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Abstract
Objectives

Currently, there is no standardized protocol for postoperative immobilization techniques in patients with
cerebral palsy undergoing hip reconstructive procedures. The purpose of this study was to evaluate the
effects of several methods of postoperative immobilization and to determine which postoperative
immobilization technique has the fewest complications.

Materials and methods

A retrospective cohort study of pediatric patients with cerebral palsy who underwent hip reconstructive
procedures, in which a hip spica cast, Petrie cast, or abduction pillow was placed for postoperative hip
immobilization, was conducted. Patients who underwent revision surgery and those without cerebral palsy
were excluded from the analysis. The final cohort consisted of 70 cases. Demographics, laterality of surgery,
procedure type, hip immobilization technique, and 30-day postoperative complications were recorded.
Complications were defined as those related to casting immobilization, such as re-dislocation or loss of
surgical fixation, and soft tissue complications, such as pressure ulcers or any superficial or deep wound
infection.

Results

Of the 70 patients, 27 received spica casting, 28 received Petrie casting, and 15 received an abduction pillow.
The complication rates, as defined in the methods section, were 14.8% for the spica cast group, 17.9% for
Petrie cast, and 26.7% for abduction pillow. There was no significant difference in complication rates among
spica cast, Petrie cast, or abduction pillow groups (P=0.76).

Conclusions

There was no significant difference in length of stay, pain control duration, or complication rates among the
three methods of immobilization. Clinicians should be advised of the comparable outcomes among the
postoperative immobilization techniques.

Categories: Pediatrics, Orthopedics
Keywords: surgery, hip displacement, cerebral palsy, open reduction, abduction pillow, hip spica

Introduction

Cerebral palsy (CP) is a heterogeneous group of neuromuscular disorders that manifests as increased muscle
tone, joint deformities, and impaired mobility and posture [1]. Among children, CP is the leading cause of
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disability and the most commonly diagnosed neuromuscular disorder with a prevalence of 2-3 per 1,000
births [2-4].

Hip subluxation, dislocation, and dysplasia of the acetabulum are common sequelae of cerebral palsy (CP),
and the risk of displacement is directly associated with the Gross Motor Function Classification System
(GMFCS), which is traditionally used to grade patients on functional ability and limitations [5]. In fact, it is
estimated that approximately one-third of children with CP will experience these symptoms associated with
hip dysplasia during the course of their life [6]. These pathologies cover a broad clinical spectrum resulting
from a combination of spastic muscles placing abnormal forces on the hip joint resulting in subluxation, and
bony deformities [7,8]. Treatment of these hip disorders includes non-operative management such as
physical therapy, bracing/orthotics, medications for spasticity (botulinum toxin, baclofen), and operative
management including soft tissue release, selective dorsal rhizotomy, and bony deformity procedures, yet
many aspects of the postoperative management are not well described in the literature [9-12].

Femoral, acetabular osteotomies and at times an anterior hip open reduction are the primary surgical
interventions for hip disorders in CP patients, but there is a lack of consensus on postoperative
immobilization following surgery [13,14]. Cast immobilization, such as hip spica and Petrie casting, can be
used for postoperative immobilization to protect the hip reconstruction and prevent early postoperative
complications if there is concern for instability; however, it may give rise to complications owing to its
highly restrictive nature, such as avascular necrosis of the femoral head, joint stiffness, decubitus ulcers,
precluding visual inspection of the surgical site, additional time for application after the surgical procedure,
pain, difficulty with cast and individual hygiene, and can be difficult to manage by families [15]. Due to the
highly restrictive nature of spica and Petrie casting, additional complications arise which may affect quality
of life, such as issues with hygiene, positioning, and transportation. However, the rationale behind using
such restrictive methods of immobilization is that it becomes increasingly important to maintain a stricter
control on postoperative abduction and immobilization as the surgical burden increases or in the setting of
open reductions. Conversely, abduction pillows were thought to be an alternative method of immobilization
that are less restrictive, more easily placed and removed, and typically reserved for patients with less
surgical burden and less complicated cases, often those not requiring an open reduction. In the setting of
early re-dislocation or loss of implant fixation, abduction pillows were either not used or switched to a spica
or Petrie cast for additional immobilization. However, in recent years, some surgeons have begun to prefer
to utilize the abduction pillow even in open reductions, with the hope that this allows for patients to
progress to weight bearing in a stander as soon as tolerated. There is some concern that liberal use of the
abduction pillow may result in loss of abduction gained from adductor lengthening, however some centers
also report no increase in adverse events attributable to the method of immobilization, such as residual
subluxation or early re-dislocation. Despite this, abduction pillows are still not widely used due to the lack of
available supporting evidence.

