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iriformis Syndrome
.W. Thomas Byrd, MD

Piriformis syndrome is an elusive clinical entity. It is likely that this condition is overlooked
and overdiagnosed with equal propensity. It is characterized by buttock pain with a variable
component of sciatic nerve irritation and probably represents the most common cause of
extraspinal sciatica. Systematic clinical assessment will generally lead to the correct
diagnosis. Most cases can be managed with conservative treatment. Judicious use of local
injections around the piriformis can have both diagnostic and therapeutic benefits. Surgical
release of the piriformis and decompression of the sciatic nerve may be indicated for select
recalcitrant cases. With careful patient selection, successful outcomes have been recorded
in the majority of cases. Details of the assessment, anatomy, and management of this
condition are outlined.
Oper Tech Sports Med 13:71-79 © 2005 Elsevier Inc. All rights reserved.
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iriformis syndrome is an elusive condition, and the liter-
ature is often inconsistent in its description. It is likely

hat piriformis syndrome is overlooked and overdiagnosed
ith equal propensity. Reports variously cite that the pirifor-
is may be responsible for between 0.33% and 6% of all

ases of low back pain and/or sciatica.1,2 Thus, although this
ondition is uncommon, it is not rare.

The first mention of the piriformis muscle as a culprit in
he cause of sciatica is attributed to Yeoman in 1928.3 He
ostulated that, because of its anatomic proximity to both the
ciatic nerve and sacroiliac joints, fibrosis of the piriformis
ssociated with sacroiliac periarthritis could cause sciatica.
his was before Mixter and Barr’s landmark article in 1934

hat first recognized rupture of the intervertebral disk as a
eading cause in many cases of radicular pain.4 After this
eport, other causes of sciatica generally fell out of favor. In
937, Freiberg5 proposed the following characteristic fea-
ures of sciatic pain caused by compression from the pirifor-
is: (1) positive Lasegue sign, (2) tenderness at the sciatic
otch, and (3) relief of symptoms with traction. He also de-
cribed alleviation of sciatica by myofascial procedures that
ncluded release of the piriformis.

In 1947, Robinson6 coined the term piriformis syndrome
nd proposed 6 cardinal features: (1) a history of trauma to
he sacroiliac and gluteal region; (2) pain in the sacroiliac
oint, greater sciatic notch and the piriformis muscle, extend-
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ng down the leg and causing difficulty walking; (3) acute
xacerbations brought on by stooping or lifting and relieved
y traction on the affected leg; (4) presence of a tender, pal-
able, sausage-shaped mass over the piriformis muscle; (5) a
ositive Lasegue sign; and (6) Gluteal atrophy.

natomy
he piriformis muscle has a flat pyramidal shape. Its origin is

rom the anterior surface of the second through fourth sacral
ertebrae, the sacrotuberous ligament, and the superior mar-
in of the sciatic notch. It exits the pelvis through the sciatic
otch and inserts on the superior aspect of the greater tro-
hanter at its posteromedial corner (Fig. 1). The function of
he piriformis changes depending on the position of the hip.
his observation is important for understanding various ex-
mination findings. In extension, the piriformis externally
otates the hip, whereas in flexion, it becomes an abductor.
lso, as observed by Freiberg and Vinke,7 the action of the
iriformis changes when the insertion is fixed, as in standing.
ts attachment site at the trochanter becomes its origin and
he muscle functions to pull the pelvis forward, elevating the
pposite side. They also observed that the piriformis is the
nly muscle that bridges the sacroiliac joint.
The sciatic nerve forms from the lumbosacral plexus and

ncludes fibers from the L4-S1 nerve roots. Distally, it divides
o form the tibial and perineal nerves. As the sciatic nerve
xits the sciatic notch, it lies below (anterior) to the muscle
elly of the piriformis. Numerous variations of the anatomy

n this region have been described (Fig. 2A-D).8 These in-

lude separate perineal and tibial portions of the sciatic nerve
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72 J.W.T Byrd
assing above or below the piriformis or through a bifid
uscle belly. Additionally, this author has observed a speci-
en in which the nerve coalesced from 3 separate trunks
istal to a bifid piriformis muscle (Fig. 3). The sciatic nerve is
usceptible to entrapment anywhere along its course from the
umbar spine through the posterior thigh.9,10 Other struc-
ures that exit the sciatic notch include the superior gluteal
erve and artery above the piriformis and below the pirifor-
is are the inferior gluteal nerve and artery, pudendal and
osterior femoral cutaneous nerves, and the internal puden-
al vessels.

