HIP Examination
1.
-

-

Introduction
Wash Your hands
Introduce yourself by name and role
Check their identity – name and DOB
Explain the procedure - why you need to do it
and what does it involve
Ask for consent
Expose the patient appropriately
Check if the patient is currently in any pain

e.g. Good morning, my name is .. and I am a medical
student. Can I check your name and date of birth?
I have been asked to do an examination on your hip,
which would involve me looking, feeling, and moving
the hip joint. Is that ok?
- Would you mind removing your trousers for me
please?
- And can I just check whether you are in any pain?

2. Bedside Inspection
B – (normal) Body habitus
C – Comfortable at rest
- Observe the patient: Patient is A – Alert
- Observe the surroundings: mobility aids, Zimmer frame, shoes (heel raises and supports)
3. Gait
- Ask the patient to walk over to the wall, turn around and walk back.
- Check for symmetry, smoothness, and step height
- Observe gait cycle (heel strike, toe-off)
- Is the turn smooth and quick?
Gait pathology
Sign
What it can indicate
Stance phase abnormally shortened to
Antalgic gait
Implies pain in specific leg
reduce time on that foot
Patient moves their upper body forwards
Waddling gait
Weakness of proximal muscles of pelvis which
and drags lower leg forward
causes weakness of gluteus muscles
Stiffness in the legs and tendency to
Spastic gait
Upper Motor Neuron (UMN) lesion
circumduct the feet
The knee is in fixed flexion/knee is
Fixed
Occurs in polio as patient have quadriceps
flexion/hyperextended hyperextended
wasting
knee
Characterized by foot-drop due to loss of
High-stepping gait
Damage to the deep fibular nerve
dorsiflexion
Support the patient’s outstretched arms,
Trendelenburg’s gait
Indicated damage to the gluteus medius on
get them to stand on one leg.
(look for
the supported side, due to lesion of the
If unsupported side of pelvis drops down,
Trendelenburg sign)
superior gluteal nerves
then positive sign.
4. Patient standing
OBSERVE: Ask patient to stand and inspect the patient from the front, side and back
Action
Sign
What it may indicate

Front

Side

Behind

Scars
Pelvic tilt
Asymmetry/leg length
discrepancy
Quadriceps wasting
Foot deformity
Loss of lumbar lordosis
Gluteal wasting
Scoliosis

Previous surgery
Weakness of muscles on one side
Growth arrest in childhood
Wasting in chronic joint disease
Pes cavus (high arched foot)
Pes planus (flat fleet)
Fixed flexion deformity
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Asymmetry of pelvic
brim- dimples of Venus

-

-

These are sagittal symmetrical indentations sometimes visible on the lower
back, just superior to the gluteal cleft. These indentations are created by a short
ligament stretching between the posterior superior iliac spine and the skin.

Perform Trendelenburg Test
a) Stand in front of the patient and ask them to put outstretched hands on your arms for support.
b) Look for weakness of hip abductors and depression on that side
A positive sign (pelvic drops on the opposite side) suggests weakness of abductor muscles --> gluteus
medius/minimus muscles

5. Patient reclined
OBSERVE: Ask patient to recline on the couch
- Assess skin for scars, pigmentation
- Assess muscles for wasting and fasciculation
- Offer to measure:
Apparent leg length on
This is from the umbilicus to
both sides
medial malleolus
True leg length on both
This is from the ASIS to
sides
ipsilateral medial malleolus

Unequal suggests tilting pelvis, due to spinal/pelvic
deformity
Unequal suggests actual limb shortening e.g.,
fracture, hip disease

FEEL: With patient lying down, ask about pain and start with normal side first.

-

Palpate anterior aspect of hip– Assess temperature, tenderness, and joint insertions -->
Inflammation/infection
Feel for greater trochanter – thumb on ASIS and move fingers down--> trochanteric bursitis

ACTIVE MOVEMENT:
- Place one hand under the lumbar spine to detect masking of hip movement by spine
- Flexion: bring knee towards chest (normal ROM is 120°)
PASSIVE MOVEMENT: Ask patient to relax and allow you to move the joint freely, roll each leg side to side to make
the limb floppy
- Flexion: bring knee towards chest (normal ROM is 120°)
- Internal and external rotation: whilst the knee and hip are flexed to 90°:

-

a) Turn the knee inwards (Internal rotation -->normal ROM is 30°)
b) Turn the knee outwards (External rotation --> normal ROM is 40°)
Extension: place one hand on pelvis and lift one leg at a time to assess extension (normal ROM is 10-20°)

6. Special tests
- Thomas’ test: tests fixed flexion deformity (DO NOT perform on patients with hip replacement as can cause
dislocation)
a) Place a hand under the patient’s lumbar spine
b) Ask patient to bring both knees to chest to straighten the pelvis- lumbar lordosis should be flattened
c) Ask patient to hold one knee and extend the other- repeat on other leg

-

A fixed flexion deformity will prevent straightening of the leg --> Suggestive of osteoarthritis
A patient may compensate with increased lumbar lordosis i.e. spine lifting off from your hand
Thank the patient and wash your hands again.

“To complete the examination, I would do a number of steps…”
Bedside – (History) Take a full history
- (Observations) Examine neurovascular state of both limbs e.g. pulse, sensation, proprioception
- (Corresponding examination) Examine joint above and below (knee and spine), check for the presence of
hernias)
Imaging – AP and lateral radiographs
Special tests – Test resisted hip flexion, adduction, and sensation of antero-lateral thigh
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