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Abstract. Background: The giant haemorrhagic bursitis of the hip joint is a rare clinical condition that requires 
evidence-based guidelines for adequate diagnosis and management. Usually, this pathology requires conserva-
tive treatment; however, when abnormal size or clinical symptoms of compression of the surrounding noble 
structures are reported, an accurate differential diagnosis is required, in order to exclude other malignant 
conditions that can be included into differential diagnosis, and a surgical approach should be considered. The 
purpose of this work is to provide an appropriate description of the diagnostic and therapeutic path, providing 
an accurate analysis of the possible differential diagnoses. Methods: We report 2 cases of symptomatic haemor-
rhagic bursitis of the hip joint, confirmed by histological investigation. In both cases, the patients complained 
a peripheral nerve deficit of a single limb: one patient presented paresthesia of lateral femoral cutaneous nerve 
while the second peripheral edema due to compression of the proximal venous and lymphatic circulation. 
Results: Both cases were successfully managed by complete surgical excision of the mass, with no recurrence. 
There were no major complications, but in first case the nerve deficit was permanent. Conclusions: Giant 
hemorrhagic trochanteric bursitis is a rare condition, but it should be included in the differential diagnosis of 
soft tissue masses arising from the hip joint. Due to the rarity of this entity, a cautious exclusion process of all 
plausible differential diagnosis must be undertaken, in order to not miss the possibility of soft-tissue tumors, 
primarily malignant high-grade sarcomas. (www.actabiomedica.it)

Keywords: Trochanteric bursitis, giant bursitis, hip pain, differential diagnosis.

Acta Biomed 2021; Vol. 92, Supplement 1: e2021043 DOI: 10.23750/abm.v92iS1.9151 © Mattioli 1885

C a s e  r e p o r t

Introduction

Trochanteric bursitis is a common disorder and 
frequent cause of lateral hip pain, affecting 8% to 
15% of people of all ages (1), especially middle-aged 
women due to intrinsic anatomic patterns (2). Repeti-
tive mechanical friction, blunt trauma, infection or 
inflammatory arthritis represent the most plausible 
factors related to this condition, although the underly-
ing causes can be undetermined in a minority of cases 
(3). Surgical management for trochanteric bursitis is 
rarely performed, reserved for refractory cases to usual 
conservative therapy, including physical therapy and 
corticosteroid injections (4).

Unlike other anatomical locations (5), when tro-
chanteric bursae dilate with fluid and synovial debris, 
they rarely reach such dimensions that enter into the 
differential diagnosis with soft-tissue tumors. In this 
context, several imaging modalities including ultra-
sound, computed tomography (CT) and magnetic 
resonance imaging (MRI) (6) could represent a pre-
cious help for correct diagnosis and may indicate 
proper treatment. On MRI, distended bursae are 
seen as hyperintense, near fluid-equivalent structures 
on T2-weighted images with acute bursitis demon-
strating rim-enhancement on post-contrast imaging 
(7). Chronic bursitis complicated with hemorrhage 
and calcification have a more complex and varied 
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appearance on MR imaging and makes it difficult to 
distinguish from other soft tissue masses (8, 9). 

Hereinafter, we report two fairly rare cases of 
idiopathic giant trochanteric bursitis, both with con-
comitant neurological symptoms due to lateral femoro-
cutaneous and sciatic nerve compression, respectively, 
and summarize the pathological conditions that can 
enter into the differential diagnosis with reference to 
the relevant literature.

Case report 1

A 58-year-old male presented with a 10-year his-
tory of painless right-sided trochanteric mass, which 
had become progressively uncomfortable and promi-
nent over the past 12 months. There was no history 
of pelvic trauma or inflammatory disease of the pelvis. 

