FEMOROACETABULAR
IMPINGEMENT
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juries are said to account for 5-6% of
ries and are a significant cause of

first reported in 1957 by Paterson and has
ently been recognized as a site of pathology in

atic hips. Awareness of this condition has
ntly increased in the last decade.



arch is showing greater reporting of
tears and intra-articular cartilage

and a cause of both these problems
impingement( FAI).

gies, termed CAM and
pingement. They can occur in isolation or



and socket joint consisting of the femoral
cetabulum of the pelvis, it enables a

entum teres joins the femoral head to the
acetabulum, and may play a role in stability.



Three major ligaments
surround the hip:

> lliofemoral Ligament -
Lies anterior and tightens
with hip extension.

> Pubofemoral ligament -
Lies inferomedially
which tightens in hip
extension and abduction.

Ischiofemoral Ligament
— Runs horizontally and
posteriorlly. Fibres
tighten with extension
and limit internal

rotation.




ar labrum is a fibrocartilagenous rim, which
he bony edge of the acetabulum.

eted by the transverse ligament of
cts as a heavy fibrous band in

articular pressure.

- » Itis also suggested that the labrum is involved
nocioception and proprioception.



ents in young and middle aged adults,
insidious onset of groin pain that
ded by minor trauma. Although

t no specific incident or injury.

process by which morphological abnormalities
cause’s damage to the surrounding
labrum and cartilage of the hip.



will often report the following:

ing, especially long periods
he groin and some time they will



e condition is still unclear, they are

in sports can induce femoral neck

ugh osteophyte-type formation or simply
erating a problem with specific range of
nts.

increase this risk of FAI and I will

al rotation in flexion is due to

produced
of the femoral neck against

ment and impinge
bular labrum.




tisa spectrum of degenerative changes in the labrum
tabular cartilage.

ranges from softening and blistering of anterior
rticular cartilage in the earliest stages, to
labrocartilaginous junctional degeneration and tearing or full-
carpet delamination from the bone in late stages.
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sk factors for developing CAM impingement include:

nent in end range of motion

Other predisposing conditions that result in anatomical deformity
of the femoral neck can resultin CAM impingement. Such as:

al malunion due to previous femoral neck fracture.’
> of the femoral head due to femoral head necrosis

d to be involved in some people with slipped capital
ral epiphysis

Perthe’s
Elliptical Femoral head (decreased epiphyseal height)

> Decreased femoral anteversion



f Pincer impingement, the femoral head may
ologically normal; however abutment results
acetabular abnormality.



>

A common cause is acetabular overcoverage of the femoral head
known as coxa profunda.

In this instance, the centre-edge or Wiberg’s angle, which
measures the lateral covering of the femoral head by the
acetabular roof is greater than 40 degrees with a normal range for
adults stated as being 20-46 degrees.

Wiberg’s Angle

an




lve micro-trauma between the femoral neck and
lar rim may cause multiple cleavage planes
um leading to labral hypertrophy,

st formation, calcification and labral
eading to worsening of acetabular

' causes of Pincer impingement are protrusion

li, in which the medial wall of the acetabulum
es the pelvic cavity with associated medial
ement of the femoral head. This is associated
with a variety of conditions, most noticeably Marfan’s
Syndrome.



at separation of the acetabular
labrum occurs in the anterior
1s is the most common site of



ical findings can be explained by looking
of a normal acetabulum. In a normal
labrum merges with the acetabular
nsition zone of roughly 1-2mm,
_AM impingement, separation
rom the labrum is usually
the delaminating effect).

labrum has a stable fixation to the acetabular
ppears that the abutment of the CAM causes a
pathological under surface separation of the cartilage
from the labrum across the “transition zone’'.



incer pathology a wider pattern of disease
ted in this type of impingement it has been
e patients have additional posterior
with the disease.

to be maximal between the
though maximal damage

1 o’clock positio
lly seen at 12 o’clock,
ilage lesion usually around 4mm.




own that 31% of Pincer impinged patients
jor-inferior roughening of the femoral
d cartilage damage posteriorlly. This

- rim.

dy by Seldes in 2001, showed endochondral
ation within the labrum and they proposed that
repeated micro-trauma induces bone growth at the
base of the labrum, further deepening the acetabulum
and compounding the problem.




Acetabular Labrur

lar labrum is composed of
agen fibres running parallel to the
r with small flat, inactive

have shown that aging produces labral tears
rnal cleavage being demonstrated on
ical examination.



al histological examination with
howed no mechanical lesions, in the
ical process is consistent with a
cess, showing only thickened
lly cystic matrix with no

gen
organised occ
inflammation.

s that FAI is a chronic process that gradually
es a degenerative reaction at the site of the
ment.



ributed to increased osteoblastic activity at the







£
L '
W

CROSS-TABLE




iographs with patients with FAI

rip deformity (femoral head OA, head of
r loses it non-spherical appearance).

ical slipped capital femoral epiphysis
funda

Protrusion acetabuli

> Coxa vara or extreme coxa valga



imaging modalities may be obtained to
1e femoracetabular impingement
d to characterise associated intra-

provides detaile rmation regarding the
my of the femoral head-neck junction, presence of
disease and integrity of articular cartilage.

n offers more detail of bony anatomy and may
n analysing acetabular version, head-neck
junction offset, femoral head shape, joint congruency
and subchondral degenerative cystic changes.



Conservative

casures encompass relative rest, activity

ent on the severity of the structural impingement,
secondary OA, patient age and patient activity level.

efficacy of using this type of treatment in research has

shown to be questionable as it does not address the

~ underlying pathomechanics of FAI, and it has been shown
in research that disease progression is very common.



Surgi

goal of surgery in is to improve the clearance

> head-neck junction within the acetabulum and to
1ate the abnormal contact between the proximal
and the acetabular rim.

chnical goals are to treat the diseased elements of
the acetabular labrum and articular cartilage. Both
open and arthroscopic techniques have been developed
to improve clearance.



g been the recommended
treat FAI as it allows an
femoral head and



amounts of the anterolateral portion of the

al neck junction is removed to alleviate the

yms, however removing more than 30% results
reased rate of fracture in response to axial
loading, and is therefore to be avoided.



7ith the acetabulum, then a
7 of the excessive acetabular rim

etroverted a peri-acetabular
ered.



tarting to become more popular in the
of FAL

nique the intra-articular
ed first, including

defects and labr air.

this an osteplasty in usually performed.



