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Review Article

Arthroscopic Treatment of
Traumatic Hip Dislocation

Abstract

Traumatic hip dislocations are high-energy injuries that often result in
considerable morbidity. Although appropriate management improves
outcomes, associated hip pathologymay complicate the recovery and
lead to future disability and pain. Historically, open reduction has been
the standard of care for treating hip dislocations that require surgical
intervention. The use of hip arthroscopy to treat the sequelae and
symptoms resulting from traumatic hip dislocations recently has
increased, however. When used appropriately, hip arthroscopy is a
safe, effective, and minimally invasive treatment option for intra-
articular pathology secondary to traumatic hip dislocation.

Because the hip is an inherently
stable joint, substantial force is

necessary to dislocate it. With
appropriate management, potential
complications and disability can
be minimized. However, hip disloca-
tions are severe injuries that often
lead to future morbidity. Traumatic
hip dislocation often is complicated
by intra-articular and periarticular
pathology in the soft tissues andbone.
If not effectively managed, these
sequelae may contribute to consider-
able future morbidity. The increased
use of MRI in the management of hip
dislocation has led to an increase in
the diagnosis of associatedpathology.
Hip arthroscopy is a safe and effective
modality formanagementof the acute
and chronic sequelae of traumatic hip
dislocation.1-3

Imaging

Standard radiographic assessment of a
traumatic hip dislocation includes an
AP view of the pelvis (Figure 1).
Postreduction CT also should be ob-
tained to evaluate the reduction,
assess for the presence of loose bodies,

and identify any associated fractures
(Figure 2). Recently, the use of MRI
and magnetic resonance angiography
(MRA) in the workup of hip dislo-
cations has become more common. In
addition to identifying the associated
injuries mentioned earlier, MRI and
MRA are effective in pinpointing
common concomitant injuries, such
as loose articular bodies, posterior
wall impaction, chondral lesions, and
osteonecrosis (Figure 3). MRI pro-
vides detailed resolution of the bone,
cartilage, and surrounding soft-tissue
structures and is the preferred imaging
modality for the examination of intra-
articular structures.1 MRI and MRA
often delineate previously unrecog-
nized intra-articular pathology. In
some cases, this pathology might be
appropriately treated arthroscopically
rather than with a classic open tech-
nique, which potentially can be asso-
ciated with greater morbidity.

Open Versus Arthroscopic
Treatment

Although complications are rare, hip
arthroscopy does carry the risk of
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several unique complications that
must be considered before undertak-
ing arthroscopic intervention. Over-
all complication rates range from
0.5% to 7%.1,4,5 Most complica-
tions are the result of transient neu-
rapraxia. In a systematic review of
the complications of hip arthros-
copy, Harris et al5 reviewed 92
studies with .6,000 patients and
reported a major complication rate
of 0.58% and a revision rate of 6.3%
that directly correlated with surgeon
experience.

Compared with open procedures,
hip arthroscopy is associatedwith less
morbidity. Open arthrotomy is asso-
ciated with higher rates of complica-
tions, including infection, stiffness,
venous thromboembolism (VTE),
and neurovascular compromise.2,6

Compromise of the vascular supply
to the femoral head is a particular
risk associated with arthrotomy.3 In
a study of complications in patients
undergoing open arthrotomy, Ganz

et al7 reported a 37% incidence of
postoperative heterotopic ossifica-
tion (HO) as well as cases of over-
lying cosmetic deformity and rupture
of the ligamentum teres. Similarly,
Swiontkowski et al8 reported a 24%
overall incidence of HO and a 17%
incidence of osteonecrosis in a study
of 24 hips treated with open ar-
throtomy. Although technically
demanding, arthroscopic treatment
offers several advantages over ar-
throtomy, including less disruption
of the natural hip anatomy, less
blood loss, a shorter recovery time,
improved cosmesis, and a lower risk
of neurovascular compromise.4,9,10

