J Korean Hip Soc 23(2): 95-102, 2011

10.5371/jkhs.2011.23.2.95

Review Article

Anterior Approachesin Hip Surgery

Tae-Young Kim, MD, Seung-Hwan Cha, MD, Otgonbayar Maidar, MD, Sang-Soo Lee, MD

Ingtitute for Skeletal Aging, Department of Orthopaedic Surgery, College of Medicine, Hallym University, Chuncheon, Korea

The Smith-Petersen anterior approach and the Watson-Jones anterolateral approach are the two most renowned
anterior approaches for hip surgery. The anterior approach offers several advantages, including a reduced dislocation
risk as compared with that associated with the posterior approach. The post-operative dislocation rate after total hip
arthroplasty is known to be 2~3 times lower than that of the posterior approach. However, a more extensive skin

incision and poor anatomical visualization are some of the disadvantages of the anterior approach. Nevertheless, since
this approach preserves the circulation to the femoral head, the ability to perform the anterior approach is imperative

for hip surgeons.
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A TFL: Tensor fascia lata
RF: Rectus femoris
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Fig. 1. (A) Anterior approach: Smith-Petersen incision. The distal incision splits between the tensor and the sartorius muscles. (B)
Anterior approach modification: Hueter. The dissection mimics the distal portion of the Smith-Petersen approach.
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Fig. 3. Anterior approach: Tensor has been released from its
origin to expose the gluteus medius. The ascending
branch of the lateral femoral circumflex can be found in
the deep tissue between the gluteus medius and the
rectus femoris (deep retractor).

B Tensor Fascia Lata

Fig. 2. Anterior approach: Branches of the lateral femoral cutaneous nerve may interfere with the anterior approach as they extend
across the line of deep dissection between the tensor and sartorius muscles. The main trunk of this nerve should be identified

and retracted medially.
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Fig. 4. Anterior approach: Deep dissection. Rectus femoris
tendon has been released near its origin to allow further
exposure of the media hip capsule. In the proximal
wound, a portion of the gluteus medius and gluteus
minimus has been released to improve the exposure of
the superior hip capsule.
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Fig. 5. Anterior approach: Extensive exposure. The exposure
to the anterior column and medial acetabular wall can
be accomplished by further dissection. The ASIS has
been released and the sartorius and inguinal ligament
retracted medially. The iliopsoas can be dissected
posteriorly to expose a portion of the acetabular wall to
thelevel of the sciatic notch.

—08—



fascia lata)Abo]e] <87t F7H(intermuscular plane) o

2 HIsle 2 21737 ¥ H(internervous plane) 9]
olUt}h a2 A 8 (superior gluteal vessel)Z}
2 & A7 (superior gluteal nerve)?] sh Bx]7} &4
uly] 490 e 2 A2o] nhu)zF A 2= 9o}, 18
i 75‘—":‘-4 AR} 24} RS 2= 9)o] Y] AA} AZLo]
CEEEEEERES

o
[e] — _
S dead Agde o] REYS AHSHE L
2 ol APt S A 80 o] 4 5

. Hell vlato] 2~3uj
A2 okt Qlgh Bje)o] 2}&% T You oY
| Al 8 AL 57 @ 397 diFEol
o}, Smith-Petersen A9} 91} vl A Q] o] ‘:"'t"—‘"]
AL A 71de £Fe] A Holvl, tiE =
=4, B =4 Aol dE 2952 Aoprt FAlel Q’E
o] Aggt g &jlo] 7hssitt. =3 diE =59
HFE AdslA] o= AA = 3 Aot F-352 ot}
2}

1) ¢1F @A X 8<&(joint replacement)

2) qE A5 =489 #dA AE(open reduction of
femoral neck fracture)

3) 1#Ad golut A A (synovial biopsy of hip)

4) thE 35

A7 (biopsy of femoral neck)

2. a7
1) 2HX} XEMl (position of patient)
G2 FE Aldde B3AE Zo|| ok7}

a7t
o

AeAl sAY AZ ofefoll M=oz v i:l Xd ]'"r7]‘ u}

Gluteus\
B medius

Tae-Young Kim et al.: Anterior Approaches in Hip Surgery

oA Sl AAE HEY. F& A def vl =0t
o] 71&7] WstE vg ATste] 2 gFe de #E
& A Zitstofof gtk HZole= & Al wEl Sok917t
Az EHA ),

2) BZ =X M (superficial surgical dissection)
A= k9] AAA thelE 307 =3 2
2 fA F AR 28EE FEE 3y 10~15 cm9
U7 ANE gt AN IS (ASISOSE HE 5 cm F
Y Azksto] oA olZe] T 1/32 aFatol
Fspgoz A9 ¥ oEF 492 ue AT 9
Aol met A T AN gy 2 2
(tensor fascia lata)Z Z7N3c}(Fig. 6). ojw] Ao g
Solba iy 2ot Aol ZeReE ERe Aol
2 Hololo} k. FEel W A7) AN 215

22 FA FEZY AYHE AR 7|AFelA
A7t HhH o] A A7 E Wi olot

E 29 F2S Ao delr] st S A
W AAE wet 252 9EE s =W 2 He] ol
U} 7S v ok 2 42 3 em AelA 4 E °
F(superior gluteal vessel) 2] AR HEA|7} 9lo o]=
AR 2 APo] gty o 2ora 2/ gy =2ut
A 2HOE FFEE AT AL 2R 0B o] HE
stofo} gt (Fig. 7).

thE]E A 3]st Aol S A A
= E 7 Ao ¥ #-so ] old :ILFHI
operation) A= AH-E HESl] & &
WAsolol gt HQ Al tiE E52
£ 7|A1% A5 (trochanteric ridge) © 2 FE 1 cm 3}
el Adtsto{ = AlokE e 4 gl

A )

I& (salvage
T ot wE e

(vastus lateralis)

ﬂll

Sy ‘Tensor fascialata

Gluteus
maximus

Fig. 6. Anterolateral approach. The typical curvilinear incision for the anterolateral approach. For hip arthroplasty where greater
exposure is needed, the apex of the incision may be placed more posterior to the level of the posterior edge of the greater
trochanter. The fascial dissection is best started at the greater trochanter.
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Fig. 7. Anterolateral approach: (A) The first branch is encountered afew centimeters proximal to the insertion of the gluteus medius.
This connection is sacrificed to allow deeper exposure. (B) The minor vascular bundle is ligated between the tensor and the
medius, but the proximal neurovascular bundle is preserved. The deep retraction of the gluteus medius posteriorly exposes
the gluteus minimus tendon. Flexion and external rotation of the hip improves the exposure to the anterior hip capsule. The

rectus still covers the anterior acetabular rim.

Under  rectus and psoas
L -

Gluteus medius and
minimus released

Fig. 8. Anterolateral approach: (A) For limited exposure of the hip, the rectus retractor may be placed above the rectus tendon. (B)
The blunt rectus retractor is placed beneath the tendon and inside the pelvis to complete the medial exposure. A blunt inferior
cobra retractor protects the vascular structures inferior to the hip capsule. (C) Improvement in the exposure of the superior
capsule is obtained by the partial release of the gluteus medius and minimus from the anterior trochanter.
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