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Treatment for Pre-arthritic hip disease
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This word cloud represents the current understanding pre-arthritic hip disease. There are many factors thought to be related to PAHD, however we know little about these disorders or these proposed factors. In the meantime, the number of surgeries for these disorders have grown exponentially and some believe there is no role for rehabilitation, some even state that rehabilitations contraindicated in these disorders. Thus the driving factor behind my research. 


rotation internal external abduction flexion hip pain pre-arthritic musculoskeletal activation outcomes treatment femoroacetabular impingement dysplasia stability torque force strength single leg squat score MHHS HOS ROM alpha angle femoral version acetabular neck MRI imaging muscle volume CSA stress physical movement pattern system R01 iliopsoas gluteus medius maximus obturator internus externus gemelli piriformis minimus quadruped immediate delayed correlation ANOVA matched controls interaction female male reliability drop pelvis



Pre-arthritic hip disease

e aka Intra-articular, Nonarthritic hip
disease/disorder

e Associated Diagnoses
* Femoroacetabular impingement <l
« Structural instability (Hip dysplasia)
» Labral tears, chondral lesions, ligamentum teres tear
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PAHD refers to a group disorders including femoroacetabular impingement, hip dysplasia and soft tissues disorders such as labral tears and chondral lesions. 
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" Early disease

Pre-arthritic hip
disease

e Joint pain and loss
of function with no
radiographic
evidence of arthritis

Okana J. Ortho Science 2008
Narvani AA. Knee Surg 2003
McCarthy JC. Clin Orthop Relat Res 2001
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These disorders lead to significant pain and loss of function in young adults and 

My overall research interests is focused on musculoskeletal hip pain. My current proposal is focused young adults with pre-arthritic hip disease which include diagnoses such as, FAI, hip dysplasia, acetabular labral tears and chondral lesions. I am currently investigating  some of the proposed risk factors of pre-arthritic hip disease. I am particularly interested in those that can be modified with rehabilitation such as muscle weakness and abnormal movement patterns.


Many believe that these conditions will progress to osteoarthritis of the hip without appropriate treatment. Upon review of the literature, current treatment of pre-arthritic conditions is limited to surgical procedures. There is very little evidence related to rehabilitation and in fact some authors claim that rehabilitation is contraindicated. There is a clear need for research related to rehabilitation. 


Limited evidence related to conservative treatment
Recently recognized diagnosis
Incomplete understanding of associated impairments
Controversy over the effect of rehabilitation
Some authors state that rehabilitation is contraindicated
Clear need for development of testable rehab strategies
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Is thought to be a precursor to hip osteoarthritis
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Rehabilitation Strategies Needed

Limited
Evidence

-ldentify risk factors
-Rehabilitation to address modifiable factors.
-Teach compensation for non modifiable factors.
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To develop effective treatment strategies and to better match treatment to patients, we must improve our understanding of the factors thoughto to contribute to Pre-arthrtiic and arthritic hip disease. 


Rehabilitation Factors in
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I therefore am conducting a study to assess these proposed risk factors. In particular, we are interested in the association among pre-arthritic hip disease, individual’s activity level, muscle performance – hip muscle strength, bony abnormalities of the hip and pelvis and movement patterns 


http://www.nichd.nih.gov/

AIMms

« Aim 1: Determine the differences between
people without hip pain and people with chronic
PAHD

* Lower extremity (LE) movement patterns
* Hip abductor and external rotator strength
 Bony abnormalities
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There are 3 aims to this study, I will just mention the first 2, then will focus the remainder of the presentation on the third aim which is more closley related to the theme of this symposium. For the first aim, we will determine the differences between people with and without PAHD in the proposed factors.

H1.1: Subjects with PAHD will demonstrate increased peak hip adduction and internal rotation during functional tasks testing, reduced hip abductor and lateral rotator strength and more bony abnormalities compared to subjects without PAHD. 


AIMms

 Alm 2: Determine the association among LE
movement patterns, muscle strength, bony
abnormalities and hip-specific outcome scores.

