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Developmental Hip Dysplasia
A GUIDE FOR PARENTS

CONGENITAL DISLOCATED HIPS
& DEVELOPMENTAL DYSPLASIA OFTHE HIPS.

The Hip is a “ball and socket” joint. Normally the top of the Thigh Bone
(Femur) has a round ball shapewhich fits into a cup-like socket on the Pelvis
(Acetabulum). There are a range of developmental hip conditions which
can affect babies/children.The terms Congenital Dislocated Hip (CDH) and
Developmental Dysplasia of the Hip (DDH) describes a variety of conditions
in which the ball and socket of the Hip do not develop properly.

The term“Congenital”Dislocation of the Hip (CDH) has been progressively
replaced with “Developmental” Dysplasia of the Hip (DDH). The term
“Congenital”implies that a condition existed at birth,however Hip Dysplasia
can in fact be a“Developmental”problem.

In the mildest form of DDH the ligaments are lax and the joint is unstable.
This is quite common.Most of these babies will develop normal Hips after
12 weeks, but it is difficult for the Doctor to know which Hips will develop
normally so they will need to be closely monitored.

In more severe Hip problems the Femoral Head may be dislocated. These
children and those whose Hips remain unstable will require treatment. In
DDH the socket is shallow and the Femoral Headmay be small. If the socket
remains shallow, the joint may become dislocated or subluxed as the child
grows.

DOES IT HURT?

DDH is painless, yet if left untreated it can cause a limp and Osteoarthritis
in later life. Even though, as parents, you may be distressed at discovering
your baby has a Hip condition,your babywill not find the condition painful,
although he/ she may strongly object to being examined.
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WHYDOES IT HAPPEN?

One or two babies in every thousand are born with some kind of Hip
problem. It can happen to any baby, but the following factors may
contribute:

� Breech birth or breech position in the last 3 months of pregnancy.

� A family history of Hip problems.

� A lack of fluid surrounding the baby in the womb.

� Girls are more affected than boys, particularly the first born.

� Wrapping a baby’s legs too tightly after birth.

� Hip problems are more common in babies who have foot deformities
or tightness in the neck.

HOWCAN IT BE DETECTED?

Babies are routinely examined at birth.The baby is laid on his/her back and
the Hips are moved gently. A distinctive “Clunk” suggests a possible
abnormality and a further examination is necessary.“Clicky”sounds are not
always important.A“Clicky Hip’’ can be entirely normal.

Sometimes DDH is not detected until the child begins to walk.Parentsmay
be concerned because the child seems to limp. X-ray and ultrasound are
used to confirm diagnosis. Ultrasound provides a clear picture of the Hip
joint in small babies. However, it becomes less useful as the child grows as
it does not show bone well, so as the child gets older x-rays are preferable.

2

Developmental Hip Dysplasia
A GUIDE FOR PARENTS



IS TREATMENT NECESSARY?

Some babies may grow out of a mild instability without treatment, but at
the moment there is no way to tell which Hips will develop normally on
their own.So,all babies who have been diagnosed as having a hip problem
will be closely monitored and some will be offered treatment if it is clear
that their instability will not improve.Without treatment the growth of the
hip will be affected and there will be a much greater risk of developing
Osteoarthritis.

TREATMENT

If the Condition is detected around the time of birth, a lightweight harness
(A Pavlik Harness) which holds the legs apart,may be applied.This position
aids the correct growth of the ball and socket joint. Even after treatment in
the Pavlik harness the hip may remain unstable.

OTHERTREATMENT

(A) CLOSED REDUCTION

Thismeans treating the condition without surgery.The child is admitted as
a Day Case to the Hospital for an Arthrogram. The child is brought to the
operating theatre, where under anaesthetic a dye is injected into the hip
and x-rays are taken.This will give us more information about the hip than
a plain x-ray. The orthopaedic doctor will also examine the hips under
anaesthetic. If the hip“Reduces”(i.e. the ball goes back into the socket) easily,
a cast is applied to keep the hip in place.This cast is called a “Hip Spica”or
“Frog Plaster”. Treatment continues for 18-24 weeks with plaster changes
under anaesthetic every 6 weeks. This requires admission as a Day Case at
each plaster change.

