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Hip pain

Carlos Garcia-Porrua, Miguel A Gonzalez-Gay, Juan Corredoira, Manuel Vazquez-Caruncho

Clinical history
A 34 year old man presented at the hospital
because of widespread pain in his left buttock,
groin and posterior thigh that had started
gradually eight days earlier. He had been diag-
nosed with human immunodeficiency virus
(HIV) disease at the age of 24. Because of a
pneumocystis carinii pneumonia he was re-
quired to be bedridden for three weeks during
the month before admission. On physical
examination diVuse pain to palpation on the
left groin, buttock, and posterior thigh was
noticed. In addition, an excruciating pain was
provoked by the movements of left hip, in par-
ticular by abduction and external rotation.
Moreover, pain did not allow him to put weight
on his left hip. However, no other abnormalities
were found. At that time he was initially
diagnosed as having hip arthritis. Complete
blood cell count showed 4400/mm3 white cells
(CD4 96/mm3), and 574 000/mm3 platelets.
The haemoglobin was 10.6 g/dl. Erythrocyte
sedimentation rate was 114 mm 1st h. No
abnormality of other laboratory parameters
was found. Blood cultures were negative.

Radiological findings
An anteroposterior radiograph of pelvis was
normal (fig 1).

Sonography of the hip did not show fluid
collection.

Computed tomography (CT) showed calci-
fication of the ischiogluteal bursa without
synovial fluid and swelling of obturator inter-
nus muscle (fig 2). Fine needle aspiration of the
obturator internus muscle and the ischiogluteal
bursa guided by CT only yielded a scarce
amount of bloody material. Cultures of this
material were negative. Not enough material
was available for histological study. Treatment

with non-steroidal anti-inflammatory drugs
(indomethacin 150 mg/day orally) yielded a
dramatic improvement of symptoms. Three
weeks after the commencement of the anti-
inflammatory treatment the patient was
asymptomatic.

Diagnosis
Obturator internus myositis and ischiogluteal
bursitis.

Discussion
Focal myositis is a benign inflammatory disorder
that may have problems of diVerentiation from
other disorders such as infections or tumours.1

The aetiology of focal myositis is unknown and
the course is generally one of regression. History
of trauma and evidence of systemic symptoms
are usually absent. In general, serum muscle
enzymes and other routine laboratory param-
eters are normal. Histological features show
severe inflammatory myopathy with necrosis,
inflammation and later focal fibrosis.1 The
diVerential diagnosis includes, when single, a
muscle tumour (sarcoma or rhabdomyosar-
coma) or proliferative fasciitis and myositis and,
when multiple, muscle infarcts such as can
occur in polyarteritis nodosa.

Pain in the hip region may arise from the hip
joint itself, adjacent bones or periarticular soft
tissues (cutaneous and subcutaneous tissues,
muscles, tendons and bursas). In addition,
thoracolumbar spine disorders, intra-
abdominal pathologies and peripheral vascular
diseases can present with referred pain in this
region and should therefore be considered in
the diVerential diagnosis.

The obturator internus muscle originates
from the anterolateral wall of the pelvic cavity
around most of the obturator foramen. Its

Figure 1 Anteroposterior radiograph of pelvis was
normal.

Figure 2 CT showed calcification of ischiogluteal bursa
and swelling of obturator muscle.
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fibres converge acutely toward the lesser sciatic
foramen, ending in a tendinous band that
passes posteriorly across the posterior capsule
of the hip joint. It then fuses with the gemelli
and attaches on the greater trochanter’s medial
surface.2 In our case the radiological criteria of
myositis involving the obturator internus mus-
cle were met. Linear calcifications were seen
with CT along the path of the muscle. Calcifi-
cations of the muscle occur more commonly in
myositis ossificans than in inflammatory myosi-
tis. Indeed, in adults with inflammatory myosi-
tis calcifications are rare. CT performed 14
days later did not show evident calcification
nor ossification in the rest of the muscle. With
this in mind, CT was considered for three
months later. However, regrettably, the patient
was lost for follow up. On the other hand the
occurrence of calcification in bursitis has also
been previously described, especially in the
subdeltoid and trochanteric bursas. Inflamma-
tion of the many bursas of the body is a
common cause of painful musculoskeletal
syndrome.3 The causal relation between bursi-
tis and trauma has been well recognised. The
ischial or ischiogluteal bursa is a deep bursa
situated over the bony prominence of the
ischium; inflammation of this bursa causes dis-
comfort with sitting (“weaver’s bottom”).4

Ischiogluteal bursitis may be more common
than is generally considered as both the above
mentioned conditions and others such as lum-
bosacral strain or even thromboflebitis may
mimic this condition. The ischiogluteal bursa
overlies the sciatic and the posterior femoral
cutaneous nerves. For this reason, the pain may
radiate and a misdiagnosis may be easily made.
In general, palpation over the ischial tuberosity
should elicit significant pain. However, in some
cases as in our patient, tenderness to palpation
is not clearly limited to the ischiogluteal bursa
itself and the occurrence of pain to palpation
over several other areas of the hip may lead to
confusion in the examiner and produce a delay
in the diagnosis.

Since the onset of HIV epidemy a variety of
rheumatological manifestations and autoim-
mune phenomena has been reported in these
people.5 The frequency of diVerent muscu-
loskeletal manifestations varies greatly between
diVerent studies, ranging from 0.15% to 12%.6

Also, although pyomyositis and infections of
the deep bursas are rare in these patients, unu-
sual organisms have been involved. Deep pelvic
infections must be distinguished from exten-
sion of septic arthritis with contiguous bursal
involvement and usually may be seen in the
setting of systemic infection with bacteraemia.

Immunocompromised patients do not seem to
be at a greater risk of developing septic
bursitis.7 In our case both the absence of posi-
tive cultures from the material obtained from
the bursa and muscle and the improvement
observed with non-steroidal anti-inflammatory
agents ruled out an infectious disease.

A detailed history and careful physical
examination are essential to reach a definitive
and precise diagnosis. The analysis of fluid
extracted from muscle and bursa may be of
prime importance in the diagnosis of a possible
infectious disease. Also, several imaging tech-
niques are available to identify myositis and
bursitis. Conventional radiographs are useful
for associated bony pathology (fractures, osteo-
myelitis and underlying joint disease) and soft
tissue abnormalities (calcification, swelling,
and gas). CT has been used to study the anser-
ine bursa, gastrocnemius-semimaembranosus
bursa, and iliopsoas bursa.1 Both CT and mag-
netic resonance imaging have proved to be
useful in studying focal myositis as they may
help to find the location and size of the mass as
well as to provide a non-invasive method of fol-
low up.8–10 In our case CT provided useful
information about the cause of hip pain of the
patient. Whenever a septic condition is ex-
cluded, a careful injection with local anaes-
thetic and corticosteroids in the bursa may be
of great help to support the diagnosis and
improve the symptoms of the patient. In our
patient both the absence of positive cultures
from the material obtained from the bursa and
muscle and the improvement observed with
non-steroidal anti-inflammatory agents ruled
out an infectious disease.
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