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Introduction

In young patients undergoing hip-preserving surgery, lesions 
of the ligamentum teres (LT) are common [3, 14]. While the 
precise biomechanical role of this ligament remains uncer-
tain, it is widely acknowledged that such injuries result in 
persistent and challenging hip pain [2]. This is supported 
by a prior histological study that identified nerve endings 
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Abstract
Background  Hip-preserving surgery in young patients frequently reveals lesions of the ligamentum teres (LT). Histologi-
cal and clinical evidence supports that those lesions could be source of intraarticular hip pain. It has been hypothesized that 
LT degeneration could be linked to the abnormal positioning of the fovea outside the lunate surface during various daily 
motions. We introduce the “fossa-foveolar mismatch” (FFM) by determining the trajectory of the fovea in the fossa during 
hip motions, enabling a comparison across diverse hip-pathomorphologies. Aims: to determine (1) intraobserver reliability 
and (2) interobserver reproducibility of our computer-assisted 3-dimensional (3D) model of the FFM.
Materials and methods  All patients with joint preserving surgery for femoroacetabular impingement syndrome (FAIS) or 
developmental dysplasia of the hip (DDH) at our institution (11. 2015–08.2019)were initially eligible. We employed a sim-
ple random sampling technique to select 15 patients for analysis. Three-dimensional surface models based on preoperative 
computed tomography (CT) scans were built, the fossa virtually excised, the fovea capitis marked. Models were subjected 
to physiological range of motion with validated 3D collision detection software. Using a standardized medial view on the 
resected fossa and the transparent lunate surface, the FFM-index was calculated for 17 motions. It was obtained by dividing 
the surface occupied by the fovea outside of the fossa by the total foveolar tracking surface. Three observers independently 
performed all analyses twice. (1) Intraobserver reliability and (2) interobserver reproducibility were calculated using intra-
class correlation coefficients (ICCs).
Results  (1) We obtained excellent intraobserver ICCs for the FFM-index averaging 0.92 with 95% CI 0.77–0.9 among the 
three raters for all motions. (2) Interobserver reproducibility between raters was good to excellent, ranging from 0.76 to 0.98.
Conclusions  The FFM-index showed excellent intraobserver reliability and interobserver reproducibility for all motions. 
This innovative approach deepens our understanding of biomechanical implications, providing valuable insights for identi-
fying patient populations at risk.
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within the LT [7]. Nevertheless, the exact mechanisms caus-
ing these injuries are not yet fully understood.

Klaue et al. [5] first proposed a potential explanation for 
LT degeneration, which involves the fovea capitis not being 
ideally positioned on the femoral head. In a three-dimen-
sional (3D) study focused on surgical planning for dyspla-
sia correction, they observed a more cranial positioning of 
the LT’s insertion on the fovea capitis in dysplastic hips. 
They postulated that during range of motion (ROM), the 
ligament could extend beyond the acetabular fossa and onto 
the articular surface, coining the term “fossa-fovea over-
lapping impingement.” However, to date, a comprehensive 
and quantitative analysis of this hypothesis has been absent 
from the scientific literature.

Utilizing state of the art technological resources, spe-
cifically advanced 3D motion simulations, we extend the 
boundaries of this theoretical concept, calling it the fossa-
foveolar mismatch [18]. We utilize a computer-tomography-
based 3D model, enabling the visualization of the fovea’s 
trajectory and picturing the foveolar tracking pattern dur-
ing various hip motions. For the purposes of quantification 
and comparison, we introduce the “fossa-foveolar mismatch 
index.” The index is calculated by dividing the surface of 
the tracking pattern located outside the acetabular fossa by 
the total tracking pattern surface. This novel approach facil-
itates comparisons across diverse hip pathomorphologies, 
offering a more comprehensive insight into the biomechani-
cal implications and potentially identifying patient popula-
tions at risk (Fig. 1). In this context the aims of the present 
study were to determine the (1) intraobserver reliability and 
(2) interobserver reproducibility of our computer-assisted 
3D model of the fossa-foveolar mismatch.

Materials and methods

The present diagnostic study validates the computerized 
modelling of the fossa-foveolar mismatch on 15 patients 
from our institutional database. It was approved by our local 
institutional review board (KEK Bern, 2018-00078).