Complications

The incidence of HO after hip
arthroscopy ranges from 1.0% to
6.3%.11 Bedi et al12 reported a 4.7%
incidence of radiographically evident
HO after hip arthroscopy, and the
rates of HO in patients treated with
and without indomethacin pro-
phylaxis were 1.8% and 8.3%,
respectively. In all cases, thorough
irrigation of the joint at the conclu-
sion of the procedure is recom-
mended. The clinical decision to
administer medical prophylaxis can
be made based on the clinical sce-
nario and surgeon preference.
Given the proximity of vascular

structures to the surgical field as well
as the use of traction, VTE is a
potential complication of hip
arthroscopy. The exact incidence of
VTE after hip arthroscopy remains
unclear; however, in a recent study of
139 patients who underwent hip
arthroscopy, Davidovitch et al13 re-
ported a VTE rate of 1.4%. Because
of this low incidence, many surgeons
do not routinely use deep vein
thrombosis prophylaxis in patients
without risk factors. This decision
varies according to the postoperative
protocol, institutional guidelines,
and surgeon preference, however.

Figure 1

AP radiographs of the pelvis demonstrating a traumatic hip dislocation (A) and a
traumatic hip fracture-dislocation (B).

Figure 2

Axial CT of the left hip demonstrating
a traumatic left fracture-dislocation
with a comminuted, displaced left
posterior wall fracture and loose
intra-articular fracture fragments.

Figure 3

Coronal T1-weighted magnetic
resonance image of the femoral
head demonstrating osteonecrosis
(arrow).

Arthroscopic Treatment of Traumatic Hip Dislocation
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Neurovascular complications asso-
ciated with arthroscopy can occur
secondary to distraction or compres-
sion. Distraction-related nerve palsy is
associated with prolonged procedure
times and excessive traction force. The
most commonly reported continuous
traction time limit is 2 hours; however,
someauthors recommend amaximum
time of 60 minutes, if possible.1

Intermittent traction should be used in
complex, lengthy procedures. Al-
though no consensus exists regarding
a maximal force threshold, limits of
50 to 70 lb of traction are recom-
mended.1 Distraction nerve palsy
most commonly affects the sciatic and
femoral nerves and is usually tran-
sient. Compression-related palsy
arising from the incorrect placement
and use of the perineal post typically
affects the pudendal nerve. The
perineal post also may contribute to
skin damage, pressure necrosis, and
hematoma formation if incorrectly
used. The use of posts with a
diameter .9 cm is recommended to
distribute forces effectively and
safely. Neurovascular injury associ-
ated with portal placement is rare. In
a systematic review of .6,000
patients, Harris et al5 reported that
1.4% of patients had a neuro-
vascular injury. Of all nerve deficits,
99% were temporary. The pudendal
nerve was the most frequently
affected (40%) followed by the lat-
eral femoral cutaneous nerve (21%).
Iatrogenic injuries associated with

arthroscopy include damage to the
chondral surfaces and iatrogenic
labral injury. Chondral pathology
disrupts the articular surface and
increases the risk of future joint
degeneration. Excessive labral resec-
tion and aggressive acetabuloplasty
or capsulotomy may lead to iatro-
genic instability. Adequate distrac-
tion of the hip joint and appropriate
visualization are necessary to safely
perform these procedures. Iatrogenic
insult can be minimized with metic-
ulous technique. The arthroscopic

techniques we describe here should
be performed only by surgeons
experienced in hip arthroscopy.
Fluid extravasation is the most

dangerous complication associated
with traumatic hip dislocation. This
complication is particularly impor-
tant to consider in the setting of acute
or chronic trauma. Incongruities of
the surrounding bony and soft-tissue
structures of the hip increase the risk
of fluid extravasation, which can
contribute to compressive nerve
palsy. In addition, extravasation into
the abdomen and retroperitoneum
may lead to multisystem dysfunc-
tion and severe pathophysiologic
responses, such as abdominal com-
partment syndrome, respiratory fail-
ure, and cardiac arrest. Bartlett et al14

reported on a case of cardiac arrest
caused by fluid extravasation during
hip arthroscopy in a patient with a
bicolumnar acetabular fracture.14

When fluid extravasation occurs, the
procedure should be aborted, and a
general surgery consultation should
be obtained. Fluid extravasation can
be prevented with careful monitoring
of the fluid balance and by limiting
the length of the procedure. Man-
agement of this complication
includes administration of diuretics,
possible paracentesis, maintenance
of the patient’s core body tempera-
ture, and frequent clinical and
physiologic monitoring. Because of
the potentially devastating morbidity
of fluid extravasation, arthroscopic
techniques should not be performed
until the risk of this complication is
eliminated.

