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CORRECT clinical DIAGNOSIS can be difficult: 

 

-Variable history  

-Clinical Examination not conclusive  

-Multiple pathologies with similar clinical signs or nonspecific 
symptoms   

-Imaging is not always conclusive 

  



 

 

• Which symptoms are benign 

• Intra or Extra articular origin  

 





History  

• Mechanism of Injury if any  

• Duration of pain   

-Location of pain  

Primary / referred  



• Aggravating activities  

-sitting, walking, standing, sport  

• Mechanical symptoms  

-clicking, catching, locking, giving way  

(psoas, ITB)  

• Paediatric Orthopaedic history  

• Previous surgery  

-hip, hernia, spine   

• Medication  

• Physical therapy (duration, where, improvement) 

 



CLINICAL EXAMINATION 

C Sign 





• Antalgic Gait 

• Trendelenburg’s +ve 

• Single Leg Hop Test +ve 

• Restriction in ROM 

• Positive Impingement test 

• FABER Test 

 

 

Examination 





 

pelvis stable  



• Perls 

-Check Iliopsoas (SI and LB involvement)  

-RoM 

 restriction / hyperlaxity 

(xray)  









Lateral center edge angle 

•Lateral center edge angle  

•Normal is between 25 and 39 degrees 

•Increases with deeper acetabulum and more overcoverage 







FAI  









Cam  





Pincer  



        Acetabular causes of FAI  
 
                 Overcoverage  
 
 
 

Local 

Retroversion  

 

 

Global  
Protrusio Acetabuli  
Coxa profunda  
 
 



Posterior wall sign 

•Posterior wall sign  

•PW line should descend through center of femoral head 

•Medial – deficient 

•Lateral – prominent 

Problem is with the Ac orientation – if posterior coverage is diminished consider PAO  
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Anterior Overcoverage 

Focal anterior overcoverage  

 1. positive cross-over sign (Anterior rim prominence results in projected 

overlap with posterior wall), 2. negative posterior wall sign (PW runs thru 

center of rotation of FH) , and 3. LCE of greater than 25 degrees 



FAI Treatment  





    Surgery that requires thought  

• FAI is NOT painful  

• It is a mechanism  

• Understanding pathology and what to correct is critical - Bad surgery 

can do as much damage to the hip as nature in years  

• Be careful with bony correction it can risk dysplasia or femoral offset 

• Be careful with capsular management !  

This is not FAI  Surgery corrects STRUCTURES not PAIN   



1.  

Data confirms link between FAI hip pain and osteoarthritis  

2.  

Safety and efficacy of surgery in improving symptoms and 

function (early-mid term f/u) 

3.  

FAI is not a disease but a 

 process by which the human hip  

can fail  









Picking Winners - Stratification 



Registry Outcomes 

Outcomes may not be 
universally successful 
Age 
BMI 
Pincer 
DYSPLASIA 



Evaluation of the non-arthritic Hip 





LAYER I 

OSSEOUS LAYER  

 

Structures: femur, acetabulum, pelvis 

Purpose: joint congruence & normal osteo/arthrokinematics 

 

Developmental 

-Dysplasia, femoral & acetabular version, Coxa vara – valga  

 

Dynamic 

-Cam impingement –rim impingement 

 

  



LAYER II 

INERT LAYER 

Structures: labrum, capsule, ligamentus complex 

 

Purpose: static stability of the joint 

 

-Labral tear 

-Cartilage lesion 

-Capsular (synovitis, 

adhesive capsulitis) 

 



LAYER III 

CONTRACTILE LAYER 

Structures: all musculature  (trunk and pelvic floor)–including 

lumbosacral 

Purpose: Dynamic stability 

MULTIPLE PATHOLOGIES (ACUTE OR OVERUSE) 

-athletic pubalgia 

-abductor failure/ITB pain 

-proximal hamstrings syndrome 

-Hip flexor tendinitis 

-psoas dysfunction  



LAYER IV 

NEUROMECHANICAL LAYER 

Structures: TLS plexus, lumbopelvic structures 

 

Purpose: neuromauscular linking and functional control of the entire segment as it 

functions within its environment  

 

-nerve compression syndromes 

-pain syndromes 

-spine referral patterns  



FAI patients had significantly lower Max Voluntary 

Contraction strength than controls for hip adduction 

(28%), flexion (26%), external rotation (18%) and 

abduction (11%). TFL EMG activity was significantly 

lower in FAI patients compared with controls 

(P=0.048), while RF EMG activity did not differ 

significantly between the two groups (P=0.056). 
Demonstrate CONTRACTILE DYSFUNCTION as a result 
of structural pathology and pain  



