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Simple Summary: Femoroacetabular impingement represents an important burden for affected
patients in their daily life. Possible and successful treatments to alleviate patient symptoms are
corrections of bone deformities using either arthroscopy or surgical hip dislocation. Nevertheless,
the aforementioned surgeries might also weaken the operated hip in addition to the impact of
the pathology itself. There is, however, little or no published data on the impact of arthroscopy
and surgical hip dislocation on hip muscles strength, which motivated us to perform this study.
For arthroscopy, we found that patients exhibited on the operated hip a moderate decrease in
abductors strength, as well as a small but noticeable decrease in hamstrings, external rotators and
flexors strengths three months after surgery. Interestingly, patients also had a small but relevant
strength decrease on the non-operated side, located on external rotators. For surgical hip dislocation,
patients exhibited on the operated hip a large decrease in internal rotators strength and a moderate
decrease in abductors, quadriceps and external rotators strengths. These findings suggest that several
hip muscles can be moderately or largely affected after arthroscopy (abductors) or surgical hip
dislocation (internal and external rotators, abductors and quadriceps). This study also suggests that a
rehabilitation method based on isolated muscle reinforcement and functional exercises is needed and
emphasizes the need for a rehabilitation protocol that goes beyond three postoperative months.

Abstract: Hip arthroscopy and surgical hip dislocation (SHD) can be adequate surgical options
for patients suffering from femoroacetabular impingement (FAI) syndrome, but there is to date no
published data on their impact on hip muscles strength. The purpose of this retrospective study
was, therefore, to evaluate it on a consecutive series of 50 FAI patients treated either by arthroscopy
(n = 29, aged 27.4 ± 7.5 years, 76% of women) or SHD (n = 21, aged 25.9 ± 6.5 years, 38% of women)
at La Tour Hospital between 2020 and 2021. The bilateral isometric strengths of eight hip-related
muscles were evaluated before and three months after surgery (halfway through the rehabilitation
program). For arthroscopy, a statistically significant (p < 0.05) reduction in hip muscles strength could
be noted on the operated hamstrings (1.49 ± 0.43 vs. 1.39 ± 0.38 Nm/kg), flexors (1.88 ± 0.46 vs.
1.73 ± 0.41 Nm/kg), abductors (1.97 ± 0.42 vs. 1.72 ± 0.40 Nm/kg) and external rotators (1.17 ± 0.40
vs. 1.04 ± 0.37 Nm/kg). The abductors were the most affected muscles, with 45% of the patients
suffering from a strength reduction ≥15%. The non-operated external rotators were also affected but
to a lesser extent (1.21 ± 0.38 vs. 1.10 ± 0.36 Nm/kg). For SHD, a statistically significant strength
reduction could be noted on the operated extensors (2.28 ± 0.84 vs. 2.05 ± 0.70 Nm/kg), abductors
(1.87 ± 0.49 vs. 1.65 ± 0.41 Nm/kg), quadriceps (2.96 ± 0.92 vs. 2.44 ± 0.89 Nm/kg), external rotators
(1.16 ± 0.42 vs. 0.93 ± 0.36 Nm/kg) and internal rotators (1.26 ± 0.38 vs. 0.96 ± 0.30 Nm/kg). The
internal rotators were the most affected muscles, with 75% of the patients suffering from a strength
reduction ≥15%. To conclude, particular attention should be paid to operated abductors for patients
treated by arthroscopy as well as operated internal/external rotators, abductors and quadriceps
for those treated by surgical hip dislocation. It reinforces that a rehabilitation method based on
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isolated muscle reinforcement and functional exercises that goes beyond three postoperative months
is needed.

Keywords: femoroacetabular impingement syndrome; FAI; arthroscopy; surgical hip dislocation;
SHD; hip muscles strength; rehabilitation; physiotherapy

1. Introduction

Femoroacetabular impingement syndrome (FAI) is often reported as the most common
cause of hip pain, with an estimated prevalence of 10% in the general population [1]. Such
symptoms can be reported by patients presenting bony structural disorders of the hip,
which trigger premature contact between the proximal femur and the acetabulum [2,3].
Different FAI types have already been described involving either a cam morphology, which
results from a loss of sphericity at the femoral head–neck junction, a pincer morphology
characterized by an abnormal prominence of the acetabular rim on the anterolateral side,
or both [2,3]. The repetition of bony impacts and associated pain considerably reduce
patient hip range of motion and muscle strength, thereby decreasing functional daily
activity and increasing risks of hip osteoarthritis in the long-term due to tissue and cartilage
injuries [4–6].

Conservative and pharmacological treatments can be tempted initially but remain
sometimes insufficient to fully alleviate patient symptoms [7]. Under those circumstances,
a surgical option might be needed to directly treat the underlying bone deformities, either
by arthroscopy or surgical hip dislocation (SHD). Nowadays, arthroscopy is often preferred
over SHD since it offers a minimally invasive procedure, faster rehabilitation, minor soft
tissue damage and very satisfactory outcomes [7–9]. However, the shift away from SHD in
decision-making for treatment of FAI should be made with caution since the SHD technique
can provide superior results for patients with important bone deformities through greater
joint access and dynamic assessment of bony corrections [10,11].

While many authors reported improvement in patients’ quality of life and functional
status following arthroscopy using patient-reported outcome measures (PROMs) [2,12–15],
only a few studies investigated the surgical impact on hip muscles strength [12,16,17].
Furthermore, correction of bone deformities following SHD goes along with soft tissue
damage and trochanteric osteotomy, which implies longer patient recovery [11,18]. The
rehabilitation programs are, therefore, of great importance and can be guided by assess-
ments of patient functional status, such as range of motion, specific tests and bilateral
strength evaluation. Hip muscle strength in FAI patients is a topic of interest since it is
reduced by the pathology itself [19–21] and additionally affected by surgery [12,16,17].
Noteworthily, muscle strength is one of the last clinical parameters measured in common
practice, although it has been reported as the most adequate proxy for patient functional
progression and surgical success [22]. Consequently, the purpose of the present study
was to evaluate the bilateral changes in hip muscles strength following arthroscopy and
SHD for treatment of FAI syndrome just before the functional restoration phase of the
rehabilitation program.

2. Materials and Methods

The authors retrospectively evaluated a consecutive series of 50 patients treated by
either arthroscopy (n = 29) or SHD (n = 21) for FAI at La Tour Hospital from March
2020 to September 2021. All patients were rigorously evaluated before and after surgery
at the Motion Analysis Laboratory of the physiotherapy department. Patients treated
by arthroscopy were aged 27.4 ± 7.5 at index surgery and comprised 22 women (76%)
and 7 men (24%). Patients treated by SHD were aged 25.9 ± 6.5 years (range, 16–36) at
index surgery and comprised 13 men (62%) and 8 women (38%). None of the patients
were excluded because of the following a priori defined exclusion criteria: pregnancy,



Biology 2022, 11, 1765 3 of 16

previous lower extremity surgeries, arthritis, stroke, spinal cord lesion or injury, head
trauma, peripheral diabetes or any other type of neurological disease that could influence
the nervous system or signs of severe osteoarthritis. All patients presented a cam or
pincer morphology, or a mix of both with or without labral lesions. One patient refused
to participate in this study through use of his data and was, therefore, excluded from the
SHD group. All patients were operated on by the same senior surgeon (PC) at La Tour
Hospital following the same arthroscopic technique detailed below. Since this study is
exploratory and based on clinical data that are routinely collected at our institution to
evaluate patients’ clinical improvement, a priori approval from our ethical committee was
not required. However, all the patients included in this study gave their written informed
consent for the use of their data in research projects.

