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Patients with fused or ankylosed hips seek THA in order to have their hip function restored or to be relieved of backpain or pain in the ipsilateral knee or contralateral hip. THA will satisfy more than two-thirds of these patients but they should be warned of the following
1. the range of motion of the new hip will be less than that of the standard THA
2. the risk of complication is higher 

3. rehabilitation will be longer

4. the majority of patients will have a persistent limp

5. most will continue to need walking aids

The major determinants of surgical outcome are
1. the status of the abductors and greater trochanter

2. pathology – whether the fusion is spontaneous or surgical

The success rate of THA for spontaneous fusion is high, whilst THA carried out for surgical fusion is significantly inferior and more frequently complicated. The complication rate treating spontaneous fusion is generally <10% whilst that for surgically fused hip is around 30%.Infection and component loosening are the most common complications. Ectopic bone formation, instability, nerve injury, femoral fracture and iatrogenic protrusion are amongst the risks.
SURGICAL ARTHRODESIS
When carrying out a THA for this condition there are a number of technical considerations.
1. Retained hardware
2. Damage to Abductors
3. Damage to Greater Trochanter e.g. Weber technique with cobra plate
On the positive side, the position of the leg is usually okay but leg may be short.
SPONTANEOUS FUSION
Although the surgical outcome in this group is generally favourable, the operation is often made difficult by hip deformity that limits access to the joint.

The technical considerations that one should be aware of are,

1. Septic potential
2. Fusion in deformed position - tend to suffer more symptoms in back and other lower limb joints. Extreme flexion deformity presents problem of access to joint
TECHNIQUE FOR DEALING WITH SPONTANEOUS FUSION
Compared with surgery for the surgically fused hip, treatment for this condition is less complicated surgery. The Abductors may be atrophied or fibrotic but are generally intact – gait disturbance is thus less obvious. On the other hand there is often severe deformity to deal with – access to joint may be difficult particularly if the hip is fused in high flexion or marked external rotation.. Ankylosis of the ipsilateral knee and fixed abduction of the contralateral hip also from ankylosis may be present and render the surgery even more difficult.
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Intercalary osteotomy and Sliding trochanteric osteotomy facilitate exposure in the deformed fused hip.
TECHNICAL TIPS
1. Access to the hip joint is greatly facilitated by a Sliding Trochanteric osteotomy and/or a Intercalary osteotomy. Alternatively a combined anterior and posterior approach could be used. 
2. Seek the fat pad - The acetabulum is defined by the pulvinar fat pad which is almost always present. Once this is identified, reaming is done in a standard fashion to install the acetabular component

3. The acetabulum in this condition is invariably osteoporotic and care should be taken when reaming to avoid iatrogenic protrusio

4. The choice of implants should take into consideration the higher risk of dislocation and the relative youth of most patients. A high Head-Neck ratio and low wear bearing should be considered.