Currently, the method of postoperative immobilization is determined by surgeon preference as there have
been no studies comparing the three immobilization techniques. This study sought to evaluate different
methods of postoperative immobilization in patients with cerebral palsy following hip reconstruction to
determine which method of postoperative immobilization leads to the fewest complications.

Materials And Methods

After obtaining approval from the Children's National Hospital Institutional Review Board (Pro00013335), a
retrospective cohort study of patients was performed. Inclusion criteria consisted of patients 18 years or
younger who underwent hip reconstruction from January 1, 2009 to December 2, 2019 at Children's National
Hospital. We identified 227 patients who underwent unilateral or bilateral proximal femoral osteotomies,
pelvic osteotomies, or hip open reductions. It is important to note that none of the patients had concomitant
botulinum toxin or chemodenervation injections at the time of their hip reconstruction surgery. Patients
were excluded if they underwent revision surgery or were not diagnosed with cerebral palsy. Demographics,
laterality of surgery, procedure type, postoperative hip immobilization technique, and 30-day postoperative
complications were recorded. Complications were defined as those related to casting immobilization, such as
re-dislocation or loss of surgical fixation, and soft tissue complications, such as pressure ulcers or any
superficial or deep wound infection.

Statistical analysis

Summary statistics on demographic and baseline patient characteristics were presented as means with
standard deviation for continuous data and frequencies with percentages for categorical data. Continuous
and categorical baseline variables were compared between three types of immobilization using one-way
ANOVA test and Chi-square test or Fisher’s exact test (if expected cell count <5) respectively. Normality
assumptions were checked using a statistical test (e.g., Shapiro Wilk test) as well as graphical methods (e.g.,
histogram, q-q plot). Only length of stay was found to be significantly deviated from normal.

Length of stay was compared using a non-parametric Kruskal-Wallis test. We compared complication rates
between three groups using a Chi-square test followed by a multivariable logistic regression analysis
adjusted for the aforementioned variables. All statistical tests were two-sided and performed at the 0.05 level
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Patient characteristics

Age (years), mean (SD)
Height (cm), mean (SD)

Weight (kg), mean (SD)

BMI (kg/m2), mean (SD)

BMI percentile, mean (SD)

ASA,n (%) Class1 Class

2 Class3 Class4

Unilateral, n (%)

Epidural analgesia, n (%)

Procedure, n (%) Combined

Femur Hip

Open Reduction, n (%)

No. of comorbidities, mean

(SD)

of significance. Statistical analysis was performed using R statistical software, version 4.0.0 (R Core Team,
2020).

Results

There was a total of 70 patients who met our inclusion criteria; 27 (39%) were placed in a spica cast, 28 (40%)
in a Petrie casting, and 15 (21%) in an abduction pillow. The demographics and baseline patient
characteristics were compared between groups (Table ). There were significant differences between the
groups with respect to age, height, and weight (P=0.002, 0.023, 0.007 respectively). There were no
significant differences in patient American Society of Anesthesiologists (ASA) classification (P=0.999), but

there were significantly more comorbid conditions in the abduction pillow group.

