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Abstract: Femoroacetabular impingement (FAI) has emerged as a common cause of hip pain, especially in young patients. While the
exact cause of FAI is unknown, it is thought to result from repetitive microtrauma to the proximal femoral epiphysis leading to abnormal
biomechanics. Patients typically present with groin pain that is exacerbated by hip flexion and internal rotation. Diagnosis of FAI is made
through careful consideration of patient presentation as well as physical exam and diagnostic imaging. Use of radiographs can help
diagnose both cam and pincer lesions, while the use of MRI can diagnose labral tears and cartilage damage associated with FAI. Both non-
operative and surgical options have their role in the treatment of FAI and its associated labral tears; however, hip arthroscopy has had
successful outcomes when compared with physical therapy alone. Unfortunately, chondral lesions associated with FAI have had poorer
outcomes with a higher conversion rate to arthroplasty. Capsular closure following hip arthroscopy has shown superior clinical outcomes
and therefore should be performed if possible. More recently, primary labral reconstruction has emerged in the literature as a good option
for irreparable labral tears. While non-operative management may have its role in treating patients with FAI, hip arthroscopy has developed
a successful track record in being able to treat cam and pincer lesions, chondral damage, and labral injuries.
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Introduction
Hip pain is a common ailment that has an effect on patients of all ages. While there are many different diagnoses that
result in hip pain, femoroacetabular impingement (FAI) has emerged as a common cause, especially in young patients,
and therefore needs to be evaluated. FAI is a result of abnormal contact pressure between the femoral head neck junction
and the acetabulum leading to abnormal biomechanics. It is a collection of symptoms caused by an excess of bone
growth at the head of the femur (cam-type) or the acetabular margin (pincer type). It is often distinguished as a cam
deformity or pincer deformity, though recent literature has identified lesions with mixed cam and pincer morphology to
be most prevalent among symptomatic patients.1 While FAI can lead to hip pain, it is important to note that cam and
pincer morphology can also be seen in asymptomatic patients.2 In addition to FAI itself, the abnormal contact between
the femoral head neck junction and the acetabulum can lead to labral tears, thus exacerbating the symptoms experienced
by the patient. It has been reported that labral tears in the setting of FAI can be as high as 59%.3 Given the high
prevalence of FAI-associated labral tears, it is understandable that there has been a recent increase in literature on the
topic, allowing for improved treatment of patients with this ailment. Improved surgical techniques have allowed for
improved outcomes following hip arthroscopy.

FAI Etiology, Epidemiology, and Presentation
Until the early 2000s, when Ganz et al. published their study suggesting femoroacetabular impingement led to
osteoarthritis of the hip joint, there was little in the orthopedic literature about the significance of FAI as a clinical
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entity.4,5 The exact cause of FAI (cam, pincer, or combined) continues to remain unknown. The leading theory on FAI
suggests that repetitive microtrauma to the proximal femoral epiphysis and abnormally high loading forces during
skeletal development lead to the bony overgrowth seen in FAI.4,6,7 Cam type FAI occurs when there is an abutment of
the femoral neck against the acetabulum due to a morphological abnormality of the femoral head and neck junction,
whereas pincer impingement occurs when an abnormal excess growth of the acetabular margin leads to impingement
against the femoral neck, with both types leading to damage of the articular cartilage and labrum of the hip joint.4,8–13

While the patient population impacted by FAI is often young, patients are typically also recreational or elite athletes
presenting with hip pain and loss of range of motion.4,9,10 There have been many studies demonstrating a relationship
between high load activity in young athletes across sports and FAI morphology.6,10,11 A higher prevalence of cam-type FAI
is seen in males, and particularly male athletes, compared with the general population (41% compared with 17% for male
controls).2,8,14,15 The pelvis and hips mature differently in males and females, with earlier ossification of the secondary
ossification centers and closure of the growth plates in females than in males, leading to a longer time period for young male
athletes to apply abnormal loads on their femoral epiphyses, thus leading to the higher rate of FAI seen in males.2,8,11,14,15

High load sports activities such as hockey, football, basketball, and American football, performed more often by males than
females, affect the growth plates.11 Carter et al. found that age at menarche, which corresponds with delayed closure of
growth plate, is strongly associated with FAI development.6 Athletes have been shown to reach menarche later than the
general population, although ages vary by sport, position, and specialization within the sport.6,16

