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The Anterior Approach allows
makes possible to perform the
prosthesis implantation
through a significantly smaller
entrance, without muscles or
ligaments being loosened or
separated from their source.
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Introduction
The primary goal of total hip arthroplasty is
the anatomic reconstruction of the hip
joint, resulting in favorable prosthetic joint
load and function. Mechanically, the goals
are to create a stable articulation with
optimized range of motion, restored
biomechanics for muscular efficiency and
equalized limb lengths.
Current Requirement
Minimally invasive or tissue-sparing
orthopedic procedures have gained
attention as patients demand shortened
recovery time and accelerated
rehabilitation. Development of efficient,
repeatable, tissue-sparing total hip
replacement procedures is important.
Anterior Approach
The Anterior Approach allows makes
possible to perform the prosthesis
implantation through a significantly smaller
entrance, without muscles or ligaments
being loosened or separated from their
source. Through this, an evident reduction
in post-operative pain and this accelerated
mobility is achieved. In the literature,
comparisons of the Anterior Approach to
traditional THA approaches that follows:
▪Earlier Return to Function
▪Less Pain
▪Less Narcotic Usage

▪Lower Risk of Dislocation
▪More Accurate Acetabular Component
▪Positioning
▪Shorter Length of Stay
▪More Likely Discharge to Home Setting
Please see the surgical techniques for the
Bencox® M Stem and the Bencox®
Mirabo Cup System for further information
on preoperative planning.

Preoperative Planning
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The primary goal of total hip arthroplasty is the
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anatomic reconstruction of the hip joint, resulting
in favourable prosthetic joint load and function.
Mechanically, the goals are to create a stable
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5. Place a split drape with adhesive
proximal and distal to the operative area.
Figure 2a.

6. Cover exposed skin with iodine incise
drape.

Figure 2b.

Position the patient on the table in
preparation for surgery. Typically, the 2
patient’s arms are placed roughly
perpendicular outward and not over the
chest. Arms placed on the chest can
interfere with femoral preparation later in
the procedure.

7. Cut a small hole in the drape for the
femoral hook lift, place the hook bracket on
the lift and seal with iodine incise drape.
Set up such that the instruments are on the
operative side of the patient. Generally, the
use of 2 back tables, 1 Mayo stand and 1
basin stand is sufficient, creating an LFigure The
2c.
shaped area.
C-Arm is positioned on
the non-operative side, perpendicular to the
patient. A typical
OR team will consist of the surgeon,
assistant, anesthetist, scrub nurse,
circulating nurse/table operator and X-ray
technician.
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Incision and Initial Exposure
Mark the locations of the iliac crest, greater
trochanter and the anterior superior iliac
spine (ASIS). Start the incision
approximately 3 cm lateral and 1 cm distal
to the ASIS, and continue in a posterior and
distal direction toward the anterior border of
the femur. The incision will be 8-9 cm and
parallel with the fibers of the tensor fascia
lata muscle.
The tensor fibers are visible through the
translucent fascia. Incise the fascia over the
tensor and parallel to its fibers. Extend the
fascial split beneath the skin proximal
(toward the ASIS) and distal.
Make the initial skin incision and divide the
subcutaneous tissue in line with the incision.
When the fascia and tensor muscle is
identified the surgeon can palpate the ASIS.
Start the fascia incision two finger breaths
from the ASIS. A longitudinal incision is
made through the translucent facia lata in
line with the fibres over the belly of the
muscle.
Coagulate the vessel that perforates the
fascia. The fascial incision is typically
between the anterior two-thirds and
posterior one-third of the tensor muscle.
Avoid splitting the iliotibial band, which lies
along the posterior border of the tensor.
Splitting this will lead to the plane posterior
to the tensor commonly known as the
Watson-Jones approach.
The fascia on the medial side is lifted from
the muscle itself and the intermuscular
interval between the tensor laterally and the
sartorius muscle medially is entered using
your finger, making sure to stay within the
Tensor Fascia Lata(TFL).
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Incision and Initial Exposure -Continued
Palpate the supero-lateral region of the
femoral neck and place the first Cobra
retractor in this location. Place a Hohmann
retractor infero-lateral to the greater
trochanter. Use a rake or Hibbs retractor
medially.
Excessive retraction force may result in
bone, nerve or soft tissue damage. Proper
retractor placement and adequate exposure
are strongly recommended and described
throughout the technique.
Identify the ascending branches of the
lateral circumflex vessels and cauterize or
suture as necessary. The branches are
variable in number and size and can be a
source of significant bleeding.
The anatomic dissection shows the
proximity of vascular structures and the
ascending branches of the lateral circumflex
vessels. Once the vessels are controlled,
incise the fascia (i.e.; the deep layer of the
iliotibial band) between the rectus femoris
and the TFL, revealing the vastus lateralis.
Cut this strong fascia between the rectus
femoris and the capsule with an
electrocautery device until the precapsular
fat pad is visible.
Palpate the soft spot infero- medial to the
neck and proximal to the vastus lateralis
muscle.
Place a 2rd Cobra retractor in this location,
retracting the rectus femoris and sartorius
and more completely exposing the anterior
capsule prior to performing the
capsulotomy.
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Joint Exposure
Coagulate the vessel that perforates the
fascia. The fascial incision is typically
between the anterior two-thirds and
posterior one-third of the tensor muscle.
Avoid splitting the iliotibial band, which lies
along the posterior border of the tensor.
Splitting this will lead to the plane posterior
to the tensor commonly known as the
Watson-Jones approach.
The fascia on the medial side is lifted from
the muscle itself and the intermuscular
interval between the tensor laterally and the
sartorius muscle medially is entered using
your finger, making sure to stay within the
Tensor Fascia Lata(TFL).
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Joint Exposure

