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Fig. 1. The diameter of femoral head was measured by
drawing the closest circle to the femoral head.

Fig. 2. Thelength of the narrowest point of femoral neck portion
was gauged by a perpendicular line to the imaginary one
which connects the center of femoral head and neck.
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Fig. 3. We measured the length of femoral head in the midpoint
of these two lines (which is assumed as anterosuperior
prominence of femoral neck) in Both hip AP view.
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Fig. 4. A compare image of the control group (A) with FAI group (B). Theratio of the femoral head diameter to femoral head length
at the midpoint was obtained from these images.
A: Theratiois0.75 in normal hip
B: Theratio is0.84 in FAI group
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Table 1-1. Patient’ s Data (FAI group)

o] dte] AT|AS T WA ARKINES: o] 83l 3 &}
Ao, vlFE gdo] = At oF 87%0lA 170 o]
o] Z9A FefstH o)ifo] gkl shqnt. &g Ule
2 HT $ZB6%), A tEE F 3 offsete] 7
(41%) 22)aL 9wk 11(52%)7} 925 #F st
AH o T IRAHY FFE T4 FAloA diE
v} A3 o
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arthrography)©] g2 djg H|F 35 3¢ 4 F5
ZF2o] o8l HurE v Te A5 By
(e}

G4 BAATE DR BE £4S T3 YT

Case age  sex ojgRe dHEFAEF(A)  WEHAFZ(B) WiE BF AT §71H920] (O) CIA
1 32 M Lt 53.33 46.57 43.24 0.81
2 42 M Lt 53.94 4711 45.89 0.85
3 29 M Lt 55.47 48.61 47.78 0.86
4 49 F Lt 50.11 45.87 42.83 0.85
5 26 M Lt 53.46 50.48 44.05 0.82
6 26 M Rt 51.83 44.09 42.22 0.81
7 39 F Lt 44.43 41.68 37.66 0.85
8 24 M Rt 56.52 47.49 46.86 0.83
9 46 F Rt 45.59 44,91 40.04 0.88

10 21 F Rt 48.72 42.93 40.5 0.83

11 36 M Rt 57.44 52.22 49.96 0.87

12 44 F Lt 49.13 42.56 41.59 0.85

13 24 M Rt 55.47 49.91 48.87 0.88

14 34 M Rt 50.68 48.88 43.35 0.86

15 40 F Lt 50.31 44.45 4221 0.84

16 22 M Rt 49.17 43.91 43.81 0.89

17 40 M Rt 53.87 47.76 44.78 0.83

18 38 M Rt 53.96 48.36 46.13 0.85

19 34 M Rt 55.91 48.85 47.77 0.85

20 21 F Lt 48.25 40.68 38.35 0.79

21 M Lt 50.11 45.03 41.05 0.82

22 33 M Lt 55.16 48.49 45.47 0.82

23 34 F Rt 55.41 47.14 41.99 0.76

Lt 51.84 48.56 45.67 0.88

24 21 M Rt 50.46 44.58 43.49 0.86

Lt 49.87 48.18 43.22 0.87
25 34 M Rt 54.26 48.21 41.67 0.77
Lt 52.19 50.38 44.01 0.84
26 42 F Lt 46.97 43.32 40.12 0.85
Rt 48.04 37.61 35.94 0.75
27 40 F Rt 48.43 43.32 42.22 0.87
Lt 45.93 44.85 40.08 0.87
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Table 1-2. Normal group
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QAo EZ Fob ARl ol RolAe] ZHlo] Q=G
2opo 2 ool st cam FEFINE U E 9} 7
l—;’_g] o]fs(]j == o] ﬁﬂﬁﬂ%}ﬂq— Q}ﬂ— zﬂ. noc}:og b
Hol e 2738 Belg? Meyer 592 ¥ F5F
o} ZH-2] asphericityZS H7}sl=d] o] Al8g 6714
9] g HIALA ALF (anteriorposterior, Dunn, Dunn/

