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Abstract We report the case of a 46-year-old woman with
rheumatoid arthritis who developed femoral nerve palsy
caused by an enlarged iliopectineal bursa. Surgical excision
revealed that the iliopectineal bursa was connected with the
hip joint. The patient showed good recovery from the femo-
ral nerve palsy after surgery. It was considered that ili-
opectineal bursitis had developed following the synovial
inflammation of the hip joint.
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Introduction

Rheumatoid synovial cysts are often encountered in the
hand, wrist, elbow, shoulder, feet, and knee, but rarely in
the hip. Iliopectineal bursitis is reported in association with
various hip diseases such as rtheumatoid arthritis (RA),"”
osteoarthritis,"” osteochondromatosis,’ and pigmented
villonodular synovitis.” Even if swelling or palpable mass is
noted in the inguinal lesion, the patients usually have no
symptoms or swelling of the affected limb. The case we
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report, in which an enlarged iliopectineal bursa caused
femoral nerve palsy, is considered to be quite rare. We
report the course of treatment and discuss the pathogenesis
of iliopectineal bursitis.

Case report

A 46-year-old woman was admitted to our hospital with
numbness and a mass in the left inguinal region which had
gradually enlarged over 1 month, although she limped with-
out pain. She had been diagnosed with RA at the age of 41
and was being treated with prednisolone 4mg/day, d-
penicillamine 300 mg/day, and methotrexate 7.5 mg/week. A
7cm X Scm hard elastic mass was palpable in the ilioin-
guinal region, and there was mild tenderness. No signs of
inguinal hernia or inflammation, such as local heat, redness,
or tenderness, were observed. The patient’s hip motion was
normal without pain. She had mild swelling on both wrists
and knee joints without deformity. Remarkable hypesthesia
and numbness were observed in the left femoral nerve re-
gion from the front of the thigh to the medial side of the
knee joint (Fig. 1). The circumference of the thigh and the
strength of knee extension were clearly decreased in the left
leg compared with the right. The left patellar tendon reflex
was also slightly reduced compared with that on the right.
X-ray examination revealed neither destructive nor atro-
phic changes in either the hip (Fig. 2a) or the knee joints.
Joint narrowing, cystic lesion, and erosive changes were
apparent in both wrists and carpal bones (Fig. 2b). Com-
puted tomography (CT) examination revealed a capsulated
cystic mass, approximately 65mm X 50mm, between the
joint capsule and the iliopsoas muscle, which reached the
level of the anterior superior iliac spine. The femoral artery
and vein were located inside the mass. On magnetic reso-
nance imaging (MRI), the cyst content was low in intensity
on Tl-weighted images and high in intensity on T2-
weighted images. The cyst wall was high in intensity on
T1-weighted gadolinium-enhanced images (Fig. 3a-c).
Hematological examination revealed an erythrocyte



sedimentation rate (ESR) of 5Imm/h, C-reactive protein
(CRP) of 0.4mg/dl, WBC count of 5800/mm’, and RA +1.
A biopsy was performed to ascertain whether it was a
tumorous or an infectious condition. The pale yellow
fibrinous content leaked out. No bacterial organisms or tu-
berculosis were detected on culture, and a histological ex-
amination revealed fibrinoid necrosis associated with
inflammatory cell infiltration. Surgical excision was carried
out through an anterior approach. The cyst was located

Fig. 1. Sensory evaluation. The shadowed area indicates the area with
numbness and hypesthesia. The patient had sensory disturbance at the
femoral nerve region
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under the femoral nerve, outside of the femoral vessels (Fig.
4a). The femoral vessels were mildly shifted medially, but
the femoral nerve was severely stretched upward by the
cyst. The femoral cyst had a steel 3cm long connected to the
hip joint. By cutting the inguinal ligament, the cyst was
excised en bloc, including the joint capsule attachment (Fig.
4b). It contained a considerable quantity of pale yellow
fibrinous substance, and the cyst wall had a smooth, glazed
inner surface compatible with bursa (Fig. 4c). Mild synovial
proliferation was observed in the hip joint with no cartilage
degeneration. After hip joint synovectomy through the
opening, the capsular defect was covered with an iliotibial
band graft. Further histological examination revealed syn-
ovial proliferation associated with a remarkable number of
lymphocytes and plasma cell infiltration, as well as vascular
proliferation in the synovial villi, which is consistent with
typical RA (Fig. 5a,b). In the cyst wall, granulation tissue
associated with lymphocytes and other inflammatory cell
infiltration was observed under the synovium-like cell lining
(Fig. 5¢). Fibrinoid necrotic tissue was contained in the cyst,
with numerous inflammatory cells. The sensory disturbance
of the left leg and the strength of the quadriceps femoris
were remarkably improved after surgery and the limping
disappeared 6 months after surgery. No evidence of recur-
rence was noted 3 years after surgery.