Arthroscopic Intervention

Diagnosis
In the setting of hip dislocation, hip
arthroscopy is a valuable diagnostic
tool that can be used to detect acute
chondral damage thatmay complicate
traumatic hip dislocation, which is a
risk factor for the development of

arthritic changes (Figure 4). Epstein
et al15 believed that the rates of
chondral injury after hip fracture-
dislocation were so high that it was
appropriate to offer hip arthrotomy
to all patients with such traumatic
injuries. Philippon et al16 reported
on the arthroscopic findings of 14
elite athletes who sustained trau-
matic hip dislocation; all of the ath-
letes had chondral lesions. Ilizaliturri
et al17 examined 17 cases of poste-
rior hip dislocation and found that
all hips had evidence of femoral
chondral damage identified arthro-
scopically. All but one case also
displayed evidence of acetabular
chondral pathology. Over time,
chondral lesions may lead to the
development of osteochondritis dis-
secans and loose intra-articular
fragments, which produce pain and
represent a risk factor for accelerated
joint degeneration.18 Early identifi-
cation of these injuries can facilitate
effective treatment to prevent future
joint degeneration.
During hip dislocation, traumatic

contact between the femoral neck
and the acetabulum may result in
capsular disruption and shearing of
the ligamentum teres and/or capsule
on the acetabular lip19 (Figure 5).
Although injuries to the ligamentum

Figure 4

Arthroscopic image of the hip
demonstrating a chondral injury
identified during arthroscopy.
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teres are rare overall, Philippon
et al16 reported incidence rates as
high as 79% in hips after traumatic
dislocation. In the study by Ilizali-
turri et al,17 all patients showed
evidence of injury to the ligamentum
teres. Several studies have noted the
presence of capsular redundancy
after dislocation, although the prev-
alence of this complication has not
been reported.1 The definitive clini-
cal repercussions of rupture of the
ligamentum teres remain unknown;
however, if left untreated, this injury
may lead to recurrent joint pain and
instability.2 The development of
degenerative arthritis associated
with complete rupture of the liga-
mentum teres has been suggested.20

Despite the lack of long-term and
large comparative studies, some
authors have proposed the use of hip
arthroscopy to treat chondral dam-
age and injuries to the ligamentum
teres. Generally, arthroscopic treat-
ment consists of identifying unstable
chondral lesions and then débriding
and stabilizing them. Microfracture
of exposed subchondral bone may be
performed in appropriate clinical
settings.17 Matsuda and Safran18

reported on the arthroscopic treat-
ment of osteochondral dissecans of
the femoral head. The lesion was
treated with arthroscopic drilling
and the placement of two headless
metallic compression screws for fix-
ation. The authors observed that
arthroscopy is valuable for the stag-
ing of chondral lesions, the resection
of free fragments, and concurrent
treatment of associated pathology.
Good preliminary outcomes have

been reported with arthroscopic
treatment of injuries to the liga-
mentum teres.2 In a recent systematic
review of 87 patients with these
injuries, de SA et al21 reported suc-
cess with both arthroscopic
débridement and reconstruction.
Overall, a 40% improvement in
postoperative functional scores was
observed, and 89% of patients re-
turned to their preoperative activity
level. The authors concluded that
arthroscopic débridement, along
with reconstruction (when possible),
is an effective method of treating
injuries of the ligamentum teres.

