
fu
S

M
E

E

Modified Anterior Portal for Hip Arthroscopy
J. W. Thomas Byrd, M.D.
Abstract: Routine portal placement for the central compartment should be based on minimizing iatrogenic injury and
maximizing access. Anchor placement for labral repair/refixation requires a more distal entry position to accomplish
sufficient divergence to avoid perforating the articular surface of the acetabulum. If a standard portal for joint access is
moved more distal, this can compromise its utility for addressing intra-articular pathology. In addition, it can be difficult to
position this portal sufficiently distally to ensure adequate divergence. Moving the anchor away from the rim to avoid
perforation, due to suboptimal portal placement, can result in nonanatomic labral repair. Thus a percutaneous anchor
delivery system is advantageous in ensuring adequate divergence without compromising routine portal placement for the
central compartment.
ortal placement for the central compartment has
1-3
Pbeen well described. The 2 principal features are

minimizing potential iatrogenic injury to the joint and
maximizing access to the various regions of the central
compartment. More recently, the merits of labral repair/
refixation have been realized and have influenced portal
positioning.4,5 A growing body of evidence supports the
superiority of labral preservation over labral debride-
ment.6-8

It is my contention that portal placement should
continue to focus on maximizing utility to the joint,
independent of anchor placement, which can be accom-
plished percutaneously from an ancillary site.

Surgical Technique
Three standard portalsdanterior, anterolateral, and

posterolateraldallow optimal access to the central com-
partment (Figs 1 and 2, Video 1, Table 1).1-3 Routine hip
arthroscopy includes a survey from each site with the
combinations of 30� and 70� arthroscopes. When a tear in
the anterior or lateral quadrant is identified that is
amenable to repair or refixation, the anterolateral portal is
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normally used as a viewing portal with the 70� arthros-
cope, and a ClearTrac cannula (Smith & Nephew, And-
over, MA) is placed anteriorly as a working portal to
manage sutures. The anchor is delivered percutaneously
from a distally based site, halfway between the anterior
and anterolateral portals, by use of theOsteoraptor system
(Smith & Nephew, Andover, MA) (Figs 3 and 4).9 Pre-
positioning is performedwith a 17-gauge spinal needle. A
sufficiently distal site is selected to optimize divergence of
the anchor from the subchondral surface of the acetab-
ulum. The cannulated drill guide system is placed over
a nitinol guidewire. Themostmedial anchor is placed first,
with subsequent anchors placed moving closer to the
arthroscope. The drill sleeve is positioned against the rim
of the acetabulum. During drilling, careful observation is
given to the adjacent articular surface of the acetabulum.
Any signs of rippling or motion of the articular surface, in
conjunction with the drilling process, indicate that the site
is too close to the articular surface and should be reposi-
tioned. For primary repair of the labrum, the drill sleeve is
placed immediately adjacent to the rim, on the articular
side of the labrum. More commonly, labral refixation is
performed in conjunctionwith acetabuloplasty, reshaping
the bony rim. In this circumstance the drill sleeve is placed
against the rim on the capsular side of the labrum. Posi-
tioning of the delivery system entry into the joint
is identical in either case. Suture management to restore
the labrum is variable depending on the size, morphology,
and tear pattern of the labrum.

Discussion
The anterolateral portal is the most consistent site

described by various authors for access to the central
compartment.1,4 In our experience the traditional anterior
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Fig 1. The anterior portal roughly coincides with the intersec-
tion of a sagittal line drawn distally from the anterior superior
iliac spine and a transverse line across the superior margin of
the greater trochanter. Generally, it is directed approximately
45� cephalad and 30� toward the midline. Depending on the
patient’s anatomy, one may choose to place this slightly more
lateral and distal to properly intersect the joint. The antero-
lateral and posterolateral portals are positioned at the anterior
and posterior borders of the trochanteric tip, converging slightly
as they enter the joint. � J. W. Thomas Byrd.

