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Abstract: Nearly 1 in 4 people will experience symptomatic hip osteoarthritis throughout their lifetime [1]. In middle aged and 

elderly patients, osteoarthritis remains the most recognised cause of hip pain, with over 10% of all adults being diagnosed with this 

condition [2]. However, there remains a gap in the accurate diagnosis of non-osteoarthritic conditions and appropriate referral to 

secondary care [3].  

This narrative review will explore the sources and unusual presentations of ‘hip pain’, highlighting key diagnostic features and new 

evidence in the current literature, to support clinicians towards a holistic approach to the management of patients with hip pain. A 

case series of unusual presentations of pain around the hip has been included in the second part of this review to further highlight 

the differential diagnoses discussed. 

Literature search was performed on PubMed and Medline using terms such as “Hip pain”, “pelvic pain”, groin pain”, “thigh pain”, 

“Lower back pain”, “buttock pain”, “Pain around the hip”, and “non-osteoarthritic hip pain”. All types of articles related to this 

subject were considered, but only articles written and published in English language were considered for the review. 
 

1. Introduction 

Around 1 in 4 people will experience symptomatic hip osteoarthritis throughout their lifetime [1]. In middle aged and elderly 

patients, osteoarthritis remains the most recognised cause of hip pain, with over 10% of all adults being diagnosed with this condition 

[2]. However, there remains a gap in the accurate diagnosis of non-osteoarthritic conditions and appropriate referral to secondary 

care [3]. Accurate diagnosis of the cause of hip pain can be challenging, due to the multi-structural nature of the hip and surrounding 

soft tissues, with many possible co-existing sources of the pain [4].   

It is, therefore, imperative to consider non-osteoarthritic causes of hip pain, including musculoskeletal, neurological, inflammatory, 

vascular, systemic, traumatic, neoplastic, iatrogenic, or other referred sources of the pain [5, 6]. A thorough diagnostic approach is 

required to ensure accurate identification, and timely referral or intervention. This narrative review will explore the sources and 

unusual presentations of ‘hip pain’, highlighting key diagnostic features and new evidence in the literature, to support clinicians 

towards a holistic management of patients with hip pain. In addition to that, a case series of unusual presentations of pain around 

the hip has been included in the second part of this review to further highlight the differential diagnoses discussed. 
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2. Methodology  

Literature search was performed on PubMed and Medline using terms such as “Hip pain”, “pelvic pain”, groin pain”, “thigh pain”, 

“Lower back pain”, “buttock pain”, “Pain around the hip”, and “non-osteoarthritic hip pain”. All types of articles related to this 

subject were considered, but only articles written and published in English language were considered for the review. These include 

Systematic Reviews and Meta-Analysis, Narrative Reviews, Randomised Controlled Trials, Case Controlled Studies, Case Series, 

Case reports, Commentaries, as well as Editorials. 

 

3. Location and source of Hip Pain  

The site of hip pain is an important clue to narrow down the aetiology of hip pain. Hip pain can be from soft tissue or bony structures 

and may be anterior, lateral or posterior [7]. The source of the hip pain may be intracapsular or extracapsular, with different 

frequencies based on the demographics of the patient [Table 1] [5]. However, some causes of hip pain do not strictly fit into any of 

these well-defined categories.  

Table 1: Comprehensive Table: Intersection Of Hip Pain Location, Source (Intra-Articular Vs. Extra-Articular) With Age Group 

Location Of Hip Pain Intra-Capsular Sources Extra-Capsular Sources 

Anterior Hip Pain 

Osteoarthritis (Middle-Aged, Older 65+) 
Hip Flexor Muscle Strain (Young, 

Middle-Aged) 

Acetabular Labral Tear (Young, Middle-Aged) 
Iliopsoas Bursitis (Middle-Aged, 

Older 65+) 

Femoroacetabular Impingement (Fai) (Young, 

Middle-Aged) 

Referred Pain From Lumbar Spine 

(Older 65+) 

Avascular Necrosis Of Femoral Head (Middle-

Aged, Older 65+) 

Proximal Femur Fracture (Older 

65+) 

Inflammatory Arthritis (E.G., Rheumatoid 

Arthritis) (Young, Middle-Aged) 
  

Lateral Hip Pain (Lateral Hip 

Syndrome) 
Osteoarthritis (Referred Pain) (Older 65+) 

Greater Trochanteric Pain 

Syndrome (Gtps) (Middle-Aged, 

Older 65+) 

Gluteus Medius/Minimus 

Tendinopathy (Middle-Aged, 

Older 65+) 

Iliotibial Band Syndrome (Young, 

Middle-Aged) 

Trochanteric Bursitis (Middle-

Aged, Older 65+) 

Meralgia Paraesthetica (Middle-

Aged, Older 65+) 

Posterior Hip Pain 

Hip Labral Tears (Posterior Tears) (Young, 

Middle-Aged) 

Piriformis Syndrome (Young, 

Middle-Aged) 

Referred Pain From Lumbar Spine (Disc 

Pathology, Nerve Compression) (Older 65+) 

Sacroiliac Joint Dysfunction 

(Middle-Aged, Older 65+) 

Sacroiliac Joint Inflammation (Overlap With 

Intra-Articular Causes) (Middle-Aged, Older 

65+) 

Hip Extensor Or Rotator Muscle 

Strain (Young, Middle-Aged) 

Septic Arthritis (Acute Onset, Potentially 

Diffuse Pain In Older Adults) (Older 65+) 
Hamstring Tendinitis 

Miscellaneous Group (Pain From 

The Hip & Surrounding Structers 

Tumor: Primary Or Metastatic    

Pelvic: Tumours Or Masses   

Trauma: Stress, Insufficiency, Or Pathological 

Fractures 
  

Iatrogenic: Failed Metal Work, Previous 

Surgery/Implants 
  

Fused Hip: Infection, Pseudoarthrosis, 

Fracture 
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3.1 Anterior Hip Pain  

3.1.1 Intra-Capsular Causes of Hip Pain  

Acetabular Labral Tear: Over 90% of patients with labral tears present with progressive insidious intermittent sharp or dull 

anterior hip pain which may radiate to the thigh, buttock or lateral hip [8]. Patients may experience popping sounds, sensation of 

locking or giving way [9]. These symptoms can lead to functional limitations due to aggravation of pain when walking upstairs, 

walking long distances and prolonged sitting [10]. The history may elucidate excessive repetitive motion, sports-related or 

traumatic injury. Hence, labral tears are more prevalent in young patients performing mechanical activities such as running, dance, 

gymnastics and football [11].  

Labral tears occur due to abnormal cam morphology from bony overgrowth of the femoral head and neck, Pincer deformity from 

excessive acetabular coverage of the femoral head, or a mix of both [12, 13]. Iliopsoas tendon tightness against the anterior 

capsulo-labral structures can cause snapping during hip rotation and acetabular labral tears in the three o'clock position [14]. 

However, up to 74.1% are not associated with any specific cause [15].  

