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Background: Diagnosis and treatment for developmental dys-
plasia of the hip (DDH) varies greatly depending on condition
severity, age at diagnosis, and professional opinion. Little is
known about patient experiences across the globe. We aimed to
characterize global patient and caregiver experiences during
DDH care and to highlight patient-identified priorities.
Methods: We developed a cross-sectional survey in collabo-
ration with 7 DDH outreach organizations. DDH patients and/
or their caregivers (above 18 y old) were invited to complete an
international online survey about their experiences. Partici-
pants were recruited through web media of all collaborating
organizations. Data collection took place over 3 months. De-
scriptive statistics were used to analyze quantitative results.
Qualitative content analysis was used to categorize open-ended
responses.
Results: A total of 739 participants completed the survey, repre-
senting 638 (86.3%) parents/guardians of DDH patients, and 101
(13.7%) patients. Three hundred eighty-six (52.2%) participants

received diagnosis by 3 months of age; mean age of diagnosis was
15.96 months (90% confidence interval=12.04, 19.91). Of 211 par-
ticipants with family history of DDH, 68 (32.3%) did not receive
DDH screening. Of 187 patients born breech, 82 (43.9%) did not
receive DDH screening. In total, 36/94 (38.3%) participants with
both family history and breech birth did not receive DDH screening.
Most participants reported treatment (696/730, 95.3%), including
bracing (n=461) surgery (n=364), and/or closed reduction
(n=141). A total of 144 patients reported >1 surgery; 82 reported
>3 surgeries. Participants reported a range of 1 to 400 visits to
health care professionals for DDH care across 1 to 66 years. Lack of
information and resources on treatment practicalities and timelines,
along with emotional burden of diagnosis, were greatest challenges
reported.
Conclusion: Results demonstrate that DDH diagnosis and
treatment can pose significant burden on patients and caregivers.
Reliable public information is needed to support those affected.
Global educational efforts are needed to raise awareness of DDH
risk factors, signs, and symptoms among care providers, to in-
crease awareness and improve identification, screening, and
monitoring of at-risk children.
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Developmental dysplasia of the hip (DDH) is a com-
mon pediatric hip disorder with a wide spectrum of

severity. DDH has an incidence of ~6.6 of 1000 children in
Canada,1 and reported incidence of up to 1 in 100
internationally.2 Consequences of DDH include pain, hip-
replacement later in life, and general mobility issues af-
fecting quality of life.3 Diagnosis and treatment during
childhood varies greatly depending on severity, age at
diagnosis, and professional opinion.2

Screening and surveillance programs established for
DDH identification at early stages of presentation miti-
gate challenges that arise with later diagnosis; late diag-
nosis complicates clinical outcomes and quality of life.4–6

The Canadian Task Force on Preventative Healthcare,
regarding the screening and management of DDH in
newborns, considers diagnosis of DDH in an infant after
the age of 3 to 6 months to be delayed.7 We used the
3-month mark as our threshold for delay in our study, as
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opposed to a value within the 3 to 6 months period, as
earlier identification provides quicker referral to appro-
priate care and improved outcomes.

Unifying guidelines for DDH surveillance and
treatment2,8 were published in 2014 by the American Academy
of Orthopedic Surgeons, and adopted by the International Hip
Dysplasia Institute on a global scale.2,7,9 These guidelines
recommend screening for DDH at birth, with clinical hip
evaluation until a child is walking and close observation of
newborns presenting with clinical markers of DDH. Close
follow-up through imaging is recommended if potential for
DDH is recognized.2,8 These guidelines seek to standardize
diagnosis and treatment of DDH; however, implementation
varies greatly on a global scale with respect to patient pop-
ulations, accessibility and availability of resources.2,8

DDH treatments vary globally, but most common is
abduction therapy using supports such as the Pavlik
harness.7 In Canada, a typical patient diagnosed between
1 and 6 months with hip dysplasia in 1 hip undergoing
treatment may expect regular health care visits, potentially
on a weekly basis for a period of up to 18 weeks, yet this
varies even within Canada.10 Treatment experiences
across the globe remain unknown3 and every patient’s
treatment journey is unique. Characterizing global patient
experience and gaps in care delivery is a critical first step
to inform DDH practice guidelines that reflect patient
needs. Thus, further investigation of experiences of DDH
patients and their caregivers is needed. The objective of
this study was to help characterize patient and family
experiences across the globe during diagnosis and treat-
ment for hip dysplasia.

