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allows space to develop between adjacent muscles and
appears to predispose one to sciatic hernia.l,13.17 Sciatic
hernias may emerge through either the supra- or infra-
piriform spaces or through the lesser sciatic foramen (ie,
subspinous) (Figures 1 and 2). The internal introitus lies
in the ovarian fossa, at the base of the broad ligament
and lateral to the uterosacral ligament (Figure 3). The
sac may contain small bowel;,13.15 urinary bladder;7
ovary; ureters,3,7-10 Meckel diverticulum;8 or co-
lon}5,19

Clinically, sciatic hernias present usually with vari-
ous pain patterns originating in the pelvis and some-
times radiating to the buttocks and posterior thigh.
Intestinal or ureteral obstruction with or without stran-
gulation is sometimes responsible for the first symp-
toms and the diagnosis usually is established during
exploratory laparotomy. Because of the large gluteal
muscle overlying the sciatic foramen and the piriform
muscle, sciatic hernias are rarely evident on physical
examination. We reviewed the records of 20 women
with chronic pelvic pain due to sciatic hernias diag-
nosed with laparoscopy and subsequently repaired.

Objective: To review experience with 20 women treated for
sciatic hernia between 1993 and 1997.

Methods: Patients with chronic pelvic pain and sciatic
hernias, identified retrospectively from chart review, were
seen during a 46-month period that covered the surgical
experience at our institution and included approximately
1100 cases. The median length of follow-up was 13 months
(range 3-36).

Results: Sciatic hernia was diagnosed in 20 white women
with chronic pelvic pain and was treated using laparoscopy.
In 14 cases the hernias were right sided, in five they were left
sided, and in one they were bilateral. All sciatic hernias
contained the ipsilateral ovary alone or with its fallopian
tube. All 20 patients reported symptomatic relief at follow-
up.

Conclusion: Sciatic hernia is a cause of chronic pelvic pain
and should be considered in the differential diagnosis.
(Obstet GynecoI1998i91:998-1001. <9 1998 by The Ameri-
can College of Obstetricians and Gynecologists.)
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Sciatic hernia also is known as sacrosciatic hernia,
ischiatic hernia, gluteal hernia, hernia incisurae ischia-
dicae, and ishiocele: Despite its being a well-defined
anatomic defect, first described by Papen in 1750 and
observed and recorded by Verdier in 1753,2 we found
only a few articles in the literature concerning this
pelvic floor hernia}-17 A computerized search of En-
glish-language abstracts in MEDLINE for the period
1966-1996 (keywords: "pelvic floor hernia" and "sciatic
hernia") and a review of the bibliographies of the
relevant articles generated by the search revealed a total
of 57 cases of sciatic hernia.

The sciatic notch on the inferior margin of the pelvis
is transformed into the greater and lesser sciatic foram-
ina by the sacrospinous and sacrotuberous ligaments,
respectively. The greater sciatic foram is subdivided by
the piriform muscle, which traverses the space. Abnor-
mal development or atrophy of the piriform muscle
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Figure 1. Posterior view of superior and inferior piriform sciatic
hernias. a = artery; n = nerve; m = muscle.

From the Advanced Laparoscopy Training Center, Marietta Medical
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Figure 2. Sites of potential hernias through the sciatic foramina (an-
terior view). a = suprapiriform; b = infrapiriform; c = subspinous.

Patients and Methods

Patients with chronic pelvic pain and sciatic hernias
were identified retrospectively from chart review,
which covered the surgical experience at our institution
during a 46-month period and included approximately
1100 cases. Patients identified as having sciatic hernia
repair were analyzed for age, race, parity, weight,
physical signs, symptoms, hernia content, and the side
of pelvis affected. All patients reviewed had a diagnosis
of chronic pelvic pain, defined as nonspecific pelvic
pain of longer than 6 months' duration that was not
relieved by medical therapy. Preoperative evaluation
included a history and physical examination, complete
blood count, and urinalysis. Pelvic ultrasounds were
ordered if abnormal pelvic masses were noted on
physical examination or if the examination was incon-
clusive. A bowel preparation was given, consisting of a
full liquid diet 48 hours before scheduled surgery and a
clear liquid diet and one bottle of magnesium citrate 1
day before surgery. A single dose of cephalosporin was
given intravenously before the operation. Laparoscopy

was perfonned under general anesthesia with the pa-
tient in the lithotomy position. In all cases, at least two
accessory ports (12 mm and 5 mm) were used for
instrument access.

Systematic diagnostic laparoscopy was perfonned by
inspecting the liver, gallbladder, appendix, and colon
and running the small bowel. The pelvis was inspected
for adhesions, endometriosis, and hernias. When a
sciatic hernia was identified, its contents were reduced.
The peritoneum overlying the sciatic hernia was ele-
vated and transected transversely with endoscopic scis-
sors. Using blunt dissection the obturator intemus and
coccygeus muscles were identified. A 6.0 X 12.5-cm
piece of Surgi-Pro Mesh (US Surgical, Norwalk, CT)
was folded and placed into the space created by the
atrophic pirifonn muscle. A second piece of mesh was
trimmed to the size of the peritoneal defect and placed
over the folded mesh. This overlying mesh was secured
to the obturator intemus fascia laterally and the coccy-
geus medially with a 4.9-mm multifire hernia stapler
(US Surgical), The peritoneum overlying the mesh was
closed using a hernia stapler.

Patients were admitted to the hospital and dis-
charged in less than 24 hours. They were asked to
return for follow-up at 6 weeks, 3 months, and annually
thereafter. The primary surgeon evaluated all patients
for pain pre- and postoperatively.

