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Clinical Indications for Procedure
Return to top of RMHP Hip Arthroscopy and Labrum Reconstruction - ISC

The guidelines below apply to ALL RMHP plans.

RMHP considers labrum reconstruction experimental and investigational for the treatment of femoral acetabular

impingement (FAI) because there is insufficient evidence regarding the safety or effectiveness of this approach.



Note:Labral reconstruction uses a graft to reconstruct the native labrum. This is distinct from a labral repair, which is to repair the

torn tissue by sewing it back together and/ or to its attachment site.
[Expand All / Collapse All]
e Procedure is indicated for 1 or more of the following(1)(2)(3)(4):
o Treatment of identified structural hip disorder, as indicated by ALL of the following:

= Positive MRI or other imaging finding, including 1 or more of the following(5):
= |loose bodies
= Labral tears or cysts(6)
= Femoroacetabular impingement(7)(8)(9)(10)
= Chondral injury(11)(12)
=  Synovial disease unresponsive to systemic therapy(13)(14)(15)
= Ligamentum teres tear or rupture(16)
=  Gluteal tendon tear(17)
= Posttraumatic periacetabular osteophytes
=  Capsular instability(18)
= lliopsoas or anterior inferior iliac spine impingement(19)(20)
= Treatment needed because of 1 or more of the following:
= Chronic pain
= Clinically significant functional impairment
= Nonoperative therapy has been tried and failed (eg, analgesics, rest, physical
therapy, anti-inflammatory agents).
o Fracture amenable to arthroscopic repair(5)
o Debridement and lavage of septic hip(21)(22)(23)
o Snapping hip refractory to nonoperative treatment (eg, physical therapy, activity
modification)(24)

o Evaluation of hip, as indicated by ALL of the following(25)(26)(27):

=  Presence of signs or symptoms, including 1 or more of the following:
= Unexplained pain
=  Functional impairment
= Joint instability or dislocation

= Nondiagnostic findings on imaging (eg, CT scan, MRI)

= Nonoperative therapy has been tried and failed (eg, analgesics, rest, physical

therapy, anti-inflammatory agents).

Alternatives to Procedure
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e Alternatives include(1)(2)(4)(9)(13):

o Nonoperative treatment(19)(28)(29):
= Cessation or modification of activities that precipitate or exacerbate symptoms
= NSAIDs
= Analgesics
=  Physical therapy(7)
= Corticosteroid injection

o For septic arthritis(21)(23)(30):
= Open drainage
= Joint aspiration

o Radiosynovectomy(31)

o Open arthrotomy

o Hip arthroplasty. See Hip Arthroplasty ISC guideline.




o Hip resurfacing. See Hip Resurfacing ISC guideline.

Operative Status Criteria
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e Ambulatory(32)

Preoperative Care Planning
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e Preoperative care planning needs may include(1)(11)(33):
o Routine preoperative evaluation. See Preoperative Education, Assessment, and Planning

Tool SR,
o Diagnostic test scheduling, including(4)(26)(34):
= MRI35)

= MRA or CT arthrography(36)

= Cultures (eg, septic hip)(30)

= Diagnostic injection of anesthetic or corticosteroid
= Electromyography

o Preoperative discharge planning as appropriate. See Discharge Planning in this guideline.

Hospitalization
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Optimal Recovery Course
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Day Level of Care Clinical Status Activity Routes Interver
1 e ORto e Successful e Ambulatory o |V fluids, .
recovery uncomplicated or medications
room to arthroscopy acceptable for
discharge Al ¢ No evidence for next procedure
e Social of neurologic level of e Oral
Determinants injury post care [B1IC] hydration [2]
of Health procedure e Oral
Assessment ¢ No evidence medications
e Discharge of vascular or regimen
planning injury post acceptable
procedure for next
e Pain absent or level of care
managed e Oral diet or
e Discharge acceptable
plans and for next
education level of care
understood

Recovery Milestones are indicated in bold.



