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Closed reduction and dynamic cast immobilization for children with developmental dysplasia of the hip.
Zhou Qinghe ,Li Yigiang ,Liu Yuanzhong ,Chen Weidong,Li Jingchun ,Federico Canavese ,Xu Hongwen. Munici-
pal Women & Children’s Medical Center, Guangzhou Medical University, Guangzhou 510623, China. Corre-
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[ Abstract] Objective To explore the outcomes of children with developmental dysplasia of the hip
(DDH) after closed reduction and dynamic cast immobilization. Methods We retrospectively reviewed a total
of 276 DDH children with a total of 308 hips and a mean age of 15.3 4.4 months undergoing closed reduction
and dynamic cast immobilization. Radiological examination was performed during each follow-up visit for assess-
ing the redislocation rate and the presence of avascular necrosis (AVN) of femoral epiphysis ( Kalamchi and
MacEwen method) . Final radiographic results were evaluated with the Severin classification. Results There
was a redislocation rate of 5. 5% (17/308 ). The redislocation rate in Tonnis grade Il hips was significantly
lower than that in Toénnis grades Il & IV hips (P =0.027). The overall AVN rate was 11.7% (grade II :22
hips; grade Il ;11 hips; grade IV :3 hips). At the final follow-up,the mean acetabular index was 21.0°+6. 1°.
And 79.9% of hips achieved satisfactory outcomes (74.4% Severin type | vs 5.5% type 1l ) ,and 20. 1%
had unsatisfactory outcome (19.1% type Il vs 1% type IV). Conclusion Dynamic cast is a viable alterna-
tive to spica cast immobilization for DDH children after closed reduction. It has similar redislocation and AVN
rates compared to standard spica cast immobilization.
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