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PHYSICAL THERAPY PROTOCOL
Hip Strain / Tendinopathy / Impingement
Hip Rehabilitation Protocol for the Adolescent Athlete — ROM, Strengthening & Modalities



	WHO THIS PROTOCOL IS FOR
This is a general, non-operative rehabilitation protocol for adolescent and teenage athletes with common overuse or minor hip complaints, including hip flexor strain/tendinopathy, hip abductor (gluteus medius) strain/tendinopathy, mild femoroacetabular impingement (FAI) symptoms, and other types of hip pain. 


GUIDING PRINCIPLES
1. This protocol is criteria-based, not strictly calendar-based. Progress from one phase to the next when the listed criteria are met, not simply because a certain number of weeks has passed.
1. Pain should guide activity: mild discomfort that resolves quickly is acceptable during exercise; sharp, escalating, or lingering pain is a signal to regress.
1. Relative rest and activity modification are the foundation of treatment for these overuse conditions — most of these injuries improve with a temporary reduction in the aggravating activity combined with a structured strengthening program, not with complete inactivity.
1. Many patients improve with a home exercise program alone.  Formal physical therapy is most useful for athletes who are not progressing with home exercises, have persistent movement dysfunction, or are returning to competitive sport.
QUICK-REFERENCE TIMELINE
	Phase
	Typical Timeframe
	Focus

	Phase 1 — Protection & Pain Control
	Days 0–10 (criteria-based)
	Activity modification, pain-free ROM, gentle isometrics, modalities

	Phase 2 — Mobility & Motor Control
	~Week 1–3
	Full pain-free ROM, low-load strengthening, gait/movement retraining

	Phase 3 — Progressive Strengthening
	~Week 4–6
	Progressive resistance, single-leg control, core/pelvic stability

	Phase 4 — Sport-Specific & Return to Play
	~Week 6–8+
	Plyometrics, sport drills, graded return-to-sport progression


Actual duration varies with diagnosis, severity, and the athlete's response to treatment — advancement is always based on meeting the criteria below, not the calendar.
	Phase 1 — Protection & Pain Control
Typically days 0–10

	WEIGHT-BEARING / ACTIVITY
1. Weight-bearing as tolerated
1. Discontinue or significantly reduce the aggravating sport/activity
1. No running, cutting, jumping, or resisted sprinting
1. Normal daily walking is encouraged
	GOALS & INTERVENTIONS
1. Control pain and irritability
1. Pain-free, gentle active and active-assisted hip ROM (flexion, extension, abduction, rotation)
1. Gentle pain-free isometrics (submaximal hip flexor, abductor, or rotator sets as tolerated)
1. Modalities as needed: ice 15–20 min after activity, heat before stretching, consider therapeutic ultrasound or e-stim for pain/spasm at the treating therapist's discretion
1. Gentle soft-tissue work / foam rolling to adjacent musculature (avoid direct pressure over the irritable area)
1. Core and lumbopelvic activation (transverse abdominis, gluteal isometrics)

	Criteria to advance: Pain-free or near pain-free (≤2/10) with daily activities and gentle ROM; no pain with resting or at night.



	Phase 2 — Mobility & Motor Control
Typically weeks 1–3

	WEIGHT-BEARING / ACTIVITY
1. Full weight-bearing without a limp
1. Stationary bike and pool walking/swimming permitted if pain-free
1. Light jogging on a flat, even surface may begin near the end of this phase if pain-free
1. Continue to avoid cutting, pivoting, and jumping
	GOALS & INTERVENTIONS
1. Restore full, pain-free active hip ROM in all planes
1. Progress isometrics to low-load isotonic strengthening (resistance band hip flexion, abduction, extension, external/internal rotation)
1. Gait retraining and correction of compensatory patterns (e.g., Trendelenburg, hip hike, excessive anterior pelvic tilt)
1. Begin single-leg balance and proprioceptive drills
1. Core and gluteal endurance work (bridges, side planks, clamshells, bird-dogs)
1. Continue modalities as needed for symptom control

	Criteria to advance: Full, symmetric, pain-free hip ROM; normal walking gait without compensation; able to perform single-leg stance ≥30 seconds without pain.