Results

All records noted preoperative complaints of chronic
pelvic pain, and seven records also included ipsilateral
posterior thigh or buttocks pain or both. No patients
had signs of sciatic hernia on physical examination.
Fourteen women had right-sided sciatic hernias, five
left-sided sciatic hernias, and one bilateral hernias. All
sciatic hernias contained the ipsilateral ovary alone or
with its fallopian tube. Six patients also had a diagnosis
of other causes of pelvic pain: endometriosis (n = 1),
adhesions (n = 2), endometriosis and adhesions (n = 1),
indirect inguinal hernia (n = 1), and indirect inguinal
and umbilical hernia (n = 1). Fourteen patients had a
total of 17 previous diagnostic laparoscopies by other
surgeons for pelvic pain.

The mean age was 34.3 years (range 23-58), mean
gravidity 1.0 (range 0-3), mean parity 1.0 (range 0-2),
and mean weight 60 kg (range 49-75). No patients
sustained intraoperative or postoperative complica-
tions. Preoperative and follow-up examinations were
performed by the surgeon. All 20 patients reported
immediate pain relief at their initial 3-month follow-up
evaluation; 14 described complete pain relief, and six
noted improvement over preoperative symptoms with
a median length of follow-up of 13 months (range 3-36).
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Figure 3. Internal introitus of a sciatic hernia with a medially dis-
placed ureter.
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Although oblique x-ray studies, computed tomogra-
phy, herniography, enterography, intravenous pyelog-
raphy, and cystography have been helpful in the diag-
nosis of sciatic hernias, they have never been proven to
be definitive. Consistent with other types of pelvic
hernias, sciatic hernias have been diagnosed most com-
monly and treated definitively during surgery. Specifi-
cally, most sciatic hernia repairs use either a transglu-
teal or transperitoneal approach. Closure of the def~t
by ligation of the sac and suturing of the piriform
muscle to the periosteum of the sciatic notch has
resulted in frequent recurrence of the hernia.2 Alterna-
tively, synthetic mesh plugs,19 stainless steel wire
mesh,2 fascia graft and tantalum mesh,6 and flaps of the
piriform and gluteal muscles5 have been used to close
sciatic hernias. We chose to repair the sciatic hernia
with a synthetic mesh plug, using laparoscopy for our
transperitoneal approach. The synthetic mesh is retro-
peritonealized in an attempt to reduce intra-abdominal
adhesions. Laparoscopy aids in the diagnosis of hernias
by providing excellent visualization of the pelvis. Intra-
abdominal pressure, created by insufflation, may be
helpful in the detection of sciatic hernia through stretch-
ing the peritoneum to its limit of support (eg, bone or
muscle). However, in all of our cases, the hernia was
filled with the ipsilateral ovary and/or fallopian tube,
leaving little room for distention of the peritoneum by
intra-abdominal carbon dioxide.

Considering the number of journal articles written
each year on gynecologic pelvic pain, it is surprising
that not one of the sciatic hernia articles found in our
MEDLINE search was in a gynecology journal. Lapa-
roscopy may aid in the definitive diagnosis and treat-
ment of all hernias only if the surgeon has a thorough
knowledge of pelvic anatomy and its potential defects.
We propose sciatic hernia as a differential in the diag-
nosis of pelvic pain in women.

Discussion

In his 1946 review of sciatic hernia, the most compre-
hensive to date, Watson 1 uncovered only 35 docu-

mented cases since 1750. His review suggests sciatic
hernias occur only slightly more often in women than in
men. A computerized search of English-language ab-
stracts in MEDLINE for the period 1966-1996 (key-
words: "pelvic floor hernia" and "sciatic hernia") and a
review of the bibliographies of the relevant articles
published after 1946 revealed a total of 22 patients with
sciatic hernias}-17 Of the 18 patients whose gender was
identified, 15 were female. When the 20 patients de-
scribed in the current article are taken into account, the
findings suggest clearly that sciatic hernias occur more
frequently in women.

Sciatic hernia is a well-defined anatomic defect that is
the direct result of piriform muscle atrophy. Thorough
knowledge of pelvic anatomy is essential in under-
standing this concept. During laparoscopy, anatomic
orientation can be achieved by palpating the insertion
of sacrospinous-coccygeal complex at the ischial spine.
Immediately superior to this complex lies the piriform
muscle. If at this level the peritoneum sags and forms an
introital ring, it is apparent that there is a reduction in
pelvic floor muscle posterior to this area of peritoneum.
The muscle at this level is the piriform muscle.

Sciatic hernias are unusual findings and often present
the physician with a diagnostic dilemma. Patients rarely
exhibit signs (ie, bulge, protrusion, or saccule) because
the hernia sac is relatively small compared with the
large overlying gluteus maximus muscle. Most patients
with pelvic hernias (ie, inguinal, obturator, femoral)
complain of pain, pressure, or a pulling sensation.
Patients with sciatic hernias commonly present with
symptoms of abdominal, pelvic, lower back, or poste-
rior thigh pain. All of our patients described some form
of chronic pelvic, thigh, or buttock pain and subse-
quently were subjected to diagnostic laparoscopy. Be-
cause six of our patients had other potential causes of
pelvic pain, we cannot attribute the pain in those
patients to sciatic hernias alone. We do recognize that a
standardized pain assessment would have been most
beneficial in determining surgical outcome.

Most commonly, the hernia sac contains small bowel,
ovary, or ureter; other documented hernia sac contents
include bladder, Meckel diverticulum, and colon. All of
our patients' hernia sacs contained an ipsilateral ovary
alone or with its fallopian tube. None of our patients
were found to have bowel or ureter in the hernia sac. In
all cases, the ureter was found to be displaced medial to
the hernia sac. This may occur because the ovary
displaces the ureter medially when it settles into the
space created by the atrophic piriform muscle.
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