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Abstract
Background The treatment of mild or borderline acetabular
dysplasia is controversial with surgical options including
both arthroscopic labral repair with capsular closure or pli-
cation and periacetabular osteotomy (PAO). The degree to
which improvements in pain and functionmight be achieved
using these approaches may be a function of acetabular
morphology and the severity of the dysplasia, but de-
tailed radiographic assessments of acetabular morphology

in patients with a lateral center-edge angle (LCEA) of 18°
to 25° who have undergone PAO have not, to our knowl-
edge, been performed.
Questions/purposes (1) Do patients with an LCEA of 18°
to 25° undergoing PAO have other radiographic features of
dysplasia suggestive of abnormal femoral head coverage by
the acetabulum? (2) What is the survivorship free from re-
vision surgery, THA, or severe pain (modified Harris hip
score [mHHS] < 70) and proportion of complications as
defined by the modified Dindo-Clavien severity scale at
minimum 2-year followup? (3) What are the functional
patient-reported outcome measures in this cohort at mini-
mum 2 years after surgery as assessed by theUCLAActivity
Score, the mHHS, the Hip disability and Osteoarthritis
Outcome Score (HOOS), and the SF-12mental and physical
domain scores?
Methods Between January 2010 and December 2014, a
total of 91 patients with hip pain and LCEA of 18° to 25°
underwent a hip preservation surgical procedure at our
institution. Thirty-six (40%) of the 91 patients underwent
hip arthroscopy, and 56 hips (60%) were treated by PAO.
In general, patients were considered for hip arthroscopy
when symptoms were predominantly associated with
femoroacetabular impingement (that is, pain aggravated by
sitting and hip flexion activities) and physical examination
showed a positive anterior impingement test with negative
signs of instability (negative anterior apprehension test). In
general, patients were considered for PAOwhen symptoms
suggested instability (that is, pain with upright activities,
abductor fatigue now aggravated by sitting) and clinical
examinations demonstrated a positive anterior apprehen-
sion test. Bilateral surgery was performed in six patients
and only the first hip was included in the study. One patient
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was excluded because PAO was performed to address
dysplasia caused by surgical excision of a proximal fem-
oral tumor associated with multiple epiphyseal dysplasia
during childhood yielding a total of 49 patients (49 hips).
There were 46 of 49 females (94%), the mean age was 26.5
years (6 8), and the mean body mass index was 24 kg/m2

(6 4.5). Radiographic analysis of preoperative films in-
cluded the LCEA, Tönnis acetabular roof angle, the ante-
rior center-edge angle, the anterior and posterior wall
indices, and the Femoral Epiphyseal Acetabular Roof in-
dex. Thirty-nine of the 49 patients (80%) were followed
for a minimum 2-year followup (mean, 2.2 years; range,
2-4 years) and were included in the analysis of survivorship
after PAO, complications, and functional outcomes.
Kaplan-Meier modeling was used to calculate survivorship
defined as free from revision surgery, THA, or severe pain
(mHHS < 70) at minimum 2 years after surgery. Compli-
cations were graded according to the modified Dindo-
Clavien severity. Patient-reported outcomes were collected
preoperatively and at minimum 2 years after surgery and
included the UCLAActivity Score, the mHHS, the HOOS,
and the SF-12 mental and physical domain scores.
Results Forty-six of 49 hips (94%) had at least one other
radiographic feature of dysplasia suggestive of abnormal
femoral head coverage by the acetabulum. Seventy-three
percent of the hips (36 of 49) had two or more radiographic
features of hip dysplasia aside from a LCEA of 18° to 25°.
The survivorship of PAO at minimum 2 years for the 39 of
49 (80%) patients available was 94% (95% confidence
interval, 80%-90%). Three of 39 patients (8%) developed a
complication. At amean of 2.2 years of followup, there was
improvement in level of activity (preoperative UCLA score
7 6 2 versus postoperative UCLA score 6 6 2; p = 0.02).
Hip symptoms and function improved postoperatively, as
reflected by a higher mean mHHS (86 6 13 versus 64 6
19; p < 0.001) and mean HOOS (3866 128 versus 2616
117; p < 0.001). Quality of life and overall health assessed
by the physical domain of the SF-12 improved (47 6 11
versus 39 6 12; p < 0.001). However, with the numbers
available, no improvement was observed for the mental
domain of the SF-12 (52 6 8 versus 51 6 11; p = 0.881).
Conclusions Hips with LCEA of 18° to 25° frequently
have other radiographic features of dysplasia suggestive of
abnormal femoral head coverage by the acetabulum. These
hips may be inappropriately labeled as “borderline” or
“mild” dysplasia on consideration of LCEA alone. A more
comprehensive imaging analysis in these hips by the ra-
diographic features of dysplasia included in this study is
recommended to identify hips with abnormal coverage of
the femoral head by the acetabulum and to plan treatment
accordingly. Patients with LCEA of 18° to 25° showed
improvement in hip pain and function after PAO with
minimal complications and low proportions of persistent
pain or reoperations at short-term followup. Future studies

