. Only 2 joints
were revised due to loosening [33]. However, it might be
a project too big for a small acetabulum and increases
the complexity of the revision.
The third issue is the use of highly porous metal and it

might change the concept of acetabular reconstruction.
Trabecular Metal (Zimmer), represented by the next-gen-
eration highly porous metals, is characterized by high por-
osity, ideal pore size, low elastic modulus and high surface
roughness, which can provide better bone integration and
biological fixation capability, increase the speed and depth
of bone growth, and improve initial stability [34, 35]. So it
can be speculated that an acetabular cup equipped with
highly porous metal is likely to be more competent for the
reconstruction of mild to moderate acetabular bone de-
fects, with a portion of the cup uncovered by native bone.
Several studies using highly porous metal cups reported
satisfactory mid-term clinical and radiographic results,
with no cup revised for aseptic loosening [36, 37]. How-
ever, as for these expensive implants, long-term follow-up
and some health-economic analysis regarding the cost-ef-
fectiveness are needed.

Key issues in reconstruction of proximal femur
The first issue is anteversion angle of femur, which refers
to the rotation of the neck of the femur around the di-
aphysis. A variety of femoral anteversions may happen
during surgery. Severe abnormal anteversion can be cor-
rected with derotational subtrochanteric osteotomy,
cemented stem, special cementless stems (either modu-
lar or conical stems with flutes), and even a customized
prosthesis [38–41]. Nevertheless, in the setting of rota-
tional mismatch of the metaphysis and diaphysis, con-
ventional tapered stems may be under-sized, which may
cause malalignment or malrotation of implantation, and
even femoral fracture [6].
The second issue is shortening of the femur. During

THA for DDH with a high dislocation (Crowe type IV),
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femoral osteotomy and shortening make reduction eas-
ier. So far, proximal, subtrochanteric and distal osteoto-
mies have been described for femoral shortening.
Characteristically, subtrochanteric osteotomy can ro-

tate the proximal fragment so that the metaphyseal flare
and the greater trochanter are placed into a more ana-
tomic position, which helps restore the function of abduc-
tors. Several techniques are commonly used, including
transverse, oblique, z-shaped, and the double chevron
osteotomy [42–45]. Among them, transverse subtrochan-
teric osteotomy is less reliable than other more compli-
cated techniques. In a biomechanical study, however,
Muratli et al. [46] found no difference with regard to sta-
bility of the four techniques. A variety of methods are de-
veloped to reinforce the osteotomy site, including the use
of K-wire, cable, cerclage bands, and plate with or without
the resected bone segment [47, 48].
Proximal osteotomy includes greater trochanteric oste-

otomy or a trochanteric slide osteotomy, and trochan-
teric osteotomy that refers to sequential resection of
femoral neck. Greater trochanteric osteotomy is indi-
cated when greater trochanteric repositioning is desir-
able to restore hip biomechanics. The possible
complication is nonunion at the osteotomy site [49].
Trochanteric osteotomy allows small, incremental resec-
tion of the femoral neck. And a large amount of resec-
tion of the proximal femur compromises the structure of
femoral calcar, which usually leaves the remaining femur
a straight tube with little metaphysis flare to mate with
the stem. Under this circumstance, a small, cemented
stem or a cone-shaped stem can be inserted. Besides,
this technique makes the great trochanter lie well above
the hip center, without increasing the power of abductor
mechanism. So, in our opinion, a small amount of resec-
tion is acceptable, and it can serve as a supplement to
great trochanteric or subtrochanteric osteotomy. Though
rare, distal osteotomy, which is also called middiaphyseal
osteotomy, is indicated when there is a concomitant se-
vere valgus deformity of the knee [50].
So far, researchers fail to agree on the appropriate

amount of resection [51–54]. Conversely, some methods
were reported to be able to achieve hip reduction with-
out subtrochanteric osteotomy, such as iliofemoral dis-
traction before THA, intraopetaive injection of muscle
relaxant and leverage [55–57]. However, trochanteric oste-
otomies were performed in some of their cases, and some
patients classified as Crowe type III with less severe de-
formities were also included in their series. As we see it,
most of the current researches available are short of
homogeneity. And due to all sorts of the morphologic ab-
normalities and soft tissue condition, there might not exist
an all-mighty technique which can deal with all the com-
plicated cases. Surgeons should take multiple factors into
consideration, including the leg length discrepancy before

surgery, the flexibility of the spinopelvic complex, the
function of abductor mechanism, and, the last but not the
least, patient’s proprioception about the LLD [58–62].
The third issue is the selection of a proper stem.

