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ABSTRACT

Objectives: to evaluate the results of arthroscopic repair of the
gluteus medius tendon in patients with trochanteric pain syn-
drome associated to rupture of the gluteus medius tendon over
a follow-up period of 24 months, and to conduct a review of the
state of the art in the management of these disorders.

Material and methods: a retrospective cohort study was carried
out. An analysis was made of the 24-month clinical outcomes of
14 patients subjected to arthroscopic reinsertion of the gluteus
medius. The patients completed functional and quality of life
questionnaires and pain scales preoperatively and 24 months
after surgery.

Results: 14 patients operated upon due to gluteus medius inju-
ry between October 2015 and March 2019 were included in the
present series. Pain as assessed by the visual analogue scale
(VAS) improved from 8.2 (range 5-10) to 6.0 (range 3-10) after 24
months (p = 0.013). The WOMAC score for pain decreased from
15.6 (range 12-18) preoperatively to 11.5 (range 7-18) at 24 months
(p = 0.023), while the stiffness score decreased from 7.1 (range
6-8) preoperatively to 4.4 (range 0-7) at 24 months (p = 0.011),
and the function score decreased from 50.0 (range 42-56) pre-
operatively to 36.6 (range 15-60) after 24 months (p = 0.025). The
function score as analysed by the Non-Arthritic Hip Score (NAHS)
was 209 (range 5-51) preoperatively versus 489 at 24 months
(range 25-96) (p < 0.001).

Conclusion: arthroscopic repair in patients with trochanteric
pain syndrome and gluteus medius tendon injury is a therapeu-
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RESUMEN

Resultados de reparacion artroscopica de tendon gliiteo
medio en pacientes afectos de sindrome de dolor trocantérico.
Serie de casos

Objetivos: evaluar los resultados de la reparacion artroscopica
del tendon gliteo medio en pacientes con sindrome de dolor
trocantérico asociado a rotura de tendon del gliteo medio, con
un seguimiento postoperatorio a 24 meses y revision del estado
actual del manejo de las mismas.

Material y métodos: estudio de cohorte retrospectiva. Se analiza-
ron los resultados clinicos a 24 meses de 14 pacientes sometidos
a reinsercion artroscopica del gliteo medio. Los pacientes cum-
plimentaron cuestionarios funcionales, de calidad de vida y esca-
las de dolor en el preoperatorio y a los 24 meses postoperatorios.
Resultados: 14 pacientes intervenidos por lesion de gliteo me-
dio entre octubre de 2015 y marzo de 2019 fueron incluidos en
esta serie. El dolor analizado con la escala visual analogica (VAS)
mejord de 8,2 (rango: 5-10) a 6,0 (rango: 3-10) a los 24 meses
(p=0,013). La evolucion medida mediante la escala WOMAC,
para el dolor paso de 15,6 (rango: 12-18) preoperatorio a 11,5 (ran-
go: 7-18) a 24 meses (p = 0,023); para rigidez, paso de 7,1 (rango:
6-8) preoperatorio a 44 (rango: 0-7) a los 24 meses (p = 0,011); y
para funcion, de 50,0 (rango: 42-56) preoperatorio a 36,6 (rango:
15-60) a los 24 meses (p = 0,025). La funcion, analizada con el
Non-Arthritic Hip Score (NAHS), preoperatoria fue de 20,9 (rango:
5-51) y a los 24 meses de 48,9 (rango: 25-96) (p < 0,001).
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tic option that affords favourable results through discrete out-
comes 24 months after surgery.

Key words: Gluteus. Tendon. Endoscopy. GTPS. Hip.

Introduction

Enthesopathy of the tendons of the gluteus medius and
minimus, and the associated bursitis, are the most com-
mon causes of pain in the trochanteric space®, and are
encompassed within the so-called greater trochanter pain
syndrome (GTPS) - a term introduced by Karpinsky and
Piggott in 1985.

This clinical condition is highly prevalent and affects
17% of the population between 50-79 years of age®. It is
usually resolved based on conventional physiotherapy,
physical postural correction measures and/or anti-in-
flammatory drugs or analgesics®. However, between 30-
40% of all cases (depending on the series) experience
relapse over the short or middle term, or fail to respond
to initial treatment - thus giving rise to chronification of
the disorder®®. The affected patients experience a loss of
quality of life similar to that seen in advanced-stage oste-
oarthrosis of the hip®, and the disorder is difficult to re-
solve in a significant proportion of cases?. In this respect,
many conservative and surgical treatment protocols have
been described, with highly variable published results®®.
The lack of prospective studies and clinical trials involving
long follow-up periods makes it difficult to establish con-
sistent and solid management protocols.

