[image: ]	  
APPENDIX GA36b 
 
LEVEL 5 ASSESSMENT SPECIFICATION  
 
	Student name: 
	Sophie Campbell-Cross      
	Student ID number: 
	 1902638

	Programme: 
	BSc (Hons) Sport Therapy 

	Module: 
	Principles and Practice of Mobilisations: Peripheral  

	Module code: 
	SHSS5062 
	Contribution to Overall Module Assessment (%): 
	50 

	Lecturer: 
	Dr Kate Williams 
	Internal Verifier: 
	Charley Keen  

	Assignment Title: 
	The Problem with Diagnoses  
	Word 	count 	(or equivalent): 
	2000 

	Submission deadline: 
	3/12/2020 before 5pm  
	Return date of provisional marks & written feedback: 
	 












	Generic Assessment Criteria  
	Marks 
available
 

	Marks 
 
awarded
 


	1. Engagement with Literature Skills 
. 
	 
	 

	 
 
 
 
 
 
	 
30 
	 

	2. Knowledge and Understanding Skills 
 
	 
	 

	 
 
 
 
 
 
	 
30 
	 

	3. Cognitive and Intellectual Skills 
 
	 
	 

	 
 
 
 
 
 
	 
30 
	 

	4. Practical Application Skills 
 
	 
	 

	 
 
 
 
 
 
	 
5 
	 

	5. Transferable Skills for Life and Professional Practice 
 
	 
	 

	 
 
 

	5 
 
	 


 
	Assessment Mark (Assessment marks are subject to ratification at the Exam Board.  These comments and marks are to give feedback on module work and are for guidance only until they are confirmed. ) 
	Late Submission Penalties (tick if appropriate) 
	
	% 

	
	Up to 1 week late (40% Max) 
	 
	

	
	Over 1 week late (0%) 
	 
	


