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1. RESPONSE TO PUBLIC COMMENTS
A. Dr. Carlos Guanche
Comment 1
A more effective analysis would be to break down the literature further in an attempt to
document the effectiveness of treating cam, pincer and mixed combinations of hip
problems. The analysts involved in your assessment do not appear to have the in-depth
knowledge for this type of study and I would submit to you that this is another failing of
your analysis.
Response 1:
The data were not available to evaluate the comparative effectiveness of FAI treatment
for cam, pincer and mixed combinations of hip problems.
Comment 2:
The broad inclusion of surgical treatments for hip pathologies without regards to
arthroscopic surgery versus open is concerning. Just one aspect of this broad analysis
confuses the issue of complications.
Response 2:
We stratified all outcomes by surgical type, i.e. Arthroscopic, Open, Mini-Open, (see
Tables 9, 10 & 11 of the report). However, it must be remembered that these are case
series and comparison of results among surgical procedures using these studies is
tenuous.
Comment 3:
…the one case that is quoted as being one of abdominal extravasation is one where there
was an acetabular fracture, not a case of FAI.
Response 3:
The author of the study states: “We report an occurrence of extravasation of fluid into the
abdomen during arthroscopic treatment of femoroacetabular impingement and our
management of the condition postoperatively.” The pelvic fracture was an old injury
which may have contributed to the abnormal morphology. However, the author states
that “surgeons should be aware of fluid extravasation as a complication of any
arthroscopic procedure.”
Comment 4:
…serious concerns with the use of the Tönnis score as a correlation to outcomes studies.
The score was developed to document the degree of arthritis in a hip joint and has never
been correlated with any patient outcomes, either in any study or by the developer of the
score.
Response 4:
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The Tönnis score was used in some studies to limit the study population or to document
the baseline arthritis status prior to surgery. We documented the studies that stratified the
results based on the level of arthritis estimated from the Tönnis score.
Comment 5:
In all of the current studies, including four that were not included (Ilizaliturri, Byrd,
Philippon, Brunner), when the degree of Tonnis arthritis is I or less, the outcomes are
excellent.
Response 5:
These studies were included in the report. The data abstracted from each are found in
Appendix G.

B. Smith & Nephew (comments were sent in 3 flavors: general overview, specific
comments by Key Questions and specific comments by page of the draft HTA.
The following response will follow the comments as listed by the Key Questions.
Key Question 1, comments 1-6
(See attached PDF from Smith & Nephew)
Response KQ1, comments 1-3:
KQ1 asks whether there is consistent or agreed upon case definition for FAI, and what is
the evidence of reliability and validity of these case definitions?
To answer the first part of this question, a consistent or agreed upon case definition, we
identified the inclusion and exclusion criteria of prospective studies of therapy in patients
scheduled to have FAI surgery. Inclusion/exclusion criteria of clinical trials were used
because these criteria define a subpopulation of patients thought to have the condition.
Prospective was chosen because retrospective studies only have available those criteria
that were collected at baseline while prospective studies are able to state up front all the
criteria that best identifies the FAI population. One way to assess whether there is an
agreed upon case definition for FAI is to compare these criteria. Unfortunately, there are
very few prospective studies that state these criteria a priori.
With respect to reliability and validity, studies that identified FAI from surgical
inspection and looked at the diagnostic criteria used to predict the diagnosis were
included.
KQ1 response to comments 4-5. The commenter fails to divide the KQ into the two
components, (1) Is there a consistent or agreed upon case definition, and (2) What is the
reliability/validity of these definitions. The commenter states that “among the three
prospective trials used to reach a conclusive claim that ‘there is no evidence that the
diagnosis of FAI can be obtained from clinical exam’, two were inappropriately reported
as lacking sufficient non-invasive documentation justifying patient inclusion”. The
references to which the commenter cites (Horisberger et al and Philippon et al) were not
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used to make this statement. Rather, this was concluded after looking at the diagnostic
accuracy of the clinical exam (Martin et al) and the alpha angle and impingement test
(Lohan et al). Table 6 in the report summarizes the diagnostic accuracy of these reports
and forms the basis of the conclusion.
KQ1 response to comment 6. The commenter identifies 2 prospective studies that we
concluded did not state inclusion/exclusion criteria. One was Gedouin et al who state
that surgery was indicated for disabling symptomatology of more than 6 months’ duration
and presented with clinical and radiological signs of impingement. The authors do not
state which clinical tests needed to be present for inclusion. They describe 2 radiographic
assessments, one for CAM (alpha angle >50 degrees), and one for pincer (positive
crossover sign). There is no indication that one or the other must be present as opposed
to other radiographic criteria (e.g. they state that some of their patients had coxa profunda
or protusion.)
The second study by Stahelin also lacks explicit inclusion criteria. However, they state
that all symptomatic FAI cam impingement were included, and given that all patients had
“impingement” (presumably a positive impingement test) and all had an alpha angle of
50 degrees or more, we have included this study in the final draft.
We agree with the comment about the inconsistent assessment on Jaeger et al (we judge it
to be a retrospective study), and the report was edited in KQ1 to reflect this. Pierannunzii
et al is unclear. Since the authors state that the study is ongoing, we judged it to be
prospective.

