
 

 

 

 

BURSITIS 

 

Pygmalion, Image IV: The Soul Attains (detail), oil on canvas, Pre-Raphaelite, Edward 

Burne-Jones, 1875-78, Birmingham Art Gallery, UK 

 



His own art amazed him, she was so real. 

She might have moved he thought, 

Only her modesty 

Her sole garment - invisible, 

Woven from the fabric of his dream - 

Held her as if slightly ashamed 

Of stepping into life. 

 

...he kissed her, closing his eyes 

To divine an answering kiss of life 

In her perfect lips. 

And he would not believe 

They were after all only ivory. 

 

He spoke to her, he stroked her 

Lightly to feel her living aura 

Soft as down over her whiteness. 

His fingers gripped her hand 

To feel flesh yield under the pressure 

That half wanted to bruise her 

Into a proof of life, and half did not 

Want to hurt or mar or least of all 

Find her the solid ivory he had made her 

 

He flattered her 

He bought her love gifts, knick-knacks 

Speckled shells, gem pebbles, 

Little rainbow birds in pretty cages, 

Flowers, pendants, drops of amber 

He dressed her 

In the fashion of the moment. 

Set costly rings on her cold fingers, 

Hung pearls in her ears, coiled ropes of pearl 

To drape her ivory breasts… 

 

Ovid, The Metamorphosis Bk 10, 8 AD, (Translation Ted Hughes) 

 

The great sculptor, Pygmalion, so fell in love with his own creation, that he spent every 

waking minute worshipping it, and begging the goddess Venus to bring her to life. So 

impressed was Venus by Pygmalion's devotion - she granted his wish! The two fell in love 

instantly and married, had children and happy long lives. 

 

Pygmalion had to work pretty hard mind you, to convince the great goddess of his 

devotion and worthiness of such a perfect woman. He suffered, anxiety, insomnia, 

malnutrition, and for all that constant devotion on bended knee - a very nasty pre-

patellar bursitis!  

 

 

 



BURSITIS 

 

Introduction 

 

Bursitis is an inflammation of a bursa. 

 

This can take the form of reactionary aseptic inflammation, or of frank bacterial 

infection. 

 

The main task in clinical assessment will be the differentiation from a septic arthritis (a 

much more serious pathology). 

 

Rest and NSAIDs will settle the majority of aseptic cases.  

 

Those with frank bacterial infection will usually respond well to oral antibiotics. 

 

Surgery is reserved for severe cases, unresponsive to medical management. 

 

For the specific condition of Pes Anserinus bursitis, see separate guidelines. 

 

Anatomy 

 

Bursae are a small fluid-filled sacs lined by synovial membrane. 

 

Their purpose is to allow for the smooth movement of tendon or muscle or skin over hard 

bony surfaces or between muscle groups and tendons, by decreasing frictional forces 

between the two surfaces. 

 

They are therefore primarily found: 

 

● In association with tendons and muscles that move across bony prominences. 

 

● Hard bony surfaces that are frequently in contact with external objects. 

 

Pathology 

 

Bursae may become inflamed or frankly infected.  

 

The commonest affected bursae include those of the shoulder, elbows, hips and knees as 

follows:  

 

● Subacromial bursa (in association the rotator cuff muscles of the shoulder). 

 

● Olecranon bursa, at the elbow. 

 

● Prepatellar and infrapatellar bursa, at the knee (Housemaid's knee). 

 

● The bursa of the greater trochanter, at the hip. 

 



The causes of bursitis include: 

 

1. Aseptic causes: 

 

● Repetitive use injuries. 

 

● Acute trauma. 

 

● Systemic inflammatory rheumatic diseases: 

 

♥ Rheumatoid arthritis. 

 

♥ Gout. 

 

2. Septic causes: 

 

The most common organisms include: 

 

● Staphylococcus. 

 

● Streptococcus. 

 

Clinical assessment 

 

 

Typical appearance of a prepatellar bursitis of the right knee.
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For superficial bursae: 

 

1. Uncomplicated effusions: 

 

● Pain. 



 

● Swelling.  

 

● Tenderness over the site. 

 

● Restricted movement of the adjacent joint and/or tendons. 