The objective of the present study is to analyse the
outcomes of a series of patients with chronic GTPS sub-
jected to arthroscopic gluteus medius repair following
failure of the adopted conservative measures, and offers
a review of the state of the art of the different therapeutic
options.

Material and methods

A retrospective cohort study was made of patients with
GTPS and a magnetic resonance imaging (MRI) diagnosis
of partial or complete rupture of the tendon of the gluteus
medius, subjected to arthroscopic repair by the same sur-
geon between October 2015 and December 2018.
Inclusion criteria: patients of either gender between
18-75 years of age, with trochanteric pain for over 6 months
and with a visual analogue scale (VAS) pain score of >3, a
lack of response to conservative management in the form
of physiotherapy or local or oral anti-inflammatory treat-
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Conclusion: la reparacion artroscopica en pacientes afectos
de sindrome de dolor trocantérico y con lesion del tendon del
gliteo medio es una opcion terapéutica que demuestra resul-
tados favorables pero discretos a los 24 meses de la cirugia.

Palabras clave: Gliteo. Tendon. Endoscopia. GTPS. Cadera.

ment, and MRI findings indicating partial or total rupture
of the gluteus medius tendon.

Exclusion criteria: a history of other orthopaedic con-
ditions of the affected hip (infant-juvenile hip diseases, hip
dysplasia, femoroacetabular impingement or hip arthritis),
as well as a history of open or arthroscopic surgery of the
hip, femoral osteosynthesis with antegrade endomedullary
pinning, or implant surgery, and patients not within the
specified age range. Patients yielding incoherent information
in the self-administered questionnaires during follow-up -
defined as radically distinct answers to the same question
in different questionnaires (e.g, no pain on walking over an
even surface in the Non-Arthritic Hip Score [NAHS] and max-
imum pain possible on walking over an even surface in the
WOMAC) - were excluded from the study. We also excluded
patients with incomplete data in the preoperative period or
over the two-year follow-up period.

Epidemiological data such as patient age and gender
data were collected. Pain was assessed based on the VAS
score from 0-10, where 0 = no pain and 10 = worst pain
imaginable. The WOMAC in turn was used to assess pain
(0: no pain; 18: maximum pain), stiffness (0: no stiffness;
8: maximum stiffness) and function (0: full function; 60:
worst function possible), and the NAHS was used to eval-
uate non-arthritic hip pain and function (0: worst result;
100: best result possible). These scales were applied dur-
ing the clinical follow-up of the patients, before surgery
and at 24 months.

A radiological study was made to discard coxarthrosis
(Tonnis grade <1) and hip dysplasia (Wiberg angle >20),
and MRI was used to confirm partial or complete rupture
of the gluteus medius tendon.

Surgical technique

All patients were operated upon in supine decubitus on
a skeletal traction table. The anterolateral and distal lat-
eral ports were used in all patients, and other accessory
peritrochanteric ports were employed as required in each
case, to facilitate suture handling. Endoscopy of the lateral
compartment was performed combining the 30° and 70°
optics. The gluteus medius injury was identified follow-
ing partial resection of the trochanteric bursa in complete
ruptures and following longitudinal incision of the super-
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ficial tendon in partial lesions. Debridement of the inflam-
matory tissue and degenerated tendon was carried out
until healthy tendon extremities were obtained. Then, the
insertional footprint in the greater trochanter was debrid-
ed and freshened with a bone drill to obtain a bleeding
bed. Tendon repair was carried out using one or two 5-mm
harpoons (Stryker® ReelX).

After surgery, partial weight bearing with two crutches
was indicated during 6 weeks. Subsequently, functional
rehabilitation was started with gluteus medius strength-
ening exercises, as well as improvement of pelvic pivoting
and toning of the paravertebral and abdominal muscles to
stabilize the lumbopelvic axis.

Statistical analysis

A descriptive analysis was performed, with calculation of
the mean and range for quantitative variables. Categorical
variables were reported as absolute and relative frequen-
cies. The pre- and postoperative results of the patients
were compared using the two-tailed Student t-test for re-
peated measures. Statistical significance was considered
at a level of 0.05. The SPSS statistical package (SPSS Inc.,
Chicago, IL, USA) was used throughout the analysis.

