
Bursae function as gliding mechanisms for overly-
ing muscles and are vulnerable to inflammation 
and irritation from any repetitive stress caused by 
microtrauma or friction.

Around the greater trochanter are 3 main bursae—the 
subgluteus maximus, medius, and minimus. These lie 
close to the greater trochanter and its 4 bony facets—the 
anterior, lateral, posterior, and superoposterior facets.1

Trochanteric bursitis (or trochanter pain syndrome) 
refers to a nonspecific pain around the hip region. An 
inflammatory etiology is debatable, as the condition has 
been attributed to gluteal tendinopathy.2,3

Septic bursitis is usually caused by direct inoculation 
from a traumatic injury or by contiguous spread from cel-
lulitis (50%-70% of cases). Other routes, bacteremia and 
contiguous spread from septic arthritis, are believed to be 
less common (10%).4 Reports on infected olecranon and 
prepatellar bursitis suggest that Staphylococcus aureus is 
the most common causative organism (~85% of cases), 
followed by streptococci.5,6 Other organisms, including 
mycobacteria (tuberculous and nontuberculous strains), 
Pseudomonas aeruginosa, and Fusobacterium gonidiafor-
mans, have also been reported.4,7-10

Septic bursitis is more common in prepatellar and olec-

ranon regions than at the hip and can be fulminant enough 
to cause significant systemic toxicity necessitating hospi-
tal admission.11

To our knowledge, there are no reported cases of septic 
trochanteric bursitis in an adolescent. In this article, we 
describe the clinical presentation, investigation, and man-
agement of an adolescent patient with septic trochanteric 
bursitis.

The authors have obtained informed written consent 
from the patient’s guardian for print and electronic publi-
cation of the case report.

Case Report
A 15-year-old boy was brought to the hospital by ambu-
lance with a 1-day history of severe right hip pain and 
inability to weight-bear. Previously, he had been generally 
fit and well, and he had no history of recent trauma, ill-
ness, or foreign travel. On clinical examination, he was 
pyrexial (38.5°C) and tachycardic (heart rate, 107 bpm). 
He appeared uncomfortable in bed and was trying to avoid 
lying on the affected hip, being held in slight flexion. There 
was no apparent swelling, erythema, or rash over the leg. 
The patient had severe tenderness over the lateral aspect 
of the thigh from the greater trochanter to the midthigh 
region and decreased range of painful hip motion (flexion, 
70°; external rotation, 40°; internal rotation, 15°); the pain 
was elicited mainly on flexion and internal rotation of the 
leg. Two inguinal lymph nodes were palpable in the right 
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Figure 1. Coronal T2-weighted magnetic resonance imaging 
of 15-year-old male patient hips shows fluid accumulation in 
greater trochanteric region on right (thin arrow).
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Abstract
Trochanteric bursitis, whether septic or inflammatory in 
origin, is a condition that affects middle-aged patients. 
Here we report the rare case of an adolescent with septic 
trochanteric bursitis (treated successfully with intravenous 
antibiotics), review the available literature on septic bur-
sitis, illustrate the importance of prompt recognition and 
treatment of this condition in any age group, and describe 
the clinical presentation and the radiologic findings.



E2 The American Journal of Orthopedics®

Septic Trochanteric Bursitis in an Adolescent

groin. However, there was no distal neurovascular deficit in 
the leg. The other clinical assessments, including chest and 
abdominal examinations, were unremarkable.

C-reactive protein level was 64 nmol/L, neutrophil count 
was 9.2×109/L, urinalysis excluded any urinary tract infec-
tion or hematuria, and radiographs of the chest and pelvis 
were normal.

An urgent ultrasound scan of the hip revealed no effu-
sion within the hip joint but rather a fluid collection in 
the trochanteric region. As the patient was stable enough, 
urgent magnetic resonance imaging (MRI) was performed 
(Figures 1, 2). MRI confirmed the presence of effusion in 
the greater trochanter region along with inguinal lymph 
nodes.

MRI interpretation led to the diagnosis of septic trochan-
teric bursitis, and treatment was started with intravenous 
flucloxacillin and benzylpenicillin according to our policy 
for the treatment of soft-tissue infections. In addition, the 
patient received oral anti-inflammatory drugs.

