
Preserving the hip joint to delay 
arthroplasty has become more 
common, and several surgical pro-
cedures have demonstrated pain 
relief and improved function. A 
panel of surgeons shared their per-
spectives and expertise on hip joint 
preservation at the 2011 AAOS 
Annual Meeting in San Diego.

It starts with the diagnosis
Successful treatment depends on an 
accurate diagnosis, but little con-
sensus exists on how to conduct an 
examination, said Bryan T. Kelly, 
MD, of the Hospital for Special 
Surgery. Noting that the origin of 
hip pain can be difficult to identify, 
he said the clinician must first dis-
tinguish between intra- and extra-
articular pain (Table 1). 

The history should note the 
mechanism and duration of pain; 
aggravating activities; clicking, 
catching, and locking; previous sur-
gery; and physical therapy. Passive 
range of motion in the standard 
hip categories should be checked. 

“Internal rotation at 90 de-
grees of flexion tells us a lot—not 
only about the mechanics of the 
joint but also about its functional 
capacity,” Dr. Kelly said. “Most 
activities, whether for athletics or 
activities of daily living, require a 
certain degree of rotation. Without 
that, the joint will sustain a direct 
impaction injury, or some kind of 

secondary compensatory problem 
will develop.”

The impingement test is used to 
identify areas of contact or  
motion-induced conflict between 
the anterior aspect of the hip and 
the socket; this occurs with flexion, 
adduction, and internal rotation. 
But impingement also occurs in 
other sites, and straight flexion  
is probably the second most  
common provocative position for 
pain. 

The exam should also test for 
trochanteric pain, instability, pos-
terior impingement, strength, and 
palpation pain, as well as measure 
the peritrochanteric space.

The comprehensive examina-
tion looks at five points for the five 
body positions of standing, sitting, 
supine, lateral, and prone. For ex-
ample, the standing examination 
incorporates general stature, gait, 
spinal and pelvic alignment, and 
the Trendelenburg test; the supine 
examination includes passive range 
of motion, strength, pain with 
palpation, groin injury, and special 
tests. Similar measures are taken 
for the sitting, lateral, and prone 
positions. Diagnostic tests should 
be ordered as appropriate.

“The location and quality of 
the pain should correspond to the 
mechanics of the joint and primary 
and secondary injury patterns,”  
Dr. Kelly said. “If they do, then 
correcting the mechanical problem 
and addressing the subsequent  
injuries should lead to a good  
outcome.”

FAI tips
Michael Leunig, MD, reviewed the 
primary considerations in surgical 
dislocation to treat femoroacetabu-
lar impingement (FAI) and strate-
gies to avoid or manage common 
complications.

Surgical dislocation, which was 
introduced around 1990, enables 
the performance of safe intracapsu-
lar procedures within the hip and 
the identification of FAI. Although 
less invasive approaches such as 
arthroscopy have partially replaced 
surgical dislocation, this open pro-
cedure remains useful for address-
ing complex deformities,  
Dr. Leunig said.

He identified the following 

absolute indications for surgical 
dislocation:
•   global overcoverage
•   severe retroversion
•   posterolateral cam FAI (which 

cannot be reached by an anterior 
approach)

•   a combined intra- and extra-
articular impingement (because 
an intracapsular procedure is not 
sufficient)

•   the need for intra-articular  
procedures

Relative indications that may 
be managed with less invasive tech-
niques include anterior-superior 
cam deformities, laxity, and mild 
osteoarthritis. Contraindications 
include inability to identify the 
presence of an anatomic deformity, 
nonmechanical disease, and high-
grade osteoarthritis.

During surgery, “respecting the 
medial femoral circumflex artery 
(MFCA) is key to a safe disloca-
tion procedure,” said Dr. Leunig, 
because this artery is the primary 
source of vascularity to the femoral 
head. He noted that the obtura-
tor externus muscle protects the 
MFCA from overstretching. “So  
as long as this muscle is intact, 
problems with perfusion will not 
occur.”
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	 Table	1:		Disorders	of		
the	hip

Intra-articular	disorders	

•  labral tears

•  chondral injury

•  ligamentum teres tears

•  femoroacetabular impingement

•  synovitis

•  loose bodies

•  tumors

Extra-articular	disorders	

•  capsular problems

•  snapping hip

•  lateral hip pain

•  pubic pain

•  tendinitis

•  nerve avulsion injuries

•  nerve compression

	 Table	2:		Hip	surgery:	Potential	problems	and		
management	strategies

Problem	 Strategy

Insufficient exposure Enlarge the incision and follow correct 
 retractor placement steps

Heterotopic ossification Atraumatic execution and use of correct 
 instruments

Suspected surgical muscle damage  Two weeks of antibiotic prophylaxis

Trochanteric irritation from screws Tell the patient before surgery that  
 screws might be removed 4 to 6 months  
 after surgery

Trochanteric nonunion Refix or avoid with a step-and-ridge cut  
 osteotomy

Underresection Avoid by using spherical templates for  
 the femoral head

Overresection Follow the patient closely; if  
 symptomatic, advise the patient about  
 acetabular redirection

See JOINT PRESERVATION, page 8

Tips offered for diagnosis, FAI, PAO
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