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ABSTRACT
Objective: Hip pain and injury as a result of activity
can lead to the development of early hip osteoarthritis
(OA) in susceptible individuals. Our understanding of
the factors that increase susceptibility continues to
evolve. The ability to clearly identify individuals (and
cohorts) with activity-related hip pain who are at risk of
early hip OA is currently lacking. The purpose of this
study was to gain expert consensus on which key
clinical measures might help predict the risk of early
hip OA in individuals presenting with activity-related
hip pain. The agreed measures would constitute a
standardised approach to initial clinical assessment to
help identify these individuals.
Methods: This Dephi study used online surveys to gain
concordance of expert opinion in a structured process
of ‘rounds’. In this study, we asked ‘What outcome
measures are useful in predicting hip OA in activity-
related hip pain?’ The Delphi panel consisted of experts
from sport and exercise medicine, orthopaedics,
rheumatology, physiotherapy and OA research.
Results: The study identified key clinical measures in
the history, examination and investigations (plain
anteroposterior radiograph and femoroacetabular
impingement views) that the panel agreed would be
useful in predicting future risk of hip OA when
assessing activity-related hip pain. The panel also
agreed that certain investigations and tests (eg, MR
angiography) did not currently have a role in routine
assessment. There was a lack of consensus regarding
the role of MRI, patient-reported outcome measures
(PROMs) and certain biomechanical and functional
assessments.
Conclusions: We provide a standardised approach to
the clinical assessment of patients with activity-related
hip pain. Assessment measures rejected by the Delphi
panel were newer, more expensive investigations that
currently lack evidence. Assessment measures that did
not reach consensus include MRI and PROMs. Their
role remains ambiguous and would benefit from further
research.

INTRODUCTION
The Arthritis Research UK Centre for Sport,
Exercise and Osteoarthritis aims to reach a

better understanding of the mechanisms
linking sport, exercise, injury and osteoarth-
ritis (OA) in order to develop strategies that
will enable the whole community to safely
and effectively exercise and participate in
sport. A standardised approach to assessing
patients with activity-related hip joint pain
enables future research into identifying
cohorts at risk of early hip OA, which then
allows meaningful research into prevention
and intervention. Currently, there is no
general consensus on outcome measures that
should be sought when assessing these
patients. The aim of this paper is to seek
agreement about a standardised approach to
assessment from a panel of experts from
the fields of OA research, sport and
exercise medicine (Sport Advisory Group),
physiotherapy, orthopaedic surgery and
rheumatology.
The hip joint was identified as a key joint

of interest for initial research by the Sports
Advisory Group. This group was formed in
2013 of sports medicine experts including
the Chief Medical Officers from the national
governing bodies of football, rugby, cricket,
horse racing, golf, tennis, athletics, dance,
Paralympic sport, English Institute of Sport

Strengths and limitations of this study

▪ This study provides expert consensus on the
components of a routine clinical assessment for
individuals with activity-related hip pain to help
identify groups at risk of future hip osteoarthritis
(OA).

▪ This study provides an overview of current avail-
able evidence for hip OA risk factors with
summary tables of evidence.

▪ The literature review was performed as a narra-
tive, not systematic, review.

▪ The lack of current evidence in young, active
populations meant that the expert panel had to
extrapolate evidence from studies involving older
populations.
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and the Ministry of Defence. The group advises the
Arthritis Research UK Centre for Sport, Exercise and
Osteoarthritis on key areas for sports-related research.
The burden of symptomatic hip OA is substantial and

lifetime risk has been estimated as one in four.1 Early
hip OA in younger age groups is not insignificant.
Prevalence in the 45–54-year age group has been found
to be 1 in 20 for symptomatic hip OA and one in five
for radiographic hip OA.2 The prevalence was found to
be slightly higher for men in the younger age groups
and higher in women in the over 65s.2

Increasing activity levels is a key target for improving
the general health of the nation.3 4 A potential adverse
consequence of activity is joint injury. There is good
evidence that traumatic hip joint injury plays an
important role in the development of early hip OA.5

However, there are other well-recognised factors that
influence an individual’s risk of OA including non-
modifiable factors such as gender, genetics and advan-
cing age6 7 and modifiable factors such as obesity and
occupation.5

In addition to the well-established risk factors, there is
evolving evidence of other potentially modifiable factors
such as the shape of the femoral head and neck.
A focused review of the literature by Harris-Hayes and
Royer in 2011 found that an association exists between
bony abnormalities found in femoroacetabular impinge-
ment (FAI) and acetabular dysplasia and hip OA. Since
then, further studies have examined this relationship.
A longitudinal cohort study of 455 women showed a
2.7-fold increase in risk of radiographic OA (not symp-
tomatic OA) at 19 years in individuals with a CAM-type
deformity at the femoral head/neck junction.8 Agricola
et al9 investigated the association between hip shape and
clinical OA and total hip replacement (THR) and found
that hip shape could not predict clinical OA as defined
by the American College of Rheumatism criteria but
could predict risk of THR at 5-year follow-up. CAM-type
deformities appear to develop in early adolescence and
current thinking is that they develop in young indivi-
duals exposed to high-impact activity10 due to alterations
across the growth plate in the hip.11 There is growing
evidence that FAI predisposes to early onset hip OA.
Evidence is not yet clear on the best way to manage FAI.
There is a body of opinion that believes that early surgi-
cal intervention for treatment of FAI may decelerate the
degenerative process in young patients.12

Other potentially modifiable risk factors of relevance
to an active population is the type of sport or activity par-
ticipated in and the intensity and volume of participa-
tion. These factors have been the focus of a number of
systematic reviews and several smaller case–control
studies that have found inconsistent results. Several
case–control studies have found significantly increased
prevalence of hip OA in exprofessional footballers.13 14

One study controlled for injury and found a significant
increase in hip OA despite the absence of notable hip
injuries.13 14 Other sports have also been shown to

increase the risk of premature hip OA including ice
hockey,15 handball16 and racquet sports.17 However, not
all the literature is in agreement. A recent systematic
review found inconclusive results for the risk of develop-
ing hip OA with respect to levels of physical activity or
sport specificity in the absence of hip joint injury.5

In order to research these modifiable risk factors for
hip OA further, an initial step is to be able to accurately
identify an at-risk cohort of people who present with
activity-related hip pain. This relies on relevant informa-
tion being obtained as standard at clinical assessment.
This may include relevant history, examination, imaging,
blood tests and patient-Reported outcome measures
(PROMs). The detail of this assessment is not clear from
available evidence and there are differences of opinion
among specialists.
This study was designed to identify key elements that

comprise a routine clinical assessment of a patient with
activity-related hip to help predict the risk of early hip
OA. This standardisation will enable identification of
at-risk cohorts for future research. Since there is a
paucity of evidence regarding a minimum standard for
assessment, the study used the Delphi process of
seeking expert consensus of opinion. The Delphi
participants included the Sport Advisory Group and
experts from the fields of OA research, sport and exer-
cise medicine, orthopaedics, rheumatology and
physiotherapy.

