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ABSTRACT

The 1st International Hip-related Pain Research Network
meeting discussed four prioritised themes concerning
hip-related pain in young to middle-aged adults: (1)
diagnosis and classification of hip-related pain; (2)
patient-reported outcome measures for hip-related pain;
(3) measurement of physical capacity for hip-related
pain; (4) physiotherapist-led treatment for hip-related
pain. Thirty-eight expert researchers and clinicians
working in the field of hip-related pain attended the
meeting. This manuscript relates to the theme of
physiotherapist-led treatments for hip-related pain. A
systematic review on the efficacy of physiotherapist-led
interventions for hip-related pain (published separately)
was conducted and found that strong evidence for
physiotherapist-led treatments was lacking. Prior to

the meeting, draft consensus recommendations for
consideration in the meeting were also developed

based on the systematic review. The draft consensus
recommendations were presented to all of the meeting
participants via email, at least 1 week prior to the
meeting. At the meeting, these recommendations were
discussed, revised and voted on. Six recommendations
for clinical practice and five recommendations for
research were included and all gained consensus.
Recommendations for clinical practice were that (i)
Exercise-based treatments are recommended for

people with hip-related pain. (ii) Exercise-based
treatment should be at least 3 months duration. (jii)
Physiotherapist-led rehabilitation after hip surgery should
be undertaken. (iv) Patient-reported outcome measures,
measures of physical impairment and measures of
psychosocial factors should be used to monitor response
to treatment. (v) Physical activity (that may include
sport) is recommended for people with hip-related

pain. (vi) Clinicians should discuss patient expectations,
use shared-decision making and provide education.
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Recommendations for research were (i) Reporting of
exercise programmes: Exercise descriptors such as load
magnitude, number of repetitions and sets, duration of
whole programme, duration of contractile element of
exercise, duration of one repetition, time under tension,
rest between repetitions, range of motion through
which the exercise is performed, and rest between
exercise sessions should be reported. (i) Research
should investigate the optimal frequency, intensity, time,
type, volume and progression of exercise therapy. (iii)
Research should examine the effect of patient education
in people with hip-related pain. (iv) Research should
investigate the effect of other treatments used in people
with hip-related pain (for example: manual therapy,
medications, injections). (v) Research should examine
the impact of comorbidities and social determinants

on treatment effectiveness in people with hip-related
pain. Clinicians and researchers working with young to
middle-aged active adults with hip-related pain may use
these consensus recommendations to guide, develop,
test and implement individualised, evidence-based
physiotherapist-led rehabilitation programmes.

INTRODUCTION

Hip-related pain is common in young to middle-
aged active adults (usually aged 18—50 years) and has
a significant impact on physical activity and quality
of life.! Pain, physical activity and quality of life, as
represented in patient-reported outcome scores, are
poor in people with hip-related pain.>” There are
a number of possible presentations relating to hip-
related pain in young to middle aged active adults.!
Femoroacetabular impingement (FAI) syndrome
is the most common and may be diagnosed in
around half of people with hip-related pain.® The
diagnosis of FAI syndrome currently includes bony
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morphological changes in the hip which may cause aberrant joint
forces during hip movements and possible damage to the intra-
articular structures of the joint." Other causes of hip-related pain
can include acetabular dysplasia and intra-articular soft-tissue
features such as labral, chondral or ligamentum teres lesions.”

The International Hip-related Pain Research Network
(IHiPRN) was developed in 2017 to collaborate across research
groups and disciplines and disseminate knowledge of hip pain to
clinicians. The focus of the IHiPRN specifically relates to ‘Hip-
related pain in young to middle aged active adults’. There has
been a consensus statement published previously that focused
on FAI syndrome as a clinical entity and briefly discussed treat-
ment options for FAI syndrome.! While that consensus state-
ment briefly recommended non-surgical treatments including
rehabilitation, it did not specifically discuss evidence-informed
recommendations for such treatments. To address this gap, the
aim of this paper was to report the recommendations from the
IHiPRN consensus meeting for physiotherapist-led treatments
that improve pain and function in young to middle aged active
adults experiencing hip-related pain.

