Lateral hip pain in adults
Adults presenting with lateral hip pain, primarily characterized as Greater Trochanteric Pain Syndrome (GTPS), are predominantly females in their fourth to sixth decades of life (often postmenopausal). Patients frequently present with a higher body mass index (overweight) and may have coexisting conditions such as lower back pain or lower limb osteoarthritis.
Patient History and Symptoms 
The hallmark chief complaint is chronic, deep, and aching pain over the lateral aspect of the hip near the greater trochanter. This pain may radiate down the lateral thigh or into the buttocks, but rarely extends below the knee; pain extending below the knee is a red flag that typically suggests lumbar spine pathology.
Patients typically report that symptoms are aggravated by weight-bearing activities such as walking, prolonged standing, and climbing stairs, which increase compressive and tensile loads on the lateral hip. A classic symptom is pain and sleep disruption when lying on the affected side, as well as pain when sitting with the affected leg crossed. In cases involving external coxa saltans (snapping hip), patients might also report an audible or palpable snapping, catching, or popping sensation when moving the hip.
Physical Examination Findings 
The physical examination aims to reproduce the patient's symptoms and identify biomechanical deficits through palpation, observation, and specialized maneuvers:
· Palpation: Focal point tenderness over the greater trochanter (specifically at the insertions of the gluteus medius and minimus tendons) is a primary finding. While palpation is highly sensitive for detecting GTPS, it lacks specificity on its own and requires additional testing to confirm the diagnosis.
· Gait and Posture: Observation of gait may reveal an antalgic (painful) limp or a Trendelenburg gait, which is a drop of the pelvis on the unaffected side during single-leg stance, indicating hip abductor weakness. Some patients may show a "compensated Trendelenburg" where the trunk leans ipsilaterally over the stance leg.
· Single Leg Stance (SLS) Test: The patient stands on the affected leg for up to 30 seconds. The test is positive if lateral hip pain is reproduced within this time. This test has exceptionally high specificity (up to 100%) and is highly reliable for ruling in GTPS.
· Resisted Hip Abduction: Testing the hip abductors against resistance (often in a side-lying position) may elicit pain or reveal weakness,. A positive resisted hip abduction test combined with a positive palpation test increases the posttest probability of a GTPS diagnosis to 96%.
· Resisted External De-rotation Test: The patient's hip is flexed to 90 degrees and placed in full internal rotation (either in a supine or prone position). The patient is asked to actively externally rotate back to neutral against the examiner's resistance. Pain or weakness indicates a positive result, and this test has shown very high specificity (up to 97.3%).
· FADER and FADER-R Tests: The hip is passively positioned into Flexion, Adduction, and External Rotation (FADER) to maximally compress the gluteal tendons. Adding resisted isometric internal rotation (FADER-R) increases the diagnostic accuracy by incorporating active muscle tension.
· Tests for Snapping Hip: The Ober test can be used to evaluate iliotibial band (ITB) tightness. To reproduce external snapping, the examiner may passively move the hip from flexion, abduction, and external rotation into extension, adduction, and internal rotation, feeling for a snap of the ITB over the greater trochanter,.
Differential Diagnosis Considerations 
Because lateral hip pain can mimic or coexist with other conditions, the physical exam must differentiate GTPS from intra-articular or spinal issues. Pain that is reproducible with the FABER (Flexion, Abduction, External Rotation) test but associated with restricted passive hip internal rotation or flexion often points toward hip joint osteoarthritis rather than GTPS. Furthermore, a neurological screen should be performed; numbness, tingling, or pain radiating into the dermatomes of the lower leg suggests lumbar radiculopathy or nerve entrapment (like meralgia paresthetica).
Management
As with many conditions presenting to physiotherapy, patients typically want answers to 3 main questions on day 1 – What’s wrong, what’s going to happen, and what can be done. Here’s an example script to modify to suit your preferences and help you get started with your management.
"What's Wrong: Understanding Your Hip Pain"
"You have a condition called Greater Trochanteric Pain Syndrome, or GTPS, which is the medical term for the pain and tenderness you are feeling on the outer side of your hip.
Historically, doctors used to call this 'trochanteric bursitis,' believing that the pain simply came from an inflamed bursa—a small fluid-filled sac that cushions the hip bone. However, modern imaging like MRIs and ultrasounds have shown us that the bursa is rarely the main culprit. Instead, the primary issue is actually wear and tear in the tendons that attach your buttock muscles (the gluteus medius and minimus) to your hip bone.
These muscles and tendons act like a 'rotator cuff' for your hip; they are crucial for stabilizing your pelvis when you walk, climb stairs, or stand on one leg. Over time, abnormal mechanics, overload, or repetitive friction from the thick band of tissue on the side of your leg (the iliotibial or IT band) rubbing against the bone causes little bits of damage. This leads to tendon degeneration, microscopic tears, and pain. This is exactly why your pain flares up during weight-bearing activities or when you compress the area by lying on that side at night."
"What Can Be Done: Our Treatment Plan"
"The great news is that we can effectively treat this without surgery in the vast majority of cases. Because this is an issue with tendon overload and biomechanics, our main approach will be a combination of education, modifying your daily activities, and a targeted physical therapy program.
First, we need to practice 'load management' to stop irritating the tendons. I want you to avoid crossing your legs when you sit or stand, and when you sleep, try lying on your back or putting a thick pillow between your knees if you sleep on your unaffected side.
Second, you will start an exercise program designed to strengthen your gluteal muscles and improve how your hip and pelvis move. We will start with gentle exercises and gradually increase the load to help the tendons heal and build strength.
