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Summary: We report a case of sciatic nerve involvement with a
hemorrhagic lesion of endometriosis, as demonstrated by MR.
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Endometriosis is a rare cause of sciatica.
Since the case of endometriosis-induced sciat-
ica reported by Schlicke in 1946 (1), 18 other
histologically proved observations have been
reported. In 4 of them (2–5) computed tomog-
raphy (CT) of the pelvis revealed a lesion on the
sciatic nerve.

Case Report
A 39-year-old woman (gravida 1, para 1) was referred

for episodic pain in her back and left leg associated with
difficulties in walking. Clinical history revealed cyclic left
sciatica that had evolved for longer than 3 years. Pain
began on the first day of menstruation and continued for
the 5 or 6 days of menstruation and recurred during the
following cycle after a pain-free period.

On examination, she walked with left steppage gait.
There was paralysis of the peroneal muscles of the left leg
associated with hypesthesia in the L-5 area. Achilles reflex
of the left foot was not present. Electromyography con-
firmed damage to the peroneal nerve, with slight damage
to the tibial nerve. Sciatica was suspected, and pelvic MR
revealed a distinct mass of approximately 2 cm in diam-
eter in the left sciatic notch (Fig 1).

The lesion was situated in the lower part of the piriform
muscle, in contact with the sciatic nerve in the gluteal area.
The lesion was hyperintense on the T1- and T2-weighted
images, partially surrounded by a thin hypointense zone
(Fig 1 A, B). The lesion did not enhance after gadolinium
injection (Fig 1 C).

Because of the nerve symptoms and the topography of
the lesion, our preoperative diagnosis was an atypical neu-
rogenic tumor with a cystic or hemorrhagic content. Sur-
gery revealed a purplish mass, which was situated within
the piriform muscle, and extended below and outside in
contact with the sciatic nerve. The whole region was in-
flamed. Section of the tumor released a chocolate color
fluid.
Preliminary examination indicated the diagnosis of en-
dometriosis. The cyst was excised, and neurolysis of the
sciatic nerve was performed. Pathology examination (Fig
2) revealed areas of typical endometrial glands sur-
rounded by stroma and bordered by vessels with occa-
sional foci of hemosiderin-laden macrophages typical of
endometriosis.

Discussion

Endometriosis is defined by the presence of
ectopic islets of endometrial tissue. It is a very
common gynecologic disease affecting be-
tween 1% and 5% of women of reproductive age
(6), but its true frequency is difficult to estimate
because in many cases there is no parallel be-
tween anatomic lesions and clinical features.
The location of endometrial nodes at the root of
a nerve or in the nerve itself is one the rarest
topographic variations of this condition. The ex-
istence of a peritoneal diverticulum permitting
endometrial tissue to migrate to the sciatic
nerve from the site of genital endometriosis or
after retrograde menstruation through the fallo-
pian tubes has been suggested (7), but this
“pocket sign” rarely is observed during pelvic
examination. Hematologic migration after vas-
cular damage such as a slight injury or surgery
also could be the cause, especially in patients
without other sites of endometriosis. Because
endometriosis is hormone-dependent, the hem-
orrhage penetrates neighboring tissues during
each menstrual cycle and triggers a consider-
able inflammatory reaction. The sciatica is cy-
clical and occurs during menstrual periods
sometimes beginning 1 to 2 days before or after
the first day of a period. The pain is intense and
progressive, with a pain-free interval that grad-
ually shortens until, after a few years, it be-
comes permanent. Although in one case (9),
pain disappeared during pregnancy (which is
classic of all endometriosis symptoms), in all
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Fig 1. A, Axial T1-weighted image
(540/10/2 [repetition time/echo time/exci-
tations], 240 3 256 matrix) shows a hyper-
intense lesion (arrow) in the left sciatic
notch, partially surrounded by a thin hypoin-
tense zone (which represents granular tissue
composed of macrophages filled with hemo-
siderin and determined on pathologic anal-
ysis). PM indicates piriformis muscle; GM,
gluteus maximus muscle; Gm, gluteus me-
dius muscle; gm, gluteus minimus muscle;
IP, ilio-psoas muscle; and IS, ischial spine.

B, On the gradient-echo axial T2-
weighted image (400/18/15, 48 fly angle,
240 3 256 matrix), the lesion (arrow) is
hyperintense and is surrounded by a thin
hypointense zone.

C, Coronal T1-weighted image after ga-
dolinium administration (540/10/2, 240 3
256 matrix) does not display enhancement
of the lesion (arrow).

1400 COTTIER AJNR: 16, August 1995
other published cases, it had no effect on the
sciatic pain (2). There is a clear predominance
of sciatic pain on the right side (8).
It has been suggested that the sigmoid im-

pedes the implantation of endometriosis nodes
on the left sciatic nerve. Sensorimotor deficit
can appear. Such progressive sensory motor
deficit is sometimes the only manifestation of
sciatic nerve involvement.
In different pelvic locations, endometriosis

presents different appearances on CT scan:
cystic, solid, or mixed. There have been some
reports of CT scans of endometriosis-induced
sciatica (2–5). The sensitivity and specificity of
this technique in the diagnosis of endometriosis
in usual pelvic locations (ovaries and uterus)
are estimated to be around 70% (10, 11). These
cystic lesions typically are surrounded by an
hypointense rim on T1- and T2-weighted im-
ages related to their fibrous capsule (12). Clas-
sically, the interior of the cyst is hyperintense in
T1- and T2-weighted images because of the
presence of paramagnetic methemoglobin.
There can be other types of signal (10, 11), and
the intensity of the signal is a function of the
quantity and age of the hemorrhage on the one
hand and of the proportion of endometrial cells
and stroma on the other hand. In our case, the
lesion presented hyperintensity on both se-
quences and no enhancement related to its he-
matic content and a peripheral hypointensity,
which was linked to the presence of granular
tissue composed of macrophages filled with
hemosiderin.
In view of the nerve symptoms and the topog-

raphy of the lesion, the principal differential di-
agnosis is benign neurogenic tumor. On MR
(13) neurinoma and neurofibroma are hypoin-
tense on T1-weighted images and heteroge-
neously hyperintense on T2-weighted images
(with a central zone of low intensity for neurofi-
bromas). These tumors enhance after gado-
linium injection. In the few observations of
cystic neurinomas, the signal was never hyper-
intense on the T1 sequence (14).
The cyclic rhythm of pain in our patient as-

sociated with the signal from the lesion (hyper-
intensity on T1- and T2-weighted images as in
the signal and the absence of enhancement af-
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ter gadolinium injection) should suggest a diag-
nosis of endometriosis.
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