The Flexion-Adduction-Internal Rotation (FADIR) test for posterior impingement, is the most consistent test used to assess labral 

tears [16]. This involves the patient lying down supine with hip and knee flexed at 90 degrees. A positive test is pain on internal 

rotation of the hip while adduction force is applied by the examiner. It may also be tested using the Flexion-Abduction-External 

Rotation (FABER) [16], which is used to assess for anterior impingement. Imaging is critical in the diagnosis of acetabular labral 

tears. Magnetic Resonance arthrography provide the best quality of imaging for the diagnosis with up to 91% accuracy [17], but a 

standard MRI scan may also give enough information, to confirm the diagnosis [23].  

The standard management of labral tears is conservative therapy composed of rest, reduced weight bearing, analgesia, anti-

inflammatory medications and physical therapy for 10-12 weeks [16, 18]. For older patients or patients with degenerative changes 

Intra-articular steroid injection may also be used as an adjunct [18]. If conservative treatment is unsuccessful, arthroscopic surgery 

can be offered to the patient. Indications for surgery depend on the patient’s age, baseline function and the specific causes of the 

impingement or hip pain; associated osteoarthritic change is a poor prognostic indicator for surgery [18]. Labral repair is the gold 

standard to treat labral tears compared to labral resection or reconstruction [19]. 

 

3.1.2 Femoroacetabular Impingement (FAI): 

FAI is a common intracapsular cause of anterior hip pain in young and middle-aged adults [13]. It arises due to excessive contact 

between the femoral head and acetabulum as a result of abnormal hip anatomy [9]. Due to its association with cam, pincer or mixed 

pathology, FAI can be a precursor to labral tears and osteoarthritis due to repetitive collisions and hyperflexion between the bones, 

resulting in wearing of the labrum and cartilage [20]. In addition to that, athletes with pain from underlying FAI may overcompensate 

in their biomechanics due to reduced hip range of motion, leading to adductor tendon overload and subsequently chronic groin pain 

[21]. 

FAI is clinically tested in the same manner as labral tears utilising the FADIR or FABER tests, which when positive are indicative 

of intraarticular pathology [16]. However, these tests of impingement are not specific for the diagnosis of FAI or labral pathology. 

Standing AP and lateral Pelvic X-rays are the best initial imaging modalities to assess this pathology, but CT or MRI scans can be 

used to improve the diagnostic accuracy [22]. Magnetic Resonance (MR) arthrography may serve as a diagnostic tool; however, 

conventional MRI scan demonstrates comparable sensitivity, as it is less invasive, and more cost-effective [23]. 

Physiotherapy to help improve hip strength, stability and movement patterns is the main conservative management of FAI. Failing 

conservative treatment, hip arthroscopy for debridement of the impingement points is definitively used to treat FAI [22]. However, 

further description of this procedure is beyond the scope of this narrative review. 

3.1.3 Avascular Necrosis (AVN) of the Femoral Head: Avascular Necrosis (AVN) or Osteonecrosis of the femoral head is 

an anterior cause of hip pain which tends to present in middle aged to older patients, with a mean age of presentation being 58.5 (40 
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– 60) years [24]. Patients typically describe a non-traumatic bilateral pain around the groin and thigh which is worsened by 

movement and weightbearing [25]. The pathogenesis of AVN is unclear, however, it results from inadequate microcirculation to 

the femoral head, causing loss of subchondral bone structure integrity [26]. There are various risk factors which are associated with 

AVN [27-29]: 

- Iatrogenic: Long term Corticosteroid use, Chemotherapy, immunosuppression, Antiretroviral treatment, previous surgery 

- Lifestyle - Alcohol abuse and smoking 

- Obesity and Hypercholesteremia  

- Genetics – Family history 

- Haemoglobinopathies – Sickle Cell Disease, Thalassaemia, Protein C & Protein S Disease 

- Caisson’s Disease (Decompression illness) 

- Autoinflammatory conditions – Systemic Lupus Erythematosus (SLE) 

- Legg–Calvé–Perthes disease (Children) 

- Trauma - Hip dislocation, fracture of the femoral head, extreme sports 

There are a wide range of aetiologies, particularly in iatrogenic cases, that predispose and coexist in patients with AVN which makes 

it an easy differential to miss [29]. Early diagnosis through a very thorough clinical history, supplemented by diagnostic aids, as 

well as early referral to specialists, are critical to limit further bone destruction and maximise the effect of joint preserving 

intervention [27]. However, the definitive treatment for late or advanced stages of AVN is Total Hip Replacement (THR), especially 

when all other options have failed. 

Clinical examination may reveal pain on internal rotation, stiffness, crepitus and limited range of motion [29]. MRI is the gold 

standard in the diagnosis of AVN. It helps to identify bone marrow oedema, joint effusion and patient risk of femoral head fracture, 

which are all key prognostic factors [27]. Furthermore, X-ray can be used to evaluate AVN, which may show the “crescent sign” – 

radiolucency of the subchondral tissue which indicates subchondral collapse. The Steinberg or Ficat classifications are commonly 

used to classify the severity of AVN [30]. 

Conservative management such as weight restriction is utilised in patients with pre-collapsed femoral head [31]. The goal is to delay 

disease progression of the AVN and relieve pain. Pharmacological agents such as bisphosphonates, anticoagulants, and statins may 

also be utilised, but their effectiveness is limited and most patients eventually require surgical intervention [29, 31]. Core 

decompression is the most common surgical procedure used in early AVN in young patients with pre-collapse disease [31]. Non-

vascularised bone grafting, vascular grafting or osteotomies may also be performed. Total hip arthroplasty is the definitive treatment 

in patients with femoral head collapse and secondary advanced Osteoarthritis in the hip [29]. 

3.1.4 Rheumatoid Arthritis (RA): 

Although RA typically affects small joints in hands and feet, when uncontrolled and severe it can lead to debilitating pain with 

progressive, irreversible destruction of the major joints [32]. The pain may present in the anterior or posterior hip and groin, with 

radiation to the thigh, buttocks (if sacroiliac joint involvement), or less commonly in the lateral hip due to enthesitis or bursitis. 

Patients typically describe bilateral symptoms of morning stiffness and reduced range of motion which is temporarily relieved by 

mild activity and worsened by inactivity [33]. Patients may also have associated symptoms such as fatigue, malaise, and systemic 

signs of inflammation [33]. 

RA is mediated by autoantibody production of Rheumatoid factor and anti-citrullinated proteins which cause uncontrolled release 

of inflammatory cytokines. This leads to invasion of hypertrophied synovial tissue, cartilage and bone [32]. Overtime, this process 

results in structural degradation and bone erosion causing joint space narrowing. A study showed patients with RA are four times 

more likely to require total hip replacement, compared to non-rheumatoid patients [34]. 

The American College Of Rheumatology (ACR) classification can be used as diagnostic criteria for RA [35]. A combination of the 

clinical features and laboratory tests for elevated CRP and ESR helps in narrowing down the differentials [36]. In addition to clinical 
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examination and laboratory tests, imaging such as X-ray can be used to assess for joint space narrowing and erosion, and MRI can 

be used to detect bone marrow oedema [32, 36].  

Treatment of RA aims to reduce or prevent the progression of structural changes to the joints and reduce physical disability. Disease 

Modifying Antirheumatic Drug (DMARD) therapy is the mainstay of RA treatment initiated following diagnosis [33]. Short term 

glucocorticoids and NSAIDs to reduce inflammation, pain and stiffness [33]. 

