
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

COCCYDYNIA  

A complicated condition that can be a real pain in the… 
  

by Kimberly Storr 
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INTRODUCTION 

 

Coccydynia, also called coccygodynia, refers to symptoms of widely varying etiology that result in pain 

at the tailbone. The term itself is not a pathological diagnosis, but when a clear pathology for pain is 

not apparent (such as dislocations of, or tumors on, the coccyx), “idiopathic coccydynia” is commonly 

applied to the presenting indications.1 In this way, coccydynia is a descriptive, umbrella term that 

represents a symptomatology, not a pathology. The difficulties associated with diagnosis of coccygeal 

pain reflect the complex and dense anatomy of the pelvic region, which is extensively interconnected 

intrinsically and also extrinsically, via the spinal cord and the musculature responsible for hip 

movement; it is not uncommon for pathologies embedded in the pelvis to present concurrently 

elsewhere in the body.  

 

The pelvis is an area where people often unknowingly hold both physical and emotional stress. In a 

literal sense the pelvic floor is a foundation for the organs that sustain us; metaphorically it supports a 

space out of which we develop our sense of self – this is our Root Chakra, the origin of our belief in 

a right to exist, and of the power wrought from knowing “I Am.” For a vast range of reasons, 

spanning the personal to cultural, this is a part of the body almost always associated with vulnerability 

and self-protection. Sensitivities to touch near our “privates,” real or assumed, mean that issues of 

pelvic or gluteal pain are sometimes not addressed until quite severe, or at all, and preventative care 

in the form of massage or manipulation is largely not sought by patients or encouraged by 

practitioners before problems occur. 

 

ANATOMY 

 

To appreciate why it is that coccydynia has such a battery of causative pathologies, it is important to 

understand the orientation and anatomy of the lower spine and pelvic floor. The coccyx is the 

inferior portion of the spinal column, and consists of three to five segments (see figure 6), fused in 

broadly varying patterns across the population. Diverse configurations of segmental fusion, along with 

any number of postural and structural factors at work in different people, leads to considerable 

variance in the overall curve of the coccyx and the degree to which individual segments articulate 

with each other, or the coccyx articulates with the sacrum.2 Like those throughout the vertebral 

column, intercoccygeal and sacrococcygeal joints are predominantly assumed to be synchondroses, 

though the intercoccygeal joints can also be synovial and a 1992 study of the sacrococcygeal joints of 

nine cadavers found only one true disc among them. In the study, the joint was synovial in four 

cadavers, and in four others an intermediate structure – somewhere between a disc and synovial 

structure – was found. The author of the study, French doctor and spine specialist Jean-Yves Maigne, 

raised the question of whether the sacrococcygeal joint undergoes a structural transformation over a 

                                                 
 1 F. Postacchinni and M. Massobrio, “Idiopathic coccygodynia. Analysis of fifty-one operative cases and a radiographic study of 

the normal coccyx,” Journal of Bone and Joint Surgery 65 (1983): 1116-1124, http://www.ejbjs.org/cgi/reprint/65/8/1116 (accessed 

November 17, 2007). 

 2 Patrick M. Foye, MD, et al., “Coccyx Pain,” emedicine.com (August 3, 2007), http://www.emedicine.com/pmr/topic242.htm 

(accessed November 17, 2007). 
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lifetime, but this is unproven. Interestingly, the intercoccygeal joints in the same cadavers did not 

exhibit the intermediate form, though they can – and do – ossify and fuse, as can their sacrococcygeal 

counterpart.3 The functionality of the coccyx, which acts as a shock absorber when seated, is 

obviously influenced by whether, or how many of, its joints are movable. The “normal” range of 

sagittal motion for the coccyx is generally agreed to be around 30°, with a lateral mobility that allows 

for movement up to 1cm from the midline.4 

 

By and large the coccyx is considered to be a vestigial tail, which may lead one to underestimate its 

necessity. In fact, it is an attachment site for numerous muscles, tendons, and ligaments (see figures 1, 

