Three-Dimensional Pelvis Kinematics During Operative Motions of DA-THA on a Hana Table
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« Pelvis orientation during direct anterior total hip arthroplasty e . - .
(DA-THA) influences acetabular cup positioning (Figure 1), \ = 1 + Average PF in the initial supine 12 Initial Pelvic Orientation ;o External Rotation/Leg Lower Halfway 10_Hyperextension and Adduction
which affects post-operative outcomes including hip stability ” ,A pose was 5.9°+5.7°, with T E:tl:r:alFmiun T
and dislocation risk [1,2] \9 T l ) minimal LT and AR (Figure 3) 2§~ Axial Rotation 25
« Acetabular reaming and impaction are performed under i) » LT and AR both increased after S 4 - -
various amounts of traction, hip extension, and external B external rotation (LT: 1.0°40.5°%; 52 1 S
rotation, based on the surgeon’s discretion AR: 2.9°+1.7°), hyperextension B o= ——— B
« Few studies have reported dynamic pelvic orientation in /' i\l and adduction (LT: 2.3°#1.1° < & 2 & 2
. . o, o (o)
multiple planes throughout the DA-THA procedure [3,4] AR: 3.7 +2.9°) ar:d fizmoral g o 100 0 100
broaching (LT: 4.2°£3.1° AR: S 2 [ Percent Motion (%) Percent Motion (%)
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Figure 2. Surgical positions of interest from left to right including the initial supine position,
externally rotated (Movement 1), and hyperextended and adducted (Movement 2)
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Figure 4. Average (+SD) pelvic orientation after each movement, relative to the
initial pelvic orientation in the supine position
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