-Continued

After releasing the fascia under the rectus,
flex the hip. For additional exposure use a
Cobb elevator to prepare space for a
fourth retractor at the anterior rim of the
acetabulum.
Keep the Cobb elevator aligned
perpendicular to the ilioinguinal ligament
(parallel to the femoral neck) and on bone
to avoid injury to the femoral nerve or the
vascular bundle.
Exchange the Cobb elevator with a 2nd
Hohmann retractor (Curved Hohmann
recommended).
Keep the retractor perpendicular to the
ilioinguinal band and under the ilipsoas
muscle to avoid any damage to the
neurovascular bundle. If necessary, incise
the reflected head of the rectus femoris at
its capsular origin.
Depending on stiffness of the capsule, a
variety of capsulotomies or capsulectomies
can be performed. However, each method
involves careful detachment of the capsule
from the femoral neck.
Incise the capsule in line with the axis of
the femoral neck, beginning near the
acetabulum and extending to the
intertrochanteric line. This incision may
form the center of an H-shaped
capsulotomy, with the sidelines of the H
extending along the acetabular rim and the
intertrochanteric line.
Alternatively, the anterior capsule may be
removed. Create an incision parallel to the
first, but further medial. Then detach the
inferior portion of the capsule along
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Joint Exposure

-Continued
the acetabulum and along the base of the
interotrochenteric line. Incise the superior
portion along the trochanteric line. Then
cut along the acetabulum and extend
distally. Reposition the supero-lateral of 1st
Cobra and infero-medial of 1st Hohmann
retractors inside the capsule. The blunt
retractors are designed to protect the tip of
the greater trochanter during the femoral
neck osteotomy.
Carefully clear the “saddle” region between
greater trochanter and the neck as this
serves as starting point for the neck
osteotomy. When the capsule has been
prepared for femoral neck osteotomy the
surgeon should have a clear view of the
supero-lateral acetabulum and the saddle,
and should be able to freely palpate the
lesser trochanter.