The Problem with Diagnoses: Femoroacetabular Impingement
Femoroacetabular impingement (FAI) syndrome is a clinical hip motion-related condition involving premature contact between the acetabulum and the proximal femur. As a result of this contact, degenerative changes and osteoarthritis can develop in the long term (Agricola and Weinans, 2015). Usually, FAI syndrome patients are fit, engaged adults, often between the ages of 25 and 50. Many compete in sporting events that have been impaired by their symptoms. Extreme ranges of motion are often involved in activities which require regular deep hip flexion or pivoting manoeuvres. Usually, such behaviours cause symptoms to increase in severity or duration (Dooley, 2008).
To create an international, multidisciplinary consensus on the diagnosis and treatment of patients with FAI syndrome, the Warwick Agreement on femoroacetabular impingement syndrome (2016) was established (Figure1). Motion-related or position-related pain in the hip or groin is a primary sign of FAI syndrome. It is also possible that patients feel discomfort in the back, buttock, or leg. Patients may also describe a clicking, locking, and catching sensation in the hip (Griffin et al., 2016). Since several of these patients have a gradual onset of symptoms, minor structural defects, and have overlapping symptoms with other musculoskeletal disorders in the pelvis, and lumbar spine, early recognition may be difficult. According to Clohisy (2009) many patients with symptomatic FAI experience delays in diagnosis, incorrect diagnoses, and ineffective treatment recommendations. This is exemplified by a high prevalence of cam impingements that are asymptomatic. The most frequently documented medical history findings included groin pain that began after a mild traumatic injury, excessive sitting, and walking pain, and post athletic activity pain (Philippon et al., 2007). Although pain is the main symptom of FAI syndrome the location, intensity and clinical characteristics that characterise this pain are widely varied. Pain in the groin or hip is reported in majority of patients, but pain in the lateral hip, anterior thigh, glutes, knee, lower back, lateral and posterior thigh can also be reported. Pain is normally movement-related or position-related in FAI syndrome; therefore, this affects a wide variety of patients, from those with symptoms during or after intense exercise such as ball sports, to those with pain with a supraphysiological range of movement such as gymnastics, in addition those who lead a sedentary lifestyle who experience these symptoms after being seated for long periods for example. The symptoms are not mild or subtle in most patients who seek care for FAI syndrome they are often debilitating and severe (Griffin et al., 2016). Individuals with FAI usually have a swayback posture which consists of loss of normal lumbar curve, backed by the upper back sway, and swayed forward by the pelvis. The pelvis is posteriorly tilted, and the joint of the hip is extended. The exterior oblique muscles and iliopsoas are disproportionately long in this type of posture. Other flexors of the hip are short, such as rectus femoris and tensor fasciae latae. As a result, in this posture, the gravity line travels subsequently to the hip joint, resulting in atrophy of the gluteal muscles from disuse (Loudon and Reiman, 2014).
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Figure 1: Management of femoroacetabular impingement (FAI) syndrome (Griffin et al., 2016).
There are two different FAI presentations, cam and pincer, which results in various labral and/or chondral injuries. Cam impingement occurs when an osseus protrusion on the proximal femoral neck or the head causes shearing damage to the acetabular cartilage and labrum whilst pincer impingement occurs due to excessive acetabular covering over the femoral head. These can occur alone or in combination (Clohisy et al., 2009). This abutment can lead to labral degeneration and tearing, and rim chondrosis (Philippon et al., 2007). Cam morphology identifies the flattening or convexity of the neck junction of the femoral head and is most common in males whilst Pincer morphology represents the "over coverage" of the femoral head by the acetabulum in where the acetabular rim is extended beyond the usual amount and is most common in females (Ayeni, 2014). The etiology of FAI syndrome is likely multifactorial, based on a systematic analysis conducted by Chaudhry and Ayeni (2014). Several factors may contribute to the development of FAI Syndrome including but not limited to: Exposure in childhood and adolescence to frequent hip rotation and hip flexion especially during sport (e.g. hockey, rugby or football). Repeated stress of this kind can cause adaptive remodelling and eventually the development of morphologies and symptoms associated with FAI. The form of the femoral head may have been altered from a history of childhood hip disease such as Legge-Calve-Perthes disease, malunion femoral neck fractures which can alter the femoral neck/head contour and surgical over-correction of conditions such as hip dysplasia can lead to the pincer impingement (Ayeni, 2014). If hip flexion movement is dominated by the tensor fascia latae (TFL) instead of the iliopsoas, normal arthrokinematics are affected as the TFL inserts at a comparatively greater distance from the joint axis, generating an internal hip flexion rotation bias. During hip flexion, lack of posterior femoral glide will create an impingement when the femoral neck meets the acetabulum. With femoral internal rotation, the impingement can be further aggravated. Synchronous motion occurs in the pelvis during gait, posterior tilt of the pelvis occurs during hip flexion, and hip extension contributes to anterior tilt. During the late stance process, inadequate anterior tilt or rotation of the pelvis may cause the athlete to unnecessarily stretch the femur; this may increase the tensile stresses of the iliofemoral ligament and anterior joint capsule (Loudon and Reiman, 2014).
Pain can progress from localized pain in the anterior thigh and in the inguinal ligament region to deep pain in the posterior part of the hip joint (Loudon and Reiman, 2014). There is typically a gradual onset of deep internal hip pain, as defined as the 'C-sign' by the patient cupping their hand above the greater trochanter (Agricola and Weinans, 2015). The pain can be described as a dull ache or a sharp sensation (Loudon and Reiman, 2014).
Typically, in acceleration sports, squatting, ascending stairs and prolonged sitting, pain from FAI is generally known to be aggravated (Agricola and Weinans, 2015). During repetitive hip flexion and medial femoral rotation including movements such as squatting, patients with FAI will usually feel discomfort. In straight plane movements such as walking straight ahead or even running are often well tolerated, whereas twisting manoeuvres such as simply turning to change direction may generate a sharp pain, especially turning on to the symptomatic side that puts the hip in medial rotation. Sitting too can be awkward, especially if the hip is put in severe flexion or if sitting is prolonged (Loudon and Reiman, 2014). Patients may also have difficulty doing basic daily tasks such as tying their shoes, ascending stairs, and sitting for prolonged periods (Dooley, 2008). A prescription of over-the-counter pain relief drug may be recommended if FAI causes pain and restricts a patient’s ability to move without discomfort. There is currently no high-level evidence to support the selection of a definitive treatment for FAI syndrome. It is necessary to consider multiple treatment options for any one patient. Conservative treatment is poorly characterized for patients with FAI syndrome, but may involve alteration of patient lifestyle, oral analgesia including non-steroidal anti-inflammatory medications, although, there are no studies of what impact such an approach has on the symptoms of FAI syndrome in isolation. In other musculoskeletal conditions, such as hip osteoarthritis, similar conservative interventions are proposed (Griffin et al., 2016).
Several physical examination indicators, including pain induced by the flexion adduction internal rotation (FADDIR) test and/or the flexion abduction and external rotation (FABER) test, have been identified as associated with FAI (Agricola and Weinans, 2015). A single clinical sign does not depend on the diagnosis of FAI syndrome; many of them are used in clinical practice. Hip impingement tests typically replicate the pain of the patient; the most widely used test FADIR, is sensitive meaning it is normally positive when FAI syndrome is present, but not specific, so it is also positive when the correct diagnosis is not FAI syndrome. Impingement monitoring should be done, and it must replicate the familiar pain of the patient to be positive (Griffin et al., 2016). A positive test triggers an intense, unexpected pain in the hip. Patients also complain that their normal symptoms are recreated by the manoeuvre. In more than 90% of patients who have FAI confirmed either radiologically or at the time of surgery, a positive impingement test has been shown to be present (Thomas et al., 2013).  The evidence on hip range of motion (ROM) suggests that FAI syndrome is associated with a restricted hip ROM. In addition, abnormal movement patterns around the hip and pelvis are present in patients with FAI syndrome which may lead to pain or dysfunction in other regions, such as the spine, pelvis, posterior hip, or abdominal wall. Furthermore, muscles around the hip are frequently weak in patients with FAI syndrome (Griffin et al., 2016). Objectively, a loss of ROM will occur particularly hip flexion, medial rotation and/or adduction (Loudon and Reiman, 2014). Typically, internal rotation with the hip at 90 ° flexion is markedly limited. Flexion and abduction, though this is a less consistent feature, but are also often limited (Thomas et al., 2013). According to The Warwick Agreement (2016) it is important to assess gait, single leg control and muscle tenderness around the hip when FAI syndrome is suspected, Trendelenberg-gait patterns may be observed (Thomas et al., 2013). In addition, examining the groin for other structures that may cause similar pain is important (Griffin et al., 2016). To assist with the differential diagnosis of FAI, functional evaluation of hip ROM such as squatting should be implemented. Joint accessory movements should also be measured in addition to range of motion, importantly anterior and posterior glides. To measure the length of the single joint (iliopsoas) and two joint hip flexors, the Thomas test is used. It may be indicative of FAI to detect a deep click while lowering the leg to be evaluated (Loudon and Reiman, 2014).
It is important to note that the existence of a cam or pincer deformity in radiographic form is not comparable to a clinical diagnosis of FAI. Morphological abnormalities only become clinically significant if signs and symptoms arising from their hip impingement appear in a patient since patients are often asymptomatic (Agricola and Weinans, 2015). An anteroposterior radiograph of the pelvis and a lateral femoral neck view of the symptomatic hip should be conducted to identify cam (Figure 2a) or pincer (Figure 2b) morphologies and to rule out other causes of hip pain (Griffin et al., 2016). 
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Figure 2a: Anteroposterior scan of the pelvis in a patient with cam impingement (Dooley, 2008).
[image: A picture containing text, X-ray film