2, and 5-8), and for the terminal end of the dural tube (see figures 9, 10, and 13). It is also the site of 

the ganglion impar (see figure 11). Muscles that attach to the coccyx include the gluteus maximus 

posteriorly, and the piriformis, ischiococcygeus, and levator ani anteriorly. Levator ani, which consists 

of iliococcygeus, pubococcygeus, and puborectalis, makes up what is generally known as the pelvic 

floor. Contraction of these muscles creates flexion of the coccyx (anterior movement) and their 

relaxation allows for passive extension (posterior movement). In a seated position, the coccyx may 

either passively flex or extend, depending on the joint angle(s) and pelvic rotation. Ligamentous 

attachments to the coccyx include those of the sacrococcygeal, sacrospinous, and sacrotuberous 

ligaments. Further, the anococcygeal ligament attaches it to the external anal sphincter. Unlike most 

bony structures in the body the coccyx is a peninsula, “suspended in ligamentous tissue, the tension 

of which determines [its] position.”5 

 

The ganglion impar, the most inferior sympathetic nervous system ganglion, was described by 

Structural Integration pioneer Ida Rolf as “the lowest plexus.”6 It is uniquely unitary, meaning that “it’s 

not a twin center, so that if something goes wrong with it there is no other structure which is going 

to take its job.”7 For this reason and others, Rolf included a sacral and coccygeal focus in her sixth 

session of ten in the Rolfing series. She believed strongly that the integrity of these structures was 

vital to overall functioning, asserting that, “the relation of the coccyx to the sacrum…determines the 

floor of the pelvis, determines the adequacy of the relation of the nervous plexi that control the 

metabolism through that pelvis… And if you expect to know how to organize the body you have to 

be very well aware of…the coccyx, the role of the ganglion, and you have to be alert for the role that 

the ganglion may be playing in the symptoms that [an] individual presents. And these symptoms may 

be anything, including heart disease. Because the ganglion (of) impar is not merely an autonomic 

center, but also receives strands from the central nervous system…”8 

 

                                                 
 3 Jean-Yves Maigne, MD, “Management of Common Coccydynia,” http://www.coccyx.org/medabs/maigne6.htm (accessed 

November 17, 2007). 

 4  Janet Travell, David G. Simons, and Barbara D. Cummings, Myofascial Pain and Dysfunction: The Trigger Point Manual, Volume 

2; The Lower Extremities (Philadelphia: Lippincott Williams & Wilkins, 1993) 122. 

 5 Donald Lee McCabe, Handbook of Basic Clinical Manipulation (New York: Parthenon, 1996) 141.  

 6  Ida Rolf, 6th hour and the Coccyx, transcript, audiotapes of lectures by Ida Rolf (tape B6, side 1B) presented in Big Sur, 

California, July 1966, The Guild for Structural Integration, http://files.rolfingsi.com/guild/B6Side1B.html (accessed November 18, 2007).  

 7 Ibid.   

 8 Ibid.  
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Because the coccyx, which Rolf called “the seat of the soul,”9 is the most inferior attachment of the 

(ideally) loosely bound dural tube, misalignment or restriction of bony structures in the pelvis can 

lead to distortion of this membrane. The end of the spinal cord is enclosed in connective tissue, 

called filum durae spinalis, which attaches to the deep posterior sacrococcygeal ligament before the 

filum terminale externum extends to the coccyx. Craniosacral therapy, developed in the early 1970’s 

by osteopath John Upledger, is based on the observation that restriction of dural tube movement, 

resulting in dural tension and/or pressure changes in the cerebrospinal fluid, effects systemic and 

nervous system health through altered intensity, frequency, or volume of nerve flow. Upledger called 

the cranial bones, and the sacrum and coccyx, “levers which can be used to evaluate and treat dural 

membrane abnormalities.”10 The dura – the outermost protective layer surrounding the brain and 

spinal cord – is engineered for relatively free movement within the spinal canal, including the 

presence of small folds that allow for elongation and shrinkage to accommodate shifts in position of 

the head, spine, and related fascia. Dural layers within the skull are arranged to form the hydraulic 

pumping mechanism for cerebrospinal fluid, which lubricates and removes wastes from our central 

nervous system.  

 

The dura serves as a link between root and crown and many idiopathic conditions, from headache to 

low-back pain, are retroactively linked to dural tube distortion related to coccyx positioning after 

successful CST treatments. According to oft-published massage therapist Erik Dalton, everything 

from PMS to digestive issues to sensitivities to light can be “red warning flags of coccyx 

dysfunction.”11 These symptoms may or may not present along with pain on the coccyx (coccydynia), 

but would be exceptionally significant if they did. Dalton adds that a “hooked coccyx could also lead 

to a loss of psychological integrity. In fact some cases cite severe emotional disturbances in people 

whose coccyx has been removed or broken off, leaving no anchor for the dura mater.”12 Ironically, 

coccygectomy, in which the coccyx is removed either partially or altogether, is considered a practical 

and viable medical treatment for idiopathic coccydynia. No post-operative studies appear to examine 

psychological after-effects, instead concentrating on the effects on physical symptoms. 

