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AIM OF WORK

The purpose of this work is to provide an overview of hip
impingement syndrome depending on good understanding of the
condition as it was difficult to be diagnosed in the past, showing types,
ideal methods of diagnosis and proper management of such cases.



Fig. (1)
Fig.(2)

Fig.(3)
Fig.(4)
Fig.(5)

Fig.(6)

Fig.(7)

Fig.(8)
Fig.(9)
Fig.(10)
Fig.(11)
Fig.(12)
Fig.(13)

Fig.(14)

Fig.(15)
Fig.(16)

[ LIST OF FIGURES )

Schematic drawing of hip joint impingement.

A. Anterosuperior impingement test. B. Posteroinferior
impingement test.

Radiograph showing pistol grip deformity of femoral head.
Axial view of normal hip offset (OS) and normal alpha angle < 50.
Radiograph showing decreased femoral head—neck offset (OS)
with consecutive increased alpha angle.

Anteroposterior radiograph of the pelvis illustrating acetabular
overcoverage.

Anteroposterior radiograph showing ossification of labral basis
and prominent acetabular bone fragment that separated from
adjacent bone margin (os acetabuli).

Lateral decubitus position of the patient and firmly secured with
specific holding devices.

A straight lateral Gibson-style approach.

Preparatory steps for the trochanteric osteotomy.

Direction of the osteotomy of the internally rotated hip.

Femoral shaft, the trochanteric fragment advancement anteriorly
with a Hohmann retractor.

A stepwise capsulotomy is performed. (B)Performing the distal
leg of the z-shaped capsulotomy

Femoral head is dislocated. This is performed by flexion and
external rotation with the leg secured in a sterile bag.

Three retractors are inserted, to view the acetabulum.

Cranial retroversion of the acetabulum is caused by an

anterolateral overhang of the rim.
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Femoral correction usually involves trimming of the aspherical
portion of the head, normally located anterosuperiorly.

Patient in a lateral decubitus position with the right hip marked.
Note the trochanter and the anterosuperior iliac spine with the
portals marked out.

Right hip with the arthroscope in the anterolateral portal; the

needle is in the posterolateral portal and the anterior portal.