Results

During the period between October 2015 and December
2018, a total of 48 patients underwent arthroscopic sur-
gery for partial or complete rupture of the gluteus medius
tendon, performed by the same surgeon. Four patients
with incomplete data in the preoperative stage were ex-

Table 1. Mean and range of the outcome parameters
before surgery and 24 months after surgery

Preoperative Postoperative Sig.
VAS 8.2 (5-10) 6.0 (3-10) 0.013
WOMAC pain 15.6 (12-18) 11.5 (7-18) 0.023
WOMAC stiffness 71 (6-8) 4.4 (0-7) 0.01
WOMAC function 50.0 (42-56) 36.6 (15-60) 0.025
NAHS 20.9 (5-51) 48.9 (25-96) < 0.001

cluded; 14 patients were excluded due to incoherent
questionnaire responses; and 16 patients were excluded
because they failed to answer some questionnaire over
the two years of follow-up. A total of 14 patients that met
the required criteria were thus finally analysed (Figure 1).
Of these, 13 (92.9%) were women. The mean age was 67.3
years (range 48-76 years), with a body mass index (BMI) of
28.8 kg/m? (range 22-34 kg/m2). Table 1 shows the results
referred to pain as measured by the VAS, and pain, func-
tion and stiffness as assessed by the WOMAC and NAHS
- significant improvement being observed at 24 months
with all the scales.

Discussion

The patient flowchart (Figure 1) reflects a great percentage
loss over follow-up (71% of the patients operated upon).
The WOMAC and NAHS questionnaires were completed by
the patients on an autonomous basis after receiving due

explanations from the nursing

Arthroscopies due to partial or total rupture
of the tendon of the gluteus medius
10/2015-12/2018: 48 patients

staff. However, after analysing
the questionnaires, many of
them were found to have been
completed incorrectly or only
partially by the patients, and

»| - 4incomplete data preoperative period

were therefore discarded. This is
a controversial issue, since pa-
tient reported outcomes meas-
ures (PROM) must be completed

by the patient, and counselling
by the nursing staff could con-
dition the responses. In order to

avoid this, the questionnaires
are given to the patients, an
explanation is provided of how

Excluded (n = 18 patients)
* 14 incoherent responses
v
30 patients
.| Losses to follow-up (n = 16 patients)
" <16 lack of 2-year follow-up data
v
14 patients

to complete them (cross in the
right box, answer all the ques-
tions, etc.), and space is provid-
ed for the patients to complete

Figure 1. Schematic representation of the included and excluded patients.
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In view of the many detected errors (fundamentally a high
percentage of unanswered questions), which invalidated
the questionnaire, a software system with an electronic
tablet was introduced containing all the questionnaires and
which did not allow the patients to advance further through
the questions without first answering the preceding ques-
tions. This strategy allowed us to improve compliance with
the questionnaires, but not the problem of incoherence
due to failure to adequately understand the questions. The
use of VISA-G has recently been proposed for the follow-up
of patients with GTPS®), seeking a questionnaire that is eas-
ier for them to understand. This questionnaire has not yet
been validated in Spanish, however.

The results obtained reflect statistically significant im-
provement at 24 months. However, the clinical condition
was not normalized, and residual pain, stiffness and func-
tional impairment was documented in a large proportion
of patients. These results are consistent with the different
mentioned surgical options, affording very high improve-
ment scores, but with frequent residual discomfort or
pain. It must be taken into account that the patients in-
cluded in our series had suffered different previous treat-
ment failures, and the particularly high baseline scores
conditioned the expected outcomes,

The calculation of minimal clinically important im-
provement (MCII) is of interest in this population. The
study published by Okoroha establishes the MCIl and PASS
(patient acceptable symptomatic state) values for the Hip
Outcome Score (HOS) and the modified Harris scale, but
not for the WOMAC, VAS or NAHS™. The mentioned study
obtained a value above the PASS in 50-51% of the patients
with the mentioned scales. In that study, the mean pa-
tient age was 57 years, 10 years younger than in our series,
with a female prevalence and BMI that proved similar in
both series. However, in our study the VAS score corre-
sponding to preoperative pain was 8.2 versus 6.7 in the
study of Okoroha - thus suggesting that patients in poor-
er preoperative condition or more chronic cases can be
expected to yield poorer outcomes. Other series, such as
that published by Byrd, with good outcomes in 12 patients
subjected to two years of follow-up, also reflect a younger
age than in our series, with an average of 56 years'™. The
study carried out by McCormick, in a 65-year-old popula-
tion, reported good or excellent outcomes in 60% of the
patients, with the observation of a significant difference
between the 60-year-old age group and the patients aged
70 years, in favour of the former®™,