In female athletes, a higher rate of pincer FAI and hip instability is seen, whereas in male athletes, a higher rate of
combined FAI, larger alpha angles, and more extensive acetabular cartilage damage and concomitant microfracture treatment
has been observed.2,15 These differences in pathology may be attributable to inherent differences in competitive sport –
female athletes competed more often in flexibility (4/38, 11%; P = 0.047) and endurance (9/38, 24%) sports, while male
athletes were involved in cutting (14/42, 33%), contact (6/42, 14%), and asymmetric (13/42, 31%) sports more often.17

FAI can present insidiously, with mild to severe pain most often with activities requiring hip flexion such as
plyometric workouts.18,19 Pain can also be reported at rest with activities such as sitting at a desk. While location of
pain is often variable, most often it involves the groin, but can include the lateral and posterior hip, anterior and posterior
thigh, and the lumbar spine.20 Other symptoms include stiffness, clicking, snapping, or catching.

Labral Tears in FAI: Etiology and Diagnosis
The acetabular labrum is a fibrocartilaginous ring that lines the acetabular rim and forms a seal around the femoral head. It
plays an important role in distributing compressive loads throughout the hip joint and securing the femoral head within the
acetabular socket. Structural deformities of the hip joint, including FAI anatomy, have been implicated in tears of the labrum.
The prevalence of labral tears in patients with hip and groin pain, the most common presenting symptoms of FAI, has been
estimated at around 22–55% in various studies.21 However, Vahedi et al. found that labral tears were detectable in about 41–
43% of patients with asymptomatic FAI, which raises the possibility of an even higher prevalence of tears in the broader FAI
population.22,23 In both cam-type and pincer-type impingement, labral tearing is linked to stresses exerted on the labral tissue
due to abnormal contact between the femoral head-neck junction and acetabular rim. However, there are notable differences in
the tear patterns associated with each impingement type. Cam-type impingement typically causes shearing of the labrum at the
chondrolabral junction, resulting in separation of labrum from cartilage in the anterosuperior region without damage to the
labrum itself in the early stages.24–27 By contrast, pincer-type morphology causes repetitive “pinching” of the labrum between
the acetabular rim and femoral neck, resulting in intrasubstance tearing with sparing of the tip of the labrum.24,27–29 While
pincer lesions are typically associated with damage to the anterosuperior labrum, much like cam lesions, they may also present
with contrecoup injuries due to posterior subluxation of the femoral head secondary to acetabular overcoverage.27 FAI anatomy
can also exhibit characteristics of both cam and pincer-type morphologies, which is referred to as mixed impingement.

Physical Examination and Imaging of FAI and Associated Labral Tears
Preoperative diagnosis of labral tears in the setting of FAI is made using a combination of physical exam findings and
imaging (Figure 1). Patient-reported symptoms of hip pain exacerbated by flexion and internal rotation and/or ante-
rolateral groin pain that radiates to the thigh (i.e. “C sign”) are concerning for FAI, while the additional symptoms of
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catching, clicking, or locking in the hip may suggest the presence of a labral tear.30–32 The most commonly used physical
exam maneuver for diagnosis of FAI is the impingement test, in which the examiner attempts to elicit pain through hip
flexion to 90°, adduction, and internal rotation (often abbreviated as FADIR or FADDIR).21,30,31 The scour test, in which

Figure 1 The senior author’s (TY) preferred algorithm for workup and diagnosis of femoroacetabular impingement (FAI) and comorbid conditions.
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the labrum is stressed by moving an adducted and externally rotated hip into adduction, internal rotation, and extension,
has been used to detect labral tears.31 Other maneuvers for FAI and/or labral tear diagnosis such as the flexion-abduction-
external rotation (FABER) test, internal rotation with overpressure test, and McCarthy test have been described in the
literature. However, it should be noted that none of these tests, including the widely used FADIR maneuver, are
considered confirmatory tests for FAI or labral tears as they may be positive in other intra-articular hip pathologies.
A meta-analysis by Reiman et al. found that while the FADIR and flexion-internal rotation tests possessed excellent
sensitivity (>90%), neither could be confirmed as specific for FAI and/or labral pathology and thus may only be suitable
for screening purposes.21

