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Recent technological improvements have resulted in a greater number of surgical options available
for individuals with hip joint pathology. These options are particularly pertinent to the relatively
younger and more active population. The diagnosis and treatment of acetabular labral tears have
become topics of particular interest. Improvements in diagnostic capability and surgical technol-
ogy have resulted in an increased number of arthroscopic procedures being performed to address
acetabular labral tears and associated pathology. Associated conditions include capsular laxity,
femoral-acetabular impingement, and chondral lesions. Arthroscopic techniques include labral tear
resection, labral repair, capsular modification, osteoplasty, and microfracture procedures. Postop-
erative rehabilitation following arthroscopic procedures of the hip joint carries particular concerns
regarding range of motion, weight-bearing precautions, and initiation of strength activities.
Postoperative rehabilitation protocols that have been typically used for surgeries such as total hip
arthroplasty are often not sufficient for the population of patients undergoing arthroscopic
procedures of the hip joint. Postoperative rehabilitation should be based upon the principles of
tissue healing as well as individual patient characteristics. As arthroscopic procedures to address
acetabular labral tears and associated pathology evolve, physical therapists have the opportunity
to play a significant role through the development of corresponding rehabilitation protocols.
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The advancement of diagnostic procedures along with the
development of improved arthroscopic instrumentation and
techniques has broadened the range of treatment options
for individuals with hip joint pathology. Recently, the
surgical treatment of acetabular labral tears has been of

particular interest. Treatment options have evolved from simple resec-
tion of the torn tissue to more advanced labral repair procedures.
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Correction of other abnormalities
of the joint associated with, or
contributing to, the underlying
cause of a labral tear, including
capsular laxity, femoral-acetabular
impingement (FAI), and chondral
lesions, through recent advances
can now also be performed
through arthroscopic procedures.

Arthroscopic procedures have
evolved in the last decade to ad-
dress labral tears and associated
pathologies and are typically per-
formed on young, active individu-
als. As a result, traditional hip
rehabilitation protocols have been
adapted to meet the demands of
this patient population. Rehabilita-
tion for individuals having a total
hip arthroplasty (THA) or surgical
procedures to address fractures
have typically focused on gait
training, weight-bearing status,
range of motion (ROM) precau-
tions, and activity modification,
with a goal of returning to specific
activities of daily living, but most
often not strenuous labor or com-
petitive sport.9,22,59 The active
population of patients undergoing
hip arthroscopy raise additional
concerns regarding increased joint
load demands, proprioception,
muscle imbalances, lumbopelvic
stability, strenuous occupation de-
mands, and possibly return to
competition. As surgeries to cor-

Supplemental Video Available at www.jospt.org

516 Journal of Orthopaedic & Sports Physical Therapy

S. Smith
jospt2



rect disorders of the acetabular labrum and associ-
ated pathology are performed more often,
postoperative protocols must reflect the evolution of
these procedures and the demands of the patient
population.

Indications

Potential candidates for arthroscopic procedures to
address acetabular labral tears and associated pathol-
ogy should be identified through clinical and diag-
nostic testing. Initially, an attempt should be made to
determine if the cause of symptoms is extra-articular,
intra-articular, or from a structure other than the hip
joint (referred pain). The examination includes the
assessment of ROM, strength, and special tests for the
hip joint, as well as lower-quarter–screening compo-
nents to rule out lumbosacral spine or knee joint
involvement. Identifying a labral tear through clinical
examination may be difficult and, therefore, diagnos-
tic imaging may be necessary. Imaging modalities are
most effective when their selection is based upon a
complete history and physical examination.3 Plain-
film radiographs may include supine anterior-
posterior pelvis, frog-lateral, cross-table lateral,
and/or false-profile views. Magnetic resonance imag-
ing (MRI) may be performed to evaluate soft tissue
injuries, including chondral and labral pathologies.37

Gadolinium-enhanced magnetic resonance arthrogra-
phy may also be used to image labral and chondral
pathology in the hip. If history, physical examination,
and medical imaging analysis lead to suspicion of a
labral tear, an attempt should also be made to
determine the presence of associated joint laxity, FAI,
or joint degeneration.