METHODS
All procedures were approved by the Research

Ethics Board at our institution. A cross-sectional survey
design was used for this study. We developed an interna-
tional online survey in collaboration with representatives
of 7 hip dysplasia outreach organizations (International
Hip Dysplasia Institute, Healthy Hips Australia, I’m A
HIPpy, Steps Charity Worldwide, DDH UK, Spica Life,
and Miles4Hips). The survey included quantitative and
qualitative questions to capture participant demographics
and experiences during DDH diagnosis, treatment, and
management. Questions were developed through con-
sultation with each organization to capture global data
where existing knowledge was lacking. The survey was
designed to explore a participant’s personal experiences
based on known risk factors and recommended care pro-
cesses across the world. The survey was offered in 2 mo-
dalities: a full-length comprehensive questionnaire and an
abbreviated version (Appendix A, Supplemental Digital
Content 1, http://links.lww.com/BPO/A344). Participants
chose which to complete based on their time and interest.

Participants were recruited online through email lists at
a pediatric tertiary care center, and web media of all col-
laborating organizations. Patients with DDH and caregivers
of patients with DDH were invited to participate. Partici-
pants were included if they were over 18 years old and

consented. Participants were excluded if they could not read
or write in English. Data were collected and managed using
REDCap electronic data capture tools11,12 hosted at our
center’s Research Institute. REDCap (Research Electronic
Data Capture) is a secure, web-based software platform
designed to support data capture for research studies.11,12

The survey link was available online for 3 months.
Descriptive statistics were used to analyze quantita-

tive results. Qualitative responses were randomly sampled
(n= 100 per question), and qualitative content analysis
was performed to categorize responses and identify
themes. Qualitative data were analyzed by 2 members and
cross-compared. Discrepancies were discussed with a third
team member until agreement was reached.

RESULTS
A total of 739 participants completed the survey (full,

n= 553; abbreviated, n= 186), representing 638 (86.3%)
parents/guardians of DDH patients, and 101 (13.7%) pa-
tients reporting their own experiences. Participants reported
hip dysplasia diagnosis in the right hip (n= 114/737, 15.5%),
left hip (n= 227/737, 30.8%) or both hips (n= 396/737,
53.7%). Most births took place at a hospital (n= 542/551,
98.4%); participants reported vaginal (n= 315/547, 57.6%)
or cesarean (n= 232/547, 42.4%) delivery, and 187/729
(25.6%) patients were born breech. Participants reported
receiving care in the same country as birth.

Age of diagnosis ranged from day of birth to
49 years (Table 1). Mean age of diagnosis was
15.96 months (90% confidence interval= 12.04, 19.91),
while median was 2 months. A total of 407/737 (55.2%)
patients reported receiving screening for hip dysplasia
through newborn hip check (n= 318), ultrasound
(n= 137), clinical assessment (n= 80), and/or x-ray
(n= 37). A total of 271/737 (36.8%) participants did not
receive any screening, and 59/737 (8.0%) were unsure.
Table 2 shows age of diagnosis, screening, and treatment
by country of birth.

