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M AF, 12 a. Gonalgies G depuis 3 mois 
« Genou normal… » 

Epiphysiolyse tête fémorale 

Rotation ext-int 40-0-0 



Le piège « classique » 

Kocher MS et al. Pediatrics, 2004. 

linear regression model. Statistical analysis was performed by
using SPSS 10.0 (SPSS Inc, Chicago, IL) and SAS 6.12 (SAS Institute
Inc, Cary, NC) software packages. All reported P values are
2-tailed, with an ! level of .05, indicating statistical significance.
Institutional review board approval was obtained before com-
mencing this study.

RESULTS
The median delay in diagnosis was 8.0 weeks

(range: 0–111; interquartile distance: 4.0–8.0).
Descriptive covariate data (mean or percentage) of

the study population were: age (12.5 years), gender
(54.8% male), side (59.5% left), weight (67.6 kg), pain
location (hip/proximal thigh: 74.2%; knee/distal
thigh: 25.8%), insurance status (private: 80.0%; Med-
icaid: 20.0%), family income ($35 646), slip stability
(stable: 84.7%; unstable: 15.3%), and slip severity
(!30°: 53.8%; 30°–50°: 28.0%; "50°: 18.1%).

Patients with stable SCFE had a median delay in
diagnosis of 8.0 weeks. Patients with acute on
chronic unstable SCFE had a median delay in diag-
nosis of 6.5 weeks, with a median duration of unsta-
ble status of 0.6 weeks.

There was a significant relationship between
longer delay in diagnosis and greater slip severity
(Fig 2) (!30°: 10.0-week median; 30°–50°: 14.4-week
median; "50°: 20.6-week median; P # .013).

There were no significant associations between de-
lay in diagnosis and covariates of age (Spearman’s
rho # .126; P # .078), gender (male: 8.0-week me-

dian; female: 8.0-week median; P # .999), side (right:
8.0-week median; left: 8.0-week median; P # .969),
and weight (Spearman’s rho # .137; P # .061).

There were significant associations between longer
delay in diagnosis and covariates of knee/distal-
thigh pain (hip/proximal-thigh pain: 6.0-week me-
dian; knee/distal-thigh pain: 15.0-week median; P !
.001) (Fig 3), Medicaid coverage (Medicaid insur-
ance: 12.0-week median; private insurance: 7.5-week
median) (Fig 4), family income (Spearman’s rho #
$.200; P # .007) (Fig 5), and stable slips (stable slip:
8.0-week median; unstable slip: 6.5-week median;
P # .010).

Controlling for the other covariates in the multi-
variate analysis, knee/distal-thigh pain (B # 0.185;
P # .013), Medicaid coverage (B # 1.72; P # .024),
and stable slips (B # 0.239; P # .001) remained
significant independent predictors of delay in diag-
nosis (model-adjusted R2 # 0.274).

CONCLUSIONS
In this study of 196 SCFE treated at a tertiary-care

children’s hospital, the median delay in diagnosis
was 8.0 weeks. Longer delay in diagnosis was asso-
ciated with greater slip severity. Longer delays in
diagnosis were identified in patients with primarily
knee/distal-thigh pain (compared with those with
primarily hip/proximal-thigh pain), in patients with
Medicaid coverage (compared with those with pri-
vate insurance), and in patients with stable slips
(compared with those with unstable slips).

Limitations of this study include potential selec-
tion bias and the operational definition of some co-
variates. Because of the tertiary-care nature of the
study setting, cases with greater delays in diagnosis
and greater slip severity may have been preferen-
tially selected. Because of the retrospective nature of
this study, the primary outcome measure and covari-
ate definitions were limited by the quality of avail-
able data in the medical record. Patients without a
documented delay in diagnosis in terms of days or
weeks were excluded. Delay in diagnosis was deter-
mined from patient and family recall of the onset of
symptoms, as recorded in the medical record. The
onset of symptoms in SCFE can be vague and subtle.
Therefore, recall of the onset of symptoms by the
patient and family may be imprecise. Pain location

Fig 1. Nonparametric distribution of delay in diagnosis of SCFE.

Fig 2. Delay in diagnosis for slip severity (the histogram repre-
sents median values, and bars represent the 95% confidence inter-
vals).

Fig 3. Delay in diagnosis for pain location (the histogram repre-
sents median values, and bars represent the 95% confidence inter-
vals).
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N. OBTURATEUR 



Von Lanz, Wachsmuth. Praktische Anatomie, 1973. 
Hamel A et al. Maîtrise Orthop, 2008. 

BRANCHE CAPSULAIRE 



CONCLUSION 

Quand le genou fait mal 

Quand l’examen clinique du genou est normal 

Pensez à la hanche ! 



QUOI ? 



Diagnostic Localisation des 
douleurs par région 
anatomique (cf. Fig. 

