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ABSTRACT
Patients with lower back or buttock pain that

radiates into the posterior or lateral leg are often
referred to physical therapy with a diagnosis of
sciatica. Often the physical exam does not reveal
neurologic findings indicative of radiculopathy.
Instead, there is hip abductor muscle pain and
weakness. This syndrome involves muscle imbal-
ances that result in overuse strain of the gluteus
medius and gluteus minimus muscles, myofascial
trigger points, and trochanteric bursitis. This pa-
per describes hip abductor pain syndrome and
provides a rationale for the diagnosis and treat-
ment.

INTRODUCTION
Low back pain is widely recognized as a common

reason for health care visits. However, frequently the
main complaint is not back pain per se, but “hip” or
buttock pain, often extending to the lateral thigh or calf.
Patients with these complaints are commonly referred
to physical therapy with a diagnosis of “sciatica,” which
connotes nerve root irritation or pressure causing pain
in the distribution of the sciatic nerve.16 However, when
the physical exam for this type of presentation reveals
no neurologic deficits or neural tension signs, perhaps
the more appropriate terminology would be “pseudo-
sciatica.” This paper provides a rationale and guide for
explaining diagnostic conclusions, as well as symptom
control for patients with this type of presentation. Ra-
tionale and treatment recommendations are based on
physical exam and basic neuromuscular principles re-
lating to problems with muscle length, strength, and
motor recruitment. These patients typically complain of

predominant hip and buttock pain, which worsens with
prolonged standing or sitting, long bouts of walking,
and with lying on the involved side. Physical exam for
suspected spine problems usually focuses on lumbar
spine mechanical findings, neurologic findings, and the
absence or presence of tension signs. It is important to
be thorough in this examination as radiculopathy in-
volves a much different diagnostic and treatment pro-
cess than referred pain. Patient history as well as the
physical exam can often help to rule out serious pathol-
ogy (infection, tumor, neurologic deficit, etc). However,
when the neurologic exam is negative, further exami-
nation is required. There is often palpation tenderness
in the gluteal muscles lateral to the posterior superior
iliac spine (PSIS) and/or out toward the trochanter. In
fact, studies indicate that as many as 20% of patients
seen in a spine specialty clinic actually have trochant-
eric bursitis.21 Manual muscle testing usually reveals hip
abduction using tensor fascia lata (TFL) is normal. How-
ever, testing hip abduction with extension using the pos-
terior gluteus medius (PGM) is very weak, testing no
more than 3/5. It may be painful as well.

RATIONALE
Muscle performance is a critical aspect of movement

that can influence tissue stress.14 A commonly observed
muscle imbalance present in those with posterior pel-
vic pain involves abnormal length, strength and motor
recruitment of the PGM and TFL. The posterior por-
tion of the gluteus medius muscle performs hip abduc-
tion with extension as well as some lateral rotation.11

Often, a motor pattern fault involving habitual prefer-
ence of the tensor fascia lata (TFL) in performing hip
abduction movements can result in posterior gluteus
medius disuse weakness and atrophy.19,23 Specifically,
this muscle imbalance presents as a lengthened/weak-
ened PGM and a shortened/strong TFL, with preferred
recruitment of TFL over PGM for hip abduction. For
many, this imbalance may exist without any symptoms.
However, when the PGM is overloaded/overused a
strain may occur. This can be due to several factors in-
volving overuse. Injury may occur by either high mag-
nitude stress over a brief time, low magnitude stress
over a long time, or moderate stress repeated many
times.14 For instance, weight gain greatly increases the
demand on the PGM during gait and standing, which
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may explain the prevalence of this problem in pregnant
women.6,17 In fact, one study indicated posterior pelvic
pain to be four times more prevalent than lumbar pain
in pregnant women.17 Postural habits such as standing
on one leg with the pelvis dipped to the other side or
side lying with the top leg flexed and adducted over
the other leg can result in adaptive lengthening of the
PGM.19 A Trendelenburg gait pattern results in both
adaptive lengthening of the PGM and trochanteric bur-
sal irritation.

