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Abstract

Osteoarthritis of the hip describes a clinical syndrome of joint pain accompanied by varying degrees of functional
limitation and reduced quality of life. Osteoarthritis may not be progressive and most patients will not need surgery,
with their symptoms adequately controlled by non-surgical measures. The treatment of hip osteoarthritis is aimed at
reducing pain and stiffness and improving joint mobility. Total hip replacement remains the most effective treatment
option but it is a major surgery with potential serious complications. NICE guideline has suggested a holistic
approach to management of hip osteoarthritis which includes both nonpharmacological and pharmacological
treatments. The non-pharmacological treatments range from education ,physical therapy and behavioral
changes ,walking aids .The ESCAPE( Enabling Self-Management and Coping of Arthritic Pain Through Exercise)
rehabilitation programme for hip and knee osteoarthritis which integrates simple education, self-management and
coping strategies, with an exercise regimen has shown to be more cost-effective than usual care. There is a choice
of reviewed pharmacological treatments available, but there are few current reviews of possible non-
pharmacological methods. This review will focus on the non-pharmacological and non-surgical methods.
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Introduction
Hip pain is a major cause of disability in adults. By far the most

common cause is osteoarthritis (OA) of the hip, with the prevalence in
UK adults estimated in one study to be 6.3% in males and 10.3% in
females [1-3]. It has a significant impact on a patient’s life, impeding
their ability to walk and reducing their quality of life [4].

Around 450 patients per 100,000 populations will present to
primary care with hip pain each year. Of these, 25% will improve
within three months and 35% at twelve months; this improvement is
sustained. OA of the hip describes a clinical syndrome of joint pain
accompanied by varying degrees of functional limitation and reduced
quality of life. OA may not be progressive and most patients will not
need surgery, with their symptoms adequately controlled by non-
surgical measures. Symptoms progress in 15% of patients within 3
years and 28% within 6 years [1-4].

According to the Osteoarthritis Research Society International
(OARSI) guidelines, treatment is aimed at reducing pain and stiffness,
maintaining and improving joint mobility, reducing disability,
improving quality of life, limiting the progression of damage and
educating patients about the disorder [5]. There are a range of
pharmacological treatments, from analgesia with paracetamol,
NSAIDs and opiates to intra-articular steroid injections [6]. However,
surgery remains the only definitive treatment. Although conservative
surgical methods include pelvic or femoral osteotomy, the mainstay of
surgical management is joint replacement; total hip arthroplasty

(THA) is one of the most commonly performed and successful
operations [6,7].

However, THA is not a perfect solution. Revision rates in the UK
have been found to be up to 4% across four commonly used types of
prosthesis, and higher when using a fifth [8]. Furthermore, not all
patients are happy with their outcome – 7% of patients in a recent
study were found to be dissatisfied with the results of this operation
[9]. Additionally, whilst THA is one of the best operations, it may not
be suitable for everyone, especially younger patients who will be more
likely to require a revision and less likely to be recover comparable
function to others in their age group [10]. There is the need, therefore,
to consider alternate solutions, if not to replace the need for THA, but
to, at the least, delay surgery and thereby reduce the likelihood of
revision. The ESCAPE rehabilitation programme for hip and knee
osteoarthritis which integrates simple education, self-management and
coping strategies, with an exercise regimen has shown to be more cost-
effective than usual care.

As described above, there is a choice of reviewed pharmacological
treatments available, but there are few current reviews of possible non-
pharmacological methods [6]. This review will therefore focus on the
non-pharmacological and non-surgical methods, upon which there has
been relatively less research carried out.

Management Options

Topical agents
While topical agents such as NSAID creams that can be effective for

OA are likely to be considered a pharmacological intervention and
therefore beyond the scope of this review, others such as capsaicin can
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be viewed among alternate medicines, and therefore warrant
discussion [11].