are recommended to investigate whether the benefits of
symptomatic and functional improvement are sustained
long term.
Level of Evidence Level IV, therapeutic study.

Introduction

Acetabular dysplasia is defined as osseous deficiency of the
acetabulum with abnormal coverage of the femoral head
leading to overload of the rim and joint instability [14, 17].
Acetabular dysplasia may cause damage of the acetabular
labrum and cartilage and ultimately lead to premature os-
teoarthritis [6, 27, 29, 36]. Several studies have demon-
strated the success of the Bernese periacetabular osteotomy
(PAO) described by Ganz et al. [12] in the treatment of
classic acetabular dysplasia with lateral center-edge angle
(LCEA) < 20° at both intermediate- and long-term followup
[12, 20, 23, 42, 44]. However, to the best of our knowledge,
only one prior study has focused specifically on outcomes
of PAO in patients with an LCEA between 18° and 25° [37].
In that study, 27 patients demonstrated improvement in
hip-specific outcomes and few complications at 1 year
postoperatively. Further understanding of patient-reported
outcomes, risk of reoperation, and complications of PAO in
hips with LCEA of 18° to 25° is important because con-
troversy surrounds the optimal treatment of these patients.
For instance, hip arthroscopy with labrum repair and treat-
ment of associated cam femoroacetabular impingement
(FAI) morphology and capsular closure or plication have
also been described for such patients with varying degrees of
success [3, 4, 11, 16, 18, 25, 31].

Hip dysplasia has been historically identified by mea-
surement of the LCEA described by Wiberg [45]. The
original description considered hips with LCEA > 25° as
normal hips and those with LCEA < 20° as pathologic.
Wiberg considered hips with LCEA between 20° and 25°
as uncertain. Subsequent studies have interchangeably
described hips with LCEA between 18° and 25° as mild
dysplastic [11, 25, 27, 38] or borderline dysplastic [4, 9, 11,
13, 16, 31]. Recent studies have suggested that the analysis
of the hip based on a single measurement of the LCEA is
limited [10, 15, 22, 33, 46]. Three-dimensional analysis has
shown that hip dysplasia has a variety of forms with ace-
tabular undercoverage patterns being found in anterior,
lateral, and posterior acetabular regions [33, 46]. Further-
more, since the description of the LCEA, several other
radiographic features of dysplasia including the anterior
center-edge angle (ACEA) [19], the acetabular wall indices
[39], the Femoral Epiphyseal Acetabular Roof (FEAR)
index, and the Tönnis acetabualar roof angle [43] have
been described to evaluate coverage of the femoral head by
the acetabulum. To the best of our knowledge, a compre-
hensive radiographic assessment of acetabular morphology
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in patients with an LCEA of 18° to 25° undergoing PAO is
lacking.

We therefore asked the following questions: (1) Do
patients with an LCEA of 18° to 25° undergoing PAO have
other radiographic features of dysplasia suggestive of ab-
normal femoral head coverage by the acetabulum? (2)
What is the survivorship free from revision surgery, THA,
or severe pain (modified Harris hip score [mHHS] < 70)
and proportion of complications as defined by the modified
Dindo-Clavien severity scale at minimum 2-year fol-
lowup? (3) What are the functional patient-reported out-
come measures (PROMs) in this cohort at minimum 2
years after surgery, as assessed by the UCLA Activity
Score, the mHHS, the Hip disability and Osteoarthritis
Outcome Score (HOOS), and the SF-12 mental and phys-
ical domain scores?

