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2. Background 
	

Until recently, there was little understanding of the causes of hip pain in young adults. A few 
of these patients had established osteoarthritis, inflammatory arthritis, avascular necrosis, 
fractures or childhood hip disease, but the majority had no specific diagnosis. In the last few 
years there has been increasing recognition of the syndrome of FAI, which seems to account 
for a large proportion of the previously undiagnosed cases of hip pain in young adults.1,2 
Subtle deformities in the shape of the hip (ball and socket joint) combine to cause 
impingement between femoral head (ball) or neck and the anterior rim of the acetabulum 
(socket), most often in flexion and internal rotation.1,3 Excess contact forces lead to damage 
to the acetabular labrum (fibrocartilage rim of the socket) and the adjacent acetabular 
cartilage surface.1 FAI seems to be associated with progressive articular degeneration of the 
acetabulum and may account for a significant proportion of so called idiopathic osteoarthritis, 
although this remains unproven.3 The shape abnormalities of the hip joint are typically 
divided into three categories:3  

• Cam-type, in which the femoral head is oval rather than round, or there is prominent bone 
on the femoral neck;  

• Pincer-type, in which the rim of the acetabulum is too prominent, in one or more areas of 
its circumference; 

• Mixed-type hip impingement, which is a combination of cam and pincer types. 

Surgery can be performed to improve bone shapes in order to prevent impingement between 
the femoral neck and rim of the acetabulum. In the case of cam-type FAI this usually involves 
removal of bone at the femoral head-neck junction. In the case of pincer-type FAI, it may 
involve removal of bone at the rim of the acetabulum. At the same time as bony shape 
improvement, any soft tissue damage to the cartilage or labrum as a result of the FAI is 
debrided, repaired or reconstructed. Surgery can be undertaken using either keyhole 
(arthroscopic surgery) or more traditional open surgery to access the hip joint and correct the 
hip shape abnormalities associated with FAI.  

Surgery for FAI has evolved more quickly than our understanding of the epidemiology or 
natural history of the condition4-8, yet it is becoming an established treatment within the NHS. 
The risks of complications from open surgery are greater than those for arthroscopic surgery9 
and current evidence suggests that the outcomes of arthroscopic treatment for the symptoms 
of FAI are comparable to open surgery.10 Consequently, hip arthroscopy for FAI is a rapidly 
growing new cost pressure for the NHS. Three systematic reviews have shown that no RCTs 
have been conducted to measure the clinical or cost effectiveness of either surgery or non-
operative care for FAI8,11-13, and we have recently confirmed this in a Cochrane systematic 
review (not yet published). In particular there is no RCT of hip arthroscopy compared with 
conventional care in patients with FAI. 

Multi-centre randomised controlled trials (RCTs) are acknowledged to be the best design for 
evaluating the effectiveness of health care interventions as they provide robust evidence.14,15 
However, there are often major challenges in performing RCTs of surgical technologies25,  
and there have been concerns that an RCT of hip arthroscopy in FAI might not be feasible. 
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3. Feasibility and pilot studies 
	

A feasibility and pilot study commissioned by HTA (HTA 10/41) has been completed. It 
comprised: (i) a pre-pilot phase including patient and clinician surveys and interviews, and a 
systematic review of non-operative care; (ii) a workload survey of hip arthroscopy for FAI; (iii) 
development of best conventional care and arthroscopic surgery protocols; (iv) a pilot RCT to 
measure recruitment rate; and (v) an integrated programme of qualitative research (IQR) to 
understand and optimise recruitment. 

4. Scientific Plausibility of Personalised Hip Therapy (PHT) 
	

The symptoms of FAI are believed to be the result of impingement between the femoral head 
and the acetabulum (the hip ball and socket joint) due to abnormalities of shape and pelvic 
orientation. These abnormalities are thought to predispose to early and repetitive contact 
between the femoral head and the acetabular labral and articular surfaces during movement 
of the hip joint. This contact may cause damage to the soft tissues around the hip including 
the labrum (cushion around the hip, which then causes pain. 