Imaging of FAI anatomy and associated labral tears is typically multimodal. First-line evaluation of FAI is performed
with plain hip radiographs of the following views: anteroposterior (AP), 45° and 90° Dunn, cross-table lateral, frog-leg
lateral (Lauenstein), and/or false profile (Lequesne).32–34 Lateral center edge angle (LCEA) and alpha angle are among
the most common radiographic measurements used to assess for the presence of FAI hip anatomy, and recent literature
has found both to be associated with labral tear severity as well. Dumont et al. reported that increased LCEA and alpha
angle were associated with larger labral tear size among a predominantly young adult cohort. Likewise, Youngman et al.
found that increased alpha angle was significantly correlated with increased length of tear and severity of labral disease
among adolescent patients with FAI.35 In contrast to imaging for FAI, MRI and MRA are the preferred modalities for
imaging of labral tears due to their superior visualization of soft-tissue structures and lesions compared with X-rays.
While MRA has been shown to have higher sensitivity to labral tears than MRI, its invasive nature, higher learning
curve, and use of radiation are major drawbacks.33,36,37 Czerny et al. developed the most commonly used radiographic
classification system for labral tears, divided into three stages based on MRA.37 Matcuk et al. found Czerny staging to
have fair inter-rater agreement for labral tears, but Blankenbaker et al. reported poor correlation with arthroscopic Lage
classification for labral tears.38,39 More recently, Morgan et al. have proposed a simplified version of the Beck
arthroscopic scale, adapted for MRI, for use as a sensitive predictor of reparable labral pathology.40 This modified
Beck scale includes six grades of labral tears with grades I, II, and VI considered non-operative tears and grades III–V
considered operative tears. The authors found the modified scale to have high sensitivity for potentially reparable tears
(85.5–96.0%) but poor inter-rater reliability.

FAI and Chondral Injury
In addition to labral tearing, FAI is associated with injury to the articular cartilage itself. An analysis of the Danish Hip
Arthroscopy Registry (DHAR) found that up to 88% of patients with symptomatic FAI had concomitant chondral injury,
predominantly on the acetabular side.41 Chondral injury can occur with any FAI morphology but may be more frequent
and severe in cam-type anatomy.42,43 Cartilage damage may range from fraying of the chondral surface to full-thickness
cartilage flaps with or without an intact chondrolabral junction.44 Femoral head lesion severity may be classified using
the same systems for avascular necrosis, such as the Steinberg classification, while acetabular lesions are usually
classified using the Beck and Outerbridge systems.45,46 Sampson proposed a new classification system for both types
of chondral lesions that was designed to capture a more granular continuum of damage and guide treatment decisions. In
this scheme, femoral head lesions are classified by one of six grades based on lesion depth with increasing grade
associated with worse prognosis necessitating more aggressive treatment. Similarly, acetabular cartilage lesions are
classified into one of ten grades based on lesion area and depth with higher grades associated with more severe lesions.
Though created with the stated aim of facilitating an algorithm for treatment, the Sampson scale has not supplanted use of
the Steinberg, Beck, and Outerbridge scales in the wider literature.46

A wide array of arthroscopic techniques have been described for treatment of chondral injuries secondary to FAI.
Minor damage such as fraying and surface lesions may be treated with simple debridement.44 For more complex lesions
involving delamination, repair is indicated and techniques may be broadly divided into (1) primary repair of the tissue,
(2) inducing local production of growth factors that promote cartilage healing, and (3) transplanting graft tissue to the
injury site.47 Primary repair may be performed with direct fixation of the flap with a biologic adhesive such as fibrin glue.
This technique has shown acceptable clinical outcomes at 1–3 years postoperative,48 though a recent laboratory study has
questioned whether fibrin fixation provides stable long-term attachment of the cartilage flap.49 Local healing-based
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techniques include the microfracture method, in which small holes are drilled into the bone underlying a cartilage defect
in order to release progenitor cells and growth factors from the marrow. Most studies to date have associated micro-
fracture with comparable but non-superior outcomes to more conventional repair methods such as suturing and
debridement.47 Lastly, several transplant techniques have been adapted from knee cartilage repair including osteochon-
dral allograft (OCA), osteochondral autograft (mosaicplasty), and matrix-autologous chondrocyte implantation (MACI),
but the evidence favoring their use is limited to several case series with small sample sizes (<30).50

