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Femoroacetabular Impingement as a cause of hip 
pain and dysfunction

• FAI now well established as a cause of hip pain and disability

• Cam resection and labral repair have led to improvements in symptoms and hip 
range of motion (Kelly AJSM 2012, Byrd CORR 2009)

• Symptoms and hip range of motion influenced by other factors aside from 
presence and size of cam lesion



What is the Acetabular 
Labrum?

• The labrum is a fibrocartilagious
structure similar to the meniscus 
and shoulder labrum

• The labrum is vascularized and 
does demonstrate potential to 
heal following repair

• Meniscal repair healing times 
frames
• 2 wks fibrin clot
• 5 wks mensical regeneration
• 10 wks complete healing 

• Arnoczky SP and 
Warren RF.  AJSM.  
1983



Acetabular Labrum

• Deepens the socket 
allowing for greater 
coverage of the femoral 
head (≈21%)

• Provides a fluid seal for 
the hip joint

• Joint stability
• Shock absorber
• Pressure distributor
**Most common area of 

injury  is at the 
capsulolabral junction

Parvizi J, Leunig M, Ganz R. JAAOS  2007.
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Open Surgery Arthroscopy

Pincer Impingement

Ganz et al. CORR 2003.
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The Difficulty with Hip Preservation Surgery…

Intraoperative recognition, exposure, and adequate 
resection of  the offending osseous lesions is very 
challenging even in experienced hands….



Clinical Assessment 
for FAI/Labral Tears 

(FADIR)



Imaging
• Plain radiographs:

• Standing AP Pelvis
• 45 degree dunn lateral
• False profile

• MRI/A
• +/- Diagnostic Injection
• Pain Log

• 3-D CT
• Radiation concerns
• Is helpful in planning



MRI v. MRA?
MRI:

Useful for evalutation of associated pathology

AVN

Stress fx

Muscle strain/tendon injury

MRA and MRI can miss labral tears up to 20-30% of the

time

Use of dye can be painful and obscure soft tissue

injuries

Consider arthrogram in revision situation

Helpful to evaluate capsule and for adhesions





Arthroscopic OR Set-Up
• Hip Traction

• Limit to 2 hrs
• Pudendal/Sciatic 

Palsy
• Perineal Post

• No longer needed
• Boots
• Fluoroscopy



Hip Arthroscopy: 
Anatomy

• Need 9-10 mm of joint distraction 
to safely enter joint

• Tactile feel to joint entrance: short 
or long capsule penetration



Hip Arthroscopy- Portal Placement
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EXPOSURE

• T limb to 
capsulotomy
enhances 
visualization in the 
peripheral 
compartment.

• Must repair the 
capsule if employing 
this technique

• Capsular closure is a 
technical challenge



Femoral Osteochondroplasty

• Assessment of 
CAM 
osteochondropla
sty

• Visually: rotate 
the lens and 
camera to obtain 
feedback of the 
restoration of 
offset

• Dynamic exam
• 45 deg: ER à

IR
• 90 deg: ER 

à IR
• Fluoroscopy



Key selling points

What	makes	HipCheck a	great	tool?
• Planning	done	prior	to	the	case	can	be	easily	
brought	into	the	case	(HipMap).
• Resection	of	CAM	lesions	can	be	measured
• The	resection	checklist	is	a	helpful	tool	for	
the	resection	of	the	full	3D	volume	using	
only	2D	images.
• The	review	screen	allows	side-by-side	
comparison	of	pre-resection	and	post-
resection	shots	in	each	position	so	the	
surgeon	can	review	his/her	work

Review screen

Before	completing	a	
case,	the	review	screen	
can	be	used	to	give	a	
side-by-side	comparison	
of	the	pre-resection	and	
post-resection	shots	
taken.

If	the	surgeon	
determines	that	
additional	resection	is	
needed,	he	or	she	can	
return	to	the	case.



Capsular Closure

• There are at least 3 reported cases 
of iatrogenic hip dislocation after 
arthroscopy
• This is likely significantly under-

reported
• Many have likely seen  

microinstability without frank 
dislocation
• The IFL does a job…



Further Evidence to Support Closure

• The hip capsule DOES NOT 
ALWAYS heal

• If it does heal by secondary 
intention..is the tissue any 
good?