DACOR™

Direct Anterior Access THA
Femoral Head Removal
The osteotomy of the femoral neck is
accomplished as a double osteotomy so
that a wedge of the neck may be removed
prior to the femoral head.
The first cut takes place in accordance
with the preoperative planning, along the
intertrochanteric line, and the second cut is
made 1cm medial to it. Ensure that both
cuts are parallel or create a wedge that is
wider at the anterior for ease of removal.
Use a narrow or restricted-motion saw to
avoid damage to the greater trochanter
and other surrounding structures.
Use a Cobb elevator or osteotome to
mobilize the neck wedge. Remove the
neck wedge with a towel clamp or
tenaculum. Gentle traction on the leg will
aid removal of the wedge and the femoral
head. Drill the Femoral Head Extractor into
the femoral head and slowly pull the head
out using a T-Handle.
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Femoral Head Removal -Continued
Try to prevent levering on the tensor
muscle with the corkscrew to avoid
damaging the anterior fibers.
In a case of diﬃculty in retrieving the head
you can cut the labrum and remove more
antero-superior capsule.
Alternatively you can place the corkscrew
in the head/neck junction anteriorly and
pull in the direction of the socket.

Diameter: 48 mm
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IX. The Acetabulum Preparation:

Acetabulum Preparation

After implementing the retractors laterally behind the Os ilieum, ream the acetabulum
up until the surface is sufficiently spongy using the side-specific dorsal acetabular
hook with the doubly curved reamer, medially behind the medial edge of the hip cup.

After implementing the retractors laterally
behind the Os ilieum, ream the
acetabulum up until the surface is
sufficiently spongy using the side-specific
dorsal acetabular hook with the doubly
curved reamer, medially behind the medial
edge of the hip cup.

Select the first reamer as described in the
surgical protocol for the planned
acetabular implant. Use care introducing
and removing the reamer. Use an Offset
6
Reamer
Handle to avoid impingement with
lateral tissue and excessive force against
the anterior acetabular wall.
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Before reaming to the final templated size,
it is recommended that the reamer
position be checked with fluoroscopy.
Generally, the cup should be placed at the
patient’s anatomic centre of rotation.
Rotate the C-Arm image (A/P view) on the
screen until the pelvis image appears level
(when the transverse anatomic line is
horizontal). With the image centred over
the midline, the coccyx should be pointing
right at the symphysis, and the obturator
foramina should look identical. You may
need to orbit and rainbow the C-Arm to
accomplish this.
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Cup Insertion

Insert the cup using the impactor,
positioning the cup on the impactor so
that any screw holes are oriented as
desired.
Impact the cup in a manner consistent
with its respective protocol. Avoid
misdirected or excessive force.
The impactor may be detached from
bolt. By keeping the bolt attached to
cup, the cup may be assessed
orientation and quickly reattached to
impactor if needed.

the
the
for
the

Alignment Guide
Slide the Alignment Guide onto the Cup
Impactor and rotate it around the spindle
to the desired location. Align the plane of
the two crossbars (line A) parallel to the
frontal pelvic plane (line B). The frontal
plane passes through the left and right
ASIS and the pubic symphysis. This
provides a visual approximation of
20° anteversion. Be sure to account for
pelvic tilt when aligning crossbars to the
floor or OR operating table.
Align the side-specific crossbar (line C)
with the mid- sagittal plane of the pelvis
(line
D). The mid-sagittal plane can be
approximated as the long-axis of the
body. This alignment provides a visual
approximation of 45° cup inclination.
Screw Placement
Screw fixation is desired, use a flexible
drill and drill guide.
Use a joint
screwdriver or flexible screwdriver to
place the screws.
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Liner Insertion
Insert the appropriate liner and seat it
using a liner impactor. Insert Positioner/
Impactor Handle, however the surgeon
should follow the recommended
instrumentation in the surgical technique
that matches the liner being implanted.

Femoral Preparation

Leg Positioning
Internally rotate the femur to the neutral
position. Palpate the vastus tubercle,
and place the tip of the bone hook (either
the right or left, corresponding to the
operative hip) just distal to the vastus
tubercle and around the posterior femur.