METHODS
A Delphi study is a structured process that invites
experts to complete a series of ‘rounds’ (in this study via
online surveys) to gather and refine information on the
study question, until expert consensus is reached (4).

Study structure
The study structure is outlined in figure 1.

Definition of concordance
Expert consensus was reached for a clinical measure
when there was adequate concordance. Concordance
was defined as a clinical measure being accepted when
≥60% participants agree and a measure being rejected
if ≤20% participants agree. This definition has been
used in previous OARSI Delphi studies.18 19

Participant identification
Experts were selected from a wide range of representa-
tive bodies relevant to the fields of exercise, sport, sport
injuries and OA. These include the Sport Advisory
Group (see Introduction section), other sport-specific
experts and allied professionals including orthopaedic
hip surgeons, rheumatologists, physiotherapists and
experts in OA research. The criteria agreed by the
authors were the following:
▸ Chief Medical Officer (or equivalent) of Sporting

National Governing bodies
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▸ Ten years clinical experience in relevant specialty
(rheumatology, orthopaedics, physiotherapy, sports
medicine)

▸ Researcher who has published in the area of
activity-related hip pain or hip OA
An introductory letter and information sheet (Plain

Language Statement) were emailed to 33 potential
Delphi panel experts and 23 experts responded and par-
ticipated. One non-clinical researcher declined to par-
ticipate and there were a further nine non-respondents
(5 clinicians, 3 clinical researchers and 1 non-clinical
researcher).
The final panel consisted of 23 participants: 12 clinical

researchers (3 orthopaedic surgeons, 3 sports medicine
physicians, 3 rheumatologists, 3 physiotherapists), 8 clini-
cians (sports medicine) and 3 non-clinical OA research-
ers. It was an international panel from the UK, Australia,
China, Japan, Sweden and Denmark.

One full-time researcher only completed round 1 and
did not provide an identifying email and therefore
could not be included in the Delphi study. By the end of
the study, one further participant (clinician) had
dropped out for unspecified reasons.

Inclusion/exclusion criteria for participants
All invited experts who completed round 1 and made
themselves identifiable to the investigator were included
in the study as Delphi participants. The expert panel
was selected as detailed above. If the participant did not
have access to a computer to complete the online
surveys, they were excluded. There were no further
exclusion criteria.

Informed consent
There was no explicit written consent for this study. By
completing the round 1 online survey, we assumed there

Figure 1 Methodology overview (AP, anteroposterior; OA, osteoarthritis).
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was an implied consent to participate. This was
explained to participants in the introductory email.

Discontinuation/withdrawal of participants from study
Participation in the study was entirely voluntary and
withdrawal from the study could occur at any point. The
dropout rate was as follows: round 1: 23 participants,
round 2: 22 participants and round 3: 21 participants.

Definition of end of study
The study ended after three rounds of online surveys.

Literature search
A literature search was performed between September
and November 2013 by KAJ on all suggestions from
round 1 (see online supplementary file 1). The authors
did not identify additional risk factors from their knowl-
edge of the literature or through the search of the
current literature. The search was performed on five
databases (PubMed, Cinahl, EMBASE, AMED and
PEDro). Each literature search used a round 1 sugges-
tion combined with the following core search terms:
coxarthrosis, osteoarthritis, arthrosis, hip, risk, predict*.

Each search was performed systematically using the
same core search terms on each of the databases listed
above. Each study included was rated as per Centre
for Evidence-Based Medicine Levels of Evidence
guidelines.20 This rating was performed by KAJ and
reviewed by JLN. This reference was provided to the panel
for those not familiar with its use. All studies level 4 and
above were included in the evidence tables. In the absence
of robust studies in young, active populations, the selection
criteria for evidence included risk factors for hip OA in all
populations (not restricted by age or activity level). The
population characteristics were stated in the evidence
tables to allow appropriate interpretation of the study
results by the expert panel.
The results of the literature search were summarised in

the tables. The tables of evidence were provided to the
Delphi participants in round 2 to inform their decision-
making process (see online supplementary file 2).

RESULTS
Round 1 results
Over 40 suggestions were provided by the Delphi panel
in the first round (figure 2). Related suggestions were
grouped together for simplicity. The suggestions were

Figure 2 Delphi round 1 results (AP, anteroposterior; BMI, body mass index; EOR, end of range; FABER, flexion abduction and

external rotation; FAI, femoroacetabular impingement; FH , family history; FMS, functional movement screen; HAGOS,

Copenhagen Hip and Groin Score; HOOS, Hip Disability and Osteoarthritis Outcome Score; i-HOT, International Hip Outcome

Tool; ITB, iliotibial band; OA, osteoarthritis; OCD, osteochondral defect; OHS, Oxford Hip Score; PMH, previous medical history;

PROMs, patient-reported outcome measures; THR, total hip replacement; WOMAC, Western Ontario McMaster Universities

Arthritis Index; VAS, visual analogue scale).
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categorised into history, examination, blood tests, radi-
ology and PROMs. One suggestion from the surveys was
not identifiable as an outcome measure and so thought
to be a typing error and had to be omitted.

Round 2 results
The Delphi participants reached consensus of opinion
on 29 statements (table 1): 25 statements were accepted
that is, ≥60% agreed or strongly agreed and 4 statements
were rejected that is, ≤20% agreed or strongly agreed
(table 2). The remaining round 2 statements that did
not reach consensus were sent back to the experts in the
next round (table 3).

Round 3 (final) results
The Delphi participants reached consensus of opinion
on a further nine statements: seven more statements
were accepted, two more statements were rejected.
Twelve clinical measures failed to reach consensus fol-
lowing the final round. Figure 3 shows an overview of
the final results and is divided into clinical measures
that were accepted, rejected or failed to reach consen-
sus. The final consensus level is in brackets.

