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Hip 

Hx Questions

� Age of pt
� PMHx
� MOI
� Snapping - H’ syndrome

� in & around H’ = slipping of 
iliopsoas tendon

� External snapping =  IT 
band or glut max

� Intra-articular snapping = 
Acetabular labral tear or 
loose body 

� Onset of pain 
� Condition improving, 

worsening, or staying the 
same

� Details of present pain
� Groin pain along front and 

medial side of thigh = H’
pain

� L H’ pain = trochanteric
bursitis or tear of glut 
medius tendon 

� Back or L H’ = L spine pain 

Hx questions continued

� Alleviates
� Aggravates
� Usual activity level 
� Exact location of pain

Observation 

� Gait 
� K’ bends earlier to less time on leg
� Length of stride shorter on injured leg
� Leg swings
� Balance of pelvis
� Trunk flexion verses trunk extension
� External rotators tight – toe out – what will the 

patellae look like? 
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Observation

� Weight distribution 

� Balance

� Traumatic H’ dlc
� P’ – shortened, adducted, & medially rotated
� A’ – abducted & laterally rotated; cynotic

� Leg length 

� A’, P’ & L’

Angle of Inclination:
Coxa vara vs Coxa valga

� Vara
� Angle less than 120*
� May result in:

� Genu 
� M positioned patellae 

� Valga
� Angle more than 135*
� Maybe result in:

� Genu
� L positioned patellae 

Angle of torsion

� Anteversion
� 15*+
� Results in

� Internal femoral rotation

Angle of torsion cont

� Retroversion 
� Angle is less than 15*
� Results in 

� Ext rotation of femur
� Toe-out 

� See next slide
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Craig’s test/Ryder Method

� Prone w/ K’ @ 90

� Palpate P aspect of greater trochanter

� Passively I & E rotation until trochanter is 
parallel w/table

Trendelenburg’s Sign

� Tests the stability of the H’ & the ability of 
the H’ ABD to stabilize the pelvis or the 
femur.  The pt. stands on 1 leg.  N’ly the 
pelvis on the opposite should rise.

� + sign
� pelvis on the opposite side 

drops

� Indication

Adduction Contracture Test

� Supine; ASIS level; legs straight

� Pt should have a perpendicular line b/t
legs and ASIS 

� + sign 

� Indication
� Test length of adductors

Making corrections to pelvis does not help px
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Abduction Contracture test

� Supine; ASIS level; legs straight

� Pt should have a perpendicular line b/t
legs and ASIS 

� + sign 
� Affected leg forms angle more than 90*

� Indication

Making corrections to pelvis does not help px

Sign of buttock (SLR)

� Supine; perform SLR test

� If limitations on SLR
� Examiner flexes pt K’ to see if further H’

flexion can be obtained
� If H’ flexion does not increase, the lesion is in 

buttocks or H’, not sciatic nerve or HS muscle

Leg Length 
Discrepancy

Weber-Barstow Maneuver

� Used to determine leg 
length

� Visual method; supine
� H@ 45* and K’ @ 90*
� Palpate distal end of M 

malleoli w/ thumbs
� Pt lifts pelvis off table; 

then returns
� Passively / legs & 

compare thumbs
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True leg length discrepancy

� Is caused by an anatomical structural change in the 
lower leg resulting from congenital maldevelopment

� Testing method
� pt. is supine, pelvis square on the table with 4 – 8” b/t feet.  

Make sure both legs are = distance from the mid line so that 
they are =ly ABD or ADD.  Measure from ASIS to L malleolus
b/c measuring to the M malleolus may not be as accurate if 
they are a larger person or have large muscle girth.  Measure 
to the distal end of the malleolus.  A slight difference is 
considered to be normal (1-2 cm).

� If 1 leg is shorter than the other, then measure the distance 
from:

� iliac crest to the greater trochanter
� greater trochanter to the jt line on the L aspect of the K’
� from the jt line to the M side of the M malleolus to find the length 

discrepancy

Apparent/ functional leg length 
discrepancy or functional 

shortening
� Result of compensation for a change that may 

have occurred b/c of positioning rather than 
structure. I.e. unilateral foot pronation.

� If true = N; this is different – a functional px
exists

� Testing Method
� measure distance from xiphoid process of the 

sternum or from the umbilicus to the M malleolus.  
� These values may be affected by: muscle girth, fat, 

muscle wasting, asymmetrical positioning.