The personalised hip programme (PHT) has two goals: 

• Control and reduce symptoms 
• Prevent recurrence of symptoms 

The programme will achieve this by teaching patients new techniques and ways of moving 
during everyday tasks and leisure activities to reduce and avoid hip impingement. PHT will 
focus on improving the stability and fine control of movement around the hip, as well as 
improving the strength and flexibility of the joints and muscles close to the hip. Through this 
PHT patients will be equipped with the right knowledge and skills to modify and maintain 
ways of moving to reduce and avoid impingement. These improved movement patterns are 
consciously learnt to begin with but become routine with practice over time. 

The programme will provide patients with a high level of understanding of their FAI. Following 
a detailed assessment the physiotherapist will prescribe a personalised rehabilitation 
programme that is individualised to each patient’s clinical presentation, activity levels and 
expectations. Over a series of between 6 to 10 treatment contacts, the programme will be 
progressed guided by the individual requirements and progress of each patient. 

Any damaged soft tissues including the labrum that are so acutely painful that engagement in 
exercise is impossible will be subjected to a period of relative rest with the PHT. Soft tissues 
including the labrum have the ability to heal naturally, which can take up to several weeks or 
months. After this period provided that the aggravating impingement has been reduced by 
improved hip and local joint control methods further painful impingement will be reduced. This 
is thought to prevent further progress of the FAI. 

Several studies have shown the lack of clear association between imaging findings and 
clinical symptoms of pain and functional limitations. For example studies have found MRI 
abnormalities in people without any pain and some people with severe knee pain do not have 
observable x-ray abnormalities. Not much is yet known about the influence of the soft tissues 
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(particularly muscles) in the symptoms of FAI16, but some evidence concluded that there is a 
significant soft tissue component in FAI and that it may involve other joints including the 
lumbo-sacral joint.17  Postural abnormalities and muscular imbalances are clear targets for 
treatment in order to prevent recurrence of FAI symptoms. For example shortening of hip 
flexors and erector spinae is accompanied by weakness in gluteal and abdominal muscles. 
These lead to increased anterior tilt in the pelvis and this may contribute to abnormal 
positioning of the acetabulum and abnormal load transmission across the hip. Other 
presentations may include long and weak iliopsoas muscle, causing excessive anterior glide 
and pressure of the femoral head on anterior joint structures during flexion, including the 
capsule. Treatment approaches that incorporate muscle balance exercise can target these 
muscles and improve movement patterns.18 

5. Effectiveness of other physiotherapy regimes 
	

Research has shown that exercise is an effective treatment for many types of 
musculoskeletal pain19,20, and has identified that exercise-based programmes can produce 
similar improvements in symptoms to surgery.21 Personalised regimes of physiotherapy care 
have been effective and sometimes superior to surgery in managing musculoskeletal 
problems, with the advantage of significantly less risk than that associated with surgery. 

Some examples include: 

1. Knee arthroscopy used to be a routine treatment for patients with knee osteoarthritis. 
We now recognise after performing similar large scale randomised controlled trials that 
regimes of pain medication and physiotherapy-led exercise are more effective at 
managing a patients symptoms without the risks of surgery.22,23 

2. Similar findings have been shown for the treatment of knee meniscal tears where 
exercise based physiotherapy is equally effective as surgery without the same level of 
risk.24 

3. A large randomised trial of lumbar spine fusion versus intensive rehabilitation 
supervised by physiotherapist found no difference in outcome between groups but 
significantly less risk in the non-surgical treatment group.25 

6. Define a protocol for best conventional care (comparator) 
	

We performed a systematic review of non-operative care for FAI. This revealed little evidence 
of a standard for best conventional care, even though many NHS commissioners describe 
'failure of conventional care' as a prerequisite for surgery.26 There was some evidence that 
physiotherapy-led non-operative care is most frequently used.11 This is complemented by 
established theory and evidence supporting treatment effects for physiotherapy in other 
painful musculoskeletal conditions including osteoarthritis and back pain.27,28 

We used a combination of consensus methods (Delphi and Nominal Group techniques) 
among physiotherapists to agree a protocol for 'best conventional care'. We advertised to 
relevant networks of the Chartered Society of Physiotherapy (CSP) through their interactive 
communication system (iCSP) and in the Frontline magazine (twice monthly magazine 
posted to 52,000 CSP members in the UK). These advertisements invited physiotherapists to 
help develop a consensus for a best conventional care treatment protocol for FAI. Electronic 
invitations were also sent to physiotherapists in the United States and Australia known to us 
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through previous collaborative work on FAI. To encourage a process of 'snowball sampling' 
within the international community, these therapists were encouraged to invite colleagues 
with experience and interest in managing FAI to join in the consensus process. 