Analysis of the uncertain suggestions by research
background and specialty
The results were broken down for subanalysis by partici-
pant’s research background and by the participant’s spe-
cialty. To maintain anonymity, the sole non-clinical
researcher was combined with the clinical researcher
group. The numbers were too small for meaningful
interpretation, but the subanalysis graphs are available
(see online supplementary file 3).

DISCUSSION
The Delphi process has identified, through consensus of
opinion, a standardised assessment in the form of
history, examination and basic radiographic investiga-
tions that the expert panel would routinely perform in
individuals with activity-related hip pain to help identify
individuals at higher risk of early OA. This assessment is
summarised in table 4.

History
The agreed points to note in the history include the
non-activity-related OA risk factors (eg, family history) as
well as factors particular to an individual’s sport or exer-
cise. Systematic reviews5 21 have established the evidence
base for several well-recognised risk factors for hip OA
such as previous hip injury, occupations involving heavy
lifting and obesity. A large US Defense epidemiological
study by Scher et al6 found increasing age (>40 years)
and female gender to be risk factors for hip OA.
The heritability of hip OA has been calculated in twin

studies as 50–60% for radiographic OA, independent
of environmental or demographic confounding
factors.22 23 A recent study found that after adjustment

Table 1 Accepted suggestions following round 2

Suggestions reaching concordance

for acceptance after round 2

Agreed/strongly

agreed, %

Radiology

1. AP radiograph 65

2. FAI views 68

History

3. Occupation 100

4. Age 91

5. Gender 77

6. Type of sport 91

7. Level of sport participation 95

8. Family history of OA 82

9. Medical history of OA 95

10. Previous hip injury 100

11. Previous hip surgery

(eg, arthroscopy)

95

12. Osteochondral defects 81

13. Nature of pain (eg, duration,

severity, location)

82

14. History of aggravating movements

(eg, flexion)

86

15. Stiffness 71

16. Timing of pain in relation to activity 67

Examination

17. Absolute range-of-movement of hip 91

18. Pain-related hip movements 83

19. Impingement testing (eg, FADIR or

FABER)

83

20. Hypermobility assessment 61

21. Muscle strength around hip and

pelvis (eg, hip flexors, gluteal

muscles, ITB, hamstrings,

adductors)

70

22. BMI 96

23. Lumbar spine assessment 74

24. Evidence of OA elsewhere

(eg, Heberden’s nodes, knee OA)

83

25. Single leg squat assessment 70

AP, anteroposterior; BMI, body mass index; FABER, flexion
abduction and external rotation; FADIR, flexion, adduction, internal
rotation; FAI, femoroacetabular impingement; ITB, iliotibial band;
OA, osteoarthritis.

Table 2 Rejected suggestions following round 2

Suggestions reaching

concordance for rejection

after round 2

Agreed or

strongly

agreed, %

Disagreed

or strongly

disagreed, %

Radiology

1. CT scan 9 74

2. MRA 9 70

Blood tests

3. CTX- II 14 36

Examination

4. Video gait analysis 13 52

MRA, MR angiography.
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Table 3 Suggestions that did not reach concordance following round 2

Suggestions failing to reach concordance after

round 2

Agreed or strongly

agreed, %

Disagreed or strongly

disagreed, % Uncertain, %

Radiology

1. 1.5 T MRI 35 43 22

2. 3 T MRI 48 22 30

3. T2* MAPPING MRI 30 30 40

4. 7 T MRI 22 39 39

Proms

5. WOMAC 30 48 22

6. OXFORD HIP SCORE 35 35 30

7. HOOS 48 17 35

8. HAGOS 48 9 43

9. i-HOT 35 9 57

History

10. Age of onset of pain 57 5 33

Examination

11. Sacroiliac joint assessment 39 30 31

12. Leg length discrepancy 57 22 21

13. Knee varus/valgus 44 26 30

14. Foot eversion 35 35 30

15. Landing biomechanics 30 40 30

16. Proprioception 35 22 43

17. Functional movement control 43 22 35

18. Range of motion of other lower limb joints 48 17 35

19. Symmetry of lower limb muscles 52 17 31

20. Lower limb flexibility/muscle length 43 13 44

21. Pelvic stability 39 17 44

HAGOS, Copenhagen Hip and Groin Score; HOOS, Hip Disability and Osteoarthritis Outcome Score; i-HOT, International Hip Outcome Tool;
Proms, patient-reported outcome measures; WOMAC, Western Ontario McMaster Universities Arthritis Index.

Figure 3 Overview of final Delphi results (AP, anteroposterior; BMI, body mass index; FABER, flexion abduction and external

rotation; FADIR, flexion, adduction, internal rotation; FAI, femoroacetabular impingement; HAGOS, Copenhagen Hip and Groin

Score; HOOS, Hip Disability and Osteoarthritis Outcome Score; i-HOT, International Hip Outcome Tool; IR, internal rotation;

MRA, MR angiography; OA, osteoarthritis; OHS, Oxford Hip Score; PROMs, patient-reported outcome measures; ROM, range of

motion; WOMAC, Western Ontario McMaster Universities Arthritis Index).
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for confounders that cause secondary morphological
change, individuals with a hereditary predisposition
to end-stage hip OA had a higher prevalence of mor-
phological abnormalities associated with hip OA.24

Research into the genes responsible is challenging
because candidate gene studies and genome-wide associ-
ation studies show that OA is genetically heterogeneous
with each individual common gene variant contributing
only modestly to the risk of OA.22

Pollard et al24 found that a family history of end-stage
idiopathic OA increases the likelihood of an individual
having a CAM deformity with an OR of 2.1 (95% CI 1.3
to 3.5).
There is good evidence that previous joint injury pre-

disposes an individual to developing hip OA.5 7 25 The
definition of hip injuries varied between studies and
included injuries that resulted in lost training time,
injuries that resulted in medical consultations or injuries
that resulted in fractures or internal derangement of the
joint. Cooper et al’s study of 611 men and women
defined hip injury as the inability to weight bear for at
least 1 week and occurring at least 1 year prior to onset
of hip pain. In this study, previous hip injury was asso-
ciated with an overall 4.3-fold increase in the risk of hip
OA, greater in men (OR=24.8, 95% CI 3.1 to 199.3)
than women (OR=2.8, 95% CI 1.4 to 5.9).25 There is
also a strong association between congenital hip dyspla-
sia and risk of hip OA.26 Perthes disease has been shown
to increase risk of subsequent THR.27

