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[ Abstract] Hip displacement is one of most common deformities in children with cerebral palsy ( CP) ,
with an incidence rate of approximately 35% . This review described the pathophysiology, natural history of de-
velopment hip dysplasia,and risk factors of hip subluxation and dislocation in children with CP through recent

literature reviews. Meanwhile , radiographic measurement and diagnosis standard of hip displacement were also e-

laborated to provide latest theories and practical evaluation techniques of hip displacement for orthopedist.
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Fig.1 Schematic diagram of MP and Al measurement on pelvic

orthographic film
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