Patients

Among all patients with open hip preserving surgery for 
femoroacetabular impingement syndrome (FAIS) and 
developmental dysplasia of the hip (DDH) with osteoar-
thritis grade > Tönnis II (November 2015- May 2019) we 
excluded patients with significant acetabular and femo-
ral pathomorphologies like Legg-Calvé-Perthese disease 
(LCPD) or slipped capital femoral epiphysis (SCFE), post-
traumatic deformities, previous surgery or lack of computed 
tomography (CT) imaging (Fig. 2). Of the remaining hips, 
we employed a simple random sampling technique to select 
15 patients. By using this approach, every patient in the 
database had an equal chance of being chosen for inclusion 
in the study. This method ensured that our sample was rep-
resentative of the larger population of symptomatic patients 
who had undergone joint-preserving hip surgery at our insti-
tution. The mean age was 31 ± 10 (18–62), with 27% being 
male (Table 1).

Imaging

All patients underwent computed tomography (CT) scans 
including the entire pelvis and the distal femoral condyles 
[10, 11] according to a previously described protocol [12, 
13]. Standardized anteroposterior (AP) pelvis and lateral 
hip radiographs were undertaken to assess acetabular and 

Fig. 1  The fossa-foveolar mis-
match is illustrated by displaying 
(A) no fossa-foveolar mismatch 
and (B) presence of a fossa-fove-
olar mismatch with a pathologic 
foveolar tracking pattern for the 
motion of everyday life internal/
external rotation in 90 degrees 
flexion
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femoral radiographic parameters (Table 1). Acetabular mor-
phology was categorized according to previously estab-
lished reference values [16] on the AP pelvis radiograph. 
Femoral torsion was measured according to Murphy et al. 
[9].

New concept: the fossa-foveolar mismatch

Based on each patient’s preoperative CT scan, we created 
a 3D surface model of the pelvis, proximal femur and dis-
tal femur using the semi-automatic segmentation software 
AMIRA (Thermo Fisher Scientific 2019.3, Waltham, MA 
USA; Fig. A-B). The inner part of the acetabulum was 
inspected thoroughly, and the area/shape of the acetabular 
fossa was identified. Then, the model was further edited by 
digital removal of the entire acetabular fossa using a specific 
software tool (Fig. 3C). On the femur, the shape of the fovea 
capitis was located, and, for reasons of visibility, its depth 
was manually increased by approximately 1 cm (Fig. 3D).

Using a previously validated and widely used 3D colli-
sion detection software [10, 15], we subjected every patient 
hip to the physiological range of motion [6]. Great atten-
tion was paid to the position of the joint during the simula-
tion. The pelvis was placed in a specific orientation in which 

the origin of the transverse ligament at the acetabular fossa 
was horizontally aligned, and the femoral head was accu-
rately positioned at the center of the acetabulum, ensuring 
a precise medial perspective of the femur’s motion within 
the acetabular fossa. By marking the positions of the fovea 
within the acetabular fossa, its tracking pattern was digi-
tally assessed during all movements in 10° steps (Fig. 4). 
The following movements were assessed according to pre-
viously established values of physiological ROM: flexion/
extension, ab/adduction, int/external rotation in 0° and 90° 
flexion, the anterior and posterior impingement test, and 30° 
int/external rotation positions. The surface of the tracking 
pattern located both within and outside the borders of the 
acetabular fossa were identified and the area of each quan-
tified. The fossa-foveolar mismatch index was calculated 
(Table 2). Certain patients exhibited either intraarticular or 
extraarticular femoroacetabular impingement during end-
range movements. We excluded positions that exceeded the 
point at which impingement was identified by our collision 
software. The surface of the tracking pattern located within 
and outside of the acetabular fossa were quantified. The 
fossa-foveolar mismatch index was calculated.