 

It is useful to note that the incidence of coccydynia is remarkably higher in women than in men, with 

some estimates as high as a nine to one ratio.13 This disparity is due primarily to two anatomical 

factors: First, the female pelvis is more shallow and wide than that of the male, with the ischial 

tuberosities (the “sit bones”) up to 40% farther apart.14 This positions the coccyx “lower, and more 

                                                 
 9 Erik Dalton, PhD, “Coccyx Controversy,” Massage Today 6, no. 9 (September 2006), http://www.massagetoday.com/ 

mpacms/mt/article.php?id=13478 (accessed November 17, 2007). 

 10 John E. Upledger and Jon Vredevooogd, Craniosacral Therapy (Seattle: Eastland Press, 1983) 61.  

 11 Erik Dalton, PhD, “Working Through the Dura Mater with Deep Tissue Therapy,” Erik Dalton’s Freedom From Pain 

Institute, http://erikdalton.com/articleduramater.htm (accessed November 17, 2007).  

 12 Ibid.  

 13 Michael L. Ramsey, MD, et al., “Coccygodynia: Treatment,” Orthopedics 26, no. 4 (April 2003): 403-5, 

http://www.ptupdate.com/FreeSection/Art29.htm (accessed November 17, 2007). 

 14 Isobel Ryder and Jo Alexander, “Coccydynia: a woman’s tail,” Midwifery 16, no. 2 (June 2000): 155-60, 

http://www.coccyx.org/medabs/ryder.htm (accessed November 17, 2007). 
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posterior in the pelvis than in men,”15 leaving the female coccyx considerably more exposed to 

traumatic injury (see figures 3 and 4). Second, women experience pregnancy and give birth, a process 

which stresses the pelvic floor and forces the coccyx out of position posteriorly. For this reason, 

nearly all posterior coccyx restrictions are seen in women.16 

  

ETIOLOGY 

 

The causes of coccydynia are many, ranging from structural abnormalities of the coccyx itself, to pain 

referred from other structures, to childbirth – which is suggested by some to account for up to 15% 

of cases.17 There is some evidence that osteoarthritis of the sacrococcygeal joint, which limits 

articulating motion, accounts for coccydynia in some people. But, traumatic injury to the region 

provides the most obvious of explanations, and many patients who suffer from coccydynia report a 

fall to a seated position in their natural history, though they often remember the incident as 

unremarkable. Such direct trauma is likely to cause acute pain at the time of injury, but it may not be 

memorable through the passing of time – until it is linked to chronic pain which has resulted from the 

structural changes that ensued. Fractures, for instance, can be painful upon occurrence, but can also 

lead to scar tissue and fibrosis which effects ligamentous tissue later. A fall may also result in a 

subluxation or dislocation of the sacroiliac, sacrococcygeal, or intercoccygeal joints which, if left 

unattended, can lead to misalignments elsewhere.  

 

Other causes of coccydynia include hypertonicity, spasm, or trigger points in the levator ani muscles, 

which refer pain to the lower sacrum, coccyx, and medial gluteal region.18 Other muscles – notably 

with attachments sites near those of the levator ani and pelvic ligaments – such as the obdurator 

internus and piriformis, may refer pain in a similar pattern. Since most coccygeal restrictions occur 

anteriorly, which brings about a slackening of the pelvic floor muscles and compensatory changes in 

surrounding muscle and ligamentous tissue, it is not always clear which is the proverbial chicken or 

the egg when attempting to pinpoint the cause of coccyx pain. In other words, the anterior 

movement of the coccyx can occur as the result of muscular tension in the pelvic floor – which may 

cause pain – raising the question: Why are the pelvic floor muscles tense? Or, the coccygeal 

restriction may occur for another reason (a fall, for instance) and result, due to a shortening of the 

levator ani, in fibrosis and trigger points in those muscles, causing pain. Additionally, tension in the 

ischiococcygeus muscle, which pulls the coccyx anteriorly and “is said to support the pelvic floor 

against intra-abdominal pressure… also stabilizes the sacroiliac joint.”19 So, instability related to the 

coccyx or muscles which attach to it can present as the etiology for other low back and pelvic 

symptoms, including sacroiliac joint dysfunction. Technically, coccydynia refers specifically to pain on 

                                                 
 15 Ramsey, et al.  

 16 Darlene Hertling, RPT, and Randolph M. Kessler, MD, Management of Common Musculoskeletal Disorders: Physical Therapy 

Principles and Methods, 4th ed. (Philadelphia: Lippincott Williams & Wilkins, 2006) 981.  

