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SUMMARY

Introduction Surgical treatment is the treatment of choice in patients with symptoms and radiological
signs of femoroacetabular impingement.

Objective Our experience and early results of surgical treatment of patients with signs of femoroacetabu-
larimpingement and early hip osteoarthritis are reported.

Methods The results of treatment of 21 patients aged 23-54 years with different types of femoroacetabu-
lar impingement are presented. Safe open surgical dislocation of the hip was performed in all patients.
Before and after surgery, the WOMAC score was performed, clinical and radiographic data of the operated
hips were evaluated and t-tests were used for statistical analyzes of data.

Results The WOMAC score improved from 70.5 points ( range 56.3 to 89.8 points) to 90.3 points (range
70.3 to 100 points) at one year of follow-up (p<0.0001), anterior impingement test was negative in all
operated cases, average hip internal rotation improved significantly, no complications were found, except
trochanteric nonunion at the site of osteotomy, which was reaffixed.

Conclusion Postoperative results have shown that the surgical approach to treating patients with femo-
roacetabularimpingement is the method of choice. Three operated patients, with advanced osteoarthritis

of the hip, had to be converted to total hip replacement.
Keywords: femoroacetabular impingement; open surgery; early results

INTRODUCTION

Femoroacetabular impingement (FAI) is a
pathophysiological entity developed as a result
of abnormal bone morphology of the acetabu-
lum and femoral head, which causes groin pain
in young adults and leads to early hip osteoar-
thritis [1-7].

Minimal and abnormal bone changes of the
proximal femur and /or acetabulum are the pri-
mary pathologic substrate of FAI. None-spher-
ical femoral head-neck junction, abnormal
bone changes that produce cam-type FAI, are
described as a pistol grip [8] or tilt deformity
[1]. The non-spherical, anterosuperior femoral
head-neck junction underlines the acetabular
labrum, pressuring and squeezing the cartilage
adjacent to the acetabular labrum, leaving the
acetabular labrum itself initially intact and
causing the separation of the articular cartilage
from the labrum and subchondral bone, which,
in advanced cases, represents early degenera-
tive changes of the hip [4, 9, 10]. Extensive sig-
nificant articular cartilage damage occurs first,
while the labrum lesions are secondary, which

[11], in coxa profunda protrusio acetabuli [12]
and less frequently a malrotated acetabular
bone fragment in periacetabular osteotomy
[9, 13], are acetabular abnormal bone changes
which produce the pincer-type FAIL The former
femoral head over coverage in the pincer-type
FAI acts as a barrier to internal rotation and
flexion of the hip impinging the anterosupe-
rior aspect of the femoral neck to the anterior
margin of the acetabular edge damaging the
acetabular labrum along with a narrow strip
of the adjacent acetabular cartilage and creat-
ing a hinge mechanism in which the femoral
head is being lifted from the acetabulum, and
impacts the posteroinferior acetabular car-
tilage, creating, the so called counter-coup
acetabular cartilage damage [14]. Acetabular
cartilage damage is circular, located close to
its edge, in the form of narrow bands adja-
cent to the damaged acetabular labrum. These
changes are in the form of degeneration, thin-
ning, rupture or even the lack of labrum in the
zone of maximum impact. Often, the labrum
is ossified, thus further deepening the already
deep acetabulum, further reducing the distance
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OBJECTIVE

The aim of this study was to present our experience in
surgical treatment of patients with femoroacetabular im-
pingement and early clinical and radiological results of
surgical treatment in this group of patients.

METHODS

Open surgical dislocation of the hip, as the method of
choice, were conducted by senior authors in 21 patients
with FAI between 2008 and 2011 at our hospital. There
were 16 females (77%) and 5 males (23%) with an average
age of 38.7 years (range 23 to 54). Eight patients (38%) had
the cam-type FAI one patient (4.7%) had the pincer-type
FAI and twelve patients (57.3%) had a mixed form of FAIL
The right side was involved in 11 (53%) and the left side
in 10 patients (47%).