Acute Injuries
The most important aspect of man-
aging traumatic hip dislocation is the
efficient and successful reduction of
the hip because the time to reduction
correlates with the risk of osteone-
crosis.22,23 Hip arthroscopy does not
have a proven role in the reduction
of an acute dislocation. Dislocations
that cannot be managed with closed
reduction should be treated with
open reduction.
Traumatic hip dislocation often is

complicated by concomitant bony
pathology, which may be acute or
develop over time.Historically, when
surgical intervention was indicated,
open procedureswere the standard of
care. Many of these associated
injuries can be treated safely and
effectively with hip arthroscopy,
however. In a prospective analysis of
hip arthroscopy outcomes, Byrd and

Jones3 found that the largest
improvement in function was seen in
patients whose pain was related to
trauma, although the details of the
trauma were not specified.3 Although
treatment-specific long-term outcome
studies currently are lacking, we
believe that hip arthroscopy is a
promising method of treating the
complications of traumatic hip
dislocation.
Fractures of the acetabulum and

femur are associated with traumatic
hip dislocation.Although fractures of
the femoral head associated with
traumatic hip dislocation are rela-
tively rare, Epstein et al15 reported
that the incidence ranges from 6% to
15%. These fractures occur secon-
dary to shearing forces acting on the
femoral head as it engages with the
acetabular wall during dislocation.
The resultant fragment often is dis-
placed into the joint, and concomi-
tant injury to the ligamentum teres
may be present. These fractures can
compromise the alignment and bio-
mechanics of the articular surfaces
and, if not addressed, they pose a
risk of future joint dysfunction and
pain. Epstein et al15 reported that
arthritis develops in .50% of
patients with a hip dislocation and
femoral head fracture.
Although large, complex fractures

require open reduction and internal
fixation, the use of hip arthroscopy as
a treatment for smaller, subtler frac-
tures,6 such as appropriate Pipkin
femoral head fractures, has been
proposed.18,24,25 Pipkin type I frac-
tures often involve small fragments
that are amenable to excision.
Management of this fracture type
includes simple shaving, removal of
fragments via a grasper, and
manipulation of fragments into
position with threaded Steinmann
pins so that they can be removed by a
burr and/or shaver.1 For larger
fragments, fixation may be appro-
priate. Park et al6 managed
these fragments with reduction,

Figure 5

Arthroscopic image demonstrating a
rupture of the ligamentum teres (LT).

Arthroscopic Treatment of Traumatic Hip Dislocation
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provisional fixation with Kirschner
wires, and definitive fixation with a
3.5-mm cortical screw. In an earlier
study, Park et al24 described the
arthroscopic management of a Pip-
kin type IV fracture (ie, femoral head
fracture with posterior acetabular
wall fracture) by removing free
fragments and repairing the associ-
ated labral tear with suture anchors.
Hip arthroscopy also has been used

to directly observe the reduction and
percutaneous pinning of fractures in
the weight-bearing region of the ace-
tabulum.26 To our knowledge, long-
term outcomes data on the arthro-
scopic management of fractures
associated with traumatic hip dislo-
cation have yet to be published. The
reports referenced earlier represent
level IV and level V evidence, and
although the techniques described
were successful, they were not com-
pared with alternative treatment
methods; therefore, whether arthro-
scopic fixation provides any advan-
tage over fixation through an open
approach remains unknown. With
continued use and expanding indi-
cations, the application of hip
arthroscopy for management of
complex traumatic hip dislocations
should be expected to increase.
Loose intra-articular bodies associ-

ated with traumatic hip dislocation
are common (Figure 6). In a study of
29 posttraumatic hips, Khanna et al27

noted a 59% incidence of loose intra-
articular bodies. In a retrospective
study of 36 hips treated with
arthroscopy to remove loose bodies
after a traumatic injury, Mullis and
Dahners28 reported that the incidence
of loose intra-articular fragments
after fracture-dislocation episodes
and/or posterior wall fractures was
92%. All simple dislocations were
found to have loose bodies on
arthroscopy. Concentric reduction
and negative radiography and CT do
not guarantee that a joint will be free
of loose fragments.1,16 Several studies
have reported the presence of intra-

articular loose bodies at rates of up to
78%, despite negative results on
radiography and CT.26,28,29