Cemented stem can adapt to the abnormal anteversion
and intramedullary canal to a certain degree. However,
the cement might leak into the osteotomy site when
used in subtrochanteric osteotomy. In the late 1980s,
cementless stems were introduced and steadily gained
its popularity all over the world. Cementless fixation re-
lies on primary press-fit stability and subsequent bone
ongrowth or ingrowth, which is particularly suitable for
young patients with high activity demand. Besides, al-
though excellent outcomes were attained in cases treated
with fully-coated stems, the problem of proximal stress
shielding remains [63]. And Perka et al. reported a rate
of 5.8% of intraoperative fractures of the proximal femur
[64]. The classical stem designs, which are canonized by
most surgeons, are modular stems and conical stems
with flutes. Both of them can be rotated to neutralize
the native abnormal anteversion and mitigate the need
for a derotational femoral osteotomy.
Modular stems maximally allow for both anatomical

and biomechanical reconstruction. Modular stems can
decouple the metaphyseal/diaphyseal fit from the differ-
ent versions of prosthetic components, even, in excessive
neck-shaft angle or straight intramedullary canal. It allows
a surgeon to implant the sleeve in opposite direction or to
use a cone-shaped sleeve, and to adjust length and offset
of the femur. Moreover, the beauty is that the modular
stem represented by S-ROM (Depuy) can provide excel-
lent angular and rotational stability [65, 66]. The down-
sides are the high price, weaker strength of the modular
junctions and fretting or corrosion of interface [67–69].
Conical stems with flutes produced by Wagner Cone

(Zimmer) can fit into the cylindrical intramedullary canal
and the anteversion can also be adjusted. The conical
design of the stem and the eight longitudinal ribs provide
good rotational stability [70]. One of the complications is
subsidence of stem, which is governed by a number of
factors, especially in physically-active and obese patients
[70–72].
Deformity of the proximal femur and the narrow diaph-

yseal canal occasionally precludes the use of an off-the-
shelf stem. Customized stems are designed and manufac-
tured principally for patients with abnormal size and
shape of the proximal femur. Drawbacks include the pro-
tracted production time and the high manufacturing cost.
Worst of all, it may well put the surgeon in a dilemma if
the limited options available fail to work during operation.

Conclusions
A broad range of pathomorphologic changes of the acet-
abulum and femur, and the diverse and often younger
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age spectrum of DDH patients make the THA a great
challenge for surgeons. Currently, THA generally yields
excellent results in DDH population, but some compli-
cations, such as leg length discrepancy, abnormal gait,
and knee valgus, remain major concerns. In the future,
in-depth studies of anatomical morphology should be
conducted to ensure optimal preoperative planning. Fu-
ture development in artificial intelligence and portable
facilities may help measure and rebalance neuromuscu-
lar tension better. More biocompatible and durable ma-
terials will be used for reconstruction of the hip joint.

Abbreviations
DDH: Developmental dysplasia of the hip; LLD: Leg length discrepancy;
THA: Total hip arthroplasty

Acknowledgements
Not applicable.

Authors’ contributions
The author read and approved the final manuscript.

Funding
Not applicable.

Availability of data and materials
Data sharing not applicable to this article as no datasets were generated or
analyzed during the current study.

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The author declares that he has no competing interests.

Received: 29 May 2019 Accepted: 20 June 2019

References
1. Rogers BA, Garbedian S, Kuchinad RA, Backstein D, Safir O, Gross AE. Total

hip arthroplasty for adult hip dysplasia. J Bone Joint Surg Am. 2012;94(19):
1809–21.

2. Argenson JN, Ryembault E, Flecher X, Brassart N, Parratte S, Aubaniac JM.
Three-dimensional anatomy of the hip in osteoarthritis after developmental
dysplasia. J Bone Joint Surg Br Vol. 2005;87(9):1192–6.

3. Argenson J, Flecher X, Parratte S, Aubaniac J. PRESIDENTIAL GUEST
LECTURE: anatomy of the dysplastic hip and consequences for total hip
arthroplasty. Clin Orthop Relat Res. 2007;465(465):40–5.