Capsaicin is the compound in ‘chili’ peppers that creates the
sensation of heat when bound to nociceptors in the skin. When in
topical creams and gels, it has been shown to be effective as an
analgesic for chronic pain conditions [12]. It is recommended for use
in several guidelines for hand and knee OA, although the evidence for
this stems from very few randomised-controlled trials [5,13,14]. An
advantage is the lack of systemic side-effects, but it may cause localised
burning and erythema at the site of application [15]. However, despite
its potential effectiveness in OA of other joints, it is not recommended
in hip OA guidelines and there is no evidence to support its use [6].
Indeed, none of the topical therapies currently recommended for use
in either hand or even knee joints are recommended for use in hips
[5,6]. This is likely to be a function of the anatomy of the hip joint
where is it further below the surface and therefore less likely to be
affected by agents applied to the skin above.

Copper and magnetic agents
Two other therapies that have been proposed are copper or

magnetic bracelets. Both have been claimed to be effective at reducing
pain and improving function. However, few studies have been carried
out to verify these claims, and there is yet to be proposed a plausible
mechanism of action to support the effect of these. In a randomised
placebo-controlled crossover trial, neither copper bracelets nor
magnetic ones were found to be effective at managing pain, reducing
stiffness or maintaining physical function for any joint that may be
affected by OA, let alone specifically the hip [16]. This reflected the
findings of a separate study evaluating the use of copper-salicylate gel
applied to the forearms [17]. Indeed, whilst this found no
demonstrable improvement in either hip or knee OA compared to
placebo, it did lead to significantly more adverse effects, mostly in the
form of skin rashes. It is clear, therefore, why there is no
recommendation for the use of either of these therapies in hip OA.

Acupuncture
Another therapy that has its roots in complementary medicine in

acupuncture. Unlike copper and magnetic agents, however, potential
mechanisms of action have been proposed: acupuncture needles can
stimulate the nervous system to release neurotransmitters involved in
pain-suppressing mechanisms [18,19]. A recent Cochrane systematic
review found that while patients undergoing acupuncture found
significant differences in pain and function compared to sham-
acupuncture (a technique used to minimise placebo effects and show
the true biological effects of acupuncture), these differences were small
and did not meet clinically relevant levels [20]. They concluded that
these differences were more likely to be due to incomplete blinding and
poor quality trials rather than the effects of the acupuncture itself.

With regards specifically to Hip OA, the review identified three trials
evaluating the use of acupuncture in management of hip OA, one of
which was evaluating the use of electro acupuncture as opposed to the
traditional needle methods [21-23]. However, the studies were deemed
to be too heterogenous to be included in a meta-analysis. Across all
three studies there was a high drop-out rate (almost 50% in one case).
Only one study found a difference in pain and function between
acupuncture and control groups. This was found after a shorter follow-
up than the other two studies (14 weeks v. 6 months), which may

reduce the validity of their findings when considered over the long
time period that hip OA affects patients.

Oral Supplements
A number of oral supplements have been suggested as either

improving the symptoms of OA (pain and loss of function) or
modifying the structures involved (for example the joint-space).

Chondroitin
Chondroitin is a glycosaminoglycan found in cartilage, bone,

cornea, skin and arterial walls. It has been suggested to restore the
extracellular matrix of cartilage, reducing degradation in OA, and
provide sulphur-containing amino acids that are essential for the
cartilage extra-cellular matrix, which may be deficient from regular
diets [24,25]. A systematic review of chondroitin found that
chondroitin had small to moderate effects on pain and physical
function in patients with OA, which were clinically significant [26]. It
also noted the lower risk of adverse events in patients taking
chondroitin supplementation. However, there was some heterogeneity
across the studies that were included. Though most studies used a daily
800mg or greater dose of chondroitin, some used a lower dose. A
further issue is that while the review included a wide range of studies,
only one of them specifically assessed the use of chondroitin in hip OA
[27]. A separate meta-analysis focusing specifically on hip and knee
OA found that chondroitin had no clinically relevant effect on joint
pain or on the joint space compared with placebo [28]. They did,
however, note that many patients were convinced that it was beneficial
and concluded that as it was safe, patients could take it at their own
expense, rather than that of the NHS.