METHODS

Literature review

Prior to the consensus meeting a systematic literature review
was conducted in order to provide the evidence summary from
which the consensus recommendations contained in this paper
were developed. The systematic review was conducted according
to the preferred reporting guidelines for systematic reviews and
meta-analysis (PRISMA) guidelines and is published separately.®
The purpose was to synthesise the evidence of the effect of phys-
iotherapist-led treatment for hip-related pain. Treatment refers
to the overall physiotherapist-led management of a patient
and is not restricted to any single intervention. Outcomes of
interest included patient-reported outcomes of pain, function,
activity and quality of life as well as impairment measures such
as range of motion (ROM), hip muscle strength, functional task
performance and movement quality (including biomechanics).
The protocol was registered on the PROSPERO international
prospective register of systematic reviews (CRD42018089088)
on 20 February 2018. Within the systematic review, evidence
was categorised as ‘strong’ if there were multiple high-quality
clinical trials or cohort studies; ‘moderate’ if there was either
one high-quality clinical trial or cohort study and more than
two high-quality case-control studies or more than three high-
quality case-control studies; ‘limited” if there were either one
or two case-control studies or multiple cross-sectional studies
and ‘insufficient” if there was not more than one cross-sectional
study.’

Background and process of the consensus meeting

Selection of expert group members

The THiPRN leadership group (Joanne Kemp, Kay Crossley,
Mario Bizzini, Andrea Mosler, Cara Lewis and Karim Khan) met
in January 2017 to identify potential expert group members.
Experts were selected based on their track record of publica-
tions and being current active researchers in the field of hip-
related pain in young and middle-aged adults. Researchers who
were also clinicians in the field were viewed favourably. Poten-
tial expert group members were contacted via email asking them
to express interest in taking part in the 1st IHiPRN Consensus
Meeting in Zurich in November 2018. Potential expert group
members were also asked to identify other experts for invitation
that the leadership group may not have identified.

Following this expression of interest, four key areas were
identified as priorities for consensus. These four key areas were:
I.  Classification of hip pain (including use of (i) clinical tests

and (ii) imaging).

II.  Patient-reported outcome measures for hip pain (including
hip-related measures and maybe others including pain/cop-
ing/fear/utility measures).

II.  Standardised measurement of physical capacity in hip-
related pain (including clinical measures, biomechanics,
EMG, physical activity, functional performance and return
to sport).

IV. Physiotherapist-led treatment of hip-related pain.

The leadership group then identified experts to lead each
working of the four working groups. These were MR and RA
(group 1), FI and JK (group 2), AM and CLL (group 3), JK and
MB (group 4). Members of the working groups were then deter-
mined following discussion between the leadership group and
the working group leaders. The working group members for this
paper were Joanne Kemp, Mario Bizzini, Andrea Mosler, Hivard
Moksnes, Andreas Serner, May Arna Risberg, Nicolas Mathieu,
Boris Gojanovic, Marcie Harris Hayes, Mo Gimpel, Sue Mayes,
Kay Crossley, Nancy Bloom, Michael Hunt, Mark Scholes and
Lasse Ishei.

Expert group demographics

All consensus meeting participants were considered to be experts
and at the time of meeting were actively researching in the field
of hip-related pain in young and middle-aged active adults. Areas
of expertise among the participants included physiotherapy,
orthopaedic surgery, sport and exercise medicine, biomechanics,
diagnostics, imaging and radiology, patient-reported outcome
measures and exercise science. In addition, many of the partici-
pants were also expert clinicians who regularly treat young and
middle-aged active adults with hip-related pain.