The existing literature strongly indicates that the presence of cartilage lesions is associated with poorer outcomes and
higher rate of conversion to THA following arthroscopic treatment of FAI.51–53 In contrast, a recent prospective analysis by
Pansard et al. found that chondral lesion extension or type (barring severe lesions of Tönnis grade >1 or Beck 3) were not
associated with worse function (as measured by NAHS) at 1-year follow-up after arthroscopic treatment of FAI.54

Labral Tears in FAI: Non-Operative vs Operative Treatment
A number of operative and non-operative treatment modalities are available for FAI and associated labral tears
(Figure 2). Operative treatment encompasses a variety of open and arthroscopic procedures including osteotomy,
osteoplasty, cartilage restoration, and labral debridement, repair and/or reconstruction. Non-operative treatment is
generally limited to physical therapy, activity modification, and anti-inflammatory medications (injections or oral).
Recent comparative meta-analyses have tended to favor arthroscopic intervention over physical therapy. The largest
meta-analysis to date, conducted by Kim et al. found that arthroscopically treated FAI patients had superior International
Hip Outcome Tool-33 (iHOT-33) scores at 12-month follow-up compared with their non-operative counterparts.55 Dwyer
et al. also found greater pre-to-post treatment improvement in iHOT-33 scores and greater achievement of the minimum
clinically significant difference (MCID) at 10-month follow-up among arthroscopic patients compared with non-
operative patients.56 Gatz et al. reported superior outcomes on the sport and activities of daily living (ADL) subscales
of the Hip Outcome Score (HOS) for arthroscopic patients versus physical therapy patients at 15-month follow-up.57 The
relative advantages of arthroscopy for FAI treatment may extend to cost-effectiveness as well; a systematic review by Go
et al. found that arthroscopic treatment of FAI resulted in greater gain of quality-adjusted life-years (QALYs) relative to
cost compared with non-operative treatment despite the higher upfront cost of surgery.58

In practice, operative and non-operative modalities are often combined in the treatment of FAI and labral tears and
may have complementary effects. A randomized controlled trial conducted by Martin et al. recently found that patients
older than 40 years with labral tears randomized to combined hip arthroscopy with physical therapy had superior patient-
reported outcomes compared with patients receiving physical therapy alone.59 Furthermore, it should be noted that, per
Scott et al., both operative and non-operative treatment approaches to labral tears seem to yield similar rates of
conversion to total hip arthroplasty (THA).60 Thus, long-term joint preservation may be a less relevant consideration
for patients than symptom severity, cost, and/or lifestyle when selecting a treatment approach for FAI. In support of this
point, Glaws et al. found initial interest in surgery, younger age, and poorer hip function to be some of the major
predictors of patients pursuing surgery for FAI within 90 days of initial evaluation.61

Outcomes
In the long term, sequelae of FAI have been shown to be unfavorable, especially in young patients with FAI, who are 5–
10% more likely to develop hip osteoarthritis at an early age. These patients are more likely to require hip arthroscopy
and/or total hip replacement.4,5,62–66

Overall, hip arthroscopy is a low-risk procedure, with reported rates of minor complication ranging from 4.5–7.9%
and major complications at 0.45–0.65% respectively. The most common major complication seen is extra-articular fluid
exacerbation, while common minor complications include chondrolabral damage and temporary nerve injury.67,68

In the short term, results of hip arthroscopy have been quite successful. Mohan et al. reported 92% return to sport at
near pre-injury levels in athletes aged 13–23 who underwent hip arthroscopy at 2 years. In addition, they found that
patients who underwent labral repair with chondrolabral preservation did better than those who underwent labral repair
with takedown and reattachment.69 In a study on professional hockey players who required hip arthroscopic labral
repairs, Philippon et al. reported successful outcomes and return to skating and hockey drills at 3.4 months.70 A recent
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systematic review of patients who underwent hip arthroscopy for various diagnoses highlighted the high rate of return to
sport at an average follow-up of 28 months. The highest rate of return to sport was seen in pediatric patients, professional
athletes, and patients with a short duration of symptoms prior to surgery.71

Figure 2 The senior author’s (TY) preferred algorithm for treatment of confirmed femoroacetabular impingement (FAI) with or without concomitant labral tears.
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Unfortunately, there is a paucity of high-quality evidence supporting a specific post-operative rehabilitation protocol
following hip arthroscopy. In a recent systematic review on rehabilitation following hip arthroscopy, Grzybowski et al.
found heterogeneous studies that precluded assimilation of rehabilitation protocols.72 More literature is needed in order to
find an optimal rehabilitation protocol to improve patient outcomes.

