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INTRODUCTION
“My hip hurts.” How many times have we, as chiropractic clinicians, heard this
complaint from our patients? “Where is your hip?” I may ask. Patients’ answers
cover a wide range of anatomical ground. Many plant their thumb on the
ipsilateral posterior superior sacroiliac joint. Some knead their iliac crest with a
wince. Others extended their index finger and point to their greater trochanter.
A small, but dedicated few bend at the waist and push both of their thumb pads
over their femoral neck, and say, “Deep in here.” “Eureka!” “You have found your
hip. Now let’s find out what is causing your pain.”
The following case study is on the treatment of a patient with hip joint pain. I
have employed a proposed application of the Cox® Technic to the treatment of
his hip joint pain. I will review the pathogenesis of osteoarthritis, the anatomy of
the hip joint, the case history of our patient, examination, diagnostic imaging,
diagnosis, treatment plan, outcome assessment and conclusions. I hope to show
that there may be a clinically useful application of the Cox® Technic for
conservative treatment of osteoarthritis of the hip.
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BACKGROUND
Pathogenesis
Osteoarthritis (OA) is commonly thought to be the result of “wear and tear” on
the joint, and it is a normal part of the aging process or the result of trauma. This
is a simplistic view and research continues to uncover other possible contributing
factors. OA can affect any joint with the knee, hip, spine and hands being the
most common (1). The development of OA shows changes on the cartilaginous
and bony surfaces of the joint. Weinans et al (2) indicate that changes to
chondrocyte proliferation, hypertrophic chondrocytes in the deep cartilage zone,
osteoclast infiltration and neovascularization from the bone up to the deep
cartilage zone as factors to the development of OA. The remodeling of the once
smooth flexible articular region results in increased friction and altered
mechanics. Sokolove and Lepus (1) have examined chronic inflammation as a
mechanism for the development of OA. Traditionally rheumatoid arthritis is
thought to be inflammatory and OA as non‐inflammatory arthritis. They suggest
as damage to the cartilage occurs, a physiological response releases a cascade of
inflammatory mediators. These chemicals lead to further damage. A cycle of
degradation begins and is propagated by chronic inflammation. Baker‐Lepain and
Lane (3) have indicated that changes to the bone occur prior to any changes in the
cartilage. Animal studies indicate that subchondral bone reabsorption occurs
first. This is followed by excessive repair causing subchondral sclerosis and
osteophyte formation. They formed two hypothesis: firstly, changes in bone may
alter the distribution of biomechanical force across the joint cartilage, which in
turn leads to cartilage degeneration and secondly, altered bone metabolism
results in the release of biomediators causing a breakdown of overlaying cartilage.
These are just a few recent and plausible mechanisms for the development of OA.
These proposed mechanisms of OA development all lead to a common end of
altered mechanics and increased “wear and tear”. As research is continued and
more is discovered treatment options for OA will improve.
Hip Anatomy
The hip is made up of two bones the pelvis and the femur. Laying on the surface
of the pelvis is a circular recess called the acetabulum. The proximal portion of
the femur is made up of a circular ball referred to as the head. The head of the
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femur rests within acetabulum making the hip joint a ball and socket type joint.
Ball and socket joints allow for a wide range of motion. Inside the joint capsule
both the femoral head and acetabulum are covered with hyaline cartilage that
creates a smooth low friction surface for motion. Synovial fluid also reduces
friction within the joint capsule. As a weight bearing joint the hip has a greater
amount of “wear and tear” compared to non‐weight bearing joints. Baker‐Lepain
and Land report that several anatomical abnormalities that may contribute to the
development of OA. Acetabular dysplasia is a condition where the acetabulum
has a non‐typical shape. There are several sub‐types but the result is an increased
incidence of OA. Femoroacetabular impingement (FAI) is a condition where the
head of the femur and the acetabulum have increased contact. The “cam” form
of FAI is where the head and neck of the femur create friction. One form of this is
the “pistol grip” where the head of the femur is unusually flat. In the “pincher”
form the acetabulum wraps around the femoral head creating additional friction.
Medical Treatment
The treatment options for OA are typically designed to manage pain and maintain
function. There is no treatment at this time known to effectively reverse the
changes caused by OA. The mainstay of chiropractic treatment consists of
techniques utilizing long‐axis, high‐velocity, low‐amplitude (HVLA) distractive
adjustments. Brantingham (4) and Hoeksma (5) site positive outcomes for
chiropractic manipulation of the hip in several studies. Medical treatment begins
with pain control with lifestyle changes, weight control, physical therapy, NSAIDs
and analgesics. Williams and Spector (6) suggest that neither pharmacological
treatment is superior; usually a combination seems most effective. Long‐term
uses of these medications have to be carefully considered because of serious side‐
effects. Intra‐articular injections are also a treatment option for OA. Injections of
hyaluronic acid into the joint space help relieve pain by increasing the viscoelastic
properties of the synovial fluid. Injections of corticosteroids have also shown to
help decrease pain associated with OA. These treatment options help provide
short‐term relief from pain but have not been effective long‐term. The last
approach for treatment is surgery. Generally there are three forms: arthroscopy,
osteotomy, and arthroplasty. The least invasive is arthroscopy. The procedure is
done with a small incision and is indicated if the damage is limited. The damaged
cartilage or bone can be removed. This procedure is typically only done in the
very early stages of arthritis. An osteotomy is a procedure that removes a portion
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of the bone and cartilage. New healthy cartilage is place back in the joint. The
joint is then reconstructed for proper alignment. Arthroplasty or total hip
replacement typically involves removal of the damaged tissues and replacement
with an artificial joint. Many types of materials are used and the prosthetic joint
lasts a variable amount of time depending on the materials used and use after
surgery.