Discussion

The differential diagnosis of a mass in the inguinal region
includes rheumatoid bursitis as reported here, ganglion, in-
guinal adenopathy secondary to chronic infection, neo-
plasm, herniation of the abdominal contents, aneurysm of
the femoral artery or vein, psoas abscess, or primary tumor

Fig. 2a,b. X-ray examination. The hip joint showed no abnormal changes. Wrist and carpal bones showed joint space narrowing, and cystic and

erosive changes
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Fig. 3a—c. MRI examination. T1-weighted coronal image. Cystic mass with T1 low content was located in front of the left hip joint. T2-weighted
axial image. The cyst content showed T2 high intensity. T1-weighted Gd. Enhanced image. The cyst wall was enhanced

Fig. 4a—c. Operative findings.
Femoral nerve (N) and femoral
vessels (V) were stretched by
the cystic mass (M). Excised
mass: P, proximal; D, distal;

T, top; B, bottom; S, steel
connecting to the hip joint;

Cp, cyst capsule; C, contents

such as lipoma. A diagnostic biopsy and tissue culture are lateral edge reaches the anterior inferior iliac spine. The
sometimes necessary to confirm the diagnosis. average size is 6cm X 3cm, which is the largest bursa in the

The iliopectineal bursa is located beneath the iliac body, and approximately 14% of the human population
muscle, in front of the capsule of the hip joint, and inside the have a iliopectineal bursa communication with the hip
femoral vessels, nerve, and iliopectineal eminence, and its joint.® Communication between the iliopectineal bursa and
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Fig. Sa—c. Histological findings. Synovium of the hip joint, magnifica-
tion X10 (a), and Synovium of the hip joint, magnification X40 (b).
Synovial proliferation was associated with considerable lymphocyte
and plasma cell infiltration, and also vascular proliferation in the syn-

the hip joint also occurs in patients with chronic
inflammation of the hip joint, such as rheumatoid arthritis
or osteoarthritis or related conditions.

There are several possible theories about the cause of
the enlargement of an iliopectineal cyst in RA.’ First, over-
production of synovial fluid might increase intraarticular
pressure and distend the joint capsule at the point of weak-
ness caused by degenerative changes secondary to RA. Sec-
ond, rheumatoid involvement of the iliopectineal bursa was
the original lesion, and then increased pressure of the bursa
produced the communication channel to the hip joint.
Third, necrosis of a subcutaneous periarticular RA nodule
could result in the formation of a juxtaarticular cyst simulat-
ing the appearance of a cyst, but this is not likely to have
occurred in our patient. This case, in which rheumatoid
synovial proliferation was more obvious in the hip joint
than in the bursa, and the content of the bursa was mainly
fibrinoid substance, supports the first theory. However, it
remains unclear whether the communication channel origi-
nated from the hip joint or had existed since before enlarge-
ment of the bursa. Overproduced joint fluid probably
flowed into the bursa and was kept there by a valve-like
mechanism in the communication channel."

ovial villi. In the iliopectineal bursa, magnification X 10 (¢), granulation
tissue associated with lymphocytes and other inflammatory cell
infiltration was observed under the synovium-like cell lining. H&E
stain

A swollen leg is a common symptom of inguinal synovial
cyst, but we could find only one case report (by Tebib et
al.'") of femoral nerve palsy in the literature. In our case, the
cyst had expanded rapidly under the femoral nerve and
stretched it upward, which may have caused femoral nerve
palsy instead of obstruction of the vein, as previously re-
ported. Treatment of a synovial cyst may require surgical
excision to make the differential diagnosis, especially in
patients suffering from symptoms related to compression or
obstruction of adjacent structures by the cyst.”” Our patient
obtained good relief of symptoms and has had no recur-
rence after surgery, which is consistent with previous
reports.
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