In the long term, the rate of conversion to arthroplasty is as high as 18.5%, and the overall reoperation rate is 20.8%.68

Older adults are more likely to contribute to the conversion rate of hip arthroscopy to arthroplasty for several reasons.73

For example, preexisting osteoarthritis specifically with severe chondral damage is a risk factor for surgical failure, with
a failure rate of 52% compared with 12% in the general surgical population. In patients age >50 with <2 mm of joint
space, Philippon et al. demonstrated tenfold higher odds of patients requiring arthroplasty.74

Capsular Considerations in Hip Arthroscopy for FAI
In recent decades, the hip joint capsule and its impact on joint biomechanics after arthroscopic surgery have gained
great interest.75–77 The capsule itself is a fibrous structure made by three ligaments and circumferential internal fibers
and contains several other important hip stabilizers. Several studies suggest that capsular closure at the time of hip
arthroscopy may better restore anatomic stability and lead to better hip function outcomes.75 Similarly, Ortiz-Declet
et al. conducted a systematic review noting that both clinically and biomechanically, capsular repair results in
superior short-term outcomes and stability in comparison to arthroscopy without capsular repair.78 In a study of
1-year outcomes after hip arthroscopy for FAI in the Danish Hip Arthroscopy Registry, Mygind-Klavsen et al. found
that patient-reported outcomes (HSAS, EQ-5D, NRS pain (rest and walk), and Copenhagen Hip and Groin Outcome
Score (HAGOS) subscales) were significantly improved in the group that underwent capsular closure compared with
those who did not.79 Additionally, the capsular closure group had a significantly lower revision arthroscopy rate at 2
years post-index arthroscopy (3.5%) compared with the non-closure group (6.8%). While these results are promising,
further prospective study is required to compare outcomes after different types of capsular closure. Frank et al.’s
retrospective study comparing complete repair to partial repair of T capsulotomy showed that patients with complete
repair had superior patient-reported outcomes including sports-specific outcomes and patient satisfaction at 2 years
after index arthroscopy.80 In addition, they found lower rates of revision hip arthroscopy in the complete repair group.
Despite the potential benefits of capsular closure, a standard surgical methodology for closure in hip arthroscopy for
FAI remains to be determined. Gupta et al. found in a multicenter survey study of hip arthroscopy surgeons that while
88.9% of surgeons performed capsular closure, there was great variability in how and how often closure is
performed.81 That said, capsular closure bears significant promise in improving clinical outcomes after hip arthro-
scopy for FAI.

Future Prospects
In recent years, labral reconstruction over repair in the primary setting has gained some interest among hip arthroscopists
(Table 1). Previously, labral reconstruction was reserved mainly for the revision setting, however increasing literature on
the subject shows its use in a primary setting under very specific indications may provide good outcomes. In a direct
comparison of primary acetabular labral repair and labral reconstruction in 29 patients (labral repair in one hip and labral
reconstruction in the opposite hip), White et al. found that the hips that underwent labral repair were more likely to fail
treatment compared with the labral reconstruction. It is important to note that patient-reported outcomes among hips that
did not fail were similar between the groups.82 This was met with mixed reviews due mainly to the fact that at the time
there were no long-term data supporting reconstruction. In addition, there are added risks to reconstruction and therefore
this may not be warranted in every patient with a labral tear.

More recently, other studies have reported similar outcomes between labral repair and reconstruction, with some
pointing toward improved outcomes following labral reconstruction in the primary setting. In a multicenter retrospective
review, Bodendorfer et al. reported no difference between labral repair, segmental labral reconstruction, and circumfer-
ential labral reconstruction at a minimum of 2-year follow-up.83 In addition, Scanaliato et al. showed similar short-term
outcomes between labral reconstruction and labral repair.84 White et al. found an increased failure rate of 3.29 times in
patients over 40 years old undergoing repair vs reconstruction in the primary setting.85 While limited data do indicate
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good results in primary labral reconstruction, long-term results are unknown and therefore thoughtful decision making
should be employed when considering reconstruction over repair.

