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a b s t r a c t

Background: Transverse acetabular ligament (TAL) is a 3-dimensional structure which cannot be defined
by a single plane. Therefore, we aimed at describing the orientation of different parts of TAL with respect
to anterior pelvic plane (APP) and correlate it with gender, body mass index (BMI), and Lewinnek’s safe
zone.
Methods: A total of 109 consecutive patients undergoing imageless navigated THA were prospectively
studied. Computer navigation was used as the measurement tool. APP was registered for navigation.
After excision of osteophytes, a trial component matching the size of unreamed acetabular cavity was
aligned with acetabular rim, outer and inner margins, and middle of TAL to record cup orientation with
computer tracker.
Results: Ninety-nine patients (41 males and 58 females, mean BMI of 28.8kg/m2) were studied after
applying exclusion criteria. Mean acetabular inclination was 55.15�, 53.00�, 47.70�, and 42.60� respec-
tively, for acetabular rim, outer, middle, and inner margins of the TAL. Corresponding mean acetabular
anteversion was 6.63�, 7.41�, 11.23� and 14.90�respectively. Overall, 17.17%, 28.28%, 47.47% and 71.71% of
cup orientation corresponding to acetabular rim, outer, middle, and inner margin of TAL respectively,
were within Lewinnek’s safe zone. No association was established between BMI and acetabular orien-
tation. Males had overall lesser anteversion than females.
Conclusion: We describe orientation of outer, middle, and inner margins of TAL, as reference planes for
TAL, in relation to APP. The anteversion differs significantly with gender. A knowledge about these will
assist surgeon in component placement during THA, with inner margin of TAL providing the best chance
of orientation out of the studied landmarks.
© 2020 Published by Elsevier Inc. on behalf of The American Association of Hip and Knee Surgeons. This
is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/

4.0/).
Introduction

Acetabular cup orientation has a major role in deciding the suc-
cess of a total hip arthroplasty (THA). Complications such as pros-
thetic impingement [1-3], dislocation [4], accelerated wear [5,6],
loosening, and cup failure [7-9] are attributed tomalalignment of the
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acetabular prosthesis. The safe zone for cup orientation is debatable
considering the various anatomic, functional, and dynamic factors.
However, Lewinnek’s safe zone [4] (40

�
± 10

�
of abduction and 15

�
±

10
�
of anteversion) is the most widely used tool for assessing

acceptability of cup position. Various bony and soft tissue landmarks
can be used intraoperatively to place the cup in the desired position
during a THA. These guides include the anatomy of the native ace-
tabulum per se [10,11], bony acetabular rim or fixed reference points
on it [12], the transverse acetabular ligament (TAL) [13], and so on.
However, it is not clear as towhich is themost reliable intraoperative
guide to place the cup in the desired orientation. Therefore, an
insight into the inherent anatomy and direction of the acetabulum
and TAL is of great relevance. The aim was to
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Figure 1. Acetabular cup placed along the inner border of TAL. The 2 lines (dotted and
continuous) mark the different borders (inner and outer, respectively) of the TAL.
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a) study the orientation of different parts of TAL and acetabular rim
with respect to anterior pelvic plane (APP),

b) study its variations with gender and BMI, and
c) correlate the orientation with Lewinnek’s safe zone.
Material and methods

Between March 2012 and July 2013, 109 consecutive patients
(109 hips) undergoing THA using imageless computer-assisted
navigation at our center were studied. Exclusion criteria of
dysplastic hips, slipped capital femoral epiphysis, rheumatoid
arthritis, past history of infection in the hip, fractures around the
hip, pelvic deformity, and ossified TAL were applied, leaving 99
patients to be included in the analysis. The sample size of 99 would
have adequate (80%) power to detect a difference of 20% in the
proportion classified as outside the zone with type 1 error of 0.05.

Patient demographics and side of surgery were recorded.
Institutional ethical clearance from the clinical governance team
was taken. Whenwe planned the study to look at the orientation of
TAL, we found that it is a broad structure which is not in a single
plane and hence one could not really define which part of TAL is
being referred to by saying “oriented to TAL.” Hence, it was decided
to look at 3 parts of TAL. The outer (lateral) margin, the inner
(medial) margin (Fig. 1), and a plane in the middle of the 2. This
Figure 2. Orientation of the cup when aligned parallel to the inner (a), middle (b), and oute
area illustrates the spatial direction of cup opening.
gave clearly defined planes of TAL, which could be measured rela-
tive to the APP.