Goal Length of Stay: Ambulatory
Extended Stay
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See Extended Stay definition IsC

Minimal (a few hours to 1 day), Brief (1 to 3 days), Moderate (4 to 7 days), and Prolonged (more than 7 days).

e Inpatient stay may be needed for(1)(42)(43):
o Failure to achieve discharge status criteria. See Ambulatory Surgery Discharge and

Complications: Common Complications and Conditions IsC,
o Patient admitted for joint infection (eg, septic hip)(30)(44)
= Anticipate debridement, lavage, and drain.
= Expect brief stay extension.
o Complications of procedure(45)(46)(47)(48)(49)(50)
= Complications may include extravasations of fluid, chondrolabral injury, nerve
palsy (peroneal, femoral, sciatic, lateral femoral cutaneous, or pudendal
nerves), or need for conversion to open procedure.
= Expect brief stay extension.

See Common Complications and Conditions ISC for further information.

Hospital Care Planning
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e Hospital evaluation and care needs may include(1)(9)(30)(40)(42)(47):
o Postoperative bracing
o Postoperative physical therapy(51)
o Multimodal analgesia
o Monitoring patient's status for deterioration and comorbid conditions. See Inpatient Monitoring

and Assessment Tool SR,

Discharge
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Discharge Planning
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[Expand All / Collapse All]

¢ Discharge planning includes [E!
o Assessment of needs and planning for care, including(54):
= Develop treatment plan (involving multiple providers as needed).
= Evaluate and address preadmission functioning as needed.
= Evaluate and address social determinants of health (eg, housing, food).
= Evaluate and address patient or caregiver preferences as indicated.
= [dentify skilled services needed at next level of care, with specific attention
to(85):
* Neurovascular status assessment(1)
* Pain management(56)(57)
* Wound or dressing management
= Evaluate and address psychosocial status issues as indicated.

See Psychosocial Assessment SR for further information.
o Early identification of anticipated discharge destination; options include(58)(59):




= Home, considerations include:
= Access to follow-up care

= Home safety assessment. See Home Safety Assessment
SR for further information.

= Self-management ability if appropriate. See Activities of Daily
Living (ADL) and Instrumental Activities of Daily Living (IADL)

Assessment SR for further information.
= Caregiver need, ability, and availability
= Post-acute skilled care or custodial care as indicated. See Discharge Planning

Tool SR for further information.

o Transition of care plan complete(59)
= Patient, family, and caregiver education complete. See Hip Arthroscopy: Patient

Education for Clinicians SR for further information.
= See Teach Back Tool SR for further information.
= Medication reconciliation complete

= Plan communicated to patient, family, caregiver, and all members of care team,
including(63)(64):
» Inpatient care and service providers
*» Primary care provider
= All post-discharge care and service providers
= Appointments planned or scheduled, which may include(1):
*» Primary care provider
=  Orthopedic surgeon
» Rehabilitation therapy services(65)(66)

= Other
= Qutpatient testing and procedure plans made, which may include:
= Other

= Referrals made for assistance or support, which may include:
» Financial, for follow-up care, medication, and transportation
= Smoking cessation counseling or treatment(67)
= Other
= Medical equipment and supplies coordinated (ie, delivered or delivery
confirmed), which may include:
= Ambulation devices (eg, cane, crutches, walker)
*  Wound care supplies(68)
= Other

Discharge Destination
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e Post-hospital levels of admission may include:
o Home.

o Home healthcare. See Home Care Indications for Admission Section HC in Hip
Arthroscopy guideline in Home Care.

