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Next to osteoarthritis, greater trochanter pain syndrome is the most frequently encountered hip injury, and it is 
estimated that it will eventually affect between 10% and 25% of the population (1). The typical patient complains 
of pain with single-leg stance and the discomfort is often aggravated by sidelying on the affected hip. The lateral 
hip pain may be reproduced by palpating the lateral and posterior aspects of the greater trochanter, and/or by re-
sisted contraction of the hip abductor/external rotator musculature. The female to male ratio for this condition is 
4:1, and 40 to 60 year olds are especially vulnerable. This common condition is surprisingly difficult to treat, and 
symptoms may last months to years. While it was originally believed the lateral hip pain resulted from chronic 
inflammation in 1 of the 3 greater trochanter bursae (Fig. 1), recent research confirms that bursal inflammation 
correlates poorly with the presence of lateral hip pain. As a result, the term greater trochanter bursitis has been 
abandoned in favor of greater trochanter pain syndrome. 

To identify the specific tissues responsible for the 
development of lateral hip pain, Woodley et al. (2) 
performed MRI evaluations of the symptomatic and as-
ymptomatic hips in 40 patients presenting with unilat-
eral greater trochanter pain syndrome. After having the 
MRIs read by 3 radiologists, the authors discovered that 
although bursal inflammation had no correlation with 
the presence of lateral hip pain, gluteus medius tend-
inopathy and atrophy of the gluteus minimus muscle 
were relatively common and occurred almost exclu-
sively on the side of the symptomatic hip. Because the 
findings by Woodley et al. (2) are consistent with other 
research confirming that hip abductor tendinopathy 
correlates with the presence of greater trochanteric pain 
syndrome (3), treatment interventions should empha-
size restoration of tendon function, not reduction of 
bursal inflammation. 

In an important study comparing the efficacy of differ-
ent treatment protocols, Rompe et al. (3) assigned 229 
patients with refractory unilateral greater trochanter 
pain syndrome to 1 of 3 different treatment protocols: 
a single local corticosteroid injection (25 mg prednis-
olone), a repetitive low-energy shock wave treatment, 
or a home training program that included specific 

Fig. 1. Posterior view of the proximal left femur. 
Sgtb=superficial greater trochanteric bursa; sgmb=
subgluteus maximus bursa; gs=gemellus superior; 
oi=obturator internus; oe=obturator externus.
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hip abductor/rotator stretches and exercises (see table 
1). Subjects were reevaluated at 1, 4, and 15 months to 
evaluate the degree of recovery and severity of pain. The 
results of this study were interesting in that corticoste-
roid injection produced significant short-term improve-
ments, while shock wave and home stretches/exercises 
produced better long-term results. 

For example, at the 1-month mark, 75% of the subjects 
receiving corticosteroid injection reported significant 
reductions in pain, with only 13% of the shock wave and 
7% of the home exercise group showing significant pain 
reductions. However, at the 4-month follow-up, 68% of 
the individuals receiving radial shock wave presented 
with significant pain reductions, compared to 51% of 
the corticosteroid group and 41% of the home stretches 
and exercises group. By the 15-month follow-up, the 
home stretching/exercise group had the best outcomes, 
with 80% reporting significant pain reductions, com-
pared to 74% of the shock wave and 48% of the cortico-
steroid injection group. The authors state that because 
the significant short-term superiority of a single cor-
ticosteroid injection reversed after 1 month, “the role 
of corticosteroid injection for greater trochanter pain 
needs to be reconsidered.” 

Given the economic cost of shock wave therapy, the 
simplest and most effective method of treating greater 
trochanter pain syndrome is with strengthening exercis-
es and stretches. Because the typical greater trochanteric 
pain syndrome is associated with tendinopathy of glute-
us medius and atrophy of gluteus minimus, it is import-
ant to isolate these muscles with specific stretches and 
eccentric exercises (Fig. 2). These exercises are especially 
helpful when treating individuals with coxa valgum (Fig. 
3), since an increased femoral neck angle reduces the 
mechanical efficiency of the hip abductors and a strong 
gluteus medius is necessary for injury prevention. 

In addition to these exercises, clinical outcomes are 
often improved by performing deep tissue massage 
on the hip abductor and external rotator tendons. To 
access these tendons, it is often necessary to position 
the supine patient with the hip abducted 45°. In order to 

produce the best possible outcomes, the practitioner must be able to isolate each specific tendon near its attach-
ment on the greater trochanter (Fig. 1). By coupling eccentric exercises with specific deep tissue massage of the 
involved tendons, significant reductions in pain occur within the first 4 months of treatment.

Table 1. Home training program for greater 
trochanteric pain syndrome recommended by 
Rompe et al. (3). Written exactly as described by 
the authors.
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Fig. 2. 1) Gluteus medius home exercises. The sidelying patient is positioned near the edge of a support surface 
with the involved hip adducted (i.e., the ankle is lower than the support surface). The posterior fibers of gluteus 
medius are exercised by raising and lowering the straight lower extremity through a full range of motion (the hip 
is abducted and adducted approximately 45° in each direction). To strengthen the gluteus minimus, the same 
maneuver is performed with the involved hip extended, so the straight lower extremity is hanging off the back 
edge of the support surface. 2) Gluteus medius stretch. The leg you are stretching is positioned behind you, 
while the hand on that side is resting against a wall (A). To stretch the gluteus medius muscle, move your hip to-
wards the wall (B). 3) Gluteus minimus stretch. The involved leg is extended while the pelvis is moved towards 
the wall (C). Your spine should be kept in a midline position while performing this stretch.

Fig. 3. The typical femoral neck angle of 125° provides gluteus medius (A) an effective lever arm for abduct-
ing the hip (B). The longer lever allows gluteus medius to create the force necessary to oppose body weight (W), 
which possesses an even longer lever arm for adducting the hip (C). When the femoral neck possesses an angle 
greater than 130° (i.e. coxa valgum), the lever arm afforded gluteus medius is significantly diminished (D) there-
by limiting the ability of this muscle to stabilize the pelvis in the frontal plane. 
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