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Infected Hematoma After Endoscopic Sciatic Nerve
Decompression
David A. Bloom, B.A., Anthony A. Essilfie, M.D., Adam Wolfert, B.S., and
Thomas Youm, M.D.
Abstract: We present a 24-year-old male who developed an infected hematoma that resulted in sciatic nerve injury after
he underwent an endoscopic sciatic nerve decompression. He underwent urgent hematoma evacuation and cultures
speciated as Salmonella. At 4 months’ follow-up, the patient’s nerve had improved motor and sensory function. This case
highlights the importance of obtaining appropriate hemostasis at the end of an endoscopic sciatic nerve decompression.
eep gluteal syndrome (DGS) is a term used to
Ddescribe sciatic nerve compression in the deep
gluteal space that results in buttock pain.1 The sciatic
nerve can be entrapped by numerous structures,
including the piriformis, quadratus femoris, gemelli,
obturator internus and externus, hamstrings, fibrous
bands, and blood vessels. These patients are challenging
to diagnose clinically, so it is imperative that surgeons
keep a broad differential in mind when such patients
present.
Initial conservative management of DGS typically

includes an extra-articular injection of a corticosteroid
and/or a local anesthetic plus a full course of physical
therapy. If conservative management fails, decom-
pression of the sciatic nerve can be done either open or
via an endoscopic approach.2e5 Endoscopic surgical
decompression of the sciatic nerve has been shown to
result in significant improvements in patient-reported
outcomes.6,7 There is the peritrochanteric supine
approach as well as the posterior approach to address
DGS. Advantages of the posterior approach include the
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ability to treat hamstring pathology and ischial bursitis,
allowing for more complete decompression of the
sciatic nerve.4,5 As the use of endoscopic sciatic nerve
decompression gains popularity, it is imperative that
more literature be reported on the procedure to
improve surgeons’ knowledge and to counsel patients
appropriately. Currently, there is very little literature
concerning the complications of endoscopic nerve
decompression. We present the case of a 24-year-old
patient who underwent an endoscopic sciatic nerve
decompression for DGS that was complicated by an
infected hematoma, resulting in significant sciatic nerve
injury.

Case Report
A 24-year-old man presented with 1 year of right

anterior, posterior and lateral hip pain after a ground-
level fall 10 years earlier. Prior to presenting to our
institution, the patient was diagnosed with bilateral
labral tears and femoracetabular impingement and
underwent bilateral arthroscopic labral repair and
femoracetabular impingement resection. The opera-
tions left the patient free of anterior groin pain, but
persistent lateral and buttock pain remained in the right
hip. Prior to endoscopic sciatic nerve decompression,
the patient underwent endoscopic trochanteric bur-
sectomy by the senior author. Lysis of adhesions and
scar tissue and partial iliotibial band release was per-
formed. This successfully alleviated his lateral hip pain,
but he continued to complain of debilitating posterior
buttock pain.
The posterior pain radiated below the knee to the foot

in the sciatic nerve distribution. This pain was unbear-
able and interfered with the activities of daily life. On
examination, the patient had pain over his buttock and
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tenderness over the course of the sciatic nerve as well as
radiating nerve pain and paresthesias in the sciatic
nerve distribution down to the foot. Flexion, adduction,
internal rotation, and flexion plus abduction and
external rotation testing did not elicit hip pain. He had a
diagnostic injection of his piriformis, which was
equivocal with respect to pain relief. After extensive
discussion, he decided the pain was not tolerable, given
the activity goals of this young patient. His lumbar MRI
and EMG were normal. He had no hamstring pathol-
ogy, obvious sciatic nerve compression or piriformis
pathology on the MRI of his pelvis. Because there was
significant scarring of the peripheral lateral compart-
ment after his initial fall, he was offered endoscopic
exploration of the deep gluteal space to address scarring
and potential fibrovascular bands of the sciatic nerve.
The patient was positioned prone, and portals were

created along the gluteal crease. The ischial tuberosity
was located using c-arm fluoroscopy. Triangulation was
performed with the camera. First, ischial bursectomy
was performed. The sciatic nerve was identified by
following the posterior femoral cutaneous nerve; the
sciatic nerve was decompressed up to the sciatic notch.
Thick scarring and fibrovascular bands were identified
in this area. The sciatic nerve was dissected and released
from the piriformis and gemelli. At the time of surgical
closure, there was no active bleeding inside the deep
gluteal space.
After surgery, the patient was noted to be neuro-

vascularly intact, with 5/5 strength and normal sensa-
tion in the right lower extremity. There was swelling on
the operative buttock, but the swelling was not tense.
Approximately 3 hours later, the patient walked to the
bathroom and returned to the stretcher, when he
suddenly lost sensation in the posterior leg and had
profound weakness with dorsiflexion and plantar-
flexion. The patient complained of excruciating pain,
and examination found weakness and loss of sensation
in the sciatic nerve distribution on his right side. At that
time, the patient’s differential diagnosis included a
shifting nerve block versus hematoma. Due to his
substantial pain and abnormal neurovascular exami-
nation, he was admitted to the hospital. An urgent CT
scan was performed, and it showed a large hematoma
compressing the sciatic nerve. A CT angiogram was also
performed, and it did not show any active bleeding.
The patient underwent open surgical evacuation of