• If it doesn’t heal you are set 
up for instability issues
• Even if they are MICRO

• Capsular repair in these 
cases can lead to decreased 
pain and improved 
mechanics Video courtesy of S. Aoki, MD



1. Recess Rim 
a. Detach labrum/utilize burr 
b. Leave chondrolabral

junction intact
a. Work behind labrum
b. “undercut”

2. Place Anchors
a. Close to rim, not into joint

3. Secure Labrum

PINCER



Pincer Resection
Labral Takedown vs. No Takedown?



Arthroscopic Acetabuloplasty and Labral
Refixation Without Labral Detachment

John M. Redmond,* MD, Youssef F. El Bitar,* MD, Asheesh Gupta,* MD,
Christine E. Stake,* MA, and Benjamin G. Domb,*y MD
Investigation was performed at American Hip Institute, Westmont, Illinois, USA

Background: Arthroscopic acetabuloplasty was initially described with detachment of the labrum to access the acetabular rim for
resection, followed by labral refixation. Recent technical improvements have made it possible to perform acetabuloplasty and
labral refixation without labral detachment when the chondrolabral junction is intact.

Purpose: To compare outcomes for patients undergoing arthroscopic acetabuloplasty and labral refixation without labral detach-
ment (study group), as well as compare this with a group of patients who underwent acetabuloplasty with labral refixation and
labral detachment (control group) with a minimum 2-year follow-up.

Study Design: Cohort study; Level of evidence, 3.

Methods: During the study period, data were prospectively collected on all patients treated with hip arthroscopy. Inclusion cri-
teria for the study group were acetabuloplasty and labral refixation without detachment, performed in cases with an intact chon-
drolabral junction. Patients were then compared with a control group of patients who had acetabuloplasty with labral detachment
and refixation. All patients were assessed pre- and postoperatively using 4 patient-reported outcome (PRO) measures and a visual
analog scale (VAS) for pain, as well as monitored for revision surgery.

Results: In the study group, the preoperative to postoperative score changed from 64.2 to 86.6 for modified Harris Hip Score
(mHHS), 60.5 to 83.8 for Nonarthritic Hip Score (NAHS), 65.3 to 87.3 for Hip Outcome Score–Activity of Daily Living (HOS-
ADL), 45 to 75.1 for Hip Outcome Score–Sport-Specific Subscale (HOS-SSS), and 5.7 to 2.6 for VAS. In the control group, the
preoperative to postoperative score changed from 61.2 to 84.4 for mHHS, 59 to 84 for NAHS, 62.7 to 86.2 for HOS-ADL, 40.1
to 74.1 for HOS-SSS, and 6.3 to 2.8 for VAS. There was no difference between preoperative and postoperative PRO scores.
The preoperative VAS score was lower in the study group than in the control group (P = .04). The control group demonstrated
larger mean preoperative anterior center edge angles (ACEA) (33.8! vs 29.5!) and mean alpha angles (60.5! vs 53.5!) than the
study group (P \ .05). There was no statistically significant difference in the change in PRO or VAS scores between groups.
Both groups demonstrated significant improvement from preoperative to 2-year follow-up for all 4 PRO scores (P \ .05) and
decrease in VAS (P \ .05). One patient in the study group converted to total hip arthroplasty. Seven patients underwent revision
hip arthroscopy in the study group, and 8 patients in the control group underwent revision hip arthroscopy. There was no differ-
ence in revision rates between groups.

Conclusion: Treatment of pincer- and combined-type impingement with arthroscopic acetabuloplasty and labral refixation with-
out detachment, when possible, resulted in similar patient outcomes compared with acetabuloplasty with labral detachment. We
may conclude that in cases where the chondrolabral junction remains intact, acetabuloplasty and labral refixation without detach-
ment is a viable option.

