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Introduction: The periacetabular osteotomy is a very effective procedure for surgical correction of severe hip dysplasia. 
Over the past 30 years the procedure has experienced a great deal of technical refinement. The goals of PAO, to change the 

pathologic mechanics of the hip that lead to degeneration, have remained the same regardless of specific technique. There 

have been many attempts to alter the approach and corrective techniques to reduce the morbidity associated with this 

extensive procedure. The current trend is toward less extensile approaches attempting to decrease morbidity and improve 

visualization and cosmesis. The senior author’s technique of a two incision approach to PAO through an anterior intra-

pelvic exposure (Modified Stoppa) and a mini Smith Petersen approach is reviewed in this work.  

 

Methods: A representative case from the senior author is highlighted in this surgical technique poster. Using this technique 

the patient placed in the supine position on a radiolucent table. An anterior intra-pelvic (AIP) exposure of the pubis and 

posterior column through a small pfannestiel incision (Modified Stoppa) is used to access the inner pelvis. Great caution is 

taken to avoid the neurovascular structures. After intra-pelvic exposure is completed the pelvis is packed. Meanwhile a 

second small incision is made between the ASIS and AIIS to expose the area of anterior column for the supra acetabular 
osteotomy and allow manipulation of the acetabular fragment. A schanz pin is placed just above the AIIS with the tip 

stopping at the intended posterior extent of the osteotomy to assist with judging the appropriate trajectory for the 

osteotomy and to later function as a joystick during the correction maneuver. An osteotome is then placed just superior to 

the pin and used to perform the superior osteotomy of the anterior column extending to the posterior column under 

fluoroscopy in the iliac oblique view. The intra pelvic exposure is then used to perform the posterior column, ischial and 

pubic root osteotomies under direct visualization. The intended correction is performed and confirmed by radiographic 

imaging. Standard graft placement and screw fixation is utilized but can be augmented with plate stabilization of the pubic 

root osteotomy if needed. The pubic root osteotomy is grafted routinely to minimize the known  risk of nonunion at this 

site. 

 

Results: In this representative case the patient had severe hip dysplasia with a pre operative center edge angle that was 
approximately 10°. Following surgical management this patients center edge angle was approximately 24°. Intra operative 

range of motion was tested and found to be impingement free at 20° of internal rotation and 90° degrees of flexion. 

 

Discussion: PAO is a technically complex procedure with multiple approaches  most of which include large extensile 

incisions and a varying amount of blind osteotomies  performed depending on the approach. Currents trends lean toward 

limiting the extensile nature of the approach in an attempt to decrease morbidity and to improve visualization and 

cosmesis. This new two incision approach has many proposed advantages in comparison to the existing approaches. For 

example, this approach is more muscle sparing and there is no need for an ASIS osteotomy, all but the anterior column 

osteotomy are performed under direct visualization, there is limited to no risk to femoral neurovascular structures and less 

risk to the lateral femoral cutaneous nerve due to decreased need for extended retraction in the Smith-Petersen interval. 

This approach also maintains acetabular blood supply compared to radical lateral iliac soft tissue dissection in the more 

extensile classic Smith-Petersen approach. One advantage more popular in the female patient are the more cosmetic scars 
since the incision does not cross the hip flexion crease leading to relatively broad expansion of healed scars. 

This approach also does not take down short external rotators and endanger the medial femoral circumflex artery like in the 

dual anterior-posterior approach. Ultimately this approach to PAO combines the “best view and access for optimal 

manipulation of the acetabular fragment” 2 like with the modified Smith-Petersen approach but also increases the number 

of osteotomies made under direct visualization through the anterior intra-pelvic exposure of the modified Stoppa approach. 

Since “relatively little imprecision in the osteotomy can lead to catastrophic failure,”2 in such a technically demanding 

procedure, the approach/exposure plays a central role in achieving consistent, safe, appropriate correction. We believe this 

two incision approach to PAO improves visualization, decreases risk of complications, and still maintains excellent access 

for achieving appropriate correction. 
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