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MRI morphometry, cartilage damage and impaired function
in the follow-up after slipped capital femoral epiphysis
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Abstract
Objective To assess rotation deficits, asphericity of the
femoral head and localisation of cartilage damage in the
follow-up after slipped capital femoral epiphysis (SCFE).
Materials and Methods Magnetic resonance imaging stud-
ies were obtained in adult patients with a history of SCFE.
A total of 35 hips after SCFE in 26 patients (mean age
24.1±6.5, mean follow-up 11.9±6.1 years) were evaluated.
The control group comprised 20 healthy hips from 10
young adults with an average age of 23.9±3.7 years. The
MR protocol included a T1-weighted sequence with a 3D
volumetric interpolated breath-hold sequence and a radial
2D proton density-weighted sequence around the femoral
neck. Images were evaluated for alpha angle and cartilage
damage in five positions around the femoral head. Hip
function was evaluated at the time of MRI and correlated
with MRI results. Mann–Whitney U test and Spearman’s
correlation coefficient were used for statistical analysis.
Results In the hips after SCFE alpha angles were signifi-
cantly increased in the anterosuperior (74.1°±18.8°) and
superior (72.5°±21.5°) positions and decreased in the

posterior position (25.0°±7.2°). Cartilage damage was
dominant in the anterosuperior and superior positions.
Impaired rotation significantly correlated with increased
anterosuperior, superior and posterosuperior alpha angles.
Conclusion The data support an anterosuperior and superi-
or cam-type deformity of the femoral head–neck junction in
the follow-up after SCFE. MRI after SCFE can be used to
assess anterosuperior and superior alpha angles, since the
anterior alpha angle by itself may underestimate asphericity
and is not associated with rotation deficits.
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Introduction

With the advent of surgical treatments that potentially
decrease the risk of secondary osteoarthritis after slipped
capital femoral epiphysis (SCFE), information on the
localisation of femoral asphericity and cartilage damage in
these patients has become even more relevant.

The purpose of this study is to provide a localised
assessment of the asphericity of the femoral head–neck
junction and cartilage damage in follow-up examinations of
patients after slipped capital femoral epiphysis and to correlate
MR morphometry with physical examination results.

The abnormal morphology of the femoral head–neck
offset in hips after clinically overt or silent SCFE has been
associated with early cartilage damage due to cam-type
femoroacetabular impingement (FAI) [1–8].

In situ pinning or fixation of the epiphysis by screws is
recommended for acute cases of SCFE with mild and
moderate slips [9–11]. In acute slips MRI has been used to
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demonstrate the degree of slip, synovitis, periphyseal
oedema and joint effusion [12]. For chronic cases with
severe slips, corrective femoral osteotomies restoring hip
function have been applied with long-term success [13–16].
Recent reports identified labral and cartilage lesions caused
by prominent femoral metaphysis in SCFE as a sequelae of
cam-type impingement after SCFE [1, 4]. Consequently,
osteochondroplasty of the femoral head–neck junction has
been proposed in an attempt to restore sphericity and to
prevent secondary osteoarthritis in the intermediate term [1,
4, 17].

Indication for osteochondroplasty in patients with im-
pingement depends on the asphericity of the femoral head–
neck junction, which has long been recognised as tilt [18]
or pistol grip deformity [19] on conventional radiographs.
Recent studies suggest that conventional radiographs may
underestimate the extent of asphericity in FAI [20]. In
magnetic resonance imaging, the amount of asphericity of
the femoral head–neck junction can be quantified using the
alpha angle [21], which has been determined on oblique
transversal images in an anterior position [21, 22] or radial,
around the femoral neck [23]. For the radial imaging the
anterosuperior position is the dominant location of defor-
mity of the head–neck junction in cam-type FAI [23]. These
findings correlate with an assessment on femoral head
specimens of SCFE patients after total hip arthroplasty that
reported cartilage damage in the superior, weight-bearing
portion of the hip joint and loss of the head–neck offset of
the anterior and superior portions of the femur [24].

