Nyomoréek Gyermekek Orszagos Otthona - Uzsoki Koérhaz

T R
.“ﬂ

:::::

il

100 év ortopeéedia - 50 év traumatoldgia

Feltarasok szerepe: anterior — (antero) lateralis —
posterior. EI6nyok és hatranyok. Van-e evidencia?

Udvarhelyi Ivan

e Protézis kerekasztal
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Primer csip6protézis szovédmeény, malfunctio/ instabilitas

» Betegvalasztas, életkor, nem, testsuly
» Feltaras

» Diagnosis, pathoanatomia

» Implantatum valasztas, design
»\Vapa positio

»Szar positio

»Implantatum impingement
»Sebészi gyakorlat, rutin



Preoperativ tervezés

1. Feltaras

2. Radiolodgia, dysplasia, post OT, (post)trauma
3. Implantatum valasztas, press fit

4. Contractura ( flexids, adductios)

5. Végtaghossz, offset

6. Korabbi beavatkozas, feltaras

7. Csontos reconstructio
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eCsip0 feltarasok — pontosan definialt technikak, eredmények
eFeltaras conceptio- sebészi dissectio racionalizalas
eValtoztatas — eredmények kompromisszum mentes értékelése.
e|zom, in, szalag strukturak megtartasa

eNeurovascularis szovédmény megelbzése

1. Standard: Watson-Jones
Moddositott Watson-Jones

Anterior supine - controversy
Lateral - controversy
Posterior— controversy

Two incision - controversy
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Indicatidos Szempontok

eTestsuly, proportionalitas, BMI?

oEletkor

ePathoanatomia, csontmindség, korabbi mitétek
eCompliance
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Anatomia

1. m. sartorius
2. m. tensor fsc. latae
3. n.cutaneus fem. lat.
4. femoral vessels & nerve
5. m. gluteus medius
6. m. rectus femoris

Employ intermuscular route
Clarify neurovascular hazards:
anterior: femoral vessels

lat.fem. cut..n.
ant. circumflex a.
posterior:gluteal vessels
sciatic n.
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Cup position + tribology+reconstruction techniques s

»wear of bearing surfaces
»the second dislocation of the implant
»implant and patient related factors
»inappropriate tensional forces due to malposition of acetabular cup
» possibly prosthesis impingement
»the incidence of early dislocation - on average between 3 and 5%.
»cup malposition - major cause of dislocation
»impingement - restricted ROM and higher stresses on bearing surfaces
» correct position of cups reduce dislocation, subluxation, and material
failure
» alternative bearing surfaces, other than polyethylene
»better tribological properties
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Paul F. Lachiewicz, Justin R. Kauk

» Anterior iliopsoas impingement and tendinitis - poorly
understood and likely under-recognized

» History and physical examination findings - usually
suggestive, symptoms frequently subtle.
» Diagnosis - imaging studies, cross-table lateral radiograph,
CT, MRI, and ultrasonography, in combination with a
confirmatory diagnostic injection.
»Surgical management - release or resection of theiliopsoas
tendon, alone or in combination with

- acetabular revision for an anterior

overhanging component

J Am Acad Orthop Surg, Vol 17, No 6,
June 2009, 337-344.



Range of Motion and Joint Stability
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The effect of large diameter femoral heads on range

of motion (ROM) and joint stability

Larger femoral heads increase ROM

e An increased articulation
diameter enhances ROM

e Animproved ratio between femoral
head and neck diameter enhances
large ROM

Larger femoral heads enhance stability

e Large diameter femoral heads
increase the distance the head
must displace before dislocating
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International Orthopaedics Volume 32, Number 5 / October, 2008

Rob Zwartele

»primary cementless THR in RA patients and compared with
OA patients

»Zweymueller threaded cup and a tapered, rectangular
/weymueller stem

»average of 12.5 yrs

»revision was defined as exchange of cup, stem or both
»no differences in survival rates

»RA group : increased rate of malposition of the cup,
avulsions of the greater trochanter, and increased bone
resorption in the trochanteric region

»altered biomechanical properties of rheumatoid bone,
mechanical stability and osseous integration of cementless
prosthesis are not compromised

»higher complication rate - excellent long-term survival




Dysplasia parameters

segmental deficiencies of the acetabular rim
(superiorly, anteriorly, and posteriorly)

amount of anteversion

depth and opening (the distance between the
anterior and the posterior rim) of the true
acetabulum

the amount of acetabular bone stock (superiorly,
anteriorly, and posteriorly) |
the presence of osteophytesin the area of the true
and false acetabula.

lliofemoral ligament stregnth
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Indicatio / Luxatio, instabilitas

