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Common Hip Diseases and Their Imaging Studies

Kee Hyung Rhyu, M.D.

Center for Joint Disease, Kyung Hee University East-West Neo Medical Center

Hip joint is one of the most deeply located joint in human body. Moreover, most clinical symptoms of various hip dis-
eases are vague and confusing. In these reasons, the imaging modalities of hip have been extensively studied and
developed. From a plain radiograph to more complex MR arthrography, various techniques are now available. In this
brief review, the long and short of imaging modalities and clinical examples of common hip diseases will be intro-
duced. The most important significance of diagnostic imaging is its clinical relevance. It is because when we know the
characteristics of the imaging modalities and the disease itself, the optimal approach to a patient can be achieved, but
when we do not know, the expensive images can only be a meaningless picture.
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HEo] 21& Aol 2 cm ol YAIsH= IA
<= v (Fig. 1). o] @AM = aadoly
ZHES] BoFE ofy e} skA &) o], v ] 2 T
& 3 F Ut S SRE A 9} npxbrbA|
2 A%d A4S 4 9 AFS FehAA ZYst
© ol 13d #EAY A3 Y, Ay A
SOl AAHe] v E gotsly] Hal s AoRE
FAE I oy, HE AT Fak Y4 EE AF
Zlo] Kol Aol FAA = Aol 7} glso] &

G A AR 2ok (Fig. 1), e =5 =2
Absolu 2 A SolA e A ARl A B ¢
A3 g 92 F e AFE AR 2Ho
U =-dx 4&, g 3 T AHE AT
T A Sl dEEAY AAE dod Qe
Ao A= A EakA] g Aol H 5 5 Y
Cross—table S 4 ¥t A& =3,
AAZ A el Al HARA S REE | 4 20~30%

7he v o m AAAA # T (Fig. 1. 844
o 1A o} WA O] Aol wheh woli= el W

Frog-leg ¥ ARIE 849 3448 94 98 & s3] 9 5 9ot & Bk v
4 A7 e AT QS B Aol s 9% A4 B Bl e Qs
T ZW PR B HAW TR L uITEY Qe 5 Y3, 29 hHBY 2] Yk FFE

Fig. 1. Examples of commonly used plain radiographs of hip. (A) The optimum AP radiograph of hip shows that
the pelvis is not tilt, the sacrum points toward the symphysis pubis and the tip of coccyx is within 1~2 cm
distance form the symphysis pubis, (B) Frog-leg lateral radiograph delineates lateral images of proximal
femur, (C) Cross-table lateral radiograph shows planar anteversion of the acetabulum, (D) False profile
view shows anterior coverage of hip.
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AAY A& 483 HogE - e
(Oblique or Judet view), 134 o] A

7ol Ay

9l = false profile view%-©] 2t (Fig. 1).
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AT 9 o, FAHd, A =49 . 53
Zadte &% S7HE #E A9 AAL The ek,
Bk o] dlS AARRE AALR gld
A= Aol Aok

v Sk B A, A AR A
oM thyE AR5 FACR /M & Addg v =
WA e] F7 dlo] AAAAA oA S & =
SIARE oF 1~2 ml 7} S7He A 5 Qo
(Fig. 2). 2599 A2 dd N o] i ohyet
obfg] Lol i SUHE BAE N HAE =
o gelahiA Ao g AT} Tt 9
FHO R dry—tape H= F AL FH UE £
2olu MA 2 93t contaminations e 4 Sl

Fig. 2. Sagittal ultrasound image of hip joint reveals
subtle increase of intra-articular fluid (arrow).
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& stolw HAF Al g
O g ghst AALE A8

o] 9lof = TFoju} 9] TS #F T gl
7H B2 Zlo] t g A+ (quadriceps femoris)
3} £33 (hamstrings) ©]t}. F4 gtdo]ehd A4}
Aol 280 7Y 7 woko] Wyl Al £

MU o & R X

o e 74 (low echoic) o] Fo] #zd 4
(Fig. 3). W& Wi 39d Aol AallF
oo YOIANE 25 EA A9 FF, A=
ANSS BFe Folomg A Wy LI
g = loh, E3 o)A Mgl T dEo
=

3. =23 AkHbone scintigraphy, bone scan) Z At

BFA AAHE Mol A Qojihs HIALE (meta-

Fig. 3.

47 year old male complained painful swelling of
right proximal thigh after strenuous activity.
Sagittal ultrasound image of his right proximal
thigh shows segmental loss of normal muscular
pattern and collection of low echoic mass sug-
gesting partial substantial tear of vastus later-
alis muscle.
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S opae 2 o A gE Beo B8 13 Fig. 4. Acetabular labrum or articular cartilage usually
o= TEE T b ARTer 5 E 68 =0 A4 cannot be delineated in routine T1 weighted
Ho| Fopo] AT A% FFo| A4S Fotaln MR images (arrow).
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Fig. 5. Conventional MR arthrography of hip can clear-
ly reveal acetabular labrum and adjuvant artic-
ular cartilage. The leakage of dye into the sub-
stance or peri-labral tissue (arrow) suggests
labral tear. Compare this image to figure 4.
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Fig. 6. The typical crescent sign (arrows) can be rec-
ognized in frog-leg lateral radiographs more
easily than true AP radiograph.
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labrum and bony acetabulum suggests labral
tear. Arrows show the outer margin of acetabu-

hypoechoic gap between the acetabular
lar labrum.
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intensity (arrows) is the typical finding of

The geographic fibrous band with low signal
osteonecrosis of the femoral head.

Fig. 7. T1 and T2 weighted MR coronal image of hip.
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Fig. 9. With sagittal ultrasound image of pediatric hip, dysplastic hip can be classified. (A) « angle is an angle
between the outer wall of ilium and bony roof line (a line drawn from bony acetabular margin and lower end
of ilium). (B) B angle is an angle between the outer wall of ilium and cartilage roof line (a line drawn from
bony acetabular margin and center of acetabular labrum).
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T T Tol U F U ol HE} HIETL A stol]l AAE Algste] 318 4 lvh(Fig. 10).
Al Qkal G 7&’\} LSt A3 Solzo]ojA] A gt

POST-ASPR

Fig. 10. A 70 year old lady complained pain at buttock when she sits on a hard chair. (A) The ultrasound reveals
large soft tissue mass at her ischial area. (B) Putting a firm pressure on the transducer, we can confirm that
the mass is not a solid mass. (C) Under the sonographic guidance, aspiration was performed. (D) After the
aspiration, ultrasound confirms the shrinkage of mass. Patient’s symptom also improved immediately.
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