Evidence Summary
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e elabral Reconstruction for the Treatment of Femoro-Acetabular Impingement Syndrome



o eThe medical literature regarding hip capsular reconstruction shows some benefit
in certain patients, but the data is insufficient to evaluate this procedure
completely. There are no high quality large studies involving this procedure.

oBoykin and colleagues (2013) stated that FAI has been
well characterized as a cause of hip pain and resultant
damage to the acetabular labrum. It has become
increasingly clear that an intact labrum is essential for
normal joint mechanics, hip stability, and preservation of
the articular cartilage. Elite athletes with a hypoplastic
or irreparable labrum present a difficult clinical
challenge. In a case-series study, these researchers
assessed clinical outcomes and determined if elite
athletes are able to return to a high level of function
and sport after labral reconstruction. They performed a
retrospective review of a prospectively collected registry
identified 21 elite athletes (23 hips) with an average age
of 28.0 years (range of 19 to 41 years) who underwent an
arthroscopic ilio-tibial band labral reconstruction.
Concomitant procedures included femoral and acetabular
osteoplasty in all patients and micro-fracture in 9 of 23
hips. Clinical outcomes were assessed with the MHHS, HOS,
the SF-12, and patient satisfaction (on a scale from 1 to
10) . Return to play was determined, as well as level of
return to play, based on sport-specific statistics. Two
patients progressed to arthroplasty. There were 2
revisions in this group of patients, both for lysis of
capsulo-labral adhesions in which the graft was found to
be well integrated at the time of surgery. The rate of
return to play was 85.7 percent (18/21), with 81 percent
(17/21) returning to a similar level. Subjective follow-up
was obtained from 17 of the remaining 19 patients (89
percent), with an average follow-up of 41.4 months (range
of 20 to 74 months). The average MHHS improved from 67 to
84 (p = 0.026) and the average HOS Sport sub-score from 56
to 77 (p = 0.009). The overall median patient satisfaction
with outcome was 8.2 (range of 3 to 10). The authors
concluded that arthroscopic labral reconstruction using an
ipsilateral ilio-tibial band autograft provided good
short-term clinical outcomes, high patient satisfaction,
and a satisfactory level of return to play in a select

group of elite athletes. This was a small (n = 21),
retrospective study with short-term (average of 41.4
months) results. Level of Evidence = IV.

oIn a cohort study, Domb et al (2014) compared the
clinical outcomes of arthroscopic labral reconstruction
(RECON) with those of arthroscopic segmental labral
resection (RESEC) in patients with FAI of the hip. Between
April 2010 and March 2011, all prospectively gathered data
for patients with FAI who underwent arthroscopic
acetabular labral reconstruction or segmental resection
with a minimum 2-year follow-up were reviewed. A total of
11 cases in the RECON group were matched to 22 cases in
the RESEC group according to the preoperative Non-
Arthritic Hip Score (NAHS) and sex. The patient-reported
outcome scores (PROs) used included the NAHS, the HOS, and
the MHHS. Statistical analyses were performed to compare
the change in PROs in both groups. There was no
statistically significant difference between groups
regarding the pre-operative NAHS (p = 0.697), any of the



other pre-operative PROs, or demographic and radiographic
data. The mean change in the NAHS was 24.8 = 16.0 in the
RECON group and 12.5 * 16.0 in the RESEC group. The mean
change in the HOS-activities of daily living (HOS-ADL) was
21.7 £ 16.5 in the RECON group and 9.5 + 15.5 in the RESEC
group. Comparison of the amount of change between groups
showed greater improvement in the NAHS and HOS-ADL for the
RECON group (p = 0.046 and 0.045, respectively). There was
no statistically significant difference in the mean
changes in the rest of the PROs, although there were
trends in all in favor of the RECON group. All PROs in
both groups showed a statistically significant improvement
at follow-up compared with pre-operative levels. The
authors concluded that arthroscopic labral reconstruction
is an effective and safe procedure that provided good
short-term clinical outcomes in hips with insufficient and
non-functional labra in the setting of FAI. Again, this
was a small (n = 11) study with short-term (minimum of 2
years) results. Level of Evidence = III.