 17 Ryder and Alexander.  

 18 James H. Clay and David M. Pounds, Basic Clinical Massage Therapy: Integrating Anatomy and Treatment (Baltimore: Lippincott 

Williams & Wilkins, 2006) 306.  

 19 Travell, Simons and Cummings,117.  
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the coccyx, not necessarily to coccygeal dysfunction without localized tenderness. But, because the 

tissues and bony structures of the pelvic region (and the entire body) are so interrelated, it is 

plausible that the “trickle down” effect of even painless or unknown damage done to the coccyx, 

which presents as pain in the sacroiliac joint, could bring about postural adjustments that then cause 

coccyx pain. In this way, coccydynia is a circular disorder. 

  

Some sources indicate that the sacrotuberous ligament, which attaches anteriorly on the ischial 

tuberosity, can be continuous with the fascia of the hamstring tendon or even directly with the biceps 

femoris.20 The load applied to the ligament as a result of hamstring tension can lead to compression 

of the sacrum against the ilium, increasing sacroiliac joint friction to such an extent that movement at 

the joint is inhibited. With less mobility in the sacroiliac joint, the coccyx is required to flex further in 

the seated position. Similar scenarios are possible in any number of variations as ligamentous tissues 

adhese to fascia and other structures. This is part of why coccydynia and other issues of the pelvic 

region are particularly complex to isolate. Studies that have done so, by evaluating coccydynia 

through examination of the intercoccygeal angle (the angle between the first and last coccygeal 

segments), provide some evidence that this angle may be increased in people with idiopathic 

coccydynia.21 Ultimately, decreased mobility of either the coccyx or sacrum is likely to require 

greater flexion and rotation from the other, and altered rotation patterns in the ilia, all of which are 

feasible precursors to pain. 

 

When an etiology for coccyx pain cannot be determined and it is labeled “idiopathic,” physicians 

sometimes inappropriately look to psychological conditions as an explanation.22 Long associated with 

“hysteria,” coccydynia – like far too many conditions prevalent in women – is still clouded in the 

medical world by the patronizing assumption that idiopathic pain is psychogenic. Although there are 

certainly cases, especially involving traumatic childhood sexual abuse, where coccyx pain may have a 

strong psychological component, patients who are sloughed off by doctors unwilling to dig deep and 

find unconventional answers are done a disservice. And, “behavioral assessments of patients with 

coccydynia have shown a psychological profile similar to that of any other group of patients.”23 What 

is more likely than a psychological etiology for coccydynia is that chronic, severe, unresolved, and 

debilitating coccygeal pain may lead to psychological symptoms, including depression and anxiety, as is 

commonly seen in other chronic pain disorders. Being in the care of a dismissive or disparaging 

doctor can only serve to complicate matters, which is why manual therapists and “physicians who 

understand coccydynia…can provide a great [help] to this otherwise neglected patient population.”24 

 

 

 

                                                 
 20 Wolf Schamberger, The Malalignment Syndrome: Implications for Medicine and Sport (London: Churchill Livingstone, 2002) 7.  

 21 Kim NH and Suk KS, “Clinical and radiological differences between traumatic and idiopathic coccygodynia,” Yonsei Medical 

Journal 40, no. 3 (June 1999): 215-20, http://www.coccyx.org/medabs/kimsuk.htm (accessed November 17, 2007). 

