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Authors Note: 
The content, philosophies, and material found throughout this manual are exclusive ideologies 
wholesome of the author, Danny Foley. In no capacity, is the subsequent material a reflection or 
extension of the authors primary place of employment (Virginia High Performance), nor is 
anything to be found in this manual reflective of the authors credentialing (National Strength and 
Conditioning Association, United States Weightlifting). Under no certain terms is the author 
intending to either advocate nor contradict, any of the aforementioned employers or governing 
bodies with any of the content found in this manual. The material found in this document is 
strictly a composite of personal belief and exhibitions of professional practice. Should any of the 
following content be subject to copyright, conduct detriment, or plagiarism, the point(s) of 
contention should exclusively be addressed to and held accountable to Daniel P. Foley. 

 
It should be clearly stated and understood by the reader that this is not a medical resource and 
should not be utilized to diagnose, treat, or amend any cardiovascular, metabolic, or physical 
health ailments. Individuals with any known contraindicating medical history or injuries should 
warrant appropriate considerations prior to employing anything found in the material to follow. 
Should it be deemed necessary, the reader should seek a physician’s exam and clearance prior to 
initiating any exercise suggestions provided in this manual. In the event there is any ambiguity or 
apprehension regarding medical conditions, please contact Danny Foley directly prior to 
applying anything found in this manual. The author of this manual, Danny Foley, does not 
assume risk or responsibility should anyone sustain injury or ailment undertaken by any of the 
content included in this manual. By employing any of the content described in this manual, 
including the content provided in the training program, the consumer is assuming all risk for 
damages sustained by potential injury or harm. 

 
The author of this manual has published this product with the singular intention of disseminating 
points of interest, knowledge, and insight developed through his professional acumen on the 
subject of strength training. The author possesses multiple degrees, along with numerous 
certifications that afford him the requisite qualifications to publish this manual. He is in no way, 
shape, or form qualified to diagnose, treat, or amend any specific physical or physiological 
ailments. The materials found in this manual are exclusive to exercise and training purposes and 
should hereby be applied as such. 

 
This product is not intended to be sold, redistributed, or exchanged in any capacity without 
the direct consent of the author, Danny Foley. 

 
-Danny Foley 
MS, CSCS,D*, USAW, TSAC-F,D* 
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~INTRODUCTION & OVERVIEW~ 
Over the last three years my career has taken a considerable turn. When I first began studying 
and working in the strength and conditioning field my goal was singular- to one day become the 
Head Strength Coach for the Oakland Raiders. As such, I anticipated on working exclusively 
with an athletic population and steadily climb the ranks from high school/private sector to 
college throughout my 20’s and then eventually land myself in the professional ranks. Well, not 
even a decade into my career, and here we are. Make no mistake about it, I absolutely love my 
work at Virginia High Performance. Quite frankly there isn’t anywhere in the world I’d rather be 
at the moment, and the amount that I’ve learned through being at VHP has been immeasurable. 
While the population we work with at VHP isn’t exactly the athletic population I originally had 
in mind, we are still extremely fortunate to work with some of the highest caliber athletes in the 
world, in their own regard. 

 

 
The VHP Team from left to right: Vern (Director), Alex (Owner), 

Hannah (Coach), Yours Truly, Tim (Coach) 

For those of you who have been following 
my work over recent years, you should 
have a pretty good idea of both the 
population I work with, along with my 
personal, general approaches for strength 
and performance training. For those who 
may not be familiar, allow me to give you 
a quick rundown. At VHP, we work 
exclusively with a military population, 
most of them from the Spec Ops and 
Special Forces communities. I only 
mention that to give some context to the 
type of injuries I work with. With this 
population, there is a tremendous array of 
injuries and surgeries you’ll run into. To 

say the least, these are extremely high achievers- physically and otherwise- and are often 
subjected to extreme physical demands in their work. I’ve come to the point where I feel we have 
a very unique opportunity to work a delicate balance between rehabilitative and conventional 
performance training. The bonus being we get to work with some truly impressive athletes who 
are the elite of what they do. 

 
Although the individual training goals, work demands, and physical capabilities vary from 
athlete to athlete, one thing remains fairly consistent across the board- extensive injury histories. 
A short list of injuries I see routinely include head/cognitive injuries (i.e. concussion syndrome 
and varying levels of TBI), SLAP and rotator cuff tears, every back surgery under the sun, and 
hips that are generally beaten to shit (medical term). More specific to the hips though, I’ve 
worked with several athletes with labral tears (active and post-surgical), varying degrees of 
impingement/FAI, pelvic and femoral fractures, and joint fusions (including SI). 

 
Needless to say, we see a lot of interesting cases at VHP, and I personally have reached a point 
where I am surprised by absolutely nothing. As a team, we’ve really hit a stride in our work, 
much of the influence having been pioneered by my man Vern. Vernon has done a tremendous 
job opening up my perspective on human movement and performance. It should go without 
saying, but a significant amount of the content in here should be equally or directly attributed to 

https://www.virginiahighperformance.com/
https://www.instagram.com/vernongriffith4/
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Vern and my coworkers. Nevertheless, what we’ve begun to recognize is how imperative 
treating the athlete with particular individual detail really is. I know this point has been 
bludgeoned for decades, but individualization goes beyond just putting “sport-specific” exercises 
in your Excel sheet. Understanding how they learn best and observing what they do and don’t 
respond to are critical factors for success. Moreover, rather than confining the athlete with 
unnecessary boundaries, we should encourage challenging the athlete’s abilities and movement 
capacity by layering exercises with a host of variables. 

 
Although the expansive injury histories I work with aren’t exactly commonplace in the general 
population or even most athletic performance realms, a lot of us deal with underlying hip and 
lower back dysfunctions that get ignored in training. I mean let’s be honest, it’s pretty tough to 
forego what you love doing in the gym for mundane, redundant ‘functional-based’ exercises with 
mini-bands and awkward movements. One of the preemptive goals of this manual is to help 
illustrate that doing what you love in the gym doesn’t need to be compromised in order to 
address hip dysfunction. In fact, much of what’s required to restore hip function is simply good 
training performed with proper technique and programmed in the appropriate manner. 
Additionally, once we get our hips reset and back to functioning optimally, we really don’t need 
to do too much isolated rehab work to maintain. No matter your athletic or training background, 
where you are now, or what your training goals look like, it’s important to take care of the body. 
It’s also equally important to address some of the smaller items that may seem innocuous before 
they become major cogs in your performance and health. 

 
Think of it simply here, if the structural position of the hips is suboptimal, we’re going to have to 
work harder to do basic things. This is true all the way down to an athlete’s gait, where 
underlying or chronic dysfunctions at the hip can ultimately manifest to bigger issue items 
elsewhere in the body. The hips are very literally the transfer station of the human body. The 
collective function of the lower and upper extremities is dependent upon hip function. What’s 
more is we all see cases where an athlete may have sufficient strength to perform a litany of 
movements (and even perform them well) but is doing so through gross (as in global) 
compensatory patterns. It’s common for athletes to be hiding or masking muscular weaknesses 
and aberrant movement patterns by way of these compensations. When you task athletes with 
smaller, refined isolated movements such as hip internal rotation or lateral spinal flexion, often 
times we expose weak or dysfunctional areas being bypassed in global movements. 

 
If we continue to train this athlete without addressing the underlying issues, we’re ultimately 
spinning our wheels. One of two things will likely occur in this case, either the athlete will 
continue to develop strength by way of compensatory patterns stagnating the progress in 
returning from injury while also potentiating risk for re-injury by “feeding a suboptimal pattern”. 
Or, we continue to strengthen the wrong muscles in the wrong way, which creates greater 
deficits between what is already strong and what is already weak for the athlete. Remember, 
shitty foundation, shitty house. And we can have athletes with a shitty foundation simply because 
we were lazy and didn’t address details individually. 

 
This manual will be written from the perspective of a strength coach, intended for other strength 
coaches who work with similar cases. As the title suggests, this will be focused on essentially 
transitioning athletes from an injured to uninjured state, and exclusively concentrated on the 
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hips. I want to be perfectly clear in stating that a fair portion of the contents found throughout 
this handbook are purely anecdotal. There is an abundance of academic research and non- 
scholarly sources found throughout as well. But this is essentially a composite of what I’ve come 
to believe and have found success with. By no means am I suggesting the way I do things is 
better or more effective, it’s simply what has worked for me. As such, we will cover a host of 
subtopics as they relate to restoring hip strength and function. Including: 

 
-Structural and muscular anatomy of the hips. 
-Muscular relationships and how they can impede returning to full strength. 
-How hip structure is a highly individualistic variable. 
-Common dysfunctions and how to manage in training. 
-How to assess the hips as well as analyzing functional vs non-functional asymmetries. 
-General training considerations for the hips. 
-General programming considerations for the hips. 

 
This product will be put together in the exact same fashion as the Conscious Core product I 
released earlier last year. Meaning, in addition to this eBook, there will be an accompanying 6- 
week training program fully embedded with hyperlinks. There will be a brief section at the end 
of the handbook detailing how to navigate the program itself. Obviously, I strongly encourage 
you to implement the attached program into your training as you see fit. If you’re a coach 
yourself, I would also invite you to please take what you find valuable from this and implement 
it with your athletes. I didn’t invent anything found in this handbook or program. I have simply 
stolen great shit from people way smarter than me and put it in a word document. Also, for my 
coaches reading this, please feel free to reach out to me at any time if you’d like. I am an open 
book, and genuinely love talking shop. 

 
Lastly, considering the wide spectrum of readers and social media followers I have, I’m going to 
do my best to include an array of populations/hip dysfunctions across these topics. Please note 
that this will be written in somewhat of an intermediate-advanced fashion, so if you aren’t solid 
on your basic hip anatomy and function, some of this may get lost. And I guess I should note that 
I cuss sparingly throughout. Sorry, it’s just the way I talk, and just who I am. Do not reach out to 
me and tell me it’s distasteful or unprofessional- find others to get info from if you’re bothered. 
Nevertheless, I had an absolute blast putting this together. I hope you are able to take something 
positive away. Thank you for your time invested in reading this manual, your support is 
inherently appreciated. 

https://www.ruderockstrength.com/


 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Section 1: Functional Anatomy & Hip Structure 
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I don’t believe you need to be an anatomy savant as a strength and conditioning coach. What I 
will say, however, is that NOT knowing your anatomy is a great way to get yourself separated 
from the pack. In my experience, the more proficient I’ve become with my anatomy, the more 
pragmatic I have been in recognizing and solving movement problems. Given the optics of this 
handbook, we’re going to delve into some slightly deeper anatomy and analyze the athlete from 
two perspectives- injured and uninjured. Human performance in isolation is one thing, in which 
the coach can have a tenuous grasp of A&P and still produce results. When we throw injury into 
the mix, it’s not as likely we can have blind success. 

 
Structure 

The pelvic girdle and hips collectively make for 
a rather complex region of the human body. Not 
only complex, but in some regard unlike any 
other structure in the body. This region 
possesses a ton of responsibility in both athletic 
performance and general health and wellness, 
and it’s important to consider both ends when 
examining the anatomy. The Femoroacetabular 
(hip) joint is comprised of the head of the femur 
and the acetabulum. Similar to the shoulder, the 
hip joint is a ball & socket joint, which allows 
for a high degree of freedom throughout 
multiple planes of motion. Also similar to the 

Figure 1.1: Basic structural anatomy of the pelvis (Image via: 
sciencedirect.com) 

shoulder, the joint capsule is held intact by the 
labrum (shown below), which is a horseshoe 

shaped fibrocartilaginous ring around the acetabulum; the main function of the labrum is to 
increase the depth of the socket to permit greater ranges of motion (15). 

 
 

 
Figure 1.2: Gross anatomical view of inside the hip capsule including the 

femoral ligament. (Image via: Human Anatomy) 

Although there are several 
commonalities between the shoulder 
and the hip, it should be appreciated 
that the responsibilities of the hip 
differ quite significantly from the 
shoulder. The primary function of the 
hip joint itself is to bear weight and 
(indirectly) distribute forces 
throughout the body (1). Another chief 
difference between the hip and 
shoulder is the interaction bilaterally 
between the hips. The hips function 
both independently and bilaterally, at 

almost all times. This requires some unique anatomical arrangements. A good example of this is 
the large number of prominent ligamentous attachments found at the sacrum. Because the sacrum 
is responsible for bearing and distributing weight or force, there is a high frequency of unilateral 
stability considering the majority of human movement is contralateral or bipedal. This requires 
thick, fibrous ligamentous attachments to provide the requisite and bracing at the hips. 
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Figure 1.3: Image showing the posterior ligaments surrounding the sacrum. 

(Image via: Human Anatomy) 

There are two primary classifications 
for the ligaments surrounding the hip- 
intracapsular and extracapsular. The 
lone intracapsular ligament, which is 
the ligament of the femur, is a 
relatively small structure that runs 
from the acetabular fossa to the fovea 
of the femur (24). The prominent 
extracapsular ligaments include the 
iliofemoral, pubofemoral, and 
ischiofemoral ligaments. Collectively 
these ligaments run continuously with 
the hip joint capsule, and the main 
responsibility is to resist excessive 
movement in various directions (24). 

 

 
 

 
Figure 1.4: Illustration of the strong ligaments of the 

acetabulum. Take particular notice of the orientation of the 
fibers. (Image via: Encyclopedia Britannica) 

What’s interesting about the ligaments of 
the hip is that most of them possess a unique 
spiral arrangement or orientation. This 
allows them to become tighter as the joint is 
extended (24). This arrangement, in my 
opinion, visually reinforces the fact that 
humans don’t move exclusively in uniplanar 
fashion. It should also be noted that the 
anterior ligaments are relatively stronger 
than the posterior ligaments. This is due to 
the arrangement of the surrounding 
musculature whereby the medial flexors are 
fewer and weaker (11), therefore requiring 
additional support anteriorly. If you have an 
athlete who is coming off a ligamentous 
injury, you should also bear in mind the 
poor blood supply to ligaments. 

 

On the posterior aspect of the pelvis we find the sacrum, including the sacroiliac (SI) joint & 
coccyx. Located beneath the 5th lumbar, the sacrum is made up itself of five vertebrae that fuse 
together by early adulthood to form one wedge-shaped structure (17). The primary function of 
the sacrum is to provide global stability, mitigate forces experienced by the lower body and 
support the weight of the upper body including the vertebral column (25). There are a 
surprisingly high number of muscles that attach to the sacrum, which are outlined below. 
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Figure 1.5: Anatomical landmarks of the sacrum. (Image via: 
sciencedirect.com) 

There are also several ligamentous 
attachments on the posterior aspect of the 
pelvis, indicating that the sacrum isn’t 
designed to have much mobility. According 
to (25), the sacrum has movement freedom of 
~0.5 mm in the frontal plane (left-right), ~2 
mm vertically and ~0.3-0.8 rotationally. 
However, it should also be noted that SIJ 
mobility can depend on positioning and the 
distribution of load (17). Having excessive 
laxity in the SI joint can destabilize the 
pelvis, so we need to be cautious of using 
mobilization techniques frivolously. 

 

 
 

The sacrum does move, albeit minimal and in peculiar directions known as nutation and 
counternutation. Nutation occurs when the sacrum moves anteriorly/inferiorly while the coccyx 
moves posteriorly relative to the ilium. Counternutation being the opposite- sacrum moves 
posteriorly/superiorly and the coccyx moves anteriorly relative to the ilium (25). The neural net 
that surrounds the sacrum, known as the sacral plexus, is an important structure to be mindful of. 
The root of the sacral plexus runs from S1-S4 (anterior rami) to the lumbosacral trunk (anterior 
ramus of L4-L5) (17). Several important nerve branches stem from the sacral plexus; for more on 
this, see Appendix 10 (page 64). 

 
Although uncommon, a primary consideration with the sacral plexus is subsequent lesions 
following pelvic fractures, which can cause a number of mechanical impairments at the hip and 
down the leg (4). Additionally, two nerves that branch from the sacral plexus that are commonly 
irritated in both athletes and general population are the sciatic and glute/piriformis nerves. 
Particularly when the surrounding musculature becomes inflamed it can be disruptive to these 
nerves causing shooting pain down the leg. A lot of times, if we can simply reduce the 
inflammation, we can mitigate the nerve pain. 

https://www.youtube.com/watch?v=ycKM-Kw2H2s
https://www.youtube.com/watch?v=ycKM-Kw2H2s
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Figure 1.6: Illustration of the pelvic floor muscles. (Image 

via: Physio-Pedia) 

Beneath the sacrum, we have the pelvic floor 
muscles. I’m far from an expert when it comes to 
training the pelvic floor. This is one of those items 
I feel we should be aware of, but don’t need to 
consider it a predominant item in training. The 
pelvic floor is a funnel shaped structure covering 
the base of the pelvis. The primary responsibility 
of the pelvic floor muscles, which act almost like a 
hammock, is to support the pelvic organs (1). 
Athletes that should take particular interest in the 
pelvic floor muscles are female weightlifters, 
powerlifters and gymnasts. Dysfunctions at the 
pelvic floor, in conjunction with improper bracing 

or breathing mechanics can cause incontinence in female athletes. This is particularly the case 
when training with heavier loads and in some cases excessive volume. Additionally, pelvic floor 
dysfunction can be an issue for athletes who are coming off of a pelvic fracture. So again, 
although uncommon for most athletes, I think this is still something to be aware of as a coach. 