4. Banaszkiewicz PA. Total hip replacement in congenital dislocation and
dysplasia of the hip. J Bone Joint Surg (Am Vol). 1979;61(1):15.

5. George H, Yiannakopoulos CK, Babis GC. The morphologic variations of low
and high hip dislocation. Clin Orthop Relat Res. 2008;466(4):820.

6. Sugano N, Noble PC, Kamaric E, Salama JK, Ochi T, Tullos HS. The
morphology of the femur in developmental dysplasia of the hip. J Bone
Joint Surg Br Vol. 1998;80(4):711–9.

7. Zhou Y, Sun C, Yan W. New method addressing the problem of using
ceramic-on-ceramic bearing in too small acetabulum of high-riding DDH
patients with THA. Seminars in Arthroplasty. 2012;23(4):226–31.

8. Macheras GA, Koutsostathis SD, Lepetsos P, Anastasopoulos PP, Galanakos S,
Papadakis SA. THA following deformities due to congenital dislocation of
the hip joint. Hip Int. 2014;24(Suppl 10):S29.

9. Xu J, Xu C, Mao Y, Zhang J, Li H, Zhu Z. Posterosuperior placement of a
standard-sized cup at the true acetabulum in acetabular reconstruction of
developmental dysplasia of the hip with high dislocation. J Arthroplasty.
2016;31(6):1233–9.

10. Hartofilakidis G, Stamos K, Karachalios T. Treatment of high dislocation of
the hip in adults with total hip arthroplasty. Operative technique and long-
term clinical results. J Bone Joint Surg (Am Vol). 1998;80(4):510.

11. Cameron HU, Botsford DJ, Park YS. Influence of the crowe rating on the
outcome of total hip arthroplasty in congenital hip dysplasia. J Arthroplasty.
1996;11(5):582–7.

12. Yoder SA, Brand RA, Pedersen DR, O'Gorman TW. Total hip acetabular
component position affects component loosening rates. Clin Orthop Relat
Res. 1988;228(228):79.

13. Kaneuji A, Sugimori T, Ichiseki T, Yamada K, Fukui K, Matsumoto T. Minimum
ten-year results of a porous acetabular component for Crowe I to III hip
dysplasia using an elevated hip center. J Arthroplasty. 2009;24(2):187–94.

14. Takashi M, Hideo O, Satoshi O, Hiroshi T, Toshiharu M, Nariaki N, et al. 15-year
comparison of cementless total hip arthroplasty with anatomical or high cup
placement for Crowe I to III hip dysplasia. Orthopedics. 2012;35(3):e313.

15. Nawabi DH, Morteza M, Denis N, Ranawat AS, Ranawat CS. Durable fixation
achieved with medialized, high hip center cementless THAs for Crowe II
and III dysplasia. Clin Orthop Relat Res. 2014;472(2):630–6.

16. Georgiades G, Babis GC, Kourlaba G, Hartofilakidis G. Effect of cementless
acetabular component orientation, position, and containment in total hip
arthroplasty for congenital hip disease. J Arthroplasty. 2010;25(7):1143–50.

17. Fukui K, Kaneuji A, Sugimori T, Ichiseki T, Matsumoto T. How far above the
true anatomic position can the acetabular cup be placed in total hip
arthroplasty? Hip Int. 2013;23(2):129–34.

18. Mulroy RD, Harris WH. Failure of acetabular autogenous grafts in total hip
arthroplasty. Increasing incidence: a follow-up note. J Bone Joint Surg (Am
Vol). 1990;72(10):1536–40.

19. Kim M, Kadowaki T. High Long-term survival of bulk femoral head autograft
for acetabular reconstruction in cementless THA for developmental hip
dysplasia. Clin Orthop Relat Res. 2010;468(6):1611–20.

20. Abolghasemian M, Tangsataporn S, Sternheim A, Backstein D, Safir O, Gross AE.
Combined trabecular metal acetabular shell and augment for acetabular revision
with substantial bone loss: a mid-term review. Bone Joint J. 2013;95(B(2)):166–72.

21. Dunn HK, Hess WE. Total hip reconstruction in chronically dislocated hips. J
Bone Joint Surg (Am Vol). 1976;58(6):838.