Standing leg length

� 1st assess in relaxed stance

� Palpate ASIS & PSIS, note asymmetry 

� Then place pt in symmetrical stance & 
subtalar neutral, toes facing forward, K’ /

� Again assess ASIS & PSIS

� If structural LLD, SI jt dysfunction or weak 
glut medius

Functional Leg Length True Leg Length
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Palpations
See palpation sheets

AROM/PROM

� If hx indicates 
repetitive motions, 
sustained posture or 
combined movements 
cause Sx – do these 

� Watch for substitute 
motions
� i.e. H’ flexion look for 

pelvic rotation

� What is the pt position 
to measure?

� What is N?
� H’ flexion
� H’ extension
� H’ internal rotation
� H’ external rotation
� Abduction
� Adduction 

RROM

� H’
� Flexion
� Extension
� Internal rotation
� External rotation
� Abduction
� Adduction

� K’ flexion
� K’ extension 

� Concentric 
� Eccentric

Strength

� RROM

� MMT
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Special tests

� Do only those that you believe will confirm 
your dx Injuries & 

Special Tests

Groin or Hip Flexor Strain
� MOI-sudden burst or contraction, or stretching of the muscle
� Conditions that may contribute to strains
� - lack of flexibility
� - fatigue
� - inadequate warm up
� - muscle weakness
� - muscle imbalance
� pain, tenderness over muscle, spasm, and loss of function, motion or 

strength
� Sx increase with AROM –Pt c/o discomfort localized particularly with 

faster  speeds and increase knee lifts (high knees)
� More severe strains pt may have heard a pop and experienced immed. 

Loss of function
� Discoloration
� May be able to feel or see deformity
� Placing muscle on a strain reproduces the pain

Patrick’s or Faber Test

� Figure 4 test.  The pt. is supine in figure 
four position.  The examiner slowly 
lowers the test leg in ABD toward the 
examining table

� + sign— test leg’s 
remaining higher than the leg 

that is straight

� Indication—
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Thomas Test

� Pt. supine, check for excessive lordosis which is 
usually present with a tight H’ flexor.  

� Passively bring 1 K’ to chest to flatten lumbar 
area.  

� Pt then holds K’ to chest.
� + sign

� A - Straight leg raises off the table
� B - Lower leg moves into /

� Indication –
� A –
� B --

Rectus Femoris Test/Kendall 
test/method 1

� Supine; K’s over end of table 

� Pt brings 1 K’ to chest

� + sign 
� Straight leg comes off the table  

� Indication 

Ely’s test

� Pt. lies prone, examiner passively flexes 
the pt. K’

� + sign-
� Flexion of the K’ causes H’ on the same side 

to flex

� Indication-

Quad/Ham strains

� Any or all muscles
� Varies from mild pull to complete rupture
� MOI

� Dynamic overload of structure during eccentric contraction 
� Not sufficiently warmed up 
� Tight quads
� Imbalance b/t Q B

� Sx
� Large bulge possible 
� Pain � leg
� Tenderness localized
� Inability to contract
� K’ � limited 
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90-90 SLR test 

� Supine; flex B H’s to 90* w/K’s flexed

� Pt grasps P thigh; then Actively /s K’s

� + sign
� Pt can not get to 20*

� Indication

HS contracture test

� Long sit position; 1 K’ flexed against chest
� Pt attempts to touch toes
� Repeat on opposite 

side
� + sign

� Pt should be 
able to touch toes

� Indication

Quad. Contusion

� MOI
� Direct blow 

� Sx may range from mild tenderness with little 
decrease in ROM to marked pain, swelling, and 
disability

� Frequently the athlete will continue activity
� Sx will increase with activity
� May lead to Myositis Ossificans
� Describe this pt hx.

Myositis Ossificans

� Can occur any where in the body but typically in 
the quad. 

� MOI 
� returning too soon
� repeated quad. contusions 
� Massage or heat is applied
to hematoma
� Poor Rx 

� Bony deposits form
� A palpable mass within the muscle
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IT Band

� An inflammatory px that develops deep to 
the IT band, MOI-repetitive stress

� C/o pain over lateral femoral condyle or 
greater trochanter

J Sign or stroke

� Same as Thomas test

� BUT
� If leg does not lift off the table but instead 

ABDs
� Indication

� Tight IT band on /ed leg 

Ober’s Test

� Side lying; with the lower leg 
K’ & H’ flexed.  
� Passively ABD & / the pt. upper leg w/the k’ /ed or flexed 

to 90 degrees. 
� Slowly lower leg.
� + sign- the leg stays in ABD and does not fall
� Indication-

Noble Compression 

� Supine; K’ flexed 90*; H’ @ 90*

� Apply pressure to L femoral epicondyle 

� Pt /s K’ slowly 
� + sign

� Indication
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Piriformis Syndrome

� MOI- sciatic nerve is compressed
� Spasm or hypertrophy of muscle 

� C/O
� Piriformis is tender to palpate
� H’ ABD and Ext. Rot. are weak
� Localized pain over piriformis muscle (between the 

ischium and the greater trochanter)

� Tingling/burning may occur
� Pain w/ passive Int Rot of / H’
(Freiberg Sign )

Piriformis test

� Side lying; test leg up; H’ flexed to 60* w/K’
flexion. 