Risk Factors
Participants reported on risk factors for hip dyspla-

sia. Swaddling experiences are described in Table 3.
Parents primarily learned about hip-healthy swaddling

TABLE 1. Patient Age at Developmental Dysplasia of the Hip
Diagnosis
Age N (%)

0.00-3.00 mo 386 (52.2)
3.01-12.00 mo 138 (18.7)
1.01-2.00 y 100 (13.5)
2.01-3.00 y 16 (2.2)
3.01-4.00 y 7 (0.9)
4.01-5.00 y 2 (0.3)
5.01-10.00 y 5 (0.7)
10.01-15.00 y 3 (0.4)
15.01-45.00 y 12 (1.6)
Over 45.00 y 2 (0.3)
Missing age data 67 (9.1)
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from online DDH organizations (n= 265), pediatricians
(n= 81), midwives (n= 26), and family doctors (n= 18).

A total of 187/729 (25.3%) patients were born in the
breech position, and 82/187 (43.9%) of these participants
reported that they did not receive screening for DDH. In
total, 211/728 (29.0%) participants reported a family his-
tory of hip dysplasia from the patient’s parent (n= 73),
cousin (n= 62), aunt/uncle (n= 50), sibling (n= 46),
grandparent (n= 19), and/or other relative (n= 27).
Table 4 describes participants with known family history.
Of 94 participants that reported both a known family
history and a breech birth, 36 (38.3%) reported that they
did not receive screening for DDH. For parents with
known family history who reported swaddling their child,
51/102 (50.0%) said they were unaware of hip-healthy
swaddling techniques at the time of their child’s birth.

Treatment
Most participants reported receiving treatment (696/

730, 95.3%). Only the full survey modality captured addi-
tional treatment details: 146/520 (28.1%) began treatment by
6 weeks, 106 (20.4%) by 3 months, 108 (20.8%) by 1 year,
and 106 (20.4%) began treatment after 1 year of age.
Treatments included bracing (n= 461) surgery (n=364),

and/or closed reduction (n= 141). Type of treatments based
on age of diagnosis are presented in Appendix B1 (Supple-
mental Digital Content 2, http://links.lww.com/BPO/A345).
For those who did not receive treatment, age of diagnosis
ranged from 1 week to 49 years.

Most common braces were the Pavlik harness
(n= 221), rhino cruiser (n= 152), and/or Denis Brown
brace (n= 50). Bracing duration varied, with reports of
fewer than 6 weeks (n= 37), 6 to 12 weeks (n= 102), 13 to
18 weeks (n= 56), > 18 weeks (n= 131), or an unknown
amount of time (n= 23). Surgeries were open reduction
only (n= 86), open reduction with femoral osteotomy
(n= 63) and/or open reduction with pelvic osteotomy
(n= 78). Age at first surgery varied widely (Appendix B2,
Supplemental Digital Content 2, http://links.lww.com/
BPO/A345). In total, 144 patients reported > 1 surgery;
82 of these participants reported 3 or more surgeries. One
participant reported 41 surgeries and procedures (eg, pin
removal) over 22 years of treatment.

Participants visited multiple health professio-
nals, including orthopaedic surgeons (n= 653), family
doctors (n= 265), pediatricians (n= 302), physical
therapists (n= 208), occupational therapists (n= 66), chi-
ropractors (n= 30), and/or massage therapists (n= 16).
Participants estimated their number of visits to health care
providers across for DDH care and timespan of these
visits (Fig. 1). Number and timespan of visits differed
based on age at diagnosis (Table 5).

Family Experiences
Participants responded to open-ended questions de-

scribing what they found most challenging and most
helpful during care. Participants noticed there was some-
thing wrong in themselves (eg, pain) or their child (eg,
unusual gait), and sought care accordingly. Yet, many
reported needing to visit multiple health care professionals
before assessment was pursued: “[we] were ignored and
were told it was growing pains”. This postponed diagnosis
and affected families emotionally: “that was most difficult,
knowing something was wrong yet no one was doing any-
thing”. Others described early diagnosis after standard
screening, with quick action from care providers.