 

• Layer IV 

• Layer III 

Re-education of core and hip stabilizers  

Kinematic chain must be addressed (i.e. 
hypermobility, restriction pelvic obliquity can 
cause muscle imbalance) 

 

• Layer II 

Resolve muscle restrictions 

 
Layer I 
The most challenging  



• Develop routine  

History/examination 

Layer algorithmic approach as guidance  

 

 

• You cannot visualize pain – THINK OF 

HIP BLOCK  



Atraumatic Instability  

Patients with generalized ligamentus laxity 

(hypermobility syndroms)   

Case Study 1  



The hip is considered an inherently stable joint 
by virtue of its bony geometry.   

Static & Dynamic soft tissue stabilizers are 
important in maintaining joint congruity.  



CAPSULAR ANATOMY  

The anterosuperior portion of the capsule 

is the thickest – maximal stress at standing  



Result of dynamic overuse – repetitive rotation and 

axial loading 

This leads to strain and possible 

plastic deformity of the anterior 

capsular stabilizers  

Microinstability (laxity with symptoms)  

The dynamic stabilizers overwork 

(iliotibial band tightness, iliopsoas 

tendinitis)  

The result of  motion patterns can 

progress to labral and chonral injury  



Hip dysplasia – greater demands on the capsule and labrum 

1. Hypertrophic labrum 

2. Enlarged LT 

3. Thickening of the capsule 

4. Capsular redundancy  
Soft tissue strain around the hip 



Case Study 2  



The rotator cuff of the hip 



Epidemiology 
and Presentation 

Lateral pain is the main symptom 

frequent at nights when lying down on a bed 

or early in the morning 

activities like long walks, stairs, and slopes 

Trochanteric hypersensibility 



The hip lag sign 

slight or moderate limping 

Trendelenburg sign 

30-s single leg stance 

evaluation of muscle strength 

neurologic status 

lumbar spine 

If THA, the stability /integrity 

of the prosthetic joint must also 

be checked. 

passively extends the hip 10°, abducts 20 

maximally internally rotates the hip with the 

knee in 45° of flexion 



Imaging  
MRI is the gold-standard examination of the 

anatomy and pathology of the abductor 

muscles and tendons. (sensitivity 73% and 

specificity 95%) 



Degenerative chronic tears:  

intermittent pain 

age-related 

poor tissue quality/fatty atrophy/diminished vascularity 

Iatrogenic tears:  

Secondary to lateral—transtendinous hip approaches. 

Traumatic tears: An uncommon presentation or acute on 

chronic 

In patients with small- and medium-size 

tears and mild retraction when 

conservative treatment failed  



The trochanderic bursa is 
excised to reveal the GT 
tendons of Gme and 
Vastus Lateralis  
 

If tear not apparent = lies on deep surface a 
longitudinal split with beaver knife 
Debride the pathological tissue    

PARTIAL THICKNESS & SMALL FULL 
THICKNESS Gme TEAR 



Identify tear – footprint  
Resect enthesophyte – bone spur 
A bleeding bed is created to enhance healing  
Burr – microfracture – rasp  
Remember SOFT BONE  



Anchor should be placed in the lateral 
facet of GT thru the split – use II 
Usually, 2 anchors  
DISTAL & PROXIMAL to lateral facet  
 
Pass each suture individually thru the 
tendon and the anterior portal  

Thru anterior portal grasp one suture from  
Each of the two anchors pulling it out  



• Lateral hip pain 

• MR – special sequence  

• PRP 

• Home physio  (12 m) 

 

 



CASE STUDY 3  





Chondrocalcinosis 



PVNS – Giant cell tumor  

2001  



2002  







Osteoid Osteoma  















THR 



TYPES OF HIP REPLACEMENT 
 

And why do they exist 
 

Where is the decision of which what when is or should 
be based on  

Current trends (robotics etc)   





FIXATION 









Hybrid  



Reverse hybrid 



cement 







what do any of us mean when we 

say an operation works? 

 



patient/surgeon 

  

surgeon/surgeon 

 

simply because we see things from 

different points of view 



What's in a name?  

That which we call a rose by any other word 
would smell as sweet….. 

 
In Act II, Scene II 

Wil Shakespeare 



-satisfactory pain relief satisfactory  

-hospital experience 

-meeting preoperative expectations 
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