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It is with great pleasure that I served as guest editor of this

Symposium for Clinical Orthopaedics and Related

Research (CORR) dedicated to femoroacetabular

impingement (FAI). As one looks at the body of work

presented in this symposium, as well as what has been

published in the last decade on the subject, it is evident our

understanding of the pathology as well as treatment of FAI

have substantially evolved. It was in 1999, in CORR, that

the term femoroacetabular impingement was first coined in

the English literature. In the paper by Myers et al. [3] the

etiology of persistent pain in five patients who had

undergone a periacetabular osteotomy was believed sec-

ondary to specific mechanisms of FAI; ie, insufficient

femoral head/neck offset, or what we refer to now as cam

type and acetabular overcoverage or pincer type. Since

then FAI has been recognized as an important cause of hip

pain and labral tears in young adults as well as postulated

to be a leading cause of hip arthritis. More importantly,

diagnostic criteria on plain radiographs as well as spe-

cialized MRI sequences and surgical techniques have been

developed for treating FAI. Although there is strong clin-

ical evidence that surgical correction of FAI relieves pain

and improves function, there is still a considerable amount

of research required in establishing causality between FAI

and arthritis. In his 1965 presidential address at the Pro-

ceedings of the Royal Society of Medicine [2], Sir Anthony

Hill laid out the groundwork on how one should aim for

causality by identifying nine key factors to guide us in its

establishment: (1) strength of association (2) consistency;

(3) specificity; (4) temporality; (5) biological gradient; (6)

plausibility; (7) coherence; (8) experiment; and (9)

analogy.

Although none can be required as a sine qua none, Sir

Anthony Hill stated: ‘‘What they can do is to help us to

make up our minds on the fundamental question - is there

any other way of explaining the set of facts before us, is

there any other answer equally, or more, likely than cause

and effect?’’ [2].

The papers published in this issue of CORR will cer-

tainly contribute to a definition of those factors. Several

articles are dedicated to the diagnosis of FAI through

proper physical examination and radiographic imaging.

Proper diagnosis and assessment are critical for developing

reproducible and effective treatment plans. It is unclear

which imaging modality represents an accepted standard in

the diagnosis of FAI. Plain radiographs appear insufficient:

how one interprets the radiographs to arrive at a diagnosis

is far from agreed upon with experts in the field demon-

strating fair reliability in identifying FAI. Further, defining

the plane on which to measure the alpha angle on MRI has

yet to be agreed upon, as well as what represents a normal

value for the alpha angle. Agreement on evaluating imag-

ing is especially important as the pathomechanism of FAI

may not be solely dependent on the presence of a sub-

stantial bony abnormality, but also on the spatial

relationship of the pelvis to the femur.

Perhaps the greatest progress has been made in the

treatment of FAI. There is no doubt that the surgical dis-

location of the hip as first described by Ganz et al. [1] was

essential to our understanding of FAI, and still represents

the gold standard in its treatment. This surgical technique

has permitted us to treat patients with severe slipped capital

femoral epiphysis in a more definitive manner by restoring

anatomical alignment of the epiphysis as well as enhancing

functional range of motion. In addition, the advent of

P. E. Beaulé (&)
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modern hip arthroscopy techniques, as well as mini open

surgical anterior approaches, has propelled FAI surgery

into the mainstream of orthopaedic surgery. With all three

techniques being reported in this symposium with good to

excellent short-term outcomes and a relatively low com-

plication rate, the debate has shifted from which surgical

technique is the best to better determining what part of the

deformity needs to be corrected: pincer versus cam defor-

mity, or both. More importantly, although preserving a

healthy labrum is now well-recognized, treating a damaged

acetabular labral chondral complex, ie acetabular rim

trimming with refixation versus simple débridement of the

torn labrum, remains to be clarified. Finally, any treatment

is associated with complications, and although the risk of

nonunion is a well-known complication of trochanteric

osteotomy, the development of new techniques of tro-

chanteric osteotomy may help minimize this risk.

However, other complications after open hip surgery, such

as the intraarticular adhesions reported in this symposium,

require further research.

While this symposium brings a wealth of new knowl-

edge to our understanding of FAI, I would like to end with

this quote by Sir Anthony Hill: ‘‘All scientific work is

incomplete - whether it be observational or experimental.

All scientific work is liable to be upset or modified by

advancing knowledge. That does not confer upon us a

freedom to ignore the knowledge we already have, or to

postpone the action that it appears to demand at a given

time’’ [2].

I would like to extend my thanks to all of the authors as

well as the reviewers who contributed to this issue of

Clinical Orthopaedics and Related Research. Finally, this

would not have been possible without the help of the edi-

torial staff at CORR and the valuable input of Dr Richard

Brand.
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604 Beaulé Clinical Orthopaedics and Related Research

123


	Femoroacetabular Impingement: Current Status of Diagnosis �and Treatment: &artsubtitle;Editorial Comment
	References



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (None)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /SyntheticBoldness 1.00
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org?)
  /PDFXTrapped /False

  /Description <<
    /ENU <>
    /DEU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [5952.756 8418.897]
>> setpagedevice