Conclusion
In the past 20 years, our understanding of FAI with associated labral tears and its clinical implications has grown immensely.
Injuries and biomechanical abnormalities that previously would go undiagnosed are now being recognized and treated sooner,
leading to improved outcomes. Understanding which patients are at increased risk, can lead to a more accurate diagnosis and

Table 1 A Summary of the Recent Literature on Labral Repair and Labral Reconstruction

Authors Study Design Population Included Key Findings

Martin et al.
(2021)59

Randomized controlled trial with single
surgeon; patients were randomized 1:1 to

labral repair (SPT) or physical therapy

alone (PTA).

n = 90; age >40 with symptomatic
MRI-confirmed labral tears, Tönnis

grades 0–2

- 63.6% crossover rate from PTA to SPT
group

- Greater iHOT-33 and mHHS scores in

SPT group than PTA group at 12 months
- Difference in scores exceeded MCID

Drager et al.
(2020)86

Case-control study; patients with
hypotrophic labrum were matched 1:1 by

age and BMI to patients with normal labral

width

n = 346; patients who underwent
primary arthroscopic labral repair

for FAI

- No significant differences in HOS,
mHHS, and iHOT-12 scores at 1 year

- No significant differences in achieving

MCID or PASS at 1 year

White et al.
(2020)85

Retrospective comparative study; patients
who underwent labral reconstruction

were compared with patients who

underwent labral repair

n = 343 patients (363 hips); age
30–65 and underwent labral

reconstruction OR age 40–65 and

underwent labral repair

- Failure was 3.29 times more likely for
repair group versus reconstruction group

at mean 4.2-year follow-up

- No difference in rate of conversion to
THA

- Greater improvement in mHHS among

successful reconstruction patients versus
successful repair patients

Domb et al.
(2020)87

Case-control study; patients who
underwent primary circumferential labral

reconstruction with tibialis anterior

allograft were matched 1:3 on age, sex,
and BMI to patients who underwent labral

repair

n = 37 patients (37 hips);
irreparable labral tears and FAIS,

Tönnis grade <2, no dysplasia

(LCEA ≤ 18°)

- Circumferential labral reconstruction
group had significant improvement in

mHHS, NAHS, HOS - Sport-Specific

Subscale, iHOT-12, and VAS scores at
minimum 2-year follow-up

- Improvements in PROs were comparable

between reconstruction and repair groups

Scanaliato et al.

(2018)84
Prospective cohort study with single

surgeon; patients who underwent primary
circumferential labral reconstruction with

allograft were compared with patients

who underwent primary labral repair

n = 162 hips; patients with labral

tears that limited desired activity
level and failed 6 months of non-

operative treatment

- No significant difference in failure rates

between repair and reconstruction groups
- Significant improvement in mHHS, iHOT-

12, SF-12, and VAS scores at mean 2-year

follow-up in both groups
- No significant difference in improvement

in PROs between both groups

Chandrasekaran

et al. (2019)88
Retrospective comparative study; patients

who underwent primary labral

reconstruction were matched 1:2 on age,
sex, BMI, capsular treatment, and level of

chondral damage (outerbridge grade) to

patients who underwent primary labral
repair

n = 102; patients with labral tears

and minimum 2-year follow-up

- Significant improvement in mHHS, HOS -

Sports Subscale, NAHS, and VAS scores in

both repair and reconstruction groups at
minimum 2-year follow-up

- No significant differences in rates of

postoperative complications, secondary
arthroscopy, or conversion to THA

Abbreviations: iHOT, International Hip Outcome Tool; mHHS, Modified Harris Hip Score; HOS, Hip Outcome Score; MCID, minimum clinically important difference;
PASS, Patient Acceptable Symptom State; THA, total hip arthroplasty; NAHS, Non-Arthritic Hip Score; VAS, Visual Analog Scale.
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therefore a more successful treatment of their hip pain. Each patient with hip pain is unique and therefore a thorough
evaluation and treatment plan needs to be implemented. While hip arthroscopy with labral repair has shown improved
outcomes over physical therapy alone in the setting of FAI with labral tears, the best post-operative rehabilitation protocol has
not been borne out in the literature. Therefore, post-operative rehabilitation needs to be specific to the patients’ needs whether
they are a young athlete or middle-aged mildly active patient. More research is currently needed in order to determine the most
optimal rehabilitation protocol. Longer-term studies with functional outcomes is required to determine the efficacy of primary
labral reconstruction over labral repair. As of now, hip arthroscopy with labral repair offers great outcomes with high rates of
return to play.
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