LE movement

Muscle
strength

Patient
reported
outcomes

abnormalities
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In the second aim, we will determine the association among these proposed factors and patient reported outcomes. We want to see if these factors are related to functional ability

H2.1: High peak hip adduction and internal rotation angles during functional tasks and low hip abductor and lateral rotator strength will be associated with low MHHS and HOS.
H2.2: Peak hip adduction and internal rotation angles will account for more of the variability in the MHHS and HOS than muscle strength or bony abnormalities.


®
Research Proposal

Prospective Cohort design

« Compare (N=80)
» People with PAHD
» People without hip pain (Matched Controls)

 Measures
o Patient-reported outcomes (self-report questionnaires)

* Focused Clinical exam (strength assessment)
» Kinematic assessment (movement patterns)
* Magnetic Resonance Imaging (bony abnormalities)

e Pilot treatment trial
* 6 weeks rehabilitation — Movement Pattern Training
 Modifying abnormal movement pattern
* Hip muscle strengthening

Program in Physical Therapy
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To achieve these two aims, we are recruiting people with PAHD and matched controls. All participants complete patient-reported outcomes and participate in a focused clinical examination for muscles strength, kinematic assessment to assess movement patterns and MRI for bony abnormalities.


AIMms

« AIm 3: To obtain preliminary data on the

effectiveness of movement pattern training

« exploratory randomized time-control treatment trial
* immediate-treatment group
o delayed-treatment group
* both groups will receive movement pattern training.
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For the third aim, we are completing an exploratory randomized time-control treatment trial to obtain preliminary data on the effectiveness of movement pattern training for those who have PAHD.

H3.1: Both treatment groups will demonstrate decreased peak hip adduction and internal rotation angles, increased muscle strength and increased MHHS and HOS immediately after treatment and increased MHHS and HOS at one year. 
H3.2: The immediate-treatment group will demonstrate lower peak hip adduction and internal rotation angles, higher hip muscle strength and higher MHHS and HOS compared to those who have yet to receive treatment (delayed-treatment group). 



Movement patterns - Classification

e Systematic exam — Visual appraisal

 ldentify movement pattern associated with pain behavior
» Likely performed repetitively during functional activities
* May be contributor to pain or persistence of pain
after injury
Sahrmann SA, 2002
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Our physical therapy program has developed a systematic exam to identify movement patterns associated with increased pain. We believe these identified movement patterns demonstrated during the exam


Movement patterns - Classification

e Systematic exam — Visual appraisal

 ldentify movement pattern associated with pain behavior
» Likely performed repetitively during functional activities
« May be contributor to pain or persistence of pain

after injury

Program in Physical Therapy


Presenter
Presentation Notes
Are likely performed repetitively throughout the day during….


Movement patterns - Classification

e Systematic exam — Visual appraisal

 ldentify movement pattern associated with pain behavior
» Likely performed repetitively during functional activities
* May be contributor to pain or persistence of pain

after injury
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Their functional activities. Therefore these movement patterns may be a contributor to pain 


Movement patterns - Classification

e Systematic exam — Visual appraisal

 ldentify movement pattern associated with pain behavior
 Likely performed repetitively during functional activities
 May be contributor to pain or persistence of pain
after injury
Sahrmann SA, 2002

e Treatment approach ? ‘
 Modify movement pattern

* Reduce stresses to tissues

e Reduce pain, improve function

. RE@@ram in Physical Therapy
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Once the movement pattern is identified, the treatment approach is to


Movement patterns - Classification

e Systematic exam — Visual appraisal
 ldentify movement pattern associated with pain behavior
 Likely performed repetitively during functional activities
 May be contributor to pain or persistence of pain

after injury
Sahrmann SA, 2002

e Treatment approach
 Modify movement pattern
* Reduce stresses to tissues
e Reduce pain, improve function
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 modify the movement pattern during their functional activities to reduce stresses to the injured tissued and therefore reduce pain and improve function