 22 Foye.  

 23 Ibid.  

 24 Ibid.  
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PREDISPOSING FACTORS 

 

Being female is, by far, the most remarkable predisoposing factor for coccydynia. This is attributable 

to the physiological and anatomical differences between men and women – including, of course, that 

most obvious of differences, childbirth – but also to other factors that occur with higher prevalence 

in the female population, such as childhood sexual abuse. While experiences of abuse may indeed 

lend themselves to the development of psychogenic pelvic pain, it is undeniable that significant 

structural changes are likely to occur both as a result of such a physically traumatic experience and of 

reactive, self-protective armoring. What’s more, women undergo a greater number of surgeries that 

directly affect the pelvic floor and surrounding tissues. Hysterectomies and episiotomies are 

commonplace, for instance, and women suffer a higher incidence of the type of urinary incontinence 

that requires surgical intervention.25 Notably, fibromyalgia, which is seen in higher numbers in 

women, often presents with severe pelvic pain and pelvic floor weakness,26 which, of course, can be 

both a cause and result of coccyx dysfunction and can cause coccydynia specifically. Another 

predisposing factor for coccydynia is slumped posture, which results in the uneven distribution of 

weight posteriorly. Researchers have linked poor posture to anywhere from 15-30% of coccydynia 

cases.27 History of a fall to a seated position, or of direct blunt force to the tailbone clearly leaves one 

more inclined to develop coccyx pain, and thin women seem to present more regularly with the 

condition, which may be because they have less adipose layering to buffer them from injury. 

 

CLINICAL PRESENTATION  

 

Narrowly defined, the term coccydynia is only applicable to pain felt at the coccyx. This pain is usually 

aggravated or initiated in the seated position, especially if the client leans backward slightly, putting 

more weight on the coccyx. Frequently, clients report worse pain when seated on a soft surface, 

which allows the ischial tuberosities to sink in, again placing more pressure posteriorly. Standing up 

from sitting often exacerbates coccydynia momentarily, as can stair climbing, bowel movements and 

sexual intercourse. In coccydynia with levator ani involvement, clients may report pain with hip 

extension, and in cases with gluteus maximus involvement, unilateral buttock pain may also be 

present. Repetitive motion sports, like rowing and cycling, may also cause flare-ups as they require a 

person to roll their weight forward and back and often engage muscles, like the gluteus maximus, that 

can create tension on the coccyx. Some sources imply that in order to diagnose true coccydynia a 

person must be sensitive to palpation of the coccyx itself. In a client who suffers from, say, levator ani 

trigger points which are referring pain to the coccyx, this may or may not be the case. However, if 

the cause of coccydynia lies in the pelvic girdle it is likely that pain and tension can be felt in the 

attaching ligaments and muscles, if not on the tip of the coccyx itself. 

 

                                                 
 25 It is worth noting that urinary incontinence can result from an unsupportive pelvic floor, which may be due to an anteriorly 

restricted coccyx and may present with coccyx pain. 

 26 Hertling, 238.  

 27 Travell, Simons, and Cummings, 121.  
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Coccydynia pain can be severe enough to impair function, “causing significant compromise of [a 

person’s] ability to perform or endure various activities.”28 While the condition presents most 

commonly with pain that changes depending on posture and movement, it can be persistently severe. 

At one time, doctors based diagnoses of psychogenic coccydynia on the presence of unremitting pain, 

but it is now know by specialists that coccydynia, if left untreated, can grow into a complicated cycle 

that may very well rank as chronic pain. To be considered chronic, pain must last six months or 

more. Unlike acute pain, which signals to the body that something has gone wrong, and which is 

usually only physical in nature, chronic pain has “a significant psychological component” and “in many 

cases…no longer serves a useful purpose.”29 Some specialists speculate that, in essence, “the pain 

signal gets turned on and won’t turn off.”30 Whether or not a physical cause of pain continues to 

exist, once psychological factors are added to the equation the treatment of all symptoms becomes 

more complicated. And, “because psychological symptoms increase the risk for developing new and 

persistent pain…specific treatment of psychological symptoms cannot be ignored.”31  

 

As massage therapists it is imperative we have an understanding of the encompassing nature of 

chronic pain and that we can “learn to listen to how pain echoes and reverberates between physical, 

psychological, and social dimensions of the human condition.”32 While the medical paradigm has had a 

tendency in the past to imply that disease and pain is either organic and “real” or psychogenic and 

“not real,” greater acceptance in recent years of the psychosomatic model has added a large grey 

area to this discussion. But, even clients who are in the care of medical personnel sensitive to this 

reality may be referred repeatedly for testing, rehabilitative therapies, and specialists, often returning 