 
FUNCTION 
The skeletal structure of the hips and pelvis, along with how the femur articulates with the socket 
are major points of considerations for strength coaches. Hip structure is highly individualistic, as 
such, function is also something to be treated on an individualized basis. As I discussed at length 
in my article on All Things Squatting, I’m not suggesting that we need to inherently preclude 
athletes from certain movements or scrap movements altogether. What I am saying, however, is 
that there are good and bad positions for any athlete to be in, and the structure and articulation of 
the hip is a prominent variable in assessing that eligibility. Sometimes these deficiencies are 
modifiable, such as degree of pelvic tilt or lack of requisite mobility, while other variables, such 
as angle of femur, limb length, and depth of acetabulum socket are simply out of our control. 

 
 

 
Figure 1.7: Illustration showing the relationship 
between the hip and the knee creating what is 
known as the Q-Angle (Image via: Physio-Pedia) 

Although there isn’t a tremendous difference in the 
pelvis between sexes, there are some important 
considerations to note between male and female 
structure. Generally speaking, males tend to have a 
heavier pelvic girdle with denser bones, while females 
tend to have a wider pelvic girdle with a shorter and 
lesser pelvic cavity (3). The primary takeaway is that per 
average, females will have a wider pelvis which will 
change the kinematics during common movements such 
as a squat or a lunge. The wider base of the pelvis puts 
females at a predisposition to have what is known as a 
greater Q angle (3). The Q-angle is the angle formed 
between the tibial tuberosity and the anterior superior 
iliac spine (ASIS) and broadly represents the angle of 
femoral inclination (8). 

https://www.ruderockstrength.com/blog/squat-variance-and-all-things-squatting-part-1-of-2
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We should also take note of the length of the femur itself. According to (27) the average length 
of the femur is ~17” and 18” for adult females and males, respectively. The length of the femur 
is obviously a contributing factor to Q-angle as well. What I try to take note of is how far an 
athlete deviates away from these normative values. Significantly longer or shorter femur length 
will have effects on just about any lower body movement. This is also a predominant factor to 
consider when determining an athlete’s optimal squat stance and pattern. 

 
 

 
Figure 1.8: Illustration showing the variance of femoral neck inclination 
and how this can cause kinematic differences experienced at the hip. 

(Image via: jcfitness.co.uk) 

What is referred to as coxa vara, 
abnormally decreased angle of 
inclination, or coxa valga, abnormally 
increased angle of inclination, can 
have ramifications in movement 
profiles. For instance, athletes with 
presence of coxa valga would likely 
be at an increased risk of 
demonstrating dynamic valgus knee 
pattern during squatting actions (8). 
The caveat to femoral neck 
inclination, is that obviously this is 
one of the variables that really just is 
what it is. So, although this may not 

be something we can modify through training, it is still an important consideration to be aware 
of. I think having better understanding of an athletes independent arthrokinematics allows us to 
better assess one’s global movement. Using the same example of coxa valga from above, maybe 
this is a case where we don’t jump on an athlete for demonstrating some (controlled) knee 
valgus. Perhaps for this athlete, knee valgus is because of how their hip is arranged and is no 
bearing on injury or adversely affecting performance. 

 
 

 
Figure 1.9: Illustration showing the effects of femoral anteversion 

and retroversion on the leg. (Image via: healigo.com) 

We then have the relationship between the 
femoral neck and shaft; according to (27), 
a normal angle here is ~15. Femoral 
anteversion is considered to be an 
excessive internal rotation of ~35, where 
femoral retroversion is considered to be 
excessive external rotation of ~45 (27). 
This is something particularly important 
with bilateral squatting and lunging. The 
width of the stance and positioning of the 
feet will have tremendous influence on an 
athlete’s ability to achieve optimal 
depth/ROM in a host of movements. In 
my experience, although this isn’t 
something that can be modified, we can 
use this as a guide to optimize which 
positions/stances to work from, giving 
them the best platform for success. 
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The shape and depth of the acetabulum itself could also be a considerable factor. The acetabulum 
can have its own presence of anteversion/retroversion, whereby the shape of the socket is either 
more ‘C-shaped’ (focal retroversion) or flat oval shaped (global retroversion). Generally 
speaking, a deeper hip socket will preclude athletes from deeper squat positions, while a shallow 
socket will promote deeper ranges of motion on squatting. This has been well documented 
through the work of Dr. Stu McGill. 

 
Figure 1.10: Illustration showing the effects of acetabulum socket depth on femur angle. (Image via: orthobullets.com) 

 
 

 
Figure 1.11: Animation showing the effects of different femoral head 
shapes, and subsequent impingement. (Image via: web.stanford.edu) 

 
Finally, we want to consider the shape of 
femoral head. What is known as having a 
cam or pincer, a cam refers to a bony 
protrusion from the head of the femur, 
while a pincer refers to a bony protrusion 
on the acetabulum (14). In either case, 
what typically results is pain, dysfunction 
and compromised ROM, notably with 
flexion and internal rotation moments. 
Having a bony protrusion is obviously 
something that is non-modifiable, 
however, this is another one where we can 
make significant improvements in 
performance and function simply by 
altering the athlete’s stance and position. 
Athletes who have confirmed femoral 
head abnormalities often have a difficult 
time with bilateral squatting. In my 
experience, athletes with a cam or pincer 
tend to have a much easier time with split 
squats. For these athletes, I will typically 
remove bilateral squatting altogether, and 
concentrate on keeping them out of painful 
positions or ranges of motion. 

https://www.otpbooks.com/stuart-mcgill-hip-anatomy/
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Figure 2: Illustration of the psoas muscle and surrounding 
structures. (Image via: Yoga anatomy) 

MUSCULAR RELATIONSHIPS 
 

Something that I’ve really been humbled by over the last 
few years is the complexity to muscular relationships. 
It’s the proverbial “chicken vs. egg” conundrum that can 
often lead to dead ends. In theory, every muscle has an 
optimal resting length or tone, optimal contractility 
(strength of contraction) and extensibility (ability to 
lengthen). Due to the arrangement of the fibers and the 
concurrent demand for bilateral and unilateral function 
of the hips, things can sometimes get messy. 

 
 
 
 
 
 

Figure 1.12: Animation demonstrating the inter- 
segmental relationships between joints. These 
compensatory patterns are not always easy to 

identify. (Image via: David Weinstock Instagram) 

To paint a simple example, let’s look at what is likely 
the most frequently discussed muscle of the hip, the 
psoas. The psoas, a powerful flexor of the hip, attaches 
at the proximal femur and the anterior surface of the 
lumbar spine (1). It also has several noteworthy 
innervations, including the lumbar plexus, the 
diaphragm, and the vagal nerve (cranial nerve X) (1). 

 
 

 
Figure 1.13: Illustration of the psoas muscle and surrounding 

structures. (Image via: Yoga Anatomy) 

The psoas muscle often becomes chronically 
shortened and weakened due to poor 
mechanics and/or disruptions in lower body 
firing patterns compromising its production 
(9). When this occurs, the rectus femoris (the 
only quad muscle that contributes to hip 
flexion) becomes the primary flexor, which 
can lead to the muscle becoming hyper 
developed and/or overactive (13). 
Consequently, the psoas then becomes 
atrophied and underactive. This is often why 
the psoas is commonly associated with 
“tightness” and chronic non-specific low back 
pain (NSLBP). If the psoas muscle does not 
have the appropriate resting tone, the pelvis 

can fall into unfavorable degrees of anterior pelvic tilt creating unfavorable tension on the spine. 
This can then compromise hip flexion, both in strength capacity and also degrees of active ROM. 

 
Ab/Adductors: 
The adductors are a rather peculiar muscle group, which include the adductor brevis, longus, and 
magnus, along with the pectineus, and gracilis. Their peculiarity lies in that they are able to 
adduct, internally rotate, flex, and extend the hip (6). The brevis and longus both contribute to 
flexion, while both heads of the magnus contribute to extension (11). Although this may seem 
counterintuitive, the same irregularity is true for the abductors as well. Primary abductors include 
all fibers of glute medius and minimus, and the TFL. 
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Figure 1.3: Illustration of the adductor group. Take 
particular notice of the varying pennation angles of 

each muscle (Image via: teachmeanatomy.com) 

However, based on the position of the hips/legs, the 
responsibility of these muscles can change. For 
instance, when the hip is flexed beyond ~40, the line of 
force for the adductors crosses the extensor side of the 
medial-lateral axis of rotation which provides them 
leverage allowing them to contribute to hip extension 
action (11). Moreover, when the hip is near terminal 
extension, the adductors are mechanically prepared to 
assist hip flexors as synergists (11). There is a nearly 
inherent triplanar demand placed on the adductor 
muscles, which in part may explain why groin strains 
and tears are such a common athletic injury. 

 

A component of hip abductors that’s often overlooked is their role as internal rotators. This is 
particularly true when the hip is in flexion. Fundamentally, this doesn’t appear to be possible. 
However, the anterior fibers of the glute medius and minimus contribute to hip internal rotation, 
and in conjunction with the TFL, are capable of combining hip abduction and internal rotation 
torque at the hip (11). Moreover, we want to be able to identify when athletes have relative 
weakness or length-tension impairments with the ab/adductors. This will help us to make more 
informed decisions with programming and will help to optimize things like squat stance. 

 
If the adductors are functionally shorter (tighter) than they should be, it doesn’t just affect the 
ability for the athlete to perform adduction moments. It will also disrupt the resting length and 
potentially the contractility of the abductors (glutes) as well. From there, we need to consider 
how this affects sagittal and transverse function at the hip. If the adductors aren’t able to 
contribute to internal rotation at the hip as they should, the flexors will have to work more on 
internal rotation moments, which could compromise the tissue in flexion. The degrees of 
disruptions are of course a case by case examination. Sometimes it could be entirely harmless, 
other times, it could be a strong indicator of pain or potentiation for injury to occur. 

 

Flexors/Extensors: 
 

 
Figure 1.4: Animation examining the 

intermuscular relationships and their effects on 
pelvic control and symmetry. (Image via: 

fixtheneck.com) 

 
The primary hip flexors include the psoas major/minor, 
illiacus, rectus femoris, TFL, adductor longus & brevis, 
pectineus and sartorius (1). The hip flexors are prone to 
becoming chronically shortened and weakened due to 
common demands in sport and life and negligence in 
foundational strength training. Structural misalignments 
like anterior pelvic tilt are sometimes consequential of 
structural dysfunction, other times, it’s exacerbated by 
this functional short and weak muscular disruption. As 
such, there is a wide belief that due to the muscle being 
“tight” it needs to be stretched to be corrected. This is 
not always the case, and actually, I would go as far as to 
say that static stretching alone is rarely ever a prudent 
solution. Although they may be functionally shortened, 
hip flexors are also still very weak in this case. 
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Until we restore foundational strength, the alignment of the pelvis won’t correct. We need to 
strengthen the muscle sufficiently so that the tissues can hold the pelvis in a more neutral 
alignment. In my experience, this is the only effective means for completely eradicating presence 
of pain or sensation of anterior hip “tightness”. Furthermore, if we have functionally short and 
weak flexors, we already know this will have a cascade effect. Most commonly being a 
disruption to the extensors, whereby the extensors become chronically lengthened and also 
weakened. Considering the varying responsibilities of muscles as either primary or secondary 
movers, or as synergists, we can make an educated assumption the adductors are probably in bad 
shape. As you’re beginning to see, disruption of the hips is hardly ever an isolated issue. Because 
each muscle has a multitude of responsibilities, one muscle underworking can often create 
suboptimal mechanical patterns in numerous areas. 

 

Figure 1.5: Animation showing what is referred to as Janda's Lower Crossed Syndrome. 
This is what is often associated with anterior pelvic drop. (Image via: yogaantomy.com) 

The primary extensors include the glute max, adductor magnus, biceps femoris, semitendinosus, 
and semimembranosus (1). You’ve probably heard the saying “your glutes are off” or “your 
glutes aren’t firing” before. Although technically this isn’t the case, the concept behind these 
phrases is presence of neuromuscular dysfunction where the muscle isn’t able to fully contract, 
or contract at all. Think about the position your glutes are in when sitting: ~90 hip flexion, with 
an external rotation bias. Or in other words, chronic eccentric lengthening on glute max, while 
chronically contracting the glute med/min. Obviously, not a favorable position for the hips to be 
subjected to for extended periods of time. 

 
 

 
Figure 1.6: Illustration of the quadratus 

lumborum (QL) muscle. The QL is predominantly 
a spinal stabilizer and assists in stabilizing the 

hip in extension. (Image via: posturedirect.com) 

One of the main problems I observe with extension 
restrictions are found at the QL. When the glute max and 
hamstrings begin to ‘shut down’ and aren’t able to 
sufficiently extend the hip as they should, the QL starts to 
work more as a hip extensor rather than as a stabilizer. 
When this occurs, the QL becomes overtaxed, and 
chronically shortened, or tonic. This may then likely 
present as low back pain, as the QL is constantly pulling 
on the spine and ribs creating an unfavorable tension 
across the low back. Additionally, the adductors will also 
be compromised by insufficient extension. The adductors 
will work harder than they should in extending the hip, 
which could compromise their ability to adduct and alter 
their role as flexors and internal rotators. 
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Internal/External Rotators: 
The last group to consider with muscular relationships are the internal and external rotators. The 
primary internal rotators include the iliacus, adductor brevis/longus, and the anterior fibers of the 
glute med (11). I don’t want to make an overly generalized claim here, but just about every 
athlete I see has weak or underdeveloped internal rotators. Even the athletes that can passively 
move into full range of hip IR, most of those can’t actively utilize the muscles very well. The 
relationship here between internal and external rotators is very similar to the ones outlined 
above. One group gets compromised by being short and weak, the opposite group being 
lengthened and weak. When the individual muscle isn’t doing its job optimally, something else 
takes on the responsibility of being a prime mover. 

 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 1.7: Illustration of the deep six external rotators 
of the hip. (Image via: Nabil Ebraheim YouTube) 

I’ve already alluded to this, but the role or 
responsibility of any particular muscle changing 
based on the position we work from (i.e. more or 
less presence of hip flexion or extension) is a 
prominent consideration. It also illustrates the 
importance of utilizing a multitude of stances and 
positions in training. For instance, working out of 
the split position puts one hip in flexion and the 
other in extension. By doing so, we are changing the 
role of the adductors on each leg, which 
consequently changes the functional role of the 

glutes in the frontal plane. Additionally, working from different depths in the split position can 
have beneficial ramifications as well. The deeper into flexion we go, the more demand we place 
on the internal rotators to work as hip/pelvic stabilizers to maintain proper pelvic alignment (19). 

 
I know what you’re probably saying to yourself by now…. All these different factors, angles, 
degrees of freedom are great… but how do we know?? Well, that’s a great question, and a fair 
point to address. As strength coaches, we will inherently be limited with our athletes. Limited by 
physical time, limited availability or access to diagnostics and imaging, limited by training 
resources and so forth. Look, I am not trying to fear monger with all of this, I can’t stress enough 
that these are just items we need to generally be aware of and do our best to accommodate for in 
practice. Of course, it’s impractical to suggest that we “never squat an athlete we don’t have a 
detailed X-ray for”. However, if we can simply be more aware of the innerworkings and function 
of the hips, and from there have appreciation for the individualistic nature of hip structure, we 
can likely put ourselves in a better position to make informed decisions with our athletes. 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Section 2: common DYSFUNCTIONS 
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Depending on the population you work with, you may see a ton of hip pathologies, or very little. 
For instance, a collegiate strength coach may not see nearly as many hip limitations/pathologies 
as they do shoulder and knee, just based on demands of sport and average age of population. 
Conversely, a coach in the private sector who works with military population, retired athletes, or 
even general population may see two hip issues for every one shoulder. It really just depends. In 
this section, I would like to delve into the common dysfunctions that I work with. Among these 
include varying degrees of hip impingement/FAI, labrum injuries, pelvic fractures and hips that 
generally just don’t move well. Each of these can present equally disruptive limitations in 
training and in performance, and each requires specific points of consideration. 

 
I must note first and foremost that it’s critical to maintain your scope of practice at all times. 
Please know that in no capacity are strength coaches certified to diagnose injuries or 
dysfunctions. In our field, we are typically seeing athletes not only once they’ve already received 
formal diagnoses, but also typically after they’ve already completed formal physical therapy. 
Your job as the strength coach is to assess mechanical deficiencies, and to the best of your ability 
amend these deficiencies to expedite their return to play/duty as strong and healthy as possible. 

 

Hip Impingement/FAI: 
 

 
Figure 2.1: Illustration showing the two primary types for FAI involving a 

cam (left) and a pincer (right). (Image via: University of Colorado) 

 
Femoroacetabular impingement (FAI) is 
a common dysfunction at the hip 
whereby premature contact between the 
acetabulum and proximal femur occurs 
during movement, resulting in acute 
pain and compromised functional range 
of motion (14). If untreated, FAI can 
lead to residual consequences such as 
osteoarthritis and joint degradation as 
well. FAI, multifactorial in nature, is 
most commonly associated with adverse 
morphological developments such as 

having a cam or pincer or combination of both (14). When this occurs, the narrowing in the 
degrees of freedom at the hip joint causes a ‘pinching’ of the articular cartilage or labrum. 
Although a clear and definitive cause for presence of FAI is ambiguous in most cases, here are a 
few factors commonly associated with FAI: 

 
Symptoms associated with 
FAI are pretty typical of 
what you’d expect- acute, 
localized pain (typically 
movement/position 
specific), catching/clicking 
or locking of the hip, 
stiffness, restricted ROM, 

and in some cases referred pain in the thigh, low back or glutes (14). FAI can be transient, 
whereby appropriate treatment and training protocols can alleviate the symptoms or even reverse 
them altogether. In other cases, FAI can be more of a long-term situation, in which the coach 
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needs to utilize appropriate movements and modifications in training to prevent exacerbating 
presence of pain/discomfort. I’ve worked with several athletes with varying levels of FAI. I’ve 
also dealt with FAI personally, and have worked in tandem with a physical therapist to alleviate 
my symptoms of pain and movement restriction. Due to the multifactorial nature of FAI, along 
with the inability to detect how much of what we’re dealing with is “fixable” there is no step-by- 
step approach for remedying FAI. That being said, here’s a brief rundown on some of the 
guidelines I’ve found success with. 

