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Transposition Osteotomy of the Acetabulum for Hip Subluxation
in Cerebral Palsy

Kiyoyuki Torigoe, M, D., et al.
Shinkoen Handicapped Children’ s Hospital

We report the late use of transposition osteotomy of the acetabulum (TOA)in adolescence for
hip subluxation in 2 cases of cerebral palsy. We generally perform orthopaedic selective spasticity-
control surgery(OSSCS)for those at 40 to 60% migration percentage (MP), OSSCS with open
reduction (OR)in those at more than 60 % MP in infancy, and OSSCS and OR and derotational
varus osteotomy (DVO)for those at more than 80% MP in later childhood. In cases of a shallow
acetabulum or double floor at acetabulum, then we general perform OSSCS, OR, DVO and
Pemberton’ s pelvic osteotomy. In case 1 here we had performed OSSCS for hip subluxation at
infancy, but follow-up was interrupted until adolescence when there was recurrence of subluxation
with progression in hip dislocation. In case 2 the infant had only light paralysis, so we delayed and
performed TOA for the non-paralytic hip subluxation at adolescence.
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