Description automatically generated]











Figure 2b: Acetabular over-coverage resulting in pincer impingement and joint degeneration (Hossain and Andrew, 2008). 

FAI patients are frequently misdiagnosed and treated for several diagnoses, including back pain, hip pain, groin pain, bursitis, piriformis syndrome, iliopsoas tendonitis, groin strain, apophysitis, and growing pain. The presentation of Labral tear is also close to FAI in presentation. In particular, the subjective and objective observations, radiographic measures, and special tests for these pathologies are alike (Loudon and Reiman, 2014). There is growing evidence that FAI is involved in the development of osteoarthritis (OA) (Cakic and Patricios, 2014). Cam and/or pincer deformities were observed in 71 percent of men and 37 percent of females with hip OA in a large population sample (Thomas et al., 2013). This combination of morphology and load can occur as osteoarthritis. Symptoms and functionality can be improved by early detection and appropriate care (Casartelli et al., 2016)
Conservative treatment, recovery or surgery may treat FAI syndrome. Education, lifestyle and behaviour adjustment can be involved in conservative treatment. Rehabilitation seeks to enhance hip flexibility, neuromuscular function, intensity, range of motion and patterns of movement whilst surgery seeks to enhance the anatomy of the hip and restore damaged tissue, either open or arthroscopic (Casartelli et al., 2018). Effective management of the range of patients with FAI syndrome allows both interventions to be available (Griffin et al., 2016). If symptoms are not relieved by a course of conservative treatment, referral to an orthopedic surgeon familiar with this disorder is required (Dooley, 2008). The long-term outlook for FAI syndrome patients is uncertain. It is probable, however that cam morphology is related to hip osteoarthritis. Whether therapy for FAI syndrome prevents hip osteoarthritis is currently uncertain (Griffin et al., 2016).
Word Count: 1927






