KQ2 response to comment 2
One of the goals of FAI surgery is to delay or prevent hip OA. One way to determine OA
progression is to evaluate the Tonnis grade before and after surgery. Since the Tonnis
grade is used by some authors to determine if hip OA progresses(Bardakos 2009, Clohisy
2010 “combined”, Espinosa 06, Gedouin 2010 update, Lincoln 2009) we evaluated
whether there were valid or reliable studies of this measure.

KQ2 response to comment 4
We agree with the commenter that these are confusing. We edited the text to say “Of
these, two outcome measures have been tested for validity in FAI patients . . .”
KQ3 response to comment 1
Efficacy is defined as evidence from randomized controlled trials. To make this clearer,
we added the following sentence to the report under 4.3.1. “We considered randomized
controlled trials as providing evidence on efficacy.”
KQ3 response to comment 2
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It is not known what exactly contributes to the results from most (if not all) case series.
We state some of the obvious potential contributors. It takes better study design to
control for these factors in order to attribute results to the intervention.
KQ3 response to comment 4
The point that one Level of Evidence IV study (case series of a small conservatively
treated group of patients) had mild FAI and may not be similar with respect to the
population that undergoes surgery is well taken. We edited our report to emphasize this
point.
KQ3 response to comment 5
While there is logic to the idea that impingement leads to labral damage, therefore repair
(or debridement) of the labrum without correcting impingement will lead to failure, the
results demonstrating this in FAI patients are lacking. There are two poorly done cohort
studies (using historical controls) of small sample size and short follow-up on this topic.
Neither demonstrated convincing evidence that osteoplasty (in the short term) resulted in
better outcomes (Table 9).
KQ3 response to comment 6
Two authors asked the question whether preservation of the labrum (refixation) vs.
debridement would lead to improved outcomes in patients receiving arthroscopic
treatment of FAI. Again, these were two retrospective studies with poor quality, and we
reported their findings in Table 9.
KQ4 response to comment 1 and 2
We present risks of adverse events/complications stratified by procedure (arthroscopy,
open, and mini-open), Table 11. Since these are case-series, care needs to be taken with
respect to inferences comparing risks between surgical procedures. As the commenter
implies, there are other factors that were not accounted for that could contribute to risks.
With respect to combining risks within strata, those wishing to see risks by individual
study can find those in the detailed tables, Appendix H.

KQ5 response to comment 1
Key question 5 pertains to differential efficacy. By definition, this requires at least two
different treatments and at least two different exposures (patient characteristics). A
discussion of whether these case-series are “one-way crossover” trials is mute for this
question.
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2. Response to WA State Agency Comments
Agency comment
1. Summary to Key Q2 (p 74) does not
address the question completely.
Addresses questions about measures
but not treatment goals.

SRI Response
1. The goals of FAI surgery are to reduce pain
and increase function/activity, and delay or
prevent hip osteoarthritis. The common outcome
measures to assess the former were identified in
Fig 2. The only outcome measure we found to
assess the latter goal was the progression of
osteoarthritis as determined by the Tönnis scale.

2. Summary to Key Q3: no efficacy
data. 3 bullets on short-term
effectiveness but no summary of the
overall quality of this evidence here (p
89), mention of ‘case-series’. May be
helpful to note the overall quality of the
evidence available for short and longterm effectiveness in the summary.

2. The summary to key questions is found in the
strength of evidence tables on page 101. We
edited the text on p89 to be consistent.