2.1. Pre- and Postoperative Hip Muscles Strength Assessment

The isometric muscles strengths of both hips (maximal voluntary contraction, MVC)
were evaluated before surgery and at 3 postoperative months using a handheld dynamome-
ter (Hoggan MicroFET2, Scientific L.L.C., Salt Lake City, UT, USA) with a sampling fre-
quency of 100 Hz [23]. The measures concerned eight hip-related muscle groups: (1) ab-
ductors, (2) adductors, (3) flexors, (4) extensors, (5) external rotators, (6) internal rotators,
(7) quadriceps and (8) hamstrings. All evaluations were performed following a strict
methodology by a senior physiotherapist (GS). Patients were evaluated after a 6 min warm-
up on a stationary bike in different testing positions, as described by Thorborg et al. in 2013
(Figure 1) [24]. According to Thorborg et al.’s recommendations, the subjects stabilized
themselves by holding the examination table whilst a fixation-belt was used in order to
obtain better test–retest reliability [24]. After explaining procedures, three isometric max-
imum voluntary contractions of 6 s, separated by 30 s of rest, were performed on each
muscle group under verbal encouragement. The highest value of the three repetitions was
recorded. If the last measurement was the highest, another measurement was conducted
until no further force increase was measured. Peak forces were measured in Newton and
then normalized by the arm-lever (in meters) and by the body weight (kilogram) in order
to be in Nm/kg unit.
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Figure 1. Hip-related muscle groups strength testing positions. (1) Hip abductors, (2) Hip adductors,
(3) Hip external rotators, (4) Hip internal rotators, (5) Hip flexors, (6) Hip extensors, (7) Quadriceps,
(8) Hamstrings. Further explanations can be found in Supplementary Materials.

2.2. Surgical Technique—Arthroscopy

Patients were placed in a supine position on a traction table. Both lower limbs were
placed in traction for a variable amount of time and standard disinfection/draping was
performed. The procedure was performed using portals on the AL (anterolateral), AAL
(anterior–anterolateral), MAP (medial–anterior) sides and an inter-portal on the AL–MAP
sides. For the central compartment, the statuses of the cartilage and round ligament
were checked for any sign of injury or disinsertion that could lead to debridement and
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reinsertion using anchors. The presence of possible synovitis was also checked, and, if
positive, led to synovectomy with capsular preservation. A plasty of the anteroinferior iliac
spine (AIIS) was performed (n = depending on its morphology type). An acetabuloplasty
was also performed depending on the FAI type. Once these procedures were completed,
the traction was released and an L-shaped capsulotomy keeping intact the medial limb
of the iliofemoral ligament was performed. Then, the hip was tested in flexion, which
must be free of impingement between the acetabular rim and the femoral neck. Internal
flexion-rotation should also be conflict-free. Regarding the peripheral compartment, an
inspection of the femoral head was performed to assess the presence of FAI clinical signs,
such as a large bump at the head–neck junction or filling of the lateral and antero-lateral
parts of the cervico-cephalic junction. For these cases, osteochondroplasty of the head–neck
junction was performed while respecting the retinacular vessels. The vertical capsulotomy
was repaired with absorbable sutures, and a clinical and radiological check-up was finally
performed followed by a classical closure with Prolene sutures.

2.3. Surgical Technique—Surgical Hip Dislocation (SHD)

Patients were placed under general anesthesia and positioned in lateral decubitus.
Antibiotic prophylaxis was administered, followed by disinfection and draping of the
entire operated lower limb. A Gauthier approach was used with a Z-shaped trochanteric
osteotomy, followed by detachment of the gluteus minimus from the joint capsule using
a Z-shaped capsulotomy. The hip was dislocated in external flexion-rotation and an
inspection of the central compartment was performed to look for possible labral or articular
cartilage instability. The status of the acetabular and cephalic cartilage was also checked.
An acetabuloplasty was then performed and the labrum was reinserted using a variable
number of JuggerKnot anchors. A plasty of the anterior inferior iliac spine (AIIS) was
performed in 16 patients (80%) if it was protruding and impinging on the femoral neck while
limiting internal rotation. After this procedure, the degree of flexion and internal rotation
were checked so that they, respectively, exceed 100◦ and 30◦.The femoral head was then
examined for clinical signs of FAI, such as bulging on the head–neck junction and filling of
the anterior and antero-lateral parts of the cervico-cephalic junction. The round ligament
was excised and then an osteochondroplasty of the head–neck junction was performed
while respecting the retinacular vessels. The hip was thereafter reduced and its stability
as well as correct mobility were verified (internal rotation in flexion should be around
30◦). An abundant lavage was performed, followed by closure of the joint capsule and
osteosynthesis of the greater trochanter with two 4.5 mm screws. Radiological monitoring
was performed intraoperatively to confirm good reduction in acetabular coverage and
adequate osteosynthesis of the greater trochanter. Finally, an abundant lavage was repeated
before closing the incision using a redon drainage and surgical staples.

2.4. Postoperative Patient Rehabilitation

The supervised rehabilitation protocol started on the intervention day a few hours
after surgery in accordance with the 2019 International Society for Hip Arthroscopy (ISHA)
convention.

2.4.1. First Stage—Immediate Postoperative

During hospitalization, patients walked using crutches with 15 kg partial weight
bearing on the operated limb. Three or four days after surgery, the patients went home and
were asked to keep using a continuous motion device.

2.4.2. Second Stage—Early Impairment

The second stage started 10 days following surgery when the scar healing allowed the
patients to go into water. Nine hydrotherapy group sessions were then performed into a
pool to mobilize the tissues and facilitate the kinematics of the hip while paying attention to
the patients’ constraints and mobilization limitations. A land-based physiotherapy session
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was added between the fourth and fifth hydrotherapy sessions to explain exercises to be
performed independently at home. A booklet was then distributed at the end of the session
to help patients reproduce correctly the aforementioned exercises.

2.4.3. Third Stage—Late Impairment

Full weight-bearing is then progressively allowed in a third stage but adapted to
patient pain. Specific attention was, therefore, paid to the gait pattern and hip muscles
voluntary contractions. This third stage also comprised bi-weekly individual sessions of
30 min to closely follow the evolution of patients’ symptoms until the functional test at
3 postoperative months. Although the present study is based on the data obtained at this
specific time-point, it is worth mentioning that the rehabilitation lasts almost 7 months
with the following phase.

2.4.4. Fourth Stage—Functional Restoration

A progressive load is then applied during the fourth and last stage to increase hip
muscle strength, endurance, function, dynamic balance and gait pattern. Progressive and
adapted physical activities are recommended and manual therapy techniques are used to
improve hip range of motion and reduce pain [25–29]. Rehabilitation is finally completed
with a phase of increased muscle strength based on heavy load exercises and return to
full function of the hip. An additional stage of return to sports activity until return to
pre-symptomatic performance (RTP) if necessary is also carried out, which generally lasts
1 to 3 months according to patient characteristics.