In clinical examinations, reduced internal rotation in 90°
flexion of the hip has been proposed to be suggestive of
FAI [25] and has been associated with the forcing of the
aspheric femoral head–neck junction into the acetabulum.

Materials and methods

Patient population and examination

Institutional review board approval was obtained for this
study and all patients and volunteers provided written
consent. Inclusion criteria were a history of SCFE in
childhood and a minimum age of 18 years or older at the
time of inclusion.

In a retrospective assessment of two orthopaedic hospi-
tals, patients treated for mild or moderate SCFE in childhood
were identified. A total of 33 patients with a history of SCFE
could be recruited to the study. The average age was 24.2±
5.9 years, ranging from 18 to 51 years. The mean age at
diagnosis was 12.6±2.9 years, ranging from 9.4 to
15.3 years. There were 14 female patients and 19 male
patients. Hips treated with an acetabular or intertrochanteric
osteotomy were excluded (n=9). Claustrophobia, pace

makers, pregnancy and large metallic implants constituted
exclusion criteria. Therefore in total, 35 hips after SCFE in
26 patients (mean age 24.1±6.5 years, ranging from 18 to
51 years) were analysed. Ten were female and 16 were male.
The follow-up period was an average of 11.9±6.1 years,
ranging from 3.6 to 39.0 years.

The control group involved 10 asymptomatic young
adult volunteers under 30 years of age (average age 23.9±
3.7 years, ranging from 19 to 29 years, 3 female and 7
male). None reported past hip problems. Age and gender
distribution were not significantly different, compared with
the patient group.

Hip internal rotation at 90° flexion was assessed by a
single clinical assistant that was blinded to imaging results.

MRI

Imaging was performed using a body matrix and spine coil
wrapped around the hip with a 1.5 T clinical scanner
(Avanto®, Siemens Healthcare AG, Erlangen, Germany).
The MR protocol was:

1. T2-weighted 3D true fast imaging with steady preces-
sion sequence (FOV: 160 mm, slices: 60, slice
thickness: 1.3 mm, matrix: 128 × 128, TR: 2.43 ms,
TE: 4.19 ms, bandwidth: 230 Hz/pixel, flip angle: 30°).
Acquisition time was 0.48 min per hip. Images were
reformatted in three planes along and perpendicular to
the axis of the femoral neck and served as scouts for

2. A radial 2D proton density (PD)-weighted sequence
obtained around the femoral neck (FOV: 160 mm,
slices: 12, slice thickness: 4 mm, matrix: 448 × 448,
TR: 2,590 ms, TE: 13 ms, three averages, bandwidth:
190 Hz/pixel, flip angle: 150°). Acquisition time was
5.23 min per hip

3. A sagittal 3D T1-weighted sequence with a 3D
volumetric interpolated breath-hold sequence (VIBE;
FOV: 200 mm, slices: 64, slice thickness: 1.1 mm,
matrix: 256 × 256, TR: 6.7 ms, TE: 2.45 ms, two
averages, bandwidth: 190 Hz/pixel, flip angle: 8°).
Acquisition time was 3.14 min per hip

MRI analyses

Alpha angle

Two musculoskeletal radiologists (F.R.M., A.H.) analysed all
MR images in consensus. The MRI images were evaluated in
a random order. The non-spherical shape of the head–neck
junction was assessed in five positions around the femoral
head and neck using reformatted images of the 3D T1-
weighted VIBE (position 1: anterior; position 2: anterosupe-
rior; position 3: superior; position 4: posterosuperior; position
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5: posterior). The alpha angle (°) was calculated using the
method described by Nötzli et al. [21]. The first line defining
the alpha angle was positioned between the centre of the
femoral head and the centre of the femoral neck at its
narrowest point. The second line was drawn from the centre
of the femoral head to the point where the contour of the
femur exceeded the radius of the femoral head (Fig. 1).

Acetabular depth

The acetabular depth (mm) was measured on transverse
oblique images positioned along the axis of the femoral
neck as the distance between the line connecting the
anterior and the posterior acetabular rim and the centre of
the femoral head as described by Pfirrmann et al. [23].
Negative values represented a femoral head centre medial
of the line connecting the acetabular rim (Fig. 2).