Patients and Methods

Institutional review board approval was obtained before
this retrospective study. Between January 2010 and De-
cember 2014, a total of 91 patients with hip pain and LCEA
of 18° to 25° underwent a hip preservation surgical pro-
cedure at our institution. The reference range of LCEA
between 18° and 25° was chosen based on previous studies
describing “mild” [11, 25, 27, 38] or “borderline” [4, 9, 11,
13, 16, 31] acetabular dysplasia. Thirty-six (40%) of the 91
patients underwent hip arthroscopy, and 56 hips (60%)
were treated by PAO. In general, patients were considered
for hip arthroscopy when symptoms were predominantly
associated with FAI (that is, pain aggravated by sitting and
hip flexion activities) and physical examination showed a
positive anterior impingement test [17] with negative signs
of instability (negative anterior apprehension test [21]).
Conversely, patients were considered for PAO when
symptoms suggested instability (that is, pain with upright
activities, abductor fatigue now aggravated by sitting) and
clinical examinations demonstrated a positive anterior ap-
prehension test [21]. A contraindication to PAO was
Tönnis Grade 2 osteoarthritis without remaining cartilage
to correct into the weightbearing zone. Notably, all hips
were classified as Tönnis arthritic Grade 0 preoperatively.

Three surgeons performed the operations (Y-JK, MBM,
Y-MY). One surgeon performed both PAO and arthro-
scopic surgeries (Y-JK), one surgeon performed only hip
arthroscopy (Y-MY), and one surgeon performed only
PAO (MBM). Bilateral surgery was performed in six
patients and only the first hip was included in the study.
One patient was excluded because PAO was performed to
address dysplasia caused by surgical excision of a proximal
femoral tumor associated with multiple epiphyseal dys-
plasia during childhood yielding a total of 49 patients (49
hips) included in the study. For the radiographic analysis of

other features of dysplasia suggestive of abnormal femoral
head coverage by the acetabulum, all 49 hips were in-
cluded. There were 46 of 49 females (94%), the mean age
was 26.5 years (6 8), and the mean bodymass index (BMI)
was 24 kg/m2 (6 4.5).

Thirty-nine of the 49 patients (80%) were followed for a
minimum 2-year followup and were included in the analysis
of survivorship after PAO, complications, and functional
outcomes. There were 37 (95%) females, the mean age was
25.8 years (6 8.4 years), and mean BMI was 23.6 kg/m2 (6
4.3). The mean followup was 2.2 years and the range of
followupwas 2 to 4 years. Five patients (five of 39 [13%]) had
undergone previous ipsilateral hip surgery. Hip arthroscopy
with labral repair or débridement was the most frequent prior
procedure (n = 4 [10%]), whereas one patient each had
undergone an intertrochanteric osteotomy for pathologic
femoral anteversion and a varus derotational osteotomy in
childhood for developmental dysplasia of the hip (DDH).One
patient was treated with abduction orthosis in infancy for
DDH but required no other interventions until the PAO.

Surgical Technique

Surgery was performed following the surgical technique
for PAO described by Ganz et al. [12] with a modified
rectus femoris-sparing approach as described by Novais
et al. [12, 24, 30, 34]. Arthroscopy before PAO or
arthrotomy during PAOwas performed for the treatment of
intraarticular pathology including labral tear or associated
abnormal femoral head-neck offset pathology as indicated
on a patient-by-patient basis. At the time of PAO, two
patients (two of 39 [5%]) underwent hip arthroscopy, and
one patient underwent repair of a labral tear. Ten of 39
(26%) patients underwent arthrotomy after PAO was
complete. In eight of those patients (eight of 39 [20%]), a
femoral head-neck osteochondroplasty was performed for
the treatment of associated asphericity leading to potential
impingement. After correction of acetabular coverage, six
patients (11%) underwent osteoplasty of the anteroinferior
iliac spine (AIIS). Partial weightbearing was continued for
6 to 10 weeks (or until there was radiographic evidence of
bone healing), and then progressive weightbearing and
increased ROM were allowed. Low-dose aspirin was used
for perioperative prophylaxis from deep venous thrombo-
sis for 1 month postoperatively. Implant removal was
typically offered 12 months postoperatively.