Glucosamine
Glucosamine is an amino-saccharide acting as the substrate in the

synthesis of aggrecan and proteoglycans for cartilage. It is thought that
it may be beneficial in OA by inhibiting catabolic genes for cartilage
[29]. Like chondroitin, it is an unregulated supplement and there is
controversy regarding its use in the treatment of OA [30]. The
supplement has been the subject of several systematic reviews. One
review found, from pooled results, that there may be improvements in
pain and function with glucosamine. However, when including only
the high-quality studies, they found that whilst glucosamine is likely to
be safe, it did not produce any benefit with regards to pain
management or physical function [31]. This finding was mirrored in a
more recent systematic review specifically assessing the effect on knee
and hip OA, concluding that there was no clinical effect on pain or the
joint space [28].

Collagen
Collagen, when taken as collagen hydrolysate, has been suggested to

protect cartilage, even in patients with symptomatic OA [32]. A
randomised controlled trial comparing patients taking 1200mg of
collagen hydrolysate with placebo found that while pain visual-
analogue scale scores were improved at least 20%, there was no
difference in health-related quality of life which indicated that there
were no side effect associated with taking collagen [33]. This finding
was mirrored in a systematic review which concluded that despite
some studies that found similar benefits to acetaminophen, which is
recommended by OARSI guidelines for hip OA, the number of high
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quality studies reporting positive results was emerging to promote the
use of collagen hydrolysate in hip OA [5,32].

Weight loss
Weight loss, in obese and over-weight patients, is suggested as one

of the best non-pharmacological and non-surgical measures to take for
the treatment of knee pain [6]. It has been suggested that
recommending patients to lose 5-10% of their weight would lead to a
26% reduction in pain from knee OA through the reduced load and
burden on the joint [34]. However, the evidence that it is as effective in
patients with osteoarthritic hip pain is less clear. There is a clear
plausible mechanism, whereby the reduced load through the joint
reduces stress on it, reducing pain, and there may be a cumulative
effect where some weight loss allows better function for exercise, which
allows further weight loss and subsequent improvements. However,
one systematic review found too few studies on hip OA to make any
firm conclusions, while another highlighted the need for more high-
quality studies into the effect of weight loss for hip OA [35,36].
Nonetheless, it remains a key recommendation in the OARSI
guidelines for OA of the hip based largely on expert opinion and
evidence from case-control studies [5].

Osteopathy
Osteopathy, the use of touch, physical manipulation, stretching and

massage, is aimed at increasing the mobility of joints [37]. There have
been suggestions that through skin stimulation over the affected sites,
osteopathy can be effective at managing the pain from hip OA [38].
However there is a distinct lack of evidence to support these claims:
this review could identify no trials, randomised or otherwise, of the
effect of osteopathic medicine. As such, there is yet to be made a
recommendation for its use in the treatment in guidelines from any
institution, and, thus, it should not be considered in the management
of hip OA [5,39].

Physical therapy
The aim of physiotherapy in hip OA is to increase the range of

movement of the leg and reduce the associated pain. This is achieved
currently with a mixture of exercises to strengthen the muscles around
the joint, stabilizing it and manual therapy to improve the mobility of
the joint capsule and the surrounding tissue [40]. However, its use in
the past has largely been based on expert consensus rather than a
research base. There have been several recent systematic reviews to
evaluate the use of physiotherapy in the management of hip OA, all
looking at the use of exercise therapy and manual therapy together or
manual therapy alone.

With regards to exercise therapy, while it was noted that there was a
paucity of high-quality evidence over long-term periods, two reviews
found that group classes or home exercises were effective at managing
the pain associated with Hip OA [40,41]. One study found that a 12-
week exercise programme, where patients performed exercises two to
three times a week, reduced the need for THR by up to 44% [42]. It
may also have a role in supporting weight loss, the benefits of which
are described above. These findings were mirrored in a Cochrane
review that also suggested there was clear benefit to exercise
programmes [43].

There were, however, contrasting findings regarding manual therapy
across the reviews. One review found what they suggested was low-
quality evidence that the use of manual therapy alongside exercise

therapy could be beneficial for both pain and physical function [40].
The remaining reviews, including the one that focused specifically on
manual therapy alone found that there was no benefit from it, either
with regards to the management of pain or the mobility and function
of the hip [41,44].