The entire procedure, encompassing the excision of 
the acetabular fossa, demarcation of the fovea capitis, and 

Fig. 2  The flow diagram displays the inclusion and exclusion criteria of our study cohort
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Fig. 3  (A) Based on CT of the pelvis and distal femur; (B) we created 
a 3D model; (C) The acetabular fossa was digitally removed; (D) the 
fovea was identified and manually exaggerated; (E) finally, the model 

was subjected to standardized movements within physiological range 
of motion and the foveolar tracking pattern was determined

 

Category Parameters Value
Demography Number of hips (patients) 15 (15)

Age at surgery (years) 31 ± 10 (18–62)
BMI, kg/m2 23 ± 3 (19–29)
Male Sex (%) 4 (27)
Right Side (%) 11 (73)

Diagnosis Femoroacetabular Impingement, % total 15 (100)
  - Cam, % 3 (20)
  - Pincer, % 4 (27)
  - Torsional deformity, % 10 (67)
  - Associated dysplasia 7 (47)

Acetabular radiographic features Lateral center edge angle, deg 27 ± 9 (14–42)
Acetabular index, deg 7 ± 7 (-8–19)
Extrusion index, deg 23 ± 9 (9–35)
Anterior center edge angle, deg 37 ± 13 (17–61)
Anterior acetabular coverage, % 21 ± 7 (0–30)
Posterior acetabular coverage, % 44 ± 9 (32–66)
Total acetabular coverage, % 75 ± 11 (59–93)
Crossover sign, % positive 12 (80)
Posterior wall sign, % positive 11 (73)
Retroversion index, % 11 ± 13 (0–37)
Ischial spine sign, % positive 9 (60)

Femoral radiographic features Neck-shaft angle, deg 135 ± 6 (127–153)
Alpha angle, deg 50 ± 8 (38–69)
Femoral version, deg 33 ± 17 (0–68)

Table 1  Demographic, radio-
graphic, and surgical parameters 
of the patients

Continuous values are expressed 
as mean ± SD (range); other 
values are presented as number 
with percentage in parenthesis 
unless noted otherwise. BMI, 
body mass index
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Fig. 4  The foveolar tracking pattern for all analyzed 
motions is illustrated showing an example of a high and low 
FFM index
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Statistical analysis

We utilized intra-class correlation coefficients (ICC) with 
95% confidence interval (CI) to determine the intraobserver 
reliability and interobserver reproducibility, defining val-
ues > 0.75 as excellent, 0.6–0.75 as good, 0.4–0.6 as fair and 
< 0.4 as poor [8].

Results

Intraobserver reliability

The intraobserver reliability was excellent for all measured 
motions ranging from an average of 0.77 (95% CI 0.52 to 
0.91) for the anterior impingement test to 0.97 (95% CI 0.91 
to 0.99) for the motion of external rotation in 90° of flexion 
(Table 3; Fig. 5A).

Interobserver reproducibility

The interobserver reproducibility was excellent for all 
measured motions, ranging from an average between both 
measurements of 0.81 (95% CI 0.54 to 0.93) for the ante-
rior impingement test to 0.98 (95% CI 0.95 to 0.99) for the 
motion of adduction (Table 3; Fig. 5B).

subsequent determination of the foveolar tracking pattern 
for each distinct motion, was executed by three observers 
(CC, JTS and VP, none of whom were treating surgeons). 
All observers conducted each measurement twice, with 
a minimum of two weeks in between. Using a total of 17 
motion patterns described above in 15 patients analyzed by 
three observers twice, a total of 1530 measurements were 
available for analysis.

Table 2  Calculated values for the 15 patients
Analyzed motions for all patients (n = 15) Fossa-foveolar mis-

match (FFM) index
Flex-/extension index 0.09 ± 0.09 (0–0.27)
Flexion index 0.06 ± 0.08 (0–0.28)
Extension index 0.12 ± 0.16 (0–0.39)
Ab-/adduction index 0.16 ± 0.17 (0–0.54)
Abduction index 0.08 ± 0.14 (0–0.54)
Adduction index 0.17 ± 0.18 (0–0.54)
Int-/external rotation index 0.27 ± 0.09 (0.10–0.42)
Internal rotation index 0.09 ± 0.12 (0–0.42)
External rotation index 0.46 ± 0.23 (0.16–0.85)
90° flexion + int-/ external rotation index 0.19 ± 0.12 (0–0.39)
90° flexion + internal rotation index 0.09 ± 0.15 (0–0.57)
90° flexion + external rotation index 0.25 ± 0.18 (0–0.61)
Anterior impingement test index 0.41 ± 0.23 (0–0.84)
Posterior impingement test index 0.33 ± 0.20 (0–0.62)
30° internal rotation index 0.05 ± 0.13 (0–0.52)
30° external rotation index 0.49 ± 0.35 (0.09–0.98)
Total ROM index 0.34 ± 0.10 (0.12–0.52)