Overall (N=70) Petrie (N=28) Pillow (N=15) Spica (N=27) P
value
956 (5.7) 12.1 (6.3) 10.1 (3.9) 6.8 (4.8) 0.002

118.6 (24.5) 125.1 (23.7) 126.1 (19.7) 108.8 (24.6) 0.023

266 (12.2) 30.4 (13.4) 29.7 (9.7) 209 (10.3) 0.007

17.6 (3.8) 18.3 (4.6) 17.5 (2.8) 16.9 (3.2) 0.371

54.6 (37.2) 53.0 (34.8) 56.1 (38.6) 55.2 (39.9) 0.968

1(16) 9(14.8) 0(0.0) 3(13.0) 0(0.0) 2(13.3) 1(43) 4(17.4)

50 (82.0) 1(1.6) 19(82.6) 1(4.3) 13(86.7) 0 (0.0) 18 (78.3) 0 (0.0) 0.999
56 (80.0) 21 (75.0) 10 (66.7) 25 (92.6) 0.092
35 (50.0) 12 (42.9) 9 (60.0) 14 (51.9) 0.546

44 (62.9) 16 (22.9) 20(714) 6(214) 5(33.3) 8(53.3) 19(70.4) 2(7.4)
10 (14.3) 2(7.1) 2(13.3) 6 (22.2) 0.008
35 (50.0) 15 (53.6) 2(13.3) 18 (66.7) 0.004
6.5(2.7) 6.9 (2.7) 7.5(2.8) 5.6 (2.4) 0.047

TABLE 1: Demographic and baseline patient characteristics

SD = Standard Deviation, ASA = American Society of Anesthesiologists

P-values were obtained from one-way ANOVA test for continuous data, and Chi square/Fisher’s exact test for categorical data

There were significant differences between the groups with regard to the procedures performed. The
abduction pillow group had a higher percentage of patients who underwent only femur procedures (53%),
while both the spica and Petrie cast groups had more patients who underwent combined procedures (71%
and 74%). Finally, there was a difference in the groups with regards to the percentage that underwent an
open reduction of the hip, with 13% of patients in the abduction pillow group undergoing that procedure
compared to 54% and 67% in the Petrie and spica cast groups respectively.

The complication rates, as defined in the methods section, were 14.8% for the spica cast group, 17.9% for
Petrie cast, and 26.7% for abduction pillow (Table 2). A chi-squared test was used to analyze the data, and
there was no significant difference in complication rates among spica cast, Petrie cast, or abduction pillow
groups (P=0.634). We also compared the length of stay, duration of pain control modality, and complications
between the three groups. Multivariate analysis revealed that length of stay and pain control duration were
not significantly different among the three groups.

2022 Tabaie et al. Cureus 14(10): €30270. DOI 10.7759/cureus.30270

30of6



Cureus

Variables Petrie (N=28) Pillow (N=15) Spica (N=27) P value
Length of Stay (days), median (IQR) 5.1[3.3,7.0] 5.2[3.5,7.8] 3.8[3.0,5.2] 0.042
Foley Duration (days), mean (SD) 2.1(1.1) 2.6(1.1) 2.3(1.4) 0.589
Pain Control Duration (days), mean (SD) 2.5(1.3) 2.7 (0.7) 22(1.2) 0.465
Complications, n (%) 5(17.9) 4(26.7) 4 (14.8) 0.634

TABLE 2: Variables for each group, including complication rates

SD = Standard Deviation, IQR = Interquartile Range

P-values were obtained from one-way ANOVA test or Kruskal-Wallis test (if skewed) for continuous data, and Chi square test for categorical data

To control for patient demographic differences, a multiple linear regression was used. This adjusted analysis
did not show any significant differences in the length of stay, and mean pain control durations between the
three groups (Table 3). The complication rate was also not found significantly different across the three
groups in the multivariable logistic regression analysis (Table 4).