The presence of loose bodies within
the hip joint may be the best indica-
tion for arthroscopic treatment after
hip dislocation. Several authors have
suggested a correlation between
untreated loose fragments and the
development of arthritis in a
joint.1,2,9,15,17,28 This hypothesis has
been confirmed in an animal model;
suspensions of fragmented articular
cartilage were injected into the joints
of rabbits, and the subsequent
development of arthritis was
observed.30 Because of the risk of
third-body wear, loose intra-
articular fragments present the
clearest indication for arthroscopic
treatment, and this has led some
authors to offer arthroscopy to all
patients who have sustained a hip
dislocation.28 Even before hip
arthroscopy gained popularity,
Epstein et al15 suggested that the
presence of intra-articular loose bod-
ies was an indication for arthrotomy.
If surgery is planned, it should take
place within 72 hours of dislocation
to limit secondary chondral insult.4

It is important to fully evaluate the
risks of arthroscopy in the acute
period because injuries, such as

periarticular fractures, may increase
the risk of complications (eg, fluid
extravasation). Manual and power
arthroscopic instrumentation can be
used to break loose bodies into a
manageable size for removal.2,9,31

Although large-scale outcome studies
are lacking, Byrd and Jones3 and
Ilizaliturri et al17 reported improve-
ment in functional outcome scores in
patients who underwent arthroscopic
removal of loose bodies.3,17 Arthros-
copy is aminimally invasive option for
removal of intra-articular loose bodies
that can reduce the risk of subsequent
posttraumatic joint degeneration and
dysfunction.9,16,31

Traumatic labral tears are similar
to loose bodies in that they often
occur concurrent with traumatic
hip dislocation (Figure 7). Ilizaliturri
et al17 used arthroscopy to evaluate
17 cases of posterior hip dislocation
and found anterior and posterior
labral tears in 14 and 16 cases,
respectively.17 In a study of traumatic
hip dislocation in 14 professional
athletes, Philippon et al16 used
arthroscopy to identify traumatic
labral tears in all of the patients.
Khanna et al27 examined the prev-
alence of intra-articular pathology
after trauma to the hip and reported
that 27 of 29 hips (93%) had a labral
tear. The authors also foundMRI and

Figure 6

Arthroscopic image of the hip
demonstrating an intra-articular
loose body identified during
arthroscopy.

Figure 7

Arthroscopic image demonstrating a
labral tear identified during hip
arthroscopy.
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MRA to be sensitive for the diagnosis
of intra-articular pathology, with
91% of tears identified onMRI/MRA
confirmed on arthroscopy.
If left untreated, labral tears are

associatedwith an accelerated onset of
arthritis.1,4 Arthroscopy is safe and
effective for hip preservation in
patients with labral tears secondary to
traumatic injury, with the goals of
reestablishing intra-articular anatomy
and stability and preventing future
joint degeneration. Management of
labral tears is one of the most
accepted indications for hip arthros-
copy, and many techniques have been
described based on the characteristics
of these tears. After close inspection of
the injured tissue, labral débridement
is performed using a ligament chisel or
similar tool to isolate the injured tis-
sue from healthy tissue. A shaver is
then used to complete the removal of
the injured tissue.2When appropriate,
traditional suture anchors and/or
knotless anchors can be used for pri-
mary repair of labral tears.32

Goodresultshavebeenachievedwith
arthroscopic labral débridement and
repair.17 Kelly et al2 reviewed early
results of .500 arthroscopic labral
débridements that they performed over
a 7-year period and reported good or
excellent results in approximately
90%, although not all of these tears
were associated with traumatic hip

dislocation. Byrd and Jones3 reported
a considerable increase in the Harris
hip score after arthroscopic labral
débridement in patients with no base-
line hip arthritis.3 In a separate study,
the authors retrospectively examined
37 patients with primary arthroscopic
labral repairs, reporting considerable
improvement in the Harris hip score in
34 patients (92%), and good or
excellent results in 92%.33 The
patients in these studies did not sustain
traumatic hip dislocations, however,
nor were they trauma patients specif-
ically. Long-term studies focused dis-
tinctly on arthroscopic management of
labral tears secondary to acute hip
trauma are currently unavailable and
remain a goal for future research.1 The
incidence of acute hip pathology sec-
ondary to traumatic hip dislocation in
several of the studies described earlier
is summarized in Table 1.