After clinical and diagnostic evidence is evaluated,
candidacy for arthroscopic surgery is determined.
Individuals who suffer from persistent hip pain that
has not responded to conservative intervention pro-
vided for longer than 4 weeks and who show signs of
intra-articular hip pathology are considered to be
potential candidates for hip arthroscopy.29

Contraindications for hip arthroscopy include hip
fusion, cellulitis, severe acetabular dysplasia, femoral
neck stress fracture, stable avascular necrosis, inability
or unwillingness to comply with rehabilitation proto-
cols, arthrofibrosis, and advanced joint degeneration.
An association between the presence of advanced
cartilage degeneration and poor outcomes following
hip arthroscopy has been suggested.36 Individuals in
this category may be better suited for a trial of
conservative treatment, with a focus on manual
therapy.25 If satisfactory results are still not achieved,
the patient may be a candidate for a THA procedure.

Arthroscopic Examination

Arthroscopy of the hip may be performed with the
patient in the supine or lateral position.7,21 A distrac-

tion force is applied under fluoroscopic evaluation,
along with gentle traction to the contralateral limb to
provide a counterforce. Typically 11.3 to 22.6 kg of
force is required to create the minimum 8 to 10 mm
of hip joint distraction necessary to perform
arthroscopy and reduce the risk of iatrogenic
chondral or labral injury. Flexible instrumentation
now allows access to the deeply recessed joint struc-
tures for arthroscopic intervention. Though numer-
ous variations have been described, 3 basic portals
are most commonly utilized: anterolateral, anterior,
and posterolateral.

Systematic arthroscopic examination of the hip can
be performed through 2 portals: anterolateral and
anterior.28 The anterolateral portal is placed approxi-
mately 1 to 2 cm superior and 1 to 2 cm anterior to
the anterosuperior portion of the greater trochanter.
The anterolateral portal allows examination of nu-
merous structures within the joint, including the
anterior and superior labrum, the anterior femoral
head and neck, the cotyloid fossa, and ligamentum
teres. The psoas tendon, also visible through this
portal, most commonly lies medially to a thin barrier
of capsular tissue and can be palpated with a probe.
In approximately 20% of the population, the psoas
tendon and/or bursa may be intra-articular.43

The anterior portal is placed directly inferior to the
anterior superior iliac spine at the horizontal inter-
section of the anterolateral portal. It allows a detailed
view of structures, including the anterior acetabular
rim, posterior labrum, ligamentum teres, and cotyloid
fossa. Placement of this portal requires precise knowl-
edge of the anatomy of the region to avoid potential
damage to numerous neurovascular structures, in-
cluding the lateral femoral cutaneous nerve, lateral
femoral circumflex artery, and femoral neurovascular
bundles.12

The third portal (posterolateral) can be placed 2
to 3 cm posterior to the tip of the greater trochanter
at the same level as the anterolateral portal. The
sciatic nerve needs to be carefully avoided during the
placement of this portal.29 Visualization of the poste-
rior aspect of the femoral head, the posterior labrum,
posterior capsule, and the inferior edge of the
ischiofemoral ligament is possible from this portal.12

The posterolateral portal can also be useful for the
removal of loose bodies.

Other portals may be established as needed for
visualization and treatment of otherwise inaccessible
regions of the joint.

Labral Resection
Recent advances in arthroscopic technology have

resulted in an increased number of treatment options
for individuals with labral pathology of the hip. The
choice of surgical technique can vary depending on
the type, size, location, and degenerative condition of
the labral tear. As with the debridement of a meniscal
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FIGURE 1. (A) normal acetabular labrum under arthroscopic exami-
nation; (B) frayed acetabular labrum.

tear in the knee, it is believed that mechanical
symptoms and immediate pain will be relieved by
removing the unstable portion of the labrum. Once a
labral tear has been identified, resection of the
unhealthy labral tissue is performed. An attempt is
made to spare as much stable tissue as possible
to preserve the mechanical integrity of the joint
(Figure 1).15-16