22. Dorr LD, Tawakkol S, Moorthy M, Long W, Wan Z. Medial protrusio
technique for placement of a porous-coated, hemispherical acetabular
component without cement in a total hip arthroplasty in patients who have
acetabular dysplasia. J Bone Joint Surg (Am Vol). 1999;81(1):83–92.

23. Zhang H, Huang YY, Zhou YX, Lv M, Jiang ZH. Acetabular medial wall displacement
osteotomy in total hip arthroplasty: a technique to optimize the acetabular
reconstruction in acetabular dysplasia. J Arthroplasty. 2005;20(5):562–7.

24. Gill TJ, Sledge JB, Müller ME. Total hip arthroplasty with use of an acetabular
reinforcement ring in patients who have congenital dysplasia of the hip.
Results at five to fifteen years. J Bone Joint Surg (Am Vol). 1998;80(7):969–79.

25. Linde F, Jensen J. Socket loosening in arthroplasty for congenital dislocation
of the hip. Acta Orthop Scand. 1988;59(3):254.

26. Aslam C, Hemmady MV, Hodgkinson JP. Long-term survival of the acetabular
component after total hip arthroplasty with cement in patients with
developmental dysplasia of the hip. J Bone Joint Surg (Am Vol). 2006;88(1):71.

27. Chougle A, Hemmady M, Hodgkinson JP. Severity of hip dysplasia and
loosening of the socket in cemented total hip replacement. A long-term
follow-up. J Bone Joint Surg Br Vol. 2005;87(1):16–20.

28. Schüller HM, Dalstra M, Huiskes R, Marti RK. Total hip reconstruction in acetabular
dysplasia. A finite element study. J Bone Joint Surg Br Vol 1993;75(3):468–74.

29. Busch VJJF, Clement ND, Mayer PFJ, Breusch SJ, Howie CR. High survivorship
of cemented sockets with roof graft for severe acetabular dysplasia. Clin
Orthop Relat Res. 2012;470(11):3032–40.

30. Northmore-Ball MD. Autogenous bone grafts from the femoral head for the
treatment of acetabular deficiency in primary total hip arthroplasty with
cement, long-term results. J Bone Joint Surg (Am Vol). 1996;78(5):1227–33.

31. Morsi E, Garbuz D, Gross AE. Total hip arthroplasty with shelf grafts using
uncemented cups : A long-term follow-up study. J Arthroplasty. 1996;11(1):
81–5.

32. Abdel MP, Stryker LS, Trousdale RT, Berry DJ, Cabanela ME. Uncemented
acetabular components with femoral head autograft for acetabular
reconstruction in developmental dysplasia of the hip: a concise follow-up
report at a mean of twenty years. J Arthroplasty. 1999;14(2):1878–82.

33. Gill TJ, Siebenrock K, Oberholzer R, Ganz R. Acetabular reconstruction in
developmental dysplasia of the hip: results of the acetabular reinforcement
ring with hook. J Arthroplasty. 1999;14(2):131–7.

Wang Arthroplasty             (2019) 1:2 Page 5 of 6



34. Bobyn JD, Poggie RA, Krygier JJ, Lewallen DG, Hanssen AD, Lewis RJ, et al.
Clinical validation of a structural porous tantalum biomaterial for adult
reconstruction. J Bone Joint Surg (Am Vol). 2004;86-A(Suppl 2):123.

35. Bobyn JD, Stackpool GJ, Hacking SA, Tanzer M, Krygier JJ. Characteristics of
bone ingrowth and interface mechanics of a new porous tantalum
biomaterial. J Bone Joint Surg Br Vol. 1999;81(5):907.

36. Iori T, Yoshiki I, Kazu M, Hiroyasu O, Nobuo T, Katsuji S. Primary total hip
arthroplasty with a spongy metal surface acetabular component for hip
dysplasia. J Arthroplasty. 2013;28(1):172–7.

37. Macheras GA, Kateros K, Koutsostathis SD, Tsakotos G, Galanakos S,
Papadakis SA. The trabecular metal monoblock acetabular component in
patients with high congenital hip dislocation: a prospective study. J Bone
Joint Surg Br Vol 2010;92(5):624–28.

38. Charity JA, Tsiridis E, Sheeraz A, Howell JR, Hubble MJ, Timperley AJ, et al.
Treatment of Crowe IV high hip dysplasia with total hip replacement using
the Exeter stem and shortening derotational subtrochanteric osteotomy.
Bone Joint J. 2011;93(1):34–8.