Keywords: femoroacetabular impingement; labral repair; labral refixation; acetabuloplasty; hip labrum; pincer impingement; hip
arthroscopy; labral takedown; labral detachment

Femoroacetabular impingement (FAI) is now widely recog-
nized as a source of hip disorders and a precursor to oste-
oarthritis.14,20,21,28 Beck et al1 and Ganz et al14 described
2 distinct forms of FAI: pincer-type impingement and
cam-type impingement. Both forms of FAI result in abnor-
mal repetitive contact between the femoral head and neck

junction with the acetabular rim, which ultimately may
lead to accelerated degenerative changes in the hip joint.1

The labrum appears to have several important func-
tions in the hip joint; these include joint stability, load
bearing, synovial fluid regulation, and maintenance of
the suction seal.9-12 Ferguson et al9 demonstrated the
labrum maintains a synovial fluid seal, which maintains
hydrostatic pressure in the hip joint. When the labrum is
resected, the pressure gradient is disturbed due to leakage
of fluid outside the hip joint and may lead to abnormal con-
tact pressure.11 Therefore, it stands to reason, when
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Arthroscopic acetabuloplasty without labral
detachment for focal pincer-type impingement:

a minimum 2-year follow-up
Fernando M. Comba, Pablo A. Slullitel*, Pedro Bronenberg, Gerardo Zanotti,

Martin A. Buttaro and Francisco Piccaluga

Hip Surgery Unit, Carlos E. Ottolenghi, Institute of Orthopaedics, Italian Hospital of Buenos Aires, 4247 Potosi St., Buenos Aires 1199, Argentina
*Correspondence to: P. A. Slullitel. E-mail: pablo.slullitel@gmail.com
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A B S T R A C T
In order to access and resect the acetabular rim, arthroscopic acetabuloplasty was described with labral detachment.

When the chondrolabral junction remains intact, acetabuloplasty and labral refixation can be performed maintaining an
unharmed labrum. We aimed to evaluate the outcome of a group of patients treated with arthroscopic acetabuloplasty
without labral detachment. During the study period, we retrospectively analysed 44 patients with pincer-type o com-
bined impingement and an intact chondroblabral junction, with an average follow-up of 32 months (range: 27–38). We
excluded patients with isolated CAM-type impingement and previous hip pathology. Radiographs were analysed to de-
fine impingement and classify grade of osteoarthritis. Clinical evaluation consisted of pre-operative and post-operative
modified Harris hip score (mHHS) and WOMAC as well as post-operative visual analogue scale (VAS) of pain and
satisfaction. Reoperations were considered surgical failures for purposes of survival analysis. Mean mHHS changed
from 51.06 (SD 4.81) pre-operatively to 84.97 (SD 12.79) post-operatively. Pre-operative WOMAC was 29.18 (SD 8)
and post-operative, 13.10 (SD 11). Post-operative VAS was 7.5 and 2.27 for satisfaction and pain, respectively. When
comparing patients with Tönnis 0 to those with Tönnis 1, the former showed better results regarding post-operative
mHHS (89.9 s versus 77.85, P¼ 0.03), pain VAS (1.5 versus 6.3, P¼ 0.03) and satisfaction VAS (8.2 versus 6.3,
P¼ 0.01). Survival was 100% at 24 months and 76% at 40 months (95% CI: 35–98%). Arthroscopic acetabuloplasty
without labral detachment achieved good clinical outcomes. Slight degenerative changes on radiographs correlated with
poorer clinical outcomes.

I N T R O D U C T I O N
Hip labral pathology has been acknowledged as a common
cause of persistent hip pain and dysfunction [1]. Usually, la-
bral tears are non-traumatic and conceived in the context of
femoroacetabular impingement (FAI) or hip instability. FAI
is known to be one of the main causes of osteoarthritis, rather
than abnormal contact between the femoral head and the
anterosuperior rim of the acetabulum [2, 3]. Two patterns of
FAI have been described; CAM-type FAI as a result of loss of
the femoral head sphericity or the head-neck junction offset
and pincer-type impingement when there is focal or global
acetabular overcoverage [4, 5]. Likewise, both patterns can
coexist originating a combined impingement.