Vapa, szar malpositio
Impingement

Poliethylen kopas

Osteolysis

Progressiv protrusio

Asepticus — septicus lazulas
Periprotheticus femur torés
Periprotheticus acetabulum torés
Posttrauma
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Biomechanika

Csip0 forgascentrum emelkedés: max.: 3 cm
Atlagos novelés offset :

Acetabulum centrum:

1,7 cm
nem-lateralisalt

- centralis ileum terhelés
Paralel szar offset novelés

stabilitas+abductor
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Harris (1998)

- superior displacement -relative to the inter-tear drop line;
- minor superior -1-2 cm of displacement, 3-4 cm more significant;
- time proven method - least number of technical pitfalls;
- indicated for an oblong cavity
- contact between the host bone and the acetabular component
- bone to grow into a cup
- component in contact with living host bone;
- structural graft under some conditions
- high hip center is not a biomechanical disadvantage
- technique requirements:
- sufficient bone stock for cylindrical reaming;
- hip center is not lateralized
- acetabulum is shaped into a hemisphere
- limb length - correctable
«  ewxdgng-neck or calcar-replacement femoral component.



R. S. Kotwal

- Study of the natural history of a first episode of dislocation after primary (THR)

- Incidence of recurrent dislocation

- Need for subsequent revision

- Quality of life of these patients.

- Over a 6-year period, 99 patients (101 hips) -first dislocation of a primary THR.

- A total of 61 hips (60.4%) had dislocated more than once

- Minimum follow-up of one year 48 revision for instability (51% in total)

- 7 re-dislocated and 4 needed further surgery

- The quality of life - Oxford Hip Score and the EuroQol-5 Dimension (EQ-5D)
Mean follow-up of 4.5 years (1 to 20), the mean Oxford Hip Score was 26.7
(15to 47) after one episode of dislocation, 27.2 (12 to 45) after recurrent
dislocation, 34.5 (12 to 54) after successful revision surgery, 42 (29 to 55) after
failed revision surgery and 17.4 (12 to 32) in the control group

Journal of Bone and Joint Surgery - British
Volume, Vol 91-B, Issue 3, 321-326.
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1. m. gluteus med.

2. m. gluteus max. with split
3. femoral entry

in trochanteric fossa

Femoral preparation:
Landmarks:

1. Greater trochanter
2. Patella

3. Transepicondylar line
4. Navigation



B~ W N -

T EEEEERES: | EUF .
L1 T T
PR T T e -

lig. ilifemorale prox. band
lig. ischiofemorale
piriformis tendon
dissected gluteus muscles
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But of course you are most interested in the (preliminary) results.
We see an advantage of the 2-incision mainly on preservering much of the gluteus minimus muscle.

While all approaches do damage the gluteus medius muscle, damage to this muscle is

very little and in one case even 0%(!) with the 2-incision approach.

Example of muscle damage measurement on the gluteus minimus. Upper left:
extracting the muscle. There is a split fibre incision, with disruption and release of
a small portion of muscle. Upper right: physiological cross-sections. Lower picture:
yellow: the amount of damage to the physiological cross-sectional area of muscle
fibres.
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University of Amsterdam
Schafroth - Oldenrijk

IMG 696 tensor 12r im resize 1 masked image for blue and yelow color
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With use of a semi-automatic computer programme (Matlab),

specially programmed for this project, three independent assessors
measured the amount of yellow and blue pixels.

Damage to the muscle was defined as the amount of yellow pixels

divided by the total amount of pixels. We reached in intra- and interobserver
reliability of between 0.93 and 1.0, which is excellent.
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Release: hatso tok, heg
Fractura megel&zés

Vapa feltarast megel6zi
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Vapa destrualt anatomia
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eVapa feltaras

e\/apa és cement eltavolitas

eCsavar positio-safe zone-
a.obturatoria

oEr képletek identifikalasa

e\apa fenék stabilitas

eDorso-superior stabilitas




eTips & tricks T —— :
eEntry point post & lat
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Korabbi osteotomia
reconstructio

forgas centrum offset
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P Il b Revisio, primer szar, offset
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magas forgas centrum
70 mm vapa
offset rev. szar
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limitalt csont felszin,
llioischialis transfer.offset
vapa recon
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Cup and Cage Plllb — extensiv m(vi destructio

Post dysplasia
Primer struct.
karosodas

Primer vapa
Low offset szar




Structuralis graft distractio, Butress szerl augment, T ]
Vapa reconstructio + Primary-revisios szar

elekiné Adorjan*Erika Di§
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100 év ortopédia - 50 év traumatoldgia
Malpositio
Fractura
Neurovascularis

Instabilitas
Sebgyogyulas
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K6sz6ndm a figyelmet!