A number of studies have reported favorable out-
comes following debridement of a labral tear (Table
1).13,17,24,31,42,47,51 Potter et al47 recently performed a
study examining the association of Short Form-36
and disability status with outcomes of arthroscopic
acetabular debridement. Twenty-eight months
postsurgery, they found arthroscopic debridement
yielded good or excellent results on the Modified
Harris Hip Score (MHHS) in 68% of patients, with
84% being very or somewhat satisfied, when patients
undergoing military disability evaluations were ex-
cluded. Farjo et al13 found that 71% of patients

undergoing arthroscopic labral resection had good to
excellent results at 1-year follow-up, if they did not
have significant preoperative hip arthritis. Byrd and
Jones8 performed a prospective analysis of patients
undergoing arthroscopic procedures for tears of the
acetabular labrum. They reported a significant im-
provement of symptoms in patients on the MHHS
during a 2-year follow-up after arthroscopic labrum
resection. A number of the studies presented in Table
1 are case series. Therefore, these results should be
considered, while acknowledging that case series have
been noted to overestimate the therapeutic effects of
interventions.53

Labral Repair

The ability to perform labral repairs has recently
been reported.28,46 Individuals with a labrum that is
partially detached from the bony acetabulum or who
have intrasubstance tears are considered candidates
for repair. A repair is chosen over resection to avoid
significant disruption of joint mechanics.15-16 In the
case of detachment, a bioabsorbable suture anchor is
placed on the rim of the acetabulum. After the
anchor is established, suture material is passed
through the labrum twice to create a vertical mattress
suture. When an intrasubstance split in the labrum is
observed, a bioabsorbable suture is passed around
the split, utilizing a suture lasso or similar instrumen-
tation. Once the suture is tied, the split labral tissue
is reapproximated. Repairs of the acetabular labrum
share common concerns with meniscal repairs for the
knee regarding vascularity and healing potential.
McCarthy et al35 found limited vascularization occur-
ring in the labrum-capsular sulcus and the junction
between the acetabulum and fibrocartilagenous
labrum. Flap or frayed tears, as well as tears with
considerable degeneration, are not considered to be
repairable. These tears should be debrided, leaving as
much healthy tissue as possible. Early results for
arthroscopic labral repair procedures appear to be
favorable. Leunig33 reported preliminary data com-
paring labral resection and repair using an open
procedure. They showed significantly better subjective
outcomes in patients undergoing repair as compared
to resection.

Osteoplasty and Rim Trimming

FAI has been recognized as a cause of acetabular
labral tears and chondral injuries that may eventually
lead to joint degeneration.4,20,39,57 A decreased offset
of the femoral head-neck junction secondary to
abnormalities of the femoral head (cam impinge-
ment) or acetabulum (pincer impingement), or a
combination cam and pincer impingement, has been
observed.20,26,41,48 The decreased clearance between
the femoral head-neck region and the acetabulum
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TABLE 1. Reported outcomes and average follow-up after procedures of the hip joint intended to address acetabular labral tears and/or
femoral-acetabular impingement.

Study Author(s)
Study

Description/Subjects (n)

Average
Length of
Follow-up Outcomes

Beck et al5 Retrospective case series of pa-
tients undergoing open bony
resection to address femoral-
acetabular impingement (n =
19)

4.0-5.2 y 13 hips rated as good to excel-
lent on the Merle d’Aubigné́
and Postel Hip Score; 5 had
subsequent total hip
arthroplasty

Byrd and Jones8 Prospective study of patients
undergoing hip arthroscopy
(n = 35)

2 y Significant symptom improve-
ment on the Modified Harris
Hip Score (MHHS); best results
occurring for labral tears and
removal of loose bodies

Farjo et al13 Retrospective case series of pa-
tients who had hip
arthroscopy performed for
debridement of a labral tear
(n = 28)

13-100 mo 71% of patients without
preoperative arthritic findings
had good to excellent results
on a numeric self-report scor-
ing system compared to 21%
for those with arthritis

Hase and Ueo24 Retrospective case report review
of patients diagnosed with
labral tears (n = 10)