2.5. Sample Size Calculations and Statistical Analyses

For arthroscopy, Beck et al. recently published that preoperative hip extension strength
was an important predictor of achieving a postoperative patient acceptable symptom
state [30]. Furthermore, the extensors peak force for operated hips was reported to be
2.97 ± 0.83 Nm/kg in FAI patients [12], and a difference of 15% in muscle strength appears
to be clinically relevant since it has been used in a sample size calculation for a comparable
study [16]. Based on the aforementioned findings, 29 FAI patients would be required to
significantly detect a 15% difference in extensors MVC on operated hips with a statistical
power of 0.80 and a significant alpha level of 0.05.

For SHD, a residual abductor weakness has been already reported as a potential com-
plication [31,32]. Casartelli et al. [19] reported an abductor strength of 1.81 ± 0.43 Nm/kg in
non-operated FAI patients, while a change in muscle strength of 15% seems to be clinically
relevant [16]. Based on the aforementioned findings, 20 FAI patients would be required to
significantly detect a 15% difference in abductors MVC on operated hips with a statistical
power of 0.80 and a significant alpha level of 0.05.

Descriptive statistics were used to summarize the data. Continuous variables were
reported as mean ± standard deviation, interquartile range (IQR) and minimum–maximum
values, while categorical data were reported as proportions. The normality of continuous
variable distributions was assessed by the Shapiro–Wilk test. Muscle strength comparisons
between different time-points as well as between operated and non-operated hips were also
conducted using Wilcoxon signed rank tests or paired Student’s t-tests. The effect size of the
treatment was calculated using Hedges’ g for the different studied outcomes and interpreted
as follows: small (0.2 ≤ Hedges’ g < 0.5), medium (0.5 ≤ Hedges’ g < 0.8) and large
(0.8 ≤ Hedges’ g < 1.2) [33]. The correlations between hip muscles strength reduction on
the operated and non-operated sides were analyzed using Pearson’s coefficients, reported
with 95% confidence interval (95%IC) and interpreted as negligible (r = 0.00 to 0.09), weak
(r = 0.10 to 0.39), moderate (r = 0.40 to 0.69), strong (r = 0.70 to 0.89) or very strong (r = 0.90 to
1.00) [34]. The analyses were performed using R (version 3.6.2, R Foundation for Statistical
Computing, Vienna, Austria), and p-values < 0.05 were considered significant.
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3. Results
3.1. Arthroscopy

None of the included patients experienced a complication during surgery or during
the three following months. The operated and non-operated hips exhibited comparable
muscle strength before surgery (Table 1).

Table 1. Pre- and postoperative hip muscles strength (Nm/kg) for arthroscopy.

Operated Hips (n = 29) Non-Operated Hips (n = 29)

Mean ±SD Median IQR Range Mean ±SD Median IQR Range p

Quadriceps
Preoperative 2.72 ±0.69 2.65 (2.45–3.11) 2.82 ±0.77 2.77 (2.50–3.26) 0.177
Postoperative 2.69 ±0.52 2.62 (2.43–3.06) 2.86 ±0.69 2.90 (2.34–3.26) 0.095
Change (%) 2% ±19% −1% (−9–15%) 4% ±19% 5% (−5–15%)

p-value 0.781 0.581
Hamstrings
Preoperative 1.49 ±0.43 1.48 (1.18–1.79) 1.49 ±0.46 1.49 (1.15–1.83) 0.932
Postoperative 1.39 ±0.38 1.38 (1.15–1.64) 1.45 ±0.36 1.44 (1.16–1.63) 0.064
Change (%) −5% ±16% −1% (−14–6%) 1% ±19% 1% (−6–7%)

p-value 0.039 0.380
Extensors

Preoperative 2.11 ±0.60 2.16 (1.74–2.45) 2.10 ±0.53 2.06 (1.84–2.39) 0.946
Postoperative 2.14 ±0.72 2.19 (1.66–2.59) 2.10 ±0.59 2.05 (1.88–2.48) 0.661
Change (%) 4% ±30% 0% (−19–19%) 2% ±26% 2% (−17–19%)

p-value 0.752 0.997
Flexors

Preoperative 1.88 ±0.46 1.84 (1.67–2.02) 1.95 ±0.50 1.86 (1.68–2.08) 0.132
Postoperative 1.73 ±0.41 1.67 (1.48–1.90) 1.93 ±0.42 1.90 (1.57–2.22) 0.012
Change (%) −6% ±18% −5% (−20–3%) 1% ±20% 0% (−12–13%)

p-value 0.046 0.865
Abductors

Preoperative 1.97 ±0.42 2.06 (1.78–2.23) 1.98 ±0.45 1.96 (1.65–2.37) 0.804
Postoperative 1.72 ±0.40 1.69 (1.49–2.05) 1.92 ±0.34 1.95 (1.76–2.12) 0.001
Change (%) −11% ±18% −13% (−22–1%) 0% ±23% −6% (−18–13%)

p-value <0.001 0.394
Adductors

Preoperative 1.81 ±0.54 1.73 (1.58–2.07) 1.90 ±0.49 1.88 (1.65–2.14) 0.393
Postoperative 1.86 ±0.45 1.85 (1.57–2.17) 1.88 ±0.44 1.86 (1.59–2.26) 0.680
Change (%) 6% ±21% 4% (−4–9%) 2% ±19% 4% (−7–13%)

p-value 0.340 0.417
Internal rotators

Preoperative 1.13 ±0.37 1.05 (0.86–1.28) 1.14 ±0.43 1.04 (0.84–1.25) 0.776
Postoperative 1.11 ±0.33 1.10 (0.91–1.30) 1.15 ±0.38 1.10 (0.94–1.47) 0.249
Change (%) 1% ±23% 5% (−11–13%) 4% ±21% 0% (−7–15%)

p-value 0.709 0.811
External rotators

Preoperative 1.17 ±0.40 1.09 (0.90–1.53) 1.21 ±0.38 1.15 (0.94–1.48) 0.177
Postoperative 1.04 ±0.37 0.92 (0.82–1.14) 1.10 ±0.36 1.04 (0.88–1.33) 0.190
Change (%) −7% ±25% −7% (−22–4%) −8% ±17% −6% (−13–3%)

p-value 0.022 0.014

SD, standard deviation; IQR, interquartile range; p, p-value.

The effect size (Hedges’ g) of surgery on muscle strength changes was small for
operated hamstrings (−0.25), external rotators (−0.32), flexors (−0.33) and medium for
operated abductors (−0.59), with a relative mean decrease in strength ranging from 5%
(hamstrings) to 11% (abductors) (Figure 2). The effect size (Hedges’ g) of surgery on the
non-operated external rotators was small (−0.30), with a mean strength decrease of 8%.

The plasty of the acetabulum (n = 16, 55%) and of the AIIS (n = 18, 62%) did not
statistically impact the muscle strength changes, probably because subgroup comparisons
were statistically underpowered.