Preagreement meeting process

Prior to the meeting, a systematic review was undertaken. This
formed the evidence summary.® The evidence summaries were
revised on multiple occasions by the working groups, prior to a
final draft being confirmed. From this, draft consensus recommen-
dations for consideration in the meeting were also developed by the
working groups. These evidence summaries and draft consensus
recommendations were presented to all of the meeting participants
via email, at least 1 week prior to the meeting in Zurich. No voting
occurred at this time and experts were provided with this informa-
tion to allow them to be familiar with the evidence.

Agreement meeting process

At the beginning of the face to face meeting in Zurich, small
breakout groups discussed and revised the evidence summaries
where necessary and draft consensus recommendations previ-
ously developed. The principal investigators (JLK and MB)
then presented the evidence summaries relating to their area
to the whole expert group. Participants were then encouraged
to discuss each consensus recommendation, and further revi-
sions were then made. At the conclusion of the discussion, each
participant was asked to vote on the recommendation, using
a 10-point Likert scale, where 0 indicated the statement was
considered to be ‘inappropriate’ and 9 ‘appropriate’.'’ ! Scores
were pooled and the median (IQR) for each recommendation
was determined. Scores that were 0-3 were considered inappro-
priate, scores of 4—6 were considered uncertain and scores of
7-9 were considered appropriate.'® !
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The AGREE reporting guidelines have some common elements
with this work; however, given the aims of the Zurich meeting,
the authors feel that AGREE was not the ideal way to report the
results of this topic.

RESULTS

Results of the consensus meeting

The consensus meeting was held in Zurich, Switzerland on 17
and 18 November 2018 and was attended in person by 37 out
of the 44 THiPRN participants and via videoconferencing by one
additional participant. The remaining six participants who did
not attend did not participate in voting.

The expert group of 27 physiotherapists, 7 orthopaedic
surgeons, 4 sport and exercise medicine physicians, 4 exercise
scientists, 1 radiologist and 1 general medical doctor included
12 women and 32 men. The mean(SD) age of participants was
41(11) years and the mean(SD) number of years’ experience was
20(10) years. Twenty-one participants were from Europe, 13
from Australia/New Zealand, 8 from North America and 2 from
the Middle East. All participants were fluent English speakers.

Consensus recommendations

The final consensus recommendations and consensus voting
results can be found in table 1 and figures 1 and 2. The consensus
group considered all consensus recommendations appropriate.
The quality of evidence used to inform the consensus voting
ranged from moderate to insufficient.®

DISCUSSION

The 1st International Hip-related Groin Pain Research Network
consensus meeting was held in Zurich on 17-18 November
2018. In this paper, we presented the results of the consensus
voting on the theme of physiotherapist-led treatment for hip-
related pain. Six recommendations for clinical practice and five
recommendations for research were discussed and voted on.
These recommendations combine the best available evidence
based from the systematic review® with expert opinion. Clini-
cians working with patients with hip-related pain can use the
consensus recommendations to guide physiotherapist-led treat-
ment. Clinicians are encouraged to provide best practice care
by integrating these consensus recommendations with their own

Table 1
of consensus group

Summary of final consensus recommendations developed from evidence synthesis for voting at consensus meeting and recommendation