Movement patterns - Classification

 Dynamic Knee Valgus (DKV)/Medial collapse (MC)
* Lower Extremity disorders
o Acetabular labral tear
Austin 2008
o ACL injury

DKV/MC No DKV/MC

Hewett TE et al
« Patellofemoral pain

Salsich 2012

Powers CM 2003
Lee 2001
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One movement pattern that has been implicated in lower extremity injury, including acetabular labral tears is dynamic knee valgus, also known as medial collapse


Research Proposal

Prospective Cohort design

« Compare (N=80)
* People with PAHD
e People without hip pain (Matched Controls)

 Measures
e Patient-reported outcomes (self-report questionnaires)

* Focused Clinical exam (strength assessment)
« Kinematic assessment (movement patterns)
 Magnetic Resonance Imaging (bony abnormalities)

* Pilot treatment trial
» 6 weeks rehabilitation — Movement Pattern Training

* Modifying abnormal movement pattern
* Hip muscle strengthening

Program in Physical Therapy
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To achieve the third aim, we are completing a pilot treatment trial. The treatment is focused on movement pattern training  which includes modifying abnormal movement patterns and hip muscle strengthening.


Subjects

 |Inclusion
e 18-40 yrs
e Chronic PAHD

* Deep hip joint or groin pain present greater
than 3 months

» Reproduced with anterior impingement test
 Asymptomatic

e Without history hip pain

« Matched: Age, Gender, BMI and limb side

e EXxclusion criteria
e BMI > 30
* Previous surgery or fracture of hip

e Contraindications for MRI, pregnancy,
iImplanted devices

Program in Physical Therapy
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Patients enrolled are between the ages of 18-40 years. To qualify for the study, they must report a deep joint or groin pain that has been present greater than 3 months. This pain had to be reproduced with the anterio rimpingement test. 
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Once enrolled in the study and baseline testing is completed…

CONsolidated Standards of Reporting Trials)
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patients are then randomized into either delayed or immediate treatment.

CONsolidated Standards of Reporting Trials)
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Those randomized into the immediate group, begin treatment within 1 week of testing, participate in 6 weeks of treatment, 
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then return for follow up testing. 
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Those randomized into the dealyed group, wait 6 weeks, return for pretreatment testing, participate in 6 weeks of treatment


Assess for eligibility

(n=300) Excluded (n=220)

EX p I O rato ry | Not meeting inclusion criteria

‘ Enrollment (n=176)

randomized ' ' Refused 0 paricpate

‘ Baseline Testing

L

L J

tl m e_CO ntrO I ‘ Participate in Treatment a smﬁﬂ?ﬂfﬁiﬂﬁﬁém

Subjects with PAHD that opt

- Yes out of treatment (n=20
treatment tria Rendomizsio o)
_n estionnaires at 2
/ (Il ‘D) \maﬂﬂﬂs
Delaved-treatment Immediate-treatment
(n=10) (n=10)
6 Week waiting pf:rind [ Allocation | Treatment begi.n:s immediatelwv
Pre-treatment testing Treatment: 6 visits/6 weeks
Treatment: 6 visits/6 weeks
Post-treatment testing Post-treatment testing
Follow-Up J
Discontinued treatment or Discontinued treatment or
Lost to follow-up (n=2) Lost to follow-up (n=2)
Post-treatment analysis [ Analysis Post-treatment analysis
6. 12 month questionnaires [ Follow-Up 6, 12 month questionnaires
! i
6, 12 month analysis [ Analysis 6, 12 month analysis

@WﬁshmgtonUm\fergmrmSt]_gui Figure 4. Study flow diagram. CONSORT flow diagram adapted Sample eslimates
based on previous study.


Presenter
Presentation Notes
then return for follow up testing. 
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Both groups then complete 6 and 12 month questionnaires. With this design, we can compare the immediate effects of treatment compared to a control group. We can then look at long term treatment outcomes in all subjects.