15-68 mo 8 patients had arthroscopic re-
section of the torn labrum and
were symptom free at follow-
up; 2 patients did not recover
with conservative treatment

Murphy et al38 Prospective study of patients
undergoing open bony
debridement as treatment to
address femoral-acetabular
impingement (n = 23)

2-12 y 15 hips functioning well on the
Merle d’Aubigné́ and Postel
Hip Score without further inter-
vention; 7 converted to total
hip arthroplasty; no subjects
developed osteonecrosis

Oleary et al42 Retrospective study comparing
results of arthroscopy of the
hip for osteonecrosis com-
pared to other diagnoses (n =
86) (43% osteonecrosis, 20%
labral injury, 10%
osteoarthritis, 10% Legg-
Calvé́-Perthes disease, 10%
loose bodies)

Average, 30 mo;
minimum, 20 mo

91% of patients having
arthroscopy for labral tears re-
ported significant improvement
through self report, compared
to 40% for osteonecrosis, and
44% for degenerative joint dis-
ease

Potter et al47 Retrospective case series of pa-
tients undergoing arthroscopic
acetabular labrum debride-
ment (n = 40)

13-55 mo Patient self-reported satisfaction
rates were 70% overall; 50%
for those undergoing military
disability evaluations versus
84% for those who were not

Santori and Villar51 Case series review of patients
undergoing arthroscopy to ad-
dress acetabular labral tears
(n = 76)

24-61 mo Of the 58 cases remaining at
follow-up, 67.3% reported be-
ing pleased with the results of
their operation (mean MHHS,
89.8); 32.7% were not satisfied
(mean MHHS, 49.5)

results in impingement between the bony structures,
particularly in hip positions of flexion and internal
rotation. Labral and chondral injuries have been
shown to be associated with FAI. An open surgical
dislocation approach to the decompression of FAI has
been described.19,32 The open technique has pro-
duced favorable outcomes in individuals who do not

have advanced degeneration of the joint (Table
1).4,5,38 It should be noted that the Merle d’Aubigné
and Postel Hip Score, utilized as outcome measures
in a number of studies, was originally designed to
measure pain, mobility, and ambulation characteris-
tics in individuals following THA. Therefore, it may
overestimate the functional status of individuals who
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are typically more active in comparison to this popu-
lation.

Current advances now allow for osteoplasty of cam
impingement and rim trimming of pincer impinge-
ment to be performed through arthroscopy.46,45 This
method avoids surgical dislocation and thus reduces
the risk of developing avascular necrosis, infection, or
nonunion of the greater trochanter. In the
osteoplasty technique, the femoral head-neck offset is
improved by removing any significant nonspherical
portion of the femoral head (Figure 2). The rim-
trimming technique allows resection of the anterior
acetabular overcoverage.5 Resection or repair of the
damaged labrum can be performed during the same
procedure. Outcome studies comparing arthroscopic
osteoplasty to the conventional open dislocation pro-
cedures do not exist at this time.

Capsular Modification

As with FAI, capsular laxity has been associated
with labral lesions. Injury to the labrum or attenua-
tion of the capsuloligamentous structures can result
in a disturbance of the buffer mechanism of hip
stability. This may create a disproportionate load
distribution and resulting injury to both structures.
Rotational instability, particularly in the athletic popu-
lation, is associated with sports involving axial loading
and external rotation, and is likely related to elonga-
tion of the iliofemoral ligament. Procedures includ-
ing thermal capsulorrhaphy or plication may be
performed to address capsular laxity.52 In a small
study (n = 11 hips) of professional athletes who
underwent labral resection and capsular thermal
modification of the hip, 81% returned to preinjury
level of competition with minimal or no pain.44

Recently, arthroscopic plication of the iliofemoral
ligament has been performed on patients demon-
strating significant redundancy and capsular laxity.29

During this procedure, a bioabsorbable suture is

FIGURE 2. Postosteoplasty view of the femoral head-neck junction.