Among the muscles that were significantly weakened by surgery, the proportion of
patients who experienced a strength reduction by 15% or more was 24% for the hamstrings,
31% for the external rotators, 34% for the flexors and 45% for the abductors on the operated
side as well as 24% for the external rotators on the non-operated side (Figure 3).
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non-operated sides. Quadriceps (Quad), hamstrings (HS), extensor (Ext), flexors (Flex), abductors
(Abd), adductors (Add), internal rotators (IR), external rotators (ER).
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The correlation of muscles strength change between the operated and non-operated
hips was moderate for the abductors (r = 0.56; 95%CI, 0.24–0.77) and strong for the ham-
strings (r = 0.78; 95%CI, 0.57–0.89), flexors (r = 0.75; 95%CI, 0.52–0.87) and external rotators
(r = 0.73; 95%CI, 0.50–0.87) (Figure 4).
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Figure 4. Correlation analysis of hip muscles strength change following surgery between the operated
and non-operated hips.

3.2. Surgical Hip Dislocation (SHD)

No intra- or postoperative complications were noted among the operated patients.
Both operated and non-operated hips exhibited comparable preoperative strength on the
eight tested muscles (Table 2).

While no strength changes could be noted on the non-operated side following surgery,
there was a statistically significant reduction in hip muscles strength for the operated
extensors (2.28 ± 0.84 vs. 2.05 ± 0.70 Nm/kg, p = 0.008), abductors (1.87 ± 0.49 vs.
1.65 ± 0.41 Nm/kg, p = 0.026), quadriceps (2.96 ± 0.92 vs. 2.44 ± 0.89 Nm/kg, p = 0.003),
external rotators (1.16 ± 0.42 vs. 0.93 ± 0.36 Nm/kg, p = 0.013) and hip internal rotators
(1.26 ± 0.38 vs. 0.96 ± 0.30 Nm/kg, p < 0.001) (Table 2).

The effect size (Hedges’ g) of surgery on muscle strength changes was small for
extensors (−0.27), medium for abductors (−0.48), quadriceps (−0.55) and external rotators
(−0.56) as well as large for internal rotators (−0.81), with a relative mean decrease in
strength ranging from 9% (extensors) to 20% (internal rotators) (Figure 5). It is worth noting
that the patients operated on with additional AIIS osteoplasty tended to be more affected
on quadriceps strength compared to others, although this difference did not reach statistical
significance (18.4% ± 22.6% vs. 5.0% ± 15.8%, p = 0.215).
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Table 2. Pre- and postoperative hip muscles strength (Nm/kg) for surgical hip dislocation.

Operated Hips (n = 20) Non-Operated Hips (n = 20)

Mean ±SD Median IQR Range Mean ±SD Median IQR Range p

Quadriceps
Preoperative 2.96 ±0.92 2.88 (2.48–3.46) 3.00 ±0.81 2.98 (2.55–3.63) 0.744
Postoperative 2.44 ±0.89 2.56 (1.72–2.94) 3.08 ±1.05 2.99 (2.36–3.81) <0.001
Change (%) −16% ±22% −11% (−25–1%) 3% ±26% 2% (−15–11%)

p-value 0.003 0.635
Hamstrings
Preoperative 1.52 ±0.38 1.45 (1.23–1.74) 1.45 ±0.38 1.38 (1.24–1.72) 0.139
Postoperative 1.44 ±0.41 1.50 (1.13–1.72) 1.53 ±0.43 1.56 (1.24–1.85) 0.045
Change (%) −5% ±20% −7% (−15–6%) 11% ±44% 8% (−4–11%)

p-value 0.182 0.240
Extensors

Preoperative 2.28 ±0.84 2.41 (1.80–2.71) 2.31 ±0.88 2.24 (1.65–2.94) 0.775
Postoperative 2.05 ±0.70 2.27 (1.47–2.47) 2.26 ±0.77 2.34 (1.98–2.62) 0.016
Change (%) −9% ±14% −10% (−16–1%) −0% ±27% −4% (−19–9%)

p-value 0.008 0.662
Flexors

Preoperative 2.08 ±0.75 1.89 (1.47–2.78) 2.14 ±0.70 2.14 (1.55–2.54) 0.415
Postoperative 2.01 ±1.02 1.86 (1.53–2.29) 2.36 ±0.88 2.28 (1.72–2.79) 0.015
Change (%) 0% ±39% −3% (−21–14%) 14% ±34% 12% (−14–32%)

p-value 0.571 0.198
Abductors

Preoperative 1.87 ±0.49 1.73 (1.60–2.09) 1.98 ±0.51 1.80 (1.62–2.15) 0.097
Postoperative 1.65 ±0.41 1.61 (1.36–1.93) 1.95 ±0.59 2.02 (1.64–2.26) 0.015
Change (%) −9% ±22% −13% (−22–1%) −0% ±25% 2% (−5–14%)

p-value 0.026 0.498
Adductors

Preoperative 2.05 ±0.68 1.87 (1.56–2.78) 2.09 ±0.71 1.75 (1.57–2.84) 1.000
Postoperative 2.02 ±0.66 2.12 (1.58–2.46) 2.02 ±0.45 2.07 (1.64–2.36) 0.989
Change (%) 1% ±23% 1% (−11–8%) 1% ±18% 0% (−16–13%)

p-value 0.730 0.522
Internal rotators

Preoperative 1.26 ±0.38 1.29 (1.06–1.50) 1.26 ±0.43 1.22 (1.01–1.47) 0.900
Postoperative 0.96 ±0.30 0.87 (0.74–1.15) 1.29 ±0.47 1.26 (1.03–1.41) <0.001
Change (%) −20% ±22% −25% (−32–13%) −3% ±17% 4% (−9–12%)

p-value <0.001 0.546
External rotators

Preoperative 1.16 ±0.42 1.06 (0.88–1.49) 1.10 ±0.36 1.02 (0.84–1.38) 0.171
Postoperative 0.93 ±0.36 0.87 (0.70–1.13) 1.15 ±0.43 1.14 (0.80–1.33) 0.003
Change (%) −16% ±25% −14% (−31–4%) 5% ±24% 0% (−11–24%)

p-value 0.013 0.496

SD, standard deviation; IQR, interquartile range.

Among the weakened muscles, the proportion of patients who experienced a relevant
strength reduction (by 15% or more) was 30% for the extensors, 45% for the quadriceps
and abductors as well as 50% and 75% for the external and internal rotators, respectively
(Figure 6).

The changes in external rotator strength were strongly correlated with those exhibited
by the extensors (r = 0.74, p < 0.001) and abductors (r = 0.71, p < 0.001), and the changes
in extensors strength were moderately correlated with those exhibited by the abductors
(r = 0.67, p < 0.001).
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4. Discussion

The decision-making in the surgical treatment of FAI patients rarely relies on surgeon
preferences solely. Even though arthroscopy is often considered as the gold standard
treatment for FAI [7–9], SHD can be an adequate surgical option for patients with significant
bone deformities or concomitant pathologies [10,11]. Since the aforementioned surgeries
are performed on patients with different characteristics, the aim of the study was to report
the strength changes in hip muscles for each procedure separately.

4.1. Arthroscopy

Our main results revealed a significant decrease in the strength of the abductors,
external rotators, hip flexors and hamstrings on the side of the operated limb. The surgery
lightly affected the hamstrings (by 5%), flexors (by 6%) and external rotators (by 7%) on the
operated side. The abductors strength was the only muscle that was at least moderately
affected (by 11%), with almost half of the patients having an important and relevant
decrease in strength (>15%).