Lack of information and resources from health care
providers was the biggest challenge for most participants.
They described significant difficulty adjusting to braces,
harnesses, and casts, with little guidance. Participants
lacked practical information such as where to find ap-
propriate clothing, furniture and car seats, and how to
breastfeed or change diapers for children undergoing
treatment. “I didn’t know anything about the harness…
simple things like her clothes would no longer fit”. Emo-
tional burden and shock were also challenges. Participants
reported uncertainty and worry surrounding treatment
types, outcomes, and timelines. “[We were] not aware
after initial treatment we had to continue with yearly
checks. We were cleared at 7 months then diagnosed at
19 years requiring surgery”.

Nearly all participants identified online information
and support communities as most helpful, along with

TABLE 2. Country of Birth and Differences in Age at Diagnosis,
Screening, and Treatment for Developmental Dysplasia of the
Hip Patients
Variables Country of Birth, n (%)

Total
Responses UK Australia USA Canada Other

N (%) 267 (36.1) 201 (27.2) 168 (22.7) 46 (6.2) 55 (7.4)
Age of diagnosis
0-3 mo 124 (46.4) 125 (62.2) 92 (54.8) 21 (45.7) 24 (43.6)
> 3mo 116 (43.4) 66 (32.8) 57 (33.9) 21 (45.7) 24 (43.6)
Missing data 27 (10.1) 10 (5.0) 19 (11.3) 4 (8.7) 7 (12.7)

Received screening
No 114 (42.7) 63 (31.3) 52 (31.0) 20 (43.5) 22 (40.0)
Yes 137 (51.3) 127 (63.2) 96 (57.1) 22 (47.8) 24 (43.6)
Unknown 16 (6.0) 11 (5.5) 20 (11.9) 4 (8.7) 9 (16.4)

Received treatment
No 9 (3.4) 11 (5.5) 4 (2.4) 4 (8.7) 6 (10.9)
Yes 252 (96.6) 189 (94.5) 163 (97.0) 42 (91.3) 49 (89.1)
Missing data 6 (2.2) 1 (0.5) 1 (0.6) 0 0

TABLE 3. Parent’s Use and Knowledge of Hip-healthy
Swaddling Techniques

Variables
Yes,
n (%)

No,
n (%)

Unknown/
Missing,
n (%)

Swaddled their child (developmental
dysplasia of the hip patient) as a
baby

319 (43.7) 360 (49.3) 51 (7.5)

Aware of hip healthy swaddling
techniques at time of child’s birth

237 (35.4) 432 (64.6) 70 (9.5)

If not aware at the time of birth
(n= 432), aware of hip healthy
swaddling techniques now

323 (74.8) 109 (25.2) 0

Total aware now (n= 739) 560 (75.8) 109 (14.7) 70 (9.5)
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support from specialists when available. They relied on
these resources for emotional support, to relate to expe-
riences of others, and to clarify unanswered questions.
“Without [online organizations], I wouldn’t have known
where to start”. Some participants also turned to nurses or
community health workers for additional support that
specialists could not provide.

DISCUSSION
Our study highlights the variable experiences of pa-

tients and caregivers across diagnosis and treatment for
hip dysplasia even within the same countries, as a first step
to formally understand burden of the disease from the
family perspective. We found substantial variation in
age, number of visits to health care providers, timespan of
care, and type and duration of treatments. Despite

variation, our results demonstrate that DDH diagnosis
and treatment can pose significant burden on patients and
caregivers, necessitating multiple surgeries and proce-
dures, many health care visits, and lengthy care duration.
These findings underscore the worry and uncertainty that
many participants reported.