For the radiographic analysis of other features of dys-
plasia suggestive of abnormal femoral head coverage by
the acetabulum, all 49 hips were included. Aside from the
LCEA, on the preoperative standing AP pelvic radiograph,
we measured the acetabular roof angle as described by
Tönnis [43], the anterior and posterior wall indices as de-
scribed by Siebenrock et al. [39], and the FEAR index

Volume 477, Number 5 PAO Outcomes at 2 Years for LCEA 18°- 25° 1147

Copyright © 2018 by the Association of Bone and Joint Surgeons. Unauthorized reproduction of this article is prohibited.



as described by Wyatt et al. [47]. The ACEA of Lequesne
and de Seze was measured on the preoperative false
profile radiograph [19] (Fig. 1). All measurements were
performed by a fellowship-trained orthopaedic surgeon
(MPM) using a validated software package specific to hip
angle measurements [32]. We did not specifically assess

reliability of the radiographic parameters of interest. A
recent study reported that intrarater reliability for the ace-
tabular index was 0.94 (95% confidence interval [CI],
0.91-0.96), for anterior acetabular wall index was 0.78
(95% CI, 0.54-0.92), and for FEAR index 0.93 (95% CI,
0.87-0.95) [7]. In the same study, interrater reliability was

Fig. 1 A-F Radiographicmeasurements used to assess acetabularmorphology and femoral head coverage by the acetabulum used
in the study are shown. (A) The LCEA [45] is the angle formed between a perpendicular line (black line) to the line that connects the
center of the femoral heads (white dashed lines) and a line (white line) that connects the center of the femoral head to the most
lateral point (black circle) of the acetabular sourcil. (B) The Tönnis angle [43] is the angle formed between a line (black line) drawn
between the most lateral and most medial points of the acetabular sourcil and a parallel line (white line) to the line connecting the
center of the femoral heads that passes through the most medial point of the acetabular sourcil. (C) The anterior wall index [39] is
measured after the diameter (D) of the femoral head is drawn (white arrow = distance D) in line with the axis of the femoral neck
defined by the midpoint (black circle) of the neck. The yellow dot represents the point where the axis of the femoral neck passes
through the anterior wall (yellow dashed line). The anterior wall index is calculated by dividing distance (a) by the diameter (D) of the
femoral head. (D) The posterior wall index [39] is measured after the diameter (D) of the femoral head is drawn (white arrow =
distance D) in line with the axis of the femoral neck defined by the midpoint (black circle) of the neck. The red dot represents the
point where the axis of the femoral neck passes through the posterior wall (red dashed line). The posterior wall index is calculated by
dividing distance (p) by the diameter (D) of the femoral head. (E) The FEAR index [47] is the angle formed between a line (black line)
representing the physeal scar of the femoral head and a line (white line) connecting the most medial and lateral points of the
acetabular sourcil. (F) The ACEA [19] is measured in the false profile radiograph by drawing a vertical longitudinal line (black line)
passing through the center of the femoral head. The ACEA is the angle formed by the vertical line and a line (white line) connecting
the center of the femoral head to the most anterior point (black dot) of the acetabular sourcil.

1148 McClincy et al. Clinical Orthopaedics and Related Research®

Copyright © 2018 by the Association of Bone and Joint Surgeons. Unauthorized reproduction of this article is prohibited.



0.90 for the acetabular index (95% CI, 0.84-0.93), 0.68 for
the anterior acetabular wall index (95% CI, 0.43-0.84), and
0.83 (95% CI, 0.74-0.88) for the FEAR index.

Kaplan-Meier modeling was used to calculate survivor-
ship defined as free from revision surgery, THA, or severe
pain (mHHS < 70) at minimum 2 years after surgery. All
perioperative complications were recorded from a review of
the electronic medical records performed by one of the
authors not involved in the patients’ clinical care (MPM).
Complications were graded following an adaptation of the
Clavien-Dindo system [41] that has been previously vali-
dated for hip preservation surgery [41]. In brief, a Grade I
complication is trivial and implies no treatment; a Grade II
complication requires outpatient pharmacologic treatment or
close monitoring; a Grade III complication requires surgical
treatment as an inpatient; a Grade IV complication is life-
threatening with high morbidity; and Grade V is death.