Level of evidence
supporting

Consensus score

Number

Consensus recommendations for clinical practice recommendation Median  IQR Mode  result participants voting
1. Exercise-based treatments are recommended for people with ~ Moderate® ' 9 8-9 9 Appropriate 37
hip-related pain.
2. Exercise-based treatment should be at least 3 months Limited" 7 7-8 7 Appropriate 37
duration.
a. Physiotherapist-led rehabilitation after hip surgery should be  Limited'*'® 9 8-9 9 Appropriate 37
undertaken.
c4. PROMs, measures of physical impairment and measures of Insufficient 9 89 9 Appropriate 37
psychosocial factors should be used to monitor response to
treatment.
C5. Physical activity (which may include sport) is recommended  Insufficient 9 89 9 Appropriate 37
for people with hip-related pain.
C6. Clinicians should discuss patient expectations, use shared- Insufficient 9 8-9 9 Appropriate 37
decision making and provide education.
Level of evidence
supporting Consensus score  Number of
Consensus recommendations for Research recommendation Median IQR Mode result participants voting
R1.  Reporting of exercise programmes. Exercise descriptors such ~ Moderate*® 2 9 9 9 Appropriate 36
as: load magnitude, number of repetitions and sets, duration of
whole programme, duration of contractile element of exercise,
duration of one repetition, time under tension, rest between
repetitions, range of motion through which the exercise is
performed and rest between exercise sessions should be
reported.
R2.  Development of high-quality exercise programmes. We need ~ Moderate*® 9 7-9 9 Appropriate 28
research to investigate the optimal frequency, intensity, time,
type, volume and progression of exercise therapy.
R3.  Research should examine the effect of patient education in Insufficient® 8 7-9 9 Appropriate 36
people with hip-related pain.
R4.  Research should investigate the effect of other treatments Insufficient® 8 89 9 Appropriate 35
used in people with hip-related pain.
R5.  Research should examine the impact of comorbidities and Insufficient™ 9 9 9 Appropriate 36

social determinants on treatment effectiveness in people with
hip-related pain.

Scores 0-3 were considered inappropriate, scores of 4-6 were considered uncertain and scores of 7-9 were considered appropriate.
Not all participants were able to be present for all voting procedures due to other commitments.

*Absence of knowledge noted and prioritised as area for future research by expert group.

C, Consensus recommendation for clinical practice;PROMs, patient-reported outcome measures; R, consensus recommendation for research.
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Consensus Voting
- N w S~ w [} ~ [¢2)
*
*

C1 Cc2 C3

C4 C5 C6

Clinical Recommendations

Figure 1

Consensus voting on recommendations for clinical practice (C). C1=clinical recommendation 1; C2=clinical recommendation 2; C3=clinical

recommendation 3; C4=clinical recommendation 4; C5=clinical recommendation 5; C6=clinical recommendation 6.

clinical expertise and the individual preferences of the patient in
a shared decision-making process regarding treatment options.
We anticipate the consensus recommendations for research will
provide direction for consistent and transparent future research
evaluating physiotherapist-led treatment for hip-related pain.
We discuss each of the recommendations below.

Consensus recommendations for clinicians

C1. Exercise-based treatments are recommended for people with
hip-related pain

The level of evidence supporting this statement was moderate
and the median (IQR) score was 8 (1) out of a possible 9 points,
indicating small variability within the opinions of the expert group.
When undertaking physiotherapist-led treatments in people with
hip-related pain, evidence suggests that exercise-based treatments
should be prioritised, possibly with hip, trunk and functional
strengthening components.® Strengthening or resistance exercise
was included in most studies that demonstrated improvements
in pain, function and quality of life; however, strengthening
alone may not have caused these reported improvements. It is
possible that improvements in strength indicate greater capacity
of the hip to cope with load as well as promoting self-efficacy
and providing graded activity/exposure to challenging activities.
There is also support for improving ROM and for functional

581213

and movement pattern retraining.'* As such, other exercise-based
treatments including functional and movement pattern retraining,
stretching and ROM exercises could be considered, although
the level of evidence to support this is insufficient. Importantly,
all studies containing an exercise-based physiotherapist-led treat-
ment showed positive within-group change at follow-up assess-
ment.*? 1271 The most effective type of exercise, dose of exercise
and progression of exercise is not yet known. It is also unclear
what constitutes optimal loading in this patient group and what
level of pain is acceptable for patients while undertaking physio-
therapist-led treatment programmes. Clinicians treating patients
with hip-related pain could consider using guidelines for exercise
prescription such as those outlined by the American College of
Sports Medicine'” for the dosage (frequency, intensity, time and
type), volume and progression of exercise programmes provided.
Future research may consider the development of tools the collec-
tion and reporting of load programmes.