Family history of hip dysplasia, breech birth, swad-
dling, and female sex are known risk factors for DDH.5

Despite reporting risk factors, many participants still re-
ceived diagnosis after 3 months of age, and many reported
they did not receive screening. These findings highlight po-
tential knowledge gaps, where health care providers may be
unaware of DDH risk factors that necessitate monitoring or
screening,2 or gaps in resources where at-risk children are
unable to receive recommended care. Participants identified
another important issue: dismissal of patient concerns by
health care professionals. This phenomenon has been docu-
mented across many medical disciplines; physician commu-
nication and listening skills are repeatedly highlighted by
patients as critical components of establishing a trusting
rapport with their healthcare provider.13,14 Together, these
results emphasize the importance of global knowledge
translation activities and educational efforts to raise aware-
ness of DDH risk factors, signs, and symptoms among pri-
mary care providers, to increase physician awareness and
improve identification, screening, and monitoring of at-risk
children.

Most participants received treatment. Patients may
not have received treatment due to mild diagnoses un-
dergoing observation, very late diagnosis in adulthood
and awaiting surgery, or awaiting first treatment at time of
survey.15 Participants who reported diagnosis before

TABLE 4. Risk Factors and Diagnosis Processes for Participants
With Family History of Hip Dysplasia (n=211)
Age of Developmental
Dysplasia of the Hip
Diagnosis

0-3 mo,
n (%)

> 3 mo,
n (%)

Missing
Data, n (%)

N (%) 121 (57.3) 68 (32.2) 22 (10.4)
Variables No Yes Unknown
Swaddled as a baby 93 (44.1) 102 (48.3) 16 (7.6)
Parent was aware of

hip-healthy swaddling
at time of child’s birth

116 (55.0) 75 (35.5) 20 (9.5)

Born in breech position 164 (77.7) 47 (22.3) 0
Received screening 68 (32.2) 129 (61.4) 13 (6.2)
Referred to orthopaedic

specialist
29 (18.5) 128 (81.5) 54 (25.6)

FIGURE 1. A and B, Number and timespan of visits to health care providers. Timespan of visits is reported in years.
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3 months old more often reported treatment with bracing
only or with bracing and closed reduction only, compared
to those with delayed diagnosis. Bracing is often the first
line of treatment for uncomplicated cases, especially in
infants below 6 months of age, as it is less invasive, and
use during a less-mobile developmental period results in
high success rate.16 Conversely, participants were more
likely to report surgical management for older patients.
Complications from surgery can be serious, and surgical
intervention is typically used when nonoperative tech-
niques are unsuccessful or due to decreased efficacy of
bracing in older children.17 Our findings align with exist-
ing knowledge that later diagnosis may require more in-
vasive treatments.4–6 Participant-reported age at first
surgery suggests a lapse between diagnosis and surgery
where other treatment options were employed.17

Participants reported knowing little about DDH
before diagnosis, and burden of navigating treatments on
their own while relying on online resources. Thus, our
results suggest knowledge translation efforts among the
public and new parents are needed to address the reported
emotional shock and lack of knowledge throughout di-
agnosis and care. Others have reported similar needs,
emphasizing educational resource development.18,19

Global Relevance
Most countries represented in our survey have national

medical guidelines to inform screening and treatment for
DDH. These countries are well-positioned to identify and
treat patients early in life, and host well-known online out-
reach organizations. Despite this, our results suggest that hip
dysplasia can still be a significant burden on patients and
caregivers. Experiences of patients in developing countries or
regions without large outreach groups were under-
represented; it is plausible that these patients may feel even
greater burden of the condition due to limited medical re-
sources and community supports. Thus, our findings cannot
be generalized beyond a “westernized” health care context.

The international uptake of this survey, and the
willingness of most participants to complete the long
version, demonstrates significant engagement of patients
and families across DDH communities. Collaboration of 7
outreach organizations to help design and share this sur-
vey is an unprecedented approach in hip dysplasia that
catalyzed further collaborative efforts and formation of a
Knowledge Translation Advisory Board to advise and
inform research priorities for an international multicenter
registry. We captured significant challenges in regards to

treatment with braces/harnesses, and the group has
already begun formal investigation of parent experiences
with braces to inform development of a better solution.

