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acetabulum, resulting in premature abutment of the femoral neck into

®* Osseous abnormailities proposed to contribute to labral tears due to
/ FAl include bony malformations in the proximal femur or the
©

/ the acetabulum during the motion of hip flexion with internal rotation



\ PATHOMECHANICS g

* The concept of femoroacetabular impingement (FAI)
was originally described as a femoral head-neck
deformity and a major cause of hip osteoarthritis.

* The abnormal contact between the proximal femur
and the acetabulum causes progressive
chondrolabral injury potentially leading to
osteoarthritis.

®* Excessive osteochondral extension at the
anterolateral femoral neck, referred to as a cam

lesion, or overcoverage of the acetabulum called a §

pincer lesion
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® Pincer lesions & lle-aged, active women.
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\ CLASSIFICATION g
]

Pincer-type FAl is caused by an acetabular cavity

change.

®* The normal
1 within a narrow normality range.
Both the lack of coverage associated with dysplasia

and the excess coverage observed in pincer-type

® FAl cause joint pain and degeneration. As such, the

labrum in pincer-type FAl is degenerated and it can

present intrasubstantial cysts.



* The abnormal morphology of the femoral head-neck junction

% Cam-type FAl is caused by a femoral abnormality. g

can be due to an asphericity of the femoral head and neck

O




1 The third FAI type is referred to as mixed

* It presents an association of pincer and cam changes.
1 . Mixed FAI is

O . .
* mixed-type FAI, the patient usually presents more

predominant characteristics of cam- or pincer-type
morphologies.







swelling or discoloration -
a palpable gap |-

® In the case of a par , Or when

—

testing the various muscle groups, nerves or the hip joint.
7 *Mechanical symptoms such as popping, locking, or snapping of

the hip are present.
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® the prevalence of cam deformities was higher in men (25%) than in

. women (5.4%). More women (19%) demonstrated a deep
/ acetabular socket (pincer deformity) than men (15%).
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® Depending on the history, palpation of the prostate or a
gynaecological examination may be necessary, as may urine
/3 culture and microscopy.




anterior hip/groin lateral hip/trochanter region

2. aching or sharp pain
pain Is aggravated by sitting
| 2xion, adduction,
Internal rota (FADIR) test

. Hip
. Hip are also limited /i



MR arthrogram




o Hipo

o lliopsoas tendinitis/bursi

o Adductor strain

o Athletic pubalgia (sports hernia




o A tabular rim)

® Labral repc

—

f ® femoroplasty (reshaping the femoral head-neck junction).
o




for the first

®* No AROM for the firs 2ks. No active flexion for the first 6

=




the first

®* No AROM fo exion for the first 6

weeks.

- ® No impact loading (jumping, running, swinging a racquet / club / /O
/ bat, etc.) until at least 12 weeks post




for the first

®* No AROM for the s. No active flexion for the first 6
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Knee locking i quadriceps weakness)

Patella extending past the toe during squats (core weakness)
General form degradation 0




® In acute cases, healing will take place within two to four weeks

® Return to play is usually possible within one to three

may ta

® When rehabilitation fails over
® may need to be considered.
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1\) ANATOMY

® A bursa is a sac that usually contains a small amount of fluid

O and functions as a friction-reducing structure between two

anatomical structures, e.g. bone and tendon.

® The trochanteric bursa covers the posterior facet and lies

l . It also

® The subgluteus medius bursa is situated at the lateral and
superolateral facets deep to the gluteus medius tendon
insertion while the subgluteus minimus bursa is located

between the anterior facet and gluteus minimus tendon
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DEFINITION

/1\) ® Trochanteric bursitis (TB), (greater trochanteric

O bursitis (GTB) or greater trochanteric pain syndrome
(GTPS),) is a and frequent cause

of lateral hip pain. Bursitis is characterised by soft-
l tissue swelling, localised pain, synovial thickening

and increased fluid in the bursa

Inflamed
: trochanteric
OMMG 2000 bUf‘SQ
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* Midc |, although young
female athlete _ oping GTB.
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falls directly over the bursa

® Sedentary or bed-bound patients ochanteric
<. constant pressure over the greater t of the

proximal femur co ate the i< of the

r



External coxa saltans
snapping of the ITB or gluteus
maximus over the

greater trochanter

thickening of the posterior aspect of the ITB or anteri
border of the gluteus maximus oping
trochanteric bursa irritation

D pain.