3.1.5 Hip Flexor Muscle Strain: 

Hip flexor Muscle strain may occur due to repetitive use, trauma, or suboptimal biomechanics of the hip flexor muscle groups [37]. 

These include the Iliopsoas as the primary muscle, with supporting muscles such as the rectus femoris, tensor fasciae latae (which 

eventually inserts into the iliotibial tract) and sartorius [38]. Hip flexor muscle strain can occur due to rapid acceleration or 

deceleration, leading to microtears and inflammation of the hip flexor muscles over time especially in young athletes [38].  

Patients typically describe pain and tenderness in the anterior hip/groin area which may radiate to the thigh. This might be associated 

with swelling and muscle spasms. The pain may be of a sharp or stabbing nature during acute phase or dull pain in chronic cases. 

These symptoms lead to functional impairment such as difficulty running, walking, or climbing stairs, all worsened due to motion 

of hip flexion [39]. 

Physical examination involves a positive Thomas test where patients will experience pain on extension of the affected leg while the 

unaffected leg is flexed towards chest by the patient [5]. To assess the severity of the hip flexor strain and if muscle or tendon tears 

are involved, MRI or ultrasound scans can be employed [39]. 

Treatment involves conservative and self-help techniques initially. The patient is advised to rest the affected leg, apply ice 

intermittently for 2-3 days with compression and elevation [37]. Simple analgesia such as Ibuprofen can be used by the patient, to 

reduce inflammation and pain. Ultrasound-guided corticosteroid injection may also be used to provide relief [39]. Physiotherapy 

can be prescribed to help stretch and strengthen the hip flexors, improve hip flexibility and learn optimal biomechanics [37, 40].  In 

cases where there is complete tear of the hip flexor muscle fibres or tendon, surgery may be required as a last resort to repair the 

affected structure [39]. 

3.1.6 Iliopsoas Syndrome: 

Iliopsoas syndrome is characterised by pain associated with the iliopsoas complex which includes the iliopsoas muscle, tendon, or 

bursa. Iliopsoas syndrome encompasses iliopsoas tendinopathy, impingement, bursitis or internal hip snapping syndrome [37]. 

Primary Iliopsoas syndrome typically occurs in athletes such as ballet dancers, runners, or football players due to overuse or trauma 

[41, 42]. It may also occur secondary to hip arthroplasty or arthritis of the hip [37].   

Patients typically present with deep aching pain in the anterior hip or groin aggravated with long standing, hip flexion or external 

rotation movements [43]. It may be associated with tenderness, stiffness, weakness, and functional limitations during exercise. Some 

patients may experience audible or palpable snapping during movement, due to the iliopsoas tendon snapping over the bony hip 

prominence or muscle belly [41]. One study showed that about half of patients may also report some lower back pain [44]. 

Iliopsoas bursitis is characterised by accumulation of synovial fluid in the bursa, which may be isolated due to mechanical stress 

from overuse, or be complicated by arthritic degeneration, osteonecrosis of the hip or inflammation [39]. 

A comprehensive physical examination including examination of the spine and pelvis should be performed. Patients may have a 

limp or shuffling gait, and present with tenderness on palpation of the lesser trochanter [43]. Thomas test is typically used to assess 

the iliopsoas muscle, which may demonstrate tightness on hip flexion, or resistance of hip flexion when the hip is externally rotated 

[5]. Manual testing of the hip range of motion should be performed in all planes and any asymmetry should be noted. Hip 

impingement examinations can be used to rule out intracapsular pathology such as labral tear or arthritis. 

Due to the similarity in presentations, iliopsoas syndrome may mimic hip arthritis or labral tears. Ultrasound (US) is an important 

investigation to show if the pathology is intraarticular or extraarticular [45]. A lidocaine challenge can be performed to investigate 

tendonitis. This involves injecting lidocaine into the psoas tendon, a positive result of reduced pain suggests iliopsoas tendinitis 
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[46]. For bursitis, it would show enlargement of the iliopsoas bursa. MRI scan may also be used if ultrasound is unclear or patients 

do not respond to conservative management [42]. 

Management of iliopsoas syndrome begins with conservative measures such as physiotherapy and NSAIDs [44]. If unsuccessful, 

US or x-ray guided corticosteroid injection can be used as previously described for the diagnostic and therapeutic benefit. Finally, 

surgery may be considered in cases where the psoas tendon needs to be directly released if the condition is refractory and/or disabling 

[43]. 

 

3.2 Lateral Hip Pain (Lateral Hip Pain Syndrome) 

3.2.1 Intracapsular Causes of Lateral Hip Pain 

Osteoarthritis 

Osteoarthritis is a degenerative, chronic and progressive joint disease that affects multiple components such as articular cartilage, 

ligaments, subchondral bone and synovium [47, 48]. It commonly affects the knee, hips, and small joints of the hands. While 

osteoarthritis is often recognised as age related “wear and tear”; however, it is further mediated by inflammatory factors leading to 

joint remodelling [49]. Alongside age, risk factors such as genetics, gender, history of joint trauma, obesity and mechanical factors 

all contribute to the development of osteoarthritis [47, 48, 50]. 

Patients with hip osteoarthritis typically describe pain around the anterior and lateral hip which may be referred to the lower thigh 

or knee. The pain is classically aggravated by weight bearing activity, but is relieved when at rest, and in severe cases, the pain may 

be present at rest or at night [48, 49]. The patient may also have joint stiffness, swelling and loss of function of the hip [48, 49]. This 

results in imbalance in muscle function around the hip, gluteus medius strain, inflammation of the bursa (trochanteric bursitis) and 

a positive Trendelenburg gait [51]. 

Physical examination of hip osteoarthritis may reveal tenderness around the hip, pain crepitus on movement and the patient may 

have a fixed flexion deformity and Trendelenburg gait due to weakness in gluteus muscles [50]. 

Imaging is a critical diagnostic tool for osteoarthritis, X-ray analysis shows signs of loss of joint space, osteophyte formation, 

subchondral cysts and subchondral sclerosis [49]. Kellgrens scale may be used to grade the severity of the hip osteoarthritis from 

radiographs [49]. Other imaging modalities such as MRI and CT are not required but may be used to identify secondary causes, rule 

out other differentials or for pre-surgical planning [49, 50, 52]. Blood and lab tests such as Rheumatoid Factor (RF), Anti-

Citrullinated Protein Antibodies (ACPA), C-reactive protein (CRP), and Erythrocyte Sedimentation Rate (ESR) may also be ordered 

to rule out other conditions such as rheumatoid arthritis [36]. 

Diagnostic hip injection can be used to differentiate the causes of lateral hip pain syndrome [53]. If the injection relieves the pain, 

then treatment for the hip OA can be offered such as Total Hip Replacement (THR) [53]. However, if the injection does not yield 

therapeutic improvement, this could suggest the presence of a partial tear or atrophy of the gluteus medius muscle. Such pathology 

may contribute to the development of trochanteric bursitis and results in a positive Trendelenburg gait, necessitating more targeted 

treatment strategies focused on addressing the underlying muscular dysfunction [54]. Specific management options include 

physiotherapy, pain management, injection of local anaesthetic into the bursa, or as a last resort, surgical debridement of the bursa 

with repair of the torn gluteus medius muscle [50]. 

