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One in five people aged over 60 years1 and one in
four women aged over 50 years2 experience pain
and tenderness in the greater trochanter, groin or
gluteal region. Hip pain is associated with physical and functional impairments, disturbed sleep
and psychological distress3–5 and may result from
several conditions in the hip region.
Common diagnoses in patients who present with
‘hip pain’ include trochanteric bursitis, gluteal tendinopathy, femoroacetabular impingement syndrome,
acetabular labral tears and osteoarthritis, some of
which are often coexisting.6 These conditions are
also present among the non-
symptomatic population,7 and the correlation between radiographic
findings and hip pain and disability is weak.8 Cognitive factors including beliefs about musculoskeletal

pain strongly influence pain-related distress and the
behavioural responses that drive persistent pain and
disability.5 9 10
The Common Sense Model11 states that people
who experience musculoskeletal pain draw on a
set of beliefs to make sense of their symptoms and
decide what to do about them. This set of beliefs,
composed of beliefs about the identity, causes,
consequences, controllability of the symptom and
how long it will last, are informed by previous
personal experiences, observing others and incorporating external sources of information such as
that from healthcare professionals (HCPs) and the
media. Studies in low back pain (LBP)12 and osteoarthritis in multiple joints13 have shown that the
way people make sense of their pain is associated
with disability up to 6 years later. Among patients
awaiting joint replacement surgery, a negative set of
beliefs (eg, lower control over symptoms) is associated with reduced functional capacity postsurgery,14 while a positive set of beliefs (eg, lifestyle
less impacted by the illness) is associated with better
functional outcomes.15
Identifying and addressing negative beliefs in
people who present for the treatment of persistent
musculoskeletal pain should be a key objective of
the clinical encounter,16 17 but little is known about
what people with hip pain believe about their
condition. The limited research investigating cognitive factors in hip pain has been based on self-report
questionnaires.4 5 8 We have previously explored
how people with LBP and knee pain make sense
of their pain through qualitative interviews based
on the Common Sense Model.18 Adopting a similar
approach, the aim of this study is to explore how
people seeking care for persistent hip pain make
sense of their hip symptoms.

Patients and methods
Design

This qualitative interview study was the baseline
phase of a prospective case series for hip pain
management.

Recruitment

Between October 2016 and June 2017, two orthopaedic surgeons from a private clinic in Perth,
Western Australia, identified candidates who met
the eligibility criteria (see box 1). Both surgeons
receive a high volume of referrals for hip surgery
consultations.
All eligible candidates were invited to participate
in the prospective case series. Of the 28 people
referred, 11 declined or were unable to be contacted.
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Inclusion criteria:
1. Aged 18 years and over.
2. Experienced hip pain in the groin, lateral hip or gluteal
region.
3. Were candidates for surgery but had agreed to participate in
a physiotherapy-directed cognitive functional intervention.21
Exclusion criteria:
1. Previous major ipsilateral hip surgery (ie, total hip
arthroplasty and/or osteotomy).
2. Evidence of severe ipsilateral hip osteoarthritis involving non-
congruent articular surfaces.
3. Women who were pregnant or seeking to become pregnant
during the study period.
4. Individuals who were physically or mentally compromised
(ie, currently being treated for a psychiatric disorder, senile
dementia, Alzheimer’s disease, presence of alcohol or
substance abuse), rendering them unwilling or unable to
comply with scheduled evaluations and/or rehabilitation.
5. Comorbidities causing severe mobility impairment (eg,
limb amputation, multiple sclerosis, muscular dystrophy,
Parkinson’s disease, morbidly obese, hemiplegic and lower
limb fracture).

One further individual was excluded from analysis due to being
pregnant. Sixteen people were enrolled in the case series. This
paper reports findings from the baseline interview, which all 16
participants took part in 1 week prior to commencing the intervention (see figure 1).

Figure 1 Participant recruitment.

Data collection

Participants completed an online questionnaire in the week
prior to their interview. Demographic data composed of age, sex
and work status. Clinical characteristics included the duration
of pain, impact of hip disease (assessed using the International
Hip Outcome Tool 1219—see online supplementary box 1),
the risk of persistency and disability (assessed using the Örebro
Musculoskeletal Pain Questionnaire Short Form20—see online
supplementary box 2). Where available, reports from diagnostic imaging procedures participants had undergone in the last
3 years were reviewed and summarised by the research team.
Individual interviews were conducted in a consultation room
of the participating clinic (n=15) or over the phone (n=1). Interviews were scheduled before participants began a physiotherapy-
directed cognitive functional intervention.21 Interviews were
conducted by a female academic physiotherapist experienced in
qualitative interviewing (BIRdO), who was not previously known
to the participants or involved in their treatment. Informed by
our previous studies in people with LBP and knee pain, the interview schedule was structured on the Common Sense Model.11
To explore how people made sense of their symptoms, the
interviewer asked participants to explain any diagnostic labels
they had been given for their symptoms and what these labels
meant to them (Identity beliefs). We asked them what they
thought the cause(s) of their symptoms were (cause beliefs), what
consequences they perceived the symptoms had (consequence
beliefs) and how long they expected the symptoms to last (timeline beliefs). We also asked them how much control they believed
they had over the symptom, the actions they took to address
their symptoms, how effective they perceived these actions to
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be and what they believed it would take to get control over their
symptoms (control beliefs). Interviews lasted on average 60 min,
were audio recorded and transcribed prior to analysis.

Analysis
Transcripts were uploaded into NVivo 10 (QSR International,
Melbourne, Australia) to facilitate analysis. Data analysis
involved a framework approach.22 For each transcript, two
authors (SB and BIRdO) classified interview responses into a
priori categories (see ‘Category’ column table 2). Data classified
under each category were then analysed using inductive coding
methods; that is, codes were identified from the raw data rather
than defined a priori. For example, under the a priori category ‘Cause’, the codes: ‘ageing processes’ and ‘weakness’ were
identified in the raw data. The two authors then independently
performed inductive coding on four transcripts to develop an
index of codes. One author (SB) then applied the index to all
transcripts. The refined index appears in table 1 in the ‘codes’
column. Interview extracts were charted onto a matrix template
with categories and codes as row headings, and participant
identifiers as column headings. Reoccurring codes within and
among codes were identified and emerging interpretations were
discussed and challenged among the researchers in this study
with different professional backgrounds: clinical physiotherapists (AJS, PPBO, SH and SB), orthopaedic surgeons (DF and
RK) and physiotherapists with expertise in qualitative designs
(BIRdO and SB).
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Box 1 Eligibility criteria
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Demographic characteristics, International Hip Outcome Tool 12 (iHOT-12) scores, Örebro scores and diagnostic imaging report

Pseudonym

Sex

Age

BMI

Pain duration
(years)

Occupation

Ana

Female

50

20.5

2

Brooke

Female

67

20.6

Chloe

Female

54

31.2

Dawn

Female

46

Erin

Female

33

Fleur

Female

Grant

iHOT-12
(0–100)

Örebro (0–100)

Diagnostic imaging reports

Tertiary student 11

82

Mild gluteal tendinopathy (medius and
minimus), thickening troch bursa. Tear of
anterosuperior and posterosuperior labrum;
intralabral cystic change; mild OA, full
thickness cartilage loss superior acetabulum
30 mm × 11 mm associated to marrow
changes; high grade partial thickness tear
gluteus minimus 18 mm.