Sole pincer-type impingement occurs frequently in women
population [6]. Global overcoverage arises in cases of coxa
profunda or protrusio acetabuli, producing extensive labral
damage; whereas focal rim overcoverage appears when a
linear overhang exists at the antero-superior edge of the
acetabulum [5, 7], with a normal relationship between the
anterior and posterior walls distally. Additionally, in cases
of genuine retroversion, impingement at the cephalad por-
tion of the acetabular rim befalls at a lower range of mo-
tion. Arthroscopic treatment of focal pincer consists of
resecting the surplussed rim at the antero-superior acetabu-
lar area, previously described as zones 2 and 3 by
Ilizaliturri et al. [8].

VC The Author 2017. Published by Oxford University Press.
This is an Open Access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (http://creativecommons.org/licenses/by-
nc/4.0/), which permits non-commercial re-use, distribution, and reproduction in any medium, provided the original work is properly cited. For commercial re-use,
please contact journals.permissions@oup.com
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Be CAREFUL on the RIM
12 cadaveric hips

The average pre-resection lateral CE 
angle was 33.8 Anterior center edge 
angle decreases by a factor of 2.1 
when compared to lateral CE angle. 

The lateral CE angle decreases by 
approximately 1 degree (0.9) per 
millimeter of rim recessed.

The anterior CE angle decreases by 
approximately 2 degrees (1.8) per 
millimeter of rim recessed. 

Once 7.5mm of rim had been 
recessed, 3 out of 12 (1/4) specimens 
had a lateral CE angle less than 20 
degrees, while 6 out of 12 (1/2) had 
anterior CE angles less than 20 
degrees.



Iatrogenic Instability
Systematic Review

Hip Dislocation or Subluxation After Hip
Arthroscopy: A Systematic Review

Neil L. Duplantier, M.D., Patrick C. McCulloch, M.D., Shane J. Nho, M.D.,
Richard C. Mather III, M.D., Brian D. Lewis, M.D., and Joshua D. Harris, M.D.

Purpose: To determine patient- and surgery-specific characteristics of patients sustaining postarthroscopic hip dislocation
or subluxation. Methods: A systematic review of multiple medical databases was registered with PROSPERO and
performed using Preferred Reporting Items for Systemic Reviews and Meta-Analysis guidelines. Level I to IV clinical
outcome studies reporting the presence of hip dislocation or subluxation after hip arthroscopy were eligible. Length of
follow-up was not an exclusion criterion. All patient- and surgery-specific variables were extracted from each, specifically
evaluating osseous morphology and resection details; labral, iliopsoas, ligamentum teres, and capsular management;
generalized ligamentous laxity; instability direction and mechanism; management; and outcome. Study authors were
individually contacted to assess most recent outcome. Results: Ten articles with 11 patients were analyzed (mean patient
age: 36.6 ! 12.3 years). There were 9 hip dislocations and 2 subluxations. Mean time between surgery and dislocation was
3.2 ! 4.0 months (range: recovery room to 14 months). Anterior was the most frequent dislocation direction (8 cases).
Acetabular undercoverage (preoperative dysplasia or iatrogenic rim over-resection) was observed in 5 cases. Labral
debridement was performed in 5 cases, iliopsoas tenotomy in 3 cases, and ligamentum teres debridement in 1 case. A “T”
capsulotomy was created in 1 case (isolated interportal in other 10 cases). Capsular closure was performed in 2 cases (both
interportal). Generalized ligamentous laxity was diagnosed in 1 case. A combination of external rotation and extension
was observed in 5 of the 6 cases reporting the mechanism of anterior dislocation. Four cases were successfully treated with
closed reduction; 4 required total hip arthroplasty; and 3 required revision capsulorrhaphy. Conclusions: Postarthro-
scopic hip instability was observed in patients with acetabular undercoverage (including iatrogenic resection), labral
debridement, capsular insufficiency, or iliopsoas tenotomy. Most dislocations were anterior, occurring with hip extension
and external rotation. Level of Evidence: Level IV, systematic review of Level IV studies.