Muscle strength reduction on the operated side and postoperative side-to-side muscle
imbalance should not be the only warning signals. Surprisingly, we observed that both
operated and non-operated hips exhibited a decrease in external rotators strength following
surgery. Thus, both hips are weakened without any sign of muscle strength asymmetry
postoperatively. This emphasizes the fact that interpretation of strength changes following
surgery in FAI patients is more complex than initially thought. Our results indicate that
using the non-operated hip as a reference to better appreciate patient functional evolution
over time could mislead clinicians since patients can present a contralateral hip that is
also affected. Even though the underlying mechanism is not elucidated yet, this implies
for clinicians specific management of the external rotators following arthroscopy with a
bilateral strengthening program, as currently performed at our institution.

The mechanism behind strength reduction on the non-operated hip is currently under
investigation. Several authors reported surgery to have a neurological impact involving
a reorganization of the central nervous system and led to contralateral muscles strength
inhibition [35,36]. Moreover, our analyses revealed, at the patient level, that the strength
reductions in hamstrings, flexors and external rotators on the operated side were strongly
correlated with the strength changes on the non-operated side. In other terms, it seems
that patients who exhibited light or no muscle strength decrease on the operated side were
those who had improved muscle strength on the non-operated side. Conversely, patients
who experienced a considerable strength decrease on the operated side tended to have a
strength reduction on the non-operated hip. Additional studies with greater cohort sizes
should, therefore, be performed to further investigate this topic.

4.2. Surgical Hip Dislocation (SHD)

Our study revealed that more than half of the evaluated muscles on the operated hip
exhibited a statistically significant decrease in strength at three postoperative months. The
surgery lightly decreased the strength of the extensors (by 9%) and moderately reduced the
strength of the abductors (by 9%), quadriceps (by 16%) and external rotators (by 16%). The
most important impact was located at the internal rotators (by 20%) while affecting 75% of
the patients beyond the relevant threshold of 15%. Since SHD goes along with additional
soft tissue damage and trochanteric osteotomy, the authors reported different hypotheses
below to explain the exhibited muscle strength changes on the operated side.

4.2.1. Gluteus Medius and Minimus

The gluteus medius and minimus are the main internal rotators of the hip, with their
femoral insertions located at the anterior and lateral aspects of the greater trochanter [37–39].
The decrease in internal rotators strength could, therefore, be explained by the osteotomy of
the greater trochanter and its osteosynthesis using screws in a very intimate anatomical re-
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gion. The effects of such a surgical procedure on the biomechanical properties of the gluteus
medius and minimus have already been reported, thus reinforcing this hypothesis [40,41].

Likewise, the gluteus medius and minimus are important abductors of the hip, and
fragilization of their femoral insertion could explain the deficit in abductor strength after
surgery. The fact that the strength deficit was relatively lower in abduction (9%) than in
internal rotation (20%) might be explained by the compensation of other abductor muscles
that were not directly impacted by the trochanterotomy, such as the tensor fascia lata (TFL).
The impact of surgery on abduction strength remains clinically relevant though as 45% of
the patients had a strength decrease of more than 15% after surgery.

4.2.2. Gluteus Maximus

The deficit in external rotators cannot be explained by the gluteus medius since the
latter does not help in lateral hip rotation if the knee is not in extension [42]. However,
a muscle that plays an important role in it is the gluteus maximus, but its insertion on
the femur is not located on the greater trochanter and thus not directly impacted by the
greater trochanterotomy. A hypothesis would be that screws heads on the lateral aspect of
the greater trochanter irritate the gluteus maximus, thereby inducing pain and functional
limitations due to repetitive movements. Given that the gluteus maximus provides most of
the power used for hip external rotation, the aforementioned mechanism could explain the
important decrease in external rotation strength (16%) following SHD. To put our results
into perspective, this muscle strength deficit is two to three times more important than the
observations made on FAI patients treated by arthroscopy [16].

Beyond its role in external rotation, the gluteus maximus also participates in hip
extension and abduction (superior part of the muscle), although those movements require
co-contraction of other important muscles. This can explain why those hip functions are
altered but to a lesser extent owing to considerable participation of unaffected muscles
located outside the surgical area (e.g., hamstrings). The involvement of the gluteus max-
imus in decreased hip muscles strength is also corroborated by the moderate to strong
correlations observed between the strength deficit of the external rotators, extensors and
abductors.

4.2.3. Quadriceps

Surprisingly, quadriceps strength was considerably affected by surgery (16%), al-
though this muscle should not be directly related to trochanteric osteotomy. A hypothesis
would be that AIIS osteoplasty might have an impact on quadriceps strength but could
not be verified in this study due to insufficient sample size. Further studies are, therefore,
needed to investigate this hypothesis since abductors strength might have an important
effect on patient progression during recovery.

4.3. Relevance in Clinical Practice

Postoperative strength asymmetries can generate a risk of functional imbalance and
might have important consequences. They have already been reported as a risk factor for
musculoskeletal injuries [43] or for intrinsic hip pathologies such as osteoarthropathy [44]
while possibly affecting structures beyond the concerned joint [45]. Setting up adequate
strengthening exercises in order to rectify this strength asymmetry is, therefore, essential
for patients both in the short- and long-term. The exercises could initially be analytical,
unilateral, combining different elaborated movements and adapted to the pain of the
patient to grant specific muscles reinforcement as well as global hip function. Then, the
functional imbalance could be progressively corrected by gradual loading adapted to the
evolution of the symptoms.

Even though not all hip muscles were affected solely by surgery, it remains important
to note that patients can present preoperative muscle weakness due to FAI syndrome, no-
tably in abduction (11%), external rotation (18%), flexion (26%) and adduction (28%) [19–21].
Thus, the absence of strength reduction on the operated hip following surgery should not
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be necessarily considered as satisfactory. In this axis, Kierkegaard et al. [17] reported
that FAI patients exhibited improved hip flexion and extension strengths one year after
arthroscopy compared to pre-surgery levels; however, they remain weaker than reference
persons without any hip pathology. Further studies on healthy subjects should, there-
fore, be performed to identify the standard strength values that clinicians could target for
appropriate patient rehabilitation.

This study underlines the importance of evaluating hip muscles strength before and
after surgery (SHD or arthroscopy) in order to establish the most adequate rehabilitation
strategy for FAI patients. This is even more important knowing that only 2.5% of the
published studies on FAI report hip muscle strengths [17,22]. Furthermore, those findings
obtained halfway through the rehabilitation program clearly emphasize the importance of
continuing the rehabilitation beyond three months. Finally, we now systematically propose
to our SHD patients the removal of the screws once osseous union and consolidation of
the greater trochanter are successful (around four months following surgery) due to their
potential impact on muscle strength deterioration. Future studies evaluating the benefits of
post-SHD screws removal on hip muscles strength restoration are needed.

4.4. Limitations

First, our sample size might not be high enough to statistically detect light muscle
strength changes or the effect of surgical plasties (acetabulum, AIIS). Second, this study
was only based on data collected at two different time-points and did not comprise PROMs,
pain during assessments or radiological parameters. Third, our study cohort might not
be comparable to FAI patients followed in other institutions. Therefore, our results might
not be generalizable. Fourth, it is worth noting that small changes in muscle strength
following surgery (e.g., on the non-operated external rotators after hip arthroscopy) might
be related to changes in patient gait characteristics. Therefore, analyzing the gait parameters
in combination with muscle strength changes would be of great interest to target the most
appropriate rehabilitation program. Last, the authors did not use Bonferroni correction in
their analyses since this study is exploratory and aimed at revealing potentially interesting
trends [46]. Beyond the aforementioned limitations, the authors think this exploratory study
adds relevant results to the existing scientific literature on the functional evolution of FAI
patients following arthroscopy and SHD. An additional study analyzing the similar strength
assessments following the last stage of the rehabilitation program (at seven postoperative
months) will be needed to confirm whether our current practice is adequate or calls for a
longer or different rehabilitation protocol for FAI patient treated by arthroscopy and SHD.