Limitations
This study has several limitations. Recall bias is a factor

as we relied on self-reported experiences over many years;
many participants were patients reporting their own experi-
ences across the lifespan. Notably, self-reported screening
could reflect participant misconceptions of screening processes
rather than actual practice. Furthermore, patients diagnosed
in late adolescence/adulthood are sometimes considered to
have a different condition; we were unable to quantify which
participants had issues during childhood without diagnosis in
comparison to those with later presenting issues. We also did
not capture severity of hip dysplasia diagnosis and were un-
able to differentiate between hip dysplasia and full dislocation.
We offered an abbreviated survey, so not all data points were
collected for each participant, notably on types of surgeries,
which can indicate treatment invasiveness. Thus, some sam-
ples were small and differences were not powered to assess
significance. Selection bias may be another limitation, as
participants with eventful or burdensome experiences may
have been more likely to participate. Patients with bilateral
hip dysplasia were over-represented in our sample, at 53.7%,
compared to typical incidence of <40%.20 Our sample pri-
marily represented developed nations; results cannot be gen-
eralized beyond a westernized health care context. Larger-
scale epidemiologic studies are needed to capture treatment
experiences with hip dysplasia on a global scale. Finally, this
study did not include a formal quality of life measure; further
studies involving validated quality of life measures are needed
to fully characterize burden of developmental hip dysplasia
across the lifespan.

CONCLUSIONS/FUTURE DIRECTIONS
It is clear that pediatric hip dysplasia can impose a

large burden of disease, and families identified substantial
gaps in their own needs and what is presented by health care
providers. As such, global knowledge translation activities
are needed to raise awareness of DDH risk factors, signs,
and symptoms among care providers, to increase awareness
and improve identification, screening, and monitoring of at-
risk children. Our findings are the necessary first step to
inform development and implementation of these activities.
Physicians and medical societies can work alongside DDH
outreach organizations to develop reliable educational re-
sources and better utilize existing resources that provide

TABLE 5. Differences Between Number and Timespan of Visits (Years) to Health Care Providers Based on Age at Developmental
Dysplasia of the Hip Diagnosis

Age at Diagnosis, Mean (SD)

Variables 0-3 mo > 3 mo Mean Difference; P 90% CI

No. visits with health care providers 17.01 (21.1) 20.76 (41.5) −5.61, −1.77; 0.001 15.92, 20.44
Timespan of visits (y) with health care providers 3.17 (5.45) 5.63 (9.43) −2.92, −2.00; < 0.001 4.04, 5.14

CI indicates confidence interval.
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support to the public. Patient and caregiver priorities must
be at the center these efforts.

REFERENCES
1. Pollet V, Percy V, Prior HJ. Relative risk and incidence for

developmental dysplasia of the hip. J Pediatr. 2017;181:202–207.
2. Mulpuri K, Song KM, Goldberg MJ, et al. Detection and nonoperative

management of pediatric developmental dysplasia of the hip in infants
up to six months of age. J Am Acad Orthop Surg. 2015;23:202–205.

3. Study Group I, Schaeffer EK, Mulpuri K. Study Group I.
Developmental dysplasia of the hip: addressing evidence gaps with
a multicentre prospective international study. Med J Aust. 2018;
208:359–364.

4. Kennedy JW, Brydone AS, Meek DR, et al. Delays in diagnosis are
associated with poorer outcomes in adult hip dysplasia. Scott Med J.
2017;62:96–100.

5. Alsaleem M, Set KK, Saadeh L. Developmental dysplasia of hip:
a review. Clin Pediatr (Phila). 2015;54:921–928.

6. Ilfeld FW, Westin GW, Makin M. Missed or developmental
dislocation of the hip. Clin Orthop. 1986;203:276–281.

7. Patel H. Canadian Task Force on Preventative Health Care. Preventive
health care, 2001 update: Screening and management of developmental
dysplasia of the hip in newborns. CMAJ. 2001;164:1669–1677.