Cartilage damage

Acetabular cartilage was evaluated from radial 2D TSE PD-
weighted MR images at five positions around the hip joint
(position 1: anterior, position 2: anterosuperior, position 3:
superior, position 4: posterosuperior, position 5: posterior).
Cartilage damage was assessed using a modified graduation
developed by Outerbridge et al. [26–28]: Grade 1 was
defined as an inhomogeneous cartilage signal; Grade 2 was
irregularity of the cartilage surface or thinning of less than
50%; Grade 3 indicated damage above 50%; and Grade 4
was defined as denudation of the subchondral bone (Fig. 3).

Statistical analyses

The Mann–Whitney U test was used to determine statisti-
cally significant differences in alpha angles and acetabular
depths between the patient and the control group. Spear-
man’s correlation coefficient was used to calculate the
correlation of the alpha angle with cartilage damage and
internal rotation. P values below 0.05 were considered
significant. SPSS software (SPSS statistics, version 17.0.0;
SPSS, Chicago, IL, USA) was used for all statistical
calculations.

Fig. 1 Measurement of alpha angles on radial reformatted images.
Each alpha angle was defined by the line between the centre of the
femoral head and the centre of the femoral neck and by the line from
the centre of the femoral head to the point where the contour of the
femur exceeded the radius of the femoral head. a Control subject,
measurement of the anterior alpha angle. b Affected hip after slipped
capital femoral epiphysis (SCFE) with disturbed sphericity of the
femoral head, anterior alpha angle. c Affected hip after SCFE with
disturbed sphericity of the femoral head, anterosuperior alpha angle

Fig. 2 Measurement of the acetabular depth. The acetabular depth
was defined on transverse oblique images as the distance between the
line connecting the anterior and the posterior acetabular rim and the
centre of the femoral head. Control subject
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Fig. 3 Cartilage lesions in
PD-weighted images. Acetabu-
lar cartilage was evaluated from
radial 2D TSE PD-weighted MR
images at five positions around
the hip joint. a Grade 0 with
smooth cartilage surface and no
thinning in a control subject.
b Grade 1 cartilage damage with
heterogeneous cartilage signal
(arrows). c Grade 2 with irreg-
ular cartilage surface. d Grade 3
with thinning of more than 50%.
e Grade 4 with denudation of
the subchondral bone
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Results

Alpha angle

In both groups, the largest alpha angle was observed in the
anterosuperior position of the femoral head and neck. In
the SCFE group significantly increased alpha angles in the
anterosuperior and superior positions were noted. The
posterior angle was significantly decreased. The results
are summarised in Table 1 and Fig. 4.

Acetabular depth

The acetabular depth was positive for both groups (Table 2).
There was no significant difference in the acetabular depth
of the affected hips of SCFE patients, compared with the
control group (p=0.779). No significant correlation of
acetabular depth and cartilage damage was noted (anterior:
r=−0.061, p=0.727; anterosuperior: r=0.138, p=0.429;

superior: r=0.160, p=0.359; posterosuperior: r=0.000, p=
0.998; posterior: r=0.083, p=0.639).

Cartilage damage

No cartilage damage was observed in the control group.
In the affected hips, cartilage damage was most frequent

and most severe in the superior position. A significant
correlation between alpha angles and cartilage damage
severity was noted in both the anterior and anterosuperior
positions (Fig. 5, Table 3). In one affected hip, poster-
osuperior and posterior cartilage could not be assessed due
to imaging artefacts.