Table 3  Results of the reliability and reproducibility analysis of the fossa foveolar mismatch indices in different motions
Intraobserver reliability Interobserver reproducibility

Observer 1 (CC) Observer 2 (JS) Observer 3 (VP) First measurement Second 
measurement

Flex-/extension index 0.92 (0.80 to 0.97) 0.90 (0.73 to 0.97) 0.93 (0.81 to 0.98) 0.95 (0.87 to 0.98) 0.93 (0.84 to 0.97
Flexion index 0.88 (0.69 to 0.96) 0.93 (0.80 to 0.98) 0.93 (0.82 to 0.98) 0.93 (0.84 to 0.97) 0.88 (0.72 to 0.96)
Extension index 0.93 (0.82 to 0.98) 0.80 (0.49 to 0.93) 0.91 (0.75 to 0.97) 0.97 (0.93 to 0.99) 0.96 (0.90 to 0.99)
Ab-/adduction index 0.96 (0.89 to 0.99) 0.95 (0.87 to 0.98) 0.94 (0.82 to 0.98) 0.93 (0.84 to 0.98) 0.94 (0.86 to 0.98)
Abduction index 0.93 (0.80 to 0.98) 0.95 (0.85 to 0.98) 0.96 (0.90 to 0.99) 0.95 (0.89 to 0.98) 0.95 (0.87 to 0.98)
Adduction index 0.97 (0.90 to 0.99) 0.95 (0.86 to 0.99) 0.94 (0.83 to 0.98) 0.99 (0.96 to 1.0) 0.98 (0.94 to 0.99)
Int-/external rotation index 0.96 (0.88 to 0.99) 0.95 (0.87 to 0.98) 0.81 (0.53 to 0.93) 0.93 (0.84 to 0.98) 0.93 (0.85 to 0.98)
Internal rotation index 0.91 (0.76 to 0.97) 0.96 (0.89 to 0.99) 0.98 (0.93 to 0.99) 0.98 (0.94 to 0.99) 0.98 (0.94 to 0.99)
External rotation index 0.94 (0.84 to 0.98) 0.97 (0.92 to 0.99) 0.96 (0.88 to 0.99) 0.96 (0.90 to 0.98) 0.98 (0.95 to 0.99)
90° flexion + int-/ external rotation 
index

0.96 (0.87 to 0.99) 0.81 (0.52 to 0.93) 0.94 (0.84 to 0.98) 0.86 (0.67 to 0.95) 0.95 (0.88 to 0.98)

90° flexion + internal rotation index 0.77 (0.44 to 0.91) 0.97 (0.89 to 0.99) 0.95 (0.86 to 0.98) 0.95 (0.89 to 0.98) 0.98 (0.94 to 0.99)
90° flexion + external rotation index 0.98 (0.93 to 0.99) 0.97 (0.92 to 0.99) 0.96 (0.89 to 0.99) 0.98 (0.94 to 0.99) 0.98 (0.95 to 0.99)
Ant. impingement test index 0.87 (0.67 to 0.96) 0.65 (0.00 to 0.88) 0.96 (0.89 to 0.99) 0.75 (0.42 to 0.91) 0.86 (0.67 to 0.95)
Post. impingement test index 0.75 (0.40 to 0.91) 0.96 (0.89 to 0.99) 0.96 (0.89 to 0.99) 0.91 (0.79 to 0.97) 0.97 (0.92 to 0.99)
30° internal rotation index 0.84 (0.60 to 0.94) 0.95 (0.85 to 0.98) 0.95 (0.85 to 0.98) 0.97 (0.93 to 0.99) 0.92 (0.82 to 0.97)
30° external rotation index 0.97 (0.88 to 0.99) 0.99 (0.91 to 1.00) 0.99 (0.69 to 1.00) 0.99 (0.98 to 1.0) 0.99 (0.98 to 1.0)
Total ROM index 0.92 (0.78 to 0.97) 0.84 (0.59 to 0.94) 0.87 (0.66 to 0.96) 0.90 (0.76 to 0.96) 0.92 (0.81 to 0.97)
Values are given as intraclass coefficients (ICC) with 95% confidence interval (CI) in parentheses
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with the fovea but likely reflects the reality of the native hip 
without correction. Our approach would even allow to sim-
ulate the correction and potentially predict a mismatch after. 
Second, we analyzed osseous impingement motions only. In 
case of soft tissue contractures or constraints, the detected 
tracking pattern for the fossa-foveolar mismatch might have 
been overestimated. More specifically, it has been suggested 
that soft tissues could reduce a simulated range of motion 
by as much as 20° [1]. This could potentially implicate a 
systemic bias for the FFM-index values by influencing the 
absolute values. Nevertheless, this would not affect com-
parisons between motions of a same patient or pre- to post-
operative values. Third, we quantified a three-dimensional 
problem using a two-dimensional projection. For us, this 
represents a very intuitive method of visualization. We used 
the exact same approach for all measurements, making the 
different tracking patterns comparable between different 
morphologies. However, it still may introduce bias into our 
assessment. Fourth, we use computer analysis only without 
clinical correlation. Since this represents a validation study 
of a method, making sure the reliability and reproducibility 
of the method is acceptable before correlating with a clini-
cal picture is a logical first step. Last, the high percentage 
of female patients may apparently induce a bias. However, 
by using patients with cam, pincer, mixed femoroacetabular 
impingement (with or without femoral torsion abnormali-
ties), as well as dysplasia, we validated the new concept 