FIGURE 3. Microfracture procedure for chondral lesion of the
acetabulum: a surgical awl is used to create lesions in the
subchondral bone.

tensioned at the margin between the iliofemoral and
ischiofemoral ligaments. Plication of the iliofemoral
ligament and repair of the labrum to address recur-
rent anterior instability of the hip joint can be
compared to a Bankart procedure performed for
shoulder instability and glenoid labrum compromise.
Data on long-term effectiveness of plication proce-
dures for the hip joint are needed.

Microfracture Procedures

McCarthy et al36 observed that 74% of patients
with a frayed or torn labrum also had chondral
lesions. Arthroscopic observation suggested an asso-
ciation between progression of labral lesions and
progression of anterior articular cartilage lesions of
the acetabulum.34 Though not completely under-
stood, cartilage damage may play a detrimental role
in the outcomes of patients undergoing arthroscopic
procedures of the hip joint.36,39 Often found in
conjunction with labral tears, medium-sized, full-
thickness articular lesions of the femoral head and
acetabulum can be addressed through arthroscopic
microfracture procedures.29 Microfractures are cre-
ated in the subchondral bone in an attempt to
facilitate the growth of hyaline-like fibrocartilage
(Figure 3). Though there are no current outcome
studies regarding patients undergoing microfracture
procedures for the hip joint, functional improvement
and decreased pain have been reported with the use
of the microfracture techniques in the knee.56 In the
hip, the microfracture technique is currently recom-
mended for well-contained chondral defects in the
acetabulum and the femoral head up to 400 mm2.
The authors make this recommendation based upon
the reported outcomes following microfracture proce-
dures of the knee.56
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Complications

The reported complication rate associated with
arthroscopy of the hip joint ranges from 1.3% to
1.6%.6,11,23 In comparison, complication rates for
arthroscopic procedures of the knee and shoulder
have been reported in the ranges of 1.29% to
8.2%54,55 and 5.8% to 9.5%,58 respectively. Potential
complications are most often related to joint distrac-
tion, joint entry, and fluid management.11,40,50

Pudendal, sciatic, and femoral neuropraxias have
been reported.11,18,23,50 The vast majority of these
neuropraxias are transient in nature,11,40 and may be
related to the total time spent in traction.50 Less
common complications that have been reported in-
clude instrument breakage, heterotopic ossification,
reflex sympathetic dystrophy, labia majora hematoma,
trochanteric bursitis, and infection.6,11,18,23,30

Preoperative Rehabilitation

Griffin et al22 noted the importance of preopera-
tive rehabilitation in patients undergoing
arthroscopic hip procedures. Goals in common with
preoperative therapy for many other orthopaedic
surgeries include maximizing ROM, strength, and
endurance, without exacerbating the patient’s symp-
toms. During this time, patients who may not be
compliant with the prescribed therapeutic protocol
may also be identified. These individuals would not
typically be considered good candidates for surgery.
Preoperative therapy also gives the therapist an op-
portunity to explain multiple aspects of the postop-
erative rehabilitation process, including weight-
bearing restrictions, as well as duration and frequency
of therapy.

Postoperative Rehabilitation

It should be emphasized that arthroscopic proce-
dures of the hip joint have only become more
popular in recent times and continue to rapidly
evolve. At this time minimal evidence exists regarding
postoperative rehabilitation for these procedures. The
guidelines suggested in this commentary are highly
based on the authors’ combined clinical experience
gained from working with more than 500 patients
undergoing these procedures. These guidelines will
hopefully provide a foundation from which clinical
studies can be designed.

Though the postoperative rehabilitation program
varies depending on the nature of procedure and
patient characteristics, general recommendations can
be made. In our experience, 10 to 12 weeks of
supervised therapy is sufficient for an individual
undergoing arthroscopic resection or repair of the
labrum as well as any of the previously mentioned
conjunct procedures. The immediate goal of therapy
is to control postoperative inflammation through

prescribed nonsteroidal anti-inflammatory drugs
(NSAIDs), ice, and compression. The authors utilize
a motorized cuff system (Cryo/Cuff AutoChill Sys-
tem; Aircast, Summit, NJ) to continuously deliver
compression with water kept cold in a reservoir of
ice. The progression of weight-bearing, ROM, and
strengthening activities is dictated by current knowl-
edge of the tissue-healing response for each specific
surgery (Table 2).