Level of activity and risk of OA was the subject of a
recent systematic review by Richmond et al5 The review
found that joint injury was a clear risk factor for future
hip OA, but the findings were inconclusive for level of
activity mainly due to the heterogeneous small study
designs. However, there are several case–control studies
that suggest that an individual who plays sport at the

elite level has an increased risk of hip OA even in the
absence of hip injury.13 14 16 28 In addition, there is evi-
dence that the type of sport played appears to be rele-
vant. The incidence of CAM-type hip morphology is
increased in particular sports including football
(soccer), basketball and ice hockey.10 11 29

Examination
The standardised examination includes body mass index
(BMI), which is known to be a risk factor for lower limb
OA (strong association for knee OA, weaker for hip OA)
and standard hip range of movement, for which there is
evidence that reduced internal rotation is associated
with hip OA. The current evidence for BMI as a risk
factor for hip OA appears to show a weak, population-
based increase in risk. Increased BMI in early and
middle adulthood has been shown in one large cohort
study30 to increase the risk of THR with an HR of 1.29
per 5 kg/m2 (95% CI 1.21 to 1.37). Another large
cohort study found that the risk of hip OA increased as
the BMI increased from an HR of 1.46 if overweight,
1.75 if obese and 1.93 if morbidly obese.31 The strength
of association between obesity and OA was found to be
greater for knee OA than hip OA.5 30 Several cohort
studies and a case–control study have failed to find a sig-
nificant association between obesity and risk of hip
OA.32–34

Restricted hip internal rotation has been shown to be
predictive of the presence of hip OA in new presenters
to primary care with hip pain.35 It may also signify
impingement from a CAM deformity as suggested by a
number of small studies.36 37 Impingement tests have
been studied in the context of identifying labral tears
or intra-articular pathology. A recent systematic review
with meta-analysis concluded that when pretest prob-
ability of FAI or labral tear is high, few hip clinical tests

Table 4 Overview of agreed standardised assessment following Delphi consensus

History Examination Investigations

Age BMI AP radiograph hip

Gender Evidence OA other sites eg, knees FAI view radiograph hip

Occupation Leg length discrepancy

Family history of OA Knee varus/valgus

History of hip problems, hip injury or hip surgery Hypermobility

History of OA at other sites Hip absolute ROM/hip painful movement

Age of onset of symptoms FADIR impingement test

Type of sport or exercise FABER test

Level of sporting participation Proprioception

Pain history (duration, severity, location, aggravating

factors, timing in relation to activity)

Single leg squat

Lower limb muscle strength and symmetry

ROM other lower limb joints

Functional movement assessment

Lumbar spine assessment

AP, anteroposterior; BMI, body mass index; FABER, flexion abduction and external rotation; FADIR, flexion, adduction, internal rotation; FAI,
femoroacetabular impingement; OA, osteoarthritis; ROM, range of motion.
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actually make a significant change in post-test probabil-
ity for the potential of FAI/acetabular labral tear exist-
ing. Two tests had enough data to support their use as
screening tests for FAI or labral tears: FADIR (flexion,
adduction, internal rotation) test and the Flex-IR
(flexion, internal rotation) test.38 Evidence is lacking
for the use of any test in the context of predicting
early hip OA directly. Biomechanical and functional
assessments are included in the routine assessment by
consensus of opinion. There is currently a lack of evi-
dence for their use in this context.
One paper was identified regarding self-reported bio-

mechanical abnormalities and risk of hip OA in 1901
men and women.39 It found no significant association
between knee valgus or varus and hip OA. Leg length
inequality was not significantly associated with either hip
symptoms or hip OA.40 41

Investigations
Investigations that the panel agreed should be routinely
performed include anteroposterior (AP) radiograph of
the hip and FAI impingement view radiograph of the
hip. AP radiographs may well be considered fairly
routine in this context, but FAI view radiographs may not
be so widely considered. These views look for FAI by
looking at the shape (α angle) of the head/neck junc-
tion of the hip. There is currently a lack of uniformity in
the literature regarding the cut-off point for the α angle
that is considered ‘normal’. Radiological assessment of
CAM deformity (also known as CAM lesion or pistol grip
deformity) has been increasingly studied as a potentially
relevant predictor of OA risk. Several cohort studies of
non-elite populations have performed radiographic
assessment of a CAM deformity through α-angle meas-
urement. The α angle of Nötzli42 estimates the degree at
which the radius of curvature of the femoral head begins
to increase.43 The definition of a CAM deformity differs
between studies varying from an α angle >50°44 45 to an α
angle >65°.8 46–48 A recent study has tried to address this
uncertainty by assessing the distribution of α angles in
2005 men and women aged 45–65 years from two large
cohorts. The resulting distribution was used to determine
a threshold of 60° for presence of a CAM deformity.49

A cohort study by Thomas et al8 found that a CAM
deformity defined as an α angle >65° on an AP radio-
graph was associated with a 2.7-fold increased risk of
radiographic OA in women (95% CI 1.63 to 4.33,
p<0.001). A nested case–control study by Thomas et al47

found that a CAM deformity defined as an α angle >65°
was associated with a sixfold increase in the risk of total
hip arthroplasty in women (95% CI 2.04 to 17.59,
p<0.001). A cross-sectional cohort study by Gosvig et al50

found that a pistol-grip deformity (CAM deformity) was
associated with a risk ratio for developing hip OA of 2.2
(95% CI 1.7 to 2.8).
Other smaller studies found that having a CAM

deformity of the hip is associated with an increased risk
of subsequent hip OA,51 52 a fourfold risk (OR 4.0, 95%

CI 1.26 to 12.71) of acetabular cartilage damage48 or an
increased risk of THR.9

Rejected assessment measures
The six rejected suggestions included newer, more
sophisticated imaging, video gait analysis and CTX-II
blood test. These procedures are costly or invasive or
both. There is no current evidence to support their use
in the context of routine assessment.
MRI is evolving with new technology allowing greater

detail (eg, 7 T MRI) and increased information regard-
ing damaged cartilage (eg, functional MRI). Functional
MRI such as delayed gadolinium-enhanced MRI is being
used to demonstrate cartilage damage. Normal cartilage
has a high glycosaminoglycan (GAG) content and
damaged cartilage a low GAG content. The uptake of
gadolinium is inversely proportional to the GAG content
of the cartilage, so damaged cartilage will take up a
higher concentration. Although the relationship
between cartilage damage and OA is not fully under-
stood, there have been several small or preliminary
studies looking at the potential for functional MRI to be
used as radiological biomarkers for early hip OA.53–59