References
Agricola, R. and Weinans, H., 2015. What is femoroacetabular impingement?. The British Journal Of Sports Medicine, 50, pp.196.197.
Ayeni, O., 2014. The Etiology of Femoroacetabular Impingement: What We Know and What We Don't. Sports Health a Multidisciplinary Approach, 6(2), pp.157-161.
Cakic, J. and Patricios, J., 2014. Femoroacetabular impingement: prevention or intervention? The sports physician’s quandary. The British Journal of Sports Medicine, 48, pp.1073-1074.
Casartelli, N., Bizzini, M., Kemp, J., Naal, F., Leunig, M. and Maffiuletti, N., 2018. What treatment options exist for patients with femoroacetabular impingement syndrome but without surgical indication?. The British Journal of Sports Medicine, 52, pp.552-553.
Casartelli, N., Maffiuletti, N., Bizzini, M., Kelly, B., Naal, F. and Leunig, M., 2016. The management of symptomatic femoroacetabular impingement: what is the rationale for non-surgical treatment?. The British Journal of Sports Medicine, 50, pp.511-512.
Clohisy, J., Knaus, E., Hunt, D., Lesher, J., Harris-Hayes, M. and Prather, H., 2009. Clinical Presentation of Patients with Symptomatic Anterior Hip Impingement. Clinical Orthopaedics and Related Research, 467(3), pp.638-644.
Dooley, P., 2008. Femoroacetabular impingement syndrome. Cam Fam Physcian, 54(1), pp.42-47.
Griffin, D., Dickenson, E., O'Donnell, J., Agricola, R., Awan, T., Beck, M., Clohisy, J., Dijkstra, H., Falvey, E., Gimpel, M., Hinman, R., Holmich, P., Kassarjian, A., Martin, H., Martin, R., Mather, R., Philippon, M., Reiman, M., Takla, A., Thorborg, K., Walker, S., Weir, A. and Bennell, k., 2016. The Warwick Agreement on femoroacetabular impingement syndrome (FAI syndrome): an international consensus statement. The British Journal of Sports Medicine, 50, pp.1169-1176.
Hossain, M. and Andrew, J., 2008. Current management of femoro-acetabular impingement. Current Orthopaedics, 22(4), pp.300-310.
Loudon, J. and Reiman, M., 2014. Conservative management of femoroacetabular impingement (FAI) in the long distance runner. Physical Therapy in Sport, 15(2), pp.82-90.
Philippon, M., Maxwell, R., Johnston, T., Schenker, M. and Briggs, K., 2007. Clinical presentation of femoroacetabular impingement. Knee Surgery, Sports Traumatology, Arthroscopy, 15, pp.1041-1047.
Thomas, G., Palmer, A., Andrade, A., Pollard, T., Fary, C., Singh, P., O’Donnell, J. and Glyn-Jones, S., 2013. Diagnosis and management of femoroacetabular impingement. British Journal of General Practise, 63(612), pp.513-515.

2

image4.jpg
Pincer impingement





image1.png
N Prifysgol Cymru
3N ¥ Drindod Dewi Sant
S University of Wales

Trinity Saint David




image2.PNG
wica S90S COsiseny

rome (6.0
& @ 'ﬁ'éwme #

Dl mpngementesy J"ﬁ%
«‘ff’ e %‘,"%ZZ:
S5 &,.o“" d.,:symumms, % %}‘h

R o N
oy

Addtional cross
DIAGNOSIS secionalimaging

indicated (eg. CTor MR)
emoroacetabular

Impingement
Syndrome

Artoscopic surgery
Surgery
Open surgery

Conservative
care

Physiotherapy-led
rehabiltation




image3.jpg