 
1.)  Do not exacerbate the impingement 
I know, this seems intuitive. But much to my surprise, this isn’t exactly as common sense 
as one would assume. When working with athletes who have diagnosed or true FAI, it’s 
extremely important to create boundaries in training to ensure that we will not flare up 
the damaged site or make the impingement worse. This can be achieved by removing 
certain exercises altogether or creating gradient range of motion barriers on movements 
like bilateral back squats or deadlifts. 

 
For instance, if we have someone who has more severe presence of FAI (i.e. chronic, 
constant pain, significant limitations in ROM, guarding, etc.) we may want to remove 
back squats and step-ups (deep hip flexion angles) entirely for a little while. An athlete 
with a milder case of FAI, on the other hand, may not be excluded from doing any 
particular movement, but we may have them do box squats and/or pull from blocks 
alternatively so that we can manage the degree of flexion experienced at the hip. 
Whatever the movements are that irritate the area, you need to consider risk vs. reward 
and avoid pain at all costs. Additionally, irrespective of degree or severity of symptoms, 
this is absolutely one of those things where you do not want to “just push through”. What 
could have been mild, transient FAI to begin with, can quickly escalate to borderline 
debilitating pain if not treated accordingly in training. 

 
2.)  Strengthen the surrounding structures 
The two actions of the hip that typically irritate FAI the most are flexion and internal 
rotation. If we recall our muscular actions, we know the structures we’re particularly 
interested in here are the psoas and rectus femoris (primary flexors), and iliacus, glute 
min/med, TFL, and adductor complex (internal/external rotators) (11). Working these 
muscles in isolation can help to alleviate the stress being experienced at the joint itself. 
When there is an injury site, the muscular physiology, arthrokinematics and even 
responsibility of muscles can change due to present demands (6). What this means, 
simply, is that because the body is working to protect the damaged joint, the muscles in 
the region can become over, or underdeveloped consequentially. A lot of the time with 
FAI, this can result in the internal rotators becoming chronically shortened (or fibrotic) 
and weak. If we can restore, or even preserve the presence of internal rotation, it can 
often mitigate the symptoms of FAI. 

 
3.)  Strengthen the core muscles (anterior/posterior/lateral) 
In addition to strengthening the hip muscles themselves, we also want to place a 
reasonable emphasis on the core muscles. If we consider the resting and working 
positions of the pelvis in relation to the femur, we need to work to restore as much of a 
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neutral pelvic alignment as possible. Anterior pelvic tilt, which gets a really bad wrap, is 
a considerable factor here. Essentially, if the pelvis is ‘stuck’ in egregious anterior tilt, it 
can reduce the amount of space at the joint itself. This will likely exacerbate the 
impingement site and put us in a difficult position to restore optimal function. For 
instance, if the pelvis is inadequately stabilized, the flexor muscles (namely the rectus 
femoris) can pull the pelvis anteriorly out of position and ultimately compressing the 
injured site (11). If we can re-establish foundational strength of the involved core 
musculature, it can help to realign the pelvis to give us a better advantage to work from. 

 
4.)  When in doubt, refer out 
I consider myself to be pretty damn good at my job. I take my work extremely seriously, 
and I genuinely enjoy researching all things human body and performance. That said, I 
went damn near a year bitching and complaining about my hip and never made a single 
change to my training. Needless to say, once I finally came to grips and sought out some 
help to get my hip fixed, it cleaned up in less than a month. Case in point, if one of your 
athletes has ongoing FAI symptoms that don’t seem to be showing any signs of 
improvement, refer them out! Issues like FAI often require a multitude of modalities to 
be treated effectively. As strength coaches we can implement isolated strength exercises, 
modify our training accordingly, and in some cases use SMR or manual manipulation 
techniques with our athletes. But sometimes this simply isn’t enough. Working in tandem 
with an AT or PT who can provide more comprehensive and thorough manual 
techniques, dry needling, cupping, or other clinical treatments is sometimes required for 
the athlete to get back to full health. 

 

Labral Tear: 
 

 
Figure 2.2: Illustration showing the basic 
structure and function of the acetabular 
labrum. (Image via: sciencedirect.com) 

 
Labral tears at the hip are not exactly a commonplace injury in 
most athletic realms, although they do occur (we did just see 
Tua go down this year with a brutal injury). Labral tears can 
occur either acutely or chronically and are typically a result of 
excessive forces experienced at the hip joint (15). Labral tears 
can produce varying levels of pain, and generally destabilize 
the hip while disrupting the joints potential ROM; the 
combination of the two can also lead to consequential damage 
to the articular cartilage (15). Interestingly, another potential 
manifestation of labral tears can be general impingement or 
FAI that goes untreated (15). Consistent irritation of the joint 
resulting from FAI can accumulate over time and eventually 
erode the labrum causing it to tear. 

 

When healthy, the functional responsibilities of the acetabular labrum are to provide stability and 
lubrication to the joint, distribute pressure, and decrease contact stress between femur and 
acetabulum (11). Obviously, this is a serious injury, and one that invariably will require surgery 
to fully repair (eventually). I’ve worked with quite a few athletes with labral tears, mostly post- 
op and after formal rehab has been completed. The primary focus with these athletes once 
they’re with me is to restore optimal ROM, improve function of the surrounding muscles, and 
reinforce optimal gait mechanics and dynamic movement patterns. Anecdotally, there appears to 

https://www.sandiegouniontribune.com/sports/pro-football-doc/story/2019-11-16/profootballdoc-alabama-tua-tagovailoa-hip-injury-nfl-career
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be a ton of variance with labral tears. For some of my athletes, you would never be able to tell 
they’ve sustained any injury at all. For others, it is a brutally long recovery process with a very 
ambiguous path to restoring full function. Here’s a short list of considerations with labral tears: 

 
1.)   Improve ball (femur) and socket (acetabulum) congruency 

The first priority is really quite simple, get the hip to be a hip once again. Considering the 
wide spectrum of planes and ranges of motion at the hip, we need to start by resetting 
their ground zero. There is really nothing specific about this phase for me. Not in terms of 
exercise selection, or in regard to specific planes or ranges of motion. Because of the high 
degree of variability in individual recovery, every athlete will have a different starting 
ground with labral recovery. As such, our initial goal should be to take the athlete from 
where there are in terms of stability, strength and mobility, and just work to gradually 
improve across the board. A good bit of crawling patterns, split position, and single-leg 
work should all be incorporated in the early phase. 

 
2.)  Close the deficit between passive and active ranges of motion 

The difference between passive and active ROM is an important item to assess when 
athletes are coming off injury. We want to establish a baseline for passive/active ROM 
for muscles of interest and see how they compare both bilaterally and to relative norm 
values. Rather than just seeking to improve ROM, we should rather be more interested in 
closing the gap or margin between the two. What passive/active ROM is establishing is 
essentially a relationship between what we can get to and what we can control. When 
coming off of an injury like a labral tear, we may be able to restore passive ROM 
reasonably quickly, but active ROM is likely a more challenging process. Closing the 
margin between the two is generally achieved by way of isolated strength exercises. 

 
3.)  Improve dynamic stability and coordination 

As noted, secondary responsibilities of the labrum include providing joint lubrication, 
absorbing shock/force, and distributing pressure. All of these responsibilities would 
indicate dynamic action and motor control should be a part of our restorative strength 
process. For this I like to start them out by thinking of how the hip performs in “natural” 
mechanics (i.e. gait cycle, sitting/standing, change of direction and so forth). These drills 
can be performed as structured, guided movements with boundaries to begin with, and 
then progress in to more free-flowing, unanticipated actions. Creativity is at your leisure 
on this one. 

 
4.)  Increase ranges of motion, end-range strength and monitor balance 

Last step here is to just build on what we’ve already established in the previous steps. In 
essence, working the same patterns, movements and planes of motion, but doing so with 
increased load, deeper ranges of motion, and applied tempos. Assuming there are no 
setbacks, this is really the empirical “transition” phase taking the athlete from a more 
rehabilitative-based training to a restored normalcy. 

 
One item to be mindful of at this phase is to monitor the muscular balance surrounding 
the hip. As we know, when an athlete is injured, compensatory patterns are born. 
Although this is a necessary evil for the athlete to be able to function while injured, if the 

https://www.ruderockstrength.com/blog/applying-tempos-in-strength-training-a-comprehensive-overview
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compensations are maintained past the point of injury, we can set ourselves up for 
problems. This is when you see things like repeat injuries (multiple, major injuries in 
under 1-2 yrs.), development of chronic non-specific pain, and performance decrements. 
Be sure that you are performing your manual muscle testing intermittently throughout the 
process so we can manage any unfavorable muscular imbalances and/or reinforcing bad 
patterns. 

 
SIJ Fusion, Pelvic/Femur Fractures, and Hip Replacement: 
Considering the nature/scope of this project, I’m going to lump these last three into one 
classification. Although these are obviously different pathologies, and have different protocols 
for early phase rehab, once these athletes get to us there is a ton of overlapping on what our goals 
should be. When dealing with structural injuries and dysfunctions, my primary consideration is 
load tolerance with a very close second being end-range of motion. In other words, the most 
effective treatment I can provide for these athletes is to increase the bone/joint capsule’s ability 
to tolerate and manage/disperse force. From there, progressively work to increase the joints 
global ROM, with a concentration on closing any deficits between passive/active ROM. 

 
The caveat with this group is, because we’re dealing with skeletal/structural dysfunction, there is 
typically a hard cap as to how much progress we can make. For instance, consider SIJ and spinal 
fusions, lumbar compressions, and any sort of prosthetic- if there is compromised ROM in 
particular movements/positions, there is a very reasonable chance that thing is what it is. There is 
nothing in the world of rational thinking that we can do to create more space between two 
vertebral discs. There’s nothing in strength training that alters ROM in a synthetic joint. 

 
I’ve had a few athletes that have had injuries/surgeries in this realm. The most common pelvic 
fracture in the military community occur during parachute jump landings that don’t go as 
planned. I wouldn’t say this is particularly common, however it does occur. Conversely, SIJ and 
certainly spinal fusions are extremely common. I’ll be honest in saying that my approach with 
these injuries is rather modest and indirect. In general, I think just solid, foundational strength 
training is more than adequate to improve the strength and function at these injury sites. I look at 
it this way, when you deal with a major debilitating injury such as a pelvic fracture or have major 
surgery that fundamentally augments the way your body conducts movement- a lot of shit is 
gonna change. Moreover, the rehab and recovery process from things of this nature are often 
long and brutal. As such, here is a broad overview I keep in mind with this case of athlete: 

 

1.)  Improve global resting and working postures 
I have two exercises that are inherently performed by any athlete I work with, 4-way 
band glute walks, and farmers carries. The emphasis on both of these is to “reinforce 
optimal posture”. With these injuries being where they are, reinforcing optimal posture 
and gait are absolutely critical. When athletes have suboptimal resting and working 
postures, or gait/run mechanics due to surgically repaired sites, they’re going to 
inadvertently place unconventional demand on muscles that creates undue stress on joints 
and bones. If we can improve the general postures and gait mechanics, we can help the 
body “rebalance” itself, and minimize the undue stress on the joints. 

https://youtu.be/wkwCtX495Ak
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2.)  Don’t reinforce bad patterns 
Compensatory movement patterns, non-functional asymmetries/muscular imbalances, 
and general aberrant movement patterns are all potential variables here. It’s important to 
be cognizant of how much is affected by something like a pelvic fracture. Because of 
this- especially extended time being immobilized- the muscular firing patterns and 
strength of those muscular contractions can be significantly altered. We have to put a 
premium on proper positioning and movement when training. 

 
In doing so, we will both directly and indirectly restore function and strength by 
improving everything that surrounds the area. Remember, with most of these injuries, 
whatever the outcome is post-op and post clinical rehab often is what it is. Don’t waste 
time trying to force a square peg in a round hole, just make the athlete as robust as 
possible with the present structure and capabilities they possess. 

 
3.)  Work a wide spectrum of movements and positions 

As we’ve already emphasized, we need to have a global approach. I utilize a wide variety 
of movements and work from a lot of positions with any athlete I work with. However, 
here, I want to almost double down on that. Challenge them reasonably, and of course up 
to tolerance, but have a progression to work through. Bilateral, single-leg, split position 
each offer different benefits for the hip musculature and all challenge that musculature 
differently. Upper-body movement using a variety of hand grips, bilaterally and 
unilaterally, balanced and unbalanced, each provide unique benefits for the hips. 

 
4.) Train barefoot, and change the foot position, stance, and width frequently 

On a similar note, a lot of things change kinematically when changes at the foot occur. 
Most notably, is the difference between wearing and not wearing shoes. The primary 
advantage of ditching the shoes is it allows the athlete to utilize a natural foot pattern to 
work from without the effects of shoe bracing. This promotes challenging and 
strengthening the intrinsic muscles of the foot and lower leg. Moreover, the cushioning of 
shoes mitigates the ability for the athlete to sense proprioceptive feedback. When we’re 
dealing with serious injuries like a pelvic fracture, we’re inherently dealing with 
disruption to neuromuscular innerworkings. I think there is more benefit to removing 
shoes for this reason alone, and it doesn’t get the attention it deserves. The hips will 
benefit tremendously from barefoot training when recovering from significant injury. 

 
In addition, simple adjustments like having the athlete rotate their toes in on a hinge 
pattern can increase the muscular activation at the hip internal rotators while also getting 
more eccentric loading on the external rotators (21). The opposite being true for rotating 
toes outward. Similar changes occur by either narrowing or widening the base or stance 
as well. The hinge is a good and easy one to play with. I have athletes perform hinges 
from the sumo position and typically with a MB Atlas Hold. We can also include a mini 
band around the knees to accentuate external rotators. Again, the purpose being 
challenging different hip musculature (in this case, the deep external rotators, hip 
abductors/adductors, and even hamstrings and hip flexors). 

https://youtu.be/CfGeP0diYk0
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5.)  Heavy emphasis on core strength/durability 
This point should speak for itself, but let’s highlight a few specifics here. Main item to 
consider is time spent immobilized. In some cases, although infrequent, immobilization 
of up to 6 months can occur. But irrespective of duration, any time bed ridden is too 
much time. The toll it takes on the body is tremendous, and especially deleterious on core 
musculature. Primarily due to the large cross-sectional area of extremity muscles, their 
ability to regain size and strength is relatively simple to achieve. This isn’t exactly the 
case with core muscles. As for restoring/preserving optimal hip position, the muscles of 
the core (i.e. rectus/transverse abs, multifidi, QL, obliques, etc.) are major variables in hip 
position and posture. 

 

IT Band Syndrome 
 

 
Figure 2.3: Illustration showing the 
structure of the IT Band. (Image via: 

massagespecialists.com) 

 
The iliotibial (IT) band is a thick fascial band that spans the 
lateral aspect of the thigh, crossing both the hip and knee joints 
(16). Although this is more commonly classified as a knee 
dysfunction, IT band syndrome (ITBS) creates disruption to the 
integrity of the IT band and thus the direct relationship between 
the hip and knee. Multifactorial in nature, ITBS is particularly 
common among high volume running populations, which 
obviously applies to the tactical athlete. The IT band is a highly 
dense, thick, and fibrous connective tissue with a large amount 
of fascial tissue spanning the area as well. We should also note 
that the IT band has direct fascial connection with glute max and 
the TFL (28). If there’s disruption at any segment of the IT band, 
it will invariably affect the hip in some capacity. See Appendix 
11 (page 64) for gross anatomy images of the IT band. 

 

What we typically see with ITBS is painful inflammation, chronic irritation, sensation of 
tenderness or tightness and can often be a culprit in disruptive muscle firing patterns. For 
example, ITBS is known to cause lateral tracking of the patella (28). When excessive lateral 
rotation is present at the knee, excessive internal rotation torque will be present at the hip (28). If 
athletes are actively dealing with ITBS, it can be a very touchy situation to navigate. In my 
experience, when the IT band gets flared up, it can disrupt lower extremity movement, making it 
very difficult to alleviate. That said, here are some big points to keep in mind: 

 
1.)  Respect the boundaries 

ITBS is in a way similar to something like FAI or Golfers elbow. Most of the time the 
athlete can just ‘gut’ through the irritation and wouldn’t classify as debilitating. 
However, when the sites do flare up and inflammation is chronically present, it can 
compromise a ton of movement. It’s also very difficult to mitigate, so we don’t want 
to push the area past its threshold. Respect the athlete’s feedback on pain/discomfort, 
and once the boundaries of movement have been collectively established, don’t 
exceed them. The progression to deeper ranges of motion may be slow and enduring, 
but I promise you it’s not as frustrating as having 75% of your training interrupted 
every third week. 
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2.)  Strengthen the glutes 
This probably sounds like a copout point by now, but I promise there is tremendous 
value in strengthening the glute muscles. As it applies here, we want to put specific 
emphasis on the lateral glute muscles. According to (16), weak hip abductors has 
been associated with ITBS in several studies as it has been shown to increase 
unfavorable hip IR and knee adduction moments. Strengthening the lateral glute 
muscles will not only help to maintain proper resting position of the hips, but also 
help with dynamic control. Subsequently this can help rebalance the length-tension 
properties of the IT band itself and should then alleviate the localized irritation at 
either the hip or knee joint. 