Addressing lifestyle factors is important in holistic management of osteoarthritis. The patient should participate in exercise and 

physiotherapy to strengthen and stretch the muscles around the hip and maintain hip mobility [50]. These should be relatively low 

impact as swimming, cycling rather than twisting or high impact exercises such as jogging or playing golf [50]. Weight loss is an 

important aspect of management to reduce pressure on hip, which is a benefit from regular exercise and positive dietary modification. 

For activity, appropriate footwear, bracing and assistive devices (e.g. sticks and frames) should be used as applicable to maintain 

independence [49, 50]. Medications such as NSAIDs can be used for analgesia, and intraarticular injection (corticosteroid, 

hyaluronic acid or platelet rich plasma injections) can be considered; however the evidence for these remains limited [53, 55].  The 
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main surgical modality for patients for whom conservative measures have failed is Total Hip Arthroplasty (THA). Hip arthroscopy 

can be performed in early osteoarthritis [53, 55]. 

3.3 Extracapsular causes of Lateral Hip Pain 

3.3.1 Greater Trochanteric Pain Syndrome (GTPS) 

GTPS is a common extracapsular cause of lateral hip pain, seen mostly in middle aged patients [40-60], particularly female patients 

[56]. Patients typically describe a pain localised to the area of the greater trochanter, worse upon weightbearing activities and 

exercise (commonly running). There might also be radiation of the pain from the thigh to the knee [57]. GTPS encompasses 

conditions such as gluteal medius and minimus tendinopathy, trochanteric bursitis, and external snapping hip dysfunction [5, 58]. 

Upon physical examination, patients classically have localised tenderness on deep palpation over the lateral hip (jump sign) [57]. 

The patient may also display a positive Trendelenburg sign or a Trendelenburg gait and may have abductor dysfunction. Specific 

diagnostic tests such as FABER and FADIR tests can be used as adjuncts to increase load on the gluteus medius and minimus, to 

elicit the hip pain. In addition to that, the ‘step up and down test’ can be used to assess the functional limitation that GTPS patients 

present with [59]. 

Diagnosis involves use of imaging such as X-ray, US, and MRI. X-ray is normal in GTPS but rules out other common differentials 

such as OA and fractures. Second line investigations involve use of US to check for fluid filled bursa or tears of the tendons. MRI 

would provide more detail but should only be used in correlation with the clinical picture [60]. 

Conservative measures such as NSAIDs, activity modification, physiotherapy and weight loss are first line in the management of 

GTPS. Corticosteroid injections can be used if these are ineffective. There is some role for shock wave therapy however the evidence 

remains limited. Surgery may be considered if symptoms are refractory or fail conservative measures [59]. 

3.3.2 Iliotibial Band Syndrome (ITBS) 

Iliotibial band syndrome is the most common running injury due to repetitive flexion and extension activities [61]. The pain is 

typically felt on the lateral side of the knee and less commonly around the lateral hip [61]. The knee pain is caused by impingement 

of the distal ITB over the lateral femoral epicondyle, and the hip pain is caused the movement of the ITB across the greater trochanter 

of the ipsilateral proximal femur [62, 63]. Patients with hip pain may describe a deep ache and tightness in the lateral hip. In the 

knee, patients typically describe a sharp or burning pain superior to the knee joint [64].  

Studies show that weakness in hip abductor muscles contributes to improper biomechanics, leading to increased tightness of the 

ITB [65]. This tightness may lead to compression of gluteal tendons and the greater trochanteric bursa contributing to pain and 

inflammation seen in GTPS [66]. The knee pathology may also result from valgus OA, which leads to some mal-tracking of the 

patella and tightness of the ITB, resulting in contracture of the ITB and subsequent proximal trochanteric pain around the ipsilateral 

hip [67].  

Ober test can be used to assess for tightness in the iliotibial band [62, 64]. This involves tension and tightness by flexing the affected 

leg to 90 degrees at the knee and adducting at the hip. The test is positive if the leg remains elevated when dropped passively. Noble 

compression test and modified Thomas test can also be used to evaluate for ITB tightness [62]. ITBS is a clinical diagnosis, and 

further imaging is not usually necessary, however, imaging such as US and MRI may be used to further investigate to exclude 

intracapsular problems [64].  

The management of ITBS in general is mostly conservative such as activity modification, use of proper running shoes, stretching 

and using NSAIDs for pain management [61].  For patients with valgus knee, diagnostic injection of local anaesthetic can be done 

around the Gerdy’s tubercle to relieve the pain around the lateral part of the fascia lata around the knee joint [68, 69]. As a last 

resort, surgical intervention such as tibial tubercle transfer can be used to improve the patella tracking and tightness of the fascia 

lata around the knee joint and also to improve the Q angle of the extensor mechanism of the knee [70]. These procedures help to 

improve the trochanteric pain around the ipsilateral hip. Alternatively, the ITBS may improve if the patient with valgus knee OA 

subsequently gets a Total Knee Replacement (TKR) for their knee OA [64].  The TKR will restore the mechanical alignment of the 

lower limb, which will improve the tightness around the ITB, thereby relieving the lateral knee pain. 
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3.3.3 Meralgia Paraesthetica 

Meralgia Paraesthetica is a syndrome which typically occurs in middle aged patients [7].  The condition occurs due to the 

compression of the lateral femoral cutaneous nerve at the level of the inguinal ligament, resulting in sensory symptoms such as 

numbness, dysesthesia, paraesthesia, and burning sensation [71]. These symptoms can be worsened by wearing tight fitting clothing, 

activities involving prolonged hip extension or increase intra-abdominal pressure [72]. 

Meralgia paraesthetica can occur spontaneously or be iatrogenic. Spontaneous causes are associated with risk factors such as obesity, 

diabetes, alcohol abuse, hypothyroidism, pregnancy, and lead poisoning [71, 73]. Surgical repair of structures around the hip and 

pelvis may lead to iatrogenic cause of the condition if the lateral femoral cutaneous nerve is damaged or compressed for any reason 

[71]. 

Physical examination manoeuvres for meralgia paraesthetica include the pelvic compression test [74]. This involves applying 

pressure to pelvis for 45 seconds to the affected side while the patient lies on the unaffected side. The test is positive if symptoms 

reduce. Examination should also include a thorough lower neurological examination, to rule out any other deficits or abnormalities 

[74]. Diagnosis of the condition is generally clinical, however in cases where tumour or metabolic problems are the root cause of 

the symptoms pelvic X-ray, US or MRI may be used as applicable [73]. 

Meralgia paraesthetica is usually a self-limiting condition, therefore patient education and reassurance is important in the initial 

management [72]. Medication such as NSAIDs, topical capsaicin can be helpful to reduce hypersensitivity. If these fail, then 

anticonvulsants such as gabapentin may be used for the neuropathic symptoms. Nerve block injection may also be considered. 

Surgical decompression is rare but can be performed in chronic and refractory cases [75].   