C2. Exercise based treatment should be at least 3 months duration

The level of evidence supporting this statement was limited,"*
and the median (IQR) score was 7 (1) out of a possible 9 points.
Evidence suggests that physiotherapist-led treatments that were
at least 3months duration had a larger effect compared with
studies of shorter duration (ranging from 3 weeks to 7 weeks). It

: | |
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Research Recommendations

Figure 2 Consensus voting on recommendations for research (R). R1=research recommendation 1; R2=research recommendation 2; R3=research
recommendation 3; R4=research recommendation 4; R5=research recommendation 5.
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is uncertain whether improvements would be maintained in the
medium- to long-term, as studies with longer follow-up reported
more modest within-group improvements for physiotherapist-led
treatments.” * Further investigation of who is likely to respond to
treatment and how to make treatments more targeted to the indi-
vidual is required.

C3. Physiotherapist-led rehabilitation after hip surgery should be
undertaken

The level of evidence supporting this statement was limited,” * and
the median (IQR) score was 9 (1) out of a possible 9 points, indi-
cating small variability within the opinions of the expert group. Two
pilot studies reported improvement in patient outcomes immedi-
ately following participation in postoperative rehabilitation."* '® The
benefits seen immediately posthip arthroscopy was no longer evident
at 6months follow-up, but 6-month results were likely underpow-
ered.”® Full-scale randomised controlled trials (RCTS) are required
to determine the efficacy and effectiveness of posthip arthroscopic
rehabilitation. Clinicians who provide rehabilitation to patients after
hip arthroscopy should consider an individualised approach that
targets the specific impairments observed. Previous studies suggest
that patients have lower hip and trunk muscle strength," dynamic
balance,? single leg squat alignment, alterations in gait** and dimin-
ished ability to jump, decelerate and perform cutting movements.**
following hip arthroscopy These impairments may be appropriate
treatment targets in this patient group. In addition, the surgical
approach used, and individual surgeon’s preference, may also influ-
ence the timing and type of rehabilitation needed, and these should
be considered on a case-by-case basis.**

C4. Patient-reported outcome measures (PROMs), physical
impairment measures and psychosocial factors measures should be
used to monitor response to treatment

Despite insufficient evidence, the median (IQR) score for this
recommendation was 9 (1) out of a possible 9 points, indi-
cating small variability within the opinions of the expert group.
Accurate monitoring of the patient’s response to treatment is
important to quantify the benefits or not of treatment on the
individual patient and may be required by treatment funders
in the future. The expert group made recommendations on
the most appropriate hip-related PROMs for hip-related pain,
which were the Copenhagen Hip and Groin Outcome Score
(HAGOS)® and International Hip Outcome Tool (IHOT)*
questionnaires. Additionally, measures of physical impairment
such as ROM, hip muscle strength, movement quality and func-
tional task performance were also discussed by the expert group
and are reported separately.

5. Physical activity (which may include sport) is recommended for
people with hip-related pain

The level of evidence supporting this statement was insufficient
and based solely on the opinion of the expert group; nonethe-
less, the median (IQR) score was 9 (1) out of a possible 9 points,
indicating small variability within the opinions of the expert
group. Physical activity is critical for health and may prevent
many lifestyle diseases.”” Many patients with hip-related pain
wish to return to preinjury sport and activity and this is often
the reason that they seek treatment.! ® However, the evidence
informing how to enable people with hip-related pain to return
to physical activity and sport is scarce, with only two studies in
the evidence synthesis including a specific return to sport/return
to physical activity component.'* '* Despite the lack of evidence,
the expert group agreed that physical activities that may assist

in returning to sport, physical or occupational activity should
be included in physiotherapist-led treatment programmes. In
collaboration with the patient, sport or activity specific goals
should be developed and strategies to achieve these goals imple-
mented in the physiotherapist-led treatment programme. In the
absence of evidence specifically related to this patient group in
assessing readiness, and in guiding, monitoring and progressing
return to sport, the guidelines recommended using the 2016
consensus statement on return to sport.”” Treatment targeting
return to physical activity and sport should be individualised to
the type and level of function to which the patient wishes to
return and consider patient preferences. If the patient wishes
to successfully return to sport, the ability to safely and confi-
dently tolerate high loads in the hip joint should be considered
and planned for. This may include initially focusing on strength,
cardiovascular fitness, basic athletic movements and the ability
to tolerate load, then gradually introducing sports-specific high-
level tasks, which may include running, high speed running,
twisting, turning and moving into provocative positions at high
speed. It is important during this process that individual patient’s
symptoms are respected, although it is unknown whether symp-
toms during sport are related to long-term joint health.

