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a b s t r a c t 

Iliopsoas bursitis is characterized by distension of the iliopsoas muscle bursa due to syn- 

ovial fluid and/or hypertrophic synovium. Hip disease is usually associated with it, however, 

isolated bursitis is also present. Clinically Diagnosing iliopsoas bursitis can be difficult, and 

imaging is usually required to differentiate iliopsoas bursitis from other inguinal masses 

such as lymphadenopathy, hernias, and tumors. We present the case of a 45-year-old ath- 

letic patient who underwent diagnostic examination for recurrent right hip pain and a re- 

cent development (last 3 months) of a bulky right inguinal mass. 
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Introduction 

The iliopsoas (or iliopectineal) bursa is the largest synovial
bursa in the body, and is present and bilateral in 98% of
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adults [1–2] . It is located between the iliopsoas muscle and the
anterior capsule of the hip, this structure is collapsed. The
bursa is placed in front of the hip joint, it is adjacent to the
thinnest and most vulnerable portion of the anterior capsule
and reduces tendon friction over the hip joint during muscle
activation and joint movement [3–4] . Iliopsoas bursitis is char-
acterized by distension of the iliopsoas muscle bursa due to
synovial fluid and / or hypertrophic synovium [5–6] . Hip dis-
ease is usually associated with it, however isolated bursitis
is also present. In some cases iliopsoas bursitis looks like a
mass in the groin or inguinal region [4–6] . Diagnosing iliop-
soas bursitis clinically can be difficult, and imaging is usu-
ally required to differentiate iliopsoas bursitis from other in-
guinal masses such as lymphadenopathy, hernias and tumors.
They have been published several articles from the begin-
ning of the middle 1900 describing iliopsoas bursitis [1–7] . We
present the case of a 45-year-old athletic patient who un-
derwent diagnostic examination for recurrent right hip pain
and a recent development (last 3 months) of right inguinal
masses. 

Case 

A 45-year-old man performed diagnostic tests at our clinic for
recurrent right hip pain prevalent at rest for about 12 months
and a recent development (last 3 months) of right inguinal
masses. The patient is a semiprofessional runner and he had
no other diseases. We performed a clinical examination that
showed pain on palpation and active and passive hip move-
ments and confirmed a voluminous left inguinal mass. The
joint was not swollen, erythematous without increase in tem-
perature compared to the contralateral hip. The other axile
Fig. 1a-1b – CT exam performed without contrast medium. Axial
iliopsoas bursa (circle). 
and appendicular joints showed no signs of inflammation.
The patient had no fever or other symptoms. Blood pressure
was 115/80 mmHg. The complet blood count, liver, kidney,
and thyroid function were normal. The inflammation indices
(V.E.S. and PCR) had increased. There were normal serum val-
ues of uric acid, parathyroid hormone, calcium, phosphate,
and magnesium. Tumor markers, ANA, and Rheumatoid Fac-
tor were negative. The CT examination performed without
contrast medium showed the presence of voluminous hypo-
dense lesion, the size of 34 × 27 × 30 mm (d.t. x d.a.p. x d.l.),
which was located between the iliopsoas muscle and the left
coxo femoral joint capsule. The CT exam didn’t show joint
bone injury or intra-articular effusion. 

The lesion was inhomogeneously hypodense regarding
the corpuscular fluid content with evidence of periferal solid
nodules and septa. The iliopsoas muscle was located forward
but there were no lesions or alterations to the trophism.
CT excluded the presence of lymphadenopathies, tumors,
thrombosis, or hernias. The finding was suspicious due to
distension of the iliopsoas bursa and synovial thickening, in
relation to a chronic bursitis of overuse but an ultrasound
examination was useful ( Fig. 1a–1b ). The high frequency
ultrasound examination (12 mHz) confirmed the presence
of the voluminose fluid-corpuscular distension of the bursa,
thickening and proliferation of the synovium, hyperecoic
punctiform deposits in the synovial membrane. The P.
Doppler examination showed a significant increase in the
vascular signal of the synovium. Tendons and muscles in the
region examined were normal. The diagnosis was perfected
with the withdrawal of the synovial fluid. It was subjected to
microbiological, cytological and chemical-physical examina-
tion with an increase in leukocytes in accordance with the
suspicion of bursitis. The patient was subsequently treated
with ice, functional rest and oral corticosteroids without
 plane shows the voluminous fluid relaxation of the right 
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Fig. 2-4 – US longitudinal plane show iliopsoas bursa with 

synovial ipertrophy (fig-2-4), (blue) iliopsoas muscle 
(fig-2-4) and (grey) femoral head and iliac bone (fig 4). 