Limited ROM activities are initiated early after
surgery. Patients are issued a brace (Post-op Hip
Brace; Bledsoe, Grand Prairie, TX) to protect the
joint and limit ROM, particularly hip abduction and
rotation. The brace is worn during ambulation for
approximately 10 postoperative days. The brace is set
at a neutral position to approximately 80° of flexion
in the sagittal plane. Rotation precaution boots (KAF
positioning kit; Bledsoe, Grand Prairie, TX) are worn
at night to prevent the hips from falling into external
rotation during sleep. External rotation places the
anterior capsuloligamentous structures under in-
creased tension. Avoiding prolonged periods of in-
creased tension is of particular importance, especially
for individuals undergoing capsular modification pro-
cedures. These individuals may be directed to utilize
the immobilization system for up to 4 weeks
postsurgery. A continuous passive motion (CPM)
device is prescribed to be used for up to 8 hours per
day for 2 to 4 weeks in all patients undergoing hip
arthroscopy to reduce the risk of developing postop-
erative adhesions and to encourage early postopera-
tive healing. This is the same CPM device utilized
after surgical procedures of the knee joint. The initial
setting provides movement between 30° and 70° of
flexion. This can be increased as tolerated, with an
eventual goal of movement between full extension
and maximally tolerated flexion.

Hip ROM activities are introduced based on the
healing properties of the involved tissues (compara-
tive healing rates of bone, labral tissue,
capsuloligamentous structures, and cartilage). The
factors to be considered are the pliability potential
versus the risk of tissue damage.10 ROM activities can
be initiated in a fairly aggressive manner for individu-
als undergoing isolated resection or repair of the
labrum. In the majority of cases, a patient will utilize
a stationary bike without resistance the day of sur-
gery. Excessive hip flexion or abduction should be
avoided to prevent discomfort often noted to occur
during these ranges of motion. In the authors’
experience, excessive flexion or abduction early in
the rehabilitation process can result in the patient
reporting a well-defined ‘‘pinching’’ sensation that is
often followed by a period of general soreness in the
anterior thigh or lateral hip region. Full passive
ROM, as dictated by patient tolerance, is typically
allowed at 14 days after surgery. If an anterior
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capsular modification procedure was also performed,
hip external rotation and extension beyond 10°
should be limited for 21 to 28 days to protect the
anterior portion of the capsule. The need for protect-
ing the anterior capsuloligamentous structures is
comparable to the postoperative scenario following
anterior capsular reconstruction of the shoulder.27

Gentle, repetitive hip internal rotation ROM exercise
is stressed early in the rehabilitation process to
prevent adhesions of the joint capsule and subse-
quent loss of motion. In the authors’ experience,
most patients can tolerate stretching of all muscles
that cross the hip joint approximately 28 days after
surgery.

Weight-bearing considerations are dependent on
the area of the lesion (weight bearing versus non–
weight-bearing region), nature of the procedure per-

formed, and if other procedures were performed
involving the articular cartilage or bony structures.
Most patients are instructed to use crutches, allowing
approximately 9.1 kg of flat-foot weight bearing. If a
microfracture or osteoplasty procedure is performed,
partial weight-bearing status is usually preferred over
complete non-weight bearing for the hip joint. This
demonstrates an application of Wolff’s Law; the goal
being application of appropriate mechanical stress,
optimizing bone formation to manage compressive
loads.2 A partial weight-bearing status also decreases
the load placed upon the upper extremities during
ambulation, compared to a non–weight-bearing sta-
tus. This is particularly relevant in the relatively active
population who may undergo arthroscopic surgical
procedures of the hip joint. This group of patients
will likely desire a relatively higher level of mobility

TABLE 2. Rehabilitation guidelines after selected arthroscopic procedures of the hip joint.