We collected activity, pain, and health-related quality-
of-life outcomes preoperatively and postoperatively at 1
year and minimum 2-year followup with the use of a hip
questionnaire that included the UCLA Activity Score,
mHHS (pain, function, and activity sections), the HOOS
which includes theWOMAC scores, and SF-12 mental and
physical domain scores. Thirty-nine of the 49 patients
(80%) were followed for a minimum 2-year followup and
were included in the analysis of survivorship after PAO,
complications, and functional outcomes.

Statistical Analysis

Continuous variables are reported as mean 6 SD with a p
value and 95% CI. Categorical variables are reported as
percentages. Kaplan-Meier modeling was used to calculate
survivorship defined as free from revision surgery, THA, or
severe pain (mHHS< 70) at minimum 2 years after surgery.
We tested changes between preoperative and postoperative
values with paired-sample t-tests.

Results

Presenting Radiographic Measures in Patients With
LCEA of 18°-25° Undergoing PAO

Patients with LCEA of 18° to 25° who underwent PAO often
presented with other radiographic features of dysplasia. Of
the 49 patients included in the radiographic analysis, 35
(71%) presented with an abnormally low ACEA suggesting
insufficient anterior femoral head coverage by the acetabu-
lum, whereas 20 (40%) had a low anterior wall index, which
is another parameter used to assess anterior coverage.
Twenty-four (49%) patients presented with an abnormal
FEAR index, suggestive of hip pain associated with in-
stability rather than impingement. The acetabular inclination
assessed by the Tönnis angle was considered dysplastic in 11
(22%) of the patients. The mean ACEA (14° 6 5°) was
below the 17° threshold considered for defining a hip as
dysplastic (Table 1). Overall, 46 of 49 hips (94%) had at least
one other radiographic feature of dysplasia suggestive of
abnormal femoral head coverage by the acetabulum.
Seventy-three percent of the hips (36 of 49) had two or more
radiographic features of hip dysplasia aside from a LCEA of
18° to 25°. Only three of 49 (6%) patients had an LCEA of
18° to 25° as the single radiographic feature of dysplasiawith
all other parameters assessed being within normal range.

Survival and Complication Profiles 2 Years After PAO

Kaplan-Meier survivorship free from revision surgery,
THA, or severe pain (mHHS < 70) was 94% (95% CI,
80%-90%) at a mean followup of 2.2 years (range, 2-4
years). No patients underwent conversion to THA or re-
vision surgery. Four patients had postoperative mHHS
scores < 70 at latest followup and were classified as un-
successful for the purpose of survival. Therefore, the total
failure rate in the current study was 9%.

Table 1. Radiographic measurements in patients undergoing PAO with a LCEA of 18° to 25° and comparisons with previously
defined abnormal cutoffs used to define other features of acetabular dysplasia suggestive of abnormal femoral head coverage
(n = 49)

Radiographic parameter Mean 6 SD Range
Dysplasia/instability

cutoff

Number of hips with
abnormal radiographic

value*

Lateral center-edge angle (degrees) 20 6 2 18-25 < 25 49 (100%)

Tönnis angle (degrees) 13 6 3 6-20 > 15 11 (22%)

Anterior wall index 0.3 6 0.1 0.1-0.6 < 0.3 20 (40%)

Posterior wall index 0.9 6 0.2 0.3-1.2 < 0.8 14 (27%)

FEAR index 4 6 7 -15 to 17 5 24 (49%)

Anterior center-edge angle (degrees) 14 6 5 4-29 < 17 35 (71%)

*Reflects the number of hips that failed tomeet the radiographic criteria as normal based on previously described cutoff values; PAO
= periacetabular osteotomy; LCEA = lateral center-edge angle; FEAR = Femoral Epiphyseal Acetabular Roof.

Volume 477, Number 5 PAO Outcomes at 2 Years for LCEA 18°- 25° 1149

Copyright © 2018 by the Association of Bone and Joint Surgeons. Unauthorized reproduction of this article is prohibited.



Three of 39 patients (8%) developed a complication
after PAO. Two patients (5%) had neurapraxia of the lateral
femoral cutaneous nerve (Grade II complication) requiring
outpatient treatment but no major changes in their post-
operative course. One patient (3%) developed a pulmonary
embolism (Grade IV, major complication).