 
3.)  Refer out if needed 

Referring your athletes out to see other professionals in the field should be a routine 
practice of yours no matter if you’re a personal trainer or performance coach. Nobody 
has all the tools, and sometimes the correct (or complete) remedy is simply beyond 
our scope or ability. There is absolutely no shame in acknowledging your refusal to 
overstep your professional boundaries. Nevertheless, ITBS is a very common item to 
land in the refer out category. Treatments such as deep tissue massage, dry needling, 
cupping, manual therapy or numerous others are sometimes required for adequate 
treatment. In most cases, this will only accelerate the rehab in all, and will only end 
up with you having an athlete more prepared for training. 

 
 Hips that “just don’t move well” … 
The final dysfunction that I wanted to cover here is hips that “just don’t move right” because, 
well, who hasn’t worked with an athlete that falls in this category? What we’re thinking about 
here are hips that chronically feel “tight”, specific movement deficits, poor lumbo-pelvic control, 
or athletes who are unable to get into certain foundational positions with control or without pain. 
Most of what I’m going to outline here goes hand in hand with the previous group. In other 
words, there isn’t much specificity work required, we really just need to expose them to a wide 
spectrum of movements, under various load types, and a multitude of positions to work from. 

 
You can quickly work your way into a hole by trying to hammer specific things when it’s 
unwarranted. If an athlete has diagnosed FAI, we know what we need to emphasize primarily to 
amend the issue. When things “just don’t look right” it’s better to not guess or assume. Think of 
this in a way similar to the paralysis by analysis frame of thought. If we try to incorporate a 
bunch of specificity work without knowing, we can exacerbate the issue. To counter this, I just 
play it safe by assuming “everything needs work” and apply the shotgun approach. Here are my 
big points for this group: 

1.)  Global approach 
We still take into consideration specific items observed during their assessment, of 
course, but we really just want to have a global effort approach. We want to put emphasis 
on working from varying pelvic positions, at varying depths, with a variety of external 
loads. Working from a single-leg stance, split position, bilateral stance and so forth each 
provide unique benefits for the hips. For athletes with poor hips, simply using a wide 
spectrum of squat variations with a multitude of end-range depths and applied tempos is 
literally 90% of what we need to do. 
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2.)  Biofeedback, kinesthetic and proprioceptive awareness 
Another large component is teaching them about their body in space. One of my biggest 
coaching pet peeves is when an athlete does 1 or 2 reps and a coach immediately 
intercedes to give them an alternative or “corrective” to improve movement quality. 
When you observe aberrant patterns, your first step should always be to verbally ask the 
athlete directly- “hey do you feel yourself doing (this)? Ok, do you think you can correct 
that?”. A lot of the time, once the athlete becomes aware of it, they can control it. And 
from that point on, can build from it. In the event that they can’t, then we take secondary 
steps to adjust. 

 
Some of those secondary steps can be basic things like having the athlete watch 
themselves in the mirror, recording them and reviewing the video with them, or manually 
placing them in certain positions. Other approaches to consider are biofeedback methods. 
I will often include band feedback movements which allow the athlete to be more 
receptive to movement patterns and their variability. Kinetic RNT (reactive 
neuromuscular training) applications are also prudent here. Theoretically, RNT is a 
neuromuscular technique that allows the athlete to feel movement deviations and work to 
correct them consciously. 

 
3.)  Equal blend 

I’ve already alluded to this several times, but just to add a little more detail and context, 
let’s discuss. If we have athletes that have specific limitations, say for instance, full hip 
internal rotation of 30 on one hip, and <5 on the other, we know precisely what we 
need to address, and how to do it. In this case, this athlete would need to improve hip IR 
strength, mobility, and end-range of motion. When athletes don’t have clear deficiencies 
like this but still move poorly or suboptimally, we should approach the athlete with 33% 
in mind. Meaning, 33% of the total time you have with athlete should be spent on 
strength work, 33% on designated mobility/flexibility/tissue work, and 33% 
stability/balance/motor function. Assume it is weak or undertrained until they show you 
otherwise. When that time occurs, adjust accordingly. 

https://youtu.be/djOt8jHV2yU
https://youtu.be/-S91gKbCqGQ


 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Section 3: Assessing the Hips 
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There is certainly no right or wrong way to approach your assessment, within obvious reason of 
course. Over the last decade or so, there has been an eruption of formalized assessment protocols 
that coaches can be certified through. Broadly speaking, if these have done nothing else, the 
rapid uptick in formalizing assessments has at least made them a talking point. I recently 
published an article detailing my assessment protocol, so check that out for more general 
information on assessing athletes. For now, let’s concentrate on assessing the hips. 

 
Deficits vs Intolerance 
When I’m performing my assessment, I am broadly looking to identify any “red flag” items as 
being either a deficit or intolerant. A deficit refers to ranges of motion in certain planes, or 
isolated/independent strengths that are significantly compromised or underdeveloped in 
comparison to relative norm values. A deficit is a roundabout way of describing weakness, and 
with weaknesses, we want to address them directly and attack them up to fatigue. An intolerance, 
on the other hand, is compromised movement or strength due to pain, discomfort, or injury. 
Unlike deficits, we should avoid agitating any painful or injured sites. 

 
 
Most often with intolerances, such as FAI, it’s best to refer the athlete out to an athletic 
trainer/physiotherapist or a modality that can assist in treating the injured site. This isn’t to say 
you stop working with them, this could certainly be in addition. But when we aggravate 
movement intolerances, it can be woefully disruptive to training. Pissing off a hip flexor or firing 
up someone’s low back pain can not only impair our ability to resolve the issue at hand, but also 
interfere with our ability to train anything at all. Do yourself a favor and just adhere to the 
principle of “if it produces pain, we avoid it.” 

 
In a more general fashion, I also 
analyze my athletes through 
hypothetical injury observation. I 
try to determine if the athlete 
generally appears more likely to 
get injured because they’re too 
stiff to avoid it, or too fragile to 
endure it? Although this seems 
broad, it has actually helped me to 
organize my exercise selection 
and programming quite a bit. The 
ones who are “too stiff” get more 

mobility, flexibility, and tissue work, while the “too soft” athletes get more conventional 
strength, terminal stability, and force management work. As for the athletes who don’t jump out 
at you one way or the other (which is likely most of your athletes), then simple- they get some 
blend between the two. 

https://www.ruderockstrength.com/blog/assessing-evaluating-athletes
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Static Assessment 

 

 
When we’re assessing the hips or otherwise, everything 
starts with a static, isolated view for me. The primary 
goal during the static assessment is to collect basic 
landmarks and general structural alignment. In essence, 
the framework and foundation for movement and how 
the pieces relate to one another. It’s important to note 
that during the static assessment, we aren’t really 
looking for much. The reason being is that this phase is 

predominantly a rehearsed interview. When we have an athlete strip down to compression 
garments to perform a highly focused, 360 analysis of them, they are very much aware they’re 
being assessed. This gives them the opportunity to stand with “perfect” posture, potentially 
masking any weaknesses or imbalances. For this reason, I take much of this first set of 
observations with a grain of salt. See Appendix 3 (page 60) for detailed hip assessment template. 

 
static OBSERVATIONS 

Assessment Significance 
 

Location of ASIS 

Assessing from the frontal plane view, we are looking at the crest of the iliac spine on the 
R and L hip. We’re looking for an obvious difference in hip height (>~6 mm), which can 

be indicative of lateral pelvic tilt, weak lateral glute muscles, chronically shortened 
QL/Obliques, or a leg length discrepancy. 

Degree of 
anterior/posterior tilt 

Assessing from the sagittal plane view, we’re looking to see if there is an obvious 
excessive degree of pelvic tilt, either anterior or posterior. Normative value for anterior tilt 

is commonly described as ~15 with >30 being defined as excessive or problematic. 

 
Position of patella 

Assessing from the frontal plane view, we are looking to see how the athlete’s patella sit 
in resting posture. Lateral or medial patellar tracking can give us indication that the hip 

may be misaligned or compromised in some way. Lateral patellar tracking is often 
associated with IT band syndrome and excessive IR moments at the hip. 

 
Distance between 

hips/ribs 

For this I will use my fingers to measure the space between the crest of the iliac and the 
bottom of the rib cage. In theory, we should be able to get 3-4 fingers between structures. 
A closing between the two can be indicative of lateral pelvic tilt, in which case one hip is 
hiked (migrated superiorly). This can also suggest QL/Oblique dysfunction due to altered 

rib position. 

 
Position of feet 

The feet can tell us a lot about the hips. The first thing I look for is presence of 
overpronation or oversupination. What this could tell me is where the hips experience 

more or less internal/external rotation torque. I also look for degree of internal/external 
rotation at the foot, which also tells me about the torque experienced at the hip. 

 
On the Table 
Once we’ve collected our landmarks, our next goal is to see 
how those landmarks interact and function in isolation. 
Where the static observations are giving us landmarks, table 
assessments are giving us boundaries for those landmarks. 
In addition, it allows us to get a general ‘feel’ for how the 
athlete moves. Removing gravity gives us a better 
opportunity to how the tissues & structures interact. For 
those of you that work with a population that has a high 
frequency of injury, this is even more important. 

https://youtu.be/ZWXEPxHYZHw
https://youtu.be/Mt2PVhJVW_M
https://youtu.be/Mt2PVhJVW_M
https://youtu.be/j6v1hHm3nts
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This next phase of the assessment is a combination of passive and active testing which should 
give us better insight as to what we’ll need to program. Broadly speaking, with passive ROM 
testing I’m checking to see how far the joint/tissues are able to move. This demonstrates the 
tissue’s extensibility and the structures pliability, and thus how much designated flexibility & 
mobility work to program. Active ROM testing is assessing the athletes localized strength, end- 
range stability, and motor control. Thus, telling us how much stability and balance/motor control 
work the athlete needs. Lastly, I’ll perform manual resistance testing, in which we’re assessing 
the muscles contractility and general baseline strength. As expected, this tells us how much 
conventional and isolated strength this athlete needs. 

On the table 
Assessment Significance 

 
 

Hip Scour 

The hip scour or ‘grazing’ is a basic assessment to check the fluidity of the joint itself. 
Typically, I’m not looking for anything specific here, but rather just getting a general feel for 
degrees of freedom and joint continuity. We’ll often notice some catching or clicking, which 

may or may not be a sign of labral/capsule damage, structural blockage, or presence of 
guarding. I perform this with and without joint distraction. 

 
Passive ROM 

Passive ROM tests are performed to assess the joint and tissues ability to move into end- 
range. This broadly shows us how much flexibility, mobility and soft tissue work the athlete 

needs. I will often address passive ROM deficiencies in warm-up and intraset work. 

 
Active ROM 

Active ROM tests are performed to assess the athlete’s ability to voluntarily move and 
stabilize the joint. This gives us indication of how much stability and motor control work to 

include in programming. Active ROM deficiencies can be addressed predominantly in warm- 
up and intraset work as well. 

 
Manual Testing 

Manual resistance tests are performed to assess the athlete’s baseline muscular strength. In 
some smaller capacity, we can also get some insight to their CNS function as well. The 

athlete’s ability to fire and relaxes the contraction voluntarily is something to be assessed. 

 
Sling Testing 

Sling testing is essentially a manual resistance test to determine the function and contractility 
of the anterior, posterior, and lateral slings. In my experience, this is a very important 

assessment, and can often uncover explanation for undefined pain and/or dysfunction. Sling 
work is predominantly addressed in my accessory and auxiliary work. 

Note: Common sites for passive/active ROM and manual testing include the following: -Hamstring/Quad 
-Internal/External rotation   -Flexion/Extension -Ab/Adductors   -Trunk Flexion/Extension  -Psoas/Glute 

 
Dynamic Assessment 
We’ve collected our landmarks and identified our initial boundaries, now it’s time to observe 
how it all moves in motion. This is the more natural and telling aspect of the assessment. With 
both the static and table segments, we’re putting the athlete in specific, often non-functional 
positions to isolate very specific components. With dynamic assessments, we are provided with a 
(mostly) unmasked, organic demonstration of how the athlete moves. 

 
With that, I also feel it’s important to film dynamic assessments if appropriate/possible. No 
matter how many athletes you’ve assessed, or how long you’ve been doing this, it’s impossible 
to catch everything at first glance in a 15-minute assessment. There’s a lot going on in something 
like a gait cycle or SL hinge pattern, so if we can go back and watch for different things it gives 
us even more of an advantage. I also feel it’s helpful to have conversations discussing certain 
movement observations with the athlete. This is a good opportunity to then show the athlete as 
comparison later on down the road to show them specific improvements in movement patterns or 
ROM’s. In any event, this portion should be free flowing, less cueing and more letting the athlete 
show you who they are and what they got. 

https://youtu.be/6KIoHjqVQbY
https://youtu.be/Mn_aEP7aeDk
https://youtu.be/pMfCV5h7_NM
https://youtu.be/-QcVLv6KFY4
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Figure 8.1: Animation of basic structure 
of the fascial slings. As shown, the image 
on the left represents the anterior sling 
(oblique + adductor) and the right shows 
the posterior slings (lat + glute). (Image 

via: The Prehab Guys) 

DYNAMIC OBSERVATIONS 
Assessment Significance 

 
Gait cycle 

I have my athletes walk, jog and in some cases run to assess gait. Be sure to have them out 
of their shoes (unless running) so you can observe the natural foot pattern. Also know, as 

the athlete speeds up the more likely problems begin to expose themselves. At the hips, I’m 
looking for presence of lateral hip sway, lumbo-pelvic control and degree of pelvic tilt. 

 
 

Crawling 

Crawling gives us the best ability to assess pure lumbo-pelvic stability under enhanced 
motor control demand. I’ll also have them perform lateral and reverse crawls, checking for 

their ability to move and stabilize in multiple planes. This also gives us some insight to 
general motor function capacity. In all directions we want to note the presence of rocking 

or tilting at the pelvis as they move, along with excessive lumbar flexion or extension. 
 
 

Split squat/lunge 

Split squats and lunges are the best way for me to assess the mediolateral structures of the 
hip. Additionally, this is a great assessment to determine the relative limb lengths and how 
this influences their various squat patterns. What I’m looking for primarily here is presence 
of excessive lateral knee tracking in the rear leg and dynamic knee valgus on the front leg. 

This tells me the demand for strengthening the lateral hip muscles. 
 
 

Bilateral Squat 

Bilateral squat assessment is honestly more of a litmus test for me. I’m having the athlete 
perform these mainly to see if we’re going to be able to perform bilateral squatting without 

risk or a host of issues to clean up. In addition, I’m looking for general pelvic control 
throughout the squat (i.e. posterior pelvic dump at the bottom). Additionally, I’m keeping 

an eye for lateral shifting during descent/ascent, presence of valgus knee and/or foot 
collapse, and general spinal integrity. 

 
 

SL Balance/Hinge 

The hinge provides a baseline for general stability, motor control and ability (or 
familiarity) to training on one leg. Primary points of interest here are any presence of T- 
sign, hyperextended knee posture, lumbar lordosis/anterior pelvic tilt, or posterior pelvic 

tilt. If it looks more like simply a lack of familiarity, I won’t have much precaution in 
training. If it’s more mechanical or tissue restricted, we annotate accordingly. 

 

I mentioned a quick note on assessing the fascial slings above. 
To expand on that a bit, what I’m looking for with these 
assessments is essentially the continuity between contralateral 
structures and their ability to contract. The fascial slings have 
significant contributions to common sport and task demands 
like sprinting, jumping, throwing, bounding, etc. Additionally, 
the inherent contralateral relationship places an increased 
demand on the motor control and vestibular systems as well 
(12). In my experience, I’ve noticed that athletes will often be 
very strong on one side (i.e. right lat muscle & left glute 
muscle) and very weak on the other. This is especially the case 
when athletes have had major injuries/surgeries. 

 
I know this is a sensitive topic for some, but in my opinion, this 

is a red flag for injury potentiation and compromised performance. When one side of the body is 
significantly (operative word) overly dominant, we begin to subject the body to repetitive, 
unfavorable sheering forces. In a lot of cases, asymmetrical dominance aggregates as it 
progresses, causing greater disruption to resting length-tension relationships. In essence, chronic 
unilateral pulling can have consequences. The more reliant or adapted to misalignment the 
athlete becomes, the more inclined they are to exacerbate their dysfunctions by relying rather on 
compensatory patterns. But the key to this is to determine what you deem to meet the criteria of 
significant, and how it relates to your population. As always- it’s all relative. 

https://youtu.be/XDEs6m7daIo
https://youtu.be/eAmlo1cHSFk
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Bringing it all together 
All in all, the goals of the assessment are to collect basic biomechanical observations, get an idea 
of how the athlete moves in space, and establish functional boundaries. We can help to identify 
those boundaries by looking at the deficits & intolerances and help ourselves program for the 
athlete by analyzing stiffness & fragility. What we’re additionally interested in is, broadly, how 
“x” relates to “y”. How does the left adductor relate to the right glute? How does posterior pelvic 
tilt affect the psoas? How does overpronation at the right foot affect the left hips ability to 
internally rotate? 