3. Response to Clinical Reviewers
We did not receive any responses from the clinical reviewers by the close of the comment
period. Dr. John Green submitted his clinical review after the comment period, and it is
included below.
Clinical Reviewer: John R. Green, III MD
INTRODUCTION Comments
While reviewing this section please keep the following questions in mind, but please
comment on any point:
• Overview of topic is adequate? Yes
• Topic of assessment is important to address? Yes
• Public policy and clinical relevance are well defined? Yes

BACKGROUND Comments
While reviewing this section please keep the following questions in mind, but please
comment on any point:
• Content of literature review/background is sufficient? Yes
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REPORT OBJECTIVES & KEY QUESTIONS Comments
While reviewing this section please keep the following questions in mind, but please
comment on any point:
• Aims/objectives clearly address relevant policy and clinical issue? Yes
• Key questions clearly defined and adequate for achieving aims? Yes

METHODS Comments
While reviewing this section please keep the following questions in mind, but please
comment on any point:
• Method for identifying relevant studies is adequate? Yes
• Criteria for the inclusion and exclusion of studies is appropriate? Yes
• Method for Level of Evidence (LoE) rating is appropriate and clearly explained? Yes
• Data abstraction and analysis/review are adequate? Yes

RESULTS Comments
While reviewing this section please keep the following questions in mind, but please
comment on any point:
• Amount of detail presented in the results section appropriate? Yes
• Key questions are answered? Yes
• Figures, tables and appendices clear and easy to read? Yes
• Implications of the major findings clearly stated? Yes
• Have gaps in the literature been dealt with adequately? Yes
• Recommendations address limitations of literature? Yes

CONCLUSIONS Comments
While reviewing this section please keep the following questions in mind, but please
comment on any point:
• Are the conclusions reached valid? Yes
This is a difficult clinical problem that we are still early in our understanding. I find the most useful
clinical test is a diagnostic injection. Although there is a single report of reasonable success with
non-operative treatment; I’ve not had much success with that. There are multiple reports of short
term benefits with surgical management. This is a spectrum of disease and therefore, there are
multiple
ways
to
treat
the
bony
and
labral
pathology.
My patients have gotten considerable benefit from arthroscopic hip surgery. As our understanding
evolves, we will be able to answer these questions with more scientific certainty.

OVERALL PRESENTATION and RELEVANCY Comments
While reviewing this section please keep the following questions in mind, but please
comment on any point:
• Is the review well structured and organized? Yes
• Are the main points clearly presented? Yes
• Is it relevant to clinical medicine? Yes
• Is it important for public policy or public health? Yes
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QUALITY OF REPORT
Quality of the Report
(Click in the gray box to make your selection)
Superior
Good
Fair
Poor
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August 16, 2011

Leah Hole-Curry, JD
Program Director, Washington State Health Care Authority
Health Technology Assessment Program
PO Box 42712
Olympia, WA 98504-2712
Dear Ms. Hole-Curry,

*Professional Corporation

As a practicing orthopaedic surgeon, who specializes in the treatment of hip

PLASTIC SURGERY and
RECONSTRUCTIVE SURGERY

pathology, has written a textbook on hip arthroscopy and frequently

David Bowen, M.D.

PHYSICAL MEDICINE and
REHABILITATION

performs the procedures, I appreciate the opportunity to comment on the

A. Elizabeth Blozé, M.D.
Robert Gazmarian, M.D.*
Todd J. Molnar, M.D.

subject of Femoroacetabular Impingement (FAI). I have personally

MEDICAL LEGAL
EVALUATION
H. Leon Brooks, M.D.
Richard L. Masserman, M.D.
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Andrew M. Blecher, M.D.
Richard J. Spelts, D.O.

CORPORATE OFFICE
Van Nuys, CA 91405
6815 Noble Avenue
Tel.: (818) 901-6600
Fax: (818) 901-6680

Bakersfield, CA 93309
4105 Empire Drive
Tel.: (661) 328-5565
Fax: (661) 631-2067

analyzed the available literature and would like to offer my conclusions. I
believe the exclusion of practicing surgeons with expertise in this area from
the analysis may deny significant insight to the pathology and the surgical
solution. Perhaps a greater effort could have been made to assure that the
assessment was broadly based and developed by consensus. In summary,
the preponderance of evidence is positive with regards to the arthroscopic

Pasadena, CA 91105
800 South Fairmount
Suite 325
Tel.: (626) 585-2948
Fax: (626) 577-1847

Ridgecrest, CA 95333
913 West Alene Street
Suite A & B
Tel.: (760) 499-7099
Fax: (760) 446 6189

