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Abstract

The clinical symptoms comprising piriformis syndrome emerge as a result of the compression of the sciatic nerve due to anatomical variations or patho-
logical conditions related to the piriformis muscle. The underlying cause in 6% of cases of lumbar pain, piriformis syndrome might be also defined as
entrapment neuropathy of the sciatic nerve. While piriformis syndrome is not rare, it is not well known. As the clinical symptoms may be misleading, it can
easily be overlooked, or lead the clinician to an incorrect diagnosis (such as discopathy). In this report, our objective was to present the case of a 18-year-
old female patient who presented to the emergency department with sciatalgia and received a diagnosis of piriformis syndrome caused by pyomyositis
of the piriformis muscle. The patient arrived at the emergency department reporting severe pain and paresthesia in the right pelvis, thigh, and leg with
the inability to walk due to pain. Vital signs were normal except for a high fever. Her Laseégue test was positive, and the patient had severe pain with both
internal and external rotation. After radiological examination, the patient was diagnosed with an abscess in the piriformis muscle due to pyomyositis. It was
determined that the cause of sciatalgia was piriformis syndrome, with the abscess in the piriformis muscle compressing the sciatic nerve. The abscess was
drained after the patient was admitted to the hospital; the patient was then discharged without further complication. The need for high-cost therapeutic
methods or even death may result in instances where piriformis syndrome is overlooked by emergency department clinicians, or when it is given the mis-
leading diagnosis of sciatalgia.
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leg, gradually increasing in intensity through the past couple
of days. Three days previously, the patient had been started
on an analgesic and myorelaxant oral tablet at another health
center, with lumbar discopathy being the general diagnosis
as the cause of the pain. There was no history of system-
ic disease, recent trauma, or intramuscular injection in her
medical record. The vital signs of the patient upon admission
were normal except for high fever (38.8°C). In her physical
examination, there was minimal tenderness to palpation in
the right gluteal region, but no other signs of inflammation.
Her Lasegue test was positive (that is, the patient could not
raise her leg to a 45-degree angle without pain). While the
patient brought her thigh to flexion and extension with ease,
she felt severe pain during external rotation and especially
internal rotation. Lower extremity peripheral pulses were
equally palpable using the hands. The patient had no com-
plaints related to her left gluteal region or left leg. Rectal
and other systemic examinations showed no abnormalities.
Her laboratory tests were as follows: white blood cell count

Introduction

Sciatalgia, a clinical symptom occurring as a result of the
sciatic nerve being compressed at any point along its path,
is characterized by pain spreading through the lumbar and
sacral dermatomes'. Piriformis syndrome is seen as a result
of the piriformis muscle compressing the sciatic nerve due
to anatomic variation or its pathologies. In other words, pir-
iformis syndrome can also be defined as an entrapment neu-
ropathy of the sciatic nerve*?. Here, we aimed to present a
case admitted to the emergency department with sciatalgia
for which the diagnosis was piriformis syndrome due to pir-
iformis muscle pyomyositis discovered via clinical exam-
ination and radiological imaging.

Case Report

An 18-year-old woman was admitted to the emergency de-
partment reporting severe pain in her right hip and right thigh
and leg and inability to walk due to numbness and pain. She
stated that the pain started in her hip and spread to her right

(WBC): 17,000/MM3, creatine kinase (CK): 500 U/L. Other
parameters were normal.

Tomography was performed in the pelvic area because
of the increased sensitivity in the patient’s gluteal region;
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heterogeneity consistent with an abscess was present in the
piriformis, gluteus maximus and gluteus minimus muscles
on the right. Subsequent to tomography, MR imaging was
performed to determine the source of abscess formation and
to explain the sciatic pain. A lesion that was hypointense
and fat-suppressed in the T1-weighted images and show-
ing a significant signal increase in the T2-weighted images
was seen inside the right gluteus maximus, minimus and
piriformis muscles in the MR. The appearance was inter-
preted as an abscess inside the piriformis muscle and as
sciatic nerve compression not related to the abdomen. The
patient was believed to have piriformis syndrome caused
by an abscess inside the piriformis muscle. The patient un-
derwent abscess drainage accompanied by tomography and
was started on prophylactic antibiotherapy. Staphylococcus
aureus grew in the abscess culture that was done. The pa-
tient’s condition did not regress during follow-up appoint-
ments; she underwent surgery and the abscess was cleaned
and closed after surgical drainage. Upon resolution of the
patient’s condition during follow-up appointments, she was
discharged with follow-up recommendations after 20 days
of hospitalization.