10

Retired

36

57

Gluteus minimus tendon tear.

3.5

Paid
employment

14

67

Chondral degeneration at the superolateral
acetabular margin with subcortical cystic
changes; thickening and oedema of the
greater trochanteric bursa with some gluteal
tendinopathy and fissuring; fatty involutional
change of the gluteus minimus muscle belly.

34.6

3

Tertiary student 12

64

Advanced OA; labral tear.

24.1

3.5

Paid
employment

29

39

Small full thickness tear anterosuperior
labrum; mild reduction femoral head/neck
offset anterosuperiorly, may predispose to
FAI. Mild trochanteric bursal odema.

53

25.3

3

Paid
employment

57

27

Degenerative tearing of anterosuperior
labrum with associated ligamentum teres
tear; some tendinopathy of the common
hamstring origin.

Male

42

27.6

0.3

Paid
employment

35

58

Query ossicle at at anterosuperior
acetabulum.

Helen

Female

52

26.7

1.5

Tertiary student 45

56

Tearing superior labrum, thinning acetabular
rim.

Ian

Male

51

25.2

6

Paid
employment

33

55

Complete avulsion of conjoint attachment of
semitendinosus and biceps femoris tendons
from the ischial tuberosity. Extension tear
into semimembranosus attachment partially
retracted. Adductor tendonitis.

Jane

Female

51

26.4

15

Paid
employment

42

24

Sacroiliac joint highly suspicious for a
subchondral insufficiency fracture. Small
osseous bump at the anterior femoral head/
neck junction consistent with asphericity.
Chondrolabral tear spanning 6 mm involving
the superolateral and posterolateral labrum.
Increased signal involving the quadratus
femoris muscle. Minor insertional tearing
of the hamstring origin. Ischiofemoral
impingement suggested.

Karen

Female

66

33.5

3

Retired

14

57

Tendinopathy of gluteus medius and minimus
tendons without high grade focal tearing.
Mild thickening of trochanteric bursa but
no evidence of effusion. Greater trochanter
bursitis.

Liam

Male

73

33.2

20

Retired

46

65

Greater trochanter bursitis. Partial gluteus
medius tear.

Mia

Female

43

26.8

2

Paid
employment

56

43

Tear at anterosuperior quadrant of the
acetabular labrum with an extremely small
paralabral cyst; mild degenerative change
at the hip joint, chondral loss from the
femoral head peripheral to the fovea and
minor chondral fissuring at the acetabulum
laterally; gluteus minimus and medius tendon
pathology, more pronounced in relation to
the anterior fibres of gluteus medius markedly
tendinopathic.

Nancy

Female

40

24.6

2

Paid
employment

19

72

Partial labral tear involving the superior
labrum. Mild iliopsoas bursitis. Low grade
iliopsoas muscular strain.
Continued

I R de Oliveira B, et al. Br J Sports Med 2020;54:858–865. doi:10.1136/bjsports-2019-101281

3 of 9

Br J Sports Med: first published as 10.1136/bjsports-2019-101281 on 24 January 2020. Downloaded from http://bjsm.bmj.com/ on May 9, 2021 by guest. Protected by copyright.

Table 1

Original research
Continued

Pseudonym

Sex

Age

BMI

Pain duration
(years)

Owen

Male

41

32.9

6.5

Paid
employment

Paige

Female

57

34.2

16

Paid
employment

Occupation

iHOT-12
(0–100)

Örebro (0–100)

Diagnostic imaging reports

22

61

Partially reducible fat containing inguinal
hernia. Gluteus medius tendinopathy with
mild thickening trochanteric bursa; mild bony
protuberance at femoral head/neck junction
suggestive of early CAM.
Tear of anterosuperior and posterosuperior
portions of the labrum with intralabral cystic
change. Mild osteoarthritis of hip joint and
synovitis. High grade partial thickness tear of
the gluteus minimus tendon.

Information under ‘Diagnostic imaging reports’ column are verbatim ‘quotes’ sourced from ultrasound, magnetic resonance and CT imaging reports.
*iHOT and Örebro: 0–100, higher is better.
BMI, body mass index; CAM, type of femoroacetabular impingement; FAI, femoroacetabular impingement; OA, osteoarthritis.

Results

Participants were each given a pseudonym, and their demographic and clinical characteristics are presented in table 1. Their
median (range) age was 51 years (33–73 years) and the median
(range) duration of hip pain was 3 years (3 months–20 years).
The median (range) iHOT-12 score was 33 (11–57), suggesting
that for most participants, the impact of pain was equal or greater
than that reported among people undergoing hip arthroplasty.23
The median Örebro Musculoskeletal Pain Questionnaire Short
Form score was 57, with 12 individuals scoring above the cut-
off (>50) for high risk of future disability.20 Eleven participants
provided diagnostic imaging reports (eg, MR images). The most
common findings on diagnostic imaging were labral tears, chondral damage and gluteal tendinopathies and tears (see table 1.)
Participants reported they had engaged in the health system
and had consulted with multiple HCPs including general practitioners, orthopaedic surgeons, radiologists, physiotherapists,
exercise physiologists, chiropractors, nurses, natural medicine
and regenerative medicine consultants. The outcome of the
analytic process is presented in table 2. Four key themes were
identified: (1) ‘Lay’ versus ‘informed’ perceptions of cause; (2)
‘Fissures and tears’: the use of the diagnostic jargon; (3) ‘Fixing
damage’ and ‘controlling symptoms’; and (4) Exercise, sleep and
the threat to mental health. Each theme is described below, with
supporting quotes presented in table 3. Themes are further illustrated within the Common Sense Model11 in figure 2.