 
For all intents and purposes, these could be rhetorical questions. The amount of significance you 
put into your findings is entirely at your discretion. What I mean by that is looking at something 
like asymmetrical imbalance; some coaches believe it has absolutely zero impact on function or 
performance, while others (including me) believe that there is a fine tipping point between 
functional & non-functional asymmetries and that this can impact performance. So, when you 
have an athlete with a “weak” glute or “tight” psoas, only put as much work into them as you 
deem necessary. The important part is that you’re at least assessing and screening these items. 

 
My overarching goal is taking an athlete from injured to less or uninjured. And for those who 
aren’t specifically injured, identifying weaknesses and deficiencies in their expression of 
movement and make them stronger. In either case, we should have a thorough assessment 
protocol that considers a multitude of factors. It’s equally important to have an interview process 
with them to collect as much detail as needed on previous injury sites, training goals, and 
training history. Our attention to detail is sometimes what separates success from not. Be sure to 
consult with other coaches or outside practices on anything you aren’t familiar or comfortable 
with. Additionally, be fully transparent and willing to converse with the athlete on what you’re 
doing, and also share any potential findings that may be of interest or importance to them. 

 
On a more tangible note: 
-Assessments performed on the floor should be done without shoes, and with minimal clothing 
(within reason of course). 
-Static → Table → Dynamic 
-SL balance is a great assessment for glute med/min. strength, general motor control, and 
multiplanar stability. This also gives good insight to how the hip and foot interact. 
-Grazing or scouring of the hip is a good way to assess the general continuity and integrity of the 
hip socket and labrum. 
-Take particular note when athletes have large differences between active and passive ROM. 
-Identify deficits vs. intolerances and understand where your thresholds exist. 
-Is this athlete more likely to sustain injury because they are too stiff to avoid it or too fragile to 
endure it? 
-Most hip flexors are weak as much as they are “tight”. 
-Glutes may not be “underactive” but they damn sure can be weak in a lot of athletes. 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Section 4: Muscles of interest 
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As I hope you’re beginning to see by now, it’s imperative to understand the relationships and 
synergistic function of independent muscles when we go to program for specific dysfunctions. 
On one hand, we want to emphasize the areas of need to help the athlete restore strength and 
function. But on the other, we also need to maintain effective training that produces results. 
Knowing your anatomy is one thing, but understanding the interactive relationships is another. 

 
Training the Psoas 
The psoas muscle is the most prominent of the hip flexor group and is involved in a myriad of 
common sport and functional movements. One of the biggest misconceptions surrounding the 
psoas is that it is “tight”, often allowing it to be the main culprit in hip or low-back pain. 
Although I’d be inclined to agree that this muscle is often chronically shortened (especially in 
the general population), the remedy for “tight” muscles isn’t always to stretch it. In a lot of cases, 
this muscle is equally weak and underdeveloped. When we think about a tight muscle, we need 
to recognize that the length-tension relationship has been compromised. What this means is that 
while yes, we may need to implement some stretching and soft tissue work, we’re not going to 
solve our problem until strength has been restored. See Appendix 6 for more detail (page 62). 

 
A primary variable when analyzing hip flexion is the trunk position. As highlighted by (11), any 
muscle that has the ability to flex the femur relative to the pelvis, also has the ability to flex the 
pelvis (or trunk, really) relative to the femur. The trunk and torso position are critical factors 
when strengthening the psoas and flexor muscles. By simply changing the inclination of the 
trunk, we change what core musculature and even which flexors are predominantly being 
emphasized. Considering the role of the trunk in promoting optimal posture/position for the hips, 
we want to address this relationship early on with our athletes. 

 
There are a few key differences between hip flexion in the 
supine position vs. single leg. While lying supine, the legs are 
no longer in the equation, which means the spine is no longer 
responsible for weight bearing or structural support. This also 
gives the flexors a better opportunity to fire because the pelvis is 
“fixed” in a neutral position, allowing us to promote neutral 
lumbar spine. Additionally, there is less demand for motor 
control, the reduced demand for global proprioceptive alertness 
also plays a factor. It is rather common for athletes to have 
strength in certain positions, but not others. 

 
 
 
 
 
 
 
 
 

Figure 4.1: Example of what weak hip 
flexors may look like in a SL Stork hold. 

Notice the presence of chest/torso 
collapse, limited active hip flexion, and 

forward head posture. 

When athletes go into hip flexion from a standing position, there 
is a tendency for the athlete to collapse the chest and almost bow 
the low back away from the body (shown to the left). Possible 
reasons for this could be a functional weakness of the psoas, a 
lack of anterior core strength/stiffness, weak trunk extensors, or 
some combination. Considering the attachment site of the psoas 
on the anterior surface of the lumbar spine, the psoas can be in a 
disadvantageous position to contract while in the SL stance 
because it will be required to be more of a spinal (lumbar) 
stabilizer as well. 
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Figure 4.2: Illustration showing the relationship between the flexors and 
anterior core muscles. Specifically, the consequences of rec fem becoming 
overly dominant due to underdeveloped core muscles. (Image via: (11)) 

Similarly, the rectus femoris (rec 
fem) also crosses the hip joint, 
meaning if we have the athlete in a 
more upright trunk position, we will 
engage (lengthen) more of the rec 
fem. The significance of this is huge 
if we are trying to optimize psoas 
activation. The rec fem also crosses 
the knee joint as an extensor. So to 
train the rec fem as a flexor, you 
have to work the hip flexion action 
without the presence of knee flexion 
(i.e. fully extended leg). If the pelvis 
is inadequately stabilized, the rec 
fem will take control over pelvic 
alignment and pull the pelvis into 
excessive anterior tilt (11). The 
result of this could be ultimately 
reinforcing a suboptimal pattern. 

 

What we want to do (especially in early phases) when restoring hip flexor strength and function 
is work predominantly out of the supine position. In the supine position, we’re giving the athlete 
the best opportunity structurally between anterior core muscles and hip flexors which 
theoretically should promote optimal intermuscular coordination at this phase. Recall a primary 
role of the anterior core muscles is reinforcing appropriate posterior tilting of the pelvis, thereby 
mitigating any presence of lumbar lordosis (29). The supine position also promotes the most 
advantageous position (decreased neural demand) for our athlete to isolate and strengthen the 
psoas. See Appendix 7 (page 62) for exercise progression. 

 
The first progression from supine would be a ½ kneeling position. A favorite go-to of mine in 
this position is the ½ kneeling psoas lift. Moving the athlete to the ½ kneeling set-up challenges 
the hips in a different way, as medial-lateral stability is now introduced to the equation. This 
demands a synergistic activation of the flexors, extensors, ab/adductors, and internal/external 
rotators in contrasting fashion. And of course, the anterior core is still very much at work here, 
but now working synergistically with the lateral and posterior muscles of the core as well. 

 
Another early phase consideration is to load the psoas eccentrically. Eccentric loading is the 
premiere way to restore muscular hypertrophy or increasing the actual size and density of the 
muscle fibers (1). In cases of athletes coming off of injuries, there is a good chance some 
muscles have atrophied due to lack of activation. As such, we not only need to increase the 
strength capabilities of the muscle, but also the muscle size and volume as well. Eccentric 
loading offers tremendous benefits for the tendons alike. 

 
I feel it’s important to implement a variety of angles, and with varying degrees of hip flexion. 
For instance, performing both hi-box step-ups and front foot elevated (FFE) split squat variations 
to work the athlete in deep ranges of hip flexion. Although note that with the hi-box step-up 

https://youtu.be/TG_LaLRPZGs
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we’re getting more concentric and eccentric loading on the flexors, whereas in the FFE 
variations it’s more isometric loading emphasis. We can then progress the athlete by introducing 
specific transverse plane movers as well. An example would be performing a FFE SS w/ toe in 
foot pattern to increase the internal rotation moment at the hip. Another subtle way to include 
this is simply changing the angles they step at during their gait cycle. A good option for this is 
Reverse Band Walks taking particular notice of the angle at which I’m stepping back at. One 
benefit with this exercise is that we get slightly more eccentric stress on the internal rotators as 
we step back into extension against the band resistance. But subtle adjustments like these can 
often make profound differences in training outcomes. It’s important to layer your training with 
the details. 

 
Training the Glutes 
The glutes are much simpler to accommodate for in training. A large part of this is because well, 
they’re involved in damn near any position you work from. The glute muscles, glute max in 
particular, should be cued and emphasized on almost all movements performed on the floor. 

 
Cueing and effectively 
incorporating glutes on 
almost everything you’re 
coaching can have enormous 
carryover to performance 
and function. We also want 
to challenge the glutes in all 
planes of interest. What I 
mean by this is we often see 
situations where coaches get 
overzealous with extension 
and ignore frontal (and 
transverse) plane 
responsibilities. Ignoring the 
glutes in the frontal plane 
especially can have 
deleterious effects on 

performance. Recall that the primary function of the lateral glute muscles (glute med/min) is to 
provide frontal plane stability and account for medial-lateral torque produced at the hip (11). 
Nevertheless, I like to put a priority on addressing the muscles in this plane. A few of my more 
common variations include lateral band walks, Side Planks w/ Abduction, Deficit Curtsy Lunges, 
and Dynamic Lateral Sled Push. 

 

Strengthening these muscles will most importantly improve pelvic stability and control during 
gait cycle/running/sprinting. Additionally, improved pelvic alignment, squat and deadlift 
strength, and single-leg stability/balance are all noteworthy as well. What’s more, according to 
(11), the tendon of the glute min also attaches to the anterior and superior capsule of the joint and 
could help assist in retracting the capsule at extreme ranges of motion, potentially perturbing the 
onset of capsular impingement. This is a fancy way of saying that increased end-range strength 
and stability are also at play here. 

https://youtu.be/VA6XtUuAYE0
https://youtu.be/QwMld8H8Adc
https://youtu.be/uSivKfyIiQM
https://youtu.be/wq8D0IDKYUI
https://youtu.be/_fx-_KDCN_E
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As for extension-based movements, we want to make sure the athletes extension pattern is 
coming from the right places, in the correct order. When we check hip extension, we should see 
the glute max (primary mover), hamstring (secondary mover), and contralateral QL (primary 
stabilizer) contract in that order. This pattern is often disrupted, in which the QL or hamstring 
will fire prematurely. This not only creates an extension deficit but could also bring a few things 
into play. First is the hamstring being overworked in hip extension, which could compromise its 
ability to contribute as a knee flexor- this can really impact gait. Additionally, the QL being 
overworked can lead to chronic NSLBP, due to excessively pulling on the spine. We approach 
this the same way we do the flexors. Introduce less-demanding positions and movements early 
on, and gradually progress as the athlete is able to tolerate. We can use the glute bridge as a 
simple example. Early phase we would put them in a supported position and work bilaterally. 
Next step would be to reduce the support and move to a single leg. From here, we can go several 
different ways (i.e. apply load/tempo/bands), but it’s vital that the progressions don’t retract the 
work of restoring the correct firing pattern. 

 

Training the Adductors 
 
 
 
 
 
 
 
 
 
 
 

Figure 4.3: Excerpt from (11) describing the role 
of the adductors during complex movement. 

 
Training the adductors in the frontal plane (i.e. into 
adduction) is fairly common practice in most (good) 
facilities. However, what is often overlooked in this 
group is their roles and functions in basically any other 
plane of motion. As outlined to the left via (11), during 
rapid or complex movements involving both legs, the 
adductor muscles are bilaterally and concurrently active 
while contributing to pelvic stability. This is also most 
frequently in reciprocating fashion, which I feel 
emphasizes the importance of applying varying tempos 
to adductor work. 

 
I look at the adductors as the underpinning to optimal hip 
function. Not only because of their contribution in 
multiple planes of motion, but also due to the length and 

orientation of these muscles. I feel that when other major muscles like hamstrings, quads, or 
glutes aren’t fulfilling their role as primary movers, the adductors take up the slack in a manner 
they aren’t particularly designed for (i.e. adductor magnus shifting from secondary to primary 
mover for hamstring flexion/extension). In a similar regard, this also makes the adductor group a 
frequent culprit for contributing to compensatory patterns. Consequentially, the area is then 
subject to becoming overly taxed and ultimately shortened/tightened and fibrotic. 

 
What I’ve found a lot of success with when 
targeting the adductors, is (again) by 
varying the stance or position you have your 
athlete working from. For example, consider 
an athlete who has short/tight adductors. I’ll 
have this athlete perform a ton of work out 
of the sumo position to emphasize eccentric 
and isometric loading on the adductors. 

https://youtu.be/c6j-0_0Y5v8
https://youtu.be/jvBUpmvYGWo
https://youtu.be/hjl6u55EhDo
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Everything from DB Goblet Squats, KB Sumo Lift-Off, and even DB OH Pressing. For coaching 
the sumo position, I like to emphasize squeezing the ground with the feet while favoring 
supination/external rotation, drive the knees out over pinky toes, and “squeeze a grapefruit” 
between the upper thighs. For athletes with tight, fibrotic adductors (such as myself), this is great 
to simply open the pelvis up and put things in a position they rarely experience. 

 
The inherent demand for triplanar stability when working out of the SL stance makes SL work 
non-negotiable for the adductors. The adductors are working primarily as a stabilizer in the SL 
stance, so consider the benefit to isometrics. We also want to start to add in elements of rotation 
where prudent. A great one I’ve stolen directly from Vern on this is the SL Airplane w/ Plate 
Rotation. With this variation, we are taking the athlete into controlled pelvic rotation on top a 
fixed femur, while stressing the internal rotators and adductors eccentrically. The mechanism of 
most sport actions involving cutting or change of direction occur in this fixed femur/dynamic 
pelvis manner. Because the adductor group is also involved with transverse femur movements 
(i.e. internal/external rotation), I’ll add rotational variations where we specifically want hip 
internal/external rotation. Various rotational hinge patterns, chop variations, and rotational split 
squats/step-ups are all good options for establishing foundational stability and introducing 
angular movements. As the athlete continues to develop a solid foundation, higher velocity 
movements should then be included. My go-to options typically include a variety of Landmine 
and med ball variations to emphasize the velocity and torque aspects. 

 
Strengthening the adductors isometrically is key. As we already 
touched on, Copenhagen plank variations are great for 
foundational frontal plane strength. Building from there, though, 
we want to again think in more natural positions. This can again 
be achieved predominantly through a combination of SL and 
rotational/anti-rotational modalities. Think about something like 
a SL Palloff Press for example. This is a great foundational 
strength piece for the adductors because we are challenging 
them not only in the frontal plane as stabilizers, but now we’re 
also challenging them to resist being pulled into external 
rotation. The bonus with this exercise is simply by switching 
which leg is the stance leg, we will create an emphasis on the 
external rotators by forcing them to resist being pulled into 
internal rotation. 

 
 
 
 
 
 
 
 
 

Figure 4.4: Example showing how we 
can integrate specificity simply by 

adjusting stance/position. Top image 
shows Palloff Press w/ Abduction bias, 
while bottom image shows Adduction 

Lastly, we can also challenge the adductors in deeper ranges of 
hip flexion. By going deeper into flexion, we are going to now 
work more of the adductor brevis and longus as these are the 
two that contribute to flexion. For this, I will usually start with 
something like a Banded Hip Flexion w/ IR Bias. I like this 
particularly because it promotes all the benefits of the supine 
position outlined earlier. Variations like a Band Hip Extension 
w/ Adduction Bias, or Split Squat w/ Adduction Bias are also 
great options for warm-up or intraset work and offer an 
increased demand for motor control. 

https://youtu.be/1DI5lAE5EFM
https://youtu.be/POLg74oFuZo
https://youtu.be/GZS4pGM05xs
https://youtu.be/a45Vvm6twuw
https://youtu.be/a45Vvm6twuw
https://youtu.be/6kiGKWS2xfY
https://youtu.be/HGzkAP2hbTU
https://youtu.be/W-EWz9M0E_Y
https://youtu.be/kZhxz7rAOPI
https://youtu.be/kZhxz7rAOPI
https://youtu.be/y9kmsTTQ6vc
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Training the QL 
The QL can be a difficult muscle to emphasize or ‘target’ in training. But, due to its attachment 
sites on the hips, spine and ribcage, it is involved in almost any conventional movement pattern 
in some capacity. Recall primary actions of the QL include ipsilaterally raising the hip, 
depressing the rib cage, lateral bending and resisting spinal deformation (27). The QL also plays 
a significant role as a synergist in which it assists in spinal stabilization and bracing and 
stabilizing the pelvis during terminal hip extension (11). The biggest point of interest with the 
QL, especially when working with athletes coming off of injury, is to ensure that the QL is firing 
in the correct sequence and not contributing to manufactured compensatory patterns (as outlined 
above). Before re-establishing the proper firing sequence, we want to first focus on developing 
foundational strength. Any movement from a crawling position, bird-dogs, and isolated hip hikes 
are good places to start. We can also introduce lateral bending and torsional movements like the 
Landmine Hinge-to-Bend, or Band OH Press w/ Bend. These are good introductory variations 
because they don’t require much external load. 

