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Accessory origin of the piriformis 
muscle 
Ravindranath Y, Manjunath K Y, Ravindranath R 

ABSTRACT 
Incidental finding of an accessory slip of the 
piriformis muscle in the gluteal region is reported. 
Following routine dissection of the gluteal region 
in three formalin-fixed cadavers, an accessory slip 
of the piriformis was observed. The accessory 
slip was cleaned, attachments were identified, 
and dimensions were measured in two parts as 

fleshy and tendinous parts with a graduated scale 

to the nearest millimetre. The accessory slip was 

innervated by a small twig from the sciatic nerve. 
Having considered the available literature, the 
accessory slip of piriformis is rare, and if found, 
could be a cause for the undiagnosed chronic pain 
in the back and gluteal region, as this accessory 
slip may compress the sciatic nerve. 
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INTRODUCTION 
Variations are principally due to the variable genetic 

composition, which is an inheritance carried over from 

an ancestral origin. Most of the anatomical variations 

are benign. These muscular variations are due to the 

errors of embryological development. According to 

Galen and Vesalis, anatomical variations are the results 

of an imperfect or unnatural development.'" 

CASE REPORT 

Following routine dissection of the gluteal region, 

an accessory slip of the piriformis was noted in three 

male adult formalin-fixed cadavers. In two cases, the 

fleshy part of the accessory slip originated from the 

sacrotuberous ligament, and in the third case, from 

the sacrotuberous ligament and the fascia overlying 

the gluteus medius. The tendinous part of the muscle 

inserted into the main tendon of the piriformis 

unilaterally on the left side in one cadaver, and 

bilaterally in the other two cadavers. The direction 
of the fleshy fibres was found to be downwards and 

lateral, and the tendinous part of the fleshy belly of 

the accessory slip tapered downwards and merged 

with the main tendinous part of the piriformis muscle 
in all the three cases. The accessory slip was found to 

be innervated by a small twig from the sciatic nerve. 

The main trunk of the sciatic nerve was found deep 

to the accessory slip. The average length and width 

of the fleshy and tendinous part were measured using 

calipers to the nearest mm. The size of the fleshy belly 

was found to range 3.7-6.5 cm in length and 2-3 cm in 

width, while the length of the tendinous part was found 

to range 0.9-1.7cm in length. 

DISCUSSION 
The piriformis is the key muscle of the gluteal region, 

as it occupies the central position of the region. The 

vessels and nerves typically emerge above and below 

the muscle, therefore these neurovascular structures are 

in close relation with this muscle. Thus, any anatomical 

variation of this muscle may be of clinical importance. 

The piriformis originates from the pelvic surface of 

the sacrum at the level of the second to fourth sacral 

segments. It passes through the greater sciatic foramen 

which it largely fills, and forms a rounded tendon that 

inserts into the medial side of the upper border of the 

greater trochanter. It is innervated by the first and 

second sacral nerves.(2) 

Among the reported variations, in 10% of the 

cases, the piriformis muscle was perforated by the 

sciatic nerve.'2' In the present study, the sciatic nerve 

was related deep to the accessory slip and was found 

to innervate the same by a small twig. Anomalous or 

aberrant slips of muscles may arise in the buttock, 

close to the piriformis and may cause coccygodynia 
and sciatic pain due to the abnormal relation between 

the aberrant slip and sciatic nerve.i3' These were also 

observed in the present study. Accessory slip of the 

piriformis could be one of the main reasons for the 

undiagnosed pain in the buttock leading on to the 

piriformis syndrome.i4' 

Most of the previous authors have reported 

entrapment of the sciatic nerve by the bipartite, 

duplicated, piriformis muscle leading to piriformis 

syndrome.i5-8i However, opinions differ by other authors 

in a study of 65 cadavers for anatomical variations, 
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Fig. I Photographs show (a) the accessory slip of the piriformis muscle (arrowhead) originating from the sacrotuberous ligament.The 
fibres of the slip are directed downwards and laterally and inserts into the main tendon of the piriformis muscle. (b) the main piriformis 
muscle is reflected and the three small arrows indicate the accessory slip of the piriformis. 
G.medius:gluteus medius muscle; G.Max.m: gluteus maximus muscle; Sciatic n: sciatic nerve; S:superior; M: medial; I:inferior; L:lateral 

where only one specimen showed a bipartite piriformis 

muscle, with the two components of the sciatic nerve 

being separate. Thus, anatomical variations causing 

piriformis syndrome are rare.'9' On developmental 
grounds, these variations are considered to be due 

to the persistence of an undifferentiated group of 

mesenchymal cells.'10' 

In conclusion, to our knowledge, not many cases 

of accessory piriformis muscles have been previously 
reported. Hence, the present report of these three 

cases is of anatomical and surgical interest. Under 

circumstances of undiagnosed pain in the gluteal 

region, an accessory slip of the piriformis muscle 

should be considered as a possible cause. Computed 8. 

tomography and magnetic resonance imaging may be 

useful to confirm this diagnosis. 
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