“more depressed, hopeless, and demoralized than before.”33 When obvious causes of pain cannot be 

identified, and psychological evaluation is recommend, patients may defensively assume that their 

doctor believes their pain is “all in their head.” Even well-intentioned clinicians may underestimate the 

stigma attached to mental healthcare and the cascade of assumptions such a referral may initiate in 

their patients.34 

 

Chronic pain in the pelvic region is made more difficult to contend with by the fact that it occurs 

where it does. The condition is “often underreported either due to the patients’ reluctance to have 

that area treated, or the medical community’s reluctance to address that area.”35 Therefore, people 

may seek massage treatment never having brought up coccydynia with their primary care provider. If 

their pain ranks as chronic, it is likely they will present with psychological issues as well. These may 

range from mild to major depression, to anxiety that centers around the anticipation of pain, to 

                                                 
 28 Ibid.  

 29 Stephen F. Grinstead, PhD, “The Psychological Components of Pain,” Addiction Free Pain Management, 

http://www.addiction-free.com/pain_management_&_addiction_psycho_components_of_pain.htm (accessed November 19, 2007).  

 30 Ibid.  

 31 Dawn A. Marcus, MD, Chronic Pain: A Primary Care Guide to Practical Management (Totowa, NJ: Humana Press, 2005) 246.  

 32 Grinstead.  

 33  Mark B. Weisberg, PhD, and Alfred L. Clavel, Jr, MD, “Why is chronic pain so difficult to treat?: psychological 

considerations from simple to complex care,” Postgraduate Medicine 106, no. 6 (November 1999), http://www.postgradmed.com/ 

issues/1999/11_99/weisberg.htm (accessed November 19, 2007). 

 34 Ibid.  

 35 Ramsey, et al.  
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compulsive behaviors employed to manage symptoms of depression.36 If clients have already sought 

medical care for their coccydynia, they may have been subject to treatment that is invasive, such as 

intrarectal adjustments or nerve block injections at the ganglion impar. If unsuccessful, these methods 

may actually add to a person’s feelings of vulnerability, having allowed themselves to be invasively 

treated with no results. Needless to say, addressing coccydynia necessitates a concerned and 

conscientious approach. 

 

OBJECTIVE FINDINGS & EVALUATION 

 

Clients suffering from coccydynia may exhibit varying observable indicators, depending on the 

etiology of their condition. Coccyx pain can be referred, for example, from trigger points in the 

adductors, levator ani, obdurator internus, and piriformis.37 Obdurator internus, specifically, may be 

indicated by restriction of medial rotation at the hip coupled with a referral pattern that includes the 

proximal posterior thigh.38 In clients who generally demonstrate poor posture and report that their 

pain worsens during a bowel movement, it is wise to consider levator ani trigger points, which are 

“perpetuated, and perhaps activated, by sitting in a slumped posture for prolonged periods of time.”39  

 

Hypertonicity may be noted in the sacrospinous and sacrotuberous ligaments, and/or in muscles that 

attach at or near the coccyx, such as the gluteus maximus, piriformis, and obdurator internus. The 

sacrotuberous ligament, due in part to its broad origin – from the PSIS to the lateral coccyx – and 

also to the fact that it is usually fascially connected to the hamstrings, is particularly susceptible to 

misalignments in the pelvis and lower spine. Tension in the ligament is increased with anterior 

rotation of the pelvis, sacral torsion, and by active contraction of the hamstrings, gluteus maximus, 

and piriformis.40 Because hypertonicity in these structures if often associated with sacral loss of 

mobility or misalignment, it is practical to know how to assess sacral torsion. Torsion is a naturally 

occurring part of most body movements, and occurs around many axes as the result of trunk, pelvic, 

and lower extremity motion. Movements that exceed the allowable range of motion in a particular 

direction, excessive tension in muscles that attach to the sacrum or coccyx, or contracture of 

ligaments or fascia in the pelvis, can all result in the sacrum becoming “pathologically fixed so that 

there results a loss of motion.”41 The piriformis, which rotates the sacral base posteriorly, and the 

iliacus, which rotates the hips anteriorly can cause the sacrum to wedge against the ilium.  