45°, flexion, cross-table/15° internal rotation, cross-
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table/neutral rotation, cross-table/15° external

case age s 4 HEEFFAE (A)  tEBFZ(B) diE B A HEg71FHZ2l (O) CIA
1 12 M Rt 60.04 47.55 46.33 0.77
Lt 61.45 46.75 45.75 0.74

2 23 F Rt 52.36 39.66 38.65 0.73
Lt 49.92 38.67 37.32 0.74

3 42 F Rt 55.44 43.34 43.35 0.78
Lt 53.22 42.25 41.26 0.77

4 28 F Rt 53.93 48.77 47.77 0.88
Lt 50.93 47.44 45.67 0.89

5 38 M Rt 63.26 50.67 48.65 0.76
Lt 63.1 52.22 48.99 0.77

6 48 M Rt 51.68 38.88 37.54 0.72
Lt 4751 37.77 35.66 0.75

7 39 F Rt 47.2 36.78 35.77 0.75
Lt 45.15 30.41 29.13 0.64

8 24 M Rt 54.68 41.4 39.73 0.72
Lt 53.02 42.93 36.67 0.69

9 48 F Rt 50.11 40.45 37.77 0.75
Lt 48.92 39,78 37.76 0.77

10 37 F Rt 51.76 36.87 36.42 0.70
Lt 52.37 37.17 35.24 0.67

11 33 M Rt 57.03 43.17 40.77 0.71
Lt 55.22 42.28 42.04 0.76

12 42 M Rt 54.14 43.86 41.34 0.76
Lt 53.99 44.32 37.77 0.69

13 35 F Rt 51.39 42.66 39.67 0.77
Lt 52.96 38.73 36.01 0.67

14 43 M Rt 57.17 45.67 42.65 0.74
Lt 54.55 45.68 43.67 0.80

15 26 M Rt 58.32 45.34 43.25 0.74
Lt 56.96 46.23 44.33 0.77
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ABSTRACT

Usefulness of Hip Joint AP Plain X-ray Radiographs
in Femor oacetabular | mpingement

Deuk-Soo Hwang, M.D., Dae-Cheol Nam, M,D., Jae-Hoon Yang, M,D., Tae-Hwan Kang, M.D.

Department of Orthopedic Surgery, School of Medicine, Chungnam National University, Daegjeon, Korea

Purpose: We wanted to report the usefulness of both hip AP views, which are some of the various radiographs that
are used as a primary diagnostic method for identifying the pistol grip deformity of the femur.

Materials and Methods: There were 27 cases in patients who were from 20 to 50 years old and who had
undergone arthroscopic treatment for femoroacetabular impingement (5 cases of both femoroacetabular
impingement) from March 2004 to March 2006, Their preoperative radiographs (both hip APs, the frog leg lateral,
the groin lateral and the false profile) were investigated; the most narrow point of the femoral neck, the diameter of
the femoral head, the length of the femoral head at the midpoint of these two lines (which is assumed to be the
anterosuperior prominence of the femoral neck) were measured on both hip AP views. 15 persons of the same age
and who didn't have hip joint pain were chosen as the control group (30 cases) and the same measures was performed
and then retrospectively compared with the FAI group.

Results: In the FAI group, the femora head diameter was 53.45 mm, the minimal femoral neck length was 37.58
mm and the femoral head length at the midpoint was 41.52 mm. In the control group, the femoral head diameter was
53.38 mm, the minimal femoral neck length was 35.43 mm and the femoral head length at the midpoint was 39.03
mm. The ratio of the femoral head diameter to the minimal femoral neck length was 0.67 in the FAI group and it was
0.65 in the control group; this was similar in both groups. Y et the ratio of the femoral head diameter to the femoral
head length at the midpoint was 0.84 in the FAI group and this was 0.75 in the control group (p=0.01).

Conclusion: We tried to define the actual value that allows physicians to estimate the pistol grip deformity on both
hip AP view of the patients who have hip joint pain, and the ratio of the femoral head diameter to the minimal femoral
neck length can be auseful primary indicator for diagnosing femoroactabular impingement when thisis over 0.8.

Key Words: Femoroacetabular impingement (FAI), Both Hip AP simple radiographs, Pistol grip deformity
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