3



(B) TRACTION AND CLOSED REDUCTION

The child will be admitted to hospital for a period of traction (1-3 weeks).
This will relax/loosen the muscles and
allow for gradual reduction of the hip.
The child is then brought to theatre
and a Closed Reduction is attempted. If
successful a Hip Spica cast is applied
(an Arthrogram may or may not be
necessary).

Traction is usually required if the
condition is diagnosed later. An
overhead frame called a “Gallows
Frame” is put over the cot. The child’s
legs are attached to the frame by skin
extensions.The position of the legs are
gradually adjusted so that they are
wider apart (Abducted).

Note:
It may be necessary to perform a small incision in the groin area while the
child is under anaesthetic. This is known as an “Adductor Tenotomy”. This
allows for easier reduction of the hip.

(C) OPEN REDUCTION/SURGERY

If the hip does not“Reduce”(i.e.will not go back into the socket with gentle
manipulation) then the child will require amore extensive operation to put
the ball and socket in place.This will be arranged for another day.The child
will need to be admitted the day before surgery andwill remain in hospital
1-2 days after surgery.
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TYPES OF SURGERY

The type of surgery depends very much on each individual case. In some
cases one operationmay be all that is required or a series of operationsmay
be undertaken to correct the hip(s) in stages.

OPEN REDUCTION

(In an older child this may be performed
with a Pelvic Osteotomy). Surgery is
undertaken to bring the head of
the Femur (the ball) opposite
the hip socket (the
acetabulum). This will
include the division and
lengthening of
tendons and joint
capsules. The leg is
placed in a position
where the hip joint is
most stable. This
means that the leg
may be set at an odd
angle in the plaster
cast.
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PELVIC OSTEOTOMY
This is a general heading for operations to re-construct and deepen the hip
socket. It is usually undertaken when the socket remains shallow or when
dislocation continuously recurs, because the socket is very shallow. There
can be many different approaches to this operation. All involve realigning
the pelvis to deepen the socket and may involve pins and bone grafts.The
pins will usually be left in place for a minimum of 8 weeks.

FEMORALOSTEOTOMY
This is sometimes called a Rotation or De-rotation Osteotomy.The top end
of the Femur (Thigh bone) is realigned to give better stability to the hip.
The Femur is broken just below the Femoral Head and rotated to the best
position. Small metal plates are placed across the“Break” to hold the bone
in position.The plates are usually left in place for about a year,at which point
the child will have another more minor operation to remove them.

After all of these procedures it is normal to put the child into a Hip Spica
Cast, an abduction brace or a thomas splint.Treatment in cast or splint will
continue for several weeks or months.

HOW EFFECTIVEWILL TREATMENT BE?

The final outcomewill depend on the severity of the condition and theway
inwhich the joint grows,so even the doctor cannot offer guarantees.But for
the vast majority of children today, effective treatment means that your
child will be able to lead a normal active life.
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GLOSSARY OFTERMS:

When your child is diagnosed with a hip condition you may come across
some other termswhich are unfamiliar to you.Here are some definitions to
help you understand what you are being told at the Hospital:

Abducted - To hold apart, away from the Central line.

Acetabulum - The cup-shaped socket on the hip bone.

Bilateral - Affecting both sides.

Unilateral - Affecting one side.

Dislocated - When a joint is out of place.

Dysplasia - Not formed properly

Femur - Thigh Bone.

Idiopathic - Cause unknown.

Oligohydramnios - Lack of fluid surrounding the baby in the womb.

Orthopaedics - The branch of medicine that deals with
bones and joints.

Prognosis - Further outcome that is expected.

Tenotomy - The surgical division of a tendon.
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(1)WHAT IS A HIP SPICA?

A hip spica is a plaster of Paris or
fibreglass cast which covers the child’s
lower limbs. The legs are positioned so
the knees are bent and point outwards.
A wooden bar may (or may not) be
secured across from one leg to another
to provide support. (May sometimes be
referred to as“Frog Plaster”).