Clinical function

In hips after SCFE internal rotation 90° flexion was 26°±
11°. Limited rotation correlated significantly with increased
anterosuperior (r=−0.427, p=0.011), superior (r=−0.511,

Fig. 4 Alpha angles in five positions around the femoral neck. Graphs show mean alpha angles, whiskers represent 95% confidence interval.
*Significant difference from the control group (Mann–Whitney U test)

Control group Hips with slipped capital femoral epiphysis

Alpha angle (°) SD Alpha angle (°) SD P value*

Anterior 41.9 4.8 53.0 21.4 0.060

Anterosuperior 46.6 6.3 74.1 18.8 0.000

Superior 42.5 4.0 72.5 21.5 0.000

Posterosuperior 40.9 5.4 47.3 22.3 0.707

Posterior 39.4 4.0 25.0 7.2 0.002

Table 1 Alpha angles in five
positions around the femoral
head. Data are mean
values ± standard deviation

*P values were calculated using
the Mann–Whitney U test
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p=0.002) and posterosuperior (r=−0.471, p=0.004) alpha
angles.

Discussion

Cam-type femoroacetabular impingement has been de-
scribed as a possible mechanism for early cartilage damage
and osteoarthritis of the hip [5, 6, 8, 29]. Clinically manifest
SCFE, subclinical or missed SCFE and growth abnormal-
ities of the capital femoral epiphysis [30] have been
discussed as potential causes of a reduced femoral head–
neck offset [1–5]. New surgical options aiming to restore
femoral sphericity in order to prevent or delay early
secondary osteoarthritis have recently been developed [4,
31], but widely discussed for their potential use in patients
after SCFE. We found an increased alpha angle in affected
hips after SCFE in the anterosuperior position (74.1°±

18.8°) and a correlation with cartilage damage in the
anterosuperior and superior positions. The data point
towards a similar localisation of asphericity and cartilage
damage described in FAI and in patients after SCFE [2,
32–36].

In 6 hips with cam-type FAI, Bittersohl et al. found
cartilage degeneration on delayed Gd-enhanced MRI of the
cartilage (dGEMRIC) in anterior and superior positions
[37]. In an MR arthrography study with 33 patients with
cam-type FAI, Pfirrmann et al. report a dominance of
cartilage lesions in the anterosuperior and superior positions
[23]. Abraham et al. noted loss of superior articular
cartilage in 16 head–neck specimens from SCFE patients
[24]. Our findings are consistent with these reports. The
presence of cartilage damage in the anterosuperior and
superior positions after SCFE points towards a potential
impingement mechanism, where the aspherical anterosupe-
rior head–neck junction is forced into the acetabulum. The

Table 2 Acetabular depth in patients with slipped capital femoral epiphysis and controls. Data are mean values ± standard deviation

Control group Hips with slipped capital femoral epiphysis

mm SD mm SD P value*

Acetabular depth 4.6 1.7 4.4 2.3 0.779

*Significant difference, compared with controls. P values were calculated using the Mann–Whitney U test

Fig. 5 Cartilage lesions in five positions around the femoral neck. Graphs show the percentages of valid cases
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result of this cam deformity is repeated microtrauma to the
anterosuperior and superior hip cartilage during flexion and
internal rotation leading to cartilage damage [38, 39].

Radiographs have been reported to be unreliable in the
detection and localisation of femoral asphericity [20].
Conversely, measurements of the alpha angles on MRI
scans of the hip assessing asphericity have reportedly
shown high inter- and intraobserver agreement [21].

The predictive value of anterior alpha angles in FAI has
been reported to be relatively low [22] and anatomical
considerations indicate that deformities of the anterosupe-
rior and superior aspects of the femoral head–neck junction
produce significant effects [24]. In a study evaluating alpha
angles at eight positions around the femoral neck in 33
patients with cam-type FAI, the highest alpha angle was
found in the anterosuperior position (81°±15°) [23].

Nötzli et al. report alpha angles in the anterior position
of 42.0°±2.2° in a healthy control group [21]. Beaulé’s
study group published alpha angles of 43.8°±3.9° for the
anterior and of 43.8 °±4.5° for the posterior position for a
healthy control group [40]. Our data for the normal cohort
(anterior alpha angle 41.9°±4.8°, posterior alpha angle

39.4°±4.0°) are in accordance with these reports. There is
no consensus on cut-off values for definite pathology [36],
although alpha angles above 55° are considered patholog-
ical by some study groups [21, 41]. In our control group
alpha angles ranged from 39.4°±4.0° in the posterior to
46.62°±6.3° in the anterosuperior position. Three control
hips (15%) exceeded an anterosuperior alpha angle of 55°.