Muscle strain injury is painful and is usually the pre-
dominant symptom. Persistent muscle guarding due to
injury may cause relative ischemia due to muscle ten-
sion.1,2 The “vicious cycle” of pain, increased muscle
tension, decreased capillary fill, lactic acid build up, and
pain is often self-perpetuating. This is thought to be the
mechanism for myofascial “trigger points” and pain re-
ferral patterns.22 The pain referral patterns for the glu-
teal muscles are well mapped out by Travell and others
(Figure 1).7,9,10

Sometimes the bursal irritation due to the laxity
caused by the PGM length and strength problems is
the most prominent. Palpation in the bursal area is ex-
quisitely painful. Weakness of PGM resulting in a
Trendelenburg sign may also contribute to lumbar pain
due to abnormal segmental movement of the lumbar
spine if the pelvis is not stable during gait or standing.
The lumbar facets can become irritable due to this ab-
normal movement repeated thousands of times a day.13

There is more wear and tear to the intervertebral discs
as well.

In summary, the physical exam for this specific en-
tity involves manual muscle testing for the PGM vs the
TFL11, palpation of the trochanteric bursae and gluteal

muscles, and checking for a Trendelenburg sign.18 The
Trendelenburg sign is the most sensitive physical exam
finding for PGM tendonitis or tear.3 An AP film of the
pelvis may be useful to rule out hip dysplasia, DJD,
stress fracture, calcific bursitis, or osteonecrosis.

TREATMENT
We propose a treatment algorithm based on the

above understanding of this pathology (Figure 2). Treat-
ment for muscular pain is with the use of cold packs
for 20 minutes several times a day. The cold pack should
reach out to the trochanter. Other soft tissue modali-
ties may also be beneficial, such as ultrasound or ionto-
phoresis. Strengthening exercises are directed specifi-
cally to the PGM to decrease the influence of the TFL.
The exercises need to be graduated according to the
level of strength assessed in the physical exam.
Strengthening is done in the shortened position to fa-
cilitate normal length. They are done at least twice daily
for 4 weeks. It takes at least 4 weeks to actually add
sarcomeres to atrophied muscle.15

Recommendations are given for altering activities of
daily living to decrease stretching of the muscle. Spe-
cifically, sleeping with pillows between the knees when

Figure 1. Trigger points (TP) with pain refer-
ral patterns (arrows) into the low back,
sacrum, buttock, and leg that mimic S1 and
L5 radiculopathy.

Figure 2. Algorithm for treatment.
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in side lying, not sitting with the legs crossed, standing
with weight evenly distributed to both sides and the
pelvis level. Recheck visits are at 1 or 2 weeks to as-
sess improvement and to progress exercises as neces-
sary. At 2 weeks, 20% of muscle strength change is at-
tributed to contractile capacity and 80% to neural
training.15 In the 2-4 week time frame, bursal injection
or trigger point injections may be considered to facili-
tate the exercise program. If the muscle strain is se-
vere or too painful, the use of a cane is suggested.19

Taping of the area to lessen forces during weight bear-
ing could also be used.14 If, at 4-6 weeks, there is no
improvement in strength assessment, an MRI would be
suggested. This would be to determine tendonopathy
vs. tendon rupture.12 A recent study reported the MRI
findings of 24 people with this syndrome; nine demon-
strated gluteus medius tendonitis, five had a tear, six
had both evidence of tear and tendonitis, 3 were nor-
mal, and one showed avascular necrosis.3 If a tendon
rupture is found, treatment could involve surgical re-
pair4,8 and/or bracing in 0˚ of hip flexion and slight ab-
duction with a hip-spica brace. Tendonitis would con-
tinue to be treated in a conservative manner.

SUMMARY
Evidence indicates that an important factor in con-

servative management involves providing accurate in-
formation to patients regarding an explanation of their
problems and recommendations on methods of symp-
tom control as well as limiting recurrence. Failure to
receive an explanation of the problem results in patient
dissatisfaction, increased use of diagnostic tests, and
patients seeking treatment from other professionals.5

Often, a reasonable explanation of the probable
causes of their pain and expected recovery will relieve
anxiety and improve compliance with a home exercise
program. The rationale for treatment of this syndrome
involves mostly myofascial strain related to muscle im-
balance that often mimics a lumbar radiculopathy. When
the physical exam is negative for radiculopathy, further
physical exam may reveal this syndrome. Recognition
of this syndrome may well reduce the number of lum-
bar MRI’s ordered and speed appropriate treatment
because a more accurate diagnosis was achieved. We
plan further studies involving gait patterns, pain dur-
ing pregnancy, and acute care and chronic pain preva-
lence as well as specific interventions as described
above.
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