(2) THE ONE ANDHALF HIP SPICA:

This is similar to the above cast, the only
difference is that only one leg is
plastered to the ankle and the other leg
is plastered to just above the knee. Both
knees face outwards.

(3) THE SINGLE HIP SPICA:

This extends down one leg only (to knee
or ankle) and across the hip only on the
other side.
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(4) THE BATCHELOR CAST:
This cast covers both legs (from groin to
ankle) only,and always has awooden bar
securing one leg to the other.

(5) THE ABDUCTION BRACE:
This is a lightweight brace with Velcro
straps.The brace is applied much like a
nappy and is secured around the waist
and thighs with the Velcro straps.

Your doctor or Nurse specialist will tell
you how many hours per day your child
must wear the brace. Often it can be
removed for baths.

(6) THETHOMAS SPLINT:
This splint is often applied after a femoral
procedure (Femoral Osteotomy). It has a
ring around the top of the thigh and a
metal bar down each side of the leg.The
childs leg is secured to the splint with
skin traction(bandages) which is tied to
the bottom of the splint.

If a Thomas splint is to be used post
operatively then a wheelchair with a
board is required. It would be helpful if
you have made enquiries to hire a
wheelchair in advance of the surgery as
the hospital cannot guarantee a
wheelchair loan on discharge.
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HOWTHE CAST IS APPLIED:

The child will have the cast applied in the Operating Theatre while asleep.
Gortex Pantaloons (this is a special liner which protects the child’s skin)are
applied first.Soft cottonwool is wrapped around the area to be casted, then
plaster of Paris or fibreglass is applied.The plaster edges are trimmed and
paddedwith orthopaedic felt. “Sleek”awaterproof adhesive tape is applied
around the abdomen, groin and ankles. This slightly protects the plaster
from soaking up water.

REMEMBER:
If your child has had surgery theywill return fromTheatre with two I.V. lines
(drips). One to deliver painmedication and a second one to deliver fluid so
that he/she does not become dehydrated. There may also be a “Wound
Drain”. This is a tube coming from thewoundwhich stops fluid collecting at
the site of the wound and allows nursing staff to measure any drainage. It
is usually removed the following day.
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HANDLING ANDTURNINGTHE CHILD:

� Carers frequently comment that when their child returns from theatre
that handling their child is like“handling a new born baby”, as they feel
very unsure where to hold the child in plaster.

� Don’t be nervous, your child can be picked up and cuddled.

� It is important to realise that the hip spica has increased your child’s
weight and it is best to limit the number of times you carry your child
by planning your moves e.g. place the child in the buggy.

� It is important to apply the following principles when lifting your child:

1. Ensure you do not bend at your back, bend at your knees and keep your
back straight. Keep their weight as close to your body as you can.

2. Do not pick the child up by the wooden pole across the legs, as it is not
secure enough to take their weight.

a. The hip spica can limit the child’s ability to turn over independently,
because of its weight and position of the legs. Carers frequently
have to assist, although some children have the strength to drag
their hip spicas and turn over.

b. Heels should be free of pressurewhen your child is on his/ her back.

c. Protect the toes when the child is on his/her stomach by placing a
rolled towel beneath the ankles.

d. Youwill get used to handling and carrying your child in a hip spica.
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HYGIENE ANDTOILETING:

Cast care and skin care are closely linked.The plaster and paddingmust be
kept dry as far as possible. If urine or bowel movements are allowed to
remain in contact with the skin (i.e. a wet or soiled nappy), or beneath the
edges of the cast, a nappy rash and subsequent skin breakdown are likely.

1. Place a smaller/new-born nappy,with sticky tags removed, between the skin
and plaster from the front of the groin hole in the plaster.Then turn the child
on their front and tuck in the rest of the nappy at the back.Now place a large
nappy around the spica.

2. Remember, no cast opening is the same. Experiment with various pads,
new-born nappies and incontinence pads, until you find the right one for your
child.

