Technigue Corner

Piriformis technique

D. Bruce Fligg, DC*

There has been numerous articles written on the pinformis
syndrome that nicely describe the anatomical considerations
and variations, and the diagnostic criteria.™*. However, it is
my observation that these articles do not fully describe all the
necessary and clinically relevant treatment approaches.

There are some major distinguishing factors that should be
taken into consideration that will enhance the treatment selec-
tion. These are as follows:

a primary (1% or secondary (27 piriformis involvement
b cute inflammatory or chronic fibrosis, contractured states
¢ functional or structural implications

These distinguishing factors help to determine the following
treatment applications:

a direct or indirect muscle pressure techniques

b muscle stretching or shortening techniques

¢ use of ice to control inflammation or moist heat 10 promote
mcreased circulanon and healing
use of modalities such as imterferential

e other sites requiring attention, ie. sacroiliac, hip, fibular
head. calcaneous and cuboid

Like the psoas muscle,® there are times when this muscle
(piriformis) should not be stretched. For example, a primary
acute piriformis syndrome should not have direct pressure ap-
plied 1o the muscle followed by stretching. Approaches like
this can increase the inflammatory response, further entrapping
the sciatic nerve. Stretching at this point, especially using a
lateral recumbent position utilizing a long lever force (leg see
Figure 1). can further damage the sciatic nerve, increasing the
symptoms. Technigques like this one are indicated in a chronic
secondary piriformis syndrome, and 1s usually followed by hip
and sacroiliac manipulation.

In the acute phase, the muscle shortening technique is better
suited (see Figure 2), with indirect pressure techniques. In the
chronic phase where stretching is indicated (see Figure 3),
direct or indirect pressure techniques can be applied

Indirect pressure techniques are directed towards muscle re-
laxation through reflex mechanisms ie. pressure over the pir-
iformis tendon, sacrotuberous and/or posterior sacroiliac
ligaments. Direct pressure over the entrapment site in chronic
cases helps to break down fibrositic adhesions. lee or nter-
ferential current applied immediately after helps to reduce the
inflammatory response associated with this technique.

When the SLR is positive 50° or less, the prone techniques
are better suited. Whereas, if the entrapment has been reduced
such as the SLR is greater than 50°, then the lateral recumbent
technique is indicated. It should also be noted that a patient
with recurring piriformis syndrome should be considered struc-
tural and therefore is better treated with the prone technigues.
These indications and applications will help to reduce the in-
cidence of further injuring the entrapped sciatic nerve.
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Figure 1: This figure demonstrates a lateral recumbent position of the
patient with the involved side up. The doctor applies long lever pres-
sure on the upper flexed leg and the pan
diffe

directly or ind

1o0lding the folded arms. The e
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v as indicated and held for anvwhere up 10 30
seconds. It can be followed by a thrust. although it is usually not
preferable. Adjusting the hip and sacroiliac joint is often indicated
following this technigue.

Figure 2: This figure demonstraies a prone shortening technique for
an acute piriformis syndrome. Notice the external rotation of the femur

using the tibia with knee flexion as a lever, The pressure application

is preferably done by the thumb. although the clbow at times can be
used, Pressure can be applied indirectly as
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Figure 3: This figure demonstrates a prone stretching technigue for
a chronic piriformis syndrome. Motice the internal rotanon of the
femur using the tibia with knee flexion as a lever. The pressure
application is preferably done by the thumb., although the elbow at
times can be used. The pressure is usually over the involved sight,
directed towards breaking down any fibrous adhesions. This prone
position is preferred over the lateral recumbent posture if the S5LR is
under 30° or if structural variations are suspected. Moist heat applied
prior helps to increase vascularity and relax the region. whereas ice
and/or interferential current applied after helps to control the inflam-
matory response 1o breaking down the fibrous adhesions.
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Diabetesis
a lot more serious _ |
thanyou think. 3§

Because diabetes is an invisible disease and shows
no physical signs of discomfort or disability, it is
rarely taken seriously

Bur it should be.

Diabetes is a life-threatening disease. Canada's
one million diabetics live with the ¢

threar of blindness, heart and kidney disease
and amputation

Insulin is merely a control for diabetes, not a cure

We need your help to fight diabetes. Please, give to
the Canadian Diabetes Association

Insulin is not
a cure. == @)=
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' ANGLO-EUROPEAN
' COLLEGE OF CHIROPRACTIC

s expecting another large student intake in
September 18868, and we therefore need 1o
increase the size of our Faculty |

We are logking for Chiropractors with well
developed Clinical probolem solving skills and
an interest in, and understanding of learming
processes. Teaching gualifications or
gxperience as a teacher 15 considered an
asset, but not a necessity. A minimum of two
years of Private Practice experience is
mandatory. We expect the successful
candidate to be co-operative and to have a
well developed ability to think,

The position involves both lecturing
responsibilitites and supervisory duties in a
highly successiul College Clinic

To apply, send your Curriculum Vitae together
with a handwritten covering letter to:

Dr. A. Christensen, Dean
Anglo-European College of Chiropractic
13/15 Parkkwood Road

Bournemouth BHS 2DF

Dorset

ENGLAND
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