The lowest anterosuperior alpha angle in our SCFE
group was 44.7°. There were 6 hips (17%) with ante-
rosuperior alpha angles lower than 55°, which are possible
due to successful metaphyseal remodelling after in situ
pinning. A metaphyseal remodelling mechanism has been
proposed as a process leading to good long-term results
after in situ pinning in SCFE [42, 43]. In our SCFE group
we noted a significantly decreased posterior alpha angle.
This might represent an increased femoral head–neck offset
due to the anterior and superior displacement of the femoral
metaphysis in relation to the capital epiphysis commonly
found in SCFE [44, 45].

Increased anterosuperior, superior and posterosuperior
alpha angles were associated with limited internal rotation
in flexion. These data support the proposal that this clinical

Position Hips with slipped capital femoral epiphysis

n Percentage Spearman rhoa P

Anterior Grade 0 28 80 0.399 0.018

Grade 1 1 2.9

Grade 2 4 11.4

Grade 3 2 5.7

Grade 4 0 0

Anterosuperior Grade 0 16 45.7 0.355 0.036

Grade 1 1 2.9

Grade 2 13 37.1

Grade 3 5 14.3

Grade 4 0 0

Superior Grade 0 11 31.4 0.180 0.302

Grade 1 1 2.9

Grade 2 12 34.3

Grade 3 10 28.6

Grade 4 1 2.9

Posterosuperior Grade 0 24 68.6 0.084 0.638

Grade 1 2 5.7

Grade 2 8 22.9

Grade 3 0 0

Grade 4 0 0

Posterior Grade 0 31 88.6 −0.089 0.619

Grade 1 0 0

Grade 2 2 5.7

Grade 3 0 0

Grade 4 1 2.9

Table 3 Cartilage damage
severity in five positions around
the femoral head in patients with
slipped capital femoral epiphy-
sis. Data are absolute numbers
and percentages of included hips

a Correlations with the alpha
angles in corresponding
positions were determined using
Spearman’s correlation
coefficient
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test is suggestive of FAI [25]. The absence of a significantly
increased anterior alpha angle and the lack of a significant
correlation between the anterior alpha angle and limited hip
rotation are constituent with the report of Lohan et al., who
found a low predictive value for the anterior alpha angle in
patients imaged for FAI [22].

In the majority of FAI cases, a combination of cam and
pincer-type FAI mechanisms has been reported [7]. Pincer-
type FAI is characterised by acetabular over-coverage with
direct contact between the acetabular rim and the femoral
head–neck junction. Recurrent abutment against the ace-
tabular rim and the labrum causes labral degeneration,
ossification and cartilage lesions [46]. The pincer-type
abnormality of the hip is associated with an increased
acetabular depth, which can be directly measured on
paraxial MRI scans of the hip [23]. No decreased acetabular
depth in the patients after SCFE and no significant
difference compared with the normal cohort were noted
within our study. These data do not support a pincer-type
acetabular morphology mechanism in the follow-up after
SCFE.

This study has several limitations. No true gold standard
such as surgical or histological data for the quality of the hip
cartilage of our patients was available and the sensitivity
of MRI is still limited. However, because the observed
degree and location of asphericity and cartilage damage
are in accordance with the literature, we believe they may
constitute a representative group. Femoral cartilage could
not be evaluated separately because of limited resolution;
therefore, irregularities in the cartilage surface cannot be
reliably attributed to the acetabular cartilage alone. In
addition, an intra-articular contrast agent was not used in
this study for reasons of patient safety. It is proposed to
have achieve sensitivity and specificity in the detection of
cartilage damage [47], which may have resulted in under-
diagnosis of cartilage lesion severity in some cases. However,
good agreement between the grading of hip articular cartilage
damage on non-contrast MRI with arthroscopic grading has
been reported [48]. A further limitation to the study is the
lack of a second follow-up; this way, no data can be
presented on the predictive value of femoral head asphericity
in the development of FAI after SCFE or on the benefit of
surgical femoral head remodelling.