 
We’re also going to get a lot out of single-leg and contralateral based movements with good 
posture and movement execution. I will work in movements that are designed to bend and move 
in peculiar angles. Considering the irregular pennation of the QL and its orientation makes me 
inclined to believe it needs to fire in a multitude of ways. In addition to the two noted above, I 
will also include a multitude of chop and rotational patterns, as well as anti-rotational and anti- 
bending exercises. Not to overgeneralize, but the QL is something that is normally not firing 
properly or fully in the majority of athletes I see. Once we get this corrected, it has helped 
mitigate NSLBP, realign hip balance, and also improve hip extension. Here is a short progression 
video for QL exercises: QL COMP 

https://youtu.be/Ck-izoKoWio
https://youtu.be/UiHQSsbxufA
https://youtu.be/sIimi0o-2Wg


 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Section 5: Training considerations 
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When we’re working with an injured population, there are additional considerations required to 
properly cater to the athlete. Understanding where they are in their rehab phase, or perhaps how 
deconditioned they are, need to be considered for our training and programming. Overstressing 
the athlete too early or too soon can have consequential effects on training and create additional 
setbacks. Under stress them, and we risk not sufficiently strengthening the athlete before 
returning to play/duty and ultimately provide them with false confidence. Our overall goal is to 
amend injuries and improve muscular deficiencies without compromising present strengths. 

 
ROM Considerations 
As we discussed, I organize limitations as either movement intolerance or deficiency. Intolerance 
is suggestive of pain or discomfort associated with particular movement patterns (i.e. flexion 
intolerance). With this case, we want to avoid the area and be very mindful of not overstressing 
the athlete. Conversely, movement deficiencies we want to attack directly, which I consider to be 
things like significant differences between active and passive ROM or functional weakness. 
Additionally, here are a few basic rules I try to stick to: 

-If something produces pain, get away from it immediately. There is no “pushing 
through” when the chief goal is to restore strength and function. 
-Path of motion first, range of motion second. 
-Don’t assume every day will be the same. 

When athletes are coming off of injuries such as 
impingement or a labral tear, there are going to be 
unforeseen barriers and restrictions. Even after the 
athlete has completed formal rehab and physical 
therapy, problems and limitations will still arise. It’s 
important that we are able to discern between 
movement intolerance and deficiencies accurately. If 
and when applicable, always be respectful of 
movement restrictions and be ready to be patient. 
We always have a plan for training, but that plan is 
always able to be regressed or modified as needed. 

 
If the athlete is in constant pain while trying to move (and ironically, amend injuries) we’re 
doing them a disservice. By inducing site-specific pain through exercise, we are effectively 
reinforcing to the CNS that these are not good positions for the athlete to be in. Moreover, when 
athletes are unsure of their movement, pain receptors can be heightened potentially increasing 
the athlete’s vulnerability. Somewhat of an anticipatory pain response can interfere with the 
athlete being able to fully focus and thus, own and optimize the movement. So, collectively 
stated- we don’t push through pain as this only reinforces guarding the area and exciting the 
nervous system, reinforce confidence with your athletes, and let the athlete’s performance govern 
your progression rate and model. 

 
I try to abide by the principle of path of motion first, range of motion second. This is my way of 
introducing gradient range of movement to avoid inducing pain, while also promoting the proper 
form and technique. Let’s say an athlete is having trouble maintaining tension throughout a 
goblet squat due to poor bracing mechanics and over caution. Frist, I’ll have them perform goblet 
squats with a band assistance to help them feel the proper end-range position with reduced load. 

https://youtu.be/alY_0N44wZ0
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This not only literally reduces the body mass throughout deeper ranges of the squat, but also 
increases their confidence to be able to do. As they’re ready, I’ll remove the band and have them 
do partial ROM or half ROM, until they exhibit the proper position. Then we introduce full 
ROM and progressively increase external load from there. For some athletes, what was an 
unloaded goblet squat in week 1, may be a barbell back squat by week 6. For others, we may 
only ultimately progress to a heavier DB goblet squat with full ROM. As always, it all just 
depends. But it’s important that the athlete dictate the progression model, not what you type into 
an excel sheet. 

 
This point also applies to designated mobility and flexibility drills. Think about something 
simple like a 90-90 Knee Drop. Even though this seems very simple to grasp, there is still quite a 
bit going on. At the forefront, the requirement for full hip internal rotation on this makes it 
challenging for many athletes. Rather than just having them plop down and force their knee all 
the way down to the ground, create barriers. For instance, some athletes may need to support the 
upper body by putting their hands down. For others, getting the knee all the way to the ground 
just may not be feasible. In these cases, we would give them a structural barrier like a couple 
foam pads so the end-range isn’t excessive. The point being, no matter if it’s a back squat or an 
isolated mobility drill everyone isn’t built the same, and therefore, cannot be coached the same. 

 
The final consideration here is the variability to movement on a daily manner. There are several 
factors that collectively contribute to active and passive ROM. Tissue temperature (blood flow), 
extensibility, tissue hydration, contractility (CNS function), among several others are all at play. 
We need to consider how these intrinsic factors will influence day-to-day movement. 
Additionally, extent of the injury, age (biological and training age), prescription medications, 
training history prior to injury, sleep, and hydration can all be influential on how the athlete 
moves on a daily basis. You should also be aware if the athlete is using any pain numbing 
topicals, medications, or has recently had any sort of cortisone shot. We don’t want to push end 
ranges of motion that are being masked by numbing agents, as this can have serious 
consequences down the road. 

 
Isolated vs. Global 
In a sense this is akin to the “part-whole-part” method of instructing or teaching. I utilize this 
strategy beyond rehabbing injuries, however, I’ve found particular success with this approach for 
restoring function and strength. Just as it’s described, the approach here is simple: work a muscle 
in isolation, work that same muscle in more of a global pattern, circle back to step one with 
different stimulus and variables. Let me give you an example using an athlete with hip IR deficit: 

 
Isolated vs Global (example using athlete with Hip IR deficit) 
Step 1: Supine Hip Flexion 
Step 2: DB Crossover Step-Up 
Step 3: Band SL Hip IR w/ Foam Roller 
Step 4: Lateral Hi Box Step-Up 

 
In my view, this approach just makes sense. We want to isolate the area of interest to make it 
work for itself first to ensure functional baseline strength is present. Then, we want to stress the 
area globally to be sure that we aren’t getting faulty or compensatory movement patterns. The 

https://youtu.be/K_-yEnDkoYg
https://youtu.be/4W8va0Y4G3w
https://youtu.be/cfAmwXg7LUI
https://youtu.be/bNFPkv-x9WM
https://youtu.be/Pf_BNrlhiMs
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way and rate at which we progress through these steps is unpredictable. Where some athletes 
may need 2-3 weeks using just steps 1 & 2, other athletes may only need 2-3 days. Once the 
athlete is proficient with the smaller isolated exercise, change it or make it more demanding. 
Once the athlete is proficient with the global movement, change it or add variables to it. It’s 
really as simple as that. 

 
Major takeaway point here is again we see that this is a blend or a spectrum, not one or the other. 
Even athletes who are still very weak or uncomfortable in a variety of positions need to find 
ways to challenge the system. This is a really great opportunity to include partial ROM 
movements and/or band unloading approach (more on that in a second). I genuinely encourage 
you to utilize creativity or abstract thinking in these cases when required. Rehabilitative training 
has historically been extremely rigid and dare I say dogmatic. Just because an athlete is coming 
off an injury doesn’t mean we need to envelop them in bubble wrap and restrict them from 
anything beyond a mini-band and foam roller. We MUST challenge the system in as many ways 
as necessary, and more importantly coach and treat the athlete as if they AREN’T injured. 

 
Assisted/Unloaded Movements 
The inclusion of resistance bands as a training implement has become increasingly popular over 
the years, and rightfully so. Bands offer a tremendous amount of value and can be applied in a 
wide variety of ways. One of those applications, which I feel is more underutilized, is using 
bands to assist or unload the movement. Here are some common examples: Band Assist Comp 

 

We’ve all had athletes tell us something along the lines of “I just can’t get past (this) point on 
that movement” … insinuating there is some kind of structural block impeding their ability to 
move through an entire ROM. In some cases, this is absolutely true. Like we’ve already 
established, some athletes can have a structural block like a cam or pincer at the hip that 
physically stops them from going into deeper ranges of hip IR. When this is truly the case, 
absolutely nothing we can provide them will change ROM. However, more often than not, it 
isn’t a structural limitation, meaning it must be “something else”. Other times, the movement or 
exercise is just too demanding for the athlete, even just as a bodyweight variation. This presents 
another opportunity to use bands as a means to fit the exercise demand to the athlete’s ability. 

 
Let’s use the step-up/down as the example here, and let’s hypothetically assume the athlete has 
difficulties reaching deep ranges of hip flexion. We’ve already cleared them for structural 
blocks, and they are pain free in flexion patterns but just can’t get past 90 actively. By adding 
the band to the mix here, we’re effectively unloading the athlete’s body mass, so arbitrarily a 200 
lbs. athlete doing a step-up w/ band assistance is probably closer to a true 150 lbs. In doing so, I 
believe it allows some deeper muscles and tissues that surround the joint to contribute to the 
movement that wouldn’t or can’t otherwise. I also believe there is somewhat of a psychomotor 
element at play here, where the nervous system is “reawakened” to the new ranges of motion. 

 
When used in this manner, the bands should be on the heavier side. Obviously, the heavier the 
band tension the more assistance we’re providing the athlete. So in other words, this would be an 
inverse progression scheme, in which the progressions would be increasingly lighter band 
tension working our way back to bodyweight. Once we get back to sufficient movement at 
bodyweight, we can then begin to add external load. 

https://youtu.be/oPKFHZP39wM
https://youtu.be/7IDlpXMOFA4
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Benefits of the Split Stance 
When compared to conventional bilateral squatting, split squats have been shown to promote 
increased hamstring, external oblique, and glute activation (19). Interestingly, at least in this 
study, there was no significant difference between bilateral or split variations with regard to quad 
activation. Moreover, when compared to back squats in particular, split squats were shown to 
have similar muscle activation for rectus abdominis and erector spinae (21). With regard 
muscular activation and forces experienced at specific joints, the split squat appears no different 
than back squats in that the step length (distance between front and back foot), trunk angle, and 
individual anatomical structure are typically the most influential factors. 

 
An added advantage to using a split squat is the increased demand for frontal and transverse 
plane muscles. When we’re in this split position, the feet are forced to work differently, and as 
such, we’re more susceptible to medial-lateral forces and torques such as overpronation and 
oversupination. Thus, the lateral hip muscles, namely glute med/min and adductor group must 
work harder from the split than in a bilateral alignment in this plane. Additionally, when we 
perform a traditional split squat (i.e. both feet on the ground), I love the demand for controlled 
dorsiflexion, the presence of big toe extension- which isn’t exactly commonly trained but highly 
important, and the ability to isometrically control the foot. On the front foot, we’re emphasizing 
the intrinsic foot muscles as we’re working actively to grip or squeeze the ground to maintain a 
neutral foot. This helps promote kinetic stability and maintaining a neutral foot with even weight 
distribution. Whereas on the back foot getting big toe extension and loading the arch specifically 
are reasons enough to get your athletes split squatting. 

 
By splitting our stance we’re giving the pelvis a better (more neutral) position to work from. 
When we’re dealing with restoring strength and function, it’s even more critical that we put the 
athlete in favorable positions to build from. And for a lot of athletes with hip problems, the 
bilateral stance just doesn’t promote this. In the bilateral stance, we are more prone to 
exaggerating pelvic tilt, which promotes lumbar lordosis, increasing the stress on the SI joint, 
and shutting down some of the critical smaller hip musculature (19). 

 
Benefits of SL Training 
The primary consideration with SL work as it pertains to restoring the hip is the inherent demand 
for triplanar stability. When in a single leg stance, the body (hip) is concurrently working to 
maintain stability in all three cardinal planes of movement (11). Moreover, as we move 
throughout a hinge or a squat pattern, the muscles contributing to stabilizing change. 
Collectively, we need anterior-posterior structures working to prevent us from falling on our face 
or smacking the back of our heads, medio-lateral structures to avoid tipping over left or right, 
and inferior-superior structures to maintain proper congruency between the ball and socket. 

 
One of the preliminary objectives for restoring hip function is improving the continuity of the 
joint itself. Until we have a strong connection between the femur and acetabulum, improving the 
strength and mobility of the area won’t be as feasible. With SL work, we are truly getting our 
best option for introducing and developing joint continuity and foundational strength. According 
to (11), the force produced by the abductors to maintain frontal plane stability during SL support 
accounts for most of the compressive force generated between the acetabulum and femoral head. 
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Figure 5.1: Illustration showing the effects of 

weak lateral glute muscles during locomotion. 
(Image via: sciencedirect.com) 

Think about the clinical test known as a Trendelenburg sign 
(shown to the left). When that stance leg hip kicks out away 
from the body it’s typically indication of underdeveloped or 
weak glute medius/minimus muscles. The contribution 
these muscles provide in athletic function is tremendously 
high. Cutting, sprinting, jumping, kinetic relationship with 
lower leg just to name a few. Weak lateral glute muscles 
can compromise strength and performance in a myriad of 
ways. But most notably, is an absence of pelvic stability. 
Additionally, the interaction between the hip and the 
sacrum is highly advantageous during SL training. 
Strengthening the ligamentous connections and sacral 
muscular attachments is a critical aspect of restoring neutral 
pelvic alignment. 

 

Lumbo-Pelvic Dissociation 
Lumbo-pelvic dissociation (LPD) training includes movements that involve fixing the pelvis 
and/or lower half of the body while the lumbar spine and typically upper torso go into rotation 
(or flexion/extension). We can get technical here and say that there are also dissociation 
movements that involve fixing the head of the femur and moving the pelvis. In any case, here are 
a few common examples: LPD Training Comp 

 

As you’d assume, these movements are commonplace in training for golf, baseball, softball and 
other rotational-based sports. What’s often missed is applying these movements in a population 
that doesn’t necessarily need it (in regard to sport specificity). My take on LPD is similar to most 
things in human performance, the body should be able to move when and where it needs to, and 
not move where it shouldn’t. Thus, the relationship between the pelvic complex and the spine 
requires some capacity of both depending on sport and/or life demand. The trunk and pelvis 
should be able to create functional stiffness to resist external forces and tolerate load application, 
but also be capable of moving and bending into a variety of positions. Movements focused on 
LPD, obviously, cater more towards the later. According to a study by (29), working 
plane/position specific dissociation movements such as a cable chop or rotational med ball throw 
can have ergogenic benefits for minimizing the risk of injury reoccurrence. The logic behind this 
claim is that improving core strength promotes a better foundation for hips to move. When we 
have a strong pillar (or core), we are improving the durability and the robustness of the athlete as 
they return from injury. It’s important to challenge this relationship in multiple planes. Strength 
is great, but if we are only relegated to expressing that strength in one plane of motion, how 
useful is that strength in a ‘real-world’ setting? 

 
Even for athletes who may not play predominantly “rotational” sports, it’s hard to argue that 
rotation and LPD aren’t highly prevalent across nearly all sports. A good example in my world is 
the combat sports most of my athletes participate in. I’m far from an expert on anything Muay 
Thai or Ju Jitsu, but the extreme demands of hip mobility, LPD, and end-range strength in these 
sports speaks for itself. A lot of my movement selection for this is abstract and coordinated with 
my athletes. I will often encourage autonomy, as they are more experienced in some of these 

https://youtu.be/gDLJEEPSg78


46  

movements than I ever will be. I also feel this gives them confidence to explore different aspects 
of what’s demanded of them physically, and how to “connect the dots”, so to speak. 

 
Interaction with the Foot 
We’ve already discussed this quite a bit. But let’s go even a step further (… see what I did 
there…). When athletes are coming off of injury, compensatory patterns are berthed. An 
extremely important observation I’ve picked up within the last year or two has been how much 
shoes can mask compensatory patterns. I owe almost all credit to Vern on bringing this point into 
focus for me. In order to truly optimize hip function, we must first optimize foot function. And 
when training without shoes, we are getting much more of an organic view of how the athlete is 
producing movement. We also, typically at least, are putting the athlete in a better position to 
embrace kinesthetic awareness and proprioceptive feedback. Without the interference of shoes, 
the athlete can respond much quicker and much more intuitively to training and external stimuli. 
This, in turn, increases the receptiveness of the body to orient to the stimulus, and activate the 
appropriate musculature to either preserve stability or execute movement. 

 
A fair number of athletes will have some presence of excessive pronation or supination at the 
foot. In either case, the mechanics at the hip can be altered in the absence of a neutral foot 
pattern. For instance, if we have an athlete who is overly pronated in their foot pattern, they will 
be at a higher propensity to exhibit valgus knee collapse (where the foot goes the knee follows). 
And with valgus knee patterns, excessive internal rotation and possibly some excessive anterior 
tilt are also likely to occur (26). Going even further down this cascade, chronic excessive internal 
rotation at the hip will likely then lead to compromised hip flexion, which then affects extension 
(in some capacity). So even if we correctly identify the aberrant hip functions, the dysfunctional 
or compromised muscles, and structural alignment, all of the work we do to amend these could 
all be for naught if we never address the foot. In this case we would likely see little-to-no 
improvement at the hips, potentially exacerbate problem areas, and possibly feed bad or 
compensatory patterns. 

 
Anterior/Posterior Sling Work 
The final training consideration I wanted to address is integrating anterior and posterior sling 
work into your training. I’ve been quite vocal about the slings for some time now, and no matter 
“what the research says” I simply can’t be told otherwise that this isn’t a critical component of 
training. Loosely speaking, any contralateral, ipsilateral, or contrasting-based movement will 
effectively target these fascial slings. The anterior sling includes movements that involve the 
obliques + contralateral adductors, while the posterior sling includes lat + contralateral glute. 
Any movement emphasizing these combinations will be effective for targeting the slings. Here 
are some Examples of Sling Training. 