A commercially available imageless computer navigation system
(Orthopilot; B. Braun Aesculap, Tuttlingen, Germany) was used as a
measurement tool in these prospectively collected data. This
method has been validated and previously published to record the
orientation of acetabulumwith respect to APP [14]. All the surgeries
and measurements were recorded by a senior orthopedic surgeon
(KD) who was experienced in navigated THA. A pelvic tracker was
attached to the pelvis superior to the acetabulum, and the APP was
registered with orientations recorded in the radiological frame of
reference using anterior superior iliac spines and pubic symphysis.
All hips were exposed by a posterior approach with patients in the
lateral position. Upon dislocation of femoral head, meticulous
dissection of fat and soft tissuewas carried out to expose acetabular
floor along with TAL. The condition of the TAL was noted, and cases
with ossified TAL were excluded. Any osteophytes along themargin
of the acetabulumwere excised to represent native acetabular rim.
The inside of the empty acetabulum was sized with fitting
acetabular trials. The trial component of appropriate size, that
approximated with the acetabular cavity, was connected to a
computer tracker and aligned with the native acetabular rim. A
computer software program recorded the inclination and ante-
version corresponding to this position. The tracker mounted trial
component was then successively placed in the orientation that
matched the outer, middle, and inner margins of TAL. While
aligning to these landmarks, the inferior border of the trial cup was
placed parallel to outer, middle, and inner margins of TAL as shown
in Figure 2. While doing so, the insertion handle bisected the outer,
middle, or inner margin of TAL. Orientations with respect to these
planes were also recorded. The data on inclination and anteversion
were calculated and stored by the computer software as radio-
graphic inclination and anteversion in relation to the APP as
defined by Murray [15]. To account for reliability of recordings, the
orientation of the cup corresponding to all the landmarks was
checked for interobserver and intraobserver errors by alternating
between senior surgeon and his fellow in first 10 cases with each
measuring twice. They did not look at the computer screen read-
ings while positioning the trial cup for orientation. The Intra-
observer and interobserver reliability were calculated and found to
be excellent (Table 1). All of this was done before any reaming of
acetabulum was attempted. Surgery then progressed as per usual
THA with guidance of computer navigation system. The first
reading by the consultant was taken for statistical analysis.

Statistical analysis was carried out using R version 3.5.2 (2018-
12-20) “Eggshell Igloo” (R foundation, Vienna, Austria). Welch T-
tests were used to test differences between gender and different
BMI categories (<30kg/m2 and �30kg/m2) for the measured ori-
entations. Test of proportions was used to compare Lewinnek’s
r (c) margins of the TAL. Arrows show change in margin of the cup, and yellow-shaded



Table 1
Intra observer and interobserver correlation coefficients of acetabular orientation corresponding to different landmarks (first 10 cases).

Referencing landmark Inclination Anteversion

Intraobserver
correlation coefficient

Interobserver
correlation coefficient

Intraobserver
correlation coefficient

Interobserver
correlation coefficient

Acetabular rim 0.99 0.99 0.94 0.95
Outer margin of TAL 0.93 0.94 0.95 0.99
Middle of TAL 0.97 0.90 0.96 0.98
Inner margin of TAL 0.95 0.94 0.96 0.96
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“safe zone” outliers for various landmarks. Statistical significance
was set at a P value of 0.05.

Results

Ninety-nine patients fulfilled the inclusion and exclusion
criteria with 41males (41.4%) and 58 females (58.6%). Themean age
of the study population was 67.6 years (43 to 91) with a mean BMI
of 28.8kg/m2 (16 to 42). Mean inclination and anteversion of cup
referenced from the acetabular rim, outer, middle, and inner mar-
gins of TAL are given in Table 2.

Reviewing inclination and anteversion of the cup referenced
from acetabular rim, outer, middle, and inner margins of TAL, only
17.17%, 28.28%, 47.47%, and 71.71% were within the Lewinnek’s safe
zone, respectively, (Table 2 and Fig. 3). The number of Lewinnek’s
safe zone inliers referenced from various landmarks was statisti-
cally different from each other except for the acetabular rim and
outer margin of TAL pair (P ¼ .06).

