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Impingement types. Diagram showing a normal acetabular fossa along
with the typical concavity of the anterolateral femoral head-neck
junction (A), the aspherical femoral head/convex anterolateral headneck
junction in the cam-type deformity (B), excessive acetabular coverage in
the pincer-type {C), and mixed cam and pincer (D).
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J. Parvizi, M. Beck, K.A. Siebenrock, R.

Ganz, and M. Leunig, Anterior
Femoroacetabular Impingement Part
I. Techniques of Joint Preserving
Surgery, Clin Orthop, 418, p. 62, ©
2004 Lippincott
Williams & Wilkins
D
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Subtle joint subluxation

Aspherical part of the
femoral head-neck junction
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Clinical manifestations-symp
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Patients with FAI typically have anterolateral hip pain.
They often cup the anterolateral hip with the thumb and
forefinger in the shape of a “C,” termed the C-sign. Pain is
sharp when turning or pivoting, especially toward the
affected side. It can worsen with prolonged sitting, rising
from a seat, getting into or out of a car, or leaning forward.

Pain is usually gradual and progressive.
Byrd JW. Physical examination. In: Operative Hip Arthroscopy. New York, NY: Springer; 2005:36-50.
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[0 Radiographs: AP and Cross table lateral

[1 Correct setting for anteroposterior (/ef#) and Cross-table axial radiograph
of hip (right) is needed to visualize anatomy of anterior femoral head—neck
junction, which is not visible on anteroposterior pelvic radiograph.

Cross-table axial view allows for better analysis of the sphericity of the femoral head as well as the femoral head-neck offset



Normal Anatomy of AP Hip Radiograph
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llicischial line: posterior column

Acetabular Fossa :
medial acetabular wall

Posterior Acetabular VWall




Normal Anatomy of AP Hip Radiograph.

-Acetabular Fossa lying lateral fo ilioischial line.

-Center edge angle (LCE ) : angle formed from vertical line from the center of
femoral head and line drawn to the lateral edge of the acetabulum. Normal: 25-
39Y (20-25=borderline dysplasia, >39 suggesting acetabular overcoverage).

-=xtrusion Index: portion of uncovered femoral head divided by total covered +
uncovered E/(A+E): Normal >.25, <.18=consistent with acetabular overcoverage.
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O B&&JFifmek(femoral
head-neck offset 0S)
% fmiE % (offset ratio).
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MRIXN TRALREBERY, BREA LAMERKIMN SR, HTiSH
wERSILiERGAEFE RS RT.
MRIERXHFZFABRET, FEABRBHBETKMES, ZEFAIRTG
. MRIGEZNTRETLEHRGIZHEAHEER. EMRIGR L&
BaABX, WEAREWHRG, dEHEGIRAORIERT =T,

Dysplastic Femoral Bump head/nheck jym resulting in abnormal alpha angle.
Anteriosuperior Cartilage Abnormality
Anteriosuperior Labral Tear.



BRI -MRIc s ssn




-edema superolateral acetabulum
-edema dysplastic femoral bump adjacent to physeal scar

high grade chondral defect superior acetabulum



SLADUILIMmM.
n lead to anterior superior labral tears and subchondral cyst.

Foguwe7: Coronal MRImagss cblained with 20 kelermadiafo- sedghlad Lt spin-e0h) saquincs with &

e N T, el S - PR SRUrRaton (2500042) (1 and 3 T 1-welghled spin-ach) seguance (524714 (roht) show ossification of he
S in posteroinferior acetabulum Seen | soururisngmina patient wih pences F A Bone marmow Skl (ameshias ) et o B 9060 of
dingment. the acstabotar basm (arow)
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Normal alpha angle
Anterosuperior acetabular labral tearing

[0 Articular surface defects (typically smaller and more focal than
those seen in cam impingement)

[0 Evidence of osseous impaction along the anterosuperior or
superior femoral neck

[0 Spherical femoral head

i lll 15

Coronal spin-echo sequence T1aveighted MR
image (524/14) showing ossification of the
acetabular labrum in a patient with pincer
FAl Bone marrow signal (arrowheads)
extends into the substance of the acetabular
labrum (arrow).