� Stabilizes the pelvis w/1 hand & apply 
downward force w/ the other hand to the L 
aspect of the K’

� + sign
� Pain in the area

� Indication

� If the piriformis muscle is pinching the sciatic nerve 
pain will be in butt and down the leg.

Acetabular Labrum Tear

� MOI -

� May be painful with passive hip flexion, 
adduction, and medial rotation

� Especially if clicking sensation is felt or 
pain in groin area

A’ labral tear test

� Supine position

� Passively H’ into full flexion, L rotation, & 
full ABD

� Then / H’, w/ M rotation & ADD
� + sign 

� Pain or pt Sx 
or click

� Indication 
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P’ labral tear test

� Supine

� H’ into full flexion, ADD, & med rotation

� Then passively move H’ into /, ABD & L 
rotation

� + sign 

Sublux Hip

� landing on knee sending the force up the 
long axis of the femur

� May interrupt blood supply to the head of 
the femur

� Cartilage degeneration

Dislocations
� Result from considerable force; NEVER reduce DLC; remove athlete

on backboard immediately and transport to hospital.
� Posterior (most common)

� H’ is flexed and add w/a P axial force 
� fracture may be associated
� leg length will be shorter, adducted, and medially rotated

� Anterior-
� RARE but ABD and laterally rotated

� Pt. will present with
� severe pain localized in hip
� inability to walk/ immediate disability
� ROM impossible
� affected side will rest in unique position

� easy to recognize

� **Complications

� Compressed Sciatic Nerve

� Avascular Necrosis of femoral head. This 
may occur up to 6 months after injury. 
More common with injuries that are out of 
joint for an extended period of time.

� Osteoarthritis- may occur later in life
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Nelaton’s Line

� Supine 

� Imaginary line from ischial tuberosity to 
ASIS

� + sign – greater trochanter above the line
� Indication 

� H’ dlc

Sciatic Nerve (L4-S3)

� May be injured anywhere along its path.
� Pt. will present with high steppage an inability 

to stand on the heels or toes
� Sensory difficulties in the entire foot except the 

medial arch
� Muscle atrophy
� Burning and hyperesthesia may be felt in the 

sacral and/or glut. Area
� Medial rotation with hip extension accentuates 

problems

Trochantric Bursitis

� Function of bursa - lessen friction as the tensor fascia 
latae slides over the trochanter during movement.

� MOI—
� Landing on the outside of the hip
� Abnormal running mechanics with the feet crossing the midline 

of the body (increased ADD)
� Wide pelvis
� Genu valgum
� Palpation will cause pain
� Swelling over the bursa
� Hx of increased in frequency, 
intensity & duration of training 
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Femoral fx

� MOI 
� Torsion or shearing 

force

� Immediate loss of 
function

� Extreme pain
� Deformity

Stress Fx

� MOI- repetitive loading activities; 
relatively uncommon

� Pain at the site of stress fx
� In the beginning rest alleviates pain; 

however it worsens rest no longer 
alleviates pain for the athlete

� Pain may be referred to the knee
� May have decreased ROM depending on 

the sight of the stress fx

Hip Pointers

� Contusion to the iliac crest, ASIS, or both
� MOI - direct contact
� Discoloration
� Swelling
� Active movement will not 

increase the pt. pain level
� Very point tender
� Avulsion of muscle from bone; 

rarely is the iliac crest fractured
� C/o difficulty walking and standing 

upright due to pain and spasm

Avascular Necrosis

� H’ joint is filled with 
excess fluid as a 
result of inflammation.  
This inflammation 
increases pressure to 
the structures that 
supply blood to the 
head of the femur.  
The bone cells die. 
Pt. will c/o continued 
and severe H’ pain 

Avascular necrosis of 
the capitate
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Slip Capital Femoral Epiphysis

� Not a true athletic injury but athletics may 
exacerbate the condition.  It is the displacement 
or slippage of the femoral head on the femoral 
neck and occurs as a result of a growth 
disturbance.

� MOI may be minor b/c the problem is more 
mechanical than trauma related

� Pain 
� Felt in the groin area but can be referred to the knee

� Decrease hip ROM


