Examination of the hip

Pain arising from the hip joint may be felt at several different sites, most commonly in the groin or in the lateral aspect of the thigh. Less commonly pain may be felt deep in the buttock, the back of the thigh or in the innermost aspects of the thigh, pain may also radiate down the leg. However, make sure that this isn’t REFERRED SPINAL PAIN. 

Look

Deformities

While standing the examiner looks for deformities of the hip, lower leg and lumbar spine from front, back and side. Fixed deformities may occur with the hip held in either flexion, external rotation and adduction or abduction. The most common deformity is a flexion and external rotation of the lower leg as the hip is usually more comfortable in this position.

a) Fixed flexion deformity

May be apparent on inspection, but may be masked by compensatory movement in the lumbar spine and pelvis producing an exagerated lumbar lordosis and anterior rotation of the pelvis. When the patient lies supine on the couch the hip may appear to be straight but the underlying flexion deformity may then be revealed by performing Thomas’s Test (see later).

b) External rotation

This is usually obvious as the lower leg (Foot and patella) are rotated laterally.

C) Adduction/abduction

Again obvious. Adduction deformity may follow arthritis, shortening of the leg or protrusio acetabuli. Abduction is less common and occurs after fracture of the femoral neck or anterior dislocation of the head of the femur.

Gait

Stages of the gait cycle
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Wide variations in gait can be seen. Abnormalities include:-
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Antalgic:
produced by painful hip as patient stands for as short a time as possible on the affected limb, and longer on the non-affected limb

Trendelenburg:
The abductors are unable to stabilise the hip as the body weight is transferred to the affected side and so the pelvis tilts or drops towards the opposite side

Waddling: Also known as “DUCK” gait occurs when both abductor muscles are weak.

Swinging gait: due to an ankylosis of the hip the patient has to swing the whole of the lower limb forwards and backwards from the lumbar spine.

Uneven gait:
resulting from leg length inequality

Trendelenburg test
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This tests the ability of the abductor mechanism to stabilise the hip while the patient is standing on one leg. Normally if a patient stands on one leg the abductor muscles on that side will contract to maintain pelvic stability. 

The Trendelenburg test is positive when the patients stands on one leg and the opposite side of the pelvis then drops (in diagram a) is normal and b) is positive test). This test indicates that the hip abductors are unable to function properly which may result from muscular weakness or inadequate leverage due to abnormalities of the upper femur.

FEEL

Many of the bony landmarks and soft tissues around the hip are easily palpable. The iliac crest can be felt easily along with the anterior superior iliac spine. The greater trochanter of the femur can be located a palm’s breadth below the iliac crest. Posteriorly the posterior iliac spine can be located and it usually lies underneath the Dimples of Venus.  The hip joint is place deeply under thick muscles and so it is difficult to detect synovial swelling. 

Tenderness over the greater trochanter is commonly found in trochanteric bursitis, over the adductor origin in adductor tendinitis (groin strain), or in patients psoas tendinitis over the psoas insertion into the lesser trochanter. 

MOVE

Hip movements

Flexion (active & passive)

Extension (active & passive)

Rotation (internal and external) (Passive)

Abduction (active & passive)

Adduction (active & passive)

Thomas’s Test

With the patient lying supine the contralateral hip is full flexed passively by the examiner. This straightens out the lumbar lordosis and the pelvis will then flex. The affected hip is observed to develop a degree of flexion deformity.
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Leg length inequalities

This can be either “True” or “apparent” (postural) and results in the patient developing an antaligic or limping gait.
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a) in real shortening, one leg really is shorter than the other

b) in apparent shortening, the adduction contracture at the hip or a compensatory lordosis at the spine makes one leg appear to be shorter than the other.

True shortening

This is measured in lying with the pelvis perpendicular to the long axis of the body and with the legs in a similar degree of abduction. The measurement is taken from the anterior superior iliac spine to the medial malleolus.

Leg length can also be measured from the ziphisternum but this does not account for the position of the pelvis. 