3. Check nappies regularly to avoid wet skin or plaster. (Also at intervals during
the night).

4. Place pillows under the head of the mattress to encourage urine to flow down
into the nappy,with assistance from gravity, rather than under the cast.
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5. If the cast becomes soiled from stool, it may be cleaned by using a damp cloth
and a small amount of toothpaste,with a small brush.The latter may also help
to remove any accompanying odour.Using a damp cloth or sponge, reach
under the cast edges to clean thoroughly.

6. “Sleek”a waterproof adhesive tape is usually applied around the groin/nappy
area. Extra“Sleek”can be obtained from the Hospital.

7. A very thin layer of Vaseline may be used if your child develops nappy rash.

8. Do not use lotions, creams or powder under the cast or around the edges.
Powders have a tendency to“cake”and lotions will soften the skin making it
easier to break down.

9. “Granuflex” is used to treat red/broken skin and
should be left in position as long as possible.

10. If the child is toilet trained a small
child can be straddled across the
toilet with the carer constantly
supporting him/her. If this is not
possible, the children can
use urine bottles and/or bed
pans. For girls, a piece of toilet
paper can be placed on the groin
area and used as a wick to direct
urine into the pan rather than
into the plaster.

11. Pants and boxer shorts will need to be
adapted, side fastening and Velcro pants are
very useful.

12. Sponge-wash your child.
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13. Hair washing is one of the most difficult problems, especially in the younger
child who cannot support him/herself. Ideally two adults and a shower head
for rinsing is the best solution.One adult supports the child while the other
washes the hair.Other methods for a single adult include sitting on a chair
facing the bath or sink with the child lying face up across the lap with his legs
on either side of the adult and the child’s head overhanging the bath.A
shampoo shield (available fromMothercare) will stop soap and water going
on the face.Dry shampoo can also be helpful.

14. It is quite unavoidable with the hip plasters
that some smell will occur,
especially if the child is still in nappies.
However any strong unpleasant
smell from the plaster, possibly
accompanied by a fever should
be reported to the Hospital.
These could be signs that the
operation site has become
infected or that a sore has
developed.

15. Avoid introducing new fruit juices
or food,which could cause loose
stools. If age appropriate, ensure your
child drinks plenty of fluids and eats a
variety of fruit and vegetables, to prevent
constipation and promote healing.

16. Ensure your child does not stick objects into the spica as this could damage
the cast and/or cause skin infection.

17. Your G.P.may recommend Antihistamine Cream or Phenergan if your child is
particularly affected with itch.

18. If you have any concerns/questions regarding skincare, please contact the
Plaster Nurse Specialist.
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1. Beanbags are
extremely useful as
they mould around
the child providing
support, either
when reclined or
placed on their
tummies.

2. Pillows are helpful in
propping up children when in bed, on the floor, or
in the buggy/wheelchair.

3. Bouncy chairs with multiple positions are useful for
small babies.

4. Car seats can be difficult and need
experimentation. Before you leave the hospital you
must have a suitable car seat. It is not safe to travel
with a baby on your knee unrestrained. It is even
less safe to share an adult diagonal seat belt with
your baby.You will need to find a car seat suitable
for the age of your baby that has a wide seat and/
or flat sides. Car seats for babies from birth to 4
years are most likely to accommodate babies in
plaster.The straps will need to be extended and the
back will need to be supported.

SEATING:

Children in hip spicas at first look impossible to seat. It is often a question
of “Make Do”and adapt to find seating that is suitable.



5.BUGGIES:

Buggies can usually be adapted to accommodate
the hip spica.

(i) A cycle cape is a flexible way to keep odd
sizes and shapes dry while out in the buggy.

6. Keeping your child propped sitting upright
allows for optimal positioning of the hips
down into the cast.

7. An older child will require a reclining
wheelchair.This has the advantage if a reclining
backrest and elevating footrests,which can
help with positioning.Your local Occupational
Therapist may be able to help to provide a
wheelchair loan.Alternatively it may be
possible to hire one e.g. from The Irish
Wheelchair Association.

It would be helpful to make some enquires
locally, before admission, to see what may be
available.The Hospital Occupational Therapist can become
involved on admission but would not be able to guarantee a wheelchair loan.