tiology
he symptoms associated with piriformis syndrome occur

rom compression of the sciatic nerve by the piriformis mus-
le. The cause of this compression and subsequent nerve
rritation is variable.

Piriformis syndrome can result from overuse or repetitive
rauma. During the stance phase of gait, the hip internally
otates, stretching the piriformis muscle. Then, as the hip
nters the swing phase, the muscle contracts to assist in ex-
ernal rotation of the limb. Thus, the piriformis muscle is

igure 1 The sciatic nerve normally exits the sciatic notch under-
eath the piriformis muscle. Exiting the sciatic notch above the
iriformis are the superior gluteal nerve and artery. Other structures
hat exit the notch underneath the piriformis include the inferior
luteal nerve and artery, pudendal nerve, internal pudendal artery
not shown), nerve to the obturator internus (not shown), posterior
emoral cutaneous nerve, and nerve to the quadratus femoris (not
hown).
nder strain during the entire gait cycle and it is postulated t
hat it may be more prone to hypertrophy than other muscles
n the region. Gait abnormalities may accentuate this, espe-
ially if they result in increased internal rotation or adduction
uch as with a leg length discrepancy.11 It is believed that the
uscle hypertrophies or becomes inflamed, although this

bservation has never been documented. Overtraining may
e implicated as well as repetitive trauma, whether from ex-
rcise or sitting on hard surfaces (“wallet neuritis”).12

Acute trauma has been described in numerous cases of
iriformis syndrome.2,6,13 A blunt blow to the buttock is be-

ieved to result in hematoma formation and subsequent scar-
ing between the sciatic nerve and the short external rotators.

Anomalous anatomic relationships of the sciatic nerve
ith the piriformis muscle have also been implicated in the
evelopment of piriformis syndrome.14,15 It is postulated that
he nerve is more susceptible to compression by the muscle
ecause of the variant anatomy. It is difficult to confirm this
ausative relationship because, in some studies, the incidence
f these anomalies in patients with piriformis syndrome is the
ame as the incidence reported in normal anatomic se-
ies.16,17 However, understanding and inspecting for these
nomalies is important during surgery for this condition. If a
ortion of the nerve passes through a bifid muscle belly, then
imply releasing the tendon would allow the muscle to re-
ract, further entrapping the nerve and worsening the condi-
ion. Thus, at surgery, it is imperative to explore the relation-
hip of the sciatic nerve and the muscle at the level of the
ciatic notch to assure complete decompression.

Numerous case reports show a variety of other conditions
hat have been associated with piriformis syndrome includ-
ng patent sciatic vessels, myositis ossificans, pyomyositis,
berrant fibrous bands, and pseudoaneurysm, among oth-
rs.18-25 Regardless of the etiology, most studies report a
reater incidence among females, with a ratio as high as 6:1.26

ssessment
he evaluation begins with an inquiry of potential etiological

actors, either trauma or precipitating activities. Sitting for
rolonged periods of time is typically uncomfortable and
ecomes increasingly intolerable. The patient will character-

stically describe posterior hip and buttock pain and a vari-
ble pattern of radicular symptoms. These distal symptoms
ay be spotty and ill defined but will follow the pattern of the

ciatic distribution. These sensations may range from numb-
ess and paresthesias to just a cramping sensation.
Gait, posture, and alignment should be carefully checked.