Clinical method

The dominant symptom of all operated FAI patients were
anterior groin pain during flexion activities such as sit-
ting and squatting and positive impingement test in all
patients [4]. Clinical results were graded with the Western
Ontario and McMaster Universities Osteoarthritis Index
(WOMAQC) [6], which was measured preoperatively and
one year postoperatively.

Radiographic method

The radiographic assessment was based on the pre- and
postoperative measurements of the following parameters
on the antero-pesterior and lateral radiograms of the hips:
Tonnis angle [15], center-edge angle of Wiberg [16], the
presence of acetabular retroversion (cross-over sign [17]
and the posterior wall sign [11]), femoral neck-shaft an-
gle [18], anterior femoral head- neck offset [19] and the
ala-angle by Notzli [12]. Hip arthritis degree was graded
according to the Tonnis criteria [19].

Operative method

The indications for the surgical treatment of FAI were as
follows: more than one year duration of symptoms, 2-3
months without response to conservative treatments,
positive impingement test and radiographic signs of FAI
during the examination. Lateral incision and greater tro-
chanteric flip osteotomy were used to dislocate and deb-
ride the hip [20, 21]. In 21 hips, anterior “Z” capsulotomy,
surgical dislocation of the hip, and debridement of the hip
pathology were done.

The integrity of the acetabular labrum lesion was as-
sessed and classified as a labral tear, degeneration, detach-
ment, calcification or labral absence. The size, character,
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and location of the acetabular cartilage damage were
graded according to the Outerbridge grading system of
hondral lesions [22]. Labral and acetabular cartilage le-
sions were described using the clock classification system
[7, 23]. Damages of the acetabular labrum were located in
the anterosuperior acetabular quadrant (12 to 18 oclock).
Labral lesions were resected or reaffixed (Figures 1 and
2) depending on labral integrity [24, 25]. In 20 of 21 hips,
femoral head-neck junction osteochondroplasty was
performed to improve femoral head-neck offset. A total
amount of bone resection did not exceed 30% of femoral
neck thickness (Figure 3) to minimize the risk of femo-
ral neck fracture, so if the diameter of a femoral head-
neck junction was 50 mm intraoperatively, a 15 mm deep
osteochondroplasty (30% resection) in the anterolateral
quadrant was the very highest limit of resection [24-27].
A relative femoral neck lengthening was performed by
moving the greater trochanter more distally at the time of
reattachment and then debriding the residual bone from
the medial aspect of the remaining greater trochanter and
from the base of the femoral neck. The greater trochanter
was reaffixed with two cortical screws.

Estimated blood loss was on the average 370 ml (range
120 to 1200 ml). The patients were hospitalized for an av-
erage of four days. Anticoagulation included the adminis-
tration of low molecular heparin during hospital stay and
then salicylates for six weeks after hospital discharge. A
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Figure 2. Acetabular labrum refixed by three anchor sutures
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Figure 3. Performed femoral head-neck junction osteochondroplasty

partial weight-bearing with two crutches was encouraged
for six weeks, and then full weight-bearing was allowed
with one crutch or a cane.

Statistical method

Strength of statistical tests was set at 80% with a possible
beta error of 0.20, and the level of significance of the test
with a margin of error in the conclusion of less than 5% so
that the null hypothesis was rejected if p<0.05. Normality
of distribution of the parametric data was checked using
the Kolmogorov-Smirnof test. A paired two-way t-test was
used to test the significance in difference of arithmetic
means. All obtained data were analyzed using a computer
program for statistical data analysis (SPSS 8 for Windows).

RESULTS

The anterior impingement test was negative in all remain-
ing operated cases at the last follow-up. The average hip
internal rotation improved from the preoperative value of
13.5° (range 0° to 25 °) to 31.5° (range 20° to 45°) at one
year of follow-up (p<0.0001).