Arthroscopic hip surgery has a steep and well-
documented learning curve, associated with both

preoperative decision-making and intraoperative

surgical technique.1-6 The rate of major and minor
complications, reoperations, and total hip arthroplasty
(THA) conversions have been reported with several
recent systematic reviews.7-10 The most complications
and reoperations are thought to be related to the
inherent learning curve associated with hip arthros-
copy. Instability after hip arthroscopy (dislocation,
subluxation) is highly multifactorial and poorly
understood with limited published reports of the
complication available in the literature. Several osseous
and soft-tissue factors have been implicated, in isolation
or combination, to predict postarthroscopic hip
instability.
The purpose of this study was to perform a systematic

review determining the patient- and surgery-specific
characteristics of patients who have sustained a post-
arthroscopic hip dislocation or subluxation. The authors
hypothesized that surgical indications and technical
steps involving capsular and labral management, ace-
tabuloplasty, and psoas tenotomy would influence the
potential for postarthroscopic hip instability.
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Case Report

Acute Iatrogenic Dislocation Following Hip Impingement
Arthroscopic Surgery

Dean K. Matsuda, M.D.

Abstract: This is the first case report of an iatrogenic anterior hip dislocation after arthroscopic
surgery for femoroacetabular impingement with over 1 year of follow-up. This case report describes
the clinical course of a patient with symptomatic cam-pincer femoroacetabular impingement. She
underwent arthroscopic rim trimming, labral debridement after a failed attempt at labral refixation
from suture cut-through, and femoral head-neck resection osteoplasty. The procedure involved
supranormal hip distraction for extraction of an iatrogenic loose body (detached metallic radiofre-
quency probe tip). The patient had an anterior hip dislocation in the recovery room. Immediate closed
reduction under general anesthesia and bracing were performed but failed despite the ability to obtain
a concentric but grossly unstable reduction. After 3 failed attempts, a mini-open capsulorrhaphy was
performed that successfully restored stability. Her postoperative management and outcome are
presented. All of the major static stabilizers of the hip (osseous, labral, and capsuloligamentous) were
surgically altered, and a multifactorial causation is proposed. Lessons learned are discussed in hopes
of minimizing the occurrence of this rare but dramatic complication. Key Words: Hip—Disloca-
tion—Iatrogenic—Complication—Arthroscopy—Femoroacetabular impingement.

Hip arthroscopic surgery is gaining popularity.
Although it is minimally invasive, complications

including neurapraxia, articular cartilage scuffing, and
femoral neck fracture have been reported.1-4 Presented
is the first case report of iatrogenic hip dislocation
after arthroscopic surgery for femoroacetabular im-
pingement with 15 months’ follow-up.

CASE REPORT

A 39-year-old attorney and ex-collegiate rower pre-
sented with 2.5 years of progressive right groin pain and

intermittent locking so severe that she could not stand
erect for up to 30 minutes. She could not sit upright for
prolonged periods and exhibited a positive Matsuda sign
(slouching or reclination to minimize painful hip flex-
ion). Her physical examination and imaging studies were
consistent with cam-pincer femoroacetabular impinge-
ment with mild acetabular retroversion (Figs 1 and 2).
Some physiologic pelvic hyperlordosis was present
while standing. She had an anterior impingement sign
with 10° maximal internal rotation. There were no phys-
ical findings of hip capsular or generalized hyperlaxity.

Supine arthroscopic hip surgery was performed by use
of 1 cm of right hip distraction and fluoroscopic guid-
ance. Dual-portal surgery was performed with an antero-
lateral viewing portal and a modified midanterior work-
ing portal with associated capsulotomy. Inspection
showed severe labrochondral damage involving the pa-
tient’s anterosuperior acetabulum (Fig 3). The pathologic
delaminated articular cartilage in this quadrant of the
acetabulum was removed during arthroscopic rim trim-
ming of 4 to 7 mm (estimated by bur width and inter-
mittent fluoroscopic imaging), leaving a stable rim of
articular cartilage. Labral debridement was performed
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after inadvertent suture cut-through occurred in an atten-
uated area of labrum during attempted labral refixation.
Of note, the metallic tip on a radiofrequency ablator
inadvertently detached and required 20 minutes of su-
pranormal distraction for extraction of this iatrogenic
loose body. Arthroscopic femoral head-neck resection
osteoplasty was performed without traction with the hip
in a semiflexed position to obtain a more normal antero-
lateral offset.