Movement Pattern Training
Both Groups

e 6 —1 hour sessions over 6 weeks

e Assessment and instruction in home program
« Modifying abnormal movement patterns
e Functional activities (sit to stand, walking)
o Patient-specific activities (work, fitness)

e Hip muscle strengthening
 Hip abductors
e Hip external rotators
* Hip flexors

Program in Physical Therapy
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As stated, both groups participate in the same movement pattern training which includes 6, 1-hour sessions over 6 weeks. Treatment sessions include assessment of the participant’s performance and instruction in a home program. This includes modifying abnormal movement patterns and during functional activities and patient-specific activities. Patient-specific activities are identified by each participant during the baseline testing and often include work and fitness activities. 


>
Modifying movement patterns

Daily activities — Sit to Stand

Program in Physical Therapy
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I wanted to provide some examples of te modifications. The red X indicates movements or positions to avoid. We believe these positions or movements may increase stresses on the hip joint structures. the Green checks indicate the modified movement or positions . This is an example of sit to stand, note the “knee buckling” motion on the right and the modified motion on the right. 


< Modifying movement patterns
Dalily activities - Sitting
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For sitting, participants are instructed to avoid positions that may be stressful to the hip joint such as having the knees above the hips or crossing their legs. Instead, we recommend they modify their sitting position, such as increasing the seat heiight to keep their hips above the knees


< Modifying movement patterns
Dalily activities - Sleeping
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In sleeping, particpants are instructed to avoid extreme positions of the hip joint. Use of pillows are helpful in relieving stress at the joint


. Modifying movement patterns

Higher level activities

|
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As examples of higher level activities that may come later in the treatment session include single leg squat and descending stairs.


Movement Pattern Training

e 6 —1 hour sessions over 6 weeks

e Assessment and instruction in home program
 Modifying abnormal movement patterns
 Functional activities (sit to stand, walking)
o Patient-specific activities (work, fitness)

e Hip muscle strengthening
e Hip abductors
e Hip external rotators
e Hip flexors

= Washington University in St.Louis * School of Medicine Program in Physical Therapy
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The second component of the Movement Pattern Training includes hip strengthening exercises. These muscles play a role in controlling the abnormal movement pattern discussed, the medial collapse. They are also thought to provide stability to the hip joint


Muscle Strengthening
Hip External Rotation (extension)

\& Aot T
= == IR
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This is an example of the progression to strengthen hip external rotators, starting with the easiest to the left and progressively increasing resistance as we move to the right.


Muscle Strengthening
Hip Abductors

Program in Physical Therapy


Presenter
Presentation Notes
Similarly, we have a progression for the hip abductors


Progression Table of Hip Strengthening
Exercises to be performed 2/day

Target muscle

Level1

Level 2

Level 3

Level 4

Level 5

1. Hip extemalrotators
with the hipin
extension

2. Improve hip flexion
rivoticin.

3. Hip extemal rotators
with the hip in flexion

4. Hip flexors

5. Hip sbductors

6. Combined hip
external rotators and
abductor
strengthening in
functional position

1. T=ometnchip ERTin
prone with knees
flexed.

-10-20 reps, 2 sats

2 Quadnuped rocking
-10reps, 2 sets

3. Isometnic hip ERin
sitting
-10-20 reps, 2 sets

4. Active-zssist hig
flexion in sitting
- 10 reps, 2 sets

5.Hip Abd®in prone
-10-20 reps, 2 st

& Bilatersl, isometnic
gluteal contraction in
standing

-10-20 reps, 2 sets

1. Hip ERin standing
-10-20 reps, 2 zets

2. Quadruped rocking
-10reps, 2 zats

3. Hip ER in sitting
-10-20 reps, 2 zet=

4. Place and Hold hip
flexion in sitting
-10reps, 2 sets

5.Hip Abd in standing
- 10-20 reps, 2 sat=

. \¥eight shifting with
unilateral gluteal
contraction on the
stance limb.