‘Lay’ versus ‘informed’ perceptions of cause

A range of perceived causes were reported. Common to the
narratives of eight participants was a history of high intensity
physical activity, either in their younger years (Q1) or leading
up to onset of hip pain. Ten participants believed their hip pain
was caused by excessive exercising or altered movements (Q2).
Another eight participants believed their hip pain may have been
attributed to their previous history of persistent LBP (Q3). The
experiences of younger participants could be differentiated from
older participants who perceived that hip pain was a normal part
of ageing (Q4). Often multiple causal attributions could be identified in participants’ narratives. For example, one participant
attributed her hip pain to lifting young children; muscle loss
following cancer treatment; and a leg length discrepancy ‘diagnosed’ by a chiropractor (Q5) (table 3, quotes 1–9).
All participants had widely sought care for their hip pain from
various HCPs. Participants appeared to differentiate between
what they thought was the cause of their pain (‘lay’ perceptions) and what HCPs had told them was the cause of their pain
4 of 9

(‘informed’ perceptions). Sometimes ‘lay’ and ‘informed’ perceptions of cause conflicted (Q6). ‘Lay’ perceptions of cause were
favoured over ‘informed’ perceptions of cause when they made
more sense in the timeline of pain (Q7) or when informed causal
attributions provided little hope of ‘fixing’ the problem. This
was particularly the case for three women who reported their
HCP telling them that tendons can ‘spontaneously’ break down
in women over 50 years (Q8). Conversely for some, ‘informed’
perceptions of cause were favoured over ‘lay’ perceptions when
they provided more hope of getting control over pain. This was
illustrated by one participant who had thought that her hip was

Table 2

Outcome of analytic process

Categories

Codes

Themes

Interpretation

Personal description of symptoms.
Previous experiences of hip pain.
Meaning of symptoms.
Medical history.

‘Lay’ versus ‘informed’
perceptions of cause

Cause

Activities/movements associated with
onset.
Associated condition, anatomy or injury.
Traumatic injury.
Ageing processes.
Weakness.

Identity

Labels or diagnosis.
Diagnostic imaging.
Diagnostic uncertainty.

Controllability

Activities/movements associated with flare Controlling symptoms
ups.
and ‘fixing damage’.
Predictability of pain.
Treatment expectations.
Coping strategies.
Self-efficacy.

Action and
appraisal

Behavioural modification.
Care-seeking experience.
Failed treatments.
Successful treatments.

Timeline

Recovery expectations.
Future hip replacement.

‘Fissures and tears’:
the use of the
diagnostic jargon

Exercise, sleep and
threat to mental health

Consequences Physical impact.
Functional impact.
Emotional impact.
Social impact.
General impact.
Sleep.
Contextual life Mental health.
stressors
Stressful life events.
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Supporting quotes

Q1

‘I have a history of being quite athletic, a dancer, for a lot of my developmental years. I do have hypermobility’. (Fleur)

Q2

’I thought maybe it’s because I was cycling more. I was trying to cycle every day 20 to 25 kms …And I was trying to do more’. (Paige)

Q3

’My back was just terrible, and it just escalated over the years… It was just getting progressively worse down the nerve down the leg’. (Owen)

Q4

’It’s because I am getting old’. (Karen)

Q5

’I had grandkids a few years ago and whether that might have exacerbated it. I’ve also had cancer and lost a lot of muscle tone. It's also been suggested I've got one leg longer
than the other, some say yes, some say no. I don't know’. (Brooke)

Q6

’All the scans of everything seem to think that the sporting injury actually really isn’t that related to what I’ve got…The doctors have said I was due to get it because of the
structure of where my body is sitting as far as my spine and hip’. (Nancy)

Q7

’I know everything the doctors have said to me but it just seems too much of a coincidence that it all happened after (the slip)’. (Nancy)

Q8

’Unfortunately, they see a lot of women over 50 who suddenly developed this. He said it is the tendon breaking down, degenerating. They said they didn’t think that anything
causes it, it just spontaneously happens in women over 50. I’m just getting old and breaking down and there is nothing I can do about it’. (Ana)

Q9

’Well maybe it happened during sexual abuse, maybe damage happened… How can the hip end up with five different things wrong with it, and all pretty significant things? (…)
But the doctor examined me and said the hip’s painful, he didn’t dispute that, but he thought the problem was the lower back. As soon as he said that, I remembered that I had
taken a fall at yoga and I’d fallen on a wall hook that stuck out from the wall about. I started putting the pieces together and thought oh, well I can work with that information.
That’s where I feel like I’ve got a bit of power back and I could start actually doing something with the hip’. (Chloe)

Theme 2: ‘Fissures and tears’: the use of the diagnostic jargon
Q10

’There’s fissuring in every single muscle: the obturator internus and externus, the glute max, the glute min are both very distressed. Then the head of the femur is leaking bone
marrow into the hip joint, which is causing a lot of inflammation in the hip, and the acetabulum has fissures in it as well. I assume that’s what’s flipping and causing me the
instant pain‘. (Chloe)

Q11

‘All I could say was that it felt like it was catching. Until I had the MRI and was able to identify that there was some shredding, and some tears, and a stretching, the labral
stretching’. (Fleur)

Q12

’To read, essentially, four things that were in that one area, well two locations, but one area of my body let’s say, sort of one hand-span, I guess. All that stuff was going on in
that area. It was really, really frightening and scary’. (Jane)

Q13

’There's a part of me that just wants to go in and say, “Look, you know what? Why don't you just go and open me up and have a look?”‘. (Ian)

Theme 3: Fixing damage and controlling symptoms
Q14

‘I have to find a way to either deal with it or fix it’. (Dawn)

Q15

‘If I can strengthen around it and if I can improve my core stability and the way that my hip works, then maybe I can decrease some of the laxities that I have’. (Mia)

Q16

’The plasma injection - the first time it worked brilliantly…for three months, maybe even six months! Then it came back again. My general practitioner said I could expect that to
happen, and he wanted a couple, maybe two or three goes. And so when I had to go back for the second one, it did nothing at all. He said “Don't waste your money. We're not
doing it anymore’”. (Liam)

Q17

’He said almost every patient that he has seen that has exact same sort of tilted pelvis between the ages of 40 and 50 have to have hip replacement. So, I’ve made it, turned
46!’. (Dawn)

Q18

‘Over these two years, I’ve tried everything. I’ve tried to be so proactive and I think at the point, I’d reconciled the idea of a hip replacement because nothing I’ve tried has
worked for me’. (Nancy)

Q19

’I guess that I just have to accept it. I don’t like it. But you just have to get old gracefully!’. (Karen)

Q20

’Try to avoid, avoidance is the keyword… Avoid doing what makes it hurt’. (Karen)