Simi Valley, CA 93063
3605 Alamo Street
Suite 200
Tel.: (805) 578-8550
Fax: (805) 578-8555

treatment of hip problems and I would like to briefly review a few of these
points.
First of all, the arthroscopic treatment of Femoroacetabular Impingement
(FAI) has been shown to be medically necessary and reasonable as
demonstrated by the American Medical Association (AMA) in their

Thousand Oaks, CA 91361
375 Rolling Oaks Dr.
Suite 210
Tel.: (805) 497-7015
Fax: (805) 497-7315

Valencia, CA 91355
23929 McBean Pkwy.
Suite 200
Tel.: (661) 254-6364
Fax: (661) 254-6787

development of a level I CPT code (actually three codes) for the treatment

of FAI. The acceptance of a specific Level I CPT code is predicated on the uniqueness of a procedure,
its performance by many physicians nationally, as well as accepted outcomes and clinical improvements
that have been documented in the peer-reviewed literature. The body that reviews and accepts or denies
these codes, The Editorial Panel of the American Medical Association (AMA) is made up of multiple
practicing physicians with a broad fund of clinical expertise in the actual treatment of patients.
The idea that there are three separate codes for the surgical procedures associated with this spectrum of
pathologies also speaks to your first question, with regards to the definition of FAI. This is not one
disease, but a variety of morphological variations about the hip socket including abnormalities at the
head and neck junction as well as variations in the shape and orientation of the acetabulum. A more
effective analysis would be to break down the literature further in an attempt to document the
effectiveness of treating cam, pincer and mixed combinations of hip problems. The analysts involved in
your assessment do not appear to have the in-depth knowledge for this type of study and I would submit
to you that this is another failing of your analysis.
In addition, an overwhelming number of U.S. insurance providers (with only one notable exception)
have made coverage decision in favor of FAI. This is clearly documented in the Washington State
Health Care Authority (WSHCA) document, Table 3. According to these insurers and their clinically
based panels, there is sufficient, compelling evidence that patients receive short and medium term
benefit from the procedures directed at treating FAI.
In reviewing these policies, the majority of insurers require a period of three to six months of nonsurgical management of these patients. In the absence of improvement of their symptoms, they feel it is
reasonable to proceed with surgery. This would appear to be a trial of non-surgical treatment that is
reasonable and ethical. The request by the Washington panel for a series of symptomatic patients to be
treated non-surgically for an extended period would pose a significant ethical dilemma for a practice
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surgeon who is well apprised of the surgical literature. There is little likelihood of obtaining approval
from an Institutional Review Board for that study based on the potential risk and irreversible changes for
the progressive effects of FAI.
The broad inclusion of surgical treatments for hip pathologies without regards to arthroscopic surgery
versus open is concerning. Just one aspect of this broad analysis confuses the issue of complications.
While the raw number of percentage of complications in patients undergoing arthroscopic versus open
FAI surgery may be similar, the reality is that approximately 95% of the complications that have been
attributed to the arthroscopic approach have been transient nerve palsies of either the pudendal or lateral
femoral cutaneous nerves, of which less than 1% have led to any permanent problem. In addition, the
one case that is quoted as being one of abdominal extravasation is one where there was an acetabular
fracture, not a case of FAI.
I also have serious concerns with the use of the Tönnis score as a correlation to outcomes studies. The
score was developed to document the degree of arthritis in a hip joint and has never been correlated with
any patient outcomes, either in any study or by the developer of the score.
Another point is that the preponderance of evidence for the effectiveness of FAI surgery is positive.
While much evidence is of quality frequently graded low by virtue of the lack of prospective
randomized trials, clinical outcome results are virtually all directionally similar indicating a favorable
response to surgery. In none of the quoted studies has there been a negative trend in the response to
arthroscopic intervention. Clearly, some of the earlier studies, where the degree of arthritis was not
documented, indicate a higher failure rate than most of the more contemporary studies, such as the
Larson and Giveans study that you quote. In all of the current studies, including four that were not
included (Ilizaliturri, Byrd, Philippon, Brunner), when the degree of Tonnis arthritis is I or less, the
outcomes are excellent. Essentially, there is no literature to support not treating the problem!
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Additionally, your cost analysis portion completely ignores the preponderance of evidence that
essentially any arthroscopic procedure is less expensive, less likely to cause a complication and overall
better tolerated and accepted by patients. Overall, outcomes inclusive of complication rate and potential
economic advantages clearly and emphatically favor arthroscopic surgery. This is an accepted tenet of
orthopedic surgery and is confirmed with the arthroscopic treatment of FAI.
This information represents the opinions of the Arthroscopy Association of North America (AANA) and
a passionate surgeon concerned for the well-being of his patients. Denying coverage to patients
suffering the pain and limitations imposed by femoroacetabular impingement is unnecessary and
saddening. I hope you will consider coverage of this cost effective and highly successful intervention
for you constituents.
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August 17, 2011