5. Conclusions

Our study revealed that different hip muscles on the operated FAI hip are still mod-
erately or highly weakened 3 months after arthroscopy (abductors) or SHD (abductors,
quadriceps, external and internal rotators). This emphasizes the importance of continuing
rehabilitation beyond this time-point with a functional restoration program based on iso-
lated muscle reinforcement combined with functional exercises to grant specific muscles
reinforcement and global hip function. Although both treatments should not be directly
compared since they concern patients with different characteristics, this study provides
relevant information to clinicians on FAI patients operated on either by arthroscopy or SHD.

Supplementary Materials: The following supporting information can be downloaded at: https:
//www.mdpi.com/article/10.3390/biology11121765/s1, Text S1: Strength testing positions.

Author Contributions: Conceptualization, G.S. and F.F.; methodology, G.S. and H.B.; formal analysis,
G.S., A.P. and H.B.; investigation, G.S. and P.C.; resources, G.S. and P.C.; data curation, G.S.; writing—
original draft preparation, G.S., A.P. and H.B.; writing—review and editing, F.F. and P.C.; visualization,
G.S., A.P. and H.B.; supervision, F.F. and P.C. All authors have read and agreed to the published
version of the manuscript.

Funding: This research received no external funding.

https://www.mdpi.com/article/10.3390/biology11121765/s1
https://www.mdpi.com/article/10.3390/biology11121765/s1


Biology 2022, 11, 1765 14 of 16

Institutional Review Board Statement: Ethical review and approval were waived for this study
since this study is exploratory and based on clinical data that are routinely collected at our institution
to evaluate patients’ clinical improvement.

Informed Consent Statement: Written informed consent was obtained from all subjects involved in
the study for use of their data in research projects.

Data Availability Statement: Data supporting the reported results can be requested from the corre-
sponding author (hugo.bothorel@latour.ch).

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Reiman, M.P.; Thorborg, K. Clinical examination and physical assessment of hip joint-related pain in athletes. Int. J. Sports Phys.

Ther. 2014, 9, 737–755. [PubMed]
2. Ferreira, G.E.; O’Keeffe, M.; Maher, C.G.; Harris, I.A.; Kwok, W.S.; Peek, A.L.; Zadro, J.R. The effectiveness of hip arthroscopic

surgery for the treatment of femoroacetabular impingement syndrome: A systematic review and meta-analysis. J. Sci. Med. Sport
2021, 24, 21–29. [CrossRef] [PubMed]

3. Griffin, D.R.; Dickenson, E.J.; O’Donnell, J.; Agricola, R.; Awan, T.; Beck, M.; Clohisy, J.C.; Dijkstra, H.P.; Falvey, E.; Gimpel,
M.; et al. The Warwick Agreement on femoroacetabular impingement syndrome (FAI syndrome): An international consensus
statement. Br. J. Sports Med. 2016, 50, 1169–1176. [CrossRef] [PubMed]

4. Hoch, A.; Schenk, P.; Jentzsch, T.; Rahm, S.; Zingg, P.O. FAI morphology increases the risk for osteoarthritis in young people with
a minimum follow-up of 25 years. Arch. Orthop. Trauma Surg. 2021, 141, 1175–1181. [CrossRef]

5. Melugin, H.P.; Hale, R.F.; Zhou, J.; LaPrade, M.; Bernard, C.; Leland, D.; Levy, B.A.; Krych, A.J. Risk Factors for Long-term
Hip Osteoarthritis in Patients With Femoroacetabular Impingement Without Surgical Intervention. Am. J. Sports Med. 2020, 48,
2881–2886. [CrossRef]

6. Agricola, R.; Waarsing, J.H.; Arden, N.K.; Carr, A.J.; Bierma-Zeinstra, S.M.; Thomas, G.E.; Weinans, H.; Glyn-Jones, S. Cam
impingement of the hip: A risk factor for hip osteoarthritis. Nat. Rev. Rheumatol. 2013, 9, 630–634. [CrossRef]

7. Palmer, A.J.R.; Ayyar Gupta, V.; Fernquest, S.; Rombach, I.; Dutton, S.J.; Mansour, R.; Wood, S.; Khanduja, V.; Pollard, T.C.B.;
McCaskie, A.W.; et al. Arthroscopic hip surgery compared with physiotherapy and activity modification for the treatment of
symptomatic femoroacetabular impingement: Multicentre randomised controlled trial. BMJ 2019, 364, l185. [CrossRef]

8. Gatz, M.; Driessen, A.; Eschweiler, J.; Tingart, M.; Migliorini, F. Arthroscopic surgery versus physiotherapy for femoroacetabular
impingement: A meta-analysis study. Eur. J. Orthop. Surg. Traumatol. 2020, 30, 1151–1162. [CrossRef]

9. Zhang, D.; Chen, L.; Wang, G. Hip arthroscopy versus open surgical dislocation for femoroacetabular impingement: A systematic
review and meta-analysis. Medicine 2016, 95, e5122. [CrossRef]

10. Ahmad, S.S.; Heilgemeir, M.; Anwander, H.; Beck, M. Surgical hip dislocation is more powerful than arthroscopy for achieving
high degrees of acetabular correction in pincer type impingement. Orthop. Traumatol. Surg. Res. 2019, 105, 1339–1344. [CrossRef]

11. Domb, B.G.; Stake, C.E.; Botser, I.B.; Jackson, T.J. Surgical dislocation of the hip versus arthroscopic treatment of femoroacetabular
impingement: A prospective matched-pair study with average 2-year follow-up. Arthroscopy 2013, 29, 1506–1513. [CrossRef]

12. Ishoi, L.; Thorborg, K.; Kraemer, O.; Holmich, P. Return to Sport and Performance After Hip Arthroscopy for Femoroacetabular
Impingement in 18- to 30-Year-Old Athletes: A Cross-sectional Cohort Study of 189 Athletes. Am. J. Sports Med. 2018, 46,
2578–2587. [CrossRef] [PubMed]

13. Lindman, I.; Nikou, S.; Ohlin, A.; Senorski, E.H.; Ayeni, O.; Karlsson, J.; Sansone, M. Evaluation of outcome reporting trends for
femoroacetabular impingement syndrome- a systematic review. J. Exp. Orthop. 2021, 8, 33. [CrossRef] [PubMed]

14. Martin, R.L.; Philippon, M.J. Evidence of validity for the hip outcome score in hip arthroscopy. Arthroscopy 2007, 23, 822–826.
[CrossRef]

15. Thorborg, K.; Branci, S.; Stensbirk, F.; Jensen, J.; Holmich, P. Copenhagen hip and groin outcome score (HAGOS) in male soccer:
Reference values for hip and groin injury-free players. Br. J. Sports Med. 2014, 48, 557–559. [CrossRef] [PubMed]