Q21

‘It doesn’t necessarily stop me from doing the activity, it’s more in terms of the general avoidance. If I can’t avoid it, I’ll still do it, but try to do it differently’. (Grant)

Q22

’I buy my own 75 mil acupuncture needles, and then just pop them in every so often… it is helping with pain management’. (Ian)

Q23

’After the first lot of injections, I thought it was good as gone. But then it came back, and I thought, I’m stuck with this’. (Karen)

Q24

‘I don’t have a mental issue with it but every now and then, you think you’ve fixed it, found the problem and you find two or 3 weeks later it hasn’t recovered. So I don’t know
what to do’. (Brooke)

Theme 4: Exercise, sleep and the threat to mental health
Q25

‘Anything that I do physically helps me mentally… If I don't get to exercise for three or four days… I need to do something’. (Ian)

Q26

‘I guess that worries me a bit underneath it all because one of the big things with cancer you have to do a lot of exercise’. (Brooke)

Q27

‘I’ve got a mood disorder, so activity is quite a big factor in terms of the therapy regime. So it’s quite frustrating that I can’t do any cardiovascular exercise. I think my biggest fear
is that they tell me “you’ll never be able jog again or never be able to do really cardio again,” because that’s the only real way to actually manage my mood disorder’. (Grant)

Q28

’(If I could have) less pain, I'll then get more sleep, which means I'll then be more alert, and I can be physically more active, and then that will have a reinforcing effect on being
able to sleep better, and I will have a fuller, more productive life. I'll be happier. So it’s a chain reaction’. (Helen)

caused by the sexual abuse she had suffered in the past until an
HCP suggested that it was caused by a previous back injury (Q9).

‘Fissures and tears’: the use of the diagnostic jargon

All participants had undergone multiple diagnostic imaging,
usually a radiograph, CT scan and MRI. When describing the
imaging findings, the participants used precise diagnostic medical
terms. They used anatomical terms such as ‘acetabulum’, ‘gluteal
muscles’ and ‘labrum’. They used terms such as ‘fissuring’ and
‘tearing’ to describe how the tissue in their hip structures were
‘damaged’ (Q10). Many participants perceived that the imaging
findings could explain the symptoms they were experiencing.
For example, one participant described how she had always felt
like something was catching in hip, and the torn labrum seen

on the MR images provided her with a way to make sense of
this symptom (Q11). While some participants were reassured to
receive a diagnosis that could explain their symptoms, others
found it frightening to receive imaging reports detailing so many
things wrong with their hip (Q12). Only a couple of participants
believed that the imaging findings did not satisfactorily explain
their symptoms and felt that they needed more invasive investigation (Q13) (see table 3, quotes 10–13).

Fixing damage and controlling symptoms

Participants differentiated between strategies to ‘fix the damage’
and ‘control the symptoms’ (Q14). Most were optimistic that
their ‘damaged’ hip structures could be ‘fixed’, and despite
almost all having done physiotherapy directed exercises in the
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Discussion

This qualitative study explored how patients seeking care for
persistent hip pain made sense of their symptoms.

Making sense of persistent hip pain through a biomedical
lens

Figure 2 Making sense of hip pain within the Common Sense Model.

past, most believed they would benefit from further ‘strengthening’ their hip and core muscles. In particular, participants who
perceived their hip to be ‘unstable’ believed strengthening exercises were the key to fixing their problem (Q15). Four participants suggested that stem cell technology had the potential to
regenerate their damaged tissue and resolve their condition;
two had already undergone stem cell injections. One participant
was optimistic that the recent stem cell injection would ‘knit’
the labral tear together (Q8), while another described feeling
disappointed when the second plasma injection did not provide
him with the pain relief he experienced with the first (Q16).
Five participants believed that a future hip replacement was
inevitable because there was nothing else that they could do to
address the underlying structural abnormality (Q17) or because
they felt they had exhausted all non-surgical treatment options
(Q18) (see table 3, quotes 14–24).
Older participants felt that they needed to accept that they
were not as young as they used to be (Q19). Most participants
controlled their symptoms through avoiding the activities and
movements that they believed would aggravate their symptoms
(Q20). When avoidance was not possible, they described attempts
to modify their behaviour during these activities and movements
(Q21). Two participants had gone to extreme lengths, learning
alternative therapies such as self-administered needling in order
to control their symptoms (Q22). Almost all participants had
undergone cortisone injections, but these had failed to provide
sustained relief (Q23). The repeat experience of failed treatments took a psychological toll on the participants, with many
describing feelings of distress associated with ‘not knowing what
else to do’ to get control over their symptoms (Q24).

Exercise, sleep and the threat to mental health

For many participants, exercise had played a central role in their
lives and was seen as fundamental to their psychological well-
being. Seven described how their inability to exercise threatened
their mental health (Q25). The perceived consequences of being
unable to exercise included irritability and frustration as well
as worry about one’s general health. One participant who had
survived cancer described her fear that the cancer could return if
she did not maintain a high level of exercise (Q26). Three participants were particularly concerned that their inability to exercise
would exacerbate their underlying mood disorders (Q27). Eight
participants experienced pain at night that awoke them from
sleep. A lack of sleep impaired emotional well-being by sparking
a cascade of consequences including inability to concentrate and
6 of 9

All participants made sense of their pain through a biomedical lens. They believed that hip pain and disability were due
to ‘damaged’ hip structures, ‘degeneration’, ‘fissures’, ‘tears’,
‘detachment’ and/or ‘arthritis’. Participants reported that these
beliefs derived from a combination of diagnostic imaging reports
and information provided by HCPs.
Some participants believed their ‘damaged’ hip structures
were caused by physical activity, loading and/or an injury; many
reported being told by HCPs that their ‘damage’ had been
caused by ‘faulty biomechanics’ and ageing. These findings are
similar to reports among people with knee osteoarthritis18 24 and
LBP.25–27 The belief that structural pathology based on radiological imaging is an accurate measure of a person’s pain experience is common at a societal level and among HCPs.28 29 This is
despite evidence that levels of pain and disability do not correlate
closely with radiographic findings in people with hip pain,8 that
‘pathology’ is prevalent in asymptomatic populations30 and that
informing patients of imaging findings can lead to poorer health
outcomes.31
This biomedical lens appeared to influence the participants’
coping responses. The participants attempted to limit further
damage and control their pain through activity avoidance and
movement modification, such as avoiding squatting movements, adopting an antalgic gait or using upper limb strength
to push themselves up from a sitting position or lift themselves out of a car. Activity avoidance and modification due
to fear of doing more damage has also been reported among
people with persistent LBP (eg, avoiding ‘bending’ their back
or pacing activities) and knee osteoarthritis (eg, avoiding/pacing
activities or choosing activities believed to cause less damage,
such as cycling).18 24 32 Research has demonstrated a relationship between negative pain beliefs, greater functional disability
and motor control impairments in people with LBP33 and knee
arthritis,34 35 further highlighting the interplay between cognitive
factors and coping responses to pain.
Although some participants in this study believed they could ‘fix’
or ‘control’ the ‘damage’ to their hips through strengthening exercises, stem cell treatment and steroid injections, previous attempts
term benefit. These ‘failed
to do so had failed to provide long-
treatments’ reinforced the belief among some participants that
the damage to their hip structures was irreversible and that a hip
replacement was inevitable. The belief that a joint replacement is
the only definitive ‘cure’ for painful joints is common among older
people with lower limb osteoarthritis and HCPs and may underlie
low referral rates and low adherence to effective non-
surgical
management options.36–38 The repeated experience of ‘failed’ treatments has been suggested to play a role in symptom incoherence (an
inability to make sense of pain) and the development of pain-related
fear in people with musculoskeletal pain.33