oIn a systemic review, Ayeni et al (2014) explored and
identified the reported indications and outcomes in
patients who undergo labral reconstruction of the hip
joint. The electronic databases Embase, Medline, and
PubMed were searched for all available dates up to July
2013. Further hand search of the reference sections of the
included studies was done. Two reviewers searched,
screened, and evaluated the included studies for data
quality using the Methodological Index for Non-Randomized
Studies (MINORS) Scale. Data were also abstracted in
duplicate, and agreement and descriptive statistics were
presented. There were 5 eligible studies (3 case series, 1
prospective cohort, and 1 retrospective chart review) with
a total of 128 patients, and an average 11/16 quality on
the MINORS score included in this review. All patients
were diagnosed with FAI and underwent labral
reconstruction; 94 patients were assessed at follow-up
(73.4 percent survivorship) between a reported mean range
of 10 and 49 months. There was variability between the
studies with regard to the graft types utilized (ilio-
tibial band, Gracilis tendon, Ligamentum teres), surgical
approaches [open (18.7 percent) versus arthroscopic (81.3
percent) ], and the reported outcome measures. Overall,
improvement was observed in the PROs and functional scores
(MHHS, HOS, UCLA, NASH, and SF-12). The failure rate or
conversion to THA rate in all available patients was 20
percent. The most common indication for labrum
reconstruction was a young, active patient with minimal
arthritis and non-salvageable or deficient labrum. Other
indications included instability, pain, and hypotrophic
dysfunctional labrum. The authors concluded that based on
the current available evidence, hip labrum reconstruction
is a new technigque that shows short-term improvement in
PROs and functional scores post-operatively. The main
indication for reconstruction was a deficient labrum due
to previous surgical excision or irreparable tears in
young patients with no significant arthritis. They stated
that long-term follow-up results with higher quality
studies are still lacking based on this review.

oWhite et al (2016) presented minimum 2-year outcomes in
patients who underwent a modified technique for



arthroscopic labral reconstruction using ilio-tibial band
allograft tissue and a front-to-back fixation. From April
2011 to July 2012, all consecutive arthroscopic labral
reconstruction patients were included in this
Institutional Review Board-approved, prospective case-
series study. Inclusion criteria were arthroscopic ilio-
tibial band allograft labral reconstruction performed by a
single surgeon, age greaterthan or equal to 16 years at
the time of arthroscopy, and a minimum of 2 years of
follow-up. Patients completed subjective questionnaires
both pre-operatively and post-operatively, including MHHS,
the Lower Extremity Function Score (LEFS), VAS pain
scores, and patient satisfaction. A modified front-to-back
fixation technique for labral reconstruction was used. A
total of 152 hips (142 patients) met the inclusion
criteria for this study; 131 hips (86.2 percent) had
complete follow-up at a minimum of 2 years, and 21 hips
(13.8 percent) were lost to follow-up or had incomplete
data during the study period; 70 hips had concomitant
procedures performed; 27 microfracture, 30 chondroplasty,
26 psoas release, 5 os acetabuli resection, and 3 Ganz
osteotomy. Overall, 18 hips (13.7 percent) required
revision procedures at a mean of 17 months (range of 1 to
37) after the labral reconstruction. In the remaining 113
hips, there was significant improvement in all outcome
measures from pre-operative to most recent follow-up (p
less than 0.0001). The mean MHHS improved by 34 points (p
less than 0.0001), and the mean LEFS improved by 27 points
(p less than 0.0001). The mean VAS pain score improved by
3 points at rest (p less than 0.0001), 4 points with
average pain with daily activities (p less than 0.0001),
and 5 points with sport (p less than 0.0001). Patients
reported an overall satisfaction of 9 (range of 1 to 10).
The authors concluded that arthroscopic ilio-tibial band
allograft labral reconstruction of the hip showed
promising outcomes at minimum 2-year follow-up. Level of
Evidence = IV.

