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ABSTRACT

Introduction: The ischiogluteal bursa is an

inconstant anatomical finding located between the

ischial tuberosity and the gluteus maximus.

Ischiogluteal bursitis is a rare disorder. 

Case Report: We report the case of a 43-year-old

female patient with bilateral calcifying ischiogluteal

bursitis. The patient had no relevant medical history

of systemic illness or major trauma to the buttock.

After aspiration of both ischiogluteal bursitis which

delievered calcareous deposits and instillation of a

mixture of 1cc betamethasone (6 mg) and 4 cc of 1%

lidocaine the patient was out of any complaints. 

Conclusion: Calcifying ischiogluteal bursitis is a rare

entity but easily diagnosed on radiographs. Aspiration

and local steroid instillation give good relief from

symptoms. 

Keywords: calcifying ischiogluteal bursitis, bilateral,

aspiration, treatment

INTRODUCTION

Pain in the gluteal region may be due to a number of

causes including sciatica, lumbar disc degeneration,

piriformis syndrome, sacroiliitis, and ischial bursitis

[1]. Ischiogluteal bursitis is a rare disorder [2-4]. The

ischiogluteal bursa is an inconstant anatomical

finding located between the ischial tuberosity and the

gluteus maximus. Especially in cancer patients, the

appearance of ischiogluteal bursitis can be confusing

in its clinical and radiological presentation [3].

Ischiogluteal bursitis is a disorder characterized by

pain over the center of the buttock and along the

hamstring muscles of the leg [5]. The most successful

treatment of sterile bursitis is aspiration and filling of

the bursal sac with a mixture of depot steroids and

local analgesics [5,6]. We report the case of a patient

with bilateral calcifying ischiogluteal bursitis and

calcifying tendinitis of the left supraspinatus tendon.

CASE REPORT

A 43-year-old woman presented with a 1 year history

of bilateral buttock pain and a history of 3 months

recurrent left shoulder pain. The pain gradually

increased, and the patient complained of pain on

sitting. The patient subsequently noticed a painful

swelling in the left and right buttock. The patient had
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Figure 1: Anteroposterior radiograph of the pelvis shows

bilateral calcifying bursitis ischioglutealis.
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no relevant medical history of systemic illness or

major trauma to the buttock. Physical examination

revealed swelling and tenderness of both ischial

tuberosities. Neurologic examinations were normal.

Left shoulder showed full range of motion but positive

impingement tests.  Radiographs of the pelvis and

the left shoulder revealed a calcifying mass in the

region of both ischial tuberosities (Fig. 1) and the left

supraspinatus tendon (Fig. 2). Based on these

findings a diagnosis of bilateral calcifying

ischiogluteal bursitis and calcifying tendinitis of the

left supraspinatus tendon was suggested. As the

patient was out of any complaints in respect to the

left shoulder no infiltration or aspiration of the left

shoulder was performed at that time. Aspiration of

both ischiogluteal bursitis delievered calcareous

deposits. After that a mixture of 1cc betamethasone

(6 mg) and 4 cc of 1% lidocaine was installed. At  2

months follow up the patient was completely relieved

of his symptoms with no recurrence

DISCUSSION

There are two types of bursa in the human body:

constant and adventitial. Adventitial bursa forms later

in life through a process of myxoid degeneration of

fibrous tissue in response to stress at the site of

friction between adjacent structures. Adventitial bursa

does not have lining cells. Ischiogluteal bursa is an

adventitial bursa found between the ischial tuberosity

and the gluteus maximus [2]. lliopectineal bursitis [7]

and ischiogluteal bursitis is a rare disorder [1-14]. It

forms through a degenerative process of soft tissues

in response to irritation or intermittent pressure on the

ischial tuberosity [2]. Ischiogluteal bursitis has been

described as a manifestation of gout. Bursitis in the

ischiogluteal region has also been reported as a

disorder appearing frequently in weavers, because of

irritation or intermittent pressure upon the ischial

tuberosities from prolonged sitting; it was referred to

as “weaver's bottom” [2,3,15]. Patients with

ischiogluteal bursitis complain of mild to severe pain

in the buttock, radiating to the thigh or lower leg. The

pain may be present at night and may prevent

sleeping. The pain is more severe with sitting or lying

on the back than standing. Pain is exacerbated by

bending forward or standing on tiptoes. On a careful

physical examination, ischial bursitis appears as a

painful and swollen area over the ischial tuberosity

associated with inflammatory changes of increased

skin temperature and the redness in the buttock [1].

On examination, pain with straight leg raising is often

present, and a Patrick test can also be positive. On

rectal examination, a tender bulge may be

occasionally felt on the lateral rectal wall [2].

Sonography is valuable in the evaluation of

superficially located soft tissue lesions and the

detection of various kinds of bursitis [1,8]. Computed

tomography and magnetic resonance imaging have

also been used to detect bursitis of the extremities

[1,2,8]. Recently Nguyen at al. presented the

incidental detection of a large and asymptomatic

ischiogluteal bursitis during F-18 FDG PET/CT

staging for head and neck cancer [5]. CT scan and

MRI features of bursitis located in other anatomic

sites are those of a cystic mass with a localized fluid

collection, surrounded by a thin wall. It may have

internal septa and nodules [2]. The diagnosis of

ischiogluteal bursitis is not diffcult by its clinical

features and with the use of MRI. True neoplasms

usually have solid soft tissue components, but

ischiogluteal bursitis, the MRI features have some

variation, contains only fluid and soft tissue

components are limited to the bursal wall. The

diagnosis of ischiogluteal bursitis is not difficult with

sonography, CT, or MR imaging, because of its typical

location and the fluid content [1,2,8]. In our case we

found an additional calcifying tendinitis of the left

shoulder. In respect to this finding we suggested

bilateral ischiogluteal bursitis and saw no need for

further diagnostic interventions. Aspiration of both

ischiogluteal bursitis delievered calcareous deposits

and confirmed our diagnosis.  Many causes of

bursitis have been described, the most common of
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Figure 2: Anteroposterior radiograph of the left shoulder shows

calcifying tendinitis of the supraspinatus tendon.



which are trauma (hemorrhagic bursitis),

inflammation (e.g. rheumatoid arthritis and

spondyloarthropathies) infection and crystal

deposition. Our case is the first one of calcifying

ischiogluteal bursitis with similar radiologic findings of

the shoulder. Recently Yoshida et al. published a

case of rice bodies in ischiogluteal bursitis [4]. Crystal

deposition as a cause of bursitis can be further

categorized by the type of crystals that can be

identified when synovial fluid is examined with

polarizing light microscopy. There are three basic

crystal-induced arthropathies: monosodium urate

crystal deposition disease (gout); calcium

pyrophosphate dihydrate (CPPD) crystal deposition

disease (pseudogout and other clinical presentation);

and calcium hydroxy-apatite (HA) crystal deposition

disease [13]. We fully agree that biopsy or surgical

excision is sometimes necessary to establish the

diagnosis of ischiogluteal bursitis and to provide

adequate treatment [13].

CLINICAL MESSAGE:
Calcifying ischiogluteal bursitis is a rare entity but
easily diagnosed on radiographs. Aspiration and
local steroid instillation give good relief from
symptoms.
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