16. Hallberg, S.; Sansone, M.; Augustsson, J. Full recovery of hip muscle strength is not achieved at return to sports in patients with
femoroacetabular impingement surgery. Knee Surg. Sports Traumatol. Arthrosc. 2020, 28, 1276–1282. [CrossRef]

17. Kierkegaard, S.; Mechlenburg, I.; Lund, B.; Romer, L.; Soballe, K.; Dalgas, U. Is hip muscle strength normalised in patients with
femoroacetabular impingement syndrome one year after surgery?: Results from the HAFAI cohort. J. Sci. Med. Sport 2019, 22,
413–419. [CrossRef]

18. Wilson, A.S.; Cui, Q. Current concepts in management of femoroacetabular impingement. World J. Orthop. 2012, 3, 204–211.
[CrossRef] [PubMed]

19. Casartelli, N.C.; Maffiuletti, N.A.; Item-Glatthorn, J.F.; Staehli, S.; Bizzini, M.; Impellizzeri, F.M.; Leunig, M. Hip muscle weakness
in patients with symptomatic femoroacetabular impingement. Osteoarthr. Cartil. 2011, 19, 816–821. [CrossRef] [PubMed]

20. Casartelli, N.C.; Sutter, R.; Leunig, M. Editorial Commentary: Do Patients With Femoroacetabular Impingement Syndrome
Already Show Hip Muscle Atrophy? Arthroscopy 2019, 35, 1454–1456. [CrossRef] [PubMed]

http://www.ncbi.nlm.nih.gov/pubmed/25383243
http://doi.org/10.1016/j.jsams.2020.06.013
http://www.ncbi.nlm.nih.gov/pubmed/32616421
http://doi.org/10.1136/bjsports-2016-096743
http://www.ncbi.nlm.nih.gov/pubmed/27629403
http://doi.org/10.1007/s00402-020-03522-3
http://doi.org/10.1177/0363546520949179
http://doi.org/10.1038/nrrheum.2013.114
http://doi.org/10.1136/bmj.l185
http://doi.org/10.1007/s00590-020-02675-6
http://doi.org/10.1097/MD.0000000000005122
http://doi.org/10.1016/j.otsr.2019.08.009
http://doi.org/10.1016/j.arthro.2013.06.010
http://doi.org/10.1177/0363546518789070
http://www.ncbi.nlm.nih.gov/pubmed/30067071
http://doi.org/10.1186/s40634-021-00351-0
http://www.ncbi.nlm.nih.gov/pubmed/33893563
http://doi.org/10.1016/j.arthro.2007.02.004
http://doi.org/10.1136/bjsports-2013-092607
http://www.ncbi.nlm.nih.gov/pubmed/23850734
http://doi.org/10.1007/s00167-018-5337-0
http://doi.org/10.1016/j.jsams.2018.10.004
http://doi.org/10.5312/wjo.v3.i12.204
http://www.ncbi.nlm.nih.gov/pubmed/23362464
http://doi.org/10.1016/j.joca.2011.04.001
http://www.ncbi.nlm.nih.gov/pubmed/21515390
http://doi.org/10.1016/j.arthro.2019.02.025
http://www.ncbi.nlm.nih.gov/pubmed/31054724


Biology 2022, 11, 1765 15 of 16

21. Diamond, L.E.; Wrigley, T.V.; Hinman, R.S.; Hodges, P.W.; O’Donnell, J.; Takla, A.; Bennell, K.L. Isometric and isokinetic hip
strength and agonist/antagonist ratios in symptomatic femoroacetabular impingement. J. Sci. Med. Sport 2016, 19, 696–701.
[CrossRef]

22. Reiman, M.P.; Peters, S.; Sylvain, J.; Hagymasi, S.; Ayeni, O.R. Prevalence and Consistency in Surgical Outcome Reporting for
Femoroacetabular Impingement Syndrome: A Scoping Review. Arthroscopy 2018, 34, 1319–1328.e9. [CrossRef] [PubMed]

23. Mentiplay, B.F.; Perraton, L.G.; Bower, K.J.; Adair, B.; Pua, Y.H.; Williams, G.P.; McGaw, R.; Clark, R.A. Assessment of Lower
Limb Muscle Strength and Power Using Hand-Held and Fixed Dynamometry: A Reliability and Validity Study. PLoS ONE 2015,
10, e0140822. [CrossRef] [PubMed]

24. Thorborg, K.; Bandholm, T.; Holmich, P. Hip- and knee-strength assessments using a hand-held dynamometer with external
belt-fixation are inter-tester reliable. Knee Surg. Sports Traumatol. Arthrosc. 2013, 21, 550–555. [CrossRef] [PubMed]

25. Heerey, J.; Risberg, M.A.; Magnus, J.; Moksnes, H.; Odegaard, T.; Crossley, K.; Kemp, J.L. Impairment-Based Rehabilitation
Following Hip Arthroscopy: Postoperative Protocol for the HIP ARThroscopy International Randomized Controlled Trial. J.
Orthop. Sports Phys. Ther. 2018, 48, 336–342. [CrossRef] [PubMed]

26. Kemp, J.L.; Johnston, R.T.R.; Coburn, S.L.; Jones, D.M.; Schache, A.G.; Mentiplay, B.F.; King, M.G.; Scholes, M.J.; De Oliveira
Silva, D.; Smith, A.; et al. Physiotherapist-led treatment for femoroacetabular impingement syndrome (the PhysioFIRST study): A
protocol for a participant and assessor-blinded randomised controlled trial. BMJ Open 2021, 11, e041742. [CrossRef] [PubMed]

27. Kemp, J.L.; Risberg, M.A.; Mosler, A.; Harris-Hayes, M.; Serner, A.; Moksnes, H.; Bloom, N.; Crossley, K.M.; Gojanovic, B.;
Hunt, M.A.; et al. Physiotherapist-led treatment for young to middle-aged active adults with hip-related pain: Consensus
recommendations from the International Hip-related Pain Research Network, Zurich 2018. Br. J. Sports Med. 2020, 54, 504–511.
[CrossRef] [PubMed]

28. Takla, A.; O’Donnell, J.; Voight, M.; Byrd, T.; Dienst, M.; Martin, R.R.; Philippon, M.J.; Enseki, K.; Andrade, T.; Safran, M.;
et al. The 2019 International Society of Hip Preservation (ISHA) physiotherapy agreement on assessment and treatment of
femoroacetabular impingement syndrome (FAIS): An international consensus statement. J. Hip. Preserv. Surg. 2020, 7, 631–642.
[CrossRef] [PubMed]

29. Wahoff, M.; Dischiavi, S.; Hodge, J.; Pharez, J.D. Rehabilitation after labral repair and femoroacetabular decompression: Criteria-
based progression through the return to sport phase. Int. J. Sports Phys. Ther. 2014, 9, 813–826.