The only blood test defined by the expert group was
serum CTX-II. The literature search did not identify any
evidence for serum CTX-II as a potential predictor of
hip OA. The ECHODIAH cohort was a 3-year longitu-
dinal multicentre trial that identified urinary (not
serum) CTX-II as a potential predictor of structural pro-
gression of hip OA.60 The patients in the study already
had established hip OA and were in the age group
50–75 years.
CTX-II is one of a number of potential wet biomarkers

that has been researched with the hope of providing a
diagnostic tool. The majority of OA wet biomarker
studies have looked at knee OA, not hip OA. Recent edi-
torials and reviews of wet biomarkers for OA prediction
highlight their current poor sensitivity and specificity
and, as a result, are currently still research tools.61–63

Measures that failed to reach consensus
PROMs are useful in clinical and research settings.
However, they are often very detailed which precludes
routine clinical use. To address this, there are attempts
to provide validated shorter versions of some PROMs
(eg, i-HOT 33 and the shorter i-HOT 12). None of the
PROMs identified are currently validated for use as pre-
dictive tools for the future hip OA risk in active people.
The Western Ontario McMaster Universities Arthritis
Index (WOMAC), Hip Disability and Osteoarthritis
Outcome Score (HOOS) and Oxford Hip Score (OHS)
were developed and validated to monitor hip OA symp-
toms64, hip disability symptoms65 and to assess outcome
after hip surgery,66 67 respectively. The Copenhagen Hip
and Groin Score (HAGOS) and the International Hip
Outcome Tool (i-HOT) have been developed more
recently to monitor hip and groin symptoms in young
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active populations68–70 and, as such, may prove useful
for researching risk of future hip OA.
The panel could not agree on the role of 1.5 T and

3 T MRI. MRI can identify abnormal hip morphology
and pathology. Its role in identifying early hip OA is
unclear. There is no available evidence that it is superior
to plain radiographic FAI views for identifying CAM
lesions, and therefore its comparative expense prevents
it being a first-line investigation of choice for this
purpose.71 More research is needed to prove that the
additional information is useful and cost-effective in
routine clinical practice.

CONCLUSION
This Delphi study provides a standardised approach to
the assessment of patients with activity-related hip. The
final agreed assessment is summarised in table 4.
Assessment measures rejected by the Delphi panel

were newer, more expensive investigations that currently
lack evidence. Those that did not reach consensus
include MRI and PROMs. Their role remains ambiguous
and would benefit from further research (box 1).

Acknowledgements The authors would like to thank Wulf Forrester-Barker
and Edward Harnett (IT Department, Botnar Research Centre) for help and
advice in setting up an online survey tool and preparing the information
video.

Collaborators N Allen, Y-F Ao, K Barker, I Beasley, K Bennell, N Botha,
M Doherty, C Cowie, R Hawkes, R Jaques, S Kemp, S Lohmander, A-L
Mackinnon, S Miller, A. Palmer, M Rossiter, E Roos, N Yoshimura.

Contributors JLN, NKA, MEB and SG-J built up the Delphi panel. KAJ
conducted the Delphi surveys and wrote the initial manuscript. JLN and SG-J
helped revise the manuscript. All authors read and approved the final
manuscript.

Funding This work was supported by Arthritis Research UK Centre for Sport,
Exercise and Osteoarthritis, (grant number 20 194).

Competing interests None declared.

Provenance and peer review Not commissioned; externally peer reviewed.

Data sharing statement The raw individual data is not available because this
study was conducted with anonymity for the participants. Subanalysis of the
results by research background and specialty are available in the additional
data files.

Open Access This is an Open Access article distributed in accordance with
the terms of the Creative Commons Attribution (CC BY 4.0) license, which
permits others to distribute, remix, adapt and build upon this work, for
commercial use, provided the original work is properly cited. See: http://
creativecommons.org/licenses/by/4.0/

REFERENCES
1. Murphy LB, Helmick CG, Schwartz TA, et al. One in four people may

develop symptomatic hip osteoarthritis in his or her lifetime.
Osteoarthritis Cartilage 2010;18:1372–9.

2. Jordan JM, Helmick CG, Renner JB, et al. Prevalence of hip
symptoms and radiographic and symptomatic hip osteoarthritis in
African Americans and Caucasians: the Johnston County
Osteoarthritis Project. J Rheumatol 2009;36:809–15.

3. Global recommendations on physical activity for health. World Health
Organisation, 2010.

4. Start active, stay active. Department of Health, 2011.
5. Richmond SA, Fukuchi RK, Ezzat A, et al. Are joint injury, sport

activity, physical activity, obesity, or occupational activities predictors
for osteoarthritis? A systematic review. J Orthop Sports Phys Ther
2013;43:515–B19.

6. Scher DL, Belmont PJ, Mountcastle S, et al. The incidence of
primary hip osteoarthritis in active duty US military servicemembers.
Arthritis Rheum 2009;61:468–75.

7. Do BT, Stevens KJ, Brazier D, et al. Incidence of hip symptoms and
radiographic and symptomatic hip osteoarthritis in African americans
and caucasians: the johnston county osteoarthritis project, in
American College of Rheumatology & Association of Rheumatology
Health Professionals Annual Scientific Meeting. Arthritis Rheum
2011.

8. Thomas GE, Palmer AJR, Batra RN, et al. Subclinical deformities of
the hip are significant predictors of radiographic osteoarthritis and
joint replacement in women. A 20 year longitudinal cohort study.
Osteoarthritis Cartilage 2014;22:1504–10.

9. Agricola R, Reijman M, Bierma-Zeinstra SMA, et al. Total hip
replacement but not clinical osteoarthritis can be predicted by the
shape of the hip: a prospective cohort study (CHECK). Osteoarthritis
Cartilage 2013;21:559–64.

10. Agricola R, Bessems JHJM, Ginai AZ, et al. The development of
Cam-type deformity in adolescent and young male soccer players.
Am J Sports Med 2012;40:1099–106.

11. Siebenrock KA, Behning A, Mamisch TC, et al. Growth plate
alteration precedes cam-type deformity in elite basketball players.
Clin Orthop Relat Res 2013;471:1084–91.

12. Ganz R, Leunig M, Leunig-Ganz K, et al. The etiology of
osteoarthritis of the hip: an integrated mechanical concept. Clin
Orthop Relat Res 2008;466:264–72.