Discussion

In the present study we introduce and validate a new con-
cept we call the fossa-foveolar mismatch based on the initial 
description by Klaue et al. [5]. Although our approach uses 
a validated virtual dynamic hip motion algorithm, the defi-
nition of the fossa acetabuli, the location of the fovea capitis 
femoris, the anatomical reference landmarks for calcula-
tion of ROM, and the visual components of the index are 
manually determined. To apply this methodology to a larger 
number of subjects, an evaluation of the reliability and 
reproducibility is mandatory. We can assert that the meth-
odology employed for calculating the FFM index is highly 
reliable and reproducible for all motions of the physiologi-
cal range of motion. This is the first study aiming to quantify 
a long postulated potential pathomechanism for ligamentum 
teres tears.

Limitations

The present validation study has limitations. First, the 
intended complete range of motion pattern could not be 
fully evaluated for all patients. Some patients presented an 
early intra- or extraaricular femoroacetabular impingement 
in terminal motion. We did not include the positions beyond 
the point of collision detection using our software model. 
This can theoretically underestimate the overlap of the fossa 

Fig. 5  The forest plots show the (A) intraobserver reliability and 
(B) interobserver reproducibility of the FFM index for the different 
motions. Flex/Ex: Flexion/Extension; Ab/Ad: Abduction/Adduction; 
IR/ER: Internal/External rotation; 90 Flex IR/ER: Internal/External 

rotation in 90° flexion; Ant Imp test: Anterior Impingement test; Post 
Imp: Posterior Impingement test; Position 30° IR: FFM index in 30° 
internal rotation position; Position 30° ER: FFM index in 30° external 
rotation position;

 

1 3



Archives of Orthopaedic and Trauma Surgery

Funding  Each author certifies that neither he, nor any member of his 
immediate family, has funding or commercial associations (consultan-
cies, stock ownership, equity interest, patent/licensing arrangements, 
etc) that might pose a conflict of interest in connection with the sub-
mitted article.
Open access funding provided by University of Fribourg

Declarations

Conflict of interest  All ICMJE Conflict of Interest Forms for authors 
and Archives of Orthopaedic and Trauma Surgery editors and board 
members are on file with the publication and can be viewed on request.

Ethics approval  Each author certifies that his institution approved the 
human protocol for this investigation and that all investigations were 
conducted in conformity with ethical principles of research.

Open Access   This article is licensed under a Creative Commons 
Attribution 4.0 International License, which permits use, sharing, 
adaptation, distribution and reproduction in any medium or format, 
as long as you give appropriate credit to the original author(s) and the 
source, provide a link to the Creative Commons licence, and indicate 
if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless 
indicated otherwise in a credit line to the material. If material is not 
included in the article’s Creative Commons licence and your intended 
use is not permitted by statutory regulation or exceeds the permitted 
use, you will need to obtain permission directly from the copyright 
holder. To view a copy of this licence, visit http://creativecommons.
org/licenses/by/4.0/.