On clinical examination, a painless tender mass 
measuring about 10 cm in its greatest diameter was 
noted, mobile relative to superficial cutaneous layers 
but fixed to underlying structures (Figure 1). The over-
lying skin was normal with no signs of infection. Par-
esthesia in the anterior region of the ipsilateral thigh 
was reported. The range of motion of the hip was not 
limited, although a limitation due to moderate pain 

with passive hip adduction was signaled. All laboratory 
tests, including red and white blood count with differ-
ential count, erythrocyte sedimentation rate, C-reac-
tive protein and rheumatoid factor, were normal. 

The patient was initially evaluated with pelvis 
radiographs that showed no significant patterns in 
both hip joints. MRI demonstrated a neo-formation 
of almost 11 centimetres long e 7 centimetres thick, 
isointense on fat-suppressed T2-weighted images, 
with hypointensity, relative to fat, on T1-weighted 
images (Figure 2). This formation was located in the 
lateral region of the proximal leg and involved the 
course of the tensor fascia lata muscle that appeared 
hypothrofic. The hip joint did not show significant 
alteration. In the inguinal region there were two lymph 
nodes of increased size but less than one centimetre.

An ultrasound-guided fine needle aspiration biopsy 
showed brown granulation-like tissue, with histologic 
presence of hemorrhagic and necrotic tissue associated 
to histiocytic infiltrate, suggestive of an old hemorrhagic 
mass, with no evidence of infection or neoplasia. At this 
point, we decided to proceed with a wide margin excision.

Case report 2

A 44-year-old caucasian man presented with a solid 
mass in the right gluteal region. The mass had slowly 
enlarged over the past 5 years, but recently progressively 
increased in size. Moreover, he complained of numb-
ness in the right back thigh during the previous month.  
In medical history, he is not affected by major patholo-
gies and does not take pharmacotherapy.

Figure 1. Clinical examination of the painless tender mass, 
measuring about 10 cm in its greatest diameter, mobile relative 
to superficial cutaneous layers but fixed to underlying structures. 

Figure 2. MRI demonstrated a mass of almost 11 centimetres 
long e 7 centimetres thick, with hypo-intense, relative to fat, on 
T1-weighted images (A) and hyper-intense on fat-suppressed 
T2-weighted images after administration of contrast medium (B). 
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Figure 3. MRI demonstrated a big mass of almost 9 centimetres long and 7 centimetres thick, extended from the iliac crest to the 
great trochanter, with consequent dislocation of the gluteus maximum muscle The MRI signal was isointense to muscle on T1W 
images (A) and hyper-intense on T2W images (B).

Physical examination revealed a palpable 10×5 cm 
hard elastic mass in the right gluteal region. The hip 
range of motion was no affected but marked hypoes-
thesia was observed in the sciatic nerve region from the 
posterior aspect of the thigh to the posterior aspect of 
the leg. A manual muscle test demonstrated that the 
strength of the biceps muscle was reduced to 3/5. All 
laboratory tests, including red and white blood count 
with differential count, erythrocyte sedimentation rate, 
C-reactive protein and rheumatoid factor, were normal. 

X-ray examination revealed no hip of femo-
ral alteration. MRI demonstrated a big mass of 
almost 9 centimetres long and 7 centimetres thick, 
extended from the iliac crest to the great trochanter. 

The gluteus maximum was laterally dislocated and 
the mass presented a course towards the piriformis 
muscle. The MRI signal was isointense to muscle 
on T1W images and hyperintense on T2W images 
(Figure 3). The heterogeneity of the content, of prob-
able haemorrhagic origin, needed further investiga-
tion. The hip joint and the other adjacent structures 
showed no alteration of relief. The ultrasound biopsy 
shown hemorrhagic and necrotic tissue associated to 
histiocytic infiltrate that could no orientate towards a 
diagnosis of certainty.

Also, in this case, we decided to proceed with a 
wide margin excision, with complete resolution of 
patient’s symptoms in the postoperative stay (Figure 4).

Figure 4. Intraoperative imagine during excision of the mass.
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Discussion 

Bursae are synovial-lined, potential spaces 
between bony prominences and surrounding soft tissue 
structures. Working as cushions, bursae provide a glid-
ing interface between opposed moving components 
and reduce pressure and mechanical friction (10).  