Peoples’ experiences of persistent hip pain were described
through a biopsychosocial lens

The biomedical lens through which the participants in this study
made sense of their pain contrasts with the biopsychosocial lens
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participate in paid work and disrupted relationships (Q28) (see
table 3, quotes 25–28).
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Clinical implications

To facilitate this change in paradigm, the use of the CLEAR
principle when reporting on imaging has been advocated: (1)
consistent language: the use of minimally threatening language
so as not to create fear; (2) epidemiological information using
matched findings for asymptomatic populations; and (3)
age-
assessment of relevance: explaining that imaging findings must
be considered with clinical features.42 In addition, recent guidelines recommend the screening and assessment of biopsychosocial factors including pain beliefs and concerns, fear, depression,
social context, sleep, obesity as well as physical activity levels
and strength in people with musculoskeletal pain.36 43 Where
persistent musculoskeletal pain presents with health comorbidities such as obesity, sleep and/or mental health disorders, multidisciplinary care is recommended.21 36 However, all patients
presenting with musculoskeletal pain can benefit from education regarding the multidimensional complexity of musculoskeletal pain. Highlighting the important role that modifiable
risk factors such as beliefs, physical activity, sleep and weight

Table 4

management play in their pain disorder provides opportunities
for self-management.44 Recent research supports the long-term
benefits of interventions that target these factors in people with
hip and knee pain.45–47 Table 4 provides examples of alternative
health messages that aim to facilitate positive health behaviours.

Design considerations

We authors are interested in cognitive behavioural interventions for musculoskeletal pain. We selected the Common Sense
Model11 as a validated framework to explore how people make
sense of their musculoskeletal symptoms. As is inherent to qualitative research, our lens (world view) necessarily influenced the
design and conduct of this study. Thus, alternative interpretations to those presented in this paper are possible. By declaring
our lens, providing the interview schedule, code book and
supporting quotes, we have attempted to leave an ‘audit trail’
that makes our assumptions and interpretations explicit.
While this study comprised a small convenience sample, we
employed qualitative techniques to exhaust new concepts such
as concurrent data collection and data analysis to enable us to
explore and challenge emerging concepts in subsequent interviews. The patterns we identified among the 16 participants
were sufficient to answer our research question. We acknowledge that the insights gained from this small convenience sample
are of limited generalisability. To assist readers make judgements about the transferability of these findings to their own
clinical settings,48 we have provided a rich description of the
demographic and clinical characteristics of this sample. Prior to
enrolling in the study, the participants had all sought an opinion
from an orthopaedic surgeon in a private practice setting and
had agreed to participate in a physiotherapy-directed cognitive
functional intervention. We did not collect demographic data on

Suggested alternative health messages when communicating with people with persistent hip pain

Health messages reported by participants in the study linked with
unhelpful health behaviours

Alternative evidence-based health messages that aim to promote positive health
behaviours for people with hip pain

Your hip pain is due to damaged structures in your hip joint (eg, labral tears
and arthritis)

‘Pathoanatomical’ changes such as labral tears and hip joint arthritis are common in pain-free
populations.30 This means that other factors are also important to explain hip pain.
Pain in the hip structures is influenced by multiple factors such as sleep, fatigue, mood, strength,
physical activity and body weight.40 Many of these factors are influenced by things you can do for
yourself. We can make a plan to address these.

Hip tendons spontaneously break down in people over 50 years… loading
them will damage them further

‘Pathoanatomical’ changes relating to the hip tendons are common in pain-free populations.
Tendon health is influenced by lots of factors such as muscle strength, engagement in physical
activity, psychological health and levels of obesity.54 55 Addressing these factors can keep tendons
healthy with ageing. It is important to know that it is safe and helpful to engage in graduated
exercise with tendon tears—rest and activity avoidance is unhelpful.43

Your hip is unstable and needs controlling and stabilising

Hip joints are very stable structures.56 Maintaining muscle strength and mobility around the hip is
important for joint health, while guarding and holding muscles tense can be unhelpful.

Being too lordotic can lead to wear/arthritis on your hips

There is no evidence that spine and pelvis posture predicts hip arthritis. People have a range of
postures and body shapes and the body can learn to adapt to movement and load.

Engaging in weight bearing and loaded exercise will damage the hip
structures more

Engaging in graduated weight bearing exercise is safe and does not damage the hip structures in
people with osteoarthritis. In fact exercise is important to maintain the health of your joint.57

With your damaged/arthritic hip structures a joint replacement is inevitable

Developing an understanding of your hip pain, building confidence to move, getting strong
and active, as well as maintaining a healthy body weight, can reduce pain, disability, need for
medication and in many cases the need for surgery.43

I think we better get you on some antidepressants to manage your mental
health, as exercising vigorously like you used to in order to manage your
mental health is not safe for you now

Physical activity is important for mental health.58 Exercise is safe as long as it is graduated and
has huge health benefits.57

You need a cortisone injection for your hip pain

While cortisone injections can provide short-term pain relief for some people, the effects do not
last59 60 and may increase osteoarthritis progression especially when repeated.61
Understanding the factors linked to your pain, building confidence to strengthen your hip,
becoming active and managing your weight is a more effective way to manage your pain in the
long run.43
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through which they experienced pain. The participants in this
study perceived that disrupted sleep and an inability to engage
in physical activity threatened their physical and mental well-
being by increasing emotional distress, frustration and compromising their ability to cope. The bidirectional relationship
between depression, sleep and persistent musculoskeletal pain is
well documented.39 40 Furthermore, the interaction of disrupted
sleep, depression and reduced activity contributes to vicious
cycle of pain, distress and disability.4 40 By illustrating the role
of biopsychosocial factors influencing a person’s hip pain and
disability, these findings strengthen calls to action to change the
prevailing biomedical paradigm and reduce reliance on imaging
as a sole explanation of a person’s pain experience.21 36 41

Original research

Conclusion

Participants in this study seeking care for persistent hip pain
reported negative beliefs relating to ‘damaged’ hip structures,
which appeared to lead them to coping responses such as activity
avoidance and movement modification. Participants reported
subsequent psychological distress, disrupted sleep and reduced
physical activity, threatening their physical and mental well-
being. Targeting pain beliefs and coping strategies may provide
opportunities for more effective self-management of persistent
hip pain.