The patient had a postoperative anterior right hip
dislocation in the recovery room (Fig 4). Immediate
closed reduction under general anesthesia and bracing
were performed but failed despite the ability to obtain
a concentric but grossly unstable reduction. After 3
failed attempts at closed reduction with subsequent
redislocations, a mini-open capsular repair was per-
formed. Fluoroscopic examination with the patient
under general anesthesia showed a positive Shuck test
with 1 cm of pathologic widening of her right hip
upon manual axial distraction (negative on compara-
tive contralateral hip testing) and passive external
rotation in extension to 90° with hip subluxation;
comparative examination of the contralateral hip ex-

FIGURE 1. Preoperative anteroposterior radiograph of right hip
showing a cephalad crossover sign, where the posterior wall line
(thick line) and anterior wall line (thin line) intersect, and a
minimal posterior wall sign (posterior wall line just medial to the
center of the femoral head [red dot]), consistent with mild acetab-
ular retroversion with minimal posterior insufficiency. Arrowhead
indicates area of planned rim resection.

FIGURE 2. Lateral view of right hip showing pistol-grip deformity
with sclerosis and decreased offset of anterior femoral head-neck
junction (large arrow). Also present is lateral acetabular calcifica-
tion consistent with calcific metaplasia of the labrum (small arrow).

FIGURE 3. Intraoperative arthroscopic view from anterolateral
portal in supine position showing partial labral detachment (arrow-
head) and extensive anterosuperior chondral delamination and
maceration.

FIGURE 4. Portable recovery room radiograph showing anterior
dislocation of right hip.
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Acetabular Labral Base Repair Versus Circumferential
Suture Repair: A Matched-Paired Comparison of

Clinical Outcomes
Timothy J. Jackson, M.D., Jon E. Hammarstedt, B.S., S. Pavan Vemula, M.A.,

and Benjamin G. Domb, M.D.

Purpose: To determine whether an acetabular labral repair technique would be superior to another repair technique
based on clinical outcomes measured by patient-reported outcome (PRO) scores. Methods: We identified 465 patients
who underwent labral base repair or circumferential suture repair from February 2008 to February 2012. The type of
repair performed was based on labral size and tear type. The 2 groups were pair matched for age within 5 years, sex,
crossover sign within 15%, coxa profunda, Workers’ Compensation status, and microfracture (femur, acetabulum, or
none). Data were prospectively collected and retrospectively reviewed. PROs included a visual analog scale score and the
modified Harris Hip Score, Non-Arthritic Hip Score, Hip Outcome ScoreeActivities of Daily Living, and Hip Outcome
ScoreeSports-Specific Subscale. Results: One hundred ten patients met the inclusion criteria for labral base repair and
were pair matched on a 1:1 basis with 110 patients who underwent circumferential suture repair. The mean follow-up
period was 30 months for both groups, with a range of 19.2 to 60 months for the labral base repair group and 19.2 to
67 months for the circumferential suture repair group. Radiographic data were similar between groups with respect to the
lateral center-edge angle (P ¼ .906), acetabular inclination (P ¼ .329), anterior center-edge angle (P ¼ .208), alpha angle
(P ¼ .387), and joint space width (P ¼ .388). All preoperative PRO scores were statistically similar. Both groups showed
significant improvements in all PROs. There were no statistical differences in postoperative PRO scores at latest follow-up
(modified Harris Hip Score, P ¼ .215; Hip Outcome ScoreeActivities of Daily Living, P ¼ .839; Hip Outcome ScoreeSports-
Specific Subscale, P ¼ .561; Non-Arthritic Hip Score, P ¼ .333; visual analog scale score, P ¼ .373; and satisfaction,
P ¼ .483). There were similar rates of revision (n ¼ 10 for both groups) and conversion to arthroplasty (n ¼ 2 for both
groups). Conclusions: On the basis of PRO scores at 2 years’ follow-up, there is no difference in outcomes based on the
type of labral repair performed. Level of Evidence: Level III, retrospective comparative study.