Males had lesser anteversion than females when referenced
from any of the landmarks (Table 3). Inclination and anteversion of
cup referenced from various landmarks did not differ significantly
between BMI groups (<30Kg/m2 and �30Kg/m2) except for ante-
version using outer margin of TAL (Table 4).

Discussion

Orientation of the prosthetic cup in the desired position is a
challenging task for an arthroplasty surgeon [16,17]. During con-
ventional THA, a surgeon positions the acetabular cup by eyeballing
or by the use of a cup-positioning device to align the cup in desired
inclination and anteversionwith respect to the plane of the patient.
However, these techniques are not completely accurate because
any change in pelvic position during the surgery alters cup orien-
tation. The cup-positioning guide, used on the cup insertion handle,
is a more generic practise and does not account for individual
changes in hip anatomy. In a patient undergoing conventional THA
in lateral position, the pelvis stabilized by a pelvic positioner may
pose issues primarily involving fixation of the pelvis with dis-
crepancies in sagittal pelvic tilt [18-20]. In addition, there is no
method of determining if the pelvis remains in the same position
throughout the procedure, including the time of cup implantation
Table 2
Inclination and anteversion of cup (mean, standard deviation [SD], and range) when refe

Referencing landmark Inclination Anteversion

Acetabular rim 55.15� ± 7.20 (37 to 69) 6.63� ± 7.46 (�17 to
Outer margin of TAL 53.00� ± 6.51 (38 to 69) 7.41� ± 8.43 (�16 to

Middle of TAL 47.70� ± 6.26 (30 to 63) 11.23� ± 8.28 (�7 to 3

Inner margin of TAL 42.60� ± 6.19 (24 to 56) 14.90� ± 8.22 (�4 to 3
[21]. Meanwhile, using conventional guides, failure to address
intraoperative movement of the pelvis could result in cup place-
ment outside the desired safe-zone for anteversion [22,23]. Studies
[24,25] suggest that surgeons do not rely solely on patient posi-
tioning during THA and, therefore, use anatomic landmarks, com-
puter navigation, robotic, or other techniques to ensure accurate
cup positioning.

Navigated THA is believed to offer better results with cup
positioning and reduce the number of outliers [26-28]. Computer
navigation, patient-specific jigs [29], and robotics have all been
developed to aid accuracy but are still not commonly used. Most
surgeons use conventional techniques because of the learning
curve, time, and resource constraints. Therefore, techniques based
on reliable patient-specific referencing need to be established.

As existing literature [30,31] encourages arthroplasty surgeons
to use landmarks such as TAL or acetabular rim as referencing
guides, we looked at orientation of these landmarks with respect to
APP. TAL is a structure continuous peripherally with the acetabular
labrum. It's strong flat fibers cross the acetabular notch anterior to
posterior (length), also bridging the gap mediolaterally (breadth)
with a slope (third dimension) forming a foramen along its medial
(inner) border. Therefore, TAL is a 3-dimensional structure having
length, breadth, and slope. TAL connects the anteroinferior and
posteroinferior horns of the semilunar surface of the acetabulum.
The posterior aspect of the ligament attaches to the bone beneath
the lunate surface, and the anterior aspect attaches to the labrum
[32]. Being an integral part of the acetabulum-labral complex, TAL
moves with any pelvic tilt. TAL can be found in over 90% cases [10];
hence, evaluation of its orientation as a guiding landmark is
important. As the TAL is a 3-dimensional band-like structure and
not a single line in a single plane, it is possible to assume several
planes from the same TAL if we do not exactly define which part of
TAL is being referred to. Hence, the present study addressed this
concern and defined TAL by its outer (lateral) margin, inner
(medial) margin, and a plane in the middle of the 2 margins. As we
are referring to 3-dimensional orientation with respect to APP,
which is not in the same plane as TAL, any deviations may lead to
change in angles, hence the need for referring to different margins
of TAL. It was clearly evident in our study that when the cup cor-
responded to different margins of the TAL, it led to different ori-
entations of the cup. We found excellent interobserver and
renced from acetabular rim, outer, middle, and inner margins of TAL.