C6. Clinicians should discuss patient expectations, use shared-
decision making and provide education

The level of evidence supporting this statement was insufficient and
based solely on the opinion of the expert group, however the median
(IQR) score was 9 (0) out of a possible 9 points, indicating almost
no variability within the opinions of the expert group. Informing
patients of their health condition, treatment choices, possible bene-
fits and harms of each treatment option, and the likely outcome
if no treatment is undertaken is important for many patients to
engage in the shared decision-making process.>® Clinicians should
determine the health literacy of the individual patient and tailor the
information to suit. Education may be a critical element of shared
decision-making. Strategies, such as asking the patient to repeat the
information back to you, using oral, written and visual educational
tools, inviting the patient’s support person to participate in the
process, and encouraging questions may assist in engaging patients in
the education process.’!  The expert group indicated that motiva-
tional interviewing could be included, but was not critical to engaging
patients in the shared decision-making process. Key points to discuss
with patients to facilitate realistic expectations regarding treatment
outcomes may include (i) the associated risks of surgical and non-
surgical options; (i) the likely magnitude of improvement and (iii)
the likely duration and cost. In addition, the relationship between
pain and hip joint structure (including the prevalence of morpholog-
ical and intra-articular findings in asymptomatic people)” should be
discussed with the patient.

Consensus recommendations for research

R1. Reporting of exercise programmes. Exercise descriptors such as
load magnitude, number of repetitions and sets, duration of whole
programme, duration of contractile element of exercise, duration

of one repetition, time under tension, rest between repetitions,
range of motion through which the exercise is performed and rest
between exercise sessions should be considered and reported.

The level of evidence supporting this statement was moderate,
where in the systematic review, one high quality RCT,® one
moderate quality RCT* and two high quality pilot RCTs"? ' did
not report these descriptors adequately. The median (IQR) score
was 9 (0) out of a possible 9 points, indicating almost no variability
within the opinions of expert group. The primary goal of studies
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examining physiotherapist-led exercise therapies for hip-related
pain is to develop and then test the most effective exercises for
the condition. When developing effective and tailored treatment
programmes, the mechanistic effect of particular elements of the
exercises on the target muscles and surrounding tissues is consid-
ered. Toigo and Boutellier®® described principles to be consid-
ered in the development and reporting of exercise programmes.
These included load magnitude, number of repetitions and sets,
duration of whole programme, duration of contractile element
of exercise (ie, how long the concentric, eccentric or isometric
component of the repetition should take), duration of one repe-
tition, time under tension (ie, the overall time the muscle is
under tension during the set), rest duration between repetitions,
ROM through which the exercise is performed and rest dura-
tion between exercise sessions.”* ** When reporting (and devel-
oping) exercise-based interventions, we also recommended using
the Consensus on Exercise Reporting Template (CERT)** and
Template for Intervention Description and Replication (TIDieR)
checklist.** Improved reporting of programmes is critical to
move forward in the quality of physiotherapist-led treatments
provided to patients with hip-related pain.