In turn, the study carried out by Tubach et al. in an os-
teoarthritis population with less baseline pain according
to the scales used (pain VAS score 5.6 and WOMAC score
58), concluded that the MCII was 2 for the VAS (0-10) and 9
for the WOMAC (0-100)™. It may be expected that for the
population in our study the MCII values would be higher,
since the starting scores were higher. It possibly would be
more interesting to obtain the PASS score, the value of
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which was 3.5 for the pain VAS and 34.4 for the WOMAC in
the study of Tubach et al™. The mentioned study involved
patients with hip arthritis = not individuals with GTPS.
However, studies such as that published by Ebert et al."®
report similar scores on the pain and function scales in
the osteoarthritis population and in the population diag-
nosed with chronic GTPS; the PASS values therefore could
be extrapolated to the present study sample. Considering
these values, it was seen that all the patients started from
VAS and WOMAC scores above the PASS, and that after
24 months 29% and 43% yielded VAS and WOMAC results
with values acceptable to the patient. It therefore could
be concluded that, although improvement was observed,
only 30-40% of the patients experienced improvement of
a sufficient degree to afford acceptable outcomes.
Anatomically, the hip adductors group is composed of
the gluteus medius, the gluteus minimus with direct inser-
tion in the proximal femur, the tensor fascia lata, and the
most cranial portion of the gluteus maximus with insertion

Figure 2. View of the tendon of the gluteus medius beneath the
tensor fascia lata after opening the Gibson interval. a: fascia
lata; b: gluteus medius; c: tip of the greater trochanter; d: vastus
lateralis; e: gluteus maximus.
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in the fascia lata (Figure 2). According to Gottschalk et al."”,
the tensor fascia lata muscle and the anterior portion of
the gluteus medius are the main elements in charge of ab-
duction of the hip, while the middle and posterior portions
of the gluteus medius, as well as the gluteus minimus, act
as hip stabilizers and pelvic rotators during walking. The in-
nervation of each portion of the gluteus medius and of the
tensor fascia lata muscle corresponds to branches of the
superior gluteal nerve, penetrating from the internal sur-
face for the gluteus medius and tensor, and from the super-
ficial surface for the gluteus minimus. The gluteus medius
consists of three portions: anterior, middle and posterior.
The tendon of the gluteus medius inserts in the postero-
lateral part of the greater trochanter - the insertion of the
posterior portion being the thickest. This appears to favour
the fact that ruptures take place at its weakest part, which
in turn participates in hip abduction along with the tensor
fascia lata muscle"™®. The gluteus minimus is located im-
mediately beneath the gluteus medius and inserts anterior
to the latter, as well as in the lateral capsule. Its fibres are
distributed in parallel to the femoral neck, which in com-
bination with the posterior portion of the gluteus medius
defines it as a hip stabilizert.

Up to 7 bursae have been described in the peritro-
chanteric region. The term trochanteric bursa refers to
the bursa beneath the gluteus maximus, which is located
within the virtual space formed by the greater trochanter,
the insertion and the muscle belly of the gluteus maxi-
mus, and the iliotibial tract. Only 20% of all peritrochan-
teric syndromes involve bursitis.

Disease associated to tendon degeneration, specifi-
cally of the gluteus medius and to a lesser extent of the
gluteus minimus, is more prevalent in women (proportion
5:1), and is particularly seen in individuals between 40-60
years of age.

Other causes of pain in the trochanteric zone are
stress fractures, heterotopic ossification, coxarthrosis and
adaptive disorders such as residual dysplasia in the adult
(RDA) and lumbar problems, with malfunction of the glu-
teus medius and secondary enthesopathy.