30. Beck, E.C.; Nwachukwu, B.U.; Krivicich, L.M.; Malloy, P.; Suppauksorn, S.; Jan, K.; Nho, S.J. Preoperative Hip Extension
Strength Is an Independent Predictor of Achieving Clinically Significant Outcomes After Hip Arthroscopy for Femoroacetabular
Impingement Syndrome. Sports Health 2020, 12, 361–372. [CrossRef]

31. Sierra, R.J.; Trousdale, R.T.; Ganz, R.; Leunig, M. Hip disease in the young, active patient: Evaluation and nonarthroplasty surgical
options. J. Am. Acad. Orthop. Surg. 2008, 16, 689–703. [CrossRef] [PubMed]

32. Tibor, L.M.; Sink, E.L. Pros and cons of surgical hip dislocation for the treatment of femoroacetabular impingement. J. Pediatr.
Orthop. 2013, 33 (Suppl. 1), S131–S136. [CrossRef] [PubMed]

33. Cohen, J. Statistical Power Analysis for the Behavioral Sciences; Routledge Academic: New York, NY, USA, 1988.
34. Schober, P.; Boer, C.; Schwarte, L.A. Correlation Coefficients: Appropriate Use and Interpretation. Anesth. Analg. 2018, 126,

1763–1768. [CrossRef]
35. Hiemstra, L.A.; Webber, S.; MacDonald, P.B.; Kriellaars, D.J. Contralateral limb strength deficits after anterior cruciate ligament

reconstruction using a hamstring tendon graft. Clin. Biomech. 2007, 22, 543–550. [CrossRef] [PubMed]
36. Rush, J.L.; Glaviano, N.R.; Norte, G.E. Assessment of Quadriceps Corticomotor and Spinal-Reflexive Excitability in Individuals

with a History of Anterior Cruciate Ligament Reconstruction: A Systematic Review and Meta-analysis. Sports Med. 2021, 51,
961–990. [CrossRef] [PubMed]

37. LaPorte, C.; Vasaris, M.; Gossett, L.; Boykin, R.; Menge, T. Gluteus medius tears of the hip: A comprehensive approach. Phys.
Sportsmed. 2019, 47, 15–20. [CrossRef] [PubMed]

38. Lequesne, M.; Mathieu, P.; Vuillemin-Bodaghi, V.; Bard, H.; Djian, P. Gluteal tendinopathy in refractory greater trochanter pain
syndrome: Diagnostic value of two clinical tests. Arthritis Rheum. 2008, 59, 241–246. [CrossRef]

39. Williams, B.S.; Cohen, S.P. Greater trochanteric pain syndrome: A review of anatomy, diagnosis and treatment. Anesth. Analg.
2009, 108, 1662–1670. [CrossRef]

40. Beck, M.; Kruger, A.; Katthagen, C.; Kohl, S. Osteotomy of the greater trochanter: Effect on gluteus medius function. Surg. Radiol.
Anat. 2015, 37, 599–607. [CrossRef]

41. Maquet, P. Importance of the position of the greater trochanter. Acta Orthop. Belg. 1990, 56, 307–322.
42. Greco, A.J.; Vilella, R.C. Anatomy, Bony Pelvis and Lower Limb, Gluteus Minimus Muscle. In StatPearls; StatPearls Publishing:

Treasure Island, FL, USA, 2022.
43. Impellizzeri, F.M.; Rampinini, E.; Maffiuletti, N.; Marcora, S.M. A vertical jump force test for assessing bilateral strength

asymmetry in athletes. Med. Sci. Sports Exerc. 2007, 39, 2044–2050. [CrossRef] [PubMed]
44. Shakoor, N.; Foucher, K.C.; Wimmer, M.A.; Mikolaitis-Preuss, R.A.; Fogg, L.F.; Block, J.A. Asymmetries and relationships between

dynamic loading, muscle strength, and proprioceptive acuity at the knees in symptomatic unilateral hip osteoarthritis. Arthritis
Res. Ther. 2014, 16, 455. [CrossRef] [PubMed]

http://doi.org/10.1016/j.jsams.2015.10.002
http://doi.org/10.1016/j.arthro.2017.11.037
http://www.ncbi.nlm.nih.gov/pubmed/29402587
http://doi.org/10.1371/journal.pone.0140822
http://www.ncbi.nlm.nih.gov/pubmed/26509265
http://doi.org/10.1007/s00167-012-2115-2
http://www.ncbi.nlm.nih.gov/pubmed/22773065
http://doi.org/10.2519/jospt.2018.8002
http://www.ncbi.nlm.nih.gov/pubmed/29607764
http://doi.org/10.1136/bmjopen-2020-041742
http://www.ncbi.nlm.nih.gov/pubmed/33827828
http://doi.org/10.1136/bjsports-2019-101458
http://www.ncbi.nlm.nih.gov/pubmed/31732651
http://doi.org/10.1093/jhps/hnaa043
http://www.ncbi.nlm.nih.gov/pubmed/34377507
http://doi.org/10.1177/1941738120910134
http://doi.org/10.5435/00124635-200812000-00002
http://www.ncbi.nlm.nih.gov/pubmed/19056918
http://doi.org/10.1097/BPO.0b013e318286006e
http://www.ncbi.nlm.nih.gov/pubmed/23764786
http://doi.org/10.1213/ANE.0000000000002864
http://doi.org/10.1016/j.clinbiomech.2007.01.009
http://www.ncbi.nlm.nih.gov/pubmed/17391820
http://doi.org/10.1007/s40279-020-01403-8
http://www.ncbi.nlm.nih.gov/pubmed/33400217
http://doi.org/10.1080/00913847.2018.1527172
http://www.ncbi.nlm.nih.gov/pubmed/30244629
http://doi.org/10.1002/art.23354
http://doi.org/10.1213/ane.0b013e31819d6562
http://doi.org/10.1007/s00276-015-1466-z
http://doi.org/10.1249/mss.0b013e31814fb55c
http://www.ncbi.nlm.nih.gov/pubmed/17986914
http://doi.org/10.1186/s13075-014-0455-7
http://www.ncbi.nlm.nih.gov/pubmed/25496937


Biology 2022, 11, 1765 16 of 16

45. Plummer, H.A.; Cai, Z.; Dove, H.; Hostetter, G.; Brice, T.; Chien, A.; Sum, J.C.; Hawkins, A.; Li, B.; Michener, L.A.
Hip Abductor Strength Asymmetry: Relationship to Upper Extremity Injury in Professional Baseball Players. Sports Health
2022, 19417381221078830. [CrossRef] [PubMed]

46. Bender, R.; Lange, S. Multiple test procedures other than Bonferroni’s deserve wider use. BMJ 1999, 318, 600–601. [CrossRef]
[PubMed]

http://doi.org/10.1177/19417381221078830
http://www.ncbi.nlm.nih.gov/pubmed/35243911
http://doi.org/10.1136/bmj.318.7183.600a
http://www.ncbi.nlm.nih.gov/pubmed/10037651

	Introduction 
	Materials and Methods 
	Pre- and Postoperative Hip Muscles Strength Assessment 
	Surgical Technique—Arthroscopy 
	Surgical Technique—Surgical Hip Dislocation (SHD) 
	Postoperative Patient Rehabilitation 
	First Stage—Immediate Postoperative 
	Second Stage—Early Impairment 
	Third Stage—Late Impairment 
	Fourth Stage—Functional Restoration 

	Sample Size Calculations and Statistical Analyses 

	Results 
	Arthroscopy 
	Surgical Hip Dislocation (SHD) 

	Discussion 
	Arthroscopy 
	Surgical Hip Dislocation (SHD) 
	Gluteus Medius and Minimus 
	Gluteus Maximus 
	Quadriceps 

	Relevance in Clinical Practice 
	Limitations 

	Conclusions 
	References