Variables Pillow - Petrie difference (95% CI) P value Spica - Petrie difference (95% CI) P value
Length of Stay (days) -0.33 (-4.41-3.76) 0.874 -1.55 (-5.14-2.03) 0.388
Foley Duration (days) 0.37 (-0.61-1.35) 0.452 0.25 (-0.59-1.1) 0.547
Pain Control Duration (days) 0.68 (-0.48-1.84) 0.243 -0.72 (-1.68-0.23) 0.133

TABLE 3: Multiple linear regression analysis adjusted for age, BMI percentile, procedure type, and
immobilization type

Cl = Confidence Interval

Types of immobilization aOR (95% Cl) P value
Petrie ref ref
Pillow 0.60 (0.08, 4.16) 0.612
Spica 0.58 (0.08, 3.85) 0.569

TABLE 4: Multivariable logistic regression analysis comparing complication rates adjusted for
age, BMI percentile, procedure type, and immobilization type

aOR = adjusted Odds Ratio, Cl = Confidence Interval

Discussion

Currently, there is no consensus on the proper immobilization technique following hip reconstruction
surgery in children with CP. Prior work suggests no differences between spica and Petrie casting with regard
to complication profiles and similar results have been seen when comparing spica casting to use of an
abduction pillow. Abduction pillows are one example of a less constrained positioning equipment that

offer several advantages over casting; mainly the ability to assess the skin and care of the child are easier in
an abduction pillow. This study sought to compare these immobilization methods to generate data regarding
the risks associated with them. Our data suggest that there are no significant differences in complication
rates and length of stay between any of the postoperative immobilization techniques. This finding suggests
that there are no significant clinical ramifications of using a less restrictive immobilization type (i.e.
abduction pillow) for patients undergoing hip surgery, especially those undergoing femoral, acetabular or
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combined procedures.

Recently, Truong et al. compared spica casting to short-leg Petrie casting in patients with CP following hip
reconstruction [16]. They found no difference in hip stability, narcotic pain medication usage, or
complication profile. The use of an abduction pillow postoperatively, following hip reconstruction surgery,
has been suggested as an alternative method of immobilization. In a single surgeon retrospective review,
Albrektson et al. compared 32 patients either placed in an abduction pillow and knee immobilizer, or a spica
cast, with a follow-up period of five months [15]. Of the 21 patients in the abduction pillow group, 17 had no
complications, and in the spica cast group, 10 of the 11 patients had no complications. The authors noted
that one of the complications in the abduction pillow group was not related to the postoperative
immobilization method. Due to its restrictive nature, spica casting is also rarely associated with injuries to
vessels and nerves [17,18]. They noted that it may be more important to use a spica cast for children with
osteopenic bone at risk for implant failure, which is more common in non-ambulatory children. Truong et al.
suggested that there was no significant advantage in hip stabilization when comparing use of spica versus
Petrie immobilization, but that more children who received spica casting experienced femoral fragility
fractures [16,19].

Given the known complications of spica cast treatment, determining the safety profile of less restrictive
methods of postoperative immobilization is important [16,20]. Our data suggest no significant differences in
complication rates among the three methods of immobilization. Given these data, it seems that abduction
pillows are as effective as spica and Petrie casts without the additional risks of cast-related complications.
Additionally, spica and Petrie casting are also burdensome on the caretakers, posing challenges with
perineal care and hygiene. Given the retrospective and non-randomized nature of our study, a larger
prospective study comparing these types of immobilization methods is warranted. Included in this
prospective study should be surveys on parent satisfaction and ease of care questionnaires which would
greatly bolster the discussion. Given our results, we suspect that casting might be phased out of the
postoperative care plan in the right population of hip reconstruction patients with CP.