Khan et al (2016) provided a comprehensive review and summary of the research
published in Arthroscopy: The Journal of Arthroscopic and Related Surgery and The
American Journal of Sports Medicine (AJSM) related to hip arthroscopy for FAI. A
comprehensive review was conducted in duplicate of Arthroscopy and AJSM from
February 2012 to February 2015 for all articles related to FAI, and a quality assessment
was completed for all included studies. Clinical outcomes were dichotomized into
short-term (less than 6 months) and mid-term (less than 24 months) outcomes, and
values were pooled when possible. These researchers identified 60 studies in
Arthroscopy and 44 studies in AJSM, primarily from North America (78.8 percent), that
predominantly assessed clinical outcomes after arthroscopic hip surgery (46.1
percent); 71 percent of Arthroscopy studies and 20.5 percent of AJSM studies were
Level IV evidence. The MHHS was used by 81.5 percent of included studies. Pooled
weighted mean MHHS values after arthroscopic surgery for FAl showed improvements
at the mid-term from 60.5 points (range of 56.6 to 83.6) to 80.5 points (range of 72.1
to 98.0) out of a possible 100 points. Pooled weighted outcomes for labral repair
showed mean MHHS improvements from 63.8 points (range of 62.5 to 69.0) pre-
operatively to 86.9 points (range of 85.5 to 89.9) up to 24 months post-operatively.
The authors concluded that the is comprehensive review of research published in
Arthroscopy and AJSM over the past 3 years identified a number of key findings.
Arthroscopic intervention resulted in improvements in functional outcomes at both
the short-term and mid-term for patients with symptomatic FAI in the absence of
significant existing degenerative changes. They stated that labral repair may resultin



improvements over labral debridement. The most commonly used outcome score was
the MHHS for objective assessment of surgical success. They stated that there is a
need for continued focus on improvement of methodological quality and reporting of
research pertaining to FAL.

Hospitalization
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A randomized placebo-controlled study of 108 patients (mean age 35 years) undergoing hip arthroscopy found that 3 weeks of
postoperative naproxen therapy reduced the rate of heterotopic ossification, a known complication of hip arthroscopy, ata me an
follow-up of 322 days and was without significant adverse reactions.(69) (EG 1)

Length of Stay
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Analysis of procedure data for a large commercially insured pediatric population shows 98% of hip arthroscopies being performedon
an outpatient basis.(32) (EG 3) Analysis of procedure data for a large commercially insured adult population shows 99% of hip
arthroscopies being performed on an outpatient basis.(32) (EG 3) Analysis of procedure data for a Medicare-insured population

shows 96% of hip arthroscopies being performed on an outpatient basis.(32) (EG 3)

Policy History
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History Summary: 1/27/2020 Policy created. 2020 first annual review by relevant committee hierarchy — no changes. 2021 Annual
review by committees — no changes. 11/23/2021 upgraded to 25th edition MCG S-572 with carried over RMHP customization for

labrum reconstruction. 2022 Annual review — approved by committees with no changes.

2023 Annual review and committee approval with no changes.
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Footnotes

Return to top of RMHP Hip Arthroscopy and Labrum Reconstruction - ISC

[A] See Ambulatory Surgery Discharge and Complications: Common Complications and Conditions ISC for further information. |

Ain ContextLink 1]

[B] Patient may require partial-weight-bearing with crutches postoperatively.(37) [ B in Context Link 1]



[C] Patientis ambulatory or near baseline activity for age and development. [ C in Context Link 1]

[D] Some patients may have their hydration needs met via alternative means (eg, percutaneous endoscopic gastrostomy tube). [D
in Context Link 1]

[E] Warming of irrigation fluids can reduce the risk of hypothermia and postoperative shivering.(38) [ E in Context Link 1]

[F] Discharge instructions should be given in the patient's and caregiver's native language using trained language interpreters

whenever possible.(52) [ F in Context Link 1]
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Return to top of RMHP Hip Arthroscopy and Labrum Reconstruction - ISC
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