References

1.	 Atkins PR, Hananouchi T, Anderson AE, Aoki SK (2020) Inclu-
sion of the acetabular labrum reduces simulated range of motion 
of the hip compared with bone contact models. Arthrosc Sports 
Med Rehabil 2:e779–e787

2.	 Byrd JWT, Jones KS (2004) Traumatic rupture of the ligamentum 
teres as a source of hip pain. Arthrosc J Arthrosc Relat Surg off 
Publ Arthrosc Assoc N Am Int Arthrosc Assoc 20:385–391

3.	 Chahla J, Soares EAM, Devitt BM, Peixoto LP, Goljan P, Briggs 
KK, Philippon MJ (2016) Ligamentum Teres tears and femoro-
acetabular impingement: prevalence and preoperative findings. 
Arthrosc J Arthrosc Relat Surg off Publ Arthrosc Assoc N Am Int 
Arthrosc Assoc 32:1293–1297

4.	 Han S, Kim RS, Harris JD, Noble PC (2019) The envelope of 
active hip motion in different sporting, recreational, and daily-
living activities: a systematic review. Gait Posture 71:227–233

5.	 Klaue K, Bresina S, Guéat P, Wallin A, Perren SM (1997) Mor-
phological 3-dimensional assessment, pre-operative simulation 
and rationale of intra-operative navigation in orthopaedic sur-
gery: practical application for re-orienting osteotomies of the hip 
joint. Injury 28:12–30

6.	 Kubiak-Langer M, Tannast M, Murphy SB, Siebenrock KA, Lan-
glotz F (2007) Range of Motion in Anterior Femoroacetabular 
Impingement. Clin Orthop Relat Res 458:117–124

7.	 Leunig M, Beck M, Stauffer E, Hertel R, Ganz R (2000) Free 
nerve endings in the ligamentum capitis femoris. Acta Orthop 
Scand 71:452–454

8.	 Li L, Zeng L, Lin ZJ, Liu M (2015) Tutorial on use of intraclass 
correlation coefficients for assessing intertest reliability and its 
application in functional near-infrared spectroscopy-based brain 
imaging. J Biomed Opt 20:50801

for all pathomorphologies, regardless of the proportion of 
female patients.

Intraobserver reliability

Our findings indicate robust reliability across measure-
ments conducted by three observers. Notably, no discern-
ible motion-related systematic variations were observed. 
The anterior impingement motion, particularly in flexion, 
adduction, and internal rotation, demonstrated the low-
est values. This trend can be attributed to several factors: 
firstly, the identification of early impingement during one 
measurement leads to a general reduction in the FFM index. 
Secondly, the anterior impingement test involves a track-
ing pattern with only four positions, in contrast to the more 
extensive 15 positions required for flexion/extension. Con-
sequently, the presence or absence of individual tracking 
points has a more pronounced impact on the resulting FFM 
value. However, considering these nuances, our comprehen-
sive results affirm the reliability of our methodology.

Interobserver reproducibility

Similarly to intraobserver reliability, we found promising 
values for interobserver reproducibility. The above-men-
tioned effect for the impingement motions also applies for 
this study variable. We could not identify a learning curve 
among the observers between the first and second measure-
ment. The results confirm that manual detection of the size 
and shape of the acetabular fossa and the fovea are not sub-
ject to relevant individual observer-related variations. Thus, 
our methodology can be applied in a large cohort of patients.

When thoroughly analyzing the current literature, we 
could not find any comparable study providing data about 
observer-dependent differences in the setup of FFM includ-
ing the initial description of the phenomenon. However, 
using computerized dynamic hip joint analysis, similar ICC 
values could be found for motion amplitudes [15] and femo-
ral head coverage [17]. This underlines that such a computer 
approach is a valid and useful tool for analysis of central 
lesions of the hip joint in the setting of joint-preservation.

Conclusion

Subsequent studies should concentrate on furnishing a com-
prehensive delineation of the FFM tracking pattern across 
distinct hip pathomorphologies, establishing correlations 
with intraoperative concomitant central lesions, and incor-
porating activity-specific motion patterns for an individual 
patients [4]. Our validated methodology serves as a spring-
board for further pursuit of this scientific inquiry.