The results of this study are promising as it describes similar efficacy of pillows as a less restrictive and less
burdensome method of postoperative immobilization compared to its more restrictive counterparts.
However, the present study has several limitations. This study was a single-center retrospective review,
which results in a selection bias due to lack of randomization. The study also had a small sample size,
including only two patients who underwent an open anterior hip reduction and were immobilized with an
abduction pillow, which could have affected the statistical significance of the analysis. Heterogeneity of the
patient population of this study is another limitation. For example, when analyzing the demographic data in
Table I, there was a statistically significant (P=0.002) difference in patient age among the immobilization
groups; patients in the spica group had a mean age of 6.8 years, compared to 12.1 and 10.1 in the Petrie
groups. Since patients over six years old generally do not tolerate spica casting due to its highly restrictive
nature, this immobilization method is often limited to use in younger patients. Another important covariate
that was not accounted for in this study was the GMFCS score due to inconsistent records in patient charts.
In addition to the GMFCS score, a more detailed reporting of patient comorbidities and surgical burden
would also help to better understand the severity of the patient’s condition, as well as the overall medical
complexity of the patients in each group. The heterogeneity of the patient population introduces potential
confounders that were not able to be accounted for in this study.

Height and weight data were retrieved from patient medical records, from which we calculated BMI and BMI
percentile. We observed that this was an inaccurate figure in many patients, given the challenge to measure
these parameters in patients with disabilities, who may have trouble standing, for example.

In summary, there was no significant difference in complication rates among the three methods of
immobilization. These results suggest that patients with CP undergoing hip reconstruction do not
necessarily benefit from spica or Petrie casting in the setting where an open reduction is not performed.
Further analysis of patients immobilized with an abduction pillow after skeletal osteotomies in conjunction
with an anterior hip open reduction is needed to definitively recommend its use versus a more restrictive
option in the setting of an open reduction. Despite the limitations, to the best of our knowledge, this is the
first study to document complication rates of postoperative immobilization techniques in children with CP
undergoing hip surgery. We are hopeful that this study will be the first step in allowing practitioners to
standardize postoperative hip immobilization in this patient population.

Conclusions

The optimal immobilization method after hip reconstruction in children with CP that requires skeletal
osteotomies with or without hip open reduction remains unclear. Our study aimed to evaluate postoperative
immobilization methods to determine which form of immobilization produces the fewest complications. We
observed no significant differences in complication rates and length of stay across all postoperative
immobilization techniques assessed. Our findings provide evidence that there are no significant clinical
ramifications of using less restrictive immobilization types such as abduction pillows in patients undergoing
hip reconstruction surgery. Further analysis of patients immobilized with an abduction pillow after skeletal
osteotomies in conjunction with an anterior hip open reduction is needed to definitively recommend its use
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versus a more restrictive option in the setting of an open reduction. Therefore, multicenter and prospective
trials are warranted to gather sufficient data to standardize postoperative immobilization in children with
CP.
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Disclosures

Human subjects: Consent was obtained or waived by all participants in this study. Children's National
Hospital Institutional Review Board issued approval Pro00013335. Animal subjects: All authors have
confirmed that this study did not involve animal subjects or tissue. Conflicts of interest: In compliance
with the ICMJE uniform disclosure form, all authors declare the following: Payment/services info: All
authors have declared that no financial support was received from any organization for the submitted work.
Financial relationships: Sean Tabaie declare(s) personal fees from OthoPediatrics. Sean Tabaie declare(s)
personal fees from Johnson & Johnson. Other relationships: All authors have declared that there are no
other relationships or activities that could appear to have influenced the submitted work.

References

1. Stavsky M, Mor O, Mastrolia SA, Greenbaum S, Than NG, Erez O: Cerebral palsy-trends in epidemiology and
recent development in prenatal mechanisms of disease, treatment, and prevention. Front Pediatr. 2017,
5:21.10.3389/fped.2017.00021

2. Himmelmann K: Epidemiology of cerebral palsy. Handb Clin Neurol. 2013, 111:163-7. 10.1016/B978-0-444-
52891-9.00015-4

3. Bax M, Goldstein M, Rosenbaum P, et al.: Proposed definition and classification of cerebral palsy, April 2005.
Dev Med Child Neurol. 2005, 47:571-6. 10.1017/s001216220500112x

4. Oskoui M, Coutinho F, Dykeman J, Jetté N, Pringsheim T: An update on the prevalence of cerebral palsy: a
systematic review and meta-analysis. Dev Med Child Neurol. 2013, 55:509-19. 10.1111/dmcn.12080