39. Tamegai H, Otani T, Fujii H, Kawaguchi Y, Hayama T, Marumo K. A modified
S-ROM stem in primary Total hip arthroplasty for developmental dysplasia
of the hip. J Arthroplasty. 2013;28(10):1741–5.

40. Claramunt RT, Marqués F, León A, Vilà G, Mestre C, Verdié LP. Total hip
replacement with an uncemented Wagner cone stem for patients with
congenital hip dysplasia. Int Orthop. 2011;35(12):1767.

41. Flecher X, Parratte S, Aubaniac JM, Argenson JN. Three-dimensional custom-
designed cementless femoral stem for osteoarthritis secondary to
congenital dislocation of the hip. J Bone Joint Surg Br Vol. 2007;89(12):1586.

42. Park MS, Kim KH, Jeong WC. Transverse subtrochanteric shortening
osteotomy in primary Total hip arthroplasty for patients with severe hip
developmental dysplasia. J Arthroplasty. 2007;22(7):1031–6.

43. Luigi Z, Luca B, Andrea M, Roberto Giacometti C. Oblique femoral
shortening osteotomy in total hip arthroplasty for high dislocation in
patients with hip dysplasia. Int Orthop. 2015;39(9):1797–802.

44. Neumann DR, Dorn U. Total hip replacement in high total hip dislocation
by performing a Z-shaped shortening osteotomy. Z Orthop Ihre Grenzgeb.
2007;145(1):68.

45. Li X, Lu Y, Sun J, Lin X, Tang T. Treatment of Crowe type-IV hip dysplasia
using cementless total hip arthroplasty and double chevron subtrochanteric
shortening osteotomy : A 5- to 10-year follow-up study. J Arthroplasty.
2016;32(2):475–9.

46. Muratli KS, Vasfi K, Bora U, Salih C. Subtrochanteric shortening in total hip
arthroplasty: biomechanical comparison of four techniques. J Arthroplasty.
2014;29(4):836–42.

47. Çatma MF, Ünlü S, Öztürk A, Aksekili AM, Ersan Ö, Ateş Y. Femoral
shortening osteotomy in total hip arthroplasty for severe dysplasia: a
comparison of two fixation techniques. Int Orthop. 2016;40(11):2271–6.

48. Neumann D, Dorn U. Femoral shortening and cementless arthroplasty in Crowe
type 4 congenital dislocation of the hip. Int Orthop. 2012;36(3):499–503.

49. Hartofilakidis G, Babis GC, Georgiades G, Kourlaba G. Trochanteric
osteotomy in total hip replacement for congenital hip disease. J Bone Joint
Surg Br Vol. 2011;93(5):601.

50. Koulouvaris P, Stafylas K, Sculco T, Xenakis T. Distal femoral shortening in
Total hip arthroplasty for complex primary hip reconstruction. A new
surgical technique. J Arthroplasty. 2008;23(7):992–8.

51. Ma HY, Zhou YG, Zheng C, Cao WZ, Wang S, Wu WM, et al. New
classification of Crowe type IV developmental dysplasia of the hip. China J
Orthop Traumatol. 2016;29(2):119.

52. Xu H, Zhou Y, Liu Q, Tang Q, Yin J. Femoral morphologic differences in
subtypes of high developmental dislocation of the hip. Clin Orthop Relat
Res. 2010;468(12):3371–6.

53. Cameron HU, Eren OT, Solomon M. Nerve injury in the prosthetic
management of the dysplastic hip. Orthopedics. 1998;21(9):980–1.

54. Rasmussen TJ, Black DL, Bruce RP, Reckling FW. Efficacy of corticosomatosensory
evoked potential monitoring in predicting and/or preventing sciatic nerve palsy
during total hip arthroplasty. J Arthroplasty. 1994;9(1):53–61.

55. Kuo-An L, Wun-Jer S, Lee-Wen H, Meng-Yi C. Cementless total hip
arthroplasty and limb-length equalization in patients with unilateral Crowe
type-IV hip dislocation. J Bone Joint Surg (Am Vol). 2005;87(2):339–45.

