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A 40-year-old man with neuropathic pain in the entire left foot

*The first author, OOOOO, is currently in training.

A 40-year-old man with no medical history visited our clinic because of pain in the entire left foot that had persisted for 1 year. The pain was aggravated by sitting, walking, running, and climbing stairs. The pain was stabbing, burning, and tingling and was rated at 7 on a numeric rating scale. In addition to left foot pain, he reported mild left buttock pain with no history of left lower limb or pelvic injury. Physical examination revealed no motor or sensory deficits, and deep tendon reflexes were normal in all four limbs. His straight leg raise test results were negative. Tinel sign over the left tibial nerve in the tarsal tunnel was negative and his foot pain was not aggravated by ankle inversion/eversion.
Differential diagnoses included lumbosacral radicular pain due to spinal disorders, tarsal tunnel syndrome, and sciatic neuropathy. Lumbar magnetic resonance imaging (MRI) showed a diffuse bulging disc on L4–L5 and L5–S1 with a high-intensity zone. No pain reduction was observed on diagnostic blocks of the left L5 and S1 nerve roots and left tibial nerve within the tarsal tunnel with 1 mL of 2% lidocaine. A nerve conduction study and electromyography of the left lower limb revealed no abnormalities. 
Further investigation was conducted. On pelvic axial fat-saturated T2-weighted MRI, high signal intensity was found in the left quadratus femoris muscle (Fig. 1). Additionally, the ischiofemoral space was narrower on the left than on the right side. The sciatic nerve was located over an area with high signal intensity. The patient was diagnosed with left ischiofemoral impingement. For the injection procedure, the patient was placed in a prone position, and the left buttock was scanned with a 6-MHz curved probe (LOGIQ P6, General Electric, Seoul, Korea) to acquire axial images. A mixed solution of 20-mg triamcinolone, 1-mL 1% lidocaine, and 3.5-mL normal saline was administered via ultrasound-guided injection to the left sciatic nerve and quadratus femoris muscle. The patient’s pain was alleviated by 80% at the 3-week follow-up examination.
Ischiofemoral impingement is an uncommon cause of buttock pain due to impingement of the quadratus femoris muscle between the lesser trochanter and lateral border of the ischium [1-3]. Most patients with ischiofemoral impingement experience buttock pain [1-3]. Neuropathic pain radiating towards the posterior aspect, calf, and foot can occur due to irritation of the adjacent sciatic nerve. There are only a few reports on the diagnosis and treatment of this condition. When conservative treatments with activity modification, stretching of the hip muscles, and ischiofemoral space injection are ineffective, surgical treatment (resection of the lesser trochanter) can be considered [1-3].
In the present case, pain throughout the left foot was caused by ischiofemoral impingement. Clinicians should consider this possibility in patients with neuropathic pain radiating to the area innervated by the sciatic nerve, combined with buttock pain and aggravated by hip motion.

Learning points
· Ischiofemoral impingement can cause buttock pain with or without sciatica due to irritation of the adjacent sciatic nerve, which is caused by impingement of the quadratus femoris muscle between the lesser trochanter and lateral border of the ischium.
· Edema and a narrowed ischiofemoral space identified by pelvic MRI indicate ischiofemoral impingement.
· For ischiofemoral impingement, conservative treatment with activity modification and ischiofemoral space injection can be attempted. In cases that are refractory to conservative treatment, surgical treatment should be considered.
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Figure legend
[bookmark: _GoBack]Fig. 1. (A) Pelvic axial fat-saturated T2-weighted and (B) T2-weighted magnetic resonance imaging (MRI) reveal that the ischiofemoral space is narrower on the left side than on the right side. Additionally, on the pelvic axial fat-saturated T2-weighted MRI (A), high signal intensity is found on the left quadratus femoris muscle (arrow), indicative of muscle edema. Over the area of high signal intensity in the left quadratus femoris muscle, the left sciatic nerve is visible (arrowhead).
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