-10-20 reps, 2 zets

1. Hip ER in side Tying
with hip extended
-10-20 reps, 2 sets

2. Quadruped rocking
-10reps, 2 sets

3. Hip ER iin sitting; with
theraband resistance
- 10-20 reps, 2 sets

4. |sometnc at end-rangs
flexion in sitting
- 10 reps, 2 sets

5.Hip Abd in side hying
with hip extended
-10-20 reps, 2 sats

&. Single leg stance
-10-20 reps, 2 sets

1. Hip ERin standing
with thersband
-10-20 reps, 2 sets

2. Quadruped rocking
-10reps, 2 zats

3. Partial squats with
thersband at distal
fermur

-10-20 reps, 2 sets

4. Active hip flexion in
sitting
-10 reps, 2 sets

5.Hip Abd in standing
with thersband
- 10-20 reps, 2 sat=

6. Hip ER with Abd in
standing with theraband
-10-20 reps, 2 zet=

1. Hip ERin standing;
progress thersband
resistance

- 10-20 reps, 2 sats

2. Quadruped rocking
-10reps, 2 sets

3. Side stepping while in
squat position;
theraband at distal femu
orankle

-10-20 reps, 2 st

4. Hip flexion in sitting
with thersband
-10reps, 2 sets

5.Hip Abd in standing;
progress thersband
resistance

-10-20 reps, 2 zets

6. Hip ER with Abd in
standing; progress
theraband resistance
-10-20 reps, 2 sets

¥

= External rotation, “Abd = Abduction

[EW’ “atientis progressed to the next level nfe:trl::iEE when they can perform 2 sets of 20 repetitions inde pendently and with zase
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This table is not to strain your eyes, but is provided just to demonstrate the hip strengthening exercises are progressed in a standardized manner, however is based on the patient’s performance, not a specific time frame. 


® .
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EXERCISE PROGRESS TABLE
sngthening

Compliance Assessment Progress
Knowledze of Key Performance Date, Visit # Reps Status of
Exercise Given & # Exercise COmments
EXErcise i Mo vCT VoS Initiated Times per Day | (P, O, TJT
{color Reps Times
Hip ER [ext) theraband
if approp)
1. prone izom [feel in seat
muscles)
2. Stand, rotate on heel
[don't rotate
pehvis, feel in
seat)

X1}

Side lying [don't rotate
b - ﬂ pehis, feel

_ in seat)

e — > =F

4. standw) resist (don't

b rotate/tilt

pehvis, feel in
seat)

Tha n:l_

5. Standprogress resist
[don't rotateftilt pehis,
feelin seat)

Thand

ER = External rotation, Abd = Abduction, Flex = Flexion; ™wC= verbal cues. *pa = physical gzsistance.; 7 P = progressed to a higher level of exercise; [different exercize). 0 =
ongoing and independent; T=terminated because too difficult, status worsened or exercize iz no longer to be performed. Patient iz progreszed to the next level of exercize

when they can perform 2 setz of 20 repetitions independently and with eaze.


Presenter
Presentation Notes
To be progressed, the patient must be able to complete 2 sets of 20 repetitions independently. We have developed a specific method for the treating physical therapist to determine if the patient is able to perform the exercise independently. 
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Functional Activities RO1 HD047709,

Van Dillen LR (PI)

PR[I GRESS TAELE
ignal Activities

Independence -\ummmt Progress Notes
EKnowledge of Key Performance Commen 3
Concept ! Vini
_ . i EQ _ _ __ Data_ ";.mt £ Reps
Activity Reviewed Tes No Vo ! Activity if given)
Key : N Initiated &t

Concept

Required :*

1. St=nding: {Aveid swayed
position, kesp kness
unlecked and squal weight-
bearing)

2. Eittoztand (Slhide to the

edlfa_ Leep knee in line with
toe; don 't allow the

Lkness to roll in)

Walking {Contract the

glutealsjon the stance limb;

don’t let vour kuee roll in
or pelvis dlt, lift heal early)

4. Litting (limit fme sitting,

hips higher than kness, fest

supportand relaxed, do mot
cross less)