 

Evaluating the torsion of the sacrum amounts to observing the way it lies, and can be done using 

three comparative measurements: of the sacral sulci, the sides of the sacral apex, and of the inferior 

lateral angle. To measure the sulci, which are formed by the junction of the sacrum and ilia, locate the 

depression between L5 and S1 and run the index fingers laterally until they reach the medial edge of 

                                                 
 36 Grinstead.  

 37 Hertling and Kessler, 238. 

 38 Travell, Simons, and Cummings, 111. 

 39 Ibid. 

 40 Schamberger, 158. 

 41 Ibid., 55. 



 10 

the posterior iliac crest. Push the tip of the fingers into the sulci to determine if they are at equal 

depth, which should be about 1-1.5cm. To measure the apex, find its lateral edge, just superior to the 

coccyx, and determine if the fingers that mark that edge lie at equal depth. Finally, the inferior lateral 

angle, formed where the sacrum tapers to meet the coccyx, should also lie at equal depth bilaterally, 

again at approximately 1-1.5cm. Certain patterns of fixed torsion are likely to occur and their 

discovery can help practitioners to develop a more complete treatment for conditions which may 

have their root in misalignment.  

 

Another useful technique for evaluating sacral mobility and ligamentous tension is sacral rocking, 

which can double as a treatment method. This is done with the client prone, and the therapist’s hands 

placed one over the other on the sacrum, near the lumbosacral joint. Intermittent pressure and 

rocking, with a virtual pivot point imagined at S2, should be applied – rocking both to test flexion and 

extension movement but also to gauge lateral mobility. Recognition of subtle “stuck” spots and 

variances in movement can help a practitioner better determine tensions that may need to be 

addressed.42  

 

In order to comprehensively assess coccygeal pain it is ideal to determine if hypomobility is also 

present at the sacrococcygeal joint. Generally this is achieved by placing a finger at the tip of coccyx 

and then hooking it anteriorly in order to pull the coccyx posteriorly. This may be functionally 

difficult if someone is in pain, but is also a sensitive procedure to perform because it requires the 

therapist’s finger is positioned very near the rectum. If emotional sensitivities exist for clients their 

reaction to the experience may be counterproductive, in which case the test should be done without. 

In clients willing to have their coccyx extended but who are in so much pain that it is difficult to do 

so, a post-isometric relaxation of the gluteus maximus can be helpful in allowing for painless 

palpation. This, as with the sacral rocking described above, can also serve as treatment and, in this 

instance, can be taught as self-treatment to the client. With the client prone and their heels rotated 

outward, the therapist stands at the patient’s hip and crosses their arms, placing one hand on each 

buttock at level with the anus, while the client contracts their gluteals for ten seconds against the 

therapist’s hands. This contraction should use little force and is repeated three to five times. 

Palpation of the coccyx should be tolerable immediately afterward as this contract/relax mechanism 

effects the levator ani as well as the gluteus maximus.43 

 

DIFFERENTIAL DIAGNOSES 

 

Pain in the low back and pelvis can have infinite possible etiologies. Everything from nerve root 

lesions44 to ovarian dysfunction to hemorrhoids can present similarly to coccydynia.45 In both sexes 

there are vital organs at risk of malignant tumors in the pelvic region, so it is always important for any 

                                                 
 42 McCabe, 153. 

 43 Hertling and Kessler, 239, and Travell, Simon and Cummings, 128. 

 44 Hendrickson, 110.  

 45 Foye.  
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client with pelvic and coccygeal pain to be evaluated by a physician so that these pathologies can be 

ruled out. In women specifically, conditions like endometriosis and fibroid or ovarian cysts may cause 

pain in the perineal area. Also, for patients who have already been evaluated by a physician but for 

whom soft tissue manipulation is not successful and/or sacral torsion tests imply they may need an 

adjustment, it is important to refer to a chiropractor. In the long run, soft tissues are likely to 

respond better to treatment if bony structures are in the “right” place.  

 

Because a client may actually feel more comfortable discussing pain in the pelvis and buttocks with a 

massage therapist, it is essential that therapists know to refer anyone who is experiencing such pain 

but has not yet seen a physician. If a woman sees a male doctor for her primary care, she may desire 

to be referred by her massage therapist to a female practitioner for this particular condition. For this 

reason, it is sensible for all therapists to have on hand the names of a variety of practitioners with 

various medical specialties, including gynecologists, family nurse practitioners, and pain counselors. 

 

TREATMENT  

 

The emotional sensitivities many people attach to being touched on or near the coccyx dictates that 

massage therapists approach work there with meticulous awareness and intention. Both in initiating 

treatment and throughