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Fig. 2 and 3. Ultrasound-guided image of adductor tendon sheath injection. Long-axis view of the 
adductor tendon near its attachment point at the pubic tubercle. We utilized an in-plane technique 
with direct visualization. In the image on the right, the needle is outlined in red and the tendon 
sheath in blue. This image highlights the hydrodissection of the injectate fluid of the tendon sheath 
from the adductor tendon.

Fig. 4. Image of the procedure. The patient 
was maintained in frog leg position and 
ultrasound was used to identify the adductor 
tendon proximally near its insertion near the 
pubic tubercle. A mixture of 40 mg Kenalog 
and 8cc of 1% lidocaine were then injected 
into the tendon sheath under ultrasound 
guidance. 

Fig. 1. Dynamic evaluation of the patient which 
shows valgus stress and mild internal rotation of 
the left lower extremity due to poor fit of the 
prosthetic device, which likely contributed to 
the patient’s adductor tendinitis. 

The development of adductor tendinopathy is multifactorial. Leg length 
discrepancy is one such factor as it affects an individual’s gait pattern. With 
significant discrepancy, the individual is forced to compensate with poor or 
altered movement patterns during physical activity that produce increased 
stress on the tendons as the natural angle of force at the joint is exaggerated. 
Similarly, discrepancies in muscle length, leg strength, and core weakness can 
significantly influence the development of an adductor tendinopathy and an 
individual’s overall stability. Treatment of adductor tendinopathy is multifaceted 
with an emphasis placed on RICE therapy, medical management with NSAIDs, 
and physical therapy. Despite conservative treatment, some patients continue to 
have persistent groin pain and may pursue more invasive intervention. One 
such intervention is ultrasound guided steroid administration1

We present the case of a 70 year old male with adductor tendinitis after right 
below the knee amputation. The patient has a past medical history of type 2 
diabetes with chronic kidney disease, atrial fibrillation, coronary artery disease, 
hypertension, hyperlipidemia, gastro-esophageal reflux disease, osteoarthritis, 
and chronic right ankle pain following a fracture in 2018. Since his fracture in 
2018, the patient had approximately 8 orthopedic interventions. After the 
prolonged course of dealing with these complications, the patient ultimately 
decided to proceed with the right BKA. He underwent surgery on 02/19/2021 
without complications, and reported notable relief of pain on postoperative 
follow up. Prosthetics evaluation occurred shortly after and the patient was 
initiated on residual limb shrinkers in preparation for his prosthetic device. After 
adequate residual limb shrinkage and swelling control, he was fitted for a 
prosthetic device which he tolerated well. Despite early success, the patient 
began to experience right groin/medial thigh pain several month after initiation 
of prosthetic use. His pain was persistent and began to hinder his daily activities 
despite conservative treatment. Eventually, the patient would be referred to our 
clinic for assessment of chronic, right hip pain. 

On initial assessment, he described non-radiating right groin pain that was 
sharp and stabbing in quality. On dynamic examination of the patient with the 
prosthetic device, he was noted to have external rotation of the prosthetic 
device with compensatory internal rotation of the hip, as well as pistoning of the 
socket resulting in increased valgus deformity on the right knee. We 
recommended initial treatment with right hip intra-articular injection under 
fluoroscopy. 

The distal groin/medial thigh pain remained and the patient was referred to PT for focused 
adductor tendon strengthening and scheduled for adductor tendon sheath injection. The 
patient tolerated the procedure well without any complications, and report significant relief 
thereafter. The patient subsequently followed up with his prosthetist and surgeon. His 
prosthetic device was adjusted with improvement in socket fit, and reduction in laxity and 
dynamic pistoning. The symptoms did not return thereafter. Of note, the patient did have 
an episode of acute decompensated heart failure in the midst of workup for right hip 
tendonitis. On subsequent follow up, PY scanning and right ventricular biopsy would 
eventually assist in the diagnosis of cardiac amyloidosis. He continues to follow up with a 
cardiac transplant specialist for management. 

In this case, the patient presented with multifactorial hip pain with contributions from both 
osteoarthritis, one of the most common adult hip pain causes in individuals above 45 –
and adductor tendinopathy likely related to an improperly fitted prosthetic device. The 
patient’s concurrent congestive heart failure during the fitting and adjustment process 
likely added a significant degree of complexity with establishing the appropriate fit. As 
patients recover from a new amputation, prosthetic evaluation and intervention is 
paramount in maximizing return of function. Despite this, there are often complications 
that arise with prosthetic device fitting, requiring close interactions between rehab 
physician and prosthetist in order to optimize prosthetic fit. In this case, pain in the 
residual limb was related to adductor tendinopathy due to poor prosthetic fitting, indicated 
by laxity and dynamic pistoning during ambulation. The patient exhibited compensatory 
excess internal rotation and adduction during ambulation likely resulting in an overuse 
tendinopathy. Pain management procedures directed at symptom reduction can be useful 
in treatment of patients with tendinopathies2. In this case, the patient had multifactorial hip 
and required two separate procedures to address the patient’s choring right hip pain: a 
right hip intra-articular injection and targeted injection of the adductor sheath. This 
provided significant symptom relief while the patient coordinated with other providers for 
prosthetic device adjustment and socket fit optimization. 
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