1) 
Arthrose de hanche - Idiopathique 

- Secondaire 
1 

Lésion du labrum - Dysplasie 
- Conflit fémoro-acétabulaire 
- Traumatique 

1 

Nécrose aseptique de la tête fémorale 1 
Ostéoporose transitoire 1 
Arthrite de hanche - Septique 

- Aseptique 
1 

Hanche à ressaut - Psoas 
- Fascia lata 
- Articulaire 

2 
5 
1 

Bursites - Trochantérienne 
- Ilio-pectinée 

5 
2, 4 

Tendinites - Pyramidal 
- Adducteurs 
- Psoas 
- Droit antérieur 
- Droit abdominal 

5, fesse 
4 

2, 4 
1 
2 

Traumatismes - Contusions 
- Claquages musculaires 
- Luxations 
- Fractures 
- Lésions cartilagineuses 
- Lésions du labrum 
- Lésion du ligament rond 

Variable 
Variable 

1 
1, 2, 3, 5 

1 
1 
1 

Hernies de paroi abdominale - Inguinale 
- Fémorale 

2 
4 

Pubalgie athlétique 3 
Ostéite pubienne 3 
Tumeurs Variable 
Troubles rachidiens Postérieur 
Lésions sacro-iliaques Postérieur 
Troubles neurologiques - Lombaires (L1-L2) 

- n. obturateur 
- n. fémoro-cutané latéral 
- n. génito-fémoral 
- n. ilio-hypogastrique 

1, 4 
4 
5 
4 
2 

Pathologies urologiques 3 
Pathologies gynécologiques 2, 3 
Pathologies gastro-intestinales 2, abdominal 

1 Région inguinale antérieure. 
2 Région inguinale supérieure. 
3 Région pubienne. 
4 Région inguinale interne. 
5 Région trochantérienne 

DIAGNOSTIC 
DIFFERENTIEL 



COMMENT ? 



ANAMNESE 

Douleurs de hanche:  - en flexion / position assise ? 
 

    - en décubitus dorsal ? 



EXAMEN CLINIQUE 

Douleurs de hanche:  - en flexion ? 
 

    - en rotation externe / interne ? 
 

    - limitation de rotation interne ? 



EXAMEN CLINIQUE 

McDonald SJ et al. Sem Arthroplast, 1997. 

Impingement-test 

FL ADD IR 

Apprehension-test 

ABD ER 



EXAMEN CLINIQUE 

Adducteurs 



EXAMEN CLINIQUE 

Psoas 



EXAMENS RADIOLOGIQUES 

Rx standard = examen de base  OBLIGATOIRE 
      et 
      souvent suffisant … 

.. mais il faut chercher le détails ! 



BILAN RX « HABITUEL » 

Centré sur symphyse ! 

RX bassin « standard » 
 
≠ Bassin face ! 

Faux-profil de Lequesne 

± RX de profil: axiale ou Dunn 



ORIENTATION PELVIENNE 

Siebenrock KA et al. CORR, 2003. 

Inclinaison et rotation du bassin 
changent significativement 
l’orientation acétabulaire 

Rotation neutre 
Distance symphyse – sacro-coccyx:  homme 32 mm 

      femme 47 mm 



LECTURE RX 

4-5 mm 

RX bassin « standard » 

Sagging-rope sign 
= bord antérieur de la tête 

Normal 

Surcouverture 

Rétroversion 

Stigmates osseux du conflit fémoro-acétabulaire 



LECTURE RX 

Interligne < 3 mm  
 
= « trop tard » … 

Philippon MJ et al. JBJS-Br, 2009. 

Lésion du cartilage 



LECTURE RX 

ACE 

Faux-profil de Lequesne 

Trop tard … 



LECTURE RX 

M. SO, 45 a. 
Gauche 

Mme CP, 38 a. 
Droite 

Chondromatose 
Ostéochondormatose 



IRM / arthro-IRM 
CT / arthro-CT uniquement  à la demande 

EXAMENS RADIOLOGIQUES 

IRM “standard” 

Inacceptable ! 

aIRM 1.5 – 3 T 

Objectif 

Coupes radiaires 



LECTURE IRM 

Trop tard … 

Défect cartilagineux 

Subluxation de la tête 
Signe du « croissant » 

Lésion du cartilage 



LECTURE IRM 

Normal I B 

III A III B 

I A 

Czerny et al. Radiology, 1996. 

II B 

Lésions du labrum 

II A 



IRM & LESION DU LABRUM 

Abe I et al. Radiol, 2000. 

71 hanches 
41 F, 30 M 
13-65 ans 
Aucune anamnèse 



EXAMENS RADIOLOGIQUES 

Des examens radiologiques de qualité sont primordiaux 

Mais les signes radiologiques doivent 
être interprétés en fonction de la clinique 

On n’opère pas une RX mais un patient ! 



Si doute diagnostic … 



Bernau A et al. Orthopäde, 2003. 
Duc SR. Eur Radiol, 2006. 

N A V femoralis 

INFILTRATION INTRAARTICULAIRE 

Technique « classique » 
Douleurs ++ 



Dienst M. Arthroscopy, 2005. 
Duc SR. Eur Radiol, 2006. 

INFILTRATION INTRAARTICULAIRE 

Plus confortable pour patient 



QUE FAIRE ? 



Traitement spécifique de la pathologie … 

sans oublier la chirurgie conservatrice chez les jeunes ! 



ARTHROSCOPIE M AB, 25 a. 

AC:  Os acetabuli 
L:  Cz 2b 
F:  offset ventro-lateral 



AC:  Os acetabuli 
L:  Cz 2b 
F:  offset ventro-lateral 

ARTHROSCOPIE M AB, 25 a. 



AC:  Os acetabuli 
L:  Cz 2b 
F:  offset ventro-lateral 

ARTHROSCOPIE M AB, 25 a. 



CORRECTION OUVERTE 

AC:  Coxa profunda 
L:  Cz 1b ossifié 
F:  offset ventro & lateral, Coxa vara 

Mme CG, 40 a. 

Après 3 ans … 



OSTEOTOMIE PERIACETABULAIRE 

Mme LF, 32 a. 
Dysplasie sévère 



CONCLUSION 

Douleur de genou = penser à la hanche 

Connaissance du diagnostic différentiel 

Examen clinique méticuleux 

Examens complémentaires ciblés et analysés 



CONCLUSION 

« travail de détective » 



MERCI ! 
michael.wettstein@hirslanden.ch 