What are the findings?
►► Interactions with healthcare professionals can lead to people

with persistent hip pain developing ‘hip damage’ beliefs.

►► Discussions of imaging findings may contribute to people

developing ‘hip damage’ beliefs.

►► Negative beliefs can lead to ineffective coping strategies such

as avoiding physical activity. This in turn impairs physical
well-being and mental health in people with persistent hip
pain.

How might it impact on clinical practice in the future?
►► Healthcare professionals influence health beliefs and coping

responses of people with persistent hip pain. Our findings
highlight that clinicians need to be taught that their choice
of words—communication content—influences patient
outcomes. Future research should address the question—
‘What is the ideal message for patients with hip pain?’.

Twitter Beatriz I R de Oliveira @BeatrizIRdeOli1
Acknowledgements The authors acknowledge all participants of the study,
as well as staff members from The Joint Studio and Body Logic Physiotherapy for
facilitating data collection.
Contributors BIRdO, SB, AJS and PPBO designed the study and were involved in
drafting and reviewing of the manuscript. PPBO, SH, DF and RK facilitated participant
recruitment. BIRdO, SB and AJS analysed and interpreted the data. All authors
provided critical revision of the manuscript. All authors take responsibility for the
integrity and accuracy of the data in this study. All authors read and approved the
final manuscript.
Funding The authors have not declared a specific grant for this research from any
funding agency in the public, commercial or not-for-profit sectors.
8 of 9

Competing interests PPBO is a Director of Body Logic Physiotherapy but at no
time received any funds from the research.
Patient consent for publication Not required.
Ethics approval This study was approved by the Hollywood Private Hospital
Research Ethics Committee (HPHREC - HPH441) and the Curtin University Human
Research Ethics Committee (HR56/2016).
Provenance and peer review Not commissioned; externally peer reviewed.
Data availability statement Data are available on reasonable request. Data are
in the form of digital voice recordings of interviews, which were also transcribed
verbatim into Word files. These data are stored in a password-protected research
drive only accessible to the researchers of this study. Voice recordings contain
identifiable data and will not be made available on request to maintain participant
anonymity. Transcriptions with deidentified participant data may be made available
on reasonable request.
ORCID iDs
Beatriz I R de Oliveira http://orcid.org/0000-0002-8770-5075
Peter P B O’Sullivan http://orcid.org/0000-0002-3982-4088

References

1 Dawson J, Linsell L, Zondervan K, et al. Epidemiology of hip and knee pain and its
impact on overall health status in older adults. Rheumatology 2004;43:497–504.
2 Segal NA, Felson DT, Torner JC, et al. Greater trochanteric pain syndrome:
epidemiology and associated factors. Arch Phys Med Rehabil 2007;88:988–92.
3 Freke M, Kemp JL, Svege I, et al. Physical impairments in symptomatic
femoroacetabular impingement: a systematic review of the evidence. Br J Sports Med
2016;50:1180.
4 Prather H, Creighton A, Sorenson C, et al. Anxiety and insomnia in young and middle-
aged adult hip pain patients with and without femoroacetabular impingement and
developmental hip dysplasia. Pm R 2018;10:455–61.
5 Plinsinga ML, Coombes BK, Mellor R, et al. Psychological factors not strength deficits
are associated with severity of gluteal tendinopathy: a cross-sectional study. Eur J
Pain 2018;22:1124–33.
6 Reiman MP, Peters S, Sylvain J, et al. Prevalence and consistency in surgical outcome
reporting for femoroacetabular impingement syndrome: a scoping review. Arthroscopy
2018;34:1319–28.
7 Heerey JJ, Kemp JL, Mosler AB, et al. What is the prevalence of imaging-defined intra-
articular hip pathologies in people with and without pain? A systematic review and
meta-analysis. Br J Sports Med 2018;52:581–93.
8 van Baar ME, Dekker J, Lemmens JA, et al. Pain and disability in patients with
osteoarthritis of hip or knee: the relationship with articular, kinesiological, and
psychological characteristics. J Rheumatol 1998;25:125–33.
9 Jayakumar P, Overbeek CL, Lamb S, et al. What factors are associated with
disability after upper extremity injuries? A systematic review. Clin Orthop Relat Res
2018;476:2190–215.
10 Luque-Suarez A, Martinez-Calderon J, Falla D. Role of kinesiophobia on pain, disability
and quality of life in people suffering from chronic musculoskeletal pain: a systematic
review. Br J Sports Med 2019;53:554–9.
11 Leventhal H, Phillips LA, Burns E. The Common-Sense model of self-regulation (CSM):
a dynamic framework for understanding illness self-management. J Behav Med
2016;39:935–46.
12 Chen Y, Campbell P, Strauss VY, et al. Trajectories and predictors of the long-
term course of low back pain: cohort study with 5-year follow-up. Pain
2018;159:252–60.
13 Bijsterbosch J, Scharloo M, Visser AW, et al. Illness perceptions in patients with
osteoarthritis: change over time and association with disability. Arthritis Rheum
2009;61:1054–61.
14 Orbell S, Johnston M, Rowley D, et al. Cognitive representations of illness and
functional and affective adjustment following surgery for osteoarthritis. Soc Sci Med
1998;47:93–102.
15 Hanusch BC, O’Connor DB, Ions P, et al. Effects of psychological distress and
perceptions of illness on recovery from total knee replacement. Bone Joint J 2014;96-
B:210–6.
16 Cherkin DC. How can the intractable problem of chronic musculoskeletal pain (CMP)
be effectively managed? the need for a well-integrated systems approach. J Gen
Intern Med 2018;33:4–6.
17 Keefe FJ, Main CJ, George SZ. Advancing psychologically informed practice for patients
with persistent musculoskeletal pain: promise, pitfalls, and solutions. Phys Ther
2018;98:398–407.
18 Bunzli S, O’Brien P, Ayton D, et al. Misconceptions and the acceptance of evidence-
based nonsurgical interventions for knee osteoarthritis. A qualitative study. Clin
Orthop Relat Res 2019;477:1975–83.
19 Griffin DR, Parsons N, Mohtadi NGH, et al. A short version of the International
hip outcome tool (iHOT-12) for use in routine clinical practice. Arthroscopy
2012;28:611–8.