 

3.4 Posterior Hip Pain 

3.4.1 Intracapsular causes of Posterior Hip Pain 

Referred Pain from Lumbar Spine (Posterior hip pain) 

In some cases, patients present with posterior hip/groin pain with associated pain in the lower back, gluteus, groin, thigh, and knee. 

The overlapping of symptoms presents a diagnostic challenge, which might delay correct diagnosis and treatment. These symptoms 

may be due to isolated pathologies in each joint or anatomical region; however, they may be interdependent, secondary, or mimic 

other pathologies [6, 76]. In the lumbar spine, conditions such as lumbar foraminal or central stenosis, radiculopathy from a disc 

prolapse, or scoliosis can cause hip imbalances and pain [77]. In older patients, often with degenerative spinal conditions, 

radiculopathy may lead to referred pain in the hip or groin [58]. In addition, patients may describe muscle weakness, numbness, 

tingling or burning sensation in a dermatomal pattern [58].  

Physical examination should involve a comprehensive hip and spinal evaluation. Along with a general hip examination, it is 

important to observe the posture, gait, muscle atrophy, pelvic obliquity, lower limb discrepancy and alignment to investigate spinal 

involvement [5]. In spinal exam, relief of pain upon a forward bend may indicate lumbar stenosis or instability in spine [78]. Walking 

on toes and heels may help identify weakness in L4 or S1 nerve involvement [58]. A Trendelenburg gait or positive test may also 

indicate L5 radiculopathy due to lack of innervation of gluteus maximus and minimus [58]. More specific physical examinations 

for lumber radiculopathy include the straight and contralateral leg test and femoral nerve stretch test [5, 58, 78]. However, the details 

of these tests are beyond the scope of this review. 

To investigate spinal pathology, radiographs should be performed in AP and lateral views [78]. MRI and CT can be used as a second 

line. MRI can demonstrate nerve root compression, infection, epidural lesions, disc herniation, pathology in lumbar spine or 

paraspinal muscles [79]. CT scan can be used to assess fusion, spondylolisthesis, tumours or stress fractures [79]. Other tools such 

as CT myelogram and nerve conduction study can be utilised to aid diagnosis [78]. Treatment is aimed at the underlying lumbar 

spine disease, physical therapy, pain management, activity modification, and surgery for serious or disabling symptoms can be 

considered [78]. Further details of these treatment options are beyond the scope of this narrative review. 
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3.4.2 Extracapsular causes of Posterior Hip Pain 

Sacroiliac Joint Inflammation and Dysfunction: 

Sacroiliac Joint (SIJ) pain can be caused by intraarticular or extraarticular components of the sacroiliac joint. Patients’ clinical 

presentations can vary, and the patients usually describe deep aching pain in the axial lower back, while less usually the patient may 

experience referred pain in the posterior hip up to the knee [80]. This pain may be worsened by activities which place pressure on 

the joint such as climbing stairs or sitting down [81, 82]. 

SIJ pain usually follows a triggering event causing torsional strain such as trauma, degeneration, pregnancy, repetitive from sports 

or iatrogenic [81, 82]. This helps to distinguish the source as it is unlikely to be insidious compared to pain arising from the disc or 

facet joint. The sacroiliac joint is the largest joint in the body and plays a critical role in weight transfer balance between the axial 

skeleton and lower limbs. Injury or inflammation of the cartilage, ligaments, joint capsule, or subchondral bone can result in the 

symptoms [83]. 

Physical examination of SIJ pain should involve a comprehensive spinal, hip, and lower limb neurological exam. Special test such 

as FABER test can be used to provoke pain in the sacroiliac joint region [84]. Other tests such Gaenslen, lateral compression, and 

thigh thrust may also be considered [84]. 

Imaging such as X-ray and CT can be performed to rule out other conditions such as fracture or malignancy [83]. The use of 

diagnostic Sacroiliac joint injection with local anaesthetic like lidocaine and steroid is used to diagnose intraarticular SIJ pain; a 

positive test is if the pain resolves following injection [85]. A fluoroscopy-guided block and neurotomy can also be considered in 

extra-articular sources of pain [81, 85]. 

Conservative treatment measures such as NSAIDs and muscle relaxants are effective in pain management, as well as physiotherapy 

and proper footwear in patients with leg discrepancy [81, 85]. Prolotherapy, radiofrequency pulsation or ablation are interventional 

treatment options [81, 85]. Surgical intervention such as SIJ fusion may also be considered, but this is extremely rarely required 

[81]. 

 

3.5 Less Common Causes of Hip Pain 

3.5.1 Septic Arthritis 

Septic Arthritis is an uncommon but serious condition with complications such as joint degeneration, osteonecrosis, disability, and 

mortality [86]. Patients present with symptoms such as acute atraumatic joint pain, swelling, including systemic signs of infection 

such as fever if polyarticular [87]. Septic Arthritis is more common in older adults with risk factors such as being 

immunocompromised, diabetes mellitus, rheumatoid arthritis, or recent surgery [88]. Acute flare up of the infection can also happen 

in chronic or indolent cases such as in patients with Tuberculosis, where the hip is infected with the Mycobacterium organisms, due 

to the slow growing nature of the organisms [86]. 

Septic arthritis is commonly caused by infection by bacteria such as staphylococcus aureus and streptococcus species [87]. The 

presentation can vary based on the specific causative agent. Physical examination will reveal very tender joint on motion with 

swelling. Patients who are immunocompromised or in endemic regions of the world may present with more subtle symptoms from 

atypical infections such as fungal infection, Lyme disease, or tuberculosis as mentioned above [86]. 

Diagnosis of septic arthritis involves joint aspiration for analysis of synovial fluid in the affected joint, blood tests to check white 

cell count, lab tests (ESR, CRP, PCR and procalcitonin) and Blood cultures to check for causative pathogen [87]. A synovial biopsy 

may also be required if synovial fluid findings are negative. Imaging is not necessary in diagnosis of septic arthritis but can be used 

to rule out other conditions, or to see the severity of joint destruction [87]. 

Once synovial fluid is obtained empirical antibiotics should be initiated based on suspected or confirmed bacteria from analysis. 

Surgery may also be considered such as arthroscopic debridement [86]. However, open debridement and washout of the hip joint is 

the best option, to prevent further deterioration or collapse of the femoral head [86, 89]. 
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3.5.2 Piriformis Syndrome 

Piriformis Syndrome refers to sciatica caused by entrapment of the sciatic nerve by the piriformis muscle at the level of the ischial 

tuberosity [90]. Patients typically describe a pain in the buttocks which may be accompanied by shooting, burning or aching 

sensation [90, 91]. Tingling, and numbness might also be noted [91]. The pain is usually of a chronic nature, exacerbated by sitting 

for long period and hip movement [90]. 

The piriformis muscle functions as an external rotator of the hip. Due to poor biomechanics or acute forceful internal rotation this 

can cause irritation or inflammation of the muscle leading to the compression of the sciatic nerve [92]. 

Physical examination should include a comprehensive spinal, hip, and lower limb neurological exam. Special tests such as the 

FADIR test can be used to irritate the piriformis muscle which is felt in the deep gluteal region [5]. Stretch tests such as Freiberg, 

Pace and Beatty tests can also be used to reproduce symptoms [90].  Imaging such as US, MRI, CT and EMG can be used to exclude 

other conditions such as lumbar canal stenosis, disc inflammation, or pelvic causes [92]. 