Slesping position {Avoid

exireme hip flecion or

rofation. Side lving - pillow
between knees; Supine—
pillows nnder knees)

§.  Bingls Lag Sguaf (Contract
thie gluteals on the ytance
limb; dom "t let the knee roll
in or frunk lean)

[

in

"W = werbml cues. P4 = phpsiml acsistance. *Requined activities = must presoibe irmespactiee of spmptoms. “Options for other actiites = if heips attsin relief and feasible to perform. "actiifies patient specficuily
rEparts afe SEMPtom provoking or Jioult dus to pain. TPatient spadic options obteined from kodified Harris Hip Scones, Hip Outoome Score or patient repart during histary.

if b s highigghted, & related sctivity ar posit ian Wes Symptametic on esminat son mined trestment spactic to this item should be inteted.

"Progress table adapbed from Van Dillen shudy (RO1HDOLTTOS0Z]. b\mmmﬁmmar = an Harres-Hapes b ot sl Deveslopment and Preliminry Relsbliy Testing of an Ass=scment of
Patient Indepandence in Perianming & Trestment Prognam: Standandinsd Sosnsres. ) Rehat Protacol V.2 20100509

Subject Coda: Dhata: ; Clinic Vizit =:



Presenter
Presentation Notes
We also use the same assessment technique for the performance of the fucntional activities.  I don’t have time to go into details, but would be happy to speak about this method in more detail if anyone is interested



Self-Report Adherence ROL HD047709,

Van Dillen LR (PI)

Hama Subject Coda:

Diata:

Functional Activities and Exercise Log - Weekly

¢ This quastionnaire is designead to provids vour therapist with information about how oftan vouars abls to perfomm the
treatmeants vou wars given.

¢  Your therapist undarstands that vouars busy and that it maw be difficult to do all of vour functional activity
modifications and axareises.

¢ Itis verv important that vou give a troe pictore of what vou actually have been abla to do. Your answer should not
be based on what vou think vwou should have dons.

¢ Plaaseindicats for the past week how much of the exercises and functional activity modifications vou wars abla to
do.

¢  Plaase answer the quastions by cireling the parcantags that bast rapresants what voudid.
Chvar the past week, what percentass of vour funetional activities as instrocted by your phy sical therapist did vou

parform?

0% 10%  20% 30% 40% 30% 60% 7T0% BO0% 90% 100%

Crvar the past week, what parcentags of vour preseribed exercises did vou parform?

0% 10%  20% 30% 40% 30% 60% 7T0% BO0% 90% 100%

On awersge, how many times per day are you 2ble to complets yourexerdse program?

jram in Physical Therapy

L1 1 2 =2



Presenter
Presentation Notes
Finally, we also collect self-report information of adherence. At each treatment session and at the 6 and 12 month questionnaires, patient report their adherence with their functional training modifications and strengthening exercises.


Primary Outcome
 Modified Harris Hip Score

* Hip-specific patient reported outcome
Q u eSti O n S Participant code Date

n
e Pain | 1.4 Modified Harris Hip Score
- =g = Foreach category, check the box that best describes you: [Please check only one box.)
e F | ability
unCtIOna a I It 1. Which ofthese categories would bestdescribe your hip pain?

2y MoneiAble toignore it
Q: Slight, sional, ise in activity

b Percentage Score :IT Mi%.nnnﬁfaeéil:: nl:;i::rTI:‘::?t:;ri:s?n sr;t?runuauslsmiv'rty.uae aspinn/ibuprofenTylenol

=]

2, Moderste, tolerable, make concessions, occasional pain reliever strongerthan aspinn or Tylenol

« 100 = no disability S e

2. Functional capacity (Please check only one box for each question below.)

g...How much do you limp while walking? mdn you go up and down stairs?

2y Mone Momnally (1 footon each step)

Q. 5Slight :I; Mormnally with banister

2: Moderste 2: Anymethod (Both feeton each step)

2, Severs 2, Motsble

Q: Unsble towalk
mynu need support when walking? &,.Haw do you put on shoes and socks?