 

2. Infection: 

 

Additional features which suggest infection include: 

 

● Fever. 

 

● Erythema at the site. 

 

● Warmth at the site. 

 

● A spreading cellulitis. 

 

3. Consider the differential diagnoses: 

 

Differentiation form a septic joint will often be the main differential diagnosis that 

is considered in the ED. 

 

 Septic joints will tend to have: 

 

● Diffuse swelling (or none) of the joint. In bursitis of the knee for example 

 the swelling is confined to the anterior patella (prepatellar bursitis) or just 

 below this, (infrapatellar bursitis). 

 

● Erythema is not prominent. In bursitis the erythema is more obviously 

 localized and superficial. 

 

● Warmth is diffuse, whereas in bursitis the warmth is more localized 

 

4. Assess also for any evidence of associated rheumatoid arthritis or gout. 

 

For deep bursae: 

 

Assessment of deep seated bursae, such as the iliopsoas is far more problematic than for 

the superficial bursae. 

 

There can be deep seated pain. Inflammatory markers are elevated and the diagnosis 

usually only becomes apparent on CT or MRI scanning. 

 

Investigations 

 

No investigations are necessary in the many cases, as diagnosis can be made on clinical 

grounds 



 

The following may be considered in less clear of more complicated cases: 

 

Blood tests: 

 

1. FBE: 

 

● If significantly elevated, this argues more for infection, rather than simple 

 reactive effusion. 

 

2. CRP: 

 

● If significantly elevated, this argues more for infection, rather than simple 

 reactive effusion. 

 

3. U&Es/ glucose 

 

Needle aspiration  

 

Needle aspiration of bursa fluid is not routinely done when the clinical diagnosis is clear. 

 

It may be done when the diagnosis is unclear (looking for gout crystals or rheumatoid 

factor) or when a septic bursitis is suspected. 

 

Fluid is analysed for microscopy and culture, rheumatoid factor and the presence of 

crystals. 

 

Plain radiography 

 

This modality cannot be relied on to make a diagnosis of acute bursitis. 

In chronic bursitis, there may be indirect evidence with calcification of bursal walls or 

nearby tendons. 

 

Radiographs may also be done to help rule out alternative diagnoses. 

 

Ultrasound 

 

This has limited sensitivity, but may detect fluid accumulation within a superficial bursa, 

or an abscess collection. 

 

CT scan 

 

This may be useful for detecting fluid within the deeper set bursae of the body, but will 

be a much less sensitive modality than MRI 

 

MRI 

 

This will be most useful for the detection of deep bursae, such as the iliopsoas bursa, (the 

largest bursa in the body). 



 

It will also delineate pathologies in any adjacent structures, which may be contributing to 

the bursitis. 

 

Management 

 

Uncomplicated cases of bursitis may take several weeks to resolve. 

 

Recurrences are unfortunately common. 

 

Management will consist of: 

 

1. RICE first aid measures: 

 

● Rest, ice, compress and elevation.  

 

2. Ongoing rest: 

 

● This is especially important in cases of overuse injuries. 

 

● Slings or splints can be used as appropriate. 

 

3. Compression bandages, such as tubigrip will help prevent fluid accumulation.   

 

4. Aspiration: 

 

● As well as being diagnostic, this may help alleviate the symptoms of 

 larger  effusions. 

 

● The benefits however of this procedure must be weighed against the risk 

 of introducing infection into the bursa. 

 

5. Analgesia and anti-inflammatory agents: 

 

● The most suitable agents are NSAIDs if there are no significant 

 contraindications to these. 

 

● Prednisolone is an option in more severe cases, when the cause is aseptic.   

 

6. Cortisone and local anaesthetic injections: 

 

● Intrabursal steroid injections (with or without local anesthetic agents) will 

 often provide good relief of symptoms. 

 

● These are contraindicated in septic bursitis. 

 

7. Surgery: 

 

This may be ultimately considered for:  



 

● Severe cases, unresponsive to medical management, (surgical excision of 

 bursae). 

 

● Significant infection, for the drainage of purulent material. 

 

 ● Frequently recurrent or chronic cases. 
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