Patient-reported Outcome Measures After PAO in
Hips With LCEA of 18°-25°

At a mean of 2.2 years of followup, there was an im-
provement in level of activity (preoperative UCLA score 7
6 2 versus postoperative UCLA score 66 2; p = 0.02). Hip
symptoms and function improved postoperatively, as
reflected by a higher mean mHHS (86 6 13 versus 64 6
19; p < 0.001) and mean HOOS (3866 128 versus 2616
117; p < 0.001). Quality of life and overall health assessed
by the physical domain of the SF-12 improved (47 6 11
versus 39 6 12; p < 0.001). However, with the numbers
available, no improvement was observed for the mental
domain of the SF-12 (52 6 8 versus 51 6 11; p = 0.881;
Table 2).

Discussion

Patients with an LCEA of 18° to 25° commonly are labeled
as having “mild” or “borderline” dysplasia. However, the
use of these terms based solely on the measurement of the
LCEA is unspecific, controversial, and insufficient in de-
termining the true degree of acetabular dysplasia. The lo-
cation and severity of abnormal coverage of the femoral
head by the dysplastic acetabulum are important factors to
consider when deciding the best surgical treatment for
these hips. Moreover, understanding the acetabular mor-
phology is crucial for planning correction during PAO. In
our radiographic review of patients with an LCEA of 18° to
25° undergoing PAO, we found that these patients have
numerous radiographic features indicative of insufficient
acetabular coverage aside from the LCEA. A low pro-
portion of patients developed minor complications asso-
ciated with the lateral femoral cutaneous nerve and only
one patient had a serious complication (Grade IV, pulmo-
nary embolism). In general, these patients achieved high
PROM scores after PAO with no patients in this series
having undergone revision surgery or THA at this short 2-
year followup.

This study has several limitations. First, there is a
potential risk of selection bias because during the study
period, we treated symptomatic patients with an LCEA of
18° to 25° with either PAO or arthroscopic procedures and
we only evaluated patients undergoing PAO in this study.
However, in general, our indications for PAO versus

arthroscopic procedures remained consistent and were
based on differences in presenting symptoms and physical
examination findings rather than acetabular morphology.
In general, patients were considered for PAO when
symptoms were suggestive of instability including pain
with upright activities, abductor fatigue, and their exami-
nation showed a positive anterior apprehension test.
Patients were considered for arthroscopic procedures when
symptoms were predominantly the result of FAI (pain ag-
gravated by sitting and hip flexion activities) and physical
examination showed a positive anterior impingement test
with negative signs of instability (anterior apprehension
test). Second, our study lacks a control group of patients
with LCEA 18° to 25°, which would allow for direct
comparisons of indications, complications, survivorship,
and PROMs. This is the logical next step and we plan to
perform this in a prospective longitudinal comparative
study. Third, our analysis does not include a three-
dimensional (3-D) assessment of the hip morphology by
CT, which would have provided a more robust evaluation
of the hip morphology. A previous study of 50 patients
with classic acetabular dysplasia (LCEA < 20°) suggested
three patterns of acetabular deficiency in mild to severe
dysplasia and highlighted the importance of 3-D analysis
[33]. Although we obtained MRI on our patients pre-
operatively, we did not use CT imaging as routine, which
limits our evaluation to plain film radiographic parameters.
Nevertheless, we were able to show that patients with
LCEA of 18° to 25° have several other features of dysplasia
suggesting different patterns of acetabular insufficiency
that may be better investigated in future studies using 3-D
imaging. We also did not include in this study assessment

Table 2. Patient-reported outcomes measures at preoperative
and minimum 2-year followup points (n = 39 patients)