We developed a physiotherapy-led, four component protocol, to be delivered over at least 12 
weeks with a minimum of 6 one-to-one treatment contacts. It includes: (i) a detailed patient 
assessment; (ii) education and advice about FAI; (iii) help with pain relief including hip joint 
steroid injections; and (iv) an exercise programme that has the key features of 
individualisation, supervision and progression. We used a patient focus group to choose the 
most acceptable name for this protocol of best conventional care. The group made it clear 
that we should express that this was a coherent and valid alternative to surgery and different 
to physiotherapy likely to have been received already, and recommended the name 
Personalised Hip Therapy (PHT). 

In the development of PHT we struck a balance between the need for a meaningful 
comparator for hip arthroscopy, the need to ensure PHT is different to previous 
physiotherapy that FAI patients may have experienced and the need for PHT to be 
deliverable in the NHS outside a trial. UK physiotherapists and patients felt that PHT was 
'best' in that not all patients currently receive such a comprehensive package, but 
'conventional' in that all its elements are widely used and the package is deliverable within 
usual constraints in the NHS.  

 

7. Personalised Hip Therapy (PHT) 
 
The personalised hip therapy programme is designed with 4 core components. Each patient 
should receive all four 4 core components over at least a 12 week programme. Optional 
additional components can be used where appropriate and additional symptoms that patients 
with femoroacetabular impingement (FAI) may present with can also be treated as per the 
treating physiotherapists preferred methods. All details of the programme and any additional 
interventions used must be recorded on the Case Report Form.  
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FOUR Core Components 

7.1 Patient Education and advice  
 
1.  Education about FAI and available treatments  
2.  Advice about posture, gait and lifestyle behaviour modifications to try to 
 avoid FAI. These may include:  
 

• Measures to encourage posterior pelvic tilt (reduce pelvic inclination)  
• Positioning when sitting, standing, sit to stand  
• Positioning when sleeping  
• Positioning when running / cycling where relevant  

 
3. Advice about activities of daily living to try to avoid FAI (reducing / avoiding 
 deep flexion, adduction and internal rotation of hip)  
4.  Advice about relative rest (for acute pain where patients cannot engage with 
 their exercise-based personal hip programme) given that soft tissues take at 
 least 8-10 weeks to heal. In particular, relative rest in a specific ROM where 
 pain in that particular ROM is likely to represent ongoing impingement. 
 Specific activity/sport technique advice and modification. Examples include 
 running with a broader base to encourage abduction, cycling with less 
 internal rotation on pedals, skiing with skis further apart and using knee 
 flexion more than hip flexion to lower centre of gravity.  

 
 

7.2 Patient Assessment  
 

1. History: to include:  
• History of presenting complaint  
• Relieving and aggravating factors  
• Past Medical History  
• Medications  
• Previous treatments tried  
• Social History including occupation  
• Patients concerns, fears and beliefs  
• Patients individual requirements and expectations. 

 
 

2. Examination  
• Determine pain-free, passive ROM in the hip  
• Determine the strength of motion in the hip in flexion, extension, abduction, 

adduction, internal and external rotation.  
• Impingement test  
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7.3 Help with Pain Relief  
 

1.  Advice about anti-inflammatory medication for 2 to 4 weeks.  

2. Advice about simple analgesics if they do not respond well to anti-
 inflammatory medication.  

3.  Engagement in, and adherence to, a personalised exercise programme  

7.4 Exercise-based hip programme  
 

1.  An exercise programme that has the key features of individualisation, 
 progression and supervision.  

2.  A phased exercise programme that begins with muscle control work, and 
 progresses to stretching and strengthening with increasing ROM and 
 resistance.  