Conservative treatment is the main strategy for managing piriformis syndrome. This includes stretching exercises, NSAIDs, muscle 

relaxants, activity modification and icing [91, 93]. Corticosteroid injections can also be used for temporary relief but does not treat 

underlying pathology. Surgical decompression can also be considered as a last resort, to reduce tension after failure of conservative 

measures [94]. 

3.6 Other Causes of Hip Pain 

3.6.1 Neoplastic causes: 

There is a wide spectrum of neoplastic conditions which can present with hip pain. Due to the complex anatomy of the hip, a 

systematic approach is required to ensure that red flags are recognised to allow for timely intervention and improved outcomes. 

Neoplastic conditions may also arise within intraarticular or extraarticular surfaces which affect the presentation of hip pain in the 

patient [95-97]. 

 

3.6.2 Metastatic Disease: 

The hip and its surrounding structures have rich vascular supply, making it a frequent site for metastases [95]. These may arise from 

primary cancers in the breast, kidney, lung, and prostate leading to irritation in articular cartilage and synovium [96]. This can occur 

at any age and in patient with history of cancer. Presentation of pain is often insidious and progressive without relief during rest and  

pain which wakes patient up at night [96, 97]. The patient may also experience pathologic fractures with minimal trauma [97]. 

Diagnosis may involve imaging such as X-rays to check for signs of metastasis such as bone lytic lesions, and PET-CT scan to 

check for spread of metastasis [98]. Biopsy can also be performed to confirm the primary tumour source [98]. 

Management involves systemic therapies (e.g. chemotherapy, immunotherapy etc) to treat the underlying malignancy, radiotherapy 

or surgery for fractures [99]. Bisphosphonates and denosumab may be used to reduce bone resorption [99]. Palliative treatment 

strategies may also be employed, especially when there is poor prognosis from the tumour or when the patient has a short life 

expectancy [99]. 

 

3.6.3 Primary Malignant Bone tumours 

Primary malignant bone tumours may involve intra-articular and extra-articular components of hip, pelvis, or proximal femur. 

Tumours such as Osteosarcoma, Ewing sarcoma, and chondrosarcoma may present with deep progressive pain, swelling and 

stiffness around the hip, pelvis or proximal femur [100, 101]. Ewing Sarcoma may present specifically with aggressive hip pain, 

palpable mass and classic systemic symptoms such as fever and weight loss [101]. 

Diagnosis of primary bone tumours involves, imaging such as X-ray, CT, and MRI scans, as well as biopsy. Management may 

involve chemotherapy, surgical resection, or palliative radiation. Chondrosarcoma is generally resistant to chemotherapy and 

radiation [101]. Further discussion of these treatment options is beyond the remit of this narrative review. 
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3.6.4 Benign Bone Tumours 

Benign tumours around the hip may also cause pain and disability to patients. Examples of these benign tumours include osteoid 

osteoma and Giant Cell Tumour (GCT) [102, 103]. Both conditions tend to occur in young adults. Osteoid osteoma classically 

presents with night pain relieved by Non-Steroidal Anti-Inflammatory Drugs (NSAIDs) [103], and GCT classically presents with 

chronic hip pain with swelling and reduced range of motion [102]. Imaging is essential to diagnose both conditions [102, 103]. 

Symptomatic relief (e.g. surgery, ablation) and preservation of function is important in the management of both conditions [102, 

103]. 

 

3.6.5 Metabolic Disorders 

There are various metabolic abnormalities that predispose patients to conditions that present with hip pain. Bone health can be 

adversely affected by imbalances in minerals such as calcium and vitamin D, which can result in conditions such as osteomalacia, 

rickets, osteoporosis, and Chronic Kidney Disease (CKD) Mineral Bone Disease [104]. Excess fluoride may cause Fluorosis(105). 

Furthermore, bone health can also be adversely affected by an imbalance in T3/T4 (hyper/hypothyroidism), parathyroid hormone 

(hypo/hyperparathyroidism), cortisol (Cushing’s disease/syndrome) [104]. 

These conditions lead to bone fragility, which predisposes individuals to fragility fractures, bone pain, and functional impairment, 

significantly impacting their ability to perform daily activities and reducing overall quality of life [104]. Diagnosis involves 

laboratory tests to find the abnormality and imaging of bone for changes or fractures. The general treatment strategy involves 

identifying and correcting the underlying cause of the symptoms. 

Other inflammatory arthropathies include Gout and pseudogout which may present with severe hip pain and swelling [106, 107]. 

Diagnosis involves joint aspiration to check for monosodium or Calcium pyrophosphate crystals respectively [106, 107]. Imaging 

such as X-ray may also a play a role. Treatment involves NSAIDs and corticosteroids for acute attacks. For Gout, colchicine may 

also be used and long-term urate-lowering therapy (e.g., allopurinol, febuxostat) may need to be prescribed [106, 107]. 

Rare metabolic problems with bone remodelling such as Paget’s disease, ankylosing spondylitis, and storage disorders such as 

Gaucher disease may also result in hip pain [108, 109]. Disease specific therapy like bisphosphonates or enzyme replacement, along 

with supportive orthopaedic interventions are used to manage these conditions [108, 109]. 

. 

 

4. Case Series Discussions to Illustrate Other Causes and unusual presentations of Pain Around the Hip in Adults. 

4.1 Hip Osteoarthritis (OA): 

Osteoarthritis involving hips and knees is one of the commonest presentations seen in adult lower limb elective Orthopaedic clinics 

in the UK [50]. This can be illustrated by the case of a seventy-six-year-old gentleman who presented from his GP with bilateral 

knee pain, on account of which he was referred to our clinic for consideration of Total Knee Replacement (TKR). The patient 

presented with severe unremitting bilateral knee pain, which affected his walking, activities of daily living (ADLs), and sleep. The 

patient denied any history of hip pain. 

However, his knee x-rays were unremarkable (Figure 1), further clinical and radiological assessment of his hips revealed severe 

osteoarthritis of both hips (Figure 2). The patient subsequently had a bilateral sequential Total Hip Replacement (THR), starting 

with the right hip (Figure 3), which was more severe. This case highlights that hip osteoarthritis (OA) is not only a frequent 

presentation in orthopaedic clinics but can also manifest with atypical and potentially misleading symptoms. This is primarily due 

to the referral of pain from the hip to the knee, mediated by the shared nerve supply between these joints [109]. Consequently, to 

ensure accurate diagnosis and avoid misdiagnosis, it is our standard practice to obtain a pelvic X-ray for all patients presenting with 

knee pain in our clinics. This approach aids in identifying underlying hip pathology that may be contributing to the patient's 

symptoms. 
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Figure 1: AP Knee X-Ray (Left), Lateral Knee X-Ray (Right) 

 

 

Figure 2: AP Pelvic X-Ray Showing Severe Osteoarthritis In Both Hips 

 

 
Figure 3: AP Pelvic X-Ray Following Hybrid THR 

 