1 3

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/


Archives of Orthopaedic and Trauma Surgery

15.	 Tannast M, Kubiak-Langer M, Langlotz F, Puls M, Murphy SB, 
Siebenrock KA (2007) Noninvasive three-dimensional assess-
ment of femoroacetabular impingement. J Orthop Res off Publ 
Orthop Res Soc 25:122–131

16.	 Tannast M, Hanke MS, Zheng G, Steppacher SD, Siebenrock KA 
(2015) What are the radiographic reference values for acetabular 
under- and overcoverage? Clin Orthop 473:1234–1246

17.	 Zeng G, Degonda C, Boschung A, Schmaranzer F, Gerber N, 
Siebenrock KA, Steppacher SD, Tannast M, Lerch TD (2021) 
Three-Dimensional magnetic resonance imaging bone models 
of the Hip Joint using Deep Learning: Dynamic Simulation of 
Hip Impingement for diagnosis of intra- and extra-articular hip 
impingement. Orthop J Sports Med 9:232596712110469

18.	 Zurmühle CA, Stetzelberger VM, Hanauer M, Laurençon J, 
Marti D, Tannast M (2022) New Concepts in Femoroacetabu-
lar Impingement Syndrome. In: Nho SJ, Asheesh B, Salata MJ, 
Mather Iii RC, Kelly BT, eds. Hip Arthroscopy and Hip Joint 
Preservation Surgery. New York, NY: Springer New York; :1–31. 
https://link.springer.com/https://doi.org/10.1007/978-1-4614-
7321-3_172-1 [Accessed October 13, 2023]

Publisher’s note  Springer Nature remains neutral with regard to juris-
dictional claims in published maps and institutional affiliations.

9.	 Murphy SB, Simon SR, Kijewski PK, Wilkinson RH, Griscom 
NT (1987) Femoral anteversion. J Bone Jt Surg Am 69:1169–1176

10.	 Puls M, Ecker TM, Tannast M, Steppacher SD, Siebenrock KA, 
Kowal JH (2010) The Equidistant method – a novel hip joint 
simulation algorithm for detection of femoroacetabular impinge-
ment. Comput Aided Surg 15:75–82

11.	 Puls M, Ecker TM, Steppacher SD, Tannast M, Siebenrock KA, 
Kowal JH (2011) Automated detection of the osseous acetabular 
rim using three-dimensional models of the pelvis. Comput Biol 
Med 41:285–291

12.	 Schmaranzer F, Lerch TD, Siebenrock KA, Tannast M, Step-
pacher SD (2019) Differences in femoral torsion among various 
measurement methods increase in hips with excessive femoral 
torsion. Clin Orthop Relat Res 477:1073–1083

13.	 Steppacher SD, Zurmühle CA, Puls M, Siebenrock KA, Mil-
lis MB, Kim Y-J, Tannast M (2015) Periacetabular Osteotomy 
restores the typically excessive range of motion in dysplastic hips 
with a spherical head. Clin Orthop Relat Res 473:1404–1416

14.	 Stetzelberger VM, Steppacher SD, Siebenrock KA, Tannast 
M Intraarticular damage in patients undergoing surgical hip 
dislocation: Beyond peripheral labral and chondral lesions. 
Swiss Med Wkly. 2020;Supplementum 244. https://doi.emh.ch/
smw.2020.20350 [Accessed July 29, 2021]

1 3

https://link.springer.com/
https://doi.org/10.1007/978-1-4614-7321-3_172-1
https://doi.org/10.1007/978-1-4614-7321-3_172-1
https://doi.emh.ch/smw.2020.20350
https://doi.emh.ch/smw.2020.20350

	﻿Validation of a computerized model for a new biomechanical concept- the fossa-foveolar mismatch- the answer to lesions of the ligamentous fossa-foveolar complex in the hip?
	﻿Abstract
	﻿Introduction
	﻿Materials and methods
	﻿Patients
	﻿Imaging
	﻿New concept: the fossa-foveolar mismatch
	﻿Statistical analysis

	﻿Results
	﻿Intraobserver reliability
	﻿Interobserver reproducibility

	﻿Discussion
	﻿Limitations