Chronic Injuries and
Sequelae
Osteonecrosis is a feared chronic
complication of hip dislocation, and
patients should be educated regarding
their risk of this condition during the
evaluation and before any interven-
tion. The vascular supply to the fem-
oral head—particularly the medial
femoral circumflex artery—is at risk
of injury in traumatic dislocation.

Vascular compromise leads to intra-
vascular coagulation and ischemic
necrosis, resulting in chondral frac-
ture, failure, and collapse and causing
accelerated joint degeneration. High
rates of osteonecrosis are associated
with traumatic hip injury, and osteo-
necrosis complicates approximately
10% to 25% of hip dislocations.19

The severity of the injury and the time
to reduction are associated with
increased risks of osteonecrosis.
Hougaard and Thomsen22 reported
that osteonecrosis developed in 58%
of hips reduced after 6 hours from the
time of injury, whereas osteonecrosis
developed in just 4.8% of hips
reduced within 6 hours. Brav23

examined osteonecrosis rates in 262
hips when reduction was performed
within or later than 12 hours from the
time of injury. In hips reduced within
12 hours, the rate of osteonecrosis
was 22%, whereas the rate in hips
reduced after 12 hours was 52%.
Because of the considerable risk of

osteonecrosis after dislocation, some
authors recommendobtaining anMRI
6 weeks after traumatic hip injury to
assess for osteonecrosis.29 Failure to
identify and treat osteonecrosis ulti-
mately leads to femoral head collapse
and accelerated degeneration of the
hip joint. Patients with early-stage
osteonecrosis may be relatively
asymptomatic; delayed presentation

Table 1

Incidence of Complicating Injuries and Intra-articular Pathology Arthroscopically Identified After Traumatic Hip
Injury

Intra-articular Pathology

Study Injury
No. of

Patients
Loose

Bodies (%)
Labral

Tears (%)
Chondral

Lesions (%)
Ligamentum
Injury (%)

Philippon et al16 Traumatic hip dislocation 14 NR 100 100 100

Ilizaliturri et al17 Traumatic posterior dislocation 17 82 94 100 100

Yamamoto et al26 Traumatic hip dislocation 10 (11 hips) 73 NR 100 NR

Khanna et al27 Traumatic hip injury 28 (29 hips) 59 93 49 NR

Mullis and
Dahners28

Traumatic hip dislocation or
wall fracture

36 92 NR NR NR

NR = not reported

Arthroscopic Treatment of Traumatic Hip Dislocation
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and diagnosis limit treatment options
and result in worse outcomes.
Ina2010meta-analysis of 16 studies

and 664 hips, Mont et al34 examined
the natural history of asymptomatic
osteonecrosis and determined that
392 hips (59%) with osteonecrosis
progressed to symptoms and/or col-
lapse. The authors recommended
surgical treatment of even asymp-
tomatic precollapse osteonecrotic
lesions, with specific exceptions. Core
decompression reduces intraosseous
pressure in the femoral head, which
encourages vascular and endothelial
tissue growth through the release of
angiogenic activating substances.
Arthroscopic-assisted core decom-

pression is a well-described treatment
for precollapse osteonecrosis.35

Advantages of the arthroscopic tech-
nique include direct visualization of
the joint (allowing thorough assess-
ment for concomitant pathology),
increased accuracy with regard to the
position of sites for decompression,
and direct assurance that the articular
cartilage has not been penetrated
during drilling.2,35 Gupta et al36 as-
serted that arthroscopic-assisted core
decompression was valuable for
characterizing femoral head changes
and diagnosing and treating associ-
ated pathology. For arthroscopic
fixation, biocomposite screws or
calcium phosphate can be placed into
the intraosseous decompression tract
to provide additional subchondral
support.35 Gaudilla et al10 described
a technique involving drill holes at the
femoral head-neck junction and the
injection of platelet-rich plasma. The
authors emphasized that an arthro-
scopic approach resulted in muscular
preservation, reduced recovery times,
lower infection rates, and reduced
postoperative pain compared with
traditional open procedures. Arthro-
scopic decompression allows the
direct visualization of lesions, which
increases the accuracy of treatment.
In addition, intra-articular structures,
such as the labrum, may be assessed