In conclusion, the anterior alpha angle alone may not be
the optimal measure of the femoral head–neck junction in
patients after SCFE and may underestimate the amount of
asphericity in the follow-up assessment. Anterosuperior and
superior asphericity are the dominant findings in the
follow-up after SCFE and are associated with impaired
hip rotation and cartilage degeneration. Imaging protocols
should be designed to allow assessment of the contour of
the femoral head–neck offset in these positions. Further
studies are needed to address the value of alpha angle

measurement and cartilage assessment in the follow-up
after SCFE in correlation with clinical outcome.

Acknowledgement A portion of this study was funded by a research
grant of the Deutsche Arthrosehilfe. We thankfully acknowledge Ms.
Erika Rädisch and Ms. Larissa Dor for their support in data
acquisition and processing.

References

1. Leunig M, Casillas MM, Hamlet M, et al. Slipped capital femoral
epiphysis: early mechanical damage to the acetabular cartilage by a
prominent femoral metaphysis. Acta Orthop Scand. 2000;71(4):370–5.

2. Goodman DA, Feighan JE, Smith AD, Latimer B, Buly RL,
Cooperman DR. Subclinical slipped capital femoral epiphysis.
Relationship to osteoarthrosis of the hip. J Bone Jt Surg Am.
1997;79(10):1489–97.

3. Rab GT. The geometry of slipped capital femoral epiphysis:
implications for movement, impingement, and corrective osteot-
omy. J Pediatr Orthop. 1999;19(4):419–24.

4. Leunig M, Fraitzl CR, Ganz R. Early damage to the acetabular
cartilage in slipped capital femoral epiphysis. Therapeutic con-
sequences. Orthopade. 2002;31(9):894–9.

5. Ganz R, Parvizi J, Beck M, Leunig M, Notzli H, Siebenrock KA.
Femoroacetabular impingement: a cause for osteoarthritis of the
hip. Clin Orthop Relat Res. 2003;(417):112–20.

6. Ito K, Leunig M, Ganz R. Histopathologic features of the
acetabular labrum in femoroacetabular impingement. Clin Orthop
Relat Res. 2004;(429):262–71.

7. Beck M, Kalhor M, Leunig M, Ganz R. Hip morphology
influences the pattern of damage to the acetabular cartilage:
femoroacetabular impingement as a cause of early osteoarthritis of
the hip. J Bone Jt Surg Br. 2005;87(7):1012–8.

8. Leunig M, Beck M, Dora C, Ganz R. Femoroacetabular
impingement: trigger for the development of coxarthrosis.
Orthopade. 2006;35(1):77–84.

9. Boyer DW, Mickelson MR, Ponseti IV. Slipped capital femoral
epiphysis. Long-term follow-up study of one hundred and twenty-
one patients. J Bone Jt Surg Am. 1981;63(1):85–95.

10. Carney BT, Weinstein SL, Noble J. Long-term follow-up of slipped
capital femoral epiphysis. J Bone Jt Surg Am. 1991;73(5):667–74.

11. Seller K, Wild A, Westhoff B, Raab P, Krauspe R. Radiological
evaluation of unstable (acute) slipped capital femoral epiphysis
treated by pinning with Kirschner wires. J Pediatr Orthop B.
2006;15(5):328–34.

12. Tins B, Cassar-Pullicino V, McCall I. The role of pre-treatment
MRI in established cases of slipped capital femoral epiphysis. Eur
J Radiol. 2009;70(3):570–8.

13. Fish JB. Cuneiform osteotomy of the femoral neck in the
treatment of slipped capital femoral epiphysis. A follow-up note.
J Bone Jt Surg Am. 1994;76(1):46–59.

14. Fron D, Forgues D, Mayrargue E, Halimi P, Herbaux B. Follow-
up study of severe slipped capital femoral epiphysis treated with
Dunn's osteotomy. J Pediatr Orthop. 2000;20(3):320–5.

