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- Actually more tendonitis than a bursitis
like tennis elbow etc.

Hip pain

Trochanteric bursitis

Disclaimer:
Read the disclaimer at medimaps.co.uk/disclaimer
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Labral tears

- Pain at lateral aspect at greater trochanter.

Femero-acetabular impingement

???when andwho to refer for this???

- Radiates along lateral aspect of leg. .
. ) - Clicking.
- Worse lying on that side. .
: . - Catching.
- Worse going up and down stairs. .
Oft ated with low back pai - Locking.
- Often associated with low back pain. - Giving way.
Acute: Chronic:
- Fall. - Bursa irritation due to
- Contact sports. friction from iliotibial band
Y
Investigations > - ROM normal Wh!Ch exclqdes OA. \ 4 - Analgesia.
- Power of abduction restricted. } : -
Modify activity.
Management —>» )
- Physiotherapy.
- Possibly steroid injections under USS guidance.
- Modify activity.
Management —>» Welght I.oss. , —>»{ - Forces in hip are 4 x if weight excess.
- Avoid lying on that side. ,
- NSAIDS - Labral debridement.

if fails after 10/52

- Physiotherapy.

if fails

- Reassess if correct diagnosis.

- Steroid injection.

- Can repeat at 8/52 intervals if <50% improvement.

if fails

\4

- Platelet enriched plasma.
- Shockwave therapy.
- Surgery as a last resort (50% success rate).

!

- Inject 15-20 ml of marcaine.
- Pepper the area.

alternative approach

- Safe to use anaesthetic, he's never had any complications.
- Then send away to do normal activities.
- If pain relieved by 6 hrs duration of aneasthetic, then correct diagnosis.

(Mr Trevor Lawrence) - Only inject steroid if positive response to anaesthetic.

- Steroid problems include muscle and fat destruction.
- Dont inject to the tendon. So make sure the needle hits the bone. If
you feel soft tissue do not give injection.

- Make up 10mg in 20ml i.e. dilute cortisone.

—they-wittperform—> - Xrays and MRI of lumbar spine and sacroiliac joints.

Osteoarthritis

Snapping in hip

- In younger adults.
- PMH: DDH, perthes, SUFI.
> - Sometimes in repeated hip movements

Y

to an extreme range.
- In / out of car. Or putting on shoes.

- C sign = they hold the side of the hip with a C grip.

- Abnormal anatomy.

- Leads to arthritis.

- Two types:

1) CAM: Abnormal head and neck junction, so ball is not the
same size as the socket. This part then repeatedly hits

the acetabular rim, causing cartilage and labrum

damage.

2) Pincer: The socket begins to envelop the femoral head.

Investigations

Management

- Conservative management for 3/12.

- Physiotherapy.

- Refer for possible surgical intervention.
- No proven benefit over physiotherapy.

» - Flex hip to 900, knee to 900, abduct it and internal rotation.

Y

- Pain in groin, buttock. ¢ ¢

- Can radiate to knee.

External snapping hip syndrome lleopsoas snapping hip

lliotibial band syndrome

- DDx low back pain, sacro-iliac, and nerve root. - Virtually impossible to dislocate the hip. - llepsoas muscle causing cluncking as it flicks over neck of
- The IT band is flicking over the Gt trocanter. femur.

- Of no consequence. - Of no consequence.

- Can occasionally operote on the IT band. Not a great op.

- Note: xray might say normal, but it is only looking at a snap shot of 2D image.

Investigations

- Test for sacroiliac pain with compression test and faber test. - Check xray yourself.

- Xray. - Refer for 2nd opinion if still strong suspicion.

Y

Management

- Or if able can request CT can detect osteoarthritis outside the plane of the xray.

Rx = limit activity e.g. 9 holes of golf instead of 18, analgesia, paracetmaol and codeine
- He doesnt like antiinflammatories
as they might need surgeon as s/e are more significant than consequence of hip surgery.,

» walking stick, physio, wt loss.

All of these are delyaing tactics. Hip op is only option. They will get op eventually. Only works for few yrs at most.
He tells pt to stop nsaids 6/52 before hip op.

Do not do steroid injections before replacement as slightly increase risk of replacement.

Get ready for surgery = stop nsaids 6/52 before.

use cocodamol. reduce steroids to 3-4mg is possible, reduce immune modulating drugs. restric activitie
stop bisphosphanates.

Vit D e.g. oily fish, for the immune systeome. Vit C fresh fruit and veg for healing..

Exercise bike with the seat high, walking x trainer, swimming, fresh air.

Stop smoking.

- 96% chance it will relief the majority of the pain.

- Risks = 1% if you add all the risk of following, DVT, fatal PE, infection, dislocation,
limb length discrepency, neurovascular injury, life span of implant.

- 10 yr = 5% revision rate.

- 15 yrs = 10% revision rate.

- Implants fail is a slow insideous manner. Monitoring xrays helps spot it.
- Revsion specialist referral if:

- Onset of pain or discomfort in the hip.

- Hx of dislocation.

- Discharge from incision.

- Shortening of the leg.

- Sensation of giving way (instability).

- Recent onset of swelling.

Y

Investigations

——>» - Ober s test.

Piriformis syndrome

Sciatica

Meralgia parasthetica

- No motor component.
3 0 motor component

Investigations - No tests needed.

- Wt loss.
- Avoid tight clothes.
- Amitriptyline / gabapentin.

Management ——>

0-2/52 post op

THR infection [———> - See below guide to help figure out if normal healing or infected.

- Faint clear yellow staining on dressing.

- Rarely decompression surgery.

- Not infected.
- Natural healing process.
- No referral needed.

0-6/52 post op

'

- Slightly pink wound.
- No discharge

- Not infected.

- Natural healing process.

- No referral needed.

!

- Faint erythematous wound.
- No discharge or little discharge.

- Could be normal healing process
OR
- Infection.

- Refer to next availbale fracture clinic

appointment (via on-call orthopaedics).

0-3/12 post op

- Fever.
- Gross cellulitis.

- Gross swelling. <€
- Discharge (clear or purulent).

-1 ROM
- Infection likely.

- STAT referral via on-call orthopaedics.

- Do not start Abx as just drags on the infection even longer
and complicates the Dx as messes up culture result later.

- Need aspiration in sterile conditions, washout and 1V Abx.
- They can save 80% pt's knee's if referred STAT.
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>3/12 post op

!

Acute picture

- Was happy with knee.

- Maybe 1 yr or longer down the line, suddenly signs of
infected knee.

- Source of infection usually haematological e.g.
dental, UTI, cellulitis.

!

Chronic picture

- 'Never quite been right doc'.
- Arthritis pains still there.
- Received Abx post operatively.

- Possbile late infection.

- FBC.

- CRP.

- Xray of joint may show loosening.

- Refer to orthopaedics out patient, to operating consultant.
- May need prosthesis removal.



