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Femoroacetabular Impingement Syndrome

Chul-Ho Kim, M.D., Jae-In Park, M.D., Young Hyun Choi, M.D., and Pil Whan Yoon, M.D.,, Ph.D.”

Department of Orthopedic Surgery, Asan Medical Center, University of Ulsan College of Medicine, Seoul, Korea

Femoroacetabular impingement (FAI) results from abnormal anatomic relationship between acetabulum and femoral head-neck junction,
which causes secondary chondrolabral injury. FAIl is the common cause of hip joint pain in young adults who have nearly normal hip joint
structure. The pain usually progresses on hip flexion and internal rotation. Although it is still controversial whether FAI is one of the reason
of secondary hip osteoarthritis or the contrary, instruments and surgical technique for treating FAI is continuing to improve. When we
initially diagnosed with FAI, conservative treatment is recommended. But if the conservative treatment has no response, we can consider
surgical intervention. The arthroscopic technique is one of the promising options, and it is the fastest growing fields for the treatment FAI.

Key words: femoracetabular impingement, hip osteoarthritis, arthroscopy
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Figure 1. Pistol-grip deformity of femoral head (pistol-grip deformity).
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Figure 2. (A) Normal hip joint, (B) pincer
type femoroacetabular impingement
syndrome (FAI) which shows decreased
acetabular anteversion, (C) cam type FAI
which shows decreased femoral head-
neck offset, (D) mixed type FAI
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Figure 3. (A) Acetabular chondral injury
caused deformed femoral head-neck
anatomy in cam type femoroacetabular
impingement syndrome (FAI), but (B) in
pincer type FAI, usually labrum injury
precedes and sometimes following
ipsilateral acetabular chondral injury is
shown by lever-arm effect.
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Figure 4. Alpha angle: the angle between the line from the femoral head
center through the middle of the femoral neck and the line through a
point where the contour of the femoral head-neck junction exceeds the
radius of the femoral head. Normal alpha angle <50°.
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