Retroversion: anterior labrum
even with or lateral to the
posterior acetabulum in the
sagital plane.
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All patients with symptomatic FAI should undergo a trial of nonoperative
treatment prior to consideration of surgical treatment. Unfortunately,
conservative measures are often unsuccessful or unrealistic with many
patients as theyare frequently younger, active patients. Frequently, patients with
FAI wish to return to their previous activity levels and therefore may be indicated
for surgical treatment.
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O Open surgical dislocation

O Mini-open approach
O Arthroscopic surgery
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Figure 1 Straight lateral approach is shown for Ganz surgical dislocation. Figure 2 Trochanteric flip osteotomy begins at the posterior border of the Figure 3 Impingement at the femoral head neck junction is corrected us-
It is exiremely important o well wisualize the posterior border of the grealer greater trochanter and is carried anterior exiting superficial to the pirifor-

- - ing a curved osteotome to shave slivers of the area of concern.
irochanter pnor fo proceeding for the rachanterk: flip osiectomy mis fossa and distal to the vastus ridge.

] ) i : Figure 5 After adequate osteochondroplasty of the femoral head and
Figure 4 Osteochondroplasty is continued until the femoral head neck ,scy junction and the acetabulum, the labrum is reattached using suture

junction has been restored to the appropriate anatomical shape to relieve ynchors, the femoral head is re-located. The hip should once again be taken

the impingement. through a full range of motion paying special attention to those positions that
were noted to cause impingement pnoe to dislocabon. If adaquate resechon of



%*?ﬁ‘ ﬁ"l\@] A ( Mini-open approach )




q;‘*%‘ﬁ"l\ﬁ] A ( Mini-open approach )
[ — =u

r",‘--J,“’" F = — X e
\ 1 ’

L.
. xl’lgure 7 Using “Heuter Approach”, also called the “Short Smith-Pete”,
: the superficial internervous plane between the femoral nerve (Sartorius)

_ and the superior gluteal nerve (tensor fascia lata) is developed.

Figure 6 Mini-open technique using "Heuter Approach”, also called the

“Short Smith-Pete” because it follows the interval of the Smith-Petersen
distal to the anterior superior iliac spine, is used for access to the capsule Figure 8 Anterior capsulotomy is performed. Labrum and femoral head

and femoral neck. The forceps point to the internervous plane between the and neck junction is adequately exposed. The distinct infiammatory appear-
femoral nerve (Sartorius) and the superior gluteal nerve (tensor fascia lata). ance with red color of the cartilage is visualized.
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Figure 9 For arthroscopic debridement of femoroacetabular impinge- Figure 10 Arthroscopic portal placement: the anterolateral portal is
ment, the patient is placed in a lateral position. The operative leg is placed placed about 1 cm proximal and 1 cm anterior to the tip of the greater tro-
in a traction device and fluoroscopy is used to identify the areas of impingement chanter. The anterior portal is placed directly distal to the anterosuperior iliac
and placement of instruments. spine and medial to the anterolateral portal.
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Fig. 1 Fig. 2 Fig. 3

Flouroscopic Image showing the arthroscope in the peripheral compart-  Operative photograph showing an Impingamant fesion at the antero. Operative photograph showing resection of the Impingement lesion
ment at the infedor aspect of the fomoral neck. superior aspect of the femoral neck (FH, femoral head; IL, impingement using a burr (FH, femoral héad; IL, impingement fesion: C, capsule).
lesion; C, capsula).

Larson et al
Arthroscopy 09
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[0 Controversy about Open vs Arthroscopic surgery

0 Some surgeons assert that FAI cannot be adeguately treated
using arthroscopy due to the limited view of the femoral neck
and acetabulum. They also feel that lesions cannot be
adequately accessed with the femoral head remaining located
within the acetabulum.

[0 However,advocates of hip arthroscopy claim that due to the
consistent location of most FAI lesions a 360 ° degree view of
the femoral head, neck, and acetabulum is not
necessary. Techniques believed to be useful for treatment of
FAI using arthroscopy have been described in the literature.
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£, MEHEENMEIFATIE.
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