The ESCAPE( Enabling Self-Management and Coping of Arthritic
Pain Through Exercise) evidence-based, NICE-recommended group
rehabilitation programme for hip and knee osteoarthritis integrates
simple education, self-management and coping strategies, with an
exercise regimen individualised for each person has shown to be more
cost-effective than usual care with reductions achievement of overall
health and social care utilisation of £1,118 per person per annum post-
programme , may help delay or avoid surgery, promotes physical
activity, reducing the risk of acquiring or exacerbating comorbidities
such as diabetes and cardiovascular conditions .

Walking aids
The use of a cane contralateral to the affected side, walking with the

affected limb and cane in tandem, is perceived to be beneficial by both
patients and healthcare professionals alike [45]. A cane can reduce the
compressive forces going through the hip by as much as 20-30% [46].
However, a study found no difference with regards to pain, stiffness or
physical function after four weeks of using a cane [47]. The authors
suggest that this may be the result of suboptimal use. Poor technique
may mean that patients are not offloading the weight from their hip
effectively. Alternatively, patients may not use the cane as frequently as
recommended as they felt that the canes were difficult or risky to use.
However, they found that the majority of patients felt that the cane was
useful as an aid to balance. Further study is necessary to ascertain
whether current recommendations for the use of the cane should be
upheld [48].

Hip braces
Unlike the management of OA of the knee, where recommendations

in guidelines for the use of braces and orthoses are now commonplace,
there has been far less research in to the potential benefits of bracing
the hip joint [5]. However, recent developments in producing hip
braces look promising.

One such brace is the S-form WISH-type hip brace (Figure 1),
developed by the Wakamaya Medical College. It is designed to
reinforce the hip joint in movement, correct inadequate positioning of
the limb and reduce outward movement of the femoral head [49,50]. It
has been shown to reduce pain immediately when used during
walking. One study found that the brace could improve functional
mobility, as measured by the Timed Up and Go Test. Patients were
timed as they stood up from a chair, walked 3m, round a cone and
back to sit down. Those with hip OA wearing the brace were
significantly faster at completing the exercise than those not [50]. It has
also been suggested that with long term use to aid exercise can produce
benefits in function later on, even when removed [51].
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Figure 1: Wish-type S-form hip brace (Wakamaya Medical College).

An alternative proposed brace is the Unloader Hip Brace (Figure 2),
developed and produced by Ossur. The brace is aimed at increasing hip
external rotation and abduction with an elastic strap that wraps
around the lower thigh in a medial to lateral, distal to proximal
direction [52]. Whilst it is a very recent development, early study of the
brace looks promising: it effectively appears to decrease levels of
internal abduction, which is a major contributor to the compressive
forces through the joint. This may lead, as it did immediately in some
of the study patients, to reduced pain whilst wearing the device during
walking [53,54]. There is, of course, the need for more in-depth study
of the characteristics and effects of the brace, though it may become an
attractive management plan to delay the need for THR.

Figure 2: Unloader hip brace (Ossur).

Conclusion
There is a vast range of non-pharmacological, non-surgical options

available for the management of hip OA. The evidence base for some of
the complimentary medicines suggests that, while they, by-and-large,
may not be harmful, they are not likely to be effective and should not
be prescribed. Nevertheless, there are many useful options that should
be considered.

Given the larger size of the hip joint compared to other joints
susceptible to OA, and its relative deep-lying position in the body,
certain therapies such as topical creams that are very effective in other

forms of OA do not have as much effect in the hip. The same, however
cannot be said for physical therapy and weight-loss. Referral to a
physiotherapist who can provide specific exercises to strengthen the
hip joint and allow for weight loss should be a vital part of the
management plan and can significantly delay the need for THR. With
stronger evidence base, there is the possibility that braces may soon be
able to play a significant part in this, and further delay the need for
surgery. This should therefore become a focus of future research, with a
long-term study evaluating the effect of wearing a brace on pain,
physical function and mobility.
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