elvic obliquity or leg length discrepancy may be a contrib-
ting factor, potentially correctable with therapy or inserts.
horough assessment for lumbar spine disease is mandatory
ecause this is the most likely origin for the sciatica-type
ymptoms. Careful examination of the hip, pelvis, and sac-
oiliac joint is also important. These could prove to be the
rimary pain generator, or piriformis syndrome may coexist
ith pathology from these other sites. Anatomically, the piri-

ormis is intimately associated with the sacroiliac joint, a joint

hat remains a diagnostic dilemma.27 Motor, sensory, and
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Piriformis syndrome 73
eep tendon reflex examinations are routinely performed.
owever, objective deficits are uncommon in association
ith piriformis syndrome.
Numerous examination maneuvers have been described to

Figure 2 Various relationships of the piriformis muscle an
commonly, the undivided nerve exits the greater sciatic
common, divisions of the sciatic nerve pass between an
Divisions of the nerve pass above and below an undivide
bifid muscle bellies of the piriformis (0.8%).
ssess for piriformis syndrome. No single finding is reliable in p
ll cases, but a careful systematic examination should provide
reasonable clinical picture.
Posterior pain is nonspecific. The overlying gluteus maxi-
us and other closely related soft-tissue structures can be

ciatic nerve as described by Beaton and Anson. (A) Most
below the piriformis muscle (84.2%). (B) Second most
w the bifid muscle belly of the piriformis (11.7%). (C)
cle (3.3%). (D) An undivided nerve passes between the
d the s
notch
d belo
ainful to palpation. Palpation for the piriformis should be
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74 J.W.T Byrd
ocalized directly posterior to the hip joint, close to the sciatic
otch (Fig. 4). It is easier to differentiate this from symptoms

ocalized to the trochanteric insertion site of the gluteus
aximus, the sacroiliac joint, or the ischium. In addition to
ain, focal palpation may also recreate some of the patient’s
adicular symptoms.

Straight-leg raise findings are variable. Some studies report
his to be a cardinal finding in piriformis syndrome. How-
ver, a positive straight leg raise recreating radicular pain is
ore likely to be indicative of lumbar nerve root irritation.
ypically, straight-leg raise may produce localized posterior
ip discomfort, but this is often nonspecific for a variety of
onditions.

With the hip extended, passive internal rotation
Freiberg sign) and resisted external rotation of the leg are
oth maneuvers that may reproduce pain around the area
f the piriformis (Fig. 5A&B). In flexion, the piriformis
ecomes an abductor, so resisted abduction of the flexed
ip is another provocative test (Pace sign) (Fig. 6). Also at
0° of flexion passive adduction and internal rotation can
roduce symptoms. This is the maneuver referred to as the
iriformis stretch (Fig. 7).
Compression by the piriformis with irritation of the

ciatic nerve occurs where these structures exit the pelvis
hrough the sciatic notch. External palpation of this area is
bscured by the dense overlying gluteus maximus. This is
ost reliably assessed by palpating the sciatic notch from

nside the pelvis, necessitating a rectal or vaginal exami-
ation.2,11,26 Palpation of this area is normally uncomfort-
ble, so it is important to compare the asymptomatic to the
ymptomatic side. A positive finding is elicited if this re-
reates the characteristic symptoms that the patient expe-
iences with activities, both the buttock and radicular
omponent. Reproduction of these symptoms is typically
uite demonstrable. Absence of symptoms or equivocal
ndings should cause one to question the diagnosis of

igure 3 An anatomic specimen showing an anomaly in which the
ciatic nerve coalesces from three separate trunks distal to a bifid
iriformis with the superior trunk passing between the bifid muscle
ellies. (Figure © J.W. Thomas Byrd.)
iriformis syndrome. Conversely, this author has ob- ©
erved that proximal lumbar nerve root irritation may sen-
itize the nerve distally and can result in a false-positive
nding.

nvestigative Studies
lain radiographs, including an anteroposterior pelvis and

ateral of the affected hip are routinely performed. There are
o specific radiographic features associated with piriformis
yndrome, but this is important to rule out other radiograph-
cally identifiable processes. For recalcitrant cases when sur-
ery is contemplated, magnetic resonance imaging of the pel-
is is prudent to rule out a mass effect within the sciatic notch
r intrapelvic lesion (Fig. 8). Investigation of the lumbar
pine will often include radiographs and even magnetic res-
nance imaing to assess for lumbar nerve root pathology.
Neurodiagnostic studies are often important, mostly to

igure 4 This right hip is examined with the patient on their side.
alpation is performed to elicit the site of maximal tenderness. The
iriformis is palpated through the muscle of the gluteus maximus.
A) This is facilitated by placing the right leg on the examination
able in front of the left. This creates slight flexion, adduction, and
nternal rotation, which places a slight stretch on the piriformis

uscle. (B) The site of tenderness is medial to the posterior hip
oint, close to the sciatic notch. Palpation often produces localized
ain as well as recreating the patient’s radicular symptoms. (Figure
J.W. Thomas Byrd.) (Color version of figure is available online.)
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Piriformis syndrome 75
ule out other forms of pathology. If abnormalities are noted,
here should be selective preservation of the superior gluteal
erve, which exits the notch above the piriformis muscle.13,18

t is rare that piriformis syndrome will result in measurable
lectromyogram or conduction deficits. Fishman et al16 have
roposed that prolonged H:-reflex latency may be indicative
f piriformis syndrome and this finding is accentuated if the
ip is placed in a position of flexion, abduction, and internal
otation. However, their criteria for the diagnosis of pirifor-
is syndrome were not very strict.

onservative Treatment
nitial assessment should include a general evaluation of the
pine and hip and surrounding soft-tissue structures. This
reliminary evaluation may include piriformis syndrome as
art of the differential diagnosis. The patient is counseled on

ifestyle modifications to avoid offending activities. Oral anti-
nflammatory medications are usually useful as well. Super-
ised physical therapy by a knowledgeable clinician is the
ost important component. A general program is imple-
ented for both the back and hip.
Specific stretching of the piriformis is performed in addi-

Figure 5 In the supine position, with the hip extended
stretching the piriformis muscle. (B) Active external rota
to fire. (Figure © J.W. Thomas Byrd.) (Color version of
ion to modalities for pain control. It is also important to i
nclude an assessment for core strength deficits and a condi-
ioning program directed at core stability. As the therapist
orks with the patient, this has diagnostic as well as thera-
eutic benefits, localizing the origin of the patient’s symp-
oms while reducing discomfort and improving function.
ollow-up by the physician is important for reassessment.
ften a patient’s findings may change simply from 1 exami-
ation to the next. Depending on these findings and the
atient’s response to conservative measures, further investi-
ation may be necessary.

If the clinical impression remains recalcitrant piriformis
yndrome unresponsive to conservative measures, then an
ntrapelvic examination to substantiate the diagnosis may be
he next step, anticipating a subsequent injection. If the di-
gnosis is confirmed, an injection is performed with cortico-
teroid mixed with short- and long-acting anesthetic. With
he patient on their side, the injection is directed to the point
f maximal tenderness in the area of the piriformis, medial to
he posterior hip joint, approaching the sciatic notch (Fig. 9).
lthough it is important to deliver the injection to the area of

he piriformis over the sciatic nerve, it is critical not to inject
he nerve itself. As the injection is slowly begun, the patient is
ueried about any acute radiating leg pain, which might be

he leg is internally rotated by the examiner, passively
resisted by the examiner, causing the piriformis muscle
is available online.)
. (A) T
tion is
ndicative that the needle is too close to the nerve. The opti-
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76 J.W.T Byrd
al confirmation that the injection is in the right area is when
he patient gets a transient anesthetic block in the sciatic
istribution. Otherwise, the patient should at least experi-
nce alleviation of pain from the anesthetic effect of the in-

igure 7 Passive piriformis stretching is a useful therapeutic maneu-
er but may also elicit symptoms. This includes hip flexion, adduc-
ion, and internal rotation. (Figure © J.W. Thomas Byrd.) (Color

igure 6 Resisted abduction with the hip flexed can be checked. (A)
ith the patient lying supine. (B) In the seated position. (Figure ©

.W. Thomas Byrd.) (Color version of figure is available online.)
ersion of figure is available online.) a
ection. For some patients, the injection may be curative. In
his author’s experience, one fifth of all cases achieved long-
erm relief.

The injection is also an important diagnostic tool. If the
elief is temporary, it at least helps to substantiate the diag-
osis of piriformis syndrome. However, it can be difficult to
eliably infiltrate the injection to the deep-lying piriformis
uscle. If the clinical findings still suggest piriformis syn-
rome, in absence of a positive response to the injection, then
his author has subsequently performed a computed tomog-

igure 8 A 43-year-old man with painful limited motion and sciat-
ca. An axial T-2 fat suppressed image with IV gadolinium enhance-

ent demonstrates a large neoplastic lesion (arrows) within the
elvis, exiting the sciatic notch and encasing the posterior hip re-
ion. (Figure © J.W. Thomas Byrd.)

igure 9 With the patient on their side, again placing the right leg on
he table in front of the left places slight tension on the piriformis,
mproving access for the injection site. Using a 22-gauge, 1½-inch
eedle, an ad-mixture of 1 mL corticosteroid, 2 mL lidocaine, and 2
L bupivacaine is injected into the tender spot over the muscle belly

f the piriformis. The injection is begun slowly, and the patient is
nstructed to respond if any severe or radiating pain is encountered,
hich might indicate placement of the needle too close to the sciatic
erve. (Figure © J.W. Thomas Byrd.) (Color version of figure is

vailable online.)



r
t

w
s
a
i

O
S
s
t
s
p
t
s
d
p
t
c
c
a
o
t
p
a
t
a
t

m
s
t
v
a
r

s
m
t
q
i
s
m
m

t
p
t
d
t
s
w
m
t
n

c
t
e
t
s
n

r
d
i
m
p
r
s
f
a

b
g
a
t
d
l
t
p

r
f
p
p
d
i
e
a
s
w

F
r
g
J

Piriformis syndrome 77
aphy–guided injection. This assures that the injection is in
he desired spot and may yet substantiate the diagnosis.

If the patient gets prolonged relief, then another injection
ould be an appropriate consideration. However, if the re-

ponse is of short duration, surgical decompression may be
n appropriate alternative rather than attempting repeated
njections of the area.

perative Treatment
urgical release of the piriformis and decompression of the
ciatic nerve is a technically straightforward procedure. With
houghtful attention to a few details, the operation can be
uccessfully performed. However, the clinical success of the
rocedure is clearly most dependent on careful patient selec-
ion. This includes 3 factors. First is a thorough clinical as-
essment to substantiate the diagnosis of piriformis syn-
rome, as reliably as possible. Second is an assessment of the
atient’s motivation and interest in recovery. Third, the pa-
ient must have reasonable expectations of what can be ac-
omplished with the procedure. The results of this operation
an be remarkably good. However, the diagnosis can still be
challenge and this condition may coexist with other pathol-
gy, including disorders of the lumbar spine and hip. Thus,
he response may sometimes be incomplete. However, if the
atient has exhausted conservative treatment, the symptoms
re incapacitating, and a careful survey of comorbid condi-
ions is complete, then surgery is certainly an appropriate
lternative to otherwise resigning the patient to exist with
heir symptoms.

The procedure is a standard posterior approach to the hip,
odified only by reducing the length of the incision neces-

ary to expose the piriformis (Fig. 10).28 Under anesthesia,
he patient is positioned on their side with well-padded pel-
ic supports and the affected hip up. The proximal portion of
posterior incision is used. The incision is made in the di-

igure 10 On this right hip, markings illustrate the incision and its
elationship to pertinent topographical landmarks, including the
reater trochanter and the posterior superior iliac spine. (Figure ©
.W. Thomas Byrd.) (Color version of figure is available online.)
ection of the gluteus maximus fibers, extending from the s
ciatic notch just below the posterior superior iliac spine
edially, toward the greater trochanter laterally. Extension of

he incision beyond the trochanter is not necessary for ade-
uate exposure. The fascia overlying the gluteus maximus is

ncised in line with its fibers. The muscle belly is then bluntly
eparated for exposure of the posterior hip and the pirifor-
is. A self-retaining retractor holds the muscle separated,
aintaining exposure.
The tendinous insertion of the piriformis at the greater

rochanter is isolated (Fig. 11A and B). A no. 1 tag suture is
laced and the tendon is then sharply released from its inser-
ion. Using the tag suture for traction, the piriformis is then
issected back to the sciatic notch for thorough inspection of
he anatomic relationship between its muscle belly and the
ciatic nerve (Fig. 12A and B). Particular attention is given to
hether a portion or all of the nerve passes through a bifid
uscle belly. Inspection is also made for any other anomalies

hat might create a soft-tissue mass effect within the sciatic
otch.
Once the dissection and inspection is complete, 1.5 to 2

m of the distal stump of the piriformis is resected. The site of
he resection is within its muscle fibers but does not need to
xtend so far medially that the remaining muscle might re-
ract inside the pelvis. If a bifid muscle belly is present, the
eparation between these must be completed so that there is
o risk of retracted muscle further entrapping the nerve.
Meticulous hemostasis is maintained. If the wound is dry,

outine closure is performed without drains. If in doubt, a
rain can be placed and removed the following day. It is

mportant to minimize the risk of significant hematoma for-
ation, which can lead to various complications including
ersistent drainage, difficulty with wound healing, infection,
eoperation, scar formation, myositis ossificans, and exces-
ive postoperative pain. Normally, the procedure can be per-
ormed on an outpatient basis or with an overnight stay in an
mbulatory surgery setting.

Postoperatively, the patient is weight bearing as tolerated
ut uses crutches for approximately 2 weeks to normalize
ait and protect the wound during early healing. Addition-
lly, the patient is instructed to avoid prolonged sitting over
he area of the hip. The patient needs to be a little cautious
uring the first 4 to 6 weeks after surgery to lessen the like-

ihood of any setbacks. Gradual resumption of activities is
hen dictated by their symptoms and functional response to
hysical therapy.
Often, the symptomatic improvement is immediate. The

esponse may be similar to a patient undergoing diskectomy
or an entrapped lumbar nerve root. The patient will note
ostsurgical discomfort but elimination of the intractable
ain that had precipitated surgery. Although this is an imme-
iate indication of the success of the procedure, it is still

mportant to be careful during the early postoperative recov-
ry. Sometimes the response may be more gradual, but usu-
lly within 4 to 6 weeks, the patient will begin to experience
ymptomatic improvement. Incisional discomfort associated
ith the operation can be expected and will improve over
everal months.
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78 J.W.T Byrd
esults
he reported success of surgical release of the piriformis and
ecompression of the sciatic nerve are generally good but
ariable. The literature is replete with numerous case reports
nd small case series, but the largest cohorts were published
y Fishman et al (n � 43),13 Indrekvam and Sudmann (n �
9),16 and Benson and Schutzer (n � 15).17 The spectrum of
esults from these 3 studies respectively ranged from 68.8%
chieving �50% relief, two thirds improved, and 100% ex-
ellent or good results. The varied nature of these success
ates partly reflects the difficulty in making the diagnosis of

igure 11 (A and B) The gluteus maximus muscle fibers have been
plit in line with the incision and are retracted, revealing the under-
ying structures. The piriformis tendon is isolated, and its muscular
bers are seen overlying the sciatic nerve. In this case, an aberrant
brous band parallels the piriformis on its deep surface, contribut-

ng to compression of the sciatic nerve. Distally, the layer of fat that
ormally overlies the nerve is seen. This tissue is preserved to reduce
he risk of perineural adhesions. (Figure 11A © J.W. Thomas Byrd.)
iriformis syndrome, but 4 other inconsistencies between 1
hese studies make it even more difficult to compare data in
he literature. These inconsistencies include (1) diagnostic
riteria for piriformis syndrome, (2) role of conservative
reatment before surgery, (3) indication for surgery, and (4)
he methods for measuring outcomes.

This author’s experience includes 15 cases of piriformis
yndrome that failed initial forms of conservative treatment.
he diagnosis was substantiated based on the following cri-

eria: (1) buttock pain worse with sitting and with activity,
2) variable component of radicular symptoms, (3) pain with
rovocation of the piriformis (resisted external rotation, re-
isted abduction, and/or passive internal rotation), (4) clear
eproduction of symptoms on intrapelvic palpation of piri-
ormis exiting the sciatic notch, and (5) relief with injection
n the area of the piriformis muscle. Of the 15 cases, 3
chieved prolonged relief from the injection and 12 experi-
nced recurrence after a period of improvement. Of these 12,
have chosen to continue to live with their symptoms and 1
as undergone lumbar diskectomy for coexistent disk dis-

igure 12 (A and B) The tendinous insertion of the piriformis has
een released, tension is maintained with a tag suture, and a portion

s resected within the muscle fibers proximal to the tendon. (Figure

2A © J.W. Thomas Byrd.)



e
t
t
b
v
o
s
c
p
i
g
w
l
t

u
b
n
p
m
j
t
s

S
P
s
n
T
p
t
d

r
W
e
r
l
r
i
p

d
s
p
d
m
s
n

R

1

1

1

1

1

1

1

1

1

1

2

2

2

2

2

2

2

2

2

Piriformis syndrome 79
ase. Surgical release of the piriformis and decompression of
he sciatic nerve was performed in the remaining seven pa-
ients. Five patients were deemed to have an excellent result
ased on their extreme satisfaction because of complete alle-
iation of their preoperative symptoms. Two of these had
ccasional posterior soft-tissue tenderness or slight radicular
ymptoms, but this was felt by them to be inconsequential
ompared with their preoperative pain. Two workers’ com-
ensation cases showed steady improvement until the antic-

pated point of returning to full duty at 3 months after sur-
ery. Both regressed. One was able to return to work that she
as not capable of doing before surgery but still required

imitations. The other felt that he was incapable of returning
o his previous occupation as a crane operator.

Also among these 7 patients, 2 had associated intra-artic-
lar pathology that was addressed with arthroscopic surgery
efore releasing the piriformis. In both cases, the patient was
oted to have symptoms of hip joint pathology as well as
iriformis syndrome. Their joint symptoms seemed to be the
ore prominent finding, so it was elected to address the hip

oint and see what remained of the piriformis symptoms. In
hese 2 cases, the residual piriformis symptoms remained
ignificant enough to later warrant surgical release.

ummary
iriformis syndrome is a useful term that characterizes the
ymptoms caused by compression/irritation of the sciatic
erve by the piriformis muscle as it exits the sciatic notch.
he etiology is variable, and the pathomechanics are incom-
letely understood. Other processes may mimic this condi-
ion, and piriformis syndrome can coexist with other disor-
ers including disease of the lumbar spine or hip joint.
It is likely that many cases of piriformis syndrome and

elated conditions will respond to conservative treatment.
hen more aggressive intervention is contemplated, the

valuation must be thorough to substantiate the diagnosis as
eliably as possible. Conservative treatment should include at
east one injection in the area of the piriformis muscle. If no
esponse is achieved, then a computed tomography–guided
njection can be helpful to substantiate that the injection is
recisely delivered.
For recalcitrant cases, surgical release of the piriformis and

ecompression of the sciatic nerve can result in remarkable
uccess, but the response for some patients may be less com-
lete. Poor results may be attributed to the incomplete un-
erstanding of this process or sometimes concerns of patient
otivation. However, with careful clinical assessment, the

urgeon should be able to avoid failure due to missed diag-
osis.
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