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ABSTRACT

Although there are not many reports in literature, iliopectineal bursitis presents clinically with signs and symptoms
frequently found in outpatient services and practice. Its clinical presentation is anterior hip pain that worsens with the
extension, abduction and internal rotation of the hip. The diagnosis is confirmed by ultrasound or magnetic nuclear
resonance imaging of the hip. The iliopectineal bursitis responds well to conservative treatment with non-hormonal anti-
inflammatory drugs and rest. Due to its good evolution, it is not rare to treat iliopectineal bursitis successfully without

even knowing what is being treated.
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INTRODUCTION

The iliopectineal bursa is the largest one in the body. It is
located over the iliopectineal eminence anteriorly on the hip,'
between the iliofemoral ligament and the iliopsoas tendon; it
extends from the trochanter minor to the iliac fossa, underneath
the iliac muscle and is present, bilaterally, in 98% of the adult
population.>** The passage of the iliopsoas tendon over the
iliopectineal eminence in the pubis can result in an audible
sensation in cases of inflammation.> Approximately 10% of
the patients present a defect in the anterior part of the articular
capsule of the hip, allowing the communication of the articular
cavity with the bursa.?

The iliopectineal bursitis is frequently associated with
hip diseases, such as osteoarthritis, rheumatoid arthritis and
sports-related injuries, especially when the pre-exercise warm-
up is not performed adequately.® It can also be secondary to
pigmented villonodular synovitis, osteochondromatosis and
pyogenic bursitis.’

The signs and symptoms of iliopectineal bursitis are: pain
in the anterior part of the hip that worsens with the extension,
abduction and internal rotation of the latter. Sometimes it can
generate pain in the iliac fossa and, if the pain is located on the
right, it can simulate appendicitis. It can also cause irradiated
pain along the path of the femoral nerve, by compressing the
latter with its distension.>"” The diagnosis is confirmed by
ultrasound (US) or nuclear magnetic resonance (NMR) of
the hip. US, computed tomography (CT) and NMR show the
distended and inflamed bursa, containing hypoechoic fluid at
the US, which is hypodense at the CT and has signal intensity
similar to that of fluids in all resonance sequences.’ The ilio-
pectineal bursitis responds well to the conservative treatment
with non-steroidal anti-inflammatory drugs (NSAIDs) and rest.
Corticoid infiltration or local sclerosing agents also constitute
part of the therapeutic arsenal and, in selected cases, radiothe-
rapy and even surgery can be used.®!’

Saudek’ states that this type of bursitis is associated with
hip osteoarthritis, as well as tension of the iliopsoas. The main
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causes are: trauma, infections, exertion injuries, excessive use
of joints, repetitive movements, arthritis (joint inflammation),
gout (deposition of uric acid crystals in the joints).

Bonica'® reports moderate to intense pain on the lateral
portion of Scarpa triangle and that the femoral nerve, which
is affected by the inflammatory process, generates pain in the
anterior portion of the thigh and the medial portion of the leg,
aggravated when there is tension in the iliopsoas muscle and
hip compression.

Signs of pain and edema can be observed at palpation
during the examination, which can extend to the inguinal fold.

CASE REPORT

A 45-year-old female patient was seen at the clinic on August
23,2007, with a complaint of pain in the anterior hip region
for two weeks; she did not present initial trauma, fever or
concomitant diseases. At physical examination, she presented
pain at palpation of the left inguinal region that worsened with
extension of the hip. She did not present local flogistic signs
or systemic signs of infection.

The anteroposterior and frog leg views on the X-ray of
the coxofemoral joints showed a slight decrease in the upper
joint space bilaterally with subchondral sclerosis. The CT of
the coxofemoral joint showed no significant alterations. The
hip US (Figure 1) disclosed iliopectineal bursitis to the left,
with finding in the topography of the left iliopectineal bursa,
rounded anechoic image of thin walls, inferior to the common
femoral vessels, corresponding with the painful area reported
by the patient. The coxofemoral NMR (Figure 2) showed a
cystic distension in the topography of the left iliopectineal
bursa, which could be caused by the chronic inflammatory
process found in the latter.

The patient was treated with NSAIDs for seven days plus
rest and presented clinical improvement of the pain and phy-
sical examination with no alterations.

The control US, carried out by the same radiologist,
showed a decrease in the cystic image in the iliopectineal
topography, observed at the previous echography. The control
NMR also showed a decrease in the fluid volume within the
iliopectineal bursa.

DISCUSSION

[liopectineal bursitis is rare in literature reports and no reports
have been found in the national literature. However, its signs
and symptoms are often found in outpatient clinics and medical
offices. The clinical picture consists of anterior hip pain that
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Figure 1 — Hip ultrasonography carried out on 08/31/2007,
showing distension of the iliopectineal bursa, indicated by
the smaller arrow.

Figure 2 — Magnetic nuclear resonance of the coxofemoral
disclosing cystic distension.

worsens with the extension, abduction and internal rotation
of the hip.

Approximately 10% to 15% of the population presents
communication between the iliopectineal bursa and the hip
joint.>” This condition is often associated with hip pathologies,
with a frequency of 30%-40%." It can be associated with co-
xofemoral arthrosis, rheumatoid arthritis, labral injuries, ove-
ruse injuries, osteochondromatosis, synovial chondromatosis,
pigmented villonodular synovitis, infected bursitis, gout and

avascular necrosis of the femur head.!?
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In outpatient clinics, the cases can go unnoticed by a
less aware orthopedist, general surgeon, vascular surgeon,
gynecologist and general practitioner. Thus, the differential
diagnosis includes inflammatory and neoplastic adenopathies,
neuromyofascial syndrome, iliopsoas tendinitis, lumbosacral
injuries, osteitis pubis, vascular lesions such as aneurysm,
pseudoaneurysm of the femoral artery, arteriovenous femoral
fistula, hematoma, varicose femoral veins, psoas muscle abs-
cess, neoplasias, femoral or inguinal hernia, cryptorchidism,
anterior coxofemoral luxation, appendicitis, etc.'

The complementary assessments contribute to the diagnosis
ofthe disease. The X-rays can show signs of an underlying pa-
thology, with findings such as subchondral cysts and decreased
joint space. Echographically, a cystic mass can be observed in
contact with the joint capsule, lateral to the femoral vessels. It
can coexist with joint effusion and the use of Doppler can rule
out the presence of an aneurysm. The computed tomography
can disclose a mass with thin walls and density similar to water,
which helps to rule out neoplasias and aneurysms. The NMR,
in addition to the diagnosis, can disclose a communication
between the bursa and the articular cavity, without the need
to perform an arthrography, in addition to a thorough local
musculoskeletal assessment. '

In most of the cases the treatment is conservative, with
anti-inflammatory drugs and rest. When this treatment is
unsuccessful, or if the clinical signs are intense, a decom-
pressive aspiration of the bursa and injection of steroids or
sclerosing agents can be performed. Low-dose radiotherapy
has also been reported as treatment for iliopectineal bursitis.
The surgical treatment is restricted to conservative treatment
failure or recurrence of symptoms and, in these cases, it is the
definitive treatment.*!
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In the case reported, as predicted in most cases in the lite-
rature, disease regression was observed after the conservative
treatment that included rest and anti-inflammatory agents.
Thus, it is not rare for iliopectineal bursitis to be treated suc-
cessfully, whereas being unaware of the nature of the problem.

Beals' recommends that this syndrome be differentiated
from the deep and non-painful click that occurs during the
normal mobilization of the hip and does not have clinical
significance.
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