Lewinnek’s safe zonedinliers
(with percentage)

P value for Lewinnek’s
safe zonedinliers

23) 17 (17.17%) -
27) 28 (28.28%) vs Acetabular rim ¼ 0.06

vs Middle of TAL ¼ 0.006
vs Inner margin of TAL < 0.001

0) 47 (47.47%) vs Acetabular rim < 0.001
vs Inner margin of TAL < 0.001

4) 71 (71.71%) vs Acetabular rim < 0.001



Figure 3. Scatter graph showing the acetabular inclination and anteversion data with respect to Lewinnek’s safe zone (shaded area) referenced from (a) acetabular rim; (b) outer
margin of TAL; (c) middle of TAL; and (d) inner margin of TAL.
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intraobserver repeatability (correlation-coefficient > 0.9). Kalteis
et al. used different landmarks (TAL and posterior labrum) to record
the acetabular plane [30]. However, they only had moderate
interobserver and intraobserver repeatability. The mean acetabular
inclination in their study was 41� (32 to 51), and anteversion was
18� (�1 to 36) with 87% of hips within conventional safe zone.
Inclination and anteversion corresponding to inner margin of TAL
in our study were 42.60� (24 to 56) and 14.90� (�4 to 34),
respectively, with 71.71% of recordings being within the Lewinnek’s
safe zone.

A cadaveric study in 14 hips by Pearce et al. [31] found that all
cups placed using TAL as the landmark were within the safe zone
for anteversion. The cups were aligned parallel to the superficial
Table 3
Gender and acetabular cup orientation (mean, SD, and range).

Referencing landmark Inclination

Male Female

Acetabular rim 55.00� ± 6.18 (40 to 69) 55.24� ± 7.83 (37 to 67)
Outer margin of TAL 53.78� ± 6.28 (41 to 67) 52.43� ± 6.61 (38 to 69)
Middle of TAL 48.39� ± 6.41 (30 to 63) 47.19� ± 6.10 (33 to 59)
Inner margin of TAL 42.82� ± 6.15 (24 to 56) 42.34� ± 6.20 (25 to 56)
(outer) margin of TAL. The mean acetabular cup anteversion was
15.4� (10.9 to 24) which was very close to our mean anteversion
(14.90�) corresponding to inner margin of TAL. However, their
study had a small sample size (1 male and 6 female cadavers), and
only anteversion was considered (anteversion differs as with
gender) on cadaveric (nonarthritic) hips with a trial component
placed and radiographs taken in lateral position and not with
respect to APP.

In present study, males had lesser anteversion when referenced
from all referenced landmarks. A significant variation in mean
acetabular anteversion between genders was also noted in previous
studies with women having greater anteversion [11,33-35]. As the
presence of osteophytes might alter the measurement of native
Anteversion

P value Male Female P value

.866 4.10� ± 7.03 (�10 to 14) 8.41� ± 7.24 (�17 to 23) .004

.311 4.20� ± 7.89 (�16 to 16) 9.69� ± 8.05 (�12 to 27) .001

.357 8.34� ± 7.71 (�7 to 22) 13.28� ± 8.05 (�6 to 30) .003

.705 12.04� ± 8.07 (�4 to 30) 16.89� ± 7.71 (0 to 34) .004



Table 4
BMI and acetabular cup orientation (mean, SD, and range).

Referencing landmark Inclination Anteversion

BMI < 30 kg/m2 BMI � 30 kg/m2 P value BMI < 30 kg/m2 BMI � 30 kg/m2 P value

Acetabular rim 54.63� ± 7.27 (38 to 63) 55.83� ± 7.04 (37 to 65) .230 7.02� ± 6.31 (�6 to 20) 6.09� ± 8.76 (�17 to 23) .564
Outer margin of TAL 52.10� ± 5.70 (41 to 67) 54.19� ± 7.31 (38 to 69) .072 8.89� ± 7.78 (�14 to 26) 5.40� ± 8.85 (�16 to 27) .046
Middle of TAL 46.91� ± 5.82 (30 to 63) 48.73� ± 6.67 (33 to 59) .089 12.52� ± 7.83 (�5 to 29) 9.48� ± 8.54 (�7 to 30) .081
Inner margin of TAL 41.20� ± 5.94 (24 to 56) 43.52� ± 6.38 (25 to 56) .104 16.12� ± 7.81 (�3 to 33) 13.21� ± 8.47 (�4 to 34) .103
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acetabular orientation, arthritic acetabula were excluded from the
study by Murtha and Hafez [35]. Therefore, their study reveals a
physiological difference in acetabular orientation betweenmen and
women. Our findings match these studies with gender-based dif-
ference in acetabular anteversion.