Mrs. Leah Hole-Curry
Washington State Health Care Authority
P.O. Box 42682
Olympia, WA 98504-2682
Dear Mrs. Hole-Curry,
The Health Technology Assessment entitled Hip Surgery Procedures for
Femoroacetabular Impingement Syndrome (FAI) was read with interest. It is a
voluminous document that reflects much work. Unfortunately, for numerous reasons, it
inaccurately and incompletely reflects current clinically relevant medical science
regarding patient care for FAI.
As physicians, our interest and responsibility are what is best for the patient. Some of
this is lost in the HTA document. Attached is a position statement on FAI adopted by the
Arthroscopy Association of North America. I hope you will find this to be clear, concise
and to the point in reference to the latest and most complete medical evidence on FAI as
it relates to patient care.
The HTA should be congratulated on their efforts. Perhaps the intention of this report
can serve as a useful sounding board for continued efforts at patient advocacy.
Most sincerely,

J. W. Thomas Byrd, MD
Second Vice-President
JWTB/ss

enc.

Arthroscopy Association of North America Position Statement
Femoroacetabular Impingement

Femoroacetabular Impingement (FAI) is a well-recognized pathologic condition of
the hip. While the etiology and natural history of the disorder are not fully
understood, the pain, loss of motion and disability associated with FAI has led to
significant educational activities regarding treatment. It is understood that FAI can
be the cause of progressive damage to the hip joint, manifested by pain and the
development of early-onset osteoarthritis.
The surgical correction of FAI is a well-founded procedure with the significant
benefits of decreasing pain and improving function. It requires thoughtful patient
selection and careful attention to the details of the procedure. The efficacy of the
arthroscopic surgical treatment of FAI is documented in numerous studies in the
peer review literature, while no studies refute its value. 1-35 Also, there is no
evidence that protracted non-operative treatment of FAI is a preferable approach
for persistently symptomatic individuals.
In 2010, the RBRVS Update Committee (RUC) of the AMA approved three CPT
codes for procedures that treat FAI pathology. The criteria for RUC approval is
strict and stipulates that to be awarded a CPT code, a procedure must:
• have received approval from the Food and Drug Administration (FDA) for the
specific use of devices or drugs;
• be a distinct service performed by many physicians/practitioners across the
United States;
• be well established with outcomes documented in U.S. peer review literature;
• be neither a fragmentation of an existing procedure/service nor currently
reportable by one or more existing codes.
AANA supports the role of surgical treatment of FAI. This support is based on a
compelling body of evidence reflected in the scientific literature on this subject.

AANA believes that if a service or procedure has a Category I CPT code, it is by
definition neither experimental nor investigational. Therefore, payers should not
deny reimbursement for these services and procedures when they are medically
necessary36 by claiming that they are experimental or investigational.
When payers do otherwise, they threaten the health of the public and
unjustifiably interfere with the physician/patient relationship.37
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Subject: Comment on FAI report

The report is comprehensive-it appears the authors have scoured the literature for all information
including information from guidelines, CMS and other payers.
The result of key question 1 shows there are no gold-standard diagnostic criteria. It calls into
question reporting of the accuracy information in the report especially as one study that presents
proposed sensitivity, specificity, PPV and NPV is based on a group that has hip pain/condition
and includes no ‘normals’.
Summary to Key Q2 (p 74) does not address the question completely. Addresses questions about
measures but not treatment goals.
Summary to Key Q3: no efficacy data. 3 bullets on short-term effectiveness but no summary of
the overall quality of this evidence here (p 89), mention of ‘case-series’. May be helpful to note
the overall quality of the evidence available for short and long-term effectiveness in the
summary.
P 99: If prevention of OA is a primary goal of correcting FAI it seems it is a proposed or
purported or hypothesized rationale for the treatment. It appears there is no evidence to support
the rationale.
Would be helpful to bullet, bold or otherwise call out the last sentence that no cost, costeffectiveness data were found. Adding to that is the lack of efficacy and extremely weak
effectiveness data making it impossible to know the value of the treatment from any perspective.
The summary tables (p 100) are helpful. Comments above apply to these as well.