Place a Long-Prong Mueller retractor (1)
behind the superior aspect of the greater
tro- chanter, in front of the gluteus
medius. Place a retractor (2) medial in
the calcar region, proximal to the
iliopsoas tendon. If desired, place a
second retractor (3) laterally at the
proximal femur.
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Femoral Preparation -Continued
Femoral Canal Preparation
Use the Angled Curette to carefully open
and sound the direction of the femoral
canal. Use a Rongeur or the Modular
Box Osteotome to remove bone in the
superolateral region of the neck. This
step helps minimize undersizing and
varus positioning of the femoral broach
and stem.
Begin with the smallest broach attached
to the broach handle and increase the
size of broaches one at a time. Stop
broaching when axial and rotational
stability are achieved in order to
preserve cancellous bone and
encourage osteointegration. Visually
check for varus/valgus alignment cues
such as the orientation of the handle.
Continue progressive broaching.

Trial reduction

In a manner consistent with the
respective implant protocol. Avoid
excessive or misdirected impaction or
broaching motions. Keep the final broach
in place to complete a trial reduction.
Trialing with different heads and neck
trials is performed until leg length, range
of motion.

DACOR™

Direct Anterior Access THA
Implantation
Stem inserters are available with various
geometries, this enables each surgeon to
decide according to their surgical
preference. The retaining stem inserter
can be used if a positive connection
between the implant and instrument is
required. Select the stem size that
corresponds to the final broach.
the implant is oversized by 0.25 mm per
side relative to the broach. Introduce the
implant into the femoral canal by hand.
Take care to orient the implant with proper
alignment and version. Using moderate
mallet blows, advance the stem into
position. The implant is fully seated when
the top of the GRIPTION coating reaches
the level where the face of the broach
previously sat and the implant is stable.
Excessive force should not be needed to
seat the stem.
Place the appropriate femoral head onto
the taper. Using the head impactor,
engage the head with light taps. Clean the
bearing surfaces, and reduce the hip.
The supine position gives you optimal
control of stability and leg length. The
reduction should be eﬀortless.

Closure
Capsular closure can be performed if
desired. The fascia lata is closed with a
running suture, followed by subcutaneous
and skin sutures. A wound drain can be
used at will.
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Ordering Information
No.

Picture

Part No.

Description

QTY.

HA.08A.0001

RIGHT

2

HA.08A.0002

LEFT

2

Dual Offset Rasp Handle(RIGHT)

1

Dual Offset Rasp Handle(LEFT)

2

Offset Cup Impactor

3

1

HA.0B2.0001

Offset Cup Impactor Driver

4

HA.0B2.0003

5mm HEX

1

DACOR™

Direct Anterior Access THA
Ordering Information -Continued
No.

Picture

Part No.

Description

QTY.

HA.0B2.0004

Anteversion 15°
Inclination 40°

1

HA.0B4.0001

Blunt

1

HA.0B4.0002

Sharp

1

Anteversion Guide-Anterior Direction

5

Blunt Curved Canal Finder

6

Sharp Curved Canal Finder

7

Starter Rasp

8

HA.0B5.0001

1
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Ordering Information -Continued
No.

Picture

Part No.

Description

QTY.

HA.0B6.0001

RETRACTOR
#1

2

HA.0B6.0002

RETRACTOR
#2

2

HA.0B6.0003

RETRACTOR
#3

1

HA.0B6.0004

RETRACTOR
#4

1

HA.0B6.0005

RETRACTOR
#5

1

MPF3100CHA0
2

Purchased
(GREATBATCH)

1

Blunt Narrow Cobra
9

Narrow hohmann
10
Double Long Footed-B
11
Double Short Footed-B
12
Blunt Double Footed
13
Offset Reamer Handle

14
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Ordering Information -Continued
No.

Picture

Part No.

Description

QTY.

HA.0BZ.0001

Container
General Instrument

1

HA.0BZ.0002

Container
Right Offset Broach
Handle 2EA

1

HA.0BZ.0002

Container
Left Offset Broach
Handle 2EA

1

DA Instruments Tray

15

Right Offset Broach Handle Tray

16

Left Offset Broach Handle Tray
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