4.2 Previous Hip Fusion: 

As this procedure is now becoming obsolete, it is uncommon to encounter patients with hip fusion in our clinics. A fifty-six-year-

old patient was referred from her GP with severe disabling right knee pain. She has recently had a successful left Total Knee 

Replacement (TKR) and wanted to be considered for right TKR due to her severe symptoms. However, her right knee x-rays were 

unremarkable (Figure 4), but on clinical and radiological assessment of her hip, she was found to have pain and stiffness in her right 

hip due to previous surgical fusion in childhood (Figure 5). 
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Figure 4: AP Knee X-Ray (Left), Lateral Knee X-Ray (Right) 

 

 

Figure 5: AP Pelvic X-Ray Showing Previous Right Hip Fusion & Left Hip Resurfacing 

 

In this scenario, the important issue was to find the actual cause of her hip pain, and the possible differentials we considered include 

fracture, infection, pseudo-arthrosis, nerve entrapment or referred pain from the spine [5]. This case highlights an atypical 

presentation of hip pathology in our patient population. It emphasises the need for advanced diagnostics like CT/MRI, hip aspiration, 

injections, and blood tests to ensure accurate diagnosis before considering surgical intervention [5]. 

 

4.3 Avascular Necrosis (AVN): 

AVN is a common condition that is encountered in our clinical practice. seventy-five-year-old gentleman on long term high dose 

steroids for an inflammatory condition presented with gradually worsening left hip pain. The pain became severe and debilitating 

within six weeks of the initial presentation (Figure 6). On investigation, the patient had developed AVN, with progressive collapse 
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of the femoral head, evident on both the repeat X-ray and MRI scans (Figures 7 & 8). The patient was, therefore, appropriately 

prepared and underwent a left total hip replacement. 

 

Figure 6: AP Pelvic X-Ray Showing No Signs Of Avascular Necrosis 

 

Figure 7: AP Pelvic X-Ray Highlighting Advanced AVN And Femoral Head Collapse 

 

 

Figure 8: MRI Of Pelvis And Hip Highlighting AVN (Coronal View) 
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4.4 Lumbar Spinal Stenosis/Fusion: 

Back pain with sciatica or radiculopathy is a common presentation in orthopaedic departments, presenting as either acute or chronic 

pain, and involving unilateral or bilateral leg pain [58]. As previously discussed, symptoms of spinal stenosis or back pain may 

radiate to the buttock, hip, or thigh, potentially leading to diagnostic confusion [58]. Therefore, a thorough clinical and radiological 

assessment is essential to ensure accurate diagnosis and appropriate management. A full neurological examination and an MRI scan 

are mandated, to confirm or exclude spinal pathology, before considering a hip replacement for the patient [58]. A middle-aged 

patient presented with pain around the hip. Hip x-ray revealed moderate OA (Figure 9), with significant lumbar spinal stenosis and 

previous Sacro-iliac Joint (SIJ) fusion evident on the MRI scan (Figure 10), which worsened her symptoms. Therefore, the onus lies 

with the clinician to establish which of the two pathologies is more serious or disabling for the patient, before considering any 

surgical intervention. 

 

Figure 9: Ap Pelvic X-Ray (Moderate Left Hip OA) And Spinal Fusion 

 

 

                          Figure 10: Sagittal MRI Of The Spine Highlighting Severe Degeneration And Stenosis 

4.5 Acute Disc Prolapse: 

Acute Disc Prolapse is a common presentation seen in adolescents, young and middle-aged patients. Disc prolapse typically presents 

as acute back pain with sciatica or radiculopathy, which may be accompanied by bowel or bladder symptoms in severe cases due to 
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nerve compression. It can also manifest as an acute-on-chronic presentation, where sudden worsening occurs in the context of pre-

existing chronic symptoms (Figure 11). As a result, pain from disc prolapse may radiate to or around the hip, potentially mimicking 

hip pathology such as osteoarthritis (OA). Therefore, a comprehensive neurological assessment and MRI scan are essential for 

accurate diagnosis and effective management, helping to differentiate between spinal and related causes of pain. 

 

 

Figure 11: MRI Scan (Sagittal View) Highlighting Acute Lumbar Disc Prolapse 

4.6 Pelvic Tumour: 

This is an uncommon presentation of hip pain. Pelvic tumours can lead to meralgia paresthetica, characterised by neuropathic pain 

over the trochanteric area due to compression of the lateral cutaneous nerve of the thigh. This compression can occur near the 

inguinal ligament or, or in the case of pregnancy, by the gravid uterus within the pelvis. In theory, any pelvic mass or tumour can 

cause a similar presentation around the hip. Our patient was a seventy-nine-year-old lady, who was referred from the General 

practitioner (GP), due to severe bilateral unremitting hip pain. The pain was severe (pain score 10/10), interfering with her sleep, 

sitting, walking, and other ADLs.  

Pelvic x-ray revealed minimal OA in both hips (Figure 12), but her neurological examination revealed severe bilateral sciatic stretch 

test, necessitating an urgent MRI scan of the lumbar spine to be obtained. The MRI scan of the lumbar spine was unremarkable in 

the spine, however, a massive pelvic tumour posterior to the adnexa, which was compressing the pelvic neurovascular structures 

was revealed (Figure 13). Therefore, the patient was referred urgently to the Gynaecologist, who kindly took her over and arranged 

for further investigations and excision of the pelvic tumour. 

 

Figure 12: AP Pelvic X-Ray (Minimal OA In Both Hips). 
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Figure 13: MRI (Sagittal View) Highlighting A Large Pelvic Tumour 

4.7 Stress Fracture: 

This is not uncommon, and can be seen in young athletes, especially females or middle-aged people [110]. It can also happen in 

thin cachectic or osteoporotic patients and may happen with minimal or no trauma [110]. A sixty-seven-year-old male patient 

initially presented with mild symptoms of left hip OA. He then went on holiday where he spent some time doing a lot of walking, 

and subsequently developed progressive left hip pain, without any significant trauma. His initial x-ray did not show any fracture 

(Figure 14). Due to the increased severity of his symptoms, an urgent MRI scan was obtained, which revealed a stress fracture across 

the left femoral neck (Figure 15). The patient was admitted and prepared for a Left Total Hip Replacement (THR). 

 

Figure 14: AP Pelvic X-Ray (Moderate OA) 
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Figure 15: Stress Fracture Of The Femoral Neck (Left Hip) 

 

4.8 Metastatic Lesions: 

The hip and pelvis are common sites of metastases [99]. Common sources of metastatic lesions include breast, lungs, thyroid, 

prostate, and kidneys [99]. In addition, tumours such as multiple myeloma, bowel and liver cancer can also metastasise to the hips, 

pelvis, and proximal femur [99]. Our patient was an eighty-one-year-old lady, with a previous history of breast cancer. She was 

referred to our clinic with right hip pain, her hip x-ray was unremarkable (Figure 16). Following a thorough clinical assessment, an 

urgent pelvic MRI scan was organised, which revealed metastatic lesions around the right greater and lesser trochanters as the source 

of the hip pain (Figure 17). 