Merle et al. [36] converted the Lewinnek’s to their anatomical
definition and found that 80% of hips were out of the safe zone. Our
study found similar numbers (82.83%) to be outside of the safe zone
when the cup orientation was referenced from the acetabular rim.
However, 71.71% of coordinates were within the Lewinnek’s safe
zone when referenced from the inner margin of TAL.

To our knowledge, there are no studies till date which assess a
direct relationship of BMI with orientation of native acetabular rim
and TAL. However, the association of high BMI with variation in cup
placement during THA has been attributed to issues pertaining to
stable patient positioning, intraoperative challenges such as
excessive traction/retraction and poor visualisation of landmarks
[37,38]. Pirard et al. [39] in a retrospective analysis found no sig-
nificant relationship between BMI and version of the acetabular
cup. We could not establish any statistical relationship between
BMI and difference in the cup orientations referenced from various
landmarks when considering BMI of 30 kg/m2 as the cutoff. Only
using the outer margin of TAL showed a statistically significant,
mean difference of 3.5� (P ¼ .046) for anteversion alone, with
higher BMI being lesser anteverted. However, a larger study with
bigger difference in BMI might detect differences between the 2
groups.

We would like to bring out the following drawbacks of our
study. Imageless navigation system was used as a measuring tool
for acetabular orientation wherein the accuracy would depend on
registration of bony landmarks through the skin. This may cause
errors in the computer measurement of acetabular orientation [40]
in obese patients with excess subcutaneous fat around the bony
landmarks. However, no problems were reported while registering
the anatomical landmarks in our study, and the surgeon was
experienced having performed over 500 navigated surgeries. Evi-
dence suggests that accuracy of acetabular component placement
in navigated THA is not affected by BMI [41]. This method of
measurement has also been used in previously published studies
[11,30]. We included only primary osteoarthritis cases in a Cauca-
sians population. Therefore, due caution is to be exercised while
extrapolating the results to awider range of population from varied
ethnicity with multiple hip conditions. Caution should also be
taken as our study only determined the orientation of “native” TAL
with respect to APP in an unreamed cup. Medializing the cup center
during reaming may have an effect on the orientation as the cup is
medialized.
Conclusions

For the first time in English literature, we describe the orien-
tation of outer margin, inner margin, and a plane in the middle of
these 2 margins as reference planes for TAL, in relation to APP. The
anteversion differs significantly with gender and is greater in
females. A knowledge about these would assist the surgeon in
component placement during THA with inner margin of TAL
providing the best chance of orientation, out of the studied
landmarks.

Conflict of interests

The authors declare there are no conflicts of interest.

References

[1] Kurtz WB, Ecker TM, Reichmann WM, et al. Factors affecting bony impinge-
ment in hip arthroplasty. J Arthroplasty 2010;25:624.

[2] Bonnin MP, Archbold PH, Basiglini L, et al. Do we medialise the hip centre of
rotation in total hip arthroplasty? Influence of acetabular offset and surgical
technique. Hip Int 2012;22:371.

[3] Bonnin MP, Archbold PH, Basiglini L, et al. Should the acetabular cup be
medialised in total hip arthroplasty. Hip Int 2011;21:428.

[4] Lewinnek GE, Lewis JL, Tarr R, et al. Dislocations after total hip replacement
arthroplasties. J Bone Joint Surg Am 1978;60-A:217.

[5] Little NJ, Busch CA, Gallagher JA, et al. Acetabular polyethylene wear and
acetabular inclination and femoral offset. Clin Orthop Relat Res 2009;467:
2895.

[6] Schmalzried TP, Shepherd EF, Dorey FJ, et al. The John Charnley Award. Wear
is a function of use, not time. Clin Orthop Relat Res 2000;381:36.