R2. Development of high-quality exercise programmes. Research
should investigate the optimal frequency, intensity, time, type,
volume and progression of exercise therapy

The level of evidence supporting this statement was moderate.
One high quality RCT? and one moderate quality RCT* did not
describe the physiotherapist-led exercise programme adequately.
The median (IQR) score was 9 (2) out of a possible 9 points,
indicating some variability within the opinions of expert
group. Exercise-based programmes used in clinical research
should include patient input in their design and be appropri-
ately constructed to gain maximal improvements in outcomes.
In strength-based treatments, exercise programme require
adequate load to gain a strength effect. The frequency, inten-
sity, time, type, volume and progression of exercise therapy may
need to be manipulated to gain the desired effect. The expert
group recommended that guidelines, such as those developed
by the American College of Sports Medicine (ACSM), should
be used with the development of strength-based treatments.'”
The group also indicated that fidelity and adherence of exercise
programmes were often not suitable to gain the desired effect.*®
Studies evaluating the effectiveness of physiotherapist-led exer-
cise programmes should ensure that treatments are developed
and reported using these principles.

R3. Research should examine the effect of patient education in
people with hip-related pain

The level of evidence supporting this statement was insufficient
and based solely on the opinion of the expert group and the
median (IQR) score was 8 (2) out of a possible 9 points, indi-
cating some variability within the opinions of the expert group.
To our knowledge, no studies have investigated patient educa-
tion in people with hip-related pain. We recommended that
future studies assess the specific effect of patient education for
hip-related pain including content, modes of delivery and the
use of innovative technologies to enhance education benefits.

R4. Research should investigate the effect of other treatments used
in people with hip-related pain

There was no evidence to our knowledge supporting this state-
ment and so was based solely on the opinion of the expert
group, with the median (IQR) score was 8 (1) out of a possible

9 points, indicating small variability within the opinions of the
expert group. Hip joint intra-articular injections,’” analgesic and
anti-inflammatory medications, manual therapy adjunctive tech-
niques such as taping, bracing and orthotics might be used by
clinicians; however, their rate of use and clinical effectiveness is
unknown. Although the group acknowledged that clinical treat-
ment of hip-related pain is generally multimodal, these adjunct
therapies should not replace exercise-based treatment. Further
research is required to determine the frequency of use and the
effectiveness of adjunct therapies used for hip-related pain.

R5. Research should examine the impact of comorbidities and social
determinants on treatment effectiveness in people with hip-related
pain

The level of evidence supporting this statement was insufficient
and based solely on the opinion of the expert group; however,
the median (IQR) score was 9 (0) out of a possible 9 points,
indicating almost no variability within the opinions of the expert
group. The expert group indicated that comorbidities and social
determinants (eg, socioeconomic status, education level) can
influence the patient’s prognosis as well as the effectiveness of
treatment. Comorbidities including chronic pain, insomnia and
anxiety increased following hip arthroscopy surgery, although
causation was not implied.*® To date, no studies examining phys-
iotherapist-led treatment for hip-related pain have determined
whether comorbidities influence the outcome of treatment or
whether they change with treatment. These factors should be
examined in future studies exploring physiotherapist-led treat-
ment for hip-related pain.

LIMITATIONS

There are a number of limitations in this paper that should be
acknowledged. Importantly, the range of the age and years of
experience of the participants in the expert group was varied. All
participants who comprised the expert group were from Europe,
North America and Australia/New Zealand. This probably
limited the cultural diversity and consideration in the discus-
sions. Future meetings could consider inviting experts from all
global regions. While every effort was made to include a balance
of female and male participants in the expert group, there were
more men than women. Future meetings should also attempt
to improve gender diversity as well as other types of diversity.
Finally, the consensus was limited by the amount and quality of
published evidence. The recommendations for future research
may help improve the evidence available for future meetings.

CONCLUSION

Prior to the 1st IHiPRN consensus meeting, a working group
developed and gained consensus on six evidence-informed
recommendations for clinical practice and five recommenda-
tions for research. At the meeting, 38 experts in the field of hip-
related pain discussed and voted on consensus recommendations
relating to physiotherapist-led treatments for hip-related pain.
Clinicians and researchers working with young to middle-aged
adults with hip-related pain can use the consensus recommenda-
tions to best guide, develop, implement and test individualised,
evidence-based physiotherapist-led treatment programmes.
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