I R de Oliveira B, et al. Br J Sports Med 2020;54:858–865. doi:10.1136/bjsports-2019-101281

Br J Sports Med: first published as 10.1136/bjsports-2019-101281 on 24 January 2020. Downloaded from http://bjsm.bmj.com/ on May 9, 2021 by guest. Protected by copyright.

the 11 people who were referred to the intervention but declined
to participate.
Did health literacy influence our study results? People who
seek care from doctors in private orthopaedic practice in
Australia have higher health literacy than those seeking care from
the public system.49 Whether higher health literacy influenced
the beliefs of the participants in this study is uncertain. There is
some evidence that people with higher health literacy hold more
positive beliefs about musculoskeletal pain.50 However, there is
evidence that negative beliefs about musculoskeletal pain are,
in part, iatrogenic and can arise from conflicting advice from
HCPs.27 33 Given that people with higher health literacy find it
easier to seek care,51 it may be that this sample (which had widely
sought care) held more negative beliefs than the wider population. While we emphasise that similar biomedical beliefs have
been documented in other musculoskeletal pain populations
in different healthcare settings,18 24 52 future research involving
larger, more generalisable samples is needed to understand how
widespread the beliefs described among this sample are.53

Original research
42 Darlow B, Forster BB, O’Sullivan K, et al. It is time to stop causing harm with
inappropriate imaging for low back pain. Br J Sports Med 2017;51:414–5.
43 Victorian Musculoskeletal Clinical Leadership Group. Victorian model of care for
osteoarthritis of the hip and knee. Melbourne, VIC: MOVE muscle, bone & joint health,
2018.
44 Lewis J, O’Sullivan P. Is it time to reframe how we care for people with non-traumatic
musculoskeletal pain? Br J Sports Med 2018;52:1543–4.
45 Skou ST, Roos EM. Good Life with osteoArthritis in Denmark (GLA:D™): evidence-
based education and supervised neuromuscular exercise delivered by certified
physiotherapists nationwide. BMC Musculoskelet Disord 2017;18:72.
46 Abbott JH, Wilson R, Pinto D, et al. Incremental clinical effectiveness and cost
effectiveness of providing supervised physiotherapy in addition to usual medical
care in patients with osteoarthritis of the hip or knee: 2-year results of the moa
randomised controlled trial. Osteoarthritis Cartilage 2019;27:424–34.
47 Teoh LSG, Eyles JP, Makovey J, et al. Observational study of the impact
of an individualized multidisciplinary chronic care program for hip and
knee osteoarthritis treatment on willingness for surgery. Int J Rheum Dis
2017;20:1383–92.
48 Korstjens I, Moser A. Series: practical guidance to qualitative research. Part 4:
Trustworthiness and publishing. Eur J Gen Pract 2018;24:120–4.
49 Cosic F, Porter T, Norsworthy C, et al. Comparison of health literacy in privately
insured and public hospital orthopaedic patients. Aust Health Rev 2018. doi:10.1071/
AH17209. [Epub ahead of print: 14 May 2018].
50 Briggs AM, Jordan JE, Buchbinder R, et al. Health literacy and beliefs among a
community cohort with and without chronic low back pain. Pain 2010;150:275–83.
51 Jordan JE, Buchbinder R, Osborne RH. Conceptualising health literacy from the patient
perspective. Patient Educ Couns 2010;79:36–42.
52 Pouli N, Das Nair R, Lincoln NB, et al. The experience of living with knee osteoarthritis:
exploring illness and treatment beliefs through thematic analysis. Disabil Rehabil
2014;36:600–7.
53 Miles MB, Huberman AM. The qualitative researcher's companion. Thousand Oaks,
CA: Sage Publications, 2002.
54 Ganderton C, Pizzari T, Harle T, et al. A comparison of gluteus medius, gluteus
minimus and tensor facia latae muscle activation during gait in post-menopausal
women with and without greater trochanteric pain syndrome. J Electromyogr Kinesiol
2017;33:39–47.
55 Chaganti RK, Lane NE. Risk factors for incident osteoarthritis of the hip and knee.
Curr Rev Musculoskelet Med 2011;4:99–104.
56 Dumont GD. Hip instability: current concepts and treatment options. Clin Sports Med
2016;35:435–47.
57 Fransen M, McConnell S, Hernandez-Molina G, et al. Exercise for osteoarthritis of the
hip. Cochrane Database Syst Rev 2014:CD007912.
58 Rosenbaum S, Tiedemann A, Sherrington C, et al. Physical activity interventions for
people with mental illness: a systematic review and meta-analysis. J Clin Psychiatry
2014;75:964–74.
59 Coombes BK, Bisset L, Vicenzino B. Efficacy and safety of corticosteroid injections and
other injections for management of tendinopathy: a systematic review of randomised
controlled trials. Lancet 2010;376:1751–67.
60 Coombes BK, Bisset L, Brooks P, et al. Effect of corticosteroid injection, physiotherapy,
or both on clinical outcomes in patients with unilateral lateral epicondylalgia: a
randomized controlled trial. JAMA 2013;309:461–9.
61 Zeng C, Lane NE, Hunter DJ, et al. Intra-Articular corticosteroids and the risk of knee
osteoarthritis progression: results from the osteoarthritis initiative. Osteoarthritis
Cartilage 2019;27:855–62.

I R de Oliveira B, et al. Br J Sports Med 2020;54:858–865. doi:10.1136/bjsports-2019-101281

9 of 9

Br J Sports Med: first published as 10.1136/bjsports-2019-101281 on 24 January 2020. Downloaded from http://bjsm.bmj.com/ on May 9, 2021 by guest. Protected by copyright.