Mone . With ease

:I; Cane forlong walks Q. With difficulty

2: Cane allthe time 2: Unsble

2y Crutch

2: 2 Canes

3 ZCrutches f..How long canyou sitin a chair?

2; Walker 2y  Anychair, 1 hour

2: Unsble towsalk Q- High chair, ¥ hour

2: Unsble to sitin any chair¥: hour

&..Haw far can you walk without stopping g...Are you able to use public transportation such as
because of hip pain? a bus or subway if you wanted to?

Q; Unlimited d, Abletouse

Q. & Blocks 2 Unsble touse

2: 2-3Blocks

& Washington University in St.Louis » School of Medicine 3, Indoorsonly

: Bedand cheironly




PRELIMINARY RESULTS
TREATMENT

& Washington University in St.Louis * School of Medicine PiegliEl b PayeEe) TeiEmy


Presenter
Presentation Notes
I want to emphasize that this is preliminary data. We are still actively recruiting, but currently have small numbers. 


Demographics

Variable

14F.2M
27.2 (5.4)
BMI (kg/m?) 24.3 (2.4)
10 = higher activity level S ()
2.7+3

Pain duration (yrs)

MHHS (%)
100% = no disability 82.1+10.2

Pain (worst last week)
10 = worst imaginable 5.9 (2.4)

= Washington University in St.Louis » School of Medicine Program in Physical Therapy


Presenter
Presentation Notes
The data I am reporting at this symposium includes 16 patients with PAHD. The majority are females and they are relatively young and fit


Limb side
If bilateral pain in PAHD – selected the most painful side
If pain similar, flipped a coin



Demographics

Variable
Mean (SD) Nn=16

Sex 14F:2M

Age (yrs) 27.2 (5.4
BMI (ka/m?2) 24.3 (2.4

UCLA
10 = higher activity level 8.2 (2.0)

Paln ratlo
10 = rt1c1 ates in zmpact sports

9= @@%tmp, gggﬁm;ltes In impaci sports

8 = Regularly participates in very active events
Pain?

Washington University in St.Louis » School of Medicine Program in Physical Therapy


Presenter
Presentation Notes
They are relatively active based on the UCLA activity score


Demographics

Variable

Mean (SD)
Sex 14F.2M

Age (yrs) 27.2 (5.4)
BMI (kg/m?2) 24.3 (2.4)
UCLA

10 = higher activit Sz (el)
Pain duration (yrs) 2.1%3
MHHS (%)

100% = no disability 62.1410.2
Pain (worst last week)

10 = worst imaginable 5.9 (2.4)

= Washington University in St.Louis » School of Medicine Program in Physical Therapy


Presenter
Presentation Notes
However they report a long duration of pain, mean is close to 3 years. They report moderate levels of pain and dysfunction based on a numeric rating scale and the MHHS


Preliminary Comparison
Immediate vs. Delayed

 Immediate (Treatment)

n=10 7
* Delayed (No Treatment) : | Treatment
n=6/8 : |
-2did notreturnfor £ ...,
pretreatment testing or 2

" No Treatment

Mod Harris



Presenter
Presentation Notes
In this slide, I wanted to give you a visual comparison of the treatment groups at this time. The numbers are small, so I can’t provide statistical information. 10 participants have been randomized into the immediate group and 8 in the delayed group – 2 in the dealyed group did not return for further testing or for treatment. This graph shows the Modified Harris Hip score at the baseline visit and visit after 6 weeks. You can see from the graph, you can see that those who have received treatment, demonstrated an improvement and those who have not demonstrate a worsening. These values however are small.

2 in the immediate group worsened
2 in the delayed group improved



Descriptive Analysis — All subjects

 Comparison to Baseline

* Immediately after treatment: n =16
e 6 months after treatment: n=9
12 months after treatment: n =5

 Repeated-measures ANOVA
 Bonferroni adjustment
e pvalue <.05


Presenter
Presentation Notes
For this symposium, I wanted to report on the long term outcomes, so I assessed all participants that have received treatment. So basically both groups collapsed. We have 16 who have completed treatment and posttreatment testing, 9 of these have completed their 6 month questionnaires and 5 of these of completed their 12 month questionaires. 