5. Bouwhuis CB, van der Heijden-Maessen HC, Boldingh EJ, Bos CF, Lankhorst GJ: Effectiveness of preventive
and corrective surgical intervention on hip disorders in severe cerebral palsy: a systematic review. Disabil
Rehabil. 2015, 37:97-105. 10.5109/09638288.2014.908961

6. Soo B, Howard J], Boyd RN, et al.: Hip displacement in cerebral palsy. ] Bone Joint Surg Am. 2006, 88:121-9.
10.2106/]BJS.E.00071

7. Canavese F, Emara K, Sembrano JN, Bialik V, Aiona MD, Sussman MD: Varus derotation osteotomy for the
treatment of hip subluxation and dislocation in GMFCS level III to V patients with unilateral hip
involvement. Follow-up at skeletal maturity. ] Pediatr Orthop. 2010, 30:357-64.
10.1097/BP0.0b013e3181d8fbc1

8. Flynn JM, Miller F: Management of hip disorders in patients with cerebral palsy . ] Am Acad Orthop Surg.
2002, 10:198-209. 10.5435/00124635-200205000-00006

9. Novak I, McIntyre S, Morgan C, et al.: A systematic review of interventions for children with cerebral palsy:
state of the evidence. Dev Med Child Neurol. 2013, 55:885-910. 10.1111/dmcn.12246

10.  van Eck CF, Roach JW, Deeney VF: Surgical management of the severely subluxated neuromuscular hip .
Oper Tech Orthop. 2013, 23:121-6. 10.1053/j.0t0.2013.07.005

11. Graham HK, Boyd R, Carlin JB, et al.: Does botulinum toxin a combined with bracing prevent hip
displacement in children with cerebral palsy and "hips at risk"? A randomized, controlled trial. ] Bone Joint
Surg Am. 2008, 90:23-33. 10.2106/]BJS.F.01416

12.  HuhK, Rethlefsen SA, Wren TA, Kay RM: Surgical management of hip subluxation and dislocation in
children with cerebral palsy: isolated VDRO or combined surgery?. ] Pediatr Orthop. 2011, 31:858-63.
10.1097/BP0.0b013e31822e0261

13.  Miller SD, Juricic M, Fajardo N, So J, Shore BJ, Narayanan UG, Mulpuri K: Variability in postoperative
immobilization and rehabilitation following reconstructive hip surgery in nonambulatory children with
cerebral palsy. ] Pediatr Orthop. 2021, 563-9. 10.1097/BP0O.0000000000001850

14.  Sharan D: Orthopedic surgery in cerebral palsy: instructional course lecture. Indian J Orthop. 2017, 51:240-
55.10.4103/ortho.IJOrtho_197_16

15.  Albrektson J, Kay RM, Tolo VT, Skaggs DL: Abduction pillow immobilization following hip surgery: a
welcome alternative for selected patients. ] Child Orthop. 2007, 1:299-305. 10.1007/s11832-007-0054-0

16. Truong U, Sylvanus T, Koester TM, et al.: A comparison of hip spica casting to short leg casts and bar after
hip reconstruction in cerebral palsy. Cureus. 2020, 12:e8028. 10.7759/cureus.8028

17.  Chen SH, Chen WS, Chuang JH: Superior mesenteric artery syndrome as a complication in hip spica
application for immobilization: report of a case. ] Formos Med Assoc. 1992, 91:731-3.

18.  Weiss AP, Schenck RC Jr, Sponseller PD, Thompson JD: Peroneal nerve palsy after early cast application for
femoral fractures in children. ] Pediatr Orthop. 1992, 12:25-8.

