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Introduction

The predominant surgical intervention for the treatment of severe
degenerative hip diseases is total hip replacement (1)

The outcome of conventional total hip replacement (THR)in terms
of pain relief and improved mobility are generally considered to be
good in elderly people more than 65 years (2).

The treatment of younger people with diseases of the hip joint
presents a difficult clinical problem. conventional total hip
replacement (THR)may be felt to carry too

High risk of failure over a patient's lifetime.

Overall , long-term results of THR in younger patients

With a variety of underlying conditions indicate

That 25-30% may require revision by 15 years (3).

There are problems associated with this procedure (THR) in more
active adults like short device survival, device dislocation and
loosening(3-4%of cases) (4)

The resurfacing hip arthoplasty is to delay the need for conventional
primary total hip replacement with the aim of relief pain, restore
function and preserve bone stock needed for future revision surgery.
It also has the advantage of easy future revision to THR if it become
necessary since the femur is preserved as in initial total hip
replacement.(5)



Aim of the work,

Aim of the work in this essay is to discuss (resurfacing hip
arthroplasty)as an alternative pathway to conventional total
hip replacement "its basic science, indication, technique,
outcome, advantages,& disadvantages".
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Anatomy of The Hip Joint

The hip joint is multi-axial, synovial, ball and
socket joint composed of acetabulum and femoral head
which provides stability and great range of mobility *.

Its stability is largely the result of adaptation of
the articulating surfaces of the acetabulum and the
femoral head to each other and its great range of motion
results from that is the femur has a neck that is much
narrower than the equatorial diameter of the head and
also due to the distance from the hip centre of rotation
to the greater trochanter * .

The acetabulum is formed by fusion of three
components of the hip bone ilium, ischium, and pubis
which meet at a Y - shaped cartilage which forms
their epiphyseal junction, this epiphysis closes after
puberty.

The acetabular articular surface, covered with
hyaline cartilage, is a  c-shaped concavity. Its
peripheral edge is deepened by a rim of fibrocartilage (
the a acetabular labrum which encloses the femoral
head)!. The cavity of the acetabulum faces obliquely
forwards, outwards, and downwards. A mental
visualization of acetabular orientation is essential when
directing the reamer for preparation of the acetabulum
during surgery 1.



A plane through the circumference of the
acetabulum at its opening would intersect with the
sagittel plane at an angle of 40 degree opening
anteriorly, and with the transverse plane at an angle of
60 degree opening laterally 2.

The femoral head is spherical and adapted to the
concavity of the articular surface of the acetabulum and
forms two-thirds of sphere. It is directed
upwards,medially and slightly forwards, the cartilage
covering the femoral head is thickest on the medial-
central surface and thinnest towards the periphery. The
variations in the thickness of the cartilage results in a
different strengthes on different regions of the femoral
head!. These differences in the mechanical properties
from point to point on the cartilage of the femoral head
may influence the transmission of stresses from the
acetabulum through the femoral head to the femoral
neck. Although stresses on the femoral head are
distributed, the joint reaction forces usually act on the
superior quadrant *.

The non-articulating region of the head is
excavated into a pit for attachment of the ligamentum
teres’.

The neck of femur is narrower than the equatorial
diameter of the head which responsible for the wide
range of movement in such a stable joint 2.