= :
Patient-Reported Outcomes

B Baseline
: I (mmediately after treatment
Com_p_ared to baseline, B G Mot
participants reported 12 Months

Improvement in MHHS after =
treatment

100

*5.5% immediate (n=16)

g0

B0 =

MHHS

40

20

Time


Presenter
Presentation Notes
Compared to baseline partiicipants reported a small improvement in MHHS immediately after treatment


>
Patient-Reported Outcomes

B Baseline
: I (mmediately after treatment
Com_p_ared to baseline, B G Mot
participants reported 12 Months

Improvement in MHHS after

treatment

»5.5% immediate (nN=16)

*10.5% immediate (n=9) 8
=10.6% at 6 months (n=9)

&0

MHHS

40

20

Time


Presenter
Presentation Notes
 in the 9 people that we have 6 month data, they had an improvement of about 10% immediately after treatment that maintained at 6 months 


>
Patient-Reported Outcomes

B Baseline
: I (mmediately after treatment
Com_p_ared to baseline, B G Mot
participants reported 12 Months
Improvement in MHHS after
treatment

D D

»5.5% immediate (nN=16)

*10.5% immediate (N=9) N

*10.6% at 6 months (n=9)

»11% immediate (n=5) r Y I
=

*10.6% at 6 months (n=5)
211.9% at 12 months (n:5) PP I

Eu .........................



Presenter
Presentation Notes
 in the 5 people that we have 12 month data, they had an improvement of about 11% immediately after treatment that appears to be maintained at 6 and 12 months, however due to the small number, there were no statistical differences.


Conclusion

= Preliminary results suggest movement pattern
training may improve pain and function in
patients with PAHD.

= Improvements may be maintained at 6 and 12
months after treatment.


Presenter
Presentation Notes
In conclusion, preliminary results suggest that movement pattern training improves pain and function in patients with pahd and these improvement may be maintained at 6 and 12 months.


Our Future Research

e Continue recruitment

o Target sample 40 per group (controls, PAHD)
* Increase male participants

e Comparison between PAHD and Controls
» Lower extremity (LE) movement patterns
* Hip abductor and external rotator strength
 Bony abnormalities


Presenter
Presentation Notes
Our plan is continue recruitment to reach our target sample and we would like to increase the number of male participatns. 
Complete analyses related to our first 2 aims that I mentioned.


Our Future Research

* Future analyses to inform future clinical trials
needed to assess the effectiveness of
rehabilitation in people with PAHD.

* |nvestigate relationships among strength, movement patterns,
bony abnormalities and patient-reported outcomes.

P —

Muscle
strength

LE : Bony
movement ’ abnormalities

Patient
reported
outcomes



Presenter
Presentation Notes
Finally, we would like to complete analyses to investigate relationships  among strength, movement patterns,bony abnormalities and patient-reported function, in hope to better inform our future clinical trials.


&4 Washington
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Michael Mueller, PT, PhD, FAPTA Paul Commean, BEE

Gretchen Salsich , PT, PhD Travis Hillen, MD

Linda Van Dillen, PT, PhD

John Clohisy, MD Physical Therapy

Mario Schootman, PhD Sylvia Czuppon, PT, DPT, OCS
Darrah Snozek, BS

Dept. Biostatistics Faculty and Students

Karen Steger-May, MA
J. Philip Miller, AB

& Washington University in St Louis
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I would like to ackowledge my mentors and contributoes


Marcie Harris Hayes, PT, DPT, MSCI, OCS
Associate Professor
Program in Physical Therapy
Washington University School of Medicine
Campus Box 8502
4444 Forest Park Avenue
St. Louis, MO 63108
(314) 286-1435

harrisma@wustl.edu
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