
Hip Injuries Athletes: Evaluation and 
Treatment 

Christopher M Jones, MD 

Assistant Professor 

Department of Orthopaedics 

Team Physician: University of South Alabama 

12.9.2016 



①

②

③

④

⑤











⚾

⚾

⚾

⚾













contact pressure 

sealing function  

stability 

congruity 

• Rotational instability 





⚾ Surface anatomy 
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⚾ Muscular anatomy 
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⚾ Joint anatomy 
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⚾ Overlapping anatomy 



⚾ Goal is to first determine intra-articular versus extra-
articular 
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⚾ Prolonged hip flexion (sitting) uncomfortable 
⚾ Rising from seated position often painful (catching) 
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 L3 

 “C-sign”5 
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 Even posterior intraarticular pathology 
usually refers symptoms anteriorly or 
anterolateral 
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(“Impingement” test) 
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Standing position at an angle 65 degrees 

between the pelvis and the film. 

Assess anterior coverage of femoral 

head. 



 



 



 arthrogram
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 False positives exist (20%) 
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Traction in line with femoral neck 

Well padded perineal post 

50 pounds of traction 









Joint is tight, so the fluid 

should flow back and hit 

Anna in the face. 



 





⚾

⚾

⚾

⚾

⚾ Proximal hamstring avulsion 
 

⚾ Sports hernia / athletic pubalgia 
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 79% THR (arthritic)   @ 10 yr f/u
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• Better outcomes if: higher preop activity level, symptoms over 18 
months 

• Negative outcomes if: smoking, secondary gain 
• Chondromalacia and osteoarthritis were not predictive of negative 

outcome 
• 84% return to sport 



• 9.1% underwent THA 

• 2 of 3 modes if failure if… 
• Acute injury, acetabuloplasty,  iliopsoas release,  patient gender 
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⚾ X-ray 

 
⚾ CT
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⚾ “Lateral Impact Injury” 
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⚾ Have strong suspicion! 
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 Iliopsoas tendon (internal) 


flexion/ER to 
extension/IR 
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 bursography 


 IT Band (external) 
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Original endoscopic technique 

complicated with heterotopic 

ossification and subsequent pain 
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continuum 



strains of the BF 
muscle at the MTJ 









• Hip hyperflexion + knee extension 





pop in posterior thigh 

• Discomfort with sitting 



• Stiff-legged gait





Retracted tear at the 

BF proximal MTJ 

 











radiculopathy

athletic 
dysfunction cramping 

60% 
return to sports 





















 







First Portal 

Viewing portal 

Second Portal 

Working portal 







































30-35 mm 
Epinephrine









Technique 

Advantages 

Potential Pitfalls 



Athletic Pubalgia – Sports Hernia 

 



Historical Perspective 

 Sports Hernia is NOT a hernia… 
 

 Athletic groin injury (sentinel injury) that persists and 
mimics the pain pattern of a traditional inguinal hernia 
 

 Complaints of exertional pain, lack of explosiveness or 
inability to sprint & cut 
 

 Will typically migrate into the lower abdomen and 
therefore usually misinterpreted as an inguinal hernia 
 

 Sportsman with hernia-like symptoms  
 SPORTS HERNIA   



Groin Related Injuries 

 Common in pivoting sports 

 Soccer, football, hockey
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 Acute: easier to manage 

 

 Chronic: diagnostic challenge 

 Multisystem overlap 

 GI/GU/GYN/MSK 

 Utilize consultants & studies 

 Diagnostic injections can aid  



Groups of Groin Disorders 

① Strains - #1 cause of groin pain 

 Adductor strains 

 Pelvic avulsions 

 

② Occult groin injuries – no hard clinical signs 

 Athletic pubalgia/sports hernia 

 Osteitis pubis 

 

③ Classic hernias 

 Inguinal hernia with a classic bulge 

 



Adductor injuries 

 Adductor brevis & longus 

most commonly involved 

 ABD/ER hip against 

resistance 

 Reproducible pain, usually 
localized to MTJ without 

pain over the RA or pubis 

 Imaging 

 X-ray to rule out avulsions 

 MRI 

 Treatment 
 Conservative is mainstay 

 Surgery rarely indicated 

 Orthobiologics? 

 



Adductor injuries 



Athletic Pubalgia 

 Injury/strain to: 

 Posterior inguinal wall 

 Terminal rectus sheath 

 Adductor origin 

 Pain distribution 

 Inguinal region 

 Lower abdominal area 

 Adductors 

 Referred pain 

 Scrotum 

 Medial thigh  



Athletic Pubalgia 

 Pathophysiology 
 Repetitive, unsustainable 

loads on terminal 
abdominal insertions & 
adductor origin 
 Hip abduction & 

extension 
 Imbalance between rectus 

& adductor attachments 
 Reduced hip ROM 

(common with FAI) 
compensated by increased 
pelvic motion resulting in 
increased stress on pelvic 
stabilizers 
 



Athletic Pubalgia 

 History 
 Exertional pain 
 Lack of explosiveness 
 Inability to sprint & cut 

 
 Exam findings 

 Localized tenderness over the 
pubis and tendon attachments 

 Pain with resisted sit-ups and hip 
adduction 

 At times, difficult to reproduce on 
exam… 

 
 Imaging 

 MRI with oblique axial cuts 



Athletic Pubalgia 



Athletic Pubalgia 



Athletic Pubalgia 



Athletic Pubalgia 

 Treatment 
 NSAIDS…Indocin SR 
 Active rest 
 Core training & flexibility 
 Injections +/- biologics 

 In office vs. sedation 
 Surgery in elite athletes 

 Mini-open, no mesh 
 Restore tension 
 Recovery weeks to months 



Athletic Pubalgia 

 Special considerations 

 

 Do not overlook 

concomitant pathology 

 FAI 

 Labral tear in hip 

 

 Use caution in females 

 Endometriosis 

 Ovarian cysts 

 

 Question diagnosis in the 

non-elite athlete 
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