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For a patient requiring revision total hip arthroplasty, a number of surgical approaches are available. The surgeon should familiarize himself with these approaches and should choose an approach with which he/she is comfortable and will provide the necessary exposure in order to perform the operative procedure. The most common approaches to revision are the transgluteal approaches, trochanteric approaches including trochanteric osteotomy and extended trochanteric osteotomy as well as a posterior approach with or without extended osteotomy. The posterior approach used commonly in primary total hip arthroplasty has its major advantage, minimal disturbance of the abductor mechanism and ease of exposure of the acetabulum. It is very useful to allow access to the posterior column and the ischium in the event of major posterior bone loss. The disadvantages however, relate to the high incidence of dislocation which is more common in revision procedures. It can however, be combined with an extended trochanteric osteotomy which is done posteriorly and hinged anteriorly maintaining attachment of vastus lateralis. The transgluteal or Hardinge has, as its major advantage, a very low incidence of dislocation. The approach provides more than adequate exposure for acetabular defects both anterior or posterior as well as superior as well as providing adequate exposure to deal with femoral defects. On occasion, the approach may be limited in its ability to get a wide exposure of the posterior column, however, it can easily be converted to an extended trochanteric osteotomy whereby the surgeon can work anteriorly or posteriorly, as the need arises. A combination of the transgluteal and posterior approach is often necessary for complex revision procedures. The extended trochanteric osteotomy allows ready access to the femoral canal for cement removal and also allows displacement of the femur anteriorly or posteriorly to visualize major acetabular defects. Other less common surgical approaches would include femoral cortical windows as well as the controlled perforation technique. In addition, and on rare occasions, it may be necessary to use an intrapelvic approach for removal of an intrapelvic acetabular component. This approach, however, when used, should be combined with either a posterior or transgluteal approach.