56. Yan F, Chen G, Yang L, He R, Gu L, Wang F. A reduction technique of
arthroplasty without subtrochanteric femoral shortening osteotomy for the
treatment of developmental high dislocation of hip: A case series of 28
hips. J Arthroplasty. 2014;29(12):2289–93.

57. Li H, Yuan Y, Xu J, Chang Y, Dai K, Zhu Z. Direct leverage for reducing the
femoral head in Total hip arthroplasty without femoral shortening
osteotomy for Crowe type 3 to 4 dysplasia of the hip. J Arthroplasty. 2018;
33(3):794–9.

58. Zhang Z, Luo D, Cheng H, Xiao K, Zhang H. Unexpected long lower limb in
patients with unilateral hip dislocation. J Bone Joint Surg (Am Vol). 2018;
100(5):388–95.

59. Li Y, Zhang X, Wang Q, Peng X, Wang Q, Jiang Y, et al. Equalisation of leg
lengths in total hip arthroplasty for patients with Crowe type-IV
developmental dysplasia of the hip: classification and management. Bone
Joint J. 2017;99-B(7):872.

60. Koga D, Jinno T, Okawa A, Morita S, Shinomiya K. The effect of preoperative
lateral flexibility of the lumbar spine on perceived leg length discrepancy
after total hip arthroplasty. J Med Dent Sci. 2009;56(1):69.

61. Liu R, Li Y, Bai C, Song Q, Wang K. Effect of preoperative limb-length
discrepancy on abductor strength after total hip arthroplasty in patients
with developmental dysplasia of the hip. Arch Orthop Trauma Surg. 2014;
134(1):113–9.

62. Piyakunmala K, Sangkomkamhang T. Measurement of patient’s perception
on limb length discrepancy compared with weight-bearing
Orthoroentgenography in Total hip arthroplasty: A prospective study. J
Arthroplasty. 2018;33(7):2301–5.

63. Wangen H, Lereim P, Holm I, Gunderson R, Reikerås O. Hip arthroplasty in
patients younger than 30 years: excellent ten to 16-year follow-up results
with a HA-coated stem. Int Orthop. 2008;32(2):203–8.

64. Perka C, Fischer U, Taylor WR, Matziolis G. Developmental hip dysplasia
treated with Total hip arthroplasty with a straight stem and a threaded cup.
J Bone Joint Surg (Am Vol). 2004;86-A(2):312.

65. Dante D, Giovanni P, Cesare S, Gianluca G, Nicolandrea DP, Nicola R, et al.
Total hip arthroplasty with shortening osteotomy in congenital major hip
dislocation sequelae. Orthopedics. 2011;34(8):328–33.

66. Bernasek TL, Haidukewych GJ, Gustke KA, Owen H, Melissa L. Total hip
arthroplasty requiring subtrochanteric osteotomy for developmental hip
dysplasia: 5- to 14-year results. J Arthroplasty. 2007;22(6):145–50.

67. Viceconti M, Ruggeri O, Toni A, Giunti A. Design-related fretting wear in
modular neck hip prosthesis. J Biomed Mater Res. 1996;30(2):181–6.

68. Viceconti M, Baleani M, Squarzoni S, Toni A. Fretting wear in a modular neck
hip prosthesis. J Biomed Mater Res. 2015;35(2):207–16.

69. Cook SD, Manley MT, Kester MA, Dong NG. Torsional resistance and wear of
a modular sleeve-stem hip system. Clin Mater. 1993;12(3):153.

70. Wagner H, Wagner M. Cone prosthesis for the hip joint. Arch Orthop
Trauma Surg. 2000;120(1–2):88.

71. Hua WB, Yang SH, Xu WH, Ye SN, Liu XZ, Wang J, et al. Total hip
arthroplasty with subtrochanteric femoral shortening osteotomy for high
hip dislocation. Orthop Surg. 2015;7(2):112–8.

72. Binazzi R. Two-stage progressive femoral lowering followed by cementless
total hip arthroplasty for treating Crowe IV - Hartofilakidis type 3
developmental dysplasia of the hip. J Arthroplasty. 2015;30(5):790–6.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Wang Arthroplasty             (2019) 1:2 Page 6 of 6


	Abstract
	Introductions
	Anatomical abnormalities and classifications
	Surgical considerations
	Key issues in the management of acetabulum in THA
	Key issues in reconstruction of proximal femur

	Conclusions
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	References
	Publisher’s Note