for damage and treated during the
same procedure, thereby addressing
other potential sources of pain
and disability. Ellenrieder et al37 re-
ported an 86% success rate with
arthroscopic-assisted core decom-
pression for treatment of precollapse
osteonecrosis, demonstrating that hip
arthroscopy is an effective treatment
method. Zhuo et al38 recently com-
pared arthroscopic-assisted core
decompression with traditional
decompression in patients with early-
stage osteonecrosis. Patients treated
arthroscopically had better pain re-
lief, greater improvement in function,
more complete lesion treatment, and
better mitigation of disease pro-
gression than did those treated with
traditional decompression.
HO is a chronic complication of hip

dislocation. To our knowledge, the
incidence of HO after hip dislocation
remains unknown. Arthroscopy is an
effective, minimally invasive tech-
nique for management of HO (Figure
8). Indications for surgery include
symptomatic ectopic bone, limited
range of motion, and concurrent hip
pathology. Relative contraindications
include immature or posterior het-
erotopic bone and Booker grade 4
lesions that demonstrate radiologic
ankylosis. The senior author (T. Y.)
has performed arthroscopic excision
of HO in which ectopic bone is
localized and removed with manual
and power arthroscopic equipment,
including burrs and graspers.11

Patients in this study demonstrated
considerable improvement in pain
and function after excision. Large-
scale outcome studies have yet to be
published, however.

Postoperative Management

Compared with open surgical inter-
vention, hip arthroscopy facilitates
faster postoperative mobilization
and accelerated rehabilitation. Post-
operative rehabilitation protocols

vary, but protected weight bearing
and postoperative bracing are com-
monly used, as is foot-flat weight
bearing for 2 to 4 weeks after labral
repair.1,2 Byrd and Jones3 recom-
mended 4 weeks of partial weight
bearing after labral repair and flexion
to 90�, with neutral rotation main-
tained during the same period. For
articular manipulation, patients typi-
cally are instructed to remain foot-flat
weight bearing for 6 to 8 weeks.2

The senior author (T. Y.) has used
the following protocolswith success.
After labral repair or cam resection,
patients follow a protocol of 50%
foot-flat weight bearing with
crutches. After arthroscopic-assisted
core decompression, a 4-week
non–weight-bearing protocol with
crutches is used. Patients resume
weight bearing as tolerated imme-
diately after an isolated HO resec-
tion. Weight bearing is advanced as
appropriate at orthopaedic follow-
up. In all cases, the patient wears an
abduction brace for the first post-
operative week, which allows flex-
ion as tolerated but prevents
extremes of rotation. Postoperative
medication includes a 2-week
course of NSAIDs for HO pro-
phylaxis, a 1-week course of
aspirin for deep vein thrombosis

Figure 8

Arthroscopic image demonstrating
heterotopic ossification identified
during hip arthroscopy.
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prophylaxis, and a short course of
antibiotics if an implant was used
for repair.

Summary

Dislocation of the hip is a potentially
devastating injury that is caused by a
high-energy mechanism of injury.
Dislocation must be managed effec-
tively because delays in reduction and
treatment lead to poor long-term out-
comes. Although open techniques
have been the standard of care for hip
dislocations requiring surgical inter-
vention, arthroscopy recently has been
gaining popularity as a safe, effective,
and minimally invasive method of
treating acute and chronic pathology
associated with traumatic dislocation.
Compared with open techniques,
arthroscopy is associated with less
morbidity. Given the increased
awareness of the potential benefits of
appropriate arthroscopic treatment,
we expect the use of hip arthroscopy
for the treatment of traumatic hip
dislocation to continue to increase.
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