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Review Article

Surgical Approach totheHip: Direct Lateral Approach

Dong Ok Kim, MD, Wan Lim Kim, MD*, Kang Sup Yoon, MD

Department of Orthopedic Surgery, SMIG-SNU Boramae Medical Center, Seoul, Korea,
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The direct lateral approach was first described and named the transgluteal approach by Bauer in 1979 and was
popularized by Hardinge K in 1982. In total hip arthroplasty, the direct lateral approach offers distinct advantages for
the orientation of implants, access to both the acetabulum and proximal femur, and the preservation of soft tissue

continuity between the gluteus medius and vastus lateralis muscle group. It can also be quite versatile, even in cases

requiring extensive exposure, such as revision arthroplasty. The disadvantages include arisk of superior gluteal nerve

injury, disruption of the repaired abductor mechanism, and postoperative heterotopic ossification. This review
describes the surgical exposure of the direct lateral approach as well as the advantages and potential complications of

the direct lateral approach.
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Fig. 1. lllustration of the incision for direct lateral approach
(GT= Tip of the greater trochanter, VR= Ridge of the
vastus lateralis).
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Fig. 2. Schematic diagram of the direct lateral approach
showing that the incision (dotted line) releases the
majority of the insertion of the gluteus medius and
minimizes the release of the vastus lateralis.
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