PRESENTATION & CLINICAL FINDINGS
Our patient is a 64 year old, white male, Doctor of Veterinary Medicine. The
patient presented to our practice on September 27, 2013 with complaints
including right hip pain and stiffness, low back pain and stiffness and numbness in
the distal portion of his 3rd digit of the left hand. For the purpose of this case
study, we will focus on the patient’s right hip pain and stiffness. The patient
reported that his right hip pain and stiffness was intermittent and chronic, being
present for at least three years or more. At times he would have to alter his gait
(limp) to avoid putting undo pressure on his right leg. His hip pain could be
independent of his low back pain, but at times they were present simultaneously.
The patient claimed no incident of frank trauma or illness that initiated the issues
with his right hip. He explained that his professional work and leisure time
activities of carpentry both put considerable strain on his low back and hips due
to bending, stooping, lifting and twisting in awkward positions. The patient had
no previous treatment of his right hip or low back complaints. His past medical
history is unremarkable except for gall bladder surgery in 2012 and the passing of
kidney stones. The patient is a non‐smoker, occasional drinks alcohol, engages in
no sports or fitness exercises and his family history is non‐contributory for
arthritis, diabetes or cancer.
The patient stands 5’11’’ tall and weighs 165 lbs. He walks with a slight limp,
avoiding full weight bearing on his right leg. Blood pressure is borderline
hypertensive at 144/89. Lumbar range of motion is 50% limited in flexion and
extension and 25% limited in lateral flexion and rotation bilaterally with VAS 1‐2
pain across the lumbosacral junction. Straight leg raise test is negative for nerve
tension signs bilaterally and Kemp’s test elicits VAS 3‐4 pain at the lumbosacral
junction bilaterally. Patrick FABER test is positive on the right with 50% restriction
(compared to the left hip) and VAS 4 diffuse pain in the right hip joint. Muscle
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strength of the lower extremities is Grade V. Deep tendon reflexes and peripheral
nerve sensitivity are +2 and within normal limits respectively on both sides.
RADIOGRAPHIC FINDINGS‐ Figure 1.
Plain film x‐rays were obtained on 09/27/2013 with the A‐P pelvis view
demonstrating narrowing of the inferior aspect of the acetabular fossa. No
fractures, dislocations or pathologies are noted.

