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Aim of the work

The aim of this work is to provide a review of
literature  about  Indications, Techniques and
Complications of osteotomies around the hip in

children.
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Introduction

Osteotomies of the pelvic bone and upper femur play a useful
and enduring role in the overall management of posttraumatic and
developmental conditions of the hip. Rotational osteotomies of
the pelvic bone and intertrochantric osteotomies for treatment of
most dysplasia-related conditions have supplanted. In particular,
the Bernese (Ganz) periacetabular osteotomy with lateral muscle
sparing has emerged as the most effective and widely used pelvic
osteotomy. Other methods, such as Tonnis juxta-articular and
triple innominate osteotomies, also can be successful (Santore et
al; 2006).

Femoral osteotomies generally are classified as varus or
valgus, referring to the final geometry of the proximal femur.
Corrections of rotation, length and coronal plane abnormalities
can be added to improve biomechanical forces, cartilage loading,
and length inequalities.

Isolated varus intertrochanteric osteotomies are indicated for
coxa valga with mild dysplasia and leg-length discrepancy
(ipsilateral leg longer), and in certain cases of Perthes disease
(flexion or flexion-varus) (Millis et al; 1996).

Medial displacement of the femoral shaft has been suggested
as the most important part of a varus intertrochanteric osteotomy
(Miegel and Harris, 1984).

Isolated varus intertrochanteric osteotomy for dysplasia rarely
is done now, with the exception of cases of combined high neck-

shaft angle with an ipsilateral long leg in the face of mild



dysplasia. Correction of proximal femoral deformity also may be
achieved using the valgus intertrochanteric osteotomy (Turgeon
et al; 2005).

Pelvic osteotomies may be either reconstructive or salvage
one. Reconstructive osteotomies of the pelvis reorient the
acetabulum relative to the femoral head. The femur continues to
articulate with hyaline cartilage after the osteotomy. As such, the
joint must be shown to be congruous, free of fixed subluxation,
and located in the natural acetabulum before patients are
considered for surgery. Salvage osteotomies provide additional
support to the femoral head but do so through the hip capsule. As
such, the femur articulates with fibrocartilage rather than hyaline
cartilage. For cases in which the acetabulum could be redirected
over the femoral head, a reconstructive osteotomy should be
considered. However, if incongruity of the femoral head and
acetabulum is present or dysplasia with degenerative changes too
advanced for reconstruction, salvage may be indicated (Turgeon
et al; 2005).
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