13. Shepard GB, Banks AJ, Ryan WG. Ex-professional association
footballers have an increased prevalence of osteoarthritis of the hip
compared with age matched controls despite not having sustained
notable hip injuries. Br J Sports Med 2003;37:80–1.

14. Lindberg H, Roos H, Gardsell P. Prevalence of coxarthrosis in
former soccer players: 286 players compared with matched controls.
Acta Orthopaedica Scandinavica 1993;64:165–7.

15. Epstein DM, Mchugh M, Yorio M, et al. Intra-articular hip injuries in
national hockey league players: a descriptive epidemiological study.
Am J Sports Med 2013;41:343–8.

16. L’Hermette M, Mchugh M, Yorio M, et al. Hip passive range of
motion and frequency of radiographic hip osteoarthritis in former elite
handball players…including commentary by Klassbo M. Br J Sports
Med 2006;40:45–50.

17. Vingard E, Alfredsson L, Goldie I, et al. Sports and osteoarthritis of
the hip. An epidemiologic study. Am J Sports Med 1993;21:195–200.

18. Hunter DJ, Arden N, Conaghan PG, et al. Definition of osteoarthritis
on MRI: results of a Delphi exercise. Osteoarthritis Cartilage
2011;19:963–9.

19. Zhang W, Moskowitz RW, Nuki G, et al. OARSI recommendations
for the management of hip and knee osteoarthritis, Part II: OARSI
evidence-based, expert consensus guidelines. Osteoarthritis
Cartilage 2008;16:137–62.

20. CEBM. Oxford Centre for Evidence-based Medicine—Levels of
Evidence 2009. http://www.cebm.net/oxford-centre-evidence-based-
medicine-levels-evidence-march-2009/

21. Sulsky SI, Carlton L, Bochmann F, et al. Epidemiological evidence
for work load as a risk factor for osteoarthritis of the hip:
a systematic review. PLoS ONE 2012;7:e31521.

22. Valdes AM, Spector TD. Genetic epidemiology of hip and knee
osteoarthritis. Nat Rev Rheumatol 2011;7:23–32.

23. Hoaglund FT. Primary osteoarthritis of the hip: a genetic disease
caused by European genetic variants. J Bone Joint Surg Am
2013;95:463–8.

24. Pollard TC, Batra RN, Judge A, et al. The hereditary predisposition
to hip osteoarthritis and its association with abnormal joint
morphology. Osteoarthritis Cartilage 2013;21:314–21.

25. Cooper C, Inskip H, Croft P, et al. Individual risk factors for hip
osteoarthritis: obesity, hip injury, and physical activity. Am J
Epidemiol 1998;147:516–22.

Box 1 Priorities for future research

▸ A need to develop prospective cohorts of young, active people
with hip pain.

▸ Research to identify and validate a patient-reported outcome
measures that can be used in this population to help identify
and monitor those at higher risk of early hip osteoarthritis.

▸ Further research in imaging techniques to identify optimal
investigations for patients with activity-related hip pain.

Jackson KA, et al. BMJ Open 2015;5:e007609. doi:10.1136/bmjopen-2015-007609 9

Open Access

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://dx.doi.org/10.1016/j.joca.2010.08.005
http://dx.doi.org/10.3899/jrheum.080677
http://dx.doi.org/10.2519/jospt.2013.4796
http://dx.doi.org/10.1002/art.24429
http://dx.doi.org/10.1016/j.joca.2014.06.038
http://dx.doi.org/10.1016/j.joca.2013.01.005
http://dx.doi.org/10.1016/j.joca.2013.01.005
http://dx.doi.org/10.1177/0363546512438381
http://dx.doi.org/10.1007/s11999-012-2740-6
http://dx.doi.org/10.1007/s11999-007-0060-z
http://dx.doi.org/10.1007/s11999-007-0060-z
http://dx.doi.org/10.1136/bjsm.37.1.80
http://dx.doi.org/10.3109/17453679308994561
http://dx.doi.org/10.1177/0363546512467612
http://dx.doi.org/10.1136/bjsm.2005.019026
http://dx.doi.org/10.1136/bjsm.2005.019026
http://dx.doi.org/10.1177/036354659302100206
http://dx.doi.org/10.1016/j.joca.2011.04.017
http://dx.doi.org/10.1016/j.joca.2007.12.013
http://dx.doi.org/10.1016/j.joca.2007.12.013
http://www.cebm.net/oxford-centre-evidence-based-medicine-levels-evidence-march-2009/
http://www.cebm.net/oxford-centre-evidence-based-medicine-levels-evidence-march-2009/
http://dx.doi.org/10.1371/journal.pone.0031521
http://dx.doi.org/10.1038/nrrheum.2010.191
http://dx.doi.org/10.2106/JBJS.L.00077
http://dx.doi.org/10.1016/j.joca.2012.10.015
http://dx.doi.org/10.1093/oxfordjournals.aje.a009482
http://dx.doi.org/10.1093/oxfordjournals.aje.a009482


26. Jacobsen S, Sonne-Holm S. Hip dysplasia: a significant risk factor
for the development of hip osteoarthritis. A cross-sectional survey.
Rheumatology (Oxford) 2005;44:211–8.

27. Froberg L, Christensen F, Pedersen NW, et al. The need for total hip
arthroplasty in Perthes disease: a long-term study. Clin Orthop Relat
Res 2011;469:1134–40.

28. Tveit M, Rosengren BE, Nilsson J-A, et al. Former male elite athletes
have a higher prevalence of osteoarthritis and arthroplasty in the hip
and knee than expected. Am J Sports Med 2012;40:527–33.

29. Siebenrock KA, Kaschka I, Frauchiger L, et al. Prevalence of cam-
type deformity and hip pain in elite ice hockey players before and
after the end of growth. Am J Sports Med 2013;41:2308–13.

30. Wang Y, Wluka AE, Simpson JA, et al. Body weight at early and
middle adulthood, weight gain and persistent overweight from early
adulthood are predictors of the risk of total knee and hip replacement
for osteoarthritis. Rheumatology (Oxford) 2013;52:1033–41.

31. Prieto-Alhambra D, Pages-Castella A, Javaid MK, et al. Incidence of
knee, hip, and hand clinical osteoarthritis: a population-based cohort
study, in American College of Rheumatology & Association of
Rheumatology Health Professionals Annual Scientific Meeting. Arthritis
Rheum 2012:S397–8.