DIAGNOSIS
Osteoarthritis of the right hip.
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TREATMENT
We adapted the Cox® Technic to treat the patient’s right hip by the following
procedure. The patient was positioned prone on the table, so that his gluteal fold
was just inferior to the separation between the thoracic and caudal section of the
table. Ankle straps were applied and the patient was axially distracted to tissue
tension at the right hip. The doctor contacted the patient’s right buttock just
inferior and laterally to the posterior aspect of the hip with a web hand contact,
exerting firm pressure. Ten distractions were performed, followed by ten
circumductions clockwise and ten counter‐clockwise. The patient was then
instructed to lie in the supine position (after removing his ankle straps). He
positioned himself so his right ASIS was about 10cm above the table separation.
The same ankle restraint, distraction and manipulation were performed by the
doctor in this position as had been performed while the patient was prone.
The patient received 2 minutes of percussive massage with a mechanical massage
device to his buttocks, thighs and legs in addition to the above mentioned
procedures.
CORE STRENGTHENING EXERCISES
Five Core strengthening exercises were prescribed using a 65cm inflatable gym
ball. The patient received instruction and performed the exercises prior to spinal
manipulation on each visit. He was instructed to perform the exercises at home
on a daily basis as well.
1. Bridge with knees bent‐ The patient is recumbent on an exercise mat with
the gym ball positioned against a wall. He scoots toward the ball, so that
he can brace the soles of his feet against the mid‐section of the ball. With
his arms at his sides, palms down, he slowly raises his pelvis off the floor
until his lumbar spine is in slight extension. He holds this position for one
second, then he slowly lowers his pelvis back to the mat. Hip and spine
extensor muscles are primary movers.
2. Bridge with knees straight‐ Same ball position, but the patient has his knees
straight and his heels are onto of the ball, applying pressure downward.
Ten slow repetitions are performed, raising and lowering the pelvis. Hip,
spine and knee extensor muscles are primary movers.
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3. Kneeling prayer‐ The patient is on his knees with his heels close to his
buttocks. The gym ball is positioned in front of him, close to his chest. He
places his palms on the surface of the ball facing him. He then rolls the ball
slowly away from him by straightening his elbows and simultaneously
leaning his center of gravity forward. His knees stay in place, but his thorax
follows the direction of the ball until his is supported by his outstretched
arms, strongly contracting his abdominal muscles.
4. Ball passing‐ The patient is recumbent with his hands stretching superior
beyond his head, reaching for the gym ball positioned there. He grasps the
gym ball between his palms and brings it directly over his head. He then
brings his feet up from the mat and captures the gym ball between the
medial sides of his feet. With his hands now free, he braces them on the
mat by his sides and slowly lowers the ball to the mat with his feet. Once
the ball reaches the mat, he raises it back up above his head, and grasps it
with his hands. Once the ball is in his grasp, he lowers it over his head to
the ground. Abdominals, back extensors and hip flexors are strongly
challenged.
5. Ball crawl‐ The patient is positioned as in the Kneeling Prayer exercise.
Now he allows his chest to rest on top of the gym ball as he pushes it away
from him. He rises off of his knees and brings his hands to the floor in front
of the ball. He maintains a rigid posture with his hips and legs, keeping
them horizontal to the ground, as he walks his hands forward, rolling onto
of the ball. He continues until the ball is first at his waist, and later with
practice, continues until the ball is at his knees. Once extended over the
ball, he walks his hands backwards, until once again he can regain his
position kneeling behind the ball. Hip extensors, back extensors and
abdominal muscles are challenged.
TREATMENT SESSSIONS
Eight treatments were performed from September 27, 2013 to November 22,
2013 with a Patient‐Specific Index (Hip) obtained from HM on October 11, 2013
and December 12, 2013, twenty day after the eighth treatment session.
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PATIENT RESPONSE TO TREATMENT
The patient’s initial score on the Patient‐Specific Index (Hip) was 33 (Figure 2.),
with 26 points in the Somewhat Severe and Minimally Severe categories.
Further on the Patient Specific Index (HIP) (1 not severe‐7 most severe
imaginable), the patient reports the following:
on 10/11/13
 Average daytime hip pain, Nighttime hip pain, Hip stiffness – 3
 Limp – 1
 Having to take pill for the hip ‐1 (occasional only)
 Walking, Going up and down stairs, Putting on shoes/socks – 3
 Job/housework, sexual activity, bending to pick things up, standing for 5
mins. – 2
 Recreational activities – 3
o Summary: 7 (#1), 14 (#2), 12 (#3) = 33 points
on 12/12/13
 no limp
 hip stiffness – 1 (only in morning)
 Having to take pill for the hip ‐ none
 Walking, Going up and down stairs, Putting on shoes/socks,
Job/housework, sexual activity, bending to pick things up, standing for 5
mins., Recreational activities – none
o Summary: 16 (#1) = 16 points
The patient’s final score on the Patient‐Specific Index (Hip) was 16 (Figure 3.),
with all points in the Not Severe category. This indicates a significant reduction in
pain in performing common activities at work, home and travel. Certainly 50%
relief as sought in Cox® Technic Protocols for treatment and outcomes is noted.
The patient demonstrated no limp on ambulation or hesitation upon rising from a
sitting position. Patrick FABER test of the right hip resulted in VAS 1 diffuse pain in
the hip joint and 50% restriction when compared to the left side (no change).
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DISCUSSION
Cox® Flexion‐Distraction spinal manipulation for treatment of spinal pain
disorders has been established as a viable method to decrease pain arising from
disk herniations and other spinal motor unit dysfunction. (7) (8) (9)
This case sheds light on a possible extension of the Cox® manipulative procedures
to decrease pain in the hip joint resulting from osteoarthritis.
The proposed mechanism may be distraction of the femoral head from the
acetabulum, stretching of the joint capsule and the tendonous attachments of the
flexors, extensors, abductors and rotator muscles of the hip. Further research will
help to uncover the efficacy of this procedure and determine the mechanisms by
which it acts to alleviate pain.

Cox® Technic Case Report # 132

REFERENCES

published at www.CoxTechnic.com

(sent 6/10/14)

10