Fig. 3 – US axial plane show bursa with synovial ipertrophy 

and iliopsoas muscle (blue), pectineal muscle (yellow) and 

femoral common artery (red). 
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success. Therefore it was subjected to 6 ultrasound-guided
intra-articular aspiration and infiltrative therapy of corti-
costeroids and physiotherapy with excellent results on the
symptoms. He is currently in good condition and he performs
6-monthly clinical and ultrasound follow-up ( Fig. 2–4 ). 
Discussion 

The iliopsoas bursa is normally a potential space. Communi-
cation between the iliopsoas bursa and the hip joint is present
in 15% of individuals and can be congenital or acquired [4–8] .
Gatc and Green described the connection acquired between
bursa and the joint capsule and the presence of hip pathology
[1–9] . One or more pathological mechanisms could contribute
to this communication, including increased intra-articular
pressure, friction from the overlying iliopsoas tendon, a
capsule weakened by inflammation, arthritic degeneration, or
osteonecrosis of the hip. Very often it can be associated with
snap hip syndrome. It is a sign characterized by a snap sensa-
tion during movement and not always associated with pain.
In the absence of hip diseases, inflammation and distension
of the iliopsoas bursa can be caused by rheumatological dis-
eases, gout, infection, trauma, or overuse injuries. Sometimes
both described pathological conditions can be concurrent.
Iliopsoas bursitis can be asymptomatic or cause various
symptoms related to compression of adjacent vascular and
nerve structures: lower limb edema, paresthesias, and throm-
bosis. Iliopsoas bursitis is an infrequent cause of hip pain. It’s
important note that often, iliopsoas bursitis and tendinitis
are related as the inflammation of one will inevitably lead to
inflammation of the other because of their proximity [4–6] .
This condition it is often referred to as iliopsoas syndrome
[1–9] . Although iliopsoas bursitis is a deep anatomical
structure, it can sometimes cause swelling of the hip joint
and must be placed in differential diagnosis with intraperi-
toneal hernias content, tumors, aneurysms of the iliac or
common femoral vessels, and lymphadenopathy. In both
situations, the position of the deep bursa to the iliopsoas
muscle often delays the diagnosis [1–3] . Differential clinical
diagnosis is difficult and imaging is indispensable [10–12] .US
is certainly the first level imaging technique utilized due to its
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inexpensive costs, the wide diffusion of the equipment on the
territory, and the scarce contraindications [13–15] . US exami-
nation allows detecting the structural characteristics and the
vascular behavior of the bursa. The dimensions, the presence
of septa and thickening and proliferation of the synovium, as
well as the presence of increased vascularization, are all signs
of suspected malignancy. In our case, US allowed to quantify
the bursa fluid, the synovial thickening, the structural condi-
tions of tendons, ligaments and muscles. We have excluded
the presence of thrombosis, tumors, and lymphadenopathies.
The study of P. Doppler allowed identifying the degree of
hyperemia of the tissues involved. In addition, ultrasound
allows you to perform diagnostic and therapeutic procedures
[15–16] . The CT and MRI examinations evaluate the spatial
and dimensional relationships, as well as to characterize of
the bursa and the presence of septa or synovial thickenings.
The US, CT, and MRI have an increasing role in the detection
and diagnosis of iliopsoas bursitis. It is advisable to aspirate
echo-guided the synovial fluid and subject it to infectious,
cytological and chemical-physical analyzes. For a correct
treatment of iliopsoas bursitis it is essential to determine its
etiology. As in our case, interventional radiology techniques
can be a valid therapeutic choice ( Figure 4 ). 
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