Approximately 20 different bursae have been iden-
tified around the pelvis (7, 11), but mostly 3 of these 
structures are widely well described. These include the 
trochanteric bursa, which separates the gluteus maxi-
mus from the greater trochanter and the short rotator 
muscles, the ischial bursa, situated over the tuberosity of 
the ischium, and the gluteo-femoral bursa, which sepa-
rates the iliotibial tract from the vastus lateralis. Due to 
its superficial position and proximity to large tendons, 
bursa around hip can inflame inflamed and become a 
common reason for presentation to the orthopedic sur-
geon, more rarely for progressive increasing size mim-
icking soft-tissue tumors. According to our knowledge, 
these are the first two reported cases of hemorrhagic 
trochanteric bursitis with similar features, especially as 
regard dimensions and invasiveness to surrounding soft 
tissue structures. Furthermore, the singularity of these 
cases lies in the absence of associated systemic patholog-
ical conditions. In literature, several other cases of huge 
bursitis from different anatomical districts are reported.  

Iliopsoas bursitis is a rare pathological condition, 
secondary to various hip diseases (such as rheumatoid 
arthritis, osteoarthritis, and femoral head osteonecrosis) 
that develop because of a communication with the hip 
joint present in approximately 14 % of the human pop-
ulation (12). In quite a lot of reported cases, it entered 
into differential diagnosis with soft-tissue tumors aris-
ing from the hip, since it can present as a massive ingui-
nal mass with concomitant neurological and vascular 
symptoms due to direct pressure against adjacent struc-
tures such as the femoral nerve and veins (13 – 16).

Tayfur et al. (17) reported a case of a huge tro-
chanteric bursa due to a rare manifestation of muscu-
loskeletal tuberculosis, treated by drainage along with 
one-year antituberculosis therapy. Stahnke et al. (18) 
described two cases of calcific infrapatellar and pre-
patellar hemorrhagic bursitis, that deserve particular 
attention for the singular radiological and pathologi-
cal findings. The presence of dystrophic calcification 
within the lesion, associated to the heterogeneous and 

varied radiological appearance, represent an unusual 
misleading entity that may suggest a mineralizing soft 
tissue sarcoma such as synovial sarcoma.

As a matter of fact, giant bursae may indicate an 
underlying neoplastic process that must not go unno-
ticed. Tuncer et al. (19) reported a singular case of a 
huge scapulothoracic bursitis with synovial osteochon-
dromatosis, which was caused by osteochondroma 
arising from the inner surface of the scapula. Mahesh-
wari et al. (20) presented two rare cases of pigmented 
villonodular bursitis arising from the pes anserinus 
bursa. The involvement of a true bursa without articu-
lar communication represents a rarity. 

Synovial sarcomas are malignant soft tissue 
tumors that should be taken into consideration when 
excluding possible differential diagnosis of giant bur-
sitis. Despite occurring near joints, rarely the synovial 
sarcoma may arise from intraarticular sources, such as 
synovium, bursa or tendon sheath (21, 22). The slowly 
and insidious growth together with the long duration 
of symptoms noted in some cases also after 10 years 
(21) could represent a further confounding pattern. 
However, the high risks of local recurrence and distant 
metastases (23, 24) prejudice the long-term survivor-
ship and should alert physician when evaluating a bur-
sitis with consistent features.

Conclusions

In conclusion, giant hemorrhagic trochanteric bur-
sitis is a rare condition that should be included in the dif-
ferential diagnosis of soft tissue masses arising from the 
hip joint. Due to the rarity of this entity, a cautious exclu-
sion process of all plausible differential diagnosis must be 
undertaken, in order to not miss the possibility of soft-
tissue tumors, primarily malignant high-grade sarcomas. 

In this context, as with other lesions, clinical and 
radiographic features along with close histological cor-
relation are essential for correct diagnosis and adequate 
treatment protocol.

Abbreviations: CT: computed tomography; MRI: magnetic reso-
nance imaging  
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