 

As this relates specifically to addressing hip function, consider the structures involved with sling 
movements, and how that relates to the stabilization network of the hips. Like we touched on in 
the anatomy section, there are a lot of different vectors involved with optimal pelvic stability. I 
feel that if we only employ conventional triplanar movements we’re missing the boat. Training 
the slings is a great way to introduce a ‘blending’ of cardinal planes and allow the athlete to feel 
how the body works as a functional unit. 

https://youtu.be/U5ytzhpnkL0
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The added bonus to sling work is that the athlete typically enjoys the challenge and, frankly, just 
doing something a little different. In my world, training for the untrainable is somewhat of a 
consideration. If you consider the demands and aptitudes of the military world, you don’t need to 
look far to see what I’m talking about. But there is virtually no boundary for what they could 
potentially be exposed to and therefore need to be prepared for. In addition to emphasizing the 
slings in training, I will also include a few other “unorthodox” methods to challenge the 
relationship between hips and extremities. Of those, perturbation/oscillatory methods, offset & 
unbalanced loading and impulse management are sampled frequently. Take a look below: 

Method Examples Theory For Who 

Perturbation and 
Oscillatory 

Band Inertia 

Water Bucket 
Carry 

It is believed that fascia specifically 
responds to this type of external 

stimulus. I also feel this has prudence 
for neuromuscular benefits such as 

inter and intramuscular coordination. 

Athletes who are overly “stiff” 
or “tight”. Can also be helpful 
for athletes who struggle with 
basic motor control and force 

transfer. 

Offset and 
Unbalanced 

Offset RDL 

Offset BB/WB 
OH Carry 

I’ll be perfectly honest in stating that 
there is literally no research on this. 

At least none that I could find. 
Anecdotally, this is a premier way to 
emphasize the anterior and posterior 
fascia chains or “slings”. This has 

wide-reaching benefits to performance 
and function. 

Athletes who lack proficiency 
with rotational and/or bending 
movements. Also valuable for 

athletes with significant 
muscular imbalances. 

Personally, I feel offset has 
value for anyone, but that’s a 
discussion for another time. 

Impulse 
Management and 
force tolerance 

Lat Rope Slam 

Pendulum 
Throws 

This is predominantly a way to 
emphasize proprioception and 
kinesthetic awareness, which is 

sensing how your body orients in 
space. I also believe this is a good 
way to emphasize the deep core 

muscles such as the transverse and 
multifidi. 

Athletes who lack the ability to 
create tension or stiffness in 

certain positions. Athletes with 
poor lumbo-pelvic control 

would be a common example. 

Bringing it all together: 
I know that’s a lot to digest. I should mention, though, that if some or most of this has been 
remiss in your training it doesn’t necessarily mean you’ve been spinning your wheels. Again, all 
of this is just the stuff I’ve worked with and had success with. Nevertheless, let’s recap: 

-For athletes who are generally tight and lack mobility, de-emphasize strength work and focus on
improving tissue and movement quality. For athletes who have sufficient mobility but lack
fundamental strength and terminal stability, do the opposite.
-Remember that most athletes will fall in the middle and need some blend between the two.
-ROM is a highly individualistic trait and will fluctuate from day-to-day. Especially athletes
coming off injury and older populations.
-Isolated-global is a safe and effective approach to restore functional strength, and ensure you are
developing the optimal firing patterns for your athletes.
-Using bands to unload movement can be an optimal way to progress your athletes at their rate.
-The feet are tremendously important for optimizing hip function. Perform as much of your
training out of shoes as possible and remain adamant about cueing foot action.

https://youtu.be/jsJ0iCXqnA8
https://youtu.be/VXwoUXUG9k0
https://youtu.be/VXwoUXUG9k0
https://www.ruderockstrength.com/blog/offset-loading-a-comprehensive-introduction
https://www.ruderockstrength.com/blog/offset-loading-a-comprehensive-introduction
https://youtu.be/zzEvIyunG0o
https://youtu.be/bD5NZYxhjIE
https://youtu.be/bD5NZYxhjIE
https://youtu.be/LpssS-iZRpU
https://youtu.be/YQfvkvbE30w
https://youtu.be/YQfvkvbE30w
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-Work out of a litany of positions and stances. If nothing else, just know that each stance (i.e. 
bilateral, single-leg) and position (i.e. ½ kneeling, tall-kneeling) has its own value and purpose. 
There is absolutely significance to this. 
-Remain cognizant of the interaction between the core muscles and pelvic position. Frequent 
cues such as “brace abs” and “squeeze glutes” are not lip service. Promoting optimal pelvic 
alignment when working to restore function is critical. 
-Lateral glute muscles and the adductor group are arguably the most significant to optimizing 
pelvic and hip function. Their roles and contribution to sport performance are well documented. 
Improving these will also give the bigger sagittal movers (i.e. quads, hams) a better platform to 
work from. 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Section 6:  programming Considerations 
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In this final section, I wanted to touch on a few programming items. I’ll be straightforward in 
saying that a good bit of the material in this section has already been discussed throughout the 
handbook. So in a sense, you could consider this somewhat of a review section. Nevertheless, 
let’s unpack the final topics of discussion for restoring the hips. 

 
Address the deficits 
Unequivocally, the primary goal with restoring hip function and strength is addressing the 
specific deficits the athlete presents. We talk all the time about things like individualization and 
sport specificity but then at the same time encourage shit like enforcing a global ass-to-grass 
squat policy. It’s senseless, and frankly unprofessional. Remember, “that which gets measured, 
gets managed”. Stepping down from my soap box, we need to be certain to specifically address 
the items we collected during the assessment. If they came to you with hip impingement, you 
need to do everything you can within your scope to amend that specific issue. This may require 
homework, referring out, consulting with other coaches, or simply exploring new movements 
and methods with your athletes. But the goal remains simple- expose the weak links and correct 
them. 

 
Close the Gap 
When we have a significant gap between passive and active ROM, we have a muscular 
imbalance problem. As we’ve discussed, a passive ROM deficit is indicative of 
flexibility/mobility demand, while active ROM is likely a lack of stability (or end-range strength) 
or motor control. Theoretical values for joint specific ROM can be up for discussion based on the 
population and sport demand. However, the difference between the two is inherently an 
increased risk for either sustaining injury or impeding performance/progress. Look at it this way, 
having significantly greater ROM passively is essentially like having access to ranges of motion 
that we aren’t able to control. This would then also mean that if we experience external forces in 
these ‘grey’ ROM’s we wouldn’t be able to tolerate much at all without injury. 

 
Tight vs. weak 
We approach the tight/weak conundrum by again 
referencing back to our assessment- what does the 
athlete show us they need? Using our active vs. 
passive measures we can begin to determine 
whether we feel an area needs more or less strength 
or flexibility work. For example, let’s say an athlete 
has hip IR of 20 passively and 15 actively on the 
right hip, but 15 passively and 5 actively on the 
left. Even though 20 may technically be “less than 
optimal/norm”, we would want to turn our attention 
to the margins. As such, the 10 gap on the left hip 
should be our primary focus. In my view, we would 
look at this situation as the athlete needing bilateral 
IR mobility work, bilateral IR strength, and specific 
emphasis in motor control and end-range stability 
on the left hip. Or a roundabout way of saying this 
athlete has both ‘tight’ and weak hips. 
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If we blindly throw mobility drills or strength work (although less common) at athletes, we could 
be “feeding weaknesses” by feeding strengths while inadvertently ignoring true weaknesses. 
Ultimately this will further destabilize the athlete, and likely increase the susceptibility for injury 
reoccurrence. In the same case of hip IR outlined above, if I were to just assign this athlete 
random mobility drills designed to improve hip internal rotation ROM, we would’ve done them a 
disservice. Essentially, increasing the margins between active and passive ROM would 
consequentially increase the “gray area” of injury potentiation. Don’t ignore details. 

 
Asymmetries 
I know this is a hot button topic for a lot of people, but I’ve seen far too much success with 
addressing asymmetries in training to feel otherwise. I think the most important note on this is 
having a clear definition and outline that fits your population and practice. I classify asymmetries 
as being either functional or non-functional. And truth be told, this is just a subjective case-by- 
case thing for me. Simply, we all have misaligned joints, muscular imbalances, and a unilateral 
strength dominance. For some, however, these imbalances can become exacerbated to a point 
they become clear impediments. 

When we identify non-functional imbalances, we 
want to take particular note of how “x” relates to 
“y”. For example, let’s say an athlete has clearly 
hyperdeveloped erector muscle unilaterally. This can 
be consequence of countless things, but we can start 
by checking their hip extension pattern. If we find a 
3,2,1 firing pattern (QL/Ham/Glute), we can make a 
safe assumption that the overdevelopment of the 
erector may be a result of excessively contributing to 
hip extension. In this case, the QL would also likely 
be either hyperactive or tonic. We would approach 
this by emphasizing soft tissue work in the erector 
and QL muscles, while working to independently 
strengthen the glutes. 

 
In most cases, good, solid conventional training will clean up a lot of asymmetries. Of course, 
that’s assuming we are coaching the movements proficiently and logically. Ignoring maladaptive 
movement, compensatory patterns or energy leaks can be consequential. But in the end, come up 
with your own definition and determine how it promotes injury risk and applies to performance. 
From there consider how much of a priority this is for the athlete and address it accordingly. 

 
Warm-Up 
The main function of the warm-up is obviously to prime the athlete for the training day. It’s 
perfectly fine to have a general baseline warm-up protocol. But the warm-up should also provide 
the athlete with individual movements that address their needs. All of my athletes will perform 
the same baseline WU, which includes the 4-way glute walk, lateral steps, and SL hinge 
variation. The general goals for the baseline WU are simply muscular and neural activation. 
Admittedly, “activation” is somewhat of a lazy term. But coaches often get a little too bent out 
of shape about semantics. As far as I’m concerned, activation is just a comprehensive way of 
saying we’re gonna get some shit moving and firing. No more, no less. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 6.1: Illustration showing the cascade effects of 
superior hip migration. (Image via: NKT Instagram) 
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Although this looks as simple as anything we’ll see in training, there are some important points 
to address here. First thing is making sure the band tension is appropriate- too much and we’ll 
reinforce bad patterns, too little and we’ll be wasting time. Here are my main cues for band walk: 

 
-Make sure the band doesn’t affect your gait. Reinforce proper 
gait by pushing knees out against the band and restrict the amount 
of upper-body (torso) movement to generate momentum. 
-Be sure to emphasize “pushing through the big toe” on each step. 
In doing so, we optimize the glute contractions as we step (i.e. full 
hip extension). This create a more propulsive gait cycle as 
opposed to kicking the leg out and pulling with our hamstrings. 
-On the side steps, almost exaggerate pushing knees out against 
the band. As we move, we’re transitioning between two distinct 
foot positions- hip & shoulder width. As such, we’re producing 
force with the front leg while managing force with the back leg 
(i.e. don’t allow band to whip leg back into the midline). 
- “Step like you have skis on your feet” is a frequent cue of mine. 
We want the athlete to almost look choppy or robotic as they 
move. Athletes will have a tendency to allow the back foot to drop 
into protonation as they step. This can occur without the presence 
of knee valgus too, so it sometimes slips through the cracks. But 
I’ll often cue athletes to put more pressure on the outside borders 
of their feet. This puts them back into a neutral foot pattern. 

 
For athletes who have specific deficiencies to address, I’ll then have them perform a second 
series of movements as an extended WU. For instance, athletes with particularly underdeveloped 
or weak psoas muscles, I’ll include a similar band activation for them as well. A Supine Band 
Hip Flex is a good starter option given the high amount of support and reduced motor control. 
This can be progressed by performing with a glute bridge, and then from there taken to a 
Standing SL Stork. For athletes who are significantly weak at the flexors, I’d recommend doing 
most of your work from the supine position. Once they’ve established good continuity between 
the flexors and anterior core, we can work to an upright position. 

 
Don’t forget to show the adductors some love as well. I like to introduce low-level isometrics 
like a SB Groin Squeeze to start them out, which allows the athlete to monitor and dictate the 
amount of force being produced while providing some good biofeedback for the athlete. Once 
they are proficient with the groin squeeze, I will go to more demanding movements like 
Adductor Pumps and then Deficit Adductor Lunge. It’s important to control the moment arm on 
each of these, as ton of athletes (unknowingly) have very weak adductor/groin muscles. Having 
the athlete set the leg at the ankle can be a little aggressive for the adductor pumps. A clear 
indicator is if they have medial knee pain while in the plank hold. If this is the case, simply 
reduce the moment arm by having them set the plank up just below the knee. As for the deficit 
lunge, not much height is needed for the box. A 6” box would suffice for most athletes to start. 

 
For athlete’s with core strength (or stiffness) deficits, I’ll include simple movements like the 3- 
way Plank to get the abdominals and obliques firing. I also like to do these with the hip circle 

https://youtu.be/4W8va0Y4G3w
https://youtu.be/4W8va0Y4G3w
https://youtu.be/VXwoUXUG9k0
https://youtu.be/PpR-VJiI4Kk
https://youtu.be/g-So3uHvypk
https://youtu.be/zpNW7jgNTk8
https://youtu.be/gWYMMOkQxHM
https://youtu.be/3-7hlKzhdV0
https://youtu.be/3-7hlKzhdV0
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around the knees, as it helps to involve the lateral glutes. Deadbug and bird-dog variations are 
also always great options for the core. In a nutshell, any deadbug pattern is a premiere way to 
target the anterior core and anterior sling, where the bird-dog is an extremely effective option for 
targeting the posterior muscles and sling. 

 
Additional items to consider in the warm-up include designated mobility/stability work as 
needed, and general dynamic patterns. If the athlete is stiffer and lacks ability to move fluently, 
then we need to add a sampling of mobility work into the warm-up. Conversely, athletes with 
plenty of mobility but lacking stiffness or ability control end-range, then we need to add some 
stability work. Dynamic movements are beneficial for anyone but can be especially useful for 
those with motor capacity deficits. 

 
Intraset Work 
The primary motive with intraset work is trying to create training density. We want to do 
everything we can to maximize the hour or so we have with our athletes. And for those of us in 
the private sector, sometimes 2-4 min. rest periods between sets just isn’t practical. Intraset work 
really only applies to my block 1 exercises (i.e. my compound/primary exercises). The biggest 
thing to be mindful of when assigning intraset work is that it must be non-competing and non- 
fatiguing. Meaning, if we’re doing back squats as our primary movement for that day, our 
intraset work can’t take away from their performance on the squat. Ideally, we’d want to include 
something that contributes positively to the squats, but honestly even that isn’t a ‘necessity’. 
Sticking with the back squat as the example, here is a compilation of a few go-to intraset 
exercises I typically utilize: 

Mobility/Soft Tissue Deficit Strength/Stability Deficit 
Hip Flow Plank Variations 

MB Atlas Deep Squat w/ Rock SL ISO Glute Bridge 

Band ½ Kneel Hinge MB 1/2 Kneel RFE Rotation 

 
Intraset work may seem borderline insignificant at first glance but assess this on a macro scale. If 
we train 5 days/wk. and replace a conventional 3-minute rest period with intraset movements, 
that’s ~15 min/wk. addressing specific needs and deficiencies. Tallying that up over the course 
of 6 weeks, we now have 90 minutes of designated work that simply would’ve been standing 
around bullshitting between sets otherwise. In my mind, that is quite significant. 

 
Accessory Work 
Accessory work, by my definition, is where we really should be emphasizing specificity. The 
exercise selection should be exclusively governed by what the athlete shows you they need. For 
instance, let’s look at two hypothetical athletes with two different hip dysfunctions but similar 
abilities and training goals. We’ll say that athlete A has an external rotation deficit, and athlete B 
has a flexion deficit. As you can see below, the specificity is applied primarily through intraset 
and accessory options. And even still, the patterns are mostly the same, just with minor tweaks to 
emphasize each individual deficit. In my opinion, this isn’t only a critical element of training for 
the athlete’s success, but it’s also what keeps coaching fun and thought provoking. 

https://youtu.be/wULZmLUVcrU
https://youtu.be/aCinHK5jNQw
https://youtu.be/YDo75zk2KRQ
https://youtu.be/hjl6u55EhDo
https://youtu.be/lKMtNaHm-Pc
https://youtu.be/pzlQWAmjnAs
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Despite my firm belief that most athletes need most of the same shit when it comes to training, 
it’s imperative that when variation or specificity needs to be applied, it must be applied. The 
details are what make the difference between good and great athletes. It’s also the difference 
between improving joint specific ROM 3 and 10, which could very easily be the difference 
between pain and no pain. Good, solid training is effective, but is it pragmatic or optimal? If we 
have a cookie cutter template with logical exercise selection, it’s going to work. But how much, 
and for how long it works, is up for question. 