Less commonly, G ult from to

the hip or during hip arthroplasty /



1\\5 CLINICAL PRESENTATION .

y trochanteric
bursitis
O
® Pain to the lateral hip, thigh and knee
® Local tenderness over the greater trochanter
l ® Pain with side-lying on the affected side Pain with WB activities

® Pain with sitting crossed-legged

® Pain with prolonged sitting



increased age, sex, obesity, osteoarthritis of the knee or hip, lowe
back pain, and leg length discrepancy.- that
the hip

r



ability to SLR without pain a log

roll e

® Pain often worsens with prolonged activity volving

standing on one leg

n elicited with adduction amur and relieved with

abduction as this tensions and relieves tension on the overlying
iliotibial band (ITB), respectively.



have localized pain with deep palpation

jump’ sign where palpation

* Hip ROM

 Exa skin is often norma

as the etiology is non-infectious.



1\.\5 The single leg stance test
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1\) FABER test

O

Patrick’s Test
Physiotherapytod oom

I9: CEphy s oherpy o

FABER - Flexion,
Abduction &










ter,

ivulsion
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at exacerbates

with prolong alking. The pain is

usually associated with Trendelenburg gait. Trochanter bursitis pain

increases while sitting with the cross legs. Both conditions are painful

while lying on the affected site.




lateral
side of the trochanter and the feeling of catching and "giving
way" while climbing stairs and running

Pyriformis syndrome leads to
retrotrochanteric pain prolonged s
and getting to bed at night.
differentic ainful entities. A
positive test presen >-creation of deep gluteal pain.



Differential diagnosis

Important signs and symptoms

Hip OA, labral tear, AV, FAI

Pain in 1 or more of the following regions:
deep gluteal region, anterior thigh, knee,
groin.

Positive FADDIR test

Hip locking, giving way

Lateral hip, groin pain and/or deep buttock
pain with passive hip medial rotation
Decreased hip range of motion

Lumbar referral

Dermatome and sclerotome pain pattern will
be present, rather than pain over ITB
specifically.

L2, L3 and LS in particular™®

Inflammatory joint disease

Obvious inflammatory symptoms with
stiffness that lasts more than 1 hour.
Symmetrical symptoms.

Hand symptoms often involved.

Neck-of-femur fracture

Pain around hip joint area and aggravated by
weight-bearing activity Activate Wind




ould be

®* Complico jections include

elevated blood glucose levels (especially in those with poorly

controlled diabetes), injection site irritation, or injected site bleeding /o




* Side-lying

® standing hamstring stretching exercises,
Y ®Clamshells
/) ® proprioception, balancing.




proper stretching, form, and training technique

patients on the positive prognosis -/

on the
- before initiating

's of NSAIDs and corticosteroid inje
freatment. =

* Patients should ratio before proceeding
¢ with treatment. /D



Phase 2 rehabilitation

N
\

Side-lying leg raises,
standing hamstring stretching exercises,
piriformis stretching exercise

Clamshells,
proprioception, balancing,
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® Before returning ation programme should

incorporate plyometric based exercises; this might include things
like bounding, cutting, and sprinting exercises




® Avoic

®* Take breaks if you are doing a repitive task.

r



complete resolution of symptoms

' Resolution with NSAIDs and /or corticosteroid on can be

expecteo several days on of treatment.

il

, although some patients do report o
® return of symptoms with re-irritation or repetitive trauma.
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