Discussion

Piriformis syndrome is the underlying cause in about 6% of
those suffering from lower back pain; it is not uncommon,
but remains a little-known disease*. Piriformis syndrome is
seen more commonly in women; the fourth through sixth
decades of life constitute the highest risk period for the dis-
ease’. Piriformis syndrome is easily overlooked due to its
clinical symptoms being misleading and directing the phy-
sician to incorrect diagnoses (such as discopathy)>. Just as
piriformis syndrome can occur due to soft tissue inflamma-
tion or muscle spasm due to trauma, overuse of the muscle
(such as when engaging in exercise involving long walks or
running) can also lead to the syndrome’. For this reason, pir-
iformis syndrome is often overlooked in athletes and those
practicing sports.

After starting inside the pelvis, in the front side of the
2nd to 4th sacral vertebrae, the piriformis muscle goes
through the greater ischiatic foramen and ends at the femur
trochanter major’. In the pelvic region, neurovascular struc-
tures pass under or over the piriformis muscle in the fora-
men ischiadicum majus. The sciatic nerve usually extends
underneath the muscle®®.

Pyomyositis caused by the piriformis muscle leads to ir-
ritation and compression in the sciatic nerve; this condition
is one of the rare causes of piriformis syndrome®. Pyomyo-
sitis is a primary pyogenic infection of the skeletal muscle
that usually progresses to abscess formation'® and is specific
only to muscle tissue. It is believed to develop secondary
to injuries in the muscle during an asymptomatic and undi-

agnosed, transient bacteremia and is not related to bone or
soft tissue infections around the muscle®. Many patients with
pyomyositis are admitted with a clinical picture that changes
depending on the location and severity of the infection, but
is insidious nonetheless'.

The three stages of pyomyositis progress from diffuse
inflammation to focal abscess formation and the potential
for sepsis'®. While there is minimal inflammation during the
first stage, there is no pus. The second stage is the suppu-
rative stage, which appears 10 to 21 days after symptoms
begin. In the last stage, systemic complaints surface along
with high fever and septicemia'’. Delays in the diagnosis of
the disease lead to extended hospital stays and a mortality
rate around 10%'". In our case, sciatic pain was accompa-
nied by high fever and leukocytosis, and thus we evaluated
it as stage third.

Despite the pain that occurs in piriformis syndrome
being very similar at first to other types of pain that also
cause sciatalgia, a number of differences exist. Similar to
discogenic pains, the pain in piriformis syndrome spreads
through the hip and the sciatic nerve path; unlike discogenic
pains, weakness and numbness are rarely observed. Recre-
ating the pain with maneuvers that place the sciatic nerve
under stress during the physical examination can help lead
the clinician to a diagnosis®*!*. In piriformis syndrome,
patients also experience pain during walking or prolonged
sitting. Despite symptoms related to the straight-leg lifting
test being diverse and contradictory in PS, they are usually
normal, with the internal rotation of the hip exacerbating the
symptoms*!3,

Imaging methods are used to rule out other conditions
that might be confused with the syndrome®. MR imaging is
particularly valuable in terms of showing nerve compression
due to piriformis hypertrophy on the affected side®. While
electromyography can be normal, it can be useful for diag-
nosis in long-term compression'®. In the case of our patient,
the presence of high fever; increased tenderness in the glu-
teal region with palpation; increased pain in the hip with
flexion, abduction, and rotation; and elevated WBC count in
addition to the typical clinical symptoms of sciatalgia led us
to search for a preliminary diagnosis other than discopathy.
At that point, the patient underwent tomography and then
(due to the results of tomography) MR imaging.

Treatment of piriformis syndrome is related to its etiolo-
gy. Medical treatment, physical therapy, acupuncture, thera-
peutic perisciatic block, botulinum toxin injection, or surgi-
cal intervention are among the potential treatment options.
Abscesses due to pyomyositis are treated with percutaneous
drainage or open surgery accompanied by ultrasound or
computed tomography (CT) imaging'®. In our case, surgi-
cal drainage and antibiotherapy was applied to the abscess
inside the muscle because secondary piriformis syndrome
had developed. In the culture performed, S. aureus grew, in
accordance with the literature.
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Figure 1: CT scan of pelvis demonstrate heterogeneity consistent with
an abscess in the piriformis muscle on the right (arrow).

Conclusion

In patients who report to the emergency department with
symptoms of sciatalgia, the focus of the differential diag-
nosis should be on maneuvers in the physical examination
that place the piriformis muscle under stress. If piriformis
syndrome due to pyomyositis is overlooked by emergency
clinicians with sciatalgia in mind, it can lead to death or the
need for high-cost treatment methods.
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