3.  Muscle control / stability exercise (targeting pelvic and hip stabilisation, gluteal 
 and abdominal muscles)  

4.  Strengthening / resistance exercise firstly in available range (pain-free ROM), 
 and targets:  

• Gluteus maximus - extension  
• Short external rotators – external rotation  
• Gluteus medius – abduction  
• Abdominal muscles  
• Lower limb in general  

5.  Stretching exercise to improve hip external rotation and abduction in extension 
 and flexion (but not vigorous stretching – no painful hard end stretches). Other 
 muscles to be targeted if relevant for the patient include iliopsoas, hip flexors 
 and rotators.  

6.  Exercise progression in terms of intensity and difficulty, gradually progressing to 
 activity or sport-specific exercise where relevant.  

7.  A personalised and written exercise prescription that is progressed and revised 
 over treatment sessions.  

8.  Encourage motivation and adherence through the use of a patient exercise 
 diary to review progress.  

 
9.  Patients to have access to therabands, exercise balls and exercise mats.  
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8. Delivery of care  
 

1.  Care provided over at least 12 weeks  

2.  A minimum of 6 ‘contacts’ with the physiotherapist over 12 weeks  

3.  Ideally all 6 contacts are face-to-face but at least 3 should be face-to face, 
 others can be via telephone/email support where that is needed due to 
 geographical distance.  

4. Further ‘booster’ follow-ups can be arranged between 12 weeks and 6 months  

5.  The maximum total number of contacts with physiotherapist is 10 including the 
 optional further booster sessions.  

6.  Care provided by the same physiotherapist throughout where possible  

7.  Assessment between treatment sessions will be done by:  

• Subjective assessment  
Questions such as how do you currently rate your pain? Are your symptoms 
improving?  

 
• Objective assessment  

Pain levels using VAS  
Pain free ROM  
Exercise ability  

 
• Exercise adherence  

Review exercise diary and questions such as have you been able to 
complete the exercises you were given at the last visit?  

 
8.  Quality assurance  

A specific trial Case Report Form will need to be completed for each patient for 
each treatment contact, in order to accurately record all details of the 
interventions delivered to the patient.  
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9. Additional optional components  
 
The following can be included in the patients care if the treating physiotherapist feels it is 
appropriate but must be recorded on the patients Case Report Form:  

ü  Manual Therapy  
 Hip joint mobilisations e.g. distraction, distraction with flexion, AP glides. 
 Trigger point work  

ü  Hip Joint Injection  
 Potentially useful for patients who do not improve with ‘core’ treatment. 
 Maximum of one steroid hip injection allowed.  

ü  Orthotics  
 Patients can be assessed for biomechanical abnormalities and either have 
 these corrected by the treating physiotherapist. Alternatively patients can be 
 referred to allied health care professionals such as a podiatrist for custom 
 made insoles etc.  

ü  Taping  
 Taping techniques such as taping the thigh into external rotation and 
 abduction to help with postural modification/reminding.  
ü  Group-based treatments  

The core programme can be supplemented by but must NOT be substituted 
with group based treatment.  

ü  Treatment of additional pathology/symptoms 
Physiotherapists are free to treat any additional pathology or symptoms that 
they feel is exacerbating a patient’s FAI. Examples of this might include treating 
co-existing low back pain.  

10. Protocol exclusions  
û  Forceful manual techniques  

 Forceful manual techniques in restricted range of movement (Grade V 
 mobilisations, or forceful stretching). No painful hard end stretches.  
û  Student or technical instructor care  

 Care should not be delivered by a student or technical instructor  
û  Hydrotherapy  

 Patients should not have hydrotherapy as part of their treatment 
û  Acupuncture  
 Patients should not have acupuncture as part of their treatment  

 û  Electrotherapy  
 Patients should not have electrotherapy as part of their treatment  

11. Comments and Suggestions  
 
Please email the UK FASHIoN Team on ukfashion@warwick.ac.uk with any queries, 
comments or suggestions.  
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