 
Bringing it All Together 
-Trust your assessment. Provide the athlete with what they need- nothing more, nothing less. 
-Every muscle/tissue throughout the body has a theoretical length-tension relationship. When 
athletes are coming off of an injury the length-tension relationship will likely be affected in 
several muscles, not just localized to the injury site. 
-Whether asymmetries mean nothing or everything to you, in my opinion, there is a significant 
difference between functional and non-functional asymmetries. The non-functional imbalances 
need to be addressed to restore full function and performance. 
-The warm-up is a critical component of training. Take this opportunity to teach the athlete about 
their movement and give them tangible items they can take with them for work on their own. 
-Programming intraset work has been a game changer for my training. I think this is a premier 
way to not only address specific needs, but also help to saturate and maximize training time. 
-Accessory work is where you can/should really dial in on your athlete’s specific deficiencies. If 
“all your athletes squat on Tuesday’s” that’s fine, but the accessory work from one athlete to the 
next should rarely if ever be a carbon copy. Don’t be lazy, automation sucks. 
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A Final Note 
If you’ve made it this far, I truly cannot thank you enough for your time and investment. I 
sincerely appreciate everyone who finds value in the work I produce. Putting together these 
articles, eBooks, and programs is always an interesting process for me. I always have so much 
shit running through my head and I’m constantly in attack mode… hence my complete inability 
to be concise with things. But the challenging part for me isn’t producing content, it’s forcing 
myself to try and better understand the reader and what will benefit and resonate with them. 
Considering I don’t know almost anyone who reads my shit on a personal level, this can be 
tricky. My hope is that you were not only able to take away at least a few things from this to 
improve your training, but I sincerely hope you enjoyed going through everything. 

 
I had a very difficult and disruptive time getting through my undergraduate work. Although my 
turbulence was largely self-infused, one thing that was always a barrier for me was that I always 
felt that lectures and classwork were dogmatic, impractical, and generally underwhelming. I 
don’t know, it just always seemed like tedious chore work and I think with something as vexing 
and mesmerizing as the human body, that should never be the case. I do my best to amend this 
now, by putting out material that is derived from an honest and organic place. I want my 
professional contributions to be enlightening more so than informative. Last time I checked, 
Google is free… information is bountiful and easily accessible, you just have to want to find it. 
But enjoying your learning process is an entirely different conversation. I hope that this 
resonated somewhat with you as you went through this handbook. 

 
In a field that is so dynamic, so complex, and perpetually expanding it’s imperative that we 
continue to sharpen our tools. If you lack the internal drive to continue learning about the human 
body, one of two outcomes will occur- either you will undoubtably get burnt out in this field and 
lose your desire altogether, or, you’ll suck as a coach. It’s really that simple. The role of a coach 
is never stagnant, we must perceive this profession as a refinery process that is never perfect but 
always working towards it. At the end of the day, you must do more than you’ve done in order to 
get further than you’ve been. 
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~APPENDICIES~ 

A1.) Excerpt from (11) showing the potential for muscular action in each plane. 
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A2.) Another extraction from (11), this one demonstrating the large number of force vectors 
experienced at the hip. 
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A3.) Detailed hip assessment template (original item). 
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A4.) A more detailed illustration of the fascial slings. “Everything is connected” is quite literal 
in the human body. (10) 

 
 
A5.)  A fantastic graphic extracted from (29) analyzing proprioceptive training on core muscles. 
I feel this summarizes core training perfectly. 
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A6.) An excellent chart from (20) describing the basic function of muscular contraction. 

 
 
A7.) My general approach for exercise progression and movement selection for restorative 
strength (Original item). 
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A8.)  Exercise selection options for specific movement deficiencies. 
 

Movement Deficiency Progression 1 Progression 2 Progression 3 

 
Flexion 

Mobility/Flexibility 1/2 Kneel Lift-Off MB Deep Squat w/ 
Rock 

RFE w/ MB 
Rotation 

Strength Band Supine SL 
Flexion Band SL Stork High Box Step-Up 

 
Extension 

Mobility/Flexibility Band 1/2 Kneel 
Hinge 

SL Slider Ext w/ 
Mini-Band 

KB Deficit Lift-Off 
from Sumo 

Strength Bosu Ham Walks SL Ham Bridge Quad Band Hip Ext 
 

Internal 
Rotation 

Mobility/Flexibility Banded Frog Deep Squat w/ 
Knee Drop 

90-90 Drop w/ 
Foot Lift 

Strength Mini-Band w/ 
Foam Roller 

Band Rotation w/ 
IR Bias 

Band SL Flex w/ 
IR Bias 

External 
Rotation 

Mobility/Flexibility 90-90 Walks 90 90 Lifts SL Wall Sit w/ ER 

Strength Band SL Flex w/ 
ER Bias 

DB Crossover 
Step-Up 

DB Deficit Curtsy 
Lunge 

 
Abduction 

Mobility/Flexibility Hip Flow Hip Articulations Lateral Sled Drag 

Strength Mini-Band Side Plank 
w/ Abduct 

Mini-Band Quad 
Abduct KB Deficit DL 

 
Adduction 

Mobility/Flexibility Quad Adductor 
Rock Landmine Messier SL Airplane w/ 

Rotation 

Strength SB Groin Squeeze Adductor Pumps Deficit Adductor 
Lunge 

 

A9.) Exercise options for bending and stiffness. 
 

Bending Stiffness 

Waist Bend from Split Band Inertia 

Landmine SL Hinge-to-Bend MB Drop in Split 

Band OH Press to Bend Birddog Variations 

Landmine SL Band Chop Band Dynamic Palloff 

Plate Transfer from Glute Band Anti-Movement 

MB Glute Atlas Impulse Throw from Split 

https://youtu.be/TG_LaLRPZGs
https://youtu.be/YDo75zk2KRQ
https://youtu.be/YDo75zk2KRQ
https://youtu.be/pzlQWAmjnAs
https://youtu.be/pzlQWAmjnAs
https://youtu.be/4W8va0Y4G3w
https://youtu.be/4W8va0Y4G3w
https://youtu.be/dnCMk_Lwayg
https://youtu.be/Pf_BNrlhiMs
https://youtu.be/lKMtNaHm-Pc
https://youtu.be/lKMtNaHm-Pc
https://youtu.be/uF24Ojg_5DY
https://youtu.be/uF24Ojg_5DY
https://youtu.be/POLg74oFuZo
https://youtu.be/POLg74oFuZo
https://youtu.be/6sBp_DdlNzo
https://youtu.be/8b3NLmWxGeg
https://youtu.be/kZhxz7rAOPI
https://youtu.be/h-1Y9Sac67M
https://youtu.be/42XM9mLwtxQ
https://youtu.be/42XM9mLwtxQ
https://youtu.be/uOzDMVEQp9E
https://youtu.be/uOzDMVEQp9E
https://youtu.be/uOzDMVEQp9E
https://youtu.be/bNFPkv-x9WM
https://youtu.be/bNFPkv-x9WM
https://youtu.be/c4LEYaeBm14
https://youtu.be/c4LEYaeBm14
https://youtu.be/W-EWz9M0E_Y
https://youtu.be/W-EWz9M0E_Y
https://youtu.be/WV4F-uoHRVE
https://youtu.be/K_-yEnDkoYg
https://youtu.be/6KU2c40FXhA
https://youtu.be/me0HnijWsYY
https://youtu.be/me0HnijWsYY
https://youtu.be/cfAmwXg7LUI
https://youtu.be/cfAmwXg7LUI
https://youtu.be/wq8D0IDKYUI
https://youtu.be/wq8D0IDKYUI
https://youtu.be/wULZmLUVcrU
https://youtu.be/NARxq8DZc-Q
https://youtu.be/-PiNG-VC__Y
https://youtu.be/Vxued7wXwnE
https://youtu.be/Vxued7wXwnE
https://youtu.be/TWav5Ya-wLU
https://youtu.be/TWav5Ya-wLU
https://youtu.be/Vv2fpaHAU4Q
https://youtu.be/qmcZsB-RXDk
https://youtu.be/qmcZsB-RXDk
https://youtu.be/6kiGKWS2xfY
https://youtu.be/a45Vvm6twuw
https://youtu.be/a45Vvm6twuw
https://youtu.be/g-So3uHvypk
https://youtu.be/zpNW7jgNTk8
https://youtu.be/gWYMMOkQxHM
https://youtu.be/gWYMMOkQxHM
https://youtu.be/FkE4x76r9rU
https://youtu.be/jsJ0iCXqnA8
https://youtu.be/Ck-izoKoWio
https://youtu.be/EEm-dqqxK-s
https://youtu.be/UiHQSsbxufA
https://youtu.be/wQaaoX7W9bM
https://youtu.be/z_8ug3saWMA
https://youtu.be/2qauC5Sdwa0
https://youtu.be/dv623-9lw-Q
https://youtu.be/djOt8jHV2yU
https://youtu.be/W5A9oILTa9Y
https://youtu.be/AgBTwbUM_I0
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A10.) Illustration of the Sacral Plexus (Image via: Antranik Kizirian Strength & Flexibility) 
 

 
A11.) Gross anatomical view of the IT band and lateral thigh compartment (via: slideshare.net) 
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~Restorative hip PROGRAM~ 
 
I’ve always felt there is an appreciable difference between knowing and understanding. Sitting 
down and reading a handbook on restoring the hips may help you know a little more about the 
anatomy and the concepts, but we can’t fully understand something until we experience it. As 
I’m sure most in the coaching industry would agree, we tend to take a lot more from actually 
doing things as opposed to just learning about them. It’s important you understand the bulk of 
the material discussed in your own way. Some of the ways I presented certain material in this 
may not have fully clicked for you, and that’s ok. In part, the driving force behind putting 
together this accompanying program is for you as the coach to better grasp the nuances of taking 
your athletes from injured to uninjured. 

 
This program is essentially an exact carbon copy of what I utilize for my athletes with hip 
injuries and dysfunctions. I should also note that about 75% of what’s in here is utilized with my 
healthy athletes as well. Nevertheless, every element that was discussed throughout the 
handbook can be found in the program. I can say candidly that I have found a lot of success with 
the methods applied in this, but again, this isn’t me saying my shit is better than yours or anyone 
else’s, just simply what I’ve found to work. 

 
Don’t Sue Me 
There is a lot going on in this program, there are several layers and variables integrated 
throughout. With that, please be sure to pay attention to the training instructions and pay close 
attention to the demo videos in regard to positions and paths of movement. I want to also be very 
clear in stating that you need to be mindful of your own movement boundaries and restrictions. 
It’s obviously impossible for me to write a program that will be perfectly tailored for hundreds of 
people that I’ve never actually seen or met. This is a composite approach that I felt would meet 
in the middle across most spectrums. IF YOU ARE CURRENTLY INJURED OR RECENTLY 
COMING OFF OF AN INJURY PLEASE READ THIS NEXT STATEMENT: 

 

There are some reasonably advanced movements and challenging positions found throughout 
this program. If you plan to utilize this program as a means for rehabilitative strength, I would 
strongly encourage you consult with your physician, physical therapist or athletic trainer before 
doing so. If you don’t have access to any of these professionals, please feel free to reach out to 
me directly to determine whether this is a prudent option for you. It’s also possible that you just 
need to omit certain things found in the program and not necessarily the program altogether. But 
in either case, please exercise good discretion, and don’t go beyond your ability in any capacity. 
If you get injured and look to sue me, I promise you’ll be underwhelmed in your settlement. 

 
Program Overview 
This is a 6-week program scripted for 3 days/wk. and obviously designed to emphasize the hips. 
The training split is broken up into anterior, posterior and combined focus days. The combined 
focus day is designed to be able to be done from home with minimal equipment needed. For 
those who are reasonably healthy and currently have a training regimen, this can be done as an 
additive program to effectively ‘fill gaps’ in your training program. For those who are injured or 
coming off of an injury, this can be performed as a standalone program. I would encourage in 
either case that you find what best works for you, and how you feel this will be most effective for 
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contributing to your overall training goals. This is as malleable as you need it to be, don’t feel 
forced into doing exactly what is scripted just because “that’s what the program says”. 
The empirical goal of this program is singular- to improve the localized strength, mobility, 
stability and global function of the hips. With that in mind, the external load applied is far from a 
significant factor here. There aren’t any prescribed intensities, but for most exercises I provide 
guidelines for how much weight to use. But the point being, how much weight is used is entirely 
arbitrary. What we want to put a priority on rather, is ensuring as close to perfect position, 
posture and movement execution as possible. Abiding by the tempo schemes applied throughout 
and executing as full of a ROM as you can without inciting pain or discomfort will also be key to 
get the most out of this program. 

 
There is a good chance you’ll come across some shit in here that is completely new to you, treat 
it as such. Be sure to watch the demo videos closely and ease your way into movements or 
positions that are unfamiliar to you. It’s important that you strictly follow the rule of anything 
that inflicts pain does not get performed. There is absolutely zero need to “push through” 
anything. Just simply seek out a reasonable alternative or omit it completely. 

 
Training Day Overview 
True to form with any program I write, this program will be operative off of time blocks in lieu 
of prescribing a fixed number of sets. My reason for this is to help promote autonomy and 
effective loading dose as best I can. As I mentioned above, putting out a program in this fashion 
presents some obvious challenges and barriers. The time blocks allow you to effectively pace 
yourself and get what you need from the training day. For instance, if you need 3 minutes of rest 
after each round, then take 3 minutes. If you only need closer to 60 seconds, then take just that. 
The time blocks should not make you feel rushed, this is far from a CrossFit AMRAP. 
Conversely, allow them to provide a guideline for pacing your work, and as you progress, 
gradually work to increase the number of rounds you complete across the 6 weeks. 

 
The assigned time blocks for each 
training day will fluctuate 
between either 18 or 22 minutes 
for days 1 & 2 and can be found 
in the top left corner in red. Note 
that the time only applies to the 
primary circuit for each day (i.e. 
exercises listed as 1-4). As for the 
movement prep and finisher 
components, those should be 
performed as scripted under the 
volume column (i.e. 2x5). In all, 
these sessions were designed to 
be able to be completed in about 
30-40 minutes in total. 

 
The instructions for tempo applications are found in the far right column under notes. An 
eccentric tempo (ECC) is an exaggerated slow lowering phase, where an isometric tempo (ISO) 
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is an exaggerated pause during the transition between descent and ascent. Take a look at the 
tempo scheme listed for the first exercise (DB Goblet Split Squat) in the sample above. When the 
tempo scheme appears as it does here (3:3:1 tempo), this reads as 3 sec. ECC: 3 sec. ISO:1 sec 
ascent. It’s important that these tempos are applied as scripted and your position is sufficient 
throughout. If need be, always reduce the external load in favor of being able to preserve the 
tempo scheme. 

 
Technical Issues 

As I touched on above, day 3 will be 
laid out just a bit differently. And just 
to be sure I’m covering all of my 
bases here, I wanted to show a 
sample of these days as well. Where 
the time blocks for days 1& 2 
fluctuate between 18 and 22 min., 
day 3 will alternate between 28 and 
32 min. Notice the circuits go from 4 
to 6 exercises, but there is no 
assigned movement prep or finisher. 
The reason for this is purposeful, as I 
want you to effectively come up with 
your own for each here. This can also 
help to promote more specific 
movements that are catered to your 
individual deficits and training goals. 

Every exercise found in this program will be digitally linked. This has been a very nice addition 
to my remote programming, although it certainly hasn’t come without being a pain in my ass 
from time to time. I can’t overstate how inept I am when it comes to technology, but I’ve learned 
quite a bit over the last year. Here are a few things to be aware of should you run into any issues: 

 
1.) All of my programs are put together in Microsoft Excel. If you have Excel, there 

shouldn’t be any issues at all with the format or link accessibility. In the event you do 
have Excel but still have issues, be sure that your software is up to date. The files will 
not open properly if opened in other programs such as Google Docs or Numbers. I 
will also have PDF versions available, which can be an alternative option if needed. 

2.) Be sure to download everything and check it from your phone or iPad before heading to 
the gym and make sure you’re good. 

3.) I’ve cleaned up most of the technical issues we’ve been made aware of over the last year, 
but I’m still not confident all have been resolved. If you experience any technical glitches 
or difficulties, please reach out to me directly. Although I suck with this stuff, I do have 
some people on deck that are proficient with resolving these issues. 

4.) Lastly, we just recently switched our video library from Vimeo to YouTube. If you 
happen to come across a bad link or one that is clearly not the right exercise, please take a 
screenshot of it and send it to me directly so I can fix the link. 
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Required Equipment 
I honestly did my best to make this as bare bones as possible without compromising 
effectiveness. I’m very spoiled at VHP having access to damn near anything I need in terms of 
equipment, but I know this obviously isn’t the case for most. Nevertheless, there’s always a 
possibility that you won’t have access to the equipment needed for something prescribed in here. 
In the event this occurs, don’t panic, and just apply logic. If you really feel stumped on how to 
substitute something, hit me up and we can chat about it. That said, here’s a list of the equipment 
found throughout the program: 

 
-Mini-bands (a yellow and green should suffice) 
-Assortment of dumbbells/kettlebells (5-50 lbs.) 
-Assortment of resistance bands (mostly light to moderate, some heavier bands may be needed) 
-Assortment of med balls (6-40 lbs.) 
-Foam roller, preferably a short one (6”) 
-TRX straps 
-A sled 
-Floor sliders or roller 
-Bosu ball (included, but not needed) 
-Sufficient floor space 

 
Some common substitutions to keep in mind here: 
-Almost anything done with dumbbell/kettlebell are interchangeable 
-Almost anything done with bands can be done with a cable stack 
-Most med ball exercise can be substituted with a DB or KB 

 
The major point to emphasize is to make this program yours. Take ownership by including what 
works and adjusting what doesn’t. Challenge yourself surely, but don’t step beyond your abilities 
and never push through anything that produces pain. Remember, the whole goal of this is to 
restore and optimize hip function, anytime we’re in pain while training we are effectively 
deviating from that singular goal. I am always available to help accommodate or modify when 
needed, don’t hesitate to reach out. 
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