8. American Academy of Orthopaedic Surgeons. Detection and non-
operative management of pediatric developmental dysplasia of the
hip in infants up to six months of age. 2014. Available at: www.aaos.
org/globalassets/quality-and-practice-resources/pddh/pediatric-develop
mental-dysplasia-hip-clinical-practice-guideline-4-23-19.pdf. Accessed
August 7, 2020.

9. International Hip Dysplasia Institute. New guidelines for evaluation
and referral of DDH. 2017. Available at: https://hipdysplasia.org/
news/latest-news/new-guidelines-for-evaluation-and-referral-of-ddh/.
Accessed August 7, 2020.

10. International Hip Dysplasia Institute. Planning treatment for children.
2017. Available at: https://hipdysplasia.org/developmental-dysplasia-
of-the-hip/planning-treatment-for-children/. Accessed August 7, 2020.

11. Harris PA, Taylor R, Thielke R, et al. Research electronic data
capture (REDCap): a metadata-driven methodology and workflow
process for providing translational research informatics support. J
Biomed Inform. 2009;42:377–381.

12. Harris PA, Taylor R, Minor BL, et al. The REDCap consortium:
Building an international community of software platform partners.
J Biomed Inform. 2019;95:103208.

13. Jagosh J, Donald Boudreau J, Steinert Y, et al. The importance of
physician listening from the patients’ perspective: enhancing diag-
nosis, healing, and the doctor–patient relationship. Patient Educ
Couns. 2011;85:369–374.

14. Thom DH. Stanford Trust Study Physicians. Physician behaviors
that predict patient trust. J Fam Pract. 2001;50:323–328.

15. Shaw BA, Segal LS. Section on orthopaedics. Evaluation and referral
for developmental dysplasia of the hip in infants. Pediatrics. 2016;
138:e20163107.

16. Ömeroğlu H, Köse N, Akceylan A. Success of pavlik harness
treatment decreases in patients ≥ 4 months and in ultrasono-
graphically dislocated hips in developmental dysplasia of the hip.
Clin Orthop. 2015;474:1146–1152.

17. Kotlarsky P, Haber R, Bialik V, et al. Developmental dysplasia of
the hip: What has changed in the last 20 years?World J Orthop. 2015;
6:886–901.

18. Yang J, Ragen E, Goldstein RY. Less than half of pediatricians
educate parents of newborns on risks and benefits of swaddling. Acad
J Pediatr Neonatol. 2018;6:5.

19. Ali MK, Kamachi DKK, Burton R, et al. Dysplasia of the hip in
children-earlier referrals: a key for better outcomes. Int J Contemp
Pediatr. 2016;3:784–787.

20. Loder RT, Skopelja EN. The epidemiology and demographics of hip
dysplasia. ISRN Orthop. 2011;2011:238607.

J Pediatr Orthop � Volume 41, Number 6, July 2021 Global Patient and Caregiver Experiences With DDH

Copyright © 2021 The Author(s). Published by Wolters Kluwer Health, Inc. www.pedorthopaedics.com | e397

http://www.aaos.org/globalassets/quality-and-practice-resources/pddh/pediatric-developmental-dysplasia-hip-clinical-practice-guideline-4-23-19.pdf
http://www.aaos.org/globalassets/quality-and-practice-resources/pddh/pediatric-developmental-dysplasia-hip-clinical-practice-guideline-4-23-19.pdf
http://www.aaos.org/globalassets/quality-and-practice-resources/pddh/pediatric-developmental-dysplasia-hip-clinical-practice-guideline-4-23-19.pdf
https://hipdysplasia.org/news/latest-news/new-guidelines-for-evaluation-and-referral-of-ddh/
https://hipdysplasia.org/news/latest-news/new-guidelines-for-evaluation-and-referral-of-ddh/
http://https://hipdysplasia.org/developmental-dysplasia-of-the-hip/planning-treatment-for-children/
http://https://hipdysplasia.org/developmental-dysplasia-of-the-hip/planning-treatment-for-children/