the hematoma within 24 hours through a posterolateral
approach. More than a liter of hematoma was evacu-
ated from the deep gluteal space. The sciatic nerve was
exposed and found to be intact. The patient was taken
to recovery in stable condition. Although he had some
improvement in pain and neurologic function, deficit
remained.
Ten days after the hematoma evacuation, he felt

recurrent fullness in his buttock with the associated vital
signs and laboratory results: temperature of 101.2�F,
heart rate of 110, white blood count of 15.1 � 103/uL,
and 74% neutrophils. A postoperative MRI showed 2
recurrent hematomas; 1 displaced the sciatic nerve near
the sciatic notch, and the other compressed the nerve
from the level of the piriformis down the thigh. The
patient underwent CT-guided aspiration and cultures
with a cell count of the aspiration. A liter of hematoma
was aspirated. Cultures grew Salmonella enteritidis.
Due to the uncommon pathogen, infectious-disease

specialists investigated possible sources of infection.
The patient mentioned travel outside of the country to
Cuba, where he ate undercooked pork, and reported
contact with an individual who had symptoms of in-
fectious gastroenteritis approximately 1-2 months prior
to surgery. The patient denied any gastrointestinal
symptoms himself. After a 6-week regimen of cefpo-
doxime and Bactrim DS, the infection was eliminated as
per infectious disease consultation.
Two months later, the patient reported severe, con-

stant deep pain in the right buttock that radiated to the
posterior thigh, lower leg and foot. In addition, he
mentioned lower-extremity, foot and groin numbness.
An MRI demonstrated a recurrence of hematoma as
well as posterior compartment muscular denervation
(Fig 1).
After consultation with a peripheral nerve specialist,

the hematoma was surgically drained and a thorough
sciatic neurolysis was performed using an open poste-
rior approach. The hematoma was a thick gelatinous
material and was abnormal looking, likely the sequalae
of the S. enteritidis infection. Cultures from this opera-
tion showed no growth. Postoperatively, the patient
complained of heaviness and pain in the right lower
extremity, though MRI showed no recurrence of the
hematoma. At the 4-month follow-up, he had the
following physical examination findings: 1/5 extensor
hallicus longus, 3/5 dorsiflexion, 3/5 ankle eversion,
4/5 plantarflexion, and sensation intact to light touch,
with the exception of the dorsal and lateral foot. At
follow-up, the patient reported improved sensation and
motor function of the right lower extremity in the
sciatic nerve distribution.

Discussion
This case is the first to report an infected hematoma

with resultant sciatic nerve compression after endo-
scopic sciatic nerve decompression. In addition, we
report the unique finding of recurrent hematomas,
leading to 2 revision open sciatic nerve compressions
with clinic manifestations of sciatic nerve compression.
Endoscopic surgery in the deep gluteal space is an
emerging field, and its complications need to be
highlighted.
In the English literature, only minor complications

have been associated with endoscopic sciatic nerve



Fig. 1. The patient’s right-sided subgluteal hematoma, highlighted by the red graphics. Note the variable appearances on various
MRI views, which were taken while the patient was positioned supine. T2 coronal (A), axial (B) and sagittal (C) MR images of
the preoperative hematoma formation. Postoperative T2 coronal (D), axial (E) and sagittal (F) MR images showing interval
resolution of the right subgluteal hematoma.
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decompression.8 However, there has been a report of
sciatic nerve compression due to hematoma secondary
to iatrogenic injury of the inferior gluteal artery in the
setting of a hip arthroscopy.9 Our patient took aspirin
for deep vein thrombosis prophylaxis during his hos-
pital stay, but aspirin is unlikely to have led to this
recurrent hematoma formation.10 To our knowledge,
this is the first report of an infected hematoma and
sciatic nerve compression in the absence of a known
arterial injury, coagulopathy or strong anticoagulative
therapy.
S. enteritidis infection is a common cause of bacterial

gastroenteritis but is a rare surgical-site infection. In
some cases, this infection can spread hematogenously
and seed in a distant site. Although this is extremely
rare in an otherwise healthy patient, patients typically
have symptoms of the index infection.11 A recent case
report outlined the seeding of a prosthetic hip with
S. enteritidis, which occurred weeks after the likely
gastroenteritis and without detectable bacteremia.12

Our patient was probably exposed to the pathogen
due to consumption of undercooked meat and contact
with a symptomatic individual, but our patient denied
any symptoms of gastroenteritis.
This case report presents a unique sequela of endo-

scopic sciatic nerve decompression. As indications for
endoscopic sciatic nerve decompression continue to
expand, it is important to understand and consider
potential complications that can lead to long-term
neurologic impairment.
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