[7] Abolghasemian M, Samiezadeh S, Jafari D, et al. Displacement of the hip center
of rotation after arthroplasty of Crowe III and IV dysplasia: a radiological and
biomechanical study. J Arthroplasty 2013;28:1031.

[8] Bicanic G, Delimar D, Delimar M, et al. Influence of the acetabular cup position
on hip load during arthroplasty in hip dysplasia. Int Orthop 2009;33:397.

[9] Traina F, De Fine M, Biondi F, et al. The influence of the centre of rotation on
implant survival using a modular stem hip prosthesis. Int Orthop 2009;33:
1513.

[10] Archbold HAP, Mockford B, Molloy D, et al. The transverse acetabular liga-
ment: an aid to orientation of the acetabular component during primary total
hip replacement. A preliminary study of 1000 cases investigating post-
operative stability. J Bone Joint Surg Br 2006;88-B:883.

[11] Goudie ST, Deakin AH, Deep K. Natural acetabular orientation in arthritic hips.
Bone Joint Res 2015;4(1):6.

[12] Ha YC, Yoo JJ, Lee YK, Kim JY, Koo KH. Acetabular component positioning using
anatomic landmarks of the acetabulum. Clin Orthop Relat Res 2012;470:3515.

[13] Inoue M, Majima T, Abe S, et al. Using the transverse acetabular ligament as a
landmark for acetabular anteversion: an intra- operative measurement.
J Orthop Surg 2013;21(2):189.

[14] Malik A, Wan Z, Jaramaz B, et al. A validation model for measurement of
acetabular component position. J Arthroplasty 2010;25:812.

[15] Murray DW. The definition and measurement of acetabular orientation. J Bone
Joint Surg Br 1993;75-B:228.

[16] Paterno SA, Lachiewicz PF, Kelley SS. The influence of patient related factors
and the position of the acetabular component on the rate of dislocation after
total hip replacement. J Bone Joint Surg Am 1997;79:1202.

[17] Ohlin A, Balkfors B. Stability of cemented sockets after 3e14 years.
J Arthroplasty 1992;7:87.

[18] Hayakawa K, Minoda Y, Aihara M, et al. Acetabular component orientation in
intra and post-operative positions in total hip arthroplasty. Arch Orthop
Trauma Surg 2009;129:1151.

[19] Zhu J, Wan Z, Dorr LD. Quantification of pelvic tilt in total hip arthroplasty.
Clin Orthop Relat Res 2010;468:571.

[20] DiGioia AM, Jaramaz B, Blackwell M, et al. The Otto Aufranc Award. Image
guided navigation system to measure intraoperatively acetabular implant
alignment. Clin Orthop Relat Res 1998;355:8.

[21] Grammatopoulos G, Pandit HG, Da Assunç~ao R, et al. Pelvic position and
movement during hip replacement. Bone Joint J 2014;96-B:876.

[22] Bozic KJ, Kurtz SM, Lau E, et al. The epidemiology of revision total hip
arthroplasty in the United States. J Bone Joint Surg Am 2009;91:128.

[23] Canadian Institute for Health Information. Hip and Knee Replacements in
Canada: Canadian Joint Replacement Registry 2015 Annual Report. Ottawa,
ON: CIHI; 2015.

http://refhub.elsevier.com/S2352-3441(20)30231-4/sref1
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref1
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref2
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref2
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref2
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref3
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref3
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref4
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref4
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref5
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref5
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref5
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref6
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref6
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref7
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref7
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref7
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref8
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref8
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref9
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref9
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref9
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref10
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref10
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref10
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref10
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref11
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref11
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref12
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref12
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref13
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref13
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref13
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref14
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref14
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref15
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref15
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref16
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref16
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref16
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref17
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref17
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref17
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref18
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref18
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref18
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref19
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref19
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref20
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref20
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref20
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref21
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref21
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref21
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref22
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref22
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref23
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref23
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref23


K. Deep et al. / Arthroplasty Today 7 (2021) 1e66
[24] Milone MT, Schwarzkopf R, Meere PA, et al. Rigid patient positioning is un-
reliable in total hip arthroplasty. J Arthroplasty 2017;32:1890.