A surgical drainage was to be considered if the patient 

did not improve after the initial medical treatment. However 
the patient made a marked recovery within 12 hours after 
admission, and the surgery was deferred. Over the next 5 
days, he made further satisfactory recovery, with a notice-
able improvement in the hip pain, and was able to mobilize 
full weight-bearing. The results of the blood cultures taken 
at admission confirmed the presence of S aureus sensitive 
to the antibiotics he had been prescribed.

The patient was discharged home on day 7 with 1 week 
of oral antibiotics and arrangements for outpatient follow-
up. On subsequent review, he was noted to progress satis-
factorily but had residual discomfort in the right hip region. 
Several months later, however, the hip pain was noted to be 
increased after sporting activities, and he was advised to 
reduce his amount of training and sport.

At 6 months, the patient was still having hip pain after 
exercise. MRI showed almost complete resolution of 
the original trochanteric bursitis; there remained a small 
amount of soft-tissue edema in the greater trochanter 
region (Figures 3, 4).

Possibly unrelated to the original problem, this patient 
was also investigated for concurrent blackouts. An echo-
cardiogram was suggestive of mitral valve thickening. Our 
consultant cardiologist’s opinion was that this was either a 
normal entity for his age or evidence of a previous onset 
of endocarditis.

Discussion
Trochanteric bursitis, whether or not septic in origin, is 
more common in middle-aged women but has been report-
ed in other age groups.3,12,13

Cases of infective trochanteric bursitis in middle-aged 
patients were reported as being caused by hematologic 
spread or after hip arthroplasty.14 In children (mean age, 9 
years), septic bursitis was found to occur commonly in the 
olecranon, prepatellar, and subacromial bursae.15

Although S aureus is the most common microorganism 
involved in septic bursitis,4,14 the other organisms (tubercu-
losis, P aeruginosa, etc) have been reported more often in 
the trochanteric bursa.7-10

Figure 2. Axial T2-weighted magnetic resonance imaging of 
patient’s hips on presentation shows effusion (thin arrow).

Figure 3. Coronal T2-weighted magnetic resonance imaging of 
patient’s hips 6 months later shows almost complete resolution 
of effusion.

Figure 4. Axial T2-weighted magnetic resonance imaging of 
patient’s hips 6 months later shows almost complete resolution 
of effusion.
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Gómez-Rodríguez and colleagues6 reviewed 40 cases of 
septic bursitis and found that prepatellar bursitis acted in 
an aggressive clinical manner. In the case of our adolescent 
patient, clinical, biochemical, and radiologic findings sup-
ported a diagnosis of septic trochanteric bursitis, which was 
successfully treated with intravenous antibiotics—no need 
for incision and drainage.

That our patient was still having atypical pain in the 
trochanteric region after sport activities suggests he might 
have acquired greater trochanteric pain syndrome after the 
acute episode of septic trochanteric bursitis. If true, it may 
have been caused by scarring in the soft tissues or gluteal 
muscles.

The mitral valve thickening noted on echocardiogram 
may have resulted from endocarditis, which may have 
been the cause or the result of septic trochanteric bursitis. 
Rheumatologic manifestations can occur in association 
with infective endocarditis and have been reported, usu-
ally in men in their 50s; these manifestations can take the 
form of sacroiliitis, discitis, monoarthritis, and trochanteric 
bursitis.16

We conclude that septic trochanteric bursitis is not age 
related. Although a diagnosis of septic arthritis should be 
excluded first in adolescents or children presenting with 
hip pain and pyrexia, septic trochanteric bursitis should be 
added to the list of differential diagnoses in this age group. 
Its clinical presentation can be fulminant and serious. 
When bacteremia is present, other coexisting septic foci 
should also be investigated. Empirical antibiotics should 
be commenced immediately if the patient is unwell, and, if 
the patient is stable, investigations such as ultrasound and 
MRI can help in reaching the diagnosis. Surgical drainage 
may be considered in cases in which there is no response to 
antibiotherapy along with presence of a defined collection 
identified on MRI or ultrasound scan.
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