8. Some parents have made special chairs while their child is treated in plaster.
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9. Most children will eventually be able to pull themselves around the floor in
spite of the plaster. Some even manage to walk and climb stairs!!!
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NIGHTTIME:

When your child returns home from hospital, it often takes time for him/
her to readjust to his/her normal routine.

� You may be woken regularly during the night by your child because
they have become uncomfortable and require to be turned, as they
are unable to do it themselves.

� Remember that the plaster will act as a natural insulator.
Therefore your child may become hot at night and he/she may need
fewer blankets/clothes while sleeping. Some parents find that laying
their child on a sheepskin rug, during the nights, has assisted cooling
as it encourages better air circulation.

� The younger the child the less likely they are to be affected by the
plaster when it comes to sleeping.The exception is small babies who
are prone to wind and colic, because the plaster prevents them
drawing up their legs, so a little more time spent in winding after
feeding is time well spent.

THE FOLLOWING PRATICAL HINTSMAY PROVE USEFUL;

� Some parents found that removing the opposite bars on a cot
provided extra width and enabled the child’s feet to stick out on
either side.

� Amattress on the floor avoids the fear of the child falling out of bed.

� Use plenty of pillows under the body and the plaster to make the
child more comfortable.The most vulnerable areas are the ankles and
waist.
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EATING ANDDRINKING:

BREASTFEEDING:
Manymothers continue to breastfeed.You will need to find a position that
suits you both, so be prepared to experiment at first.

DIET:
Children in plasters are prone to constipation as they are spending somuch
time lying down. Encourage plenty of roughage, like whole wheat bread
and vegetables.Also make sure they have plenty to drink.

Most children prefer small meals and snacks. They soon feel full because
there is not much room in the cast to accommodate a full tummy.
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CLOTHING:

� It is not actually necessary to put clothing over the cast but most
parents like to dress their children.

� The child’s feet are likely to get cold so socks or booties over the plaster
help to keep them warm.

� For babies stretch baby suits/ all- in one suits a few sizes larger are very
handy.

� Vests which fasten with poppers at the nappy area are useful as they
also prevent small children letting things fall into the front of the cast.

� Girl’s dresses usually fit over the plaster.

� Trousers can be adapted with velcro or poppers.
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PLAYTIME ACTIVITES:

� Play should not be limited for the
child and indeed should be
actively encouraged.

� The child will obviously be
restricted physically and will have
to rely on more craft activities and
imaginative aspects of play.

� There are many suitable toys on
the market. It is probably a good
time to encourage an interest in
books too.

� A positive effect of being
restricted in plaster is that your
child’s language development
often leaps ahead.They will
concentrate more on language
because they can do little else.Use
books, story tapes and videos,
television, drawing and creative
art.

� Children who have been through
hospital treatment often act out
their fears and emotions through
toys.A toy medical kit with
bandages etc for teddy would
probably get a lot of use. Such toys
can also help to explain to a child
what to expect when they go into
hospital.
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WHENTHE HIP SPICA IS REMOVED:

� For several months the plaster has been part and parcel of your child. It
will take some time for the child to adjust to being without it.

� The skin looks scaly when the plaster is removed.This goes soon once
bathing begins. Baby oil or moisturisers can be used.

� Some children may have gone off bathing altogether even though they
may have previously loved bath times. It may take them several weeks
to get used to it again.

� The child may be reluctant to move and hold their legs in the“plaster”
position. It will take a few weeks to gain a more normal range of
movement.

� The muscles will be weak so do not push them to get up on their feet
too soon. Let them take it at their own pace. It may take a fewmonths
for a child to get on their feet again.

ABDUCTION BRACE:

When the Hip Spica is removed often the child
is fitted with an abduction brace. This is much
lighter than the hip spica and can be removed
for baths/nappy changes.
The brace may have to be worn day and night
or just nightime only.
Because the skin is sensitive when the plaster is
removed it is very important to observe your
childs skin carefully while in the brace,especially the
area behind the back of the knees. Please contact the
Nurse Specialist immediately if you notice the skin becoming sore.
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� Once the plaster has been removed you can treat your child like any
other child of the same age.