WOMAC score average improved from the preopera-
tive value mean 70.5 points (range 56.3 to 89.8 points)
to 90.3 points (range 70.3 to 100 points) at one year of
follow-up (p<0.0001). Three (14%) of twenty-one hips, all
in female patients, were considered far because of pain/or
progressive hip arthritis. These hips were converted to a
total hip arthroplasty three years after open hip disloca-
tion surgery. At the time of the arthrotomy, all three hips
were found to have severe delamination of the acetabular
articular cartilage (Outerbridge grade IV).

Preoperative radiographic results showed a mean
of 8.2° (range 6° to 17°) of Tonnis angle (normal value
<15°), which was higher than 15° in two cases. The mean
center-edge angle of Wiberg (normal value >20°), a helpful
measure of femoral head over coverage, was 36, 2° (range
26° to 50°). The cross-over and posterior wall signs were
observed in five cases. The mean femur neck-shaft an-

gle (normal range 120° to 140°) was 132.1° (range 118° to
142°), in one case it was less than 120°, and in another one
it was over 140°. The anterior head neck offset (normal
range 8.2 mm), was 10.2 mm (range 6.5-18.1 mm) on the
average and less than 8 mm in three cases. The mean of
alfa angle of Notzli was 64.8° (range 54° to 92 °) on the
anteroposterior view, and 54.6° (range 50° to 64°) on the
lateral view (normal value <55° on the anteroposterior and
45° on the lateral view).

Preoperatively, 19 acetabular margins were retroverted.
Os acetabuli [28, 29] was seen on the radiographs of two
hips. Postoperatively, the anterior head-neck offset was
12.4 mm (range 8.2 to 18.1 mm). The mean of alpha an-
gle of Notzli on the anteroposterior radiograms was 45.2°
(range 40° to 51°) and on Dunn 90 views it was 35.7°
(range 34° to 44°).

Toénnis osteoarthritis grade index was 0 in six hips,
grade 1 in ten hips, grade 2 in two hips, and grade 3 in
three hips. The osteoarthritis grade did not progress in
thirteen of the twenty-one hips. There was one Tonnis
grade of progression in eight hips.

Intraoperatively, of 21 hips 18 (86%) had an abnormal
labrum: 9 labrums were detached, 3 were torn, one de-
generated and 5 labrums were calcified. Twelve of these
labrum damages were reaffixed with anchor suture, and
six labrums were partially resected with an antero-superior
acetabular margin resection osteoplasty. In five cases of
anterior femoral head over coverage, anterior acetabulum
edge osteotomy was done after acetabular labrum mobi-
lization and then the labrum was reattached with one to
three anchor sutures.

Specific treatment of damaged acetabular articular car-
tilage varied over the course of the study period. From
seven hips with Outerbidge grade III or IV cartilage dela-
mination, six underwent resection of the delaminated ar-
ticular cartilage and either micro fracture of the acetabular
subchondral bone (one hip) or without specific osseous
treatment (other hips). Acetabular labrum or underlying
articular cartilage damage was located in the anterosupe-
rior acetabular quadrant in the area of the femoral head-
neck junction abutment against the acetabulum, on the
articular side.

There were no complications, such as femoral head
vascular necrosis or early and late infection developed at
the last follow-up. However, there were two cases of tro-
chanteric site osteotomy nonunion, which were reaffixed.

DISCUSSION

Femoroacetabular impingement has been proposed as the
major etiological factor in the development of hip oste-
oarthritis [1-8, 29, 30]. Treatment of FAI is focused on the
relief of femoroacetabular abutment and repair or debride-
ment of damaged chondro-labral tissue.

The femoral head-neck junction abnormality has been
noted to by the predictor of the cam and mixed type FAI
[14]. The non-spherical femoral head, as seen on the
antero-posterior and lateral hips radiograms, has been
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described as a pistol-grip deformity and correlated, over
the years, with idiopathic osteoarthritis [10, 28, 31]. The
subclinical slipped capital femoral epiphysis has been sug-
gested as a possible cause of this deformity and thus of
secondary osteoarthritis [1, 31, 32].