20 Linton SJ, Nicholas M, MacDonald S. Development of a short form of the Örebro
musculoskeletal pain screening questionnaire. Spine 2011;36:1891–5.
21 O’Sullivan PB, Caneiro JP, O’Keeffe M, et al. Cognitive functional therapy: an
integrated behavioral approach for the targeted management of disabling low back
pain. Phys Ther 2018;98:408–23.
22 Ritchie J, Spencer L. Qualitative data analysis for applied policy research. London, New
York: Routledge, 1994.
23 Salvo JP, Nho SJ, Wolff AB, et al. Sex-Dependent differences in preoperative,
radiographic, and intraoperative characteristics of patients undergoing hip
arthroscopy: results from the multicenter arthroscopic study of the hip group.
Arthroscopy 2018;34:844–52.
24 Darlow B, Brown M, Thompson B, et al. Living with osteoarthritis is a balancing act:
an exploration of patients’ beliefs about knee pain. BMC Rheumatol 2018;2:15.
25 Bunzli S, Smith A, Schütze R, et al. Beliefs underlying pain-related fear and how they
evolve: a qualitative investigation in people with chronic back pain and high pain-
related fear. BMJ Open 2015;5:e008847.
26 Lin IB, O’Sullivan PB, Coffin JA, et al. Disabling chronic low back pain as an iatrogenic
disorder: a qualitative study in Aboriginal Australians. BMJ Open 2013;3:e002654.
27 Darlow B. Beliefs about back pain: the confluence of client, clinician and community.
Int J Osteopath Med 2016;20:53–61.
28 Darlow B, Perry M, Stanley J, et al. Cross-Sectional survey of attitudes and beliefs
about back pain in New Zealand. BMJ Open 2014;4:e004725.
29 Brembo EA, Kapstad H, Eide T, et al. Patient information and emotional needs
across the hip osteoarthritis continuum: a qualitative study. BMC Health Serv Res
2016;16:88.
30 Frank JM, Harris JD, Erickson BJ, et al. Prevalence of femoroacetabular impingement
imaging findings in asymptomatic volunteers: a systematic review. Arthroscopy
2015;31:1199–204.
31 Ash LM, Modic MT, Obuchowski NA, et al. Effects of diagnostic information, per se, on
patient outcomes in acute radiculopathy and low back pain. AJNR Am J Neuroradiol
2008;29:1098–103.
32 Bunzli S, Smith A, Watkins R, et al. What do people who score highly on the Tampa
scale of Kinesiophobia really believe?: a mixed methods investigation in people with
chronic nonspecific low back pain. Clin J Pain 2015;31:621–32.
33 Bunzli S, Smith A, Schütze R, et al. Making sense of low back pain and pain-related
fear. J Orthop Sports Phys Ther 2017;47:628–36.
34 Skou ST, Wrigley TV, Metcalf BR, et al. Association of knee confidence with pain,
knee instability, muscle strength, and dynamic varus-valgus joint motion in knee
osteoarthritis. Arthritis Care Res 2014;66:695–701.
35 Colbert CJ, Song J, Dunlop D, et al. Knee confidence as it relates to physical function
outcome in persons with or at high risk of knee osteoarthritis in the osteoarthritis
initiative. Arthritis & Rheumatism 2012;64:1437–46.
36 Hunter DJ, Bowden JL. Are you managing osteoarthritis appropriately? Nat Rev
Rheumatol 2017;13:703–4.
37 Brand CA, Harrison C, Tropea J, et al. Management of osteoarthritis in general practice
in Australia. Arthritis Care Res 2014;66:551–8.
38 Egerton T, Nelligan RK, Setchell J, et al. General practitioners’ views on managing
knee osteoarthritis: a thematic analysis of factors influencing clinical practice
guideline implementation in primary care. BMC Rheumatol 2018;2:30.
39 de Heer EW, Gerrits MMJG, Beekman ATF, et al. The association of depression and
anxiety with pain: a study from NESDA. PLoS One 2014;9:e106907.
40 Dieppe P. Chronic musculoskeletal pain. BMJ 2013;346:f3146.
41 O’Sullivan P. It’s time for change with the management of non-specific chronic low
back pain. Br J Sports Med 2012;46:224–7.

Supplementary material

Br J Sports Med

Supplementary Box 1. The International Hip Outcome Tool (iHOT12)
Box 1. The International Hip Outcome Tool (iHOT12)
The iHOT-12 has been developed specifically for measuring the impact of hip disease in
typically more younger and more active patient cohorts than those receiving hip
arthroplasty. The questionnaire captures pain, symptoms and activity impairments, scores
range from 0 to 100 with lower scores representing greater impact.(19)

Supplementary Box 2. Örebro Musculoskeletal Pain Questionnaire Short Form (ÖMPQ-SF)
Box 2. Örebro Musculoskeletal Pain Questionnaire Short Form (ÖMPQ-SF)
The ÖMPQ-SF is a validated screening tool to assist in the identification of psychological
and social factors as risks for persistence of musculoskeletal pain and disability. Scores
range from 0 to 100 with higher scores representing greater risk of persistence of pain and
disability.(20)
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Supplementary Table 1. Interview questions
Common Sense
Model Constructs
Interpretation
Cause

Identity

Consequences

Timeline

Control
Curability

Action
Appraisal

Emotional response
to fear

Interview Questions
1. Can you tell me the story about your hip pain and how it affects
you?
2. What do you think is the cause of your pain? Why?
3. What do you think makes your pain flare up (triggers)?
- What kind of activities catch you out?
- When do you feel this pain?
4. What have you been told about your pain / what diagnosis have
you been given?
5. What do you think it is?
6. What does this mean to you?
7. Do you have a picture of your hip in your head? Describe it to me.
8. What do you think this pain is telling you when you feel it?
- Is it telling you to stop what you are doing or change how you
are doing it?
9. How has this problem changed your life?
- What does this pain keep you from doing? (Social
consequences: sports, work, family, friends)
- How much does it bother you?
10. How predictable is your hip pain?
11. How long do you think this is going to happen for?
12. Do you think you are going to get out of this situation? (Hope for
recovery or loss of hope)
13. What do you think is going to happen to you in the future?
(Degeneration? OA? Hip replacement?)
14. Do you feel in control of your pain?
15. Do you feel confident in your hip?
16. Did you have any treatment for your hip pain?
17. How do you see your future treatment?
18. How do you want this treatment to be?
19. What do you do to try to control your pain? Why?
20. Do you try to avoid activities because of your hip pain? Why?
21. Do you think your strategies are working for you?
22. Is there anything else you think may be affecting your situation?
23. How does your hip pain make you feel?
24. How is your overall mood? (Worried, stressed, sad, at loss,
frustrated, angry)
25. How much are you worried about this?
26. What are you worried about?
- Are you worried of this pain happening again?
27. Do you think this feeling of being worried affects what you do?

I R de Oliveira B, et al. Br J Sports Med 2020;0:1–9. doi: 10.1136/bjsports-2019-101281