Surgical Procedure
Rehabilitation

Concerns
Weight-Bearing

Precautions
Range-of-Motion

(ROM) Precautions Strength Issues

Labral resection Avoiding initiation of
joint inflammation

Partial weight bearing for
10-14 d

Avoid excessive early
flexion and abduction
to prevent inflamma-
tion of affected tissue;
full passive range of
motion (PROM) by 2
wk

Gentle isometrics on day
2; active range of mo-
tion (AROM) at 2 wk;
weight-bearing progres-
sive resisted exercises
(PREs) as tolerated after
full weight bearing

Labral repair Avoiding initiation of
joint inflammation

Partial weight bearing for
10-28 d

Avoid excessive early
flexion and abduction
to prevent inflamma-
tion of affected tissue;
full PROM by 2 wk

Gentle isometrics on day
2; AROM at 2 wk;
weight-bearing PREs as
tolerated after full
weight bearing

Osteoplasty/rim trimming
procedure

Avoid excessive com-
pressive and tensile
forces to femoral neck
and head-neck junc-
tion; protect exposed
bone

Partial weight bearing
(approximately 9.1 kg)
for 4-6 wk

Avoid excessive early
flexion and abduction
to prevent inflamma-
tion of affected tissue;
full PROM by 2 wk

Gentle isometrics on day
2; AROM at 2 wk; cau-
tion with sagittal plane
straight leg raise sec-
ondary to increased
compressive forces;
gentle weight bearing
PREs by 4-6 wk

Capsular modification:
thermal assisted, plica-
tion

Avoid excessive tension
of affected capsular
tissue (usually anterior
region); avoid capsular
inflammation

Partial weight bearing for
10-14 d

Avoid excessive early
flexion and abduction;
avoid forced external
rotation and extension
for 3-4 wk to protect
anterior capsule;
progress external rota-
tion and extension after
3 wk; full PROM al-
lowed by 4 wk

Gentle isometrics on day
2; limited AROM at 3
wk; weight-bearing PREs
as tolerated after full
weight bearing

Microfracture Avoid reinitiation of in-
flammatory response
and protect early
fibrocartilage formation
by limiting early com-
pression and shear
forces

Partial weight bearing
(approximately 9.1 kg)
for 4-6 wk

Avoid excessive early
flexion and abduction
to prevent inflamma-
tion of affected tissue;
full PROM by 2 wk

Gentle isometrics on day
2; AROM at 2 weeks;
caution with sagittal
plane straight leg raise
secondary to increased
compressive forces;
gentle weight-bearing
PREs by 4-6 wk

* For combined procedures the most conservative guidelines for each aspect of rehabilitation are observed.
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and typically be ambulating greater average distances
compared to individuals receiving THA procedures. A
partial weight-bearing status allows application of a
controlled progressive stimulus for healing, while
promoting a relatively normal gait pattern.

An individual undergoing an isolated labral resec-
tion or repair typically utilizes crutches for 10 to 28
days before progressing to weight bearing as toler-
ated. Individuals undergoing repair procedures may
be required to maintain partial weight bearing for
the longer period to protect the repaired tissue and
promote healing. If a patient also has a microfracture
procedure or osteoplasty procedure performed, the
weight-bearing progression may be prolonged for 28
to 42 days. Primary concerns with the microfracture
procedure are avoiding reinitiation of the inflamma-
tory process and protection of the forming
fibrocartilage. Alford and Cole1 noted the importance
of patient compliance to rehabilitation recommenda-
tions following microfracture to the articular surfaces
of the knee joint. They recommended non-weight
bearing for 6 weeks for procedures performed on the
femoral condyle or tibial plateau. For the reasons
previously discussed, modified partial weight-bearing
recommendations have been suggested for individuals
undergoing microfracture procedures of the hip
joint. In the case of an osteoplasty or rim-trimming
procedure, avoiding excessive compressive or tensile
forces at the femoral head-neck junction or
acetabulum is a priority. The transient compromise of
bony integrity that occurs with an osteoplasty proce-
dure creates a concern for the development of
femoral neck fractures during the early recovery
period. The authors have found aquatic ambulation
to be useful for developing gait symmetry and at-
tempting to create an environment of optimal joint
loading for patients undergoing any of the discussed
procedures.