The surgical treatment of cam-type FAI is directed at
restoring femoral head-neck offset by debriding osteo-
chondral prominence at the femoral head-neck junction
and debriding or attempting to repair an acetabular la-
brum damage and acetabular articular cartilage delamina-
tion. The acetabular or pincer-type of impingement with
an anterior acetabular edge pathology is treated by labrum
resection and/or refixation simultaneously with femoral
head-neck junction trimming.

The technique of safe surgical dislocation developed
by Ganz et al. [20] preserves femoral head blood supply
and allows a direct visualization of 360° circumference of
acetabular pathology. Our results confirm that surgical
dislocation of the femoral head is a safe technique that
does not appear to jeopardize the vascularity of the femo-
ral head, as postoperatively we did not observe any cases
of femoral head avascular necrosis. The optimum treat-
ment of severe acetabular chondral injury (Outerbidge
grade III or IV) is unknown. We performed excision of
delaminated articular cartilage with an underlying bone,
followed by labral advancement to the newly created an-
terior aspect of the acetabular rim. The improvement of
clinical signs and function after open FAI treatment has
been documented by other authors; Beck et al. [11] re-
ported that 14 men and five women with a mean age of
36 years (range 21-52 years) were treated with a surgical
dislocation and offset creation of the hip. The follow-up
averaged 4.7 years (range 4-5.2 years). Using the Merle
d’Aubigne hip score, 13 hips were rated excellent to good,
with the pain score improving from 2.9 points to 5.1 points
at the latest follow-up. There was no avascular necrosis of
the femoral head. Five of the 19 patients, two with grade
2 osteoarthrosis, two with grade 1 osteoarthrosis but with
severe acetabular cartilage damage, and one with untreated
ossified labrum underwent a subsequent total hip arthro-
plasty (THA). Peters et al. [29] pointed out that the average
Harris hip score improved from a preoperative value of
70 points (range 20-81 points) to 88 points (range 49-100
points ) at one year (p<0.0001). Four (13%) of 30 hips,
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all in female patients, were considered failures because of
pain and/or progressive arthrosis. Three of these hips were
converted to a total hip arthroplasty because of clinical
failure. At the time of arthrotomy, all three were found to
have severe delamination of the acetabular articular carti-
lage (Outerbridge grade IV). The fourth hip with a failure
had radiographic signs of progressive arthrosis. Espinosa
etal. [24] concluded that at one year postoperatively, there
was a significant improvement in clinical scores mainly
pain, in the group of labral resection and labral refixation
80% of the hips had an excellent result, 14% had a good
result, and 6% had a moderate result. But there were no
published reports of using the WOMAC score in evaluat-
ing pre- and postoperative clinical results in the operated
FAI group of patients. In our report, of 21 patients treated
with surgical dislocation of the hip, we noted improvement
in the WOMAC score from 70.5 to 90.3 points (p<0.0001),
and internal rotation from 13.5° to 41.5° (p<0.0001) at one
year follow-up.

Peters et al. [29] reported their results; four of the 30
hips (13%) required a total hip arthroplasty. Our results
confirmed their results; three of 21 hips (11.5%) were con-
verted to a total hip arthroplasty three years after open hip
surgery. In our group trochanteric site osteotomy nonun-
ion occurred as a complication in two cases (9%).