If your pain is currently too severe to even participate in physical therapy, we might consider some pain-relieving medications. This can act as a great 'window of opportunity' to give you short-term pain relief so you can comfortably do your rehab exercises, though the injection alone won't fix the underlying problem long-term. Other non-invasive options, like shockwave therapy, have also shown promising long-term results for tendon healing. Surgery is strictly a last resort, and we would only consider it if you have severe, persistent symptoms that haven't improved after 6 to 12 months of dedicated physical therapy."
"What's Going to Happen: Your Prognosis"
"Because tendons heal and strengthen slowly, recovery is a gradual process—think in terms of months, not days. However, with appropriate care – which is careful progressive exercises - your outlook is very positive.
In a recent big study, nearly 80% of patients who followed an education and exercise program reported a significant overall improvement in their hip condition after just 8 weeks, and they maintained those fantastic results a full year later.
If we don't treat this properly, GTPS can become a chronic, debilitating condition that affects your quality of life and sleep, and some studies suggest it may even increase the risk of developing hip osteoarthritis later on. But by actively participating in your exercise program and modifying your daily habits to protect the tendon, we expect your pain to significantly decrease and your function to return to normal."
Rehabilitation Plan
A successful rehabilitation programme for Greater Trochanteric Pain Syndrome (GTPS) should focus on load management to reduce compression on the lateral hip, followed by a graded exercise protocol that targets the gluteal muscles and improves pelvic control. As with all tendinopathy, there’s a strong, and most likely causative association with dyslipidaemia and metabolic syndrome. If appropriate and feasible, this should be considered in the management of this condition as the results are universally poorer when these factors are not addressed.
Posture Advice and Load Management 
The primary goal of load management is to avoid excessive hip adduction, which increases compressive and frictional forces on the gluteal tendons and trochanteric bursae.
· Sleeping: Patients should sleep in a supine position with a pillow under their knees. If they prefer side-lying, they must place a thick pillow between their legs to prevent the top leg from dropping into an adducted position.
· Sitting and Standing: Patients must strictly avoid crossing their legs when sitting or standing.
· Activities of Daily Living: Minimize the time spent standing on a single leg. For example, patients should be advised to sit down on the edge of a bed or chair when putting on trousers or shoes rather than balancing on one leg.
Specific Exercise Programmes 
Rehabilitation should be tailored to the irritability of the patient's tissues, progressing from gentle isometrics to heavy functional loading as is the case for all tendon pathology.
Phase 1: High Irritability (Pain Control and Early Activation) 
During this phase, the patient experiences moderate to severe pain and cannot comfortably abduct the hip against gravity. All exercises must remain pain-free.
· Isometric Hip Abduction: Begin with low-intensity isometric contractions of the gluteus medius and minimus. Start in a gravity-eliminated position (e.g., supine) with a short or long lever arm. Progress to a side-lying position against gravity, but use a thick towel roll between the knees/ankles to prevent the hip from dropping into adduction.
· Core Activation: Initiate gentle abdominal activation in supine or quadruped positions, progressing to alternating upper and lower extremity movements.
· Manual Therapy (if applicable): Soft tissue mobilization can be applied to the gluteal muscle bellies or tensor fascia lata, but direct pressure over the trochanteric bursae or gluteal tendon insertions must be avoided to prevent further irritation.
· Maintenance of uninvolved areas: Be mindful that the patient is not simply a lateral hip, and plans to return safely to their previous activity levels once this hip problem settles down. Take note of their desired activities, and the requirements for these, and ensure you are at least maintaining these capacities. This may even prove to be an opportunity to improve, for example, calf and quadriceps strength and endurance in a runner, or shoulder durability in a recreational tennis player.
Phase 2: Low Irritability (Strengthening and Functional Restoration) 
Once the patient can abduct the hip against gravity with only mild pain (say, <5/10), the focus shifts to restoring function, building tendon capacity, and improving dynamic control of the pelvis.
· Isotonic Hip Strengthening: Incorporate a combination of concentric and eccentric hip abductor exercises.
· Weight-Bearing Exercises: Because weight-bearing exercises elicit significantly greater gluteal activation than non-weight-bearing exercises, prioritize movements like bilateral bridges, single-leg bridges, standing hip abduction, and side-stepping with a resistance band.
· Functional Task Progression: Progress from double-leg to single-leg tasks to train frontal plane pelvic control. Implement a functional squat progression moving from a bilateral stance, to a staggered stance, and finally to a unilateral (single-leg) squat.
· Advanced Core Training: Progress core exercises to include more difficult (longer lever) exercises such as anti-rotation and Paloff-type exercises, as well as incorporating lateral hip strengthening such as side planks.
· Return to Activity: Progressive walking into running programme as appropriate to build cardiovascular endurance and gradually load the gluteal muscles before moving to more aggressive tendon stretch-shortening and sport-specific activities like direction change running or hopping.
Exercises to be careful with 
Be mindful that exercises that place the hip in adduction while under tension can be aggravating for patients, even when the loads are low. Examples include side-lying "clam" (clamshell) exercises and traditional IT band or gluteal stretches that require crossing the affected leg over the midline of the body, as these greatly increase compressive loads on the healing tendons. Pain response – during the exercise, but especially the day (and morning) after, are key reassessment signs to incorporate into your exercise progressions. “It’s OK for you to feel some pain while you do the exercise, maybe up to about 4, sometimes 5/10, but this should go away as soon as we stop the exercise, and we definitely shouldn’t be making your morning pain the next day any worse, otherwise it means this exercise isn’t appropriate for you at the moment.”