 

Figure 16: AP Pelvic X-Ray (Normal) 
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Figure 17: MRI (Coronal View) Of Pelvis Highlighting Metastatic Lesions Around The Right Greater And Lesser Trochanters 

 

4.9 Cancer of Unknown Origin: 

Patients may present with symptoms of metastatic cancer, without a known primary [111]. A sixty-three-year-old Caucasian 

gentleman presented with a few weeks history of progressively worsening left hip pain, without any previous history of trauma. He 

had no previous known history of cancer, and he was fit and well. However, he was an ex-smoker who had been a heavy smoker 

for most of his life. He actively used a vape. His initial x-rays revealed a pathological lesion in the left femoral head (Figure 18), 

which necessitated an urgent MRI scan of the pelvis and both femora (Figure 19), along with a CT scan of the Chest, Abdomen and 

Pelvis (CAP). The CT CAP revealed a large primary nodule of the lung consistent with a malignancy.  

He was therefore urgently referred to the lung MDT, which recommended bronchoscopy and biopsy to confirm the histological 

diagnosis of the lung nodule and start the appropriate treatment. Following diagnosis, the patient was optimised and offered a left 

THR for his left hip symptoms (Figure 20). He will be followed up along with the respiratory team and oncologists, who are currently 

treating his lung cancer at the time of writing this manuscript. This case illustrates the value of heightened level of suspicion in the 

diagnosis of the causes of unusual presentation of hip pain, and clearly demonstrates that not all hip pain is caused by osteoarthritis 

[5]. 

 

Figure 18: AP Pelvic X-Ray Highlighting Pathological Lesion In The Left Femoral Head/Neck 
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Figure 19: MRI (Coronal View) Of Pelvis Highlighting Lesion In Left Femoral Head & Neck. 

 

 

Figure 20: Pelvic AP X-Ray Following Cemented Left THR 

 

 

 

Figure 21: AP Pelvic X-Ray Highlighting Pathological Fracture In The Right Femoral Neck 

 

4.10 Pathological Fractures: 
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These are fractures that can happen in a previously diseased bone [97, 112]. The pathology can be either benign or malignant, and 

it could be from primary or metastatic lesions around the hip [97]. A seventy-one-year-old patient with pre-existing benign 

osteochondroma around the femoral neck developed sudden hip pain without any significant trauma. Her x-rays and MRI scan 

(Figures 21 & 22) confirmed a pathological fracture, but with no signs of malignant transformation. This resulted in right hip 

hemiarthroplasty after proper planning and optimisation (Figure 23). 

 

Figure 22: MRI (Coronal View) Highlighting Pathological Fracture In The Right Femoral Neck 

 

 

                            Figure 23: AP Pelvic X-Ray Following Right Hip Hemiarthroplasty 

 

4.11 Iatrogenic (Failed Metalwork): 

This is a common cause of pain around the hip. The presentation can be due to painful or failed arthroplasty, metalwork 

impingement, migration, or penetration into the pelvis [113]. The pain can also result from malunion, non-union, AVN or general 

metalwork failure, as seen in this patient’s x-rays below [113, 114].  An eighty-three-year-old gentleman who underwent left 

Dynamic Hip Screw (DHS) fixation for an intertrochanteric proximal femoral fracture 12 months prior at another hospital, presented 

to our clinic with progressive left hip pain. The pain significantly impacted his mobility and ability to perform ADLs. The x-rays 
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revealed non-union of his fracture and metal work protrusion, which were both thought to be responsible for his pain (Figure 24). 

Therefore, he is being prepared for metalwork removal and conversion to a THR, as a single or two staged procedures.  

 

                                  Figure 24: AP Pelvic X-Ray Highlighting Failed Metal Work (DHS) In The Left Hip 

 

4.12 Hamstring Tendinitis: 

This is a diagnosis of exclusion occasionally seen in General Orthopaedic Clinics [12]. This case involved a sixty-five-year-old 

male patient, who presented to the clinic with bilateral severe deep-seated groin pain, which was worse around the buttocks. His 

initial pelvic x-rays were unremarkable for hip OA (Figure 25). Following a clinical assessment, we urgently obtained a pelvic MRI 

scan, which revealed some evidence of bilateral hamstring tendinitis (Figure 26) as the only significant finding. The patient was 

referred to physiotherapists and recovered following conservative management for a few weeks. 

 

Figure 25: AP Pelvic X-Ray (Normal) 
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Figure 26: MRI (Coronal View) Showing Evidence Of Bilateral Hamstring Tendinitis 

 

4.13 Acute Hip Fracture: 

Acute hip fracture can happen and is very common in elderly osteoporotic patients, following minimal trauma [6]. However, hip 

fracture can also happen in young adults because of high energy injuries such as road traffic accidents, fall from height or extreme 

sporting accidents [115]. Although this review is not about hip fractures, however, this is included as a cause of pain around the hip, 

because these injuries sometimes happen following unwitnessed falls, in elderly patients who lack capacity. Therefore, it is important 

to get a good collateral history, which along with clinical examination and imaging, should help clinicians to arrive at a proper 

diagnosis, so that these serious injuries will not be missed. A common presentation of hip fracture in an elderly patient is illustrated 

in the x-ray below (Figure 27), which shows an inter-trochanteric proximal femoral fracture. This is usually treated with a Dynamic 

Hip Screw (DHS) or Intramedullary Nail [116].  

 

Figure 27: AP Pelvic X-Ray Highlighting Left Proximal Femoral Fracture 

 

4.14 Iliotibial Band Syndrome (ITBS): 

As discussed in the previous section, Iliotibial Band Syndrome (ITBS), is the most common running injury due to repetitive flexion 

and extension activities [61]. The pain is typically felt on the lateral side of the knee and less commonly around the lateral hip [61]. 

The knee pain is caused by impingement of the distal ITB over the lateral femoral epicondyle, and the hip pain is caused by the 

movement of the ITB across the greater trochanter of the ipsilateral proximal femur [62, 63]. Our case illustrates a sixty-one-year-

old lady, who presented with lateral sided knee/thigh pain, due to contracture of her iliotibial band. After a thorough clinical 
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assessment and investigations, she had tibial tuberosity transfer to improve her patella tracking and Q angle, and this operation led 

to a complete resolution of her symptoms. (Figures 28, 29) show the pre-operative MRI scan and the post-operative x-rays, 

respectively. 

 

Figure 28: Pre-Operative MRI Scan Of The Right Knee Showing Tight Iliotibial Band (Sagittal & Coronal) 

 

 

Figure 29: Post-Operative Ap & Lateral X-Rays Of The Right Knee Showing Tibial Tuberosity Transfer 

5. Conclusion 

Hip pain encompasses a broad differential diagnosis. Whilst common orthopaedic sources such as Osteoarthrosis are easily 

recognised, it is essential that the diagnostic radar follows a systematic approach to ensure that less common but potentially more 

serious sources of hip pain are not missed, and that the relevant intervention occurs in a timely manner. Accurate diagnosis must 

rely on a comprehensive approach which integrates, patient demographics, history, examination, supportive imaging, and laboratory 

tests. A holistic and individualised approach, as well as a high index of suspicion are important in addressing a diverse and often 

interrelated sources of hip pain to ensure successful outcomes and improved quality of life for the patient.  
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