The physical examination of patients with GTPS should
include the evaluation of gait in order to detect abductor
muscle insufficiency (Trendelenburg gait), as well as the
presence of this sign in sustained unipedal standing. Abduc-
tion against resistance in patients in lateral decubitus with
the hip in neutral position and the knee in extension might
not be painful, since the tensor fascia lata muscle contrib-
utes to execution of the movement. To neutralise it, we must
evaluate pain in the greater trochanter on hip abduction
with the knee in flexion and slight internal rotation. The test
is considered to be positive when the patient experiences
pain in this context. The above can be complemented with
the Ober test, where passive adduction in that position gen-
erates pain due to tension of the fascia lata. A positive FABER
manoeuvre helps to differentiate from hip joint disease.

Rev Esp Artrosc Cir Articul En. 2022;29(1):43-50
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Figure 3. Pain in the trochanteric zone can be reproduced with
the FABER manoeuvre and through abduction against resistance.

In the abduction lag sign, the examiner passively moves
the leg to abduction of about 30° in lateral decubitus and
lets it drop suddenly - the patient being unable to keep the
leg raised, which drops more than 10 cm (Figure 3).

A number of imaging techniques can help to confirm
the diagnosis. Conventional radiology and computed to-
mography (CT) provide information on the biomechanical
context and should always be considered, though they are
of little use in assessing the condition of the tendon. Ul-
trasound can be very useful for evaluating the condition
of the tendon and muscle, and for performing diagnostic
punctures, though magnetic resonance imaging (MRI) is
the technique of choice for diagnosing this particular dis-
ease condition, since it allows us to classify the degree of
muscle atrophy and tendon retraction.

A number of therapeutic options are available, though
there are no studies with a sufficient level of evidence to
define a gold standard or establish a generalizable thera-
peutic recommendation.

Table 2 describes the conservative management options.

Physiotherapy, weight loss and the use of non-steroi-
dal anti-inflammatory drugs (NSAIDs) offer success rates
of between 40-83%202" With regard to the prescription of
physical exercise, isometric exercises have been shown to
be more effective than dynamic exercises in strengthen-
ing the gluteus medius and minimus. Unipedal standing
and isometric abduction appear to ensure the greatest
activity in this particular muscle group®.

Corticosteroid infiltration with local anaesthetic is a very
controversial practice®. Despite a lack of clear supporting
clinical evidence, this treatment is very widespread and
standardised®, since it does afford a short-term solution
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Table 2. Conservative treatment options

Technique eLvei‘(Ijilnocfa Author Follow-up Result
. 60%
NSAID 2 Brinks® 12m _ °
improvement
. 80%
Physiotherapy 2 Rompe® 15m . °
improvement
Shockwave 3 Furia® vm 64%
therapy improvement
Corticosteroid No
infiltration (vs. 2 Nissen®) 12 m .
physiotherapy) improvement

to the pain®222) However, this practice is not without side
effects such as subcutaneous tissue atrophy, skin pigmenta-
tion changes and even tendon rupture®. Serial infiltrations
ultimately affect tendon quality, worsening the associated
enthesopathy and complicating surgical repair®). Ultrasound
guided puncture affords success rates higher than puncture
guided by clinical palpation (92% versus 45%) and may be
considered for further defining the diagnosis. In addition,
it can ensure peritendon infiltration and avoid intratendon
injection, more clearly associated to tendon rupture®. Re-
cent clinical trials on the efficacy of local corticosteroids
versus placebo have evidenced their inefficiency at three
and 6 months®, though such treatment is still used on a
routine basis in clinical practice. In the present series, all of
the patients had received corticosteroid infiltrations before
surgery, though this variable was not included in the analy-
sis because a very large number of subjects was unable to
recall how many infiltrations they had received or whether
they had received more than three infiltrations. This to some
extent could affect the outcomes of tendon repair, in view of
the even more devitalized condition of the tissue.

Shockwave therapy is based on the concentration of
energy in the form of sound waves within the diseased tis-
sues, with the purpose of promoting the repair processes.
This principle underlies its use in chronic tendinopathy
and enthesopathy. Furia et al. reported a good response to
treatment with three shockwave sessions in a case-control
study, documenting excellent or

apy demonstrated better results at four and 15 months. The
current evidence suggests that shockwaves are effective at
one year of follow-up, and therefore should be considered
within the therapeutic scheme when physiotherapy and
postural correction measures have failed®. In our setting,
shockwave therapy is not a routine practice, since not all
physiotherapy centres assisting our reference population
have such equipment; this parameter was therefore not in-
cluded in the analysis. The use of this technique would be
very interesting to determine whether those patients that
improve as a result of surgery might also have improved with
shockwave therapy, thereby rendering surgery unnecessary.