15. Kartenbender K, Cordier W, Katthagen BD. Long-term follow-up
study after corrective Imhauser osteotomy for severe slipped
capital femoral epiphysis. J Pediatr Orthop. 2000;20(6):749–56.

16. Rao JP, Francis AM, Siwek CW. The treatment of chronic slipped
capital femoral epiphysis by biplane osteotomy. J Bone Jt Surg
Am. 1984;66(8):1169–75.

17. Beaulé PE, Le Duff MJ, Zaragoza E. Quality of life following
femoral head-neck osteochondroplasty for femoroacetabular im-
pingement. J Bone Jt Surg Am. 2007;89(4):773–9.

540 Skeletal Radiol (2010) 39:533–541



18. Murray RO. The aetiology of primary osteoarthritis of the hip. Br
J Radiol. 1965;38(455):810–24.

19. Harris WH. Etiology of osteoarthritis of the hip. Clin Orthop Relat
Res. 1986;(213):20–33.

20. Dudda M, Albers C, Mamisch TC, Werlen S, Beck M. Do normal
radiographs exclude asphericity of the femoral head-neck junc-
tion? Clin Orthop Relat Res. 2009;467(3):651–9.

21. Nötzli HP, Wyss TF, Stoecklin CH, Schmid MR, Treiber K,
Hodler J. The contour of the femoral head-neck junction as a
predictor for the risk of anterior impingement. J Bone Jt Surg Br.
2002;84(4):556–60.

22. Lohan DG, Seeger LL, Motamedi K, Hame S, Sayre J. Cam-type
femoral-acetabular impingement: is the alpha angle the best MR
arthrography has to offer? Skeletal Radiol. 2009;38(9):855–62.

23. Pfirrmann CW, Mengiardi B, Dora C, Kalberer F, Zanetti M,
Hodler J. Cam and pincer femoroacetabular impingement:
characteristic MR arthrographic findings in 50 patients. Radiolo-
gy. 2006;240(3):778–85.

24. Abraham E, Gonzalez MH, Pratap S, Amirouche F, Atluri P,
Simon P. Clinical implications of anatomical wear characteristics
in slipped capital femoral epiphysis and primary osteoarthritis. J
Pediatr Orthop. 2007;27(7):788–95.

25. Clohisy JC, Knaus ER, Hunt DM, Lesher JM, Harris-Hayes M,
Prather H. Clinical presentation of patients with symptomatic anterior
hip impingement. Clin Orthop Relat Res. 2009;467(3):638–44.

26. Outerbridge RE. The etiology of chondromalacia patellae. J Bone
Jt Surg Br. 1961;43:752–7.

27. Curl WW, Krome J, Gordon ES, Rushing J, Smith BP, Poehling
GG. Cartilage injuries: a review of 31,516 knee arthroscopies.
Arthroscopy. 1997;13(4):456–60.

28. Suh JS, Lee SH, Jeong EK, Kim DJ. Magnetic resonance imaging
of articular cartilage. Eur Radiol. 2001;11(10):2015–25.

29. Spencer S, Millis MB, Kim YJ. Early results of treatment of hip
impingement syndrome in slipped capital femoral epiphysis and
pistol grip deformity of the femoral head-neck junction using the
surgical dislocation technique. J Pediatr Orthop. 2006;26(3):281–5.

30. Siebenrock KA, Wahab KH, Werlen S, Kalhor M, Leunig M, Ganz
R. Abnormal extension of the femoral head epiphysis as a cause of
cam impingement. Clin Orthop Relat Res. 2004;(418):54–60.

31. Leunig M, Slongo T, Kleinschmidt M, Ganz R. Subcapital
correction osteotomy in slipped capital femoral epiphysis by
means of surgical hip dislocation. Oper Orthop Traumatol.
2007;19(4):389–410.

32. Loder RT. The demographics of slipped capital femoral epiphysis.
An international multicenter study. Clin Orthop Relat Res. 1996;
(322):8–27.