Fig 3. For this right hip, 3 standard portals are used for routine
arthroscopy: anterior (A), anterolateral (AL), and posterolateral
(PL). A large-diameter disposable cannula has been placed
anteriorly for suturemanagement. (A) A spinal needle has been
prepositioned (arrow) for the anchor delivery system. It is
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portal, located at the site of intersection of a sagittal line
distally through the anterior superior iliac spine and
a transverse line across the tip of the trochanter, is usually
modified slightly. This modification may be lateral and
distal, as necessary, to reliably intersect the joint
Fig 2. The relation of the major neurovascular structures to the
3 standard portals is shown. The femoral artery and nerve lie
well medial to the anterior portal. The sciatic nerve lies posterior
to the posterolateral portal. Small branches of the lateral femoral
cutaneous nerve lie close to the anterior portal. Injury to these is
avoided by use of proper technique in portal placement. The
anterolateral portal is established first because it lies most cen-
trally in the safe zone for arthroscopy. � J. W. Thomas Byrd.

midway between the anterior and anterolateral portals and
sufficiently distal for divergence from the acetabular surface. (B)
By use of the cannulated guide system and a nitinol wire, the
anchor delivery system (arrow) has replaced the spinal needle.
� J. W. Thomas Byrd.

Fig 4. Drill sleeve placed against acetabular rim. � J. W.
Thomas Byrd.



Table 1. Tips and Pearls

� Place the anterior portal where it will be most utilitarian for access
and instrumentation within the central compartment, independent
of anchor placement.

� Use the Osteoraptor percutaneous anchor delivery system with an
entry site sufficiently distal to minimize the risk of perforating
the articular surface of the acetabulum.

� Bisecting the difference between the anterior and anterolateral
portals provides optimal access for anchor placement along the
rim from below the 3-o’clock position anteriorly (on a right hip)
to beyond the 12-o’clock position laterally.

� Always observe the articular surface of the acetabulum while
drilling. Any rippling of the cartilage indicates that the drill is too
close and must be repositioned.
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underneath the labrum at a cephalad angle. The most
important feature is not to stray medially, which could
place the femoral neurovascular structures at risk.
A more exaggerated lateral and distal modification of

the anterior portal site is often proposed for the purposes
of anchor placement.4 However, there are 2 caveats.
First, the portal becomes less utilitarian for accessing the
various regions of the central compartment. From its
distal position, it is more difficult to clear the femoral
head for reaching the medial regions of the joint.
Second, this site is often still not distal enough to ensure
adequate divergence to avoid perforating the articular
surface of the acetabulum during anchor placement. To
avoid perforation, the anchor is often placed slightly
away from the rim of the acetabulum. Thus, when the
labrum is repaired, it is not truly restored to the rim of
the acetabulum. The labrum has shown excellent heal-
ing capacity; however, if its normal anatomy is not
restored at the margin of the acetabulum, it is unlikely
that its function will be restored either.10,11

The advantage of a percutaneous anchor delivery
system is that a sufficiently distant site can be selected
to accomplish the divergence necessary to avoid
perforating the articular surface while one is placing the
anchor adjacent to the acetabular rim.6 Even with an
optimal distal position, placement of the anchor adja-
cent to the rim can still occasionally cause the drill to
pass too close to the articular surface. If rippling or
motion of the articular surface is identified during
drilling, a new site, slightly further away from the rim,
needs to be selected. Most labral tears amenable to
restoration occur anterior and lateral. This percuta-
neous site serves well for tears from just below the
equator anteriorly (9-o’clock/3-o’clock position) to just
posterior to the 12-o’clock position superiorly. More
inferior tears are uncommon, and once below the level
of the acetabular fossa, there is little bone for anchor
placement. Sometimes, the conventional anterior portal
may serve better for placement inferiorly. As labral
tears extend posterolaterally, the anterolateral portal is
better used for anchor placement, with viewing from
the anterior portal.
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