32. Grotle M, Hagen KB, Natvig B, et al. Obesity and osteoarthritis in knee,
hip and/or hand: an epidemiological study in the general population
with 10 years follow-up. BMC Musculoskelet Disord 2008;9:132.

33. Franklin J, Ingvarsson T, Englund M, et al. Sex differences in the
association between body mass index and total hip or knee joint
replacement resulting from osteoarthritis. Ann Rheum Dis
2009;68:536–40.

34. Reijman M, Pols HAP, Bergink AP, et al. Body mass index associated
with onset and progression of osteoarthritis of the knee but not of the
hip: the Rotterdam Study. Ann Rheum Dis 2007;66:158–62.

35. Birrell F, Pols HAP, Bergink AP, et al. Predicting radiographic hip
osteoarthritis from range of movement. Rheumatology
2001;40:506–12.

36. Kapron AL, Anderson AE, Peters CL, et al. Hip internal rotation is
correlated to radiographic findings of cam femoroacetabular
impingement in collegiate football players. Arthroscopy
2012;28:1661–70.

37. Audenaert EA, Peeters I, Vigneron L, et al. Hip morphological
characteristics and range of internal rotation in femoroacetabular
impingement. Am J Sports Med 2012;40:1329–36.

38. Reiman MP, Goode AP, Cook CE, et al. Diagnostic accuracy of
clinical tests for the diagnosis of hip femoroacetabular impingement/
labral tear: a systematic review with meta-analysis. Br J Sports Med
2015;49:811.

39. Mcwilliams DF, Doherty S, Maciewicz RA, et al. Self-reported knee
and foot alignments in early adult life and risk of osteoarthritis.
Arthritis Care Res (Hoboken) 2010;62:489–95.

40. Golightly YM, Allen KD, Helmick CG, et al. Symptoms of the knee
and hip in individuals with and without limb length inequality.
Osteoarthritis Cartilage 2009;17:596–600.

41. Golightly YM, Allen KD, Renner JB, et al. Relationship of limb length
inequality with radiographic knee and hip osteoarthritis.
Osteoarthritis Cartilage 2007;15:824–9.

42. Notzli HP, Wyss TF, Stoecklin CH, et al. The contour of the femoral
head-neck junction as a predictor for the risk of anterior
impingement. J Bone Joint Surg Br 2002;84:556–60.

43. Sankar WN, Matheney TH, Zaltz I. Femoroacetabular impingement:
current concepts and controversies. Orthop Clin North Am
2013;44:575–89.

44. Barros HJ, Camanho GL, Bernabé AC, et al. Femoral head-neck
junction deformity is related to osteoarthritis of the hip. Clin Orthop
Relat Res 2010;468:1920–5.

45. Ipach I, Mittag F, Walter C, et al. The prevalence of acetabular
anomalies associated with pistol-grip-deformity in osteoarthritic hips.
Orthop Traumatol Surg Res 2013;99:37–45.

46. Thomas GE, Batra RN, Kiran A, et al. The association between hip
morpholgy and 19-year risk of osteoarthritis in the hip. Osteoarthritis
Cartilage 2012;20:S23–4.

47. Thomas GE, Kiran A, Batra RN, et al. The association between hip
morphology and end-stage osteoarthritis at 12-year follow up.
Osteoarthritis Cartilage 2012;20:S204.

48. Beaule PE, Hynes K, Parker G, et al. Can the alpha angle
assessment of cam impingement predict acetabular cartilage
delamination? Clin Orthop Relat Res 2012;470:3361–7.

49. Agricola R, Waarsing JH, Thomas GE, et al. Cam impingement:
defining the presence of a cam deformity by the alpha angle: data
from the CHECK cohort and Chingford cohort. Osteoarthritis
Cartilage 2014;22:218–25.

50. Gosvig KK, Jacobsen S, Sonne-Holm S, et al. Prevalence of
malformations of the hip joint and their relationship to sex, groin

pain, and risk of osteoarthritis: a population-based survey. J Bone
Joint Surg Am 2010;92:1162–9.

51. Castano-Betancourt MC, Van Meurs JBJ, Bierma-Zeinstra S, et al.
The contribution of hip geometry to the prediction of hip
osteoarthritis. Osteoarthritis Cartilage 2013;21:1530–6.

52. Hartofilakidis G, Bardakos NV, Babis GC, et al. An examination of
the association between different morphotypes of
femoroacetabular impingement in asymptomatic subjects and the
development of osteoarthritis of the hip. J Bone Joint Surg Br
2011;93:580–6.

53. Zilkens C, Miese F, Kim Y-J, et al. Three-dimensional delayed
gadolinium-enhanced magnetic resonance imaging of hip joint
cartilage at 3T: a prospective controlled study. Eur J Radiol
2012;81:3420–5.

54. Apprich S, Mamisch TC, Welsch GH, et al. Evaluation of articular
cartilage in patients with femoroacetabular impingement (FAI) using
T2* mapping at different time points at 3.0 Tesla MRI: a feasibility
study. Skeletal Radiol 2012;41:987–95.

55. Kim YJ, Jaramillo D, Millis MB, et al. Assessment of early
osteoarthritis in hip dysplasia with delayed gadolinium-enhanced
magnetic resonance imaging of cartilage. J Bone Joint Surg Am
2003;85-A:1987–92.

56. Stelzeneder D, Mamisch TC, Kress I, et al. Patterns of joint
damage seen on MRI in early hip osteoarthritis due to
structural hip deformities. Osteoarthritis Cartilage 2012;20:
661–9.

57. Domayer SE, Mamisch TC, Kress I, et al. Radial dGEMRIC in
developmental dysplasia of the hip and in femoroacetabular
impingement: preliminary results. Osteoarthritis Cartilage
2010;18:1421–8.

58. Bittersohl B, Steppacher S, Haamberg T, et al. Cartilage damage in
femoroacetabular impingement (FAI): preliminary results on
comparison of standard diagnostic vs delayed gadolinium-enhanced
magnetic resonance imaging of cartilage (dGEMRIC). Osteoarthritis
Cartilage 2009;17:1297–306.

59. Alvarez C, Chicheportiche V, Lequesne M, et al. Contribution of
helical computed tomography to the evaluation of early hip
osteoarthritis: a study in 18 patients. Joint Bone Spine
2005;72:578–84.

