
Hip Resurfacing: How I Do It. 
 
1. The patient is placed on their side on the operating table. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A skin incision is made as shown.  
 



2. Once below the skin and fascia, the hip is entered from the posterior 
aspect. The surgeon sees the following: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The black line indicates the interval between Gluteus Medius and Gluteus 
minimus where the surgeon can access the hip capsule and enter the 
joint.  



 
 
 
 
 
 
 
 
 
 
 
 
3. The white head the femur can be seen through the cut in the hip 
capsule:  
 
Most of the tissue being cut through is tendon or capsule rather than 
muscle. This is important as leaving the major muscles and their 
attachments undisturbed helps with faster rehabilitation later. At the same 
time, I always perform a 360 degree capsular release to free the hip from 
any pre-existing contractures. These technical steps are easier and 
therefore safer to carry out through a generous incision, rather than trying 
to struggle through a keyhole!  
 



4. The femoral head can now be dislocated from the hip and delivered out 
of the wound to be machined for accurate implant placement. 
 
 
 
 
 
 
 
The machining process is now shown on dry, plastic bones for clarity. The 
first step is to place a pin on the outside of the femur. The pin serves as 
an anchor for the jig used in the next step.  
 
 
 
 
 
 
 
 
 
 
 
 
5. The next step is to hook a jig and rod over the lateral pin in preparation 
for passing a wire down the femoral head and neck: 
 
 
 
 
 
 
 
 
 
 
 
 
This picture shows the jig from the side. Note how it already aligns 
accurately with the middle of the neck of the femur.  



6. A guide wire is now placed through the rod and jig:  
 
 
 
 
 
 
 
 
 
 
 
At this stage, we measure the femoral neck with a series of callipers or 
‘spanners’ in preparation for choosing the right size of implant. We then 
check that the size chosen will fit by using a measuring tool that slides 
over the wire and can be passed around the femoral neck. If anything 
seems wrong, this is the time to consider checking the placement of the 
guide wire and start again if necessary! 
 
 
 
 
 
 
 
 
 
Next, a cannulated drill is placed over the wire to create a working hole in 
the femoral head and neck. 
 
 
 
 
 
 
 
 
 
 



 
7. The hole will now allow a centraliser bar to be placed in the femoral 
head and neck, so that the machining process can start: 
 
 
 
 
 
 
 
 
 
 
The first tool we use is the barrel reamer. It converts the  
Femoral head into a cone.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



8. The cone is flattened and then chamfered. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
A series of cement locking holes is made in the bone 
 
 
 
 
 
 
 
 
 
 



9. The prosthetic head is filled with liquid acrylic bone cement [the white 
stuff in the first picture] then gently hammered into place. The cement 
hardens as it ‘sets’ or cures, fixing the metal prosthesis firmly onto the 
bone.  
 
 
 
 
 
 
 
 
 
 
 
10. Acetabular [Socket] Preparation: 
 
We start by grinding or reaming the socket with progressively larger 
diameter reamers, until we reach the desired size.  
 
 
 
 
 
 
 
 
We then use a template to check that the real implant will fit nicely, and to 
orientate ourselves in terms of the cup angles. 
 
 
 
 
 
 
 
 



The back of the real cup has a roughened surface coated with hydroxy-
apatite [HA], which is white in colour. HA forms much of the crystalline 
structure of human bone, so it attracts the patients own socket bone to 
grow onto the cup and bond to it.  
 
The inside of the cup is highly polished. A plastic wafer and cables protect 
and hold the cup while it is being introduced. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



11. The cup is hammered into place. If the outside diameter of the cup is 
52mm, we ream the socket to 51mm. This gives a tight ‘interference fit’ 
which holds the cup in place. We always test the stability of the cup 
before cutting the cables and removing the plastic protective wafer.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
12. If there is any bony overgrowth [known as osteophytes] we trim these 
to avoid impingement and ensure a full range of movement of the hip.  
 
 
 
 
 
 
 
 
 
 



13. Finally, we reduce the head into the socket or cup and check that the 
hip moves freely before closing the wound.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
And that’s how it is done! 
 
 


