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K1 ORI EAPE & RBRE SRR & o B

Collapse (n = 56) Non—collapse (n = 65) pfE
LCEA () 28 32 <0.01
ACEA () 58 59 0. 42
PCEA () 99 101 0. 46
AASA () 60 61 0.88
PASA () 95 96 0. 40

LCEA = lateral center—edge angle; ACEA = anterior center—edge angle; PCEA = posterior center—edge angle;

AASA = ante cular sector angle; PASA = posterior acetabular sector angle

FK2 KRIRE YR & KBREIREEE & o B

LCEA < 28° 0dds ratio pfE
DEIE () (95% CI)
JIC type A+B 9
C1 38 6.52 (1.64 to 43.83) <0.01
C2 48 9.84 (2.34 to 68.38) <0.01
Steinberg grade A 14
B 13 0.89 (0.15 to 7.04) 0.90
C 51 6.44 (1.57 to 43.90) <0.01

JIC = Japanese Investigation Committee; LCEA = lateral center—edge angle
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X1 EHEFE O/ T AL Tk

(A) FEEIRIBITE I T, lateral center—edge anglel I AR E 58 H1.00 182 TR ELHR & B 5.0 DR E F MG 2185
BEDIRTAELLT-, (B) FIRWIHEIIZI VT, anterior center—edge angle & posterior center—edge anglelZ. ¥ H
DAL TEEM L F T LE TR, SRR EIMED 2T AL, (C) #2451 T, anterior
acetabular sector angle & posterior acetabular sector anglel, ‘B EE LA RS K LR S B EET L EFAZEATRK. A&
% iF A BmDRRED 2T A E LU T-, LCEA = lateral center—edge angle . ACEA=anterior center—edge angle, PCEA=

posterior center—edge, AASA=anterior acetabular sector angle, PASA=nposterior acetabular sector angle,
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