19. Sankar WN, Spiegel DA, Gregg JR, Sennett BJ: Long-term follow-up after one-stage reconstruction of
dislocated hips in patients with cerebral palsy. ] Pediatr Orthop. 2006, 26:1-7.
10.1097/01.bpo.0000190842.77036.d0

20. DiFazio R, Vessey ], Zurakowski D, Hresko MT, Matheney T: Incidence of skin complications and associated
charges in children treated with hip spica casts for femur fractures. ] Pediatr Orthop. 2011, 31:17-22.
10.1097/BP0.0b013e3182032075

2022 Tabaie et al. Cureus 14(10): €30270. DOI 10.7759/cureus.30270 6 0of 6


https://dx.doi.org/10.3389/fped.2017.00021
https://dx.doi.org/10.3389/fped.2017.00021
https://dx.doi.org/10.1016/B978-0-444-52891-9.00015-4
https://dx.doi.org/10.1016/B978-0-444-52891-9.00015-4
https://dx.doi.org/10.1017/s001216220500112x
https://dx.doi.org/10.1017/s001216220500112x
https://dx.doi.org/10.1111/dmcn.12080
https://dx.doi.org/10.1111/dmcn.12080
https://dx.doi.org/10.3109/09638288.2014.908961
https://dx.doi.org/10.3109/09638288.2014.908961
https://dx.doi.org/10.2106/JBJS.E.00071
https://dx.doi.org/10.2106/JBJS.E.00071
https://dx.doi.org/10.1097/BPO.0b013e3181d8fbc1
https://dx.doi.org/10.1097/BPO.0b013e3181d8fbc1
https://dx.doi.org/10.5435/00124635-200205000-00006
https://dx.doi.org/10.5435/00124635-200205000-00006
https://dx.doi.org/10.1111/dmcn.12246
https://dx.doi.org/10.1111/dmcn.12246
https://dx.doi.org/10.1053/j.oto.2013.07.005
https://dx.doi.org/10.1053/j.oto.2013.07.005
https://dx.doi.org/10.2106/JBJS.F.01416
https://dx.doi.org/10.2106/JBJS.F.01416
https://dx.doi.org/10.1097/BPO.0b013e31822e0261
https://dx.doi.org/10.1097/BPO.0b013e31822e0261
https://dx.doi.org/10.1097/BPO.0000000000001850
https://dx.doi.org/10.1097/BPO.0000000000001850
https://dx.doi.org/10.4103/ortho.IJOrtho_197_16
https://dx.doi.org/10.4103/ortho.IJOrtho_197_16
https://dx.doi.org/10.1007/s11832-007-0054-0
https://dx.doi.org/10.1007/s11832-007-0054-0
https://dx.doi.org/10.7759/cureus.8028
https://dx.doi.org/10.7759/cureus.8028
https://scholar.google.com/scholar_lookup?journal=J+Formos+Med+Assoc&title=Superior+mesenteric+artery+syndrome+as+a+complication+in+hip+spica+application+for+immobilization:+report+of+a+case&author=SH+Chen&author=WS+Chen&author=JH+Chuang&volume=91&publication_year=1992&pages=731-733&pmid=1360306&
https://pubmed.ncbi.nlm.nih.gov/1732291/
https://dx.doi.org/10.1097/01.bpo.0000190842.77036.d0
https://dx.doi.org/10.1097/01.bpo.0000190842.77036.d0
https://dx.doi.org/10.1097/BPO.0b013e3182032075
https://dx.doi.org/10.1097/BPO.0b013e3182032075

	Corrected: Evaluating Postoperative Immobilization Following Hip Reconstruction in Children With Cerebral Palsy
	This article has been corrected.
	Abstract
	Objectives
	Materials and methods
	Results
	Conclusions

	Introduction
	Materials And Methods
	Statistical analysis

	Results
	TABLE 1: Demographic and baseline patient characteristics
	TABLE 2: Variables for each group, including complication rates
	TABLE 3: Multiple linear regression analysis adjusted for age, BMI percentile, procedure type, and immobilization type
	TABLE 4: Multivariable logistic regression analysis comparing complication rates adjusted for age, BMI percentile, procedure type, and immobilization type

	Discussion
	Conclusions
	Additional Information
	Disclosures

	References