Gentle resisted exercises can be initiated the day
after surgery. Such activities include isometric exer-
cises performed in a neutral position focusing on
extension, abduction, and adduction. In addition,
quadriceps isometrics, and gentle lumbopelvic stabili-
zation activities may be initiated. Active ROM is
usually initiated 14 days after surgery. A particular
focus is placed on strengthening the gluteus medius
muscle. For individuals who had a partial release of
the iliopsoas tendon, straight leg raises in the sagittal
plane are not allowed for at least 28 days. In the
authors’ experience, early initiation of sagittal plane
straight leg raise exercise is often associated with an
increased inflammatory response and may be related
to the development of postoperative hip flexor
tendinitis. It has been noted that the hip joint
experiences a force greater than several times an
individual’s body weight during a straight leg raise
maneuver.22,49 Weight-bearing progressive resistance
activities (PREs) are introduced when appropriate.

Emphasis is placed on eliminating substitution pat-
terns and progressing activities into specific func-
tional movement patterns. Lumbopelvic stabilization
activities are progressed in parallel to PREs of the hip
joint. Due to the proximity of the hip joint to the
lumbopelvic complex, the importance of trunk stabil-
ity has been noted.3 The authors suggest a useful
analogy may be made between the need for
lumbopelvic stabilization after hip surgery and
scapular stabilization after surgical procedures of the
shoulder.

Balance and functional activities are initiated as
allowed by weight-bearing precautions and patients’
symptomatic presentation. During balance activities,
particular attention is directed towards proper re-
cruitment of the gluteus medius muscle group, as
well as continued incorporation of the more proximal
lumbopelvic stabilization musculature. Activities chal-
lenging the patient in all planes of motion should be
utilized. As previously mentioned, rotational instabil-
ity is a preoperative finding in a number of patients
with labral and capsular compromise of the hip joint.
For these individuals, activities focusing on re-
establishing dynamic rotational stability and motor
control should be emphasized.

The time for return to function varies depending
on the extent of the surgical procedure and the
demand of the activities in which the patient wishes
to participate. Individual morphological characteris-
tics may also play a role in the amount of time
required to return to desired activities. In the case of
an isolated procedure for the labrum, jogging may be
initiated as early as 8 to 10 weeks if symptoms permit.
If a microfracture or FAI procedure was also per-
formed, this time period will be extended signifi-
cantly. A return to manual labor activities can be
expected in 10 to 24 weeks, depending on the
complexity of the case. A select few athletes undergo-
ing resection of a small labral tear have returned to
sport activities as soon as 8 weeks postsurgery. Typi-
cally, athletes can return to a competitive environ-
ment in 10 to 32 weeks. The extended time range
exists to account for those individuals undergoing
complex procedures that involve the articular carti-
lage or bony components. In rare cases, when the
postoperative integrity of the joint is questionable, it
may be recommended that an athlete change the
training regimen or even consider refraining from
specific activities. Early establishment of realistic pa-
tient goals in relation to known joint integrity will
help to minimize disappointment and frustration for
both the patient and therapist alike.

CONCLUSION
The improvement of diagnostic technology and

surgical technique has resulted in an expansion of
the options available to individuals suffering from
pathological conditions of the hip joint. There has
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been a particular interest in the detection and
surgical treatment of acetabular labral tears and
associated lesions. Surgical procedures include labral
resection, labral repair, capsular modification,
osteoplasty, rim trimming, and microfracture. The
common goal remains to decrease patient symptoms,
improve functional outcomes, and restore long-term
mechanical integrity of the joint. Initial results from a
number of these procedures appear promising. How-
ever, continued outcome studies are necessary to
validate their long-term success. Future studies must
focus on the effectiveness of newly developed proce-
dures, as well as defining the ideal surgical candidate.
Physical therapists have the opportunity to play a
substantial role in the evolution of arthroscopic hip
procedures. Rehabilitation protocols, as with the sur-
gical procedures, are still new in the field of
orthopaedics, and are constantly evolving. The devel-
opment of effective evidence-based rehabilitation
guidelines may prove to be a crucial factor in the
success of surgical procedures to address acetabular
labral tears and associated pathologies.
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