33. Cooperman DR, Charles LM, Pathria M, Latimer B, Thompson
GH. Post-mortem description of slipped capital femoral epiphysis.
J Bone Jt Surg Br. 1992;74(4):595–9.

34. Lehmann CL, Arons RR, Loder RT, Vitale MG. The epidemiol-
ogy of slipped capital femoral epiphysis: an update. J Pediatr
Orthop. 2006;26(3):286–90.

35. Moed BR. Hip pain in the young adult. Mo Med. 2005;102
(3):221–4.

36. Gosvig KK, Jacobsen S, Sonne-Holm S, Gebuhr P. The
prevalence of cam-type deformity of the hip joint: a survey of
4151 subjects of the Copenhagen Osteoarthritis Study. Acta
Radiol. 2008;49(4):436–41.

37. Bittersohl B, Hosalkar HS, Hughes T, et al. Feasibility of T(2) (*)
mapping for the evaluation of hip joint cartilage at 1.5 T using a
three-dimensional (3D), gradient-echo (GRE) sequence: a pro-
spective study. Magn Reson Med. 2009;62(4):896–901.

38. Siebenrock KA, Schoeniger R, Ganz R. Anterior femoro-
acetabular impingement due to acetabular retroversion. Treatment
with periacetabular osteotomy. J Bone Jt Surg Am. 2003;85-A
(2):278–86.

39. Tanzer M, Noiseux N. Osseous abnormalities and early osteoar-
thritis: the role of hip impingement. Clin Orthop Relat Res. 2004;
(429):170–7.

40. Beaulé PE, Zaragoza E, Motamedi K, Copelan N, Dorey FJ.
Three-dimensional computed tomography of the hip in the
assessment of femoroacetabular impingement. J Orthop Res.
2005;23(6):1286–92.

41. Rakhra KS, Sheikh AM, Allen D, Beaulé PE. Comparison of MRI
alpha angle measurement planes in femoroacetabular impinge-
ment. Clin Orthop Relat Res. 2009;467(3):660–5.

42. Bellemans J, Fabry G, Molenaers G, Lammens J, Moens P.
Slipped capital femoral epiphysis: a long-term follow-up, with
special emphasis on the capacities for remodeling. J Pediatr
Orthop B. 1996;5(3):151–7.

43. Kallio PE, Foster BK, LeQuesne GW, Paterson DC. Remodeling
in slipped capital femoral epiphysis: sonographic assessment after
pinning. J Pediatr Orthop. 1992;12(4):438–43.

44. Loder RT. Slipped capital femoral epiphysis. Am Fam Phys.
1998;57(9):2135–42; 2148–50.

45. Loder RT, Aronsson DD, Dobbs MB, Weinstein SL. Slipped
capital femoral epiphysis. Instr Course Lect. 2001;50:555–70.

46. Lavigne M, Parvizi J, Beck M, Siebenrock KA, Ganz R, Leunig
M. Anterior femoroacetabular impingement. I. Techniques of
joint preserving surgery. Clin Orthop Relat Res. 2004;(418): 61–
6.

47. Zaragoza E, Lattanzio PJ, Beaulé PE. Magnetic resonance
imaging with gadolinium arthrography to assess acetabular
cartilage delamination. Hip Int. 2009;19(1):18–23.

48. Mintz DN, Hooper T, Connell D, Buly R, Padgett DE, Potter HG.
Magnetic resonance imaging of the hip: detection of labral and
chondral abnormalities using noncontrast imaging. Arthroscopy.
2005;21(4):385–93.

Skeletal Radiol (2010) 39:533–541 541


	MRI morphometry, cartilage damage and impaired function in the follow-up after slipped capital femoral epiphysis
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	Materials and methods
	Patient population and examination
	MRI
	MRI analyses
	Alpha angle
	Acetabular depth
	Cartilage damage
	Statistical analyses


	Results
	Alpha angle
	Acetabular depth
	Cartilage damage
	Clinical function

	Discussion
	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
  /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

  /SyntheticBoldness 1.000000
  /Description <<
    /ENU <>
    /DEU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [5952.756 8418.897]
>> setpagedevice