60. Mazieres B, Chicheportiche V, Lequesne M, et al. Molecular
markers of cartilage breakdown and synovitis at baseline as
predictors of structural progression of hip osteoarthritis. The
ECHODIAH Cohort. Ann Rheum Dis 2006;65:354–9.

61. Felson DT. The current and future status of biomarkers in
osteoarthritis. J Rheumatol 2014;41:834–6.

62. Lafeber FPJG, Van Spil WE. Osteoarthritis year 2013 in review:
biomarkers; reflecting before moving forward, one step at a time.
Osteoarthritis Cartilage 2013;21:1452–64.

63. Van Spil WE, Degroot J, Lems WF, et al. Serum and urinary
biochemical markers for knee and hip-osteoarthritis: a systematic
review applying the consensus BIPED criteria. Osteoarthritis
Cartilage 2010;18:605–12.

64. Mcconnell S, Kolopack P, Davis AM. The Western Ontario and
McMaster Universities Osteoarthritis Index (WOMAC): a review of its
utility and measurement properties. Arthritis Rheum
2001;45:453–61.

65. Klassbo M. Hip disability and osteoarthritis outcome score. An
extension of the Western Ontario and McMaster Universities
Osteoarthritis Index. Scand J Rheumatol 2003;32:46–51.

66. Fitzpatrick R, Dawson J. Health-related quality of life and the
assessment of outcomes of total hip replacement surgery. Psychol
Health 1997;12:793–803.

67. Bellamy N, Buchanan WW, Goldsmith CH, et al. Validation study of
WOMAC: a health status instrument for measuring clinically
important patient relevant outcomes to antirheumatic drug therapy in
patients with osteoarthritis of the hip or knee. J Rheumatol
1988;15:1833–40.

68. Thorborg K, Holmich P, Christensen R, et al. The Copenhagen Hip
and Groin Outcome Score (HAGOS): development and validation
according to the COSMIN checklist. Br J Sports Med
2011;45:478–91.

69. Mohtadi NG, Griffin DR, Pedersen ME, et al. The Development and
validation of a self-administered quality-of-life outcome measure for
young, active patients with symptomatic hip disease: the
International Hip Outcome Tool (iHOT-33). Arthroscopy
2012;28:595–605; quiz 606–10 e1.

70. 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;28:611–16; quiz 616–8.

71. Sutter R, Zanetti M, Pfirmann CW. New developments in hip
imaging. Radiology 2012;264:651–67.

10 Jackson KA, et al. BMJ Open 2015;5:e007609. doi:10.1136/bmjopen-2015-007609

Open Access

http://dx.doi.org/10.1093/rheumtology/keh436
http://dx.doi.org/10.1007/s11999-010-1566-3
http://dx.doi.org/10.1007/s11999-010-1566-3
http://dx.doi.org/10.1177/0363546511429278
http://dx.doi.org/10.1177/0363546513497564
http://dx.doi.org/10.1093/rheumatology/kes419
http://dx.doi.org/10.1186/1471-2474-9-132
http://dx.doi.org/10.1136/ard.2007.086868
http://dx.doi.org/10.1136/ard.2006.053538
http://dx.doi.org/10.1093/rheumatology/40.5.506
http://dx.doi.org/10.1016/j.arthro.2012.04.153
http://dx.doi.org/10.1177/0363546512441328
http://dx.doi.org/10.1136/bjsports-2014-094302
http://dx.doi.org/10.1002/acr.20169
http://dx.doi.org/10.1016/j.joca.2008.11.005
http://dx.doi.org/10.1016/j.joca.2007.01.009
http://dx.doi.org/10.1302/0301-620X.84B4.12014
http://dx.doi.org/10.1016/j.ocl.2013.07.003
http://dx.doi.org/10.1007/s11999-010-1328-2
http://dx.doi.org/10.1007/s11999-010-1328-2
http://dx.doi.org/10.1016/j.otsr.2012.06.017
http://dx.doi.org/10.1016/j.joca.2012.02.539
http://dx.doi.org/10.1016/j.joca.2012.02.539
http://dx.doi.org/10.1016/j.joca.2012.02.331
http://dx.doi.org/10.1007/s11999-012-2601-3
http://dx.doi.org/10.1016/j.joca.2013.11.007
http://dx.doi.org/10.1016/j.joca.2013.11.007
http://dx.doi.org/10.2106/JBJS.H.01674
http://dx.doi.org/10.2106/JBJS.H.01674
http://dx.doi.org/10.1016/j.joca.2013.06.012
http://dx.doi.org/10.1302/0301-620X.93B5.25236
http://dx.doi.org/10.1016/j.ejrad.2012.04.008
http://dx.doi.org/10.1007/s00256-011-1313-1
http://dx.doi.org/10.1016/j.joca.2012.03.014
http://dx.doi.org/10.1016/j.joca.2010.08.010
http://dx.doi.org/10.1016/j.joca.2009.04.016
http://dx.doi.org/10.1016/j.joca.2009.04.016
http://dx.doi.org/10.1016/j.jbspin.2004.12.014
http://dx.doi.org/10.1136/ard.2005.037275
http://dx.doi.org/10.3899/jrheum.140094
http://dx.doi.org/10.1016/j.joca.2013.08.012
http://dx.doi.org/10.1016/j.joca.2010.01.012
http://dx.doi.org/10.1016/j.joca.2010.01.012
http://dx.doi.org/10.1002/1529-0131(200110)45:5<453::AID-ART365>3.0.CO;2-W
http://dx.doi.org/10.1080/03009740310000409
http://dx.doi.org/10.1080/08870449708406740
http://dx.doi.org/10.1080/08870449708406740
http://dx.doi.org/10.1136/bjsm.2010.080937
http://dx.doi.org/10.1016/j.arthro.2012.03.013
http://dx.doi.org/10.1016/j.arthro.2012.02.027
http://dx.doi.org/10.1148/radiol.12110357

	Assessing risk factors for early hip osteoarthritis in activity-related hip pain: a Delphi study
	Abstract
	Introduction
	Methods
	Study structure
	Definition of concordance
	Participant identification
	Inclusion/exclusion criteria for participants
	Informed consent
	Discontinuation/withdrawal of participants from study
	Definition of end of study
	Literature search

	Results
	Round 1 results
	Round 2 results
	Round 3 (final) results
	Analysis of the uncertain suggestions by research background and specialty

	Discussion
	History
	Examination
	Investigations
	Rejected assessment measures
	Measures that failed to reach consensus

	Conclusion
	References