T he goal of acetabular labral repair is to stabilize the
labrum to restore the function of the suction-seal

effect as the labrum makes contact with the femoral
head. The function of the labrum and the clinical

benefit of labral repair have been shown in numerous
studies.1-6

Early hip arthroscopy was limited to simple pro-
cedures such as loose body removal and labral
debridement. With advancements in equipment and
techniques, labral repair became possible, with early
repair techniques using circumferential suture (CS)
configurations. Most clinical studies showing the
benefit of arthroscopic labral repair have not separated
repair techniques or more commonly used circumfer-
ential techniques.7-10

Fry and Domb11 proposed an anatomic rationale for a
labral base repair (LBR) technique. This was met with
some controversy at the time.12 A study by Jackson
et al.13 showed good outcomes using the LBR tech-
nique in a cohort of patients. The benefits of the LBR
technique lie in the ability to restore the suction seal of
the acetabular labrum.1-3 In cases in which the labrum
may be small in width, a CS pattern may elevate the
labrum off of the femoral head, thus negating its
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No clinical difference in two techniques 
based upon patient reported outcomes at 2 

year follow-up



Goal: Restore Suction Seal



1. Remove diseased 
labrum back to good 
tissue

1. Rim trim as necessary

Labral Reconstruction



1. Measure defect
1. Suture marked at 1cm 

intervals, oversize graft 
by 5mm

2. Karns, Salata et al
1. Average rim length males 

15cm and 14cm in 
females

2. Most commonly 
reconstructed portion 
rim length 9cm males 
8cm females

Labral Reconstruction



• Place 
Anchors

Labral Reconstruction



• Pass most anterior 
anchor stitch through 
graft and ”ripcord” into 
joint

Labral Reconstruction



• Loop sutures and secure 
labral graft in place

Labral Reconstruction



Philippon et al: Arthroscopy 
2010

• There were 32 men and 15 women. 

• The mean age at the time of surgery was 37

• The mean time from the onset of symptoms to 

labral reconstruction was 36 months 

• The mean time to follow-up was 18 months

• The mean MHHS improved from 62 (range, 35 to 
92) preoperatively to 85 (range, 53 to 100) 
postoperatively (P = .001).

• Median patient satisfaction was 8 out of 10 
(range, 1 to 10). 

• Patients who were treated within 1 year of injury 

had higher MHHSs than patients who waited 
longer than 1 year (93 v 81, P = .03).

• The independent predictor of patient satisfaction 

with outcome after labral reconstruction was age.

Labral Reconstruction: Results



When to fix v. excise

Acetabular Rim Fractures



• If it Fails: Who/What is to Blame?

• Wrong diagnosis?
• Inadequate bony 

resection?
• “Too adequate” bony 

resection
• Heterotopic Ossification
• Adhesions
• Labral Issues
• Capsular issues
• Other Issues (DVT, 

traction issues, etc)
• Poor therapy/post-op 

stiffness



Wrong Diagnosis

• Missed dysplasia
• Don’t rely on CEA

• Look at the acetabular 
index (<9 deg)

• Get a CT scan

• Low volume 
acetabulum

• Femoral or acetabular 
Version

• Lumbar or other 
source of pain
• Its not always the hip

• Capsular laxity
• Ehlers
• Patients do well 

initially with plication 
but results get worse 
over time



Bony Resection

• Bigger sin is TOO 
MUCH resection

• No bail out for this 
that is reliable
• When in doubt, 

take less
• See what you 

are doing



Over-Resection RIM

• Over-resecting pincer-type FAI can create 
instability

• Dysplasia with retroversion
• Resection anteriorly = global instability
• Reports of iatrogenic dislocations

• Matsuda Arthroscopy 2009, Ranawat
et al., JBJS 2009, Benali Arthroscopy 
2009, Mei-Dan O Arthroscopy 2012, 
Jones et al, Hip Int 2009

• Slide courtesy of C. Larson

Retroversion,
Sup-Post deficiency,
Upsloping Sourciel



Thank You