	Phase 3 — Progressive Strengthening
Typically weeks 2–5

	WEIGHT-BEARING / ACTIVITY
1. Full weight-bearing, normal daily and school activities
1. Progressive jogging to running as tolerated
1. Sport-specific technique drills without contact/competition
1. No return to full practice or competition yet
	GOALS & INTERVENTIONS
1. Progressive resistance strengthening of hip flexors, abductors, extensors, and rotators (band, cable, or weighted exercises)
1. Single-leg strengthening: step-ups, split squats, single-leg Romanian deadlifts, lateral step-downs
1. Core and pelvic stability progression under dynamic loads
1. Introduce controlled multi-planar movement (lateral shuffles, carioca, gentle cutting drills) as tolerated
1. Begin light plyometrics late in this phase if strength and control criteria are met (e.g., double-leg hop progressions)

	Criteria to advance: Hip strength ≥85% of the uninvolved side on manual or functional testing; pain-free with jogging and multi-planar drills; normal single-leg squat mechanics.



	Phase 4 — Sport-Specific Training & Return to Play
Typically weeks 4–8

	WEIGHT-BEARING / ACTIVITY
1. Full activity as tolerated
1. Progress to full-speed running, cutting, and jumping
1. Return to sport-specific practice, then competition, in a graded fashion
	GOALS & INTERVENTIONS
1. Sport-specific plyometrics and agility drills
1. Maximal-effort strengthening as needed for sport demands
1. Interval return-to-running or return-to-sport program
1. Reassess movement quality with high-speed and high-load tasks
1. Address any residual asymmetry before clearing for unrestricted competition

	Criteria to advance: Hip strength and single-leg hop performance ≥90–95% of the uninvolved side; no pain or apprehension with full-speed sport-specific drills; cleared by the treating clinician for unrestricted return to play.





MODALITIES — GENERAL GUIDANCE
Modalities are adjuncts to exercise, not a substitute for it, and their use should be individualized by the treating therapist based on presentation:
1. Cryotherapy (ice): 15–20 minutes after activity or exercise for pain and inflammation control
1. Superficial heat: brief application before stretching or mobility work to improve tissue extensibility
1. Therapeutic ultrasound or electrical stimulation: may be used at the therapist's discretion for pain, muscle spasm, or to facilitate activation of an inhibited muscle group
1. Soft-tissue mobilization / instrument-assisted techniques: may be used for adjacent myofascial tightness, avoiding aggressive direct pressure over an acutely irritable tendon or apophysis
1. Kinesiology taping: may be used for proprioceptive feedback or symptomatic relief, at therapist discretion

CLINICAL PEARLS
	1. The single most important treatment for these overuse hip conditions is relative rest from the aggravating activity — trying to "push through" pain consistently prolongs recovery and risks progression to a more significant strain or apophyseal injury in the skeletally immature athlete.
1. Weakness of the gluteus medius and poor core/pelvic control are common underlying contributors to hip flexor and abductor overload — addressing proximal strength and mechanics reduces recurrence.
1. A brief, structured reduction in training volume early on is far more effective than a prolonged, unstructured layoff later.
1. Growth-related tightness (particularly of the hip flexors and hamstrings during rapid growth spurts) is a common contributing factor in adolescents and should be addressed with a consistent flexibility program.
1. MRI is not routinely needed to begin or guide this protocol. Imaging is reserved for athletes who fail to improve with an adequate trial of activity modification and structured rehabilitation, or when the clinical exam raises concern for a more significant injury (e.g., apophyseal avulsion, stress fracture, labral pathology).



PRECAUTIONS & RED FLAGS — NOTIFY THE PHYSICIAN
	1. Sudden, sharp pain during activity, especially with a "pop" or immediate inability to bear weight — possible apophyseal avulsion fracture
1. Point tenderness directly over a growth plate (apophysis) in a skeletally immature athlete
1. Progressively worsening pain despite rest and activity modification
1. Night pain, fever, or unexplained weight loss
1. Significant limp that is not improving, or new numbness/tingling





A NOTE FOR FAMILIES
These are common, self-limited conditions in growing athletes, and the great majority resolve fully with a structured, criteria-based rehabilitation program and appropriate activity modification. Most adolescent athletes are able to return to their prior level of sport without lasting limitation. Patience with the early activity-modification phase pays off — athletes who respect the initial rest period typically progress more quickly through the remaining phases than those who try to return too soon.
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