[25] Otero JE, Fehring KA, Martin JR, et al. Variability of pelvic orientation in the
lateral decubitus position: are external alignment guides trustworthy?
J Arthroplasty 2018;33:3496.

[26] Dorr LD, Malik A, Wan Z, et al. Precision and bias of imageless computer
navigation and surgeon estimates for acetabular component position. Clin
Orthop Relat Res 2007;465:92.

[27] Gandhi R, Marchie A, Farrokhyar F, et al. Computer navigation in total hip
replacement: a meta-analysis. Int Orthop 2009;33:593.

[28] Moskal JT, Capps SG. Acetabular component positioning in total hip arthro-
plasty: an evidence-based analysis. J Arthroplasty 2011;26:1432.

[29] Mishra A, Verma T, Agarwal G, et al. 3D printed patient-specific acetabular jig
for cup placement in total hip arthroplasty. Indian J Orthop 2020;54:174.

[30] Kalteis T, Sendtner E, Beverland D, et al. The role of the transverse acetabular
ligament for acetabular component orientation in total hip replacement: an
analysis of acetabular component position and range of movement using
navigation software. J Bone Joint Surg Br 2011;93:1021.

[31] Pearce CJ, Sexton SA, Davies DC, et al. The transverse acetabular ligament may
be used to align the acetabular cup in total hip arthroplasty. Hip Int 2008;18:7.

[32] Konrath GA, Hamel AJ, Olson SA, Bay B, Sharkey NA. The role of the acetabular
labrum and the transverse acetabular ligament in load transmission in the hip.
J Bone Joint Surg Am 1998;80(12):1781.
[33] Atkinson H, Johal KS, Willis-Owen C, et al. Differences in hip morphology
between the sexes in patients undergoing hip resurfacing. J Orthop Surg Res
2010;5:76.

[34] Tohtz SW, Sassy D, Matziolis G, et al. CT evaluation of native acetabular
orientation and localization: sex-specific data comparison on 336 hip joints.
Technol Health Care 2010;18:129.

[35] Murtha PE, Hafez MA, Jaramaz B, et al. Variations in acetabular anatomy with
reference to total hip replacement. J Bone Joint Surg Br 2008;90-B:308.

[36] Merle C, Grammatopoulos G, Waldstein W, et al. Comparison of native
anatomy with recommended safe component orientation in total hip
arthroplasty for primary osteoarthritis. J Bone Joint Surg Am 2013;95-A(1-7):
e172.

[37] Callanan M, Jarrett B, Bragdon C, et al. Risk factors for cup malpositioning. Clin
Orthop Relat Res 2010;469:319.

[38] McBride A, Flynn J, Miller G, et al. Body mass index and acetabular component
position in total hip arthroplasty. ANZ J Surg 2012;83(3):171.

[39] Pirard E, De Lint JA. Anteversion of the acetabular component in obese pa-
tients. Hip Int 2007;17(2):99.

[40] Wolf A, Digioia AM, Mor AB, et al. Cup alignment error model for total hip
arthroplasty. Clin Orthop Relat Res 2005;437:132.

[41] Fukui T, Fukunishi S, Nishio S, et al. Use of image-free navigation in deter-
mination of acetabular cup orientation: analysis of factors affecting precision.
Orthopedics 2010;33:38.

http://refhub.elsevier.com/S2352-3441(20)30231-4/sref24
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref24
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref25
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref25
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref25
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref26
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref26
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref26
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref27
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref27
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref28
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref28
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref29
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref29
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref30
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref30
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref30
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref30
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref31
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref31
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref32
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref32
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref32
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref33
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref33
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref33
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref34
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref34
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref34
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref35
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref35
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref36
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref36
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref36
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref36
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref37
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref37
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref38
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref38
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref39
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref39
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref40
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref40
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref41
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref41
http://refhub.elsevier.com/S2352-3441(20)30231-4/sref41

	Orientation of Transverse Acetabular Ligament With Reference to Anterior Pelvic Plane
	Introduction
	Material and methods
	Results
	Discussion
	Conclusions
	Conflict of interests
	References