Patient-reported
outcome measure

Preoperative
(mean 6 SD) 2 years p value

UCLA activity score 6 6 2 7 6 2 0.020

Modified Harris
hip score

64 6 19 86 6 13 < 0.001

HOOS scores

Pain 52 6 23 78 6 25 < .001

Symptom 58 6 22 76 6 22 0.001

Activities of
daily living

69 6 23 87 6 22 0.001

Sport 47 6 29 76 6 26 0.001

Quality of life 32 6 24 66 6 28 < 0.001

Total 261 6 117 3866 128 < 0.001

SF-12 score

Physical domain 39 6 12 47 6 11 < 0.001

Mental domain 51 6 11 52 6 8 0.881

HOOS = Hip disability and Osteoarthritis Outcome Score.
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of ligamentous laxity, hypermobility, and femoral version,
which will be the focus of planned future investigations.
Fourth, 10 (20%) patients were lost to the minimum fol-
lowup of 2 years. All patients could be included in the
radiographic analysis based on preoperative films; how-
ever, we limited the analysis of complications, survivor-
ship, and PROMs to patients with minimum 2-year
followup. This group could likely represent the best-case
outcomes, so our results should be interpreted as such.
Similarly, it is important to note that longer term followup
of these patients is critical to truly evaluate the benefits of
PAO for an LCEA of 18° to 25°. Fifth, although most
patients in the study underwent an isolated PAO, approx-
imately one-fourth of the patients had additional treatment
during the PAO including osteochondroplasty of the fem-
oral head-neck junction (10 of 39 [26%]), osteoplasty of
the AIIS (six of 39 [15%]), and labral repair (one of 39
[2%]). The effect of these procedures on outcomes after
PAO was not controlled for in this retrospective study.
However, those procedures were often performed to pre-
vent rather than to treat impingement after PAO, which has
been recognized as an important predictive factor of worse
prognosis [1].

On preoperative radiographic review of patients with an
LCEA of 18° to 25°, numerous other radiographic features
of dysplasia suggestive of abnormal femoral head coverage
by the acetabulum were found. The ACEA, the Tönnis ac-
etabular roof angle, the anterior and posterior wall indices,
and the FEAR index were commonly dysplastic among
these patients. Notably, only a small proportion (three of 49
[6%]) of patients had the LCEA as the only radiographic
feature suggesting acetabular insufficiency with all other
parameters assessed being within normal range. Our results
suggest that preoperative evaluation of patients with an
LCEA of 18° to 25° should include a more detailed evalu-
ation of the acetabular morphology including a false profile
view and measurement of radiographic parameters that as-
sess the morphology of the anterior and posterior walls.
Furthermore, our findings support the concept that hip
dysplasia should be considered a spectrum of complex 3-D
deformity that includes different degrees and locations of
osseous acetabular insufficiency [10, 22, 33, 46]. Nepple
et al. [33] described three patterns of acetabular dysplasia
including anterosuperior deficiency, global deficiency, and
posterosuperior deficiency in 50 patients (45 females) who
underwent PAO for the treatment of classic (LCEA < 20°)
hip dysplasia. Others have reported that 16% to 18%
of patients with acetabular dysplasia have associated ace-
tabular retroversion rather than the classic anterolateral in-
sufficiency with acetabular anteversion [10, 22]. With this
knowledge, use of the terms “borderline” or “mildly” dys-
plastic should perhaps be reconsidered and a more com-
prehensive evaluation of the acetabulum should be
undertaken before making this distinction. Wilkin et al. [46]

proposed a new classification system to differentiate the
direction of acetabular insufficiency and instability in dys-
plastic hips. Anterior instability is recognized by a decreased
anterior wall index with near normal LCEA, which may
represent the range used in our study; posterior instability is
associated with acetabular retroversion and a decreased
posterior wall index, even with near normal LCEA; and
lateral/global instability is recognized by LCEA lower than
25° and features of either anterior or posterior acetabular
insufficiency, or both. To the best of our knowledge, the
classifications proposed byNepple et al. andWilkin et al. are
initial efforts to differentiate hips with acetabular dysplasia
based on the severity and location of the acetabular in-
sufficiency that may lead to joint instability. Future studies
are necessary to validate these classifications and to in-
vestigate if they can be applied in the clinical setting, that is,
if they could help surgeons identify patients who could
benefit from PAO versus other surgical strategies such as
arthroscopic intraarticular treatment of associated chon-
drolabral pathology.

