


Features of GTPS

Chronic intermittent pain felt around the bony prominence in the lateral

aspect of the hip.

Caused by physical trauma in muscles, tendons, fascia, or bursae.
About three times more common in women than in men.
Up to 24% of women and about 9% of men are troubled with GTPS

Frequently seen together with other conditions such as low back pain,
osteoarthritis of the knee

The diagnosis of greater trochanteric pain syndrome is made on clinical

grounds.

Usually self-limiting. 66% chance of recovering within | year.

Poorer outcome

higher initial pain intensity,

longer duration of pain,

greater movement restriction esp if lower limb arthritis present,
higher disability

older age.



The location, radiation, nature, and onset of pain, and what aggravates or
relieves it should be determined.

Point tenderness and evidence of pain when muscles and tendons

attached to the greater trochanter are put under tension should be
assessed on examination.

Core diagnostic features include lateral hip pain and point tenderness
adjacent to the greater trochanter.

Greater trochanteric pain syndrome most commonly occurs in women in
their fifties, sixties, or seventies.

In younger people it is one of the more common causes of hip pain,
especially in runners.



Aetiology

Of the four clinical signs of inflammation (pain, swelling, warmth, and
redness), only pain is regularly present in people with greater trochanteric

pain syndrome |[ ]-

Radiological imaging studies rarely find evidence of bursitis (such as
accumulation of fluid within a bursa) in people with greater trochanteric
pain syndrome |[ ;

).

Bursal distension is usually secondary to the tendinopathy
Tears noted in 20% of patients with OA hip

Tendinopathy noted in 20-35% of patients with low back pain in association
with weakness of the deep gluteal muscles — reduced neural tone.



Aetiology

Primarily a compartment syndrome

Compression of Gluteus Medius by Tight ITB and
lateral fascia of the thigh.

Resting (neutral) pressure 4N - this escalates to
|O6N in adduction and load (at 40 degrees)

Compression may be due to tissue tightness or
“functional adduction”

Recruitment of superficial over the deep muscular
structures

Degenerative change in Gluteus Medius Tendon



Management

lce pack applied for 10—20 minutes several times a day
Weight loss if appropriate
Short course NSAID

Steroid injection (with or without ultrasound guidance —
response rates are similar.)

Physiotherapy to follow approach described by Dr Alison
Grimaldi

* develop adequate recruitment of the deep abductors,
gluteus minimus and the deep fibres of gluteus medius;

* Ensure compressive loading is minimised by avoidance of
repetitive (steps, hills, striding etc.) or loaded hip adduction
(especially postures & stretches).
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Steroid injection of the Gluteus Medius
on pain scores at follow up of: 77% at | week; 68% at 6




Why waste money!?

Comparison of fluoroscopically guided and blind
corticosteroid injections for greater trochanteric pain

syndrome: multicentre randomised controlled trial
Steven P Cohen et al, BM] 2009;338:b1088

Conclusion
Although using fluoroscopic guidance
dramatically increases treatment costs for greater

trochanteric pain syndrome, it does not necessarily
Improve outcome
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Self Help

Avoid sitting with your legs crossed or with your feet wide apart
and your knees together.

Avoid sitting with your knees wide apart, your thighs should be
parallel.

Avoid low or saggy chairs. A wedge cushion may make sitting more
comfortable.

When lying in bed try sleeping on your back with a pillow under
your knees or on your side with a pillow or two between your
knees to keep your thighs parallel.

When standing, don’t stand with your hip pushed out to one side.

If you run, avoid running around a track always in the same
direction and avoid running on a beach or road where there is a
camber (ie a sideways slope).

Avoid stretches that bring your knee across your body as these
cause more compression on the injured tendons and bursa.

Always stand and sit with good alighment. If you work at a desk, get
up and move around at least once every half hour.
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