The administration of platelet-rich plasma (PRP) infil-
trations has shown very erratic results; their use is there-
fore controversial. Jacobson et al. demonstrated that both
ultrasound-guided fenestration and PRP infiltration are
effective in treating gluteal tendinosis, with a percentage
treatment response of 71% in the case of fenestration ver-
sus 79% with PRP at three months - no significant differ-
ences being observed between the two techniques®. A
randomised study has reported significant improvement
versus treatment with corticosteroids®, though this was a
three-month study including patients with tendinopathy
but without tendon rupture. Other randomised studies are
ongoing®, and it will be interesting to see their results. At
present, the scarce evidence available demands caution
in protocolising the use of this treatment modality.

The use of radiotherapy in the management on non-on-
cological disease has been well established®. Low intensity
radiotherapy has been proposed as a treatment option for
GTPS associated to tendinopathy of the tendon of the gluteus
medius®, and the clinical series describe good outcomes®)
- though here again there is a lack of follow-up over the mid-
dle or long term. In our opinion, this is an attractive alterna-
tive, though long term evaluation is needed to confirm the
good results and discard possible associated complications.

The surgical options yield highly variable results between
different studies. Variability of the surgical indication criteria
and the lack of universally accepted specific questionnaires
and of a rigorous classification of the tendon lesion com-
plicate evaluation of the different techniques, according to
the review published by Ebert et al®. Table 3 describes the
main surgical treatment options and their results.

good outcomes in almost 80%
of the cases in the shockwave

Table 3. Surgical treatment options

group versus 36% in the control
group®. Rompe et al, in a ran-

domised study of 249 patients,
recorded significant superiori-

ty of shockwave therapy versus

exercise combined with infiltra-
tions®. The effectiveness of the

infiltrations was greater in the
first month, but shockwave ther-

Technique eL:i‘él(:ln‘i Author Follow-up Result
Arthroscopic bursectomy 3 Larose®® 24'm 70% good results
Plasty of the fascia lata 3 Dominguez® 2m 100% good results
;Fudtzz?rﬂiec driizair of the 3 Vosst0) 24 m 100% good results
Trochanteric osteotomy 4 Govaert® 24'm 100% good results

48

Rev Esp Artrosc Cir Articul En. 2022;29(1):43-50



M. Tey Pons, A. Alias Petralanda, O. Marin Pefa

It is surprising how such distinct surgical techniques
(osteotomies, tendon repair procedures, bursectomy, plas-
ty of the fascia lata, etc.) achieve such good outcomes, with
different series reporting clinical or functional improve-
ment rates of 100%. Nevertheless, the lack of middle or
long term follow-up remains a constant factor.

According to Ebert et al,, the outcome following open
fixation of the tendons of the gluteus medius with aug-
mentation plasty is independent of the degree of muscle
atrophy prior to surgery. The authors concluded that the
outcome of repair is not related to the degree of muscle
atrophy before the operation but to the size of the defect
and the technical capacity to repair it®®. However, Son-
nery-Cottet et al, in their series of 22 cases, did find a
relationship between the degree of atrophy and the out-
comes of arthroscopic repair without augmentation®.

One of the main limitations of our study is the limit-
ed sample size involved, which can be due to two main
reasons. Firstly, these are complex patients in which the
surgical decision is usually much delimited. Secondly, the
techniques involved are evolving; it is therefore not pos-
sible to open a large recruitment window and maintain
homogeneity of the surgical technique and criteria. The
results of the series at one year of follow-up are present-
ed, when in fact a minimum follow-up of two years should
be maintained in a surgical series.

Lastly, a factor associated to poorer outcomes is the
presence of degenerative disc disease, which was not con-
templated in our series and may affect the outcomes in an
indeterminate manner.

Conclusion

The treatment of GTPS with associated partial or complete
gluteus medius tendon rupture via arthroscopic repair af-
fords good results after 24 months of follow-up in terms of
pain, function and stiffness of the hip in our clinical series.

In our clinical series, the disease was more prevalent
in women in the sixth to seventh decades of life.

The literature describes a broad range of conservative
and surgical treatment options, with few clinical studies
offering relevant results over the middle or long term.

Physiotherapy, changes in lifestyle and shockwave thera-
py should be considered in the GTPS management protocols.
Such consideration does not apply to corticosteroid infil-
trations, which should be limited and viewed with caution.
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