Over the 2-year followup period, no patients underwent
revision surgery or conversion to THA and only one major
complication (pulmonary embolism; Grade IV) was ob-
served. Our results mirror the findings by Ricciardi et al.
[38], who reported a low proportion of complications and
no conversion to THA at 1-year followup for hips with
LCEA of 18° to 25°. Although our study suggests a high
survivorship free of revision surgery, THA, and mHHS <
70 of PAO in the short term, prospective comparative
studies will be necessary to help determine the best long-
term surgical strategy for the treatment of symptomatic
patients with an LCEA between 18° and 25°. However, the
preliminary results suggesting a low proportion of com-
plications and revision surgery with 94% survivorship
reported here and those by Ricciardi et al. [38] are en-
couraging. In general, PAO is considered a major invasive
procedure, which may discourage surgeons from recom-
mending PAO in the setting of LCEA of 18° to 25° and
instead favor an arthroscopic approach for the treatment of
associated chondrolabral pathology. However, hip ar-
throscopy can also aggravate the instability of the hip, es-
pecially if preservation of the labrum with adequate repair
and closure or even plication of the capsule is not per-
formed [26, 28]. Notably, arthroscopic capsular plication
and labral preservation in hips with LCEA of 18° to 25° has
been reported to have 9% risk of revision arthroscopic
surgery at minimum 2-year [9] and 19% at minimum 5-
year followup [8]. Fukui et al. [11] reported improvement
in hip-specific outcomes in 100 patients with LCEA of 20°
to 25° at minimum 2 years with 5% conversion to THA and
7% revision hip arthroscopy. Although PAO for dysplasia
has a proven track record of preserving hip function at
both mid- and long-term followup, the long-term effect of
both hip arthroscopy and PAO in these patients must be
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evaluated by future comparative prospective studies
[12, 23, 42, 44].

Patients undergoing PAO for an LCEA of 18° to 25° in
the current study showed improvements in selected
PROMs at minimum 2-year followup. The degree of im-
provement in outcome scores between the preoperative and
2-year followup time points is comparable to several other
studies describing positive improvement in PROMs after
PAO in patients with varying degrees of acetabular dys-
plasia [2, 5, 21, 23, 35, 40, 44]. Notably, Ricciardi et al.
[38] compared 27 patients with LCEA of 18° to 25° with 50
patients with hip dysplasia and LCEA < 17° and reported
similar improvements for the mHHS, HOOS, and Hip
Outcome Tool-33 at 1-year followup. Clohisy et al. [5], in a
prospective study of patients undergoing PAO for hip
dysplasia, found that patients with more severe dysplasia
experienced greater improvement in mHHS and HOOS
scores when compared with those with mild (LCEA > 15°)
dysplasia. Our findings of improvement in PROMs at
minimum 2 years after PAO in patients with LCEA of 18°
to 25° should be compared with previous studies of ar-
throscopic treatment of intraarticular pathology in the set-
ting of hip dysplasia with LCEA of 18° to 25° [4, 8, 9, 31].
Although those studies have found arthroscopic treatment
provided good functional results at short-term followup,
others have noted inferior results when comparing dys-
plastic hips with hips with normal acetabular coverage [16,
18, 25].

The current study found that patients with an LCEA of
18° to 25° undergoing PAO and concomitant procedures
had an improvement in pain and function at 2 years post-
operatively with a low proportion of complications or
reoperations at short-term followup. Our radiographic
evaluation stresses the importance of including a complete
radiographic assessment to better understand the acetabular
morphology in patients with an LCEA of 18° to 25°. A
complete plain film radiographic evaluation should include
measurements of the Tönnis acetabular roof angle, the
anterior and posterior acetabular wall indices, the FEAR
index on the AP pelvic radiograph, and the ACEA on the
false profile view as well as assessment of femoral-head
neck sphericity. Although we did not use 3-D imaging in
this study, adding a low-dose CT of the pelvis including an
axial view of the distal femur may allow for a more com-
prehensive analysis of the acetabular and femoral mor-
phology in these hips, including assessment of femoral
version. Because we found a high proportion of other ra-
diographic features of dysplasia suggestive of abnormal
femoral head coverage by the acetabulum in patients with
an LCEA of 18° to 25°, we believe that grouping these
patients under the same category is overly simplistic. Iso-
lated reliance on the measurement of lateral femoral head
coverage will continue to mislabel patients with deficient
anterior and posterior head coverage and may hinder our

ability to best treat the source of their hip pain. The treat-
ment of hip pain in patients with acetabular dysplasia with
LCEA of 18° to 25° remains controversial. Future studies
should strive to more thoroughly define the spectrum of
severity and location of acetabular undercoverage, which
will enable meaningful comparative effectiveness studies
between hip arthroscopy and PAO in the treatment of ac-
etabular dysplasia in these patients.
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