CONCLUSION

In summary, open surgical treatment, as a method of
choice, for all type of FAI in young adult hips without
substantial femoral head neck osteochondral prominence
and acetabular labrum and hyaline cartilage damage, ex-
perienced reduced pain and improved function of the hips
with a low complication rate. In the cases of advanced os-
teoarthritis, open treatment of femoroacetabular impinge-
ment was certainly not warranted.
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PaHW KNMHWYKK pe3ynTaTi XUPYPLLKOT Nederba 601ecHUKa ca

demopoaueTabynapHum cyaapom

Hecummnp Mnagerosuh'?, 3opan Anhenkosuh?, Bopat BykawmHosuh*3, Munopag Mutkosuh'?, Cawa Munerkosuh'?,

MBaH Muunh'2, Mapko MnageHoBuR'

'OpTonencKo-TpayMaToNoLLKa KNMHWKa, KnuHuki LeHTap, Huw, Cpbuja;

’MepnumHckmn dpakyntet, YHuBep3utet y Huwy, Huw, Cpbuja;

30pervetbe 3a opToneaujy 1 Tpaymatonorjy, Onwta 6onHnua, Jleckosal, Cpbuja;
*UHCTUTYT 32 OPTOMEACKY XMPYPrujy 1 Tpaymatonorujy batuua’, beorpag, Cpbuja;

*MepnnumHckm Gakyntet, YHuBep3utet y beorpapgy, beorpag, Cpbuja

KPATAK CAZIPXA)J

YBop XvipypLUKO neyekse je MeToAa 13bopa y neyery ocoba c
KJIMHNYKOM CIIMKOM 1 paanorpadCckum 3Haumma pemopoatie-
TabynapHor cynapa (OAC).

L papa Ly paga 6uo je fa ce nprikaxy Halle 1CKYCTBO 1
paHy pe3ynTaTi X1pYpLIKOT fleyera 6onecHrKa ca 3Haumma
OAC 1 paHOM apTPO30M KyKa.

Metope paga XupypLuKku je neyeH 21 6onecHUK y3pacta o 23
[0 54 roguHe ¢ pasnuuntum Trnosuma OAC. CBu 6onecHULM
Cy onepricaHv OTBOPEHOM METOLOM Ca CUTYPHOM XVPYPLIKOM
AVcnoKaLmjom Kyka. lMpe 1 nocne onepauuje paheH je WOMAC
TECT, NPOLEeHEHN CY KNVHUYKN U paguorpadCkm napameTpu
onepucaHrx KyKoBa, a 3a CTaTUCTMUKy obpagy nogartaka Ko-
puviwheH je CTyAeHTOB t-TecT.

Pesynrtatm Pesyntatn Ha WOMAC TecTy cy ce no6osbluanm

pumsbeH « Received: 29/10/2012

PeBu3uja « Revision: 17/06/2013

ca 70,5 6ogoBa (oncer: 56,3-89,8 6onoBa) npe onepauuje
Ha 90,3 6opa (oncer: 70,3-100 60a0Ba) roaunHy AaHa KacHuje
(p<0,0001). TecT npeaer yaapa je 61o HeraTmBaH Kof CBUX
onepucaHux 6onecHuKa. MobosbLuaH je 1 Npocek yHyTpallhe
poTaumje KyKa Kof CBUX ONeprcaHiX NCNUTaHmKa. Komnnvka-
Lpja Huje 61no, U3y3eB He3apacTaka MecTa 0CTeoToMMje Be-
JIKOT TPOXaHTepa Koju je 6110 MOHOBO GpUKCUPaH.

3aksbyyak Pe3yntatyi neyetba ncnutaHvka ca QAC n aptposom
KyKa NnoKasanu Cy Aia je XVpypLUKU NMPUCTYN KO 0BYX 60necH!-
Ka meTopa n3bopa. Kop Tpy onepricaHa 6onecHuKa neyeme je
MOpaJsio Aa ce 3aBpLUM YrpajHOM TOTalHe NpoTese KyKa, jep
Cy y nuTamy 6unm 6onecHnUmM ca y3HanpegoBanum 06ankom
apTpose Kyka.

KmbyuHe peun: pemopoatieTabynapHu cynap; XMpypLuKo e-
yetbe; paHu pesynTtatu
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