� Your child will be reviewed at the Outpatient Department at regular
intervals to check on their progress.

Your child should be comfortable in the hip spica or brace, so if he/she
becomes irritable or distressed for no obvious reason, please contact
Clinical Nurse Specialist,on 01-4096100 (and ask for Bleep number 8336,)
or the Orthopaedic Registrar (on call) who will check the plaster/brace.

Look for cracking/softening of the Hip Spica (we can reinforce it).

CONTACTTHECLINICALNURSE SPECIALIST/ORTHOPAEDIC
DOCTOR IT ANYOFTHE FOLLOWINGOCCUR:

1. Increased pain in the injured limb (Fractured Femur)

2. Cast feels too tight.

3. Cast becomes bloodstained or smells.

4. Cast becomes broken or loose.

5. Swelling of toes.

6. Discolouration of toes (blue or white).

7. Numbness of limb.

8. Pins & needles of limb.

KEEP CAST DRY
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CAR SEATS:

1. Most seats can be adapted.

2. If you are due to change the car seat wait until your child has the
hip spica applied and then bring him/ her along to“try for size”.

3. Straps may need to be adjusted and crotch straps may need to be
extended. (“Britax”- will supply an extended strap).

BUGGYS:

1. Remember the child may not“look”comfortable as the cast will look
awkward.

2. Most buggy’s are suitable unless they have“high sides”or a front tray
which is not detachable.

3. Straps will need to be extended.
It may be necessary to purchase a harness if straps are too short.

4. Pad at the child’s back with a pillow/cushion.

HIGHCHAIRS:

Usually not suitable.
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RECOMMENDED BY OTHER PARENTS:

� “Bubble Go Car”, available from“Smyth’s
Toy Shop”. Has safety harness and will
suit any Hip Spica without a bar.

� “On the Go”Booster Seat, available from“Smyth’s Toy Shop”.
An inflatable seat which attaches to an ordinary kitchen chair.

� “Bouncy”chairs are useful for small babies.

� Beanbags.
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CONGENITAL DISLOCATED HIPS &
DEVELOPMENTAL DYSPLASIA OF THE
HIPS.

The Hip is a “ball and socket” joint.
Normally the top of the Thigh Bone
(Femur) has a round ball shape which fits
into a cup-like socket on the Pelvis
(Acetabulum). There are a range of
developmental hip conditions which can
affect babies/children. The terms
Congenital Dislocated Hip (CDH) and
Developmental Dysplasia of the Hip (DDH)
describes a variety of conditions in which
the ball and socket of the Hip do not
develop properly.

The term “Congenital” Dislocation of the
Hip (CDH) has been progressively replaced
with “Developmental” Dysplasia of the Hip
(DDH). The term “Congenital” implies that
a condition existed at birth however, Hip
Dysplasia can in fact be a “Developmental”
problem.

In the mildest form of DDH the ligaments
are lax and the joint is unstable. This is
quite common. Most of these babies will
develop normal Hips after 12 weeks, but it
is difficult for the Doctor to know which
Hips will develop normally so they will
need to be closely monitored.

In more severe Hip problems the Femoral
Head may be dislocated. These children
and those who’s Hips remain unstable will
require treatment. In DDH the socket is
shallow and the Femoral Head may be
small. If the socket remains shallow, the
joint may become dislocated or subluxed
as the child grows.

DOES IT HURT?

DDH is painless, yet if left untreated it can
cause a limp and Osteoarthritis in later life.
Even though, as parents, you may be
distressed at discovering your baby has a
Hip condition, your baby will not find the
condition painful, although he/ she may
strongly object to being examined.

WHY DOES IT HAPPEN?

One or two babies in every thousand are
born with some kind of Hip problem. It can
happen to any baby, but the following
factors may contribute:

• Breech birth or breech position in
the last 3 months of pregnancy.

• A family history of Hip problems.

• A lack of fluid surrounding the
baby in the womb.

• Girls are more affected than boys,
particularly the first born.

• Wrapping a baby’s legs too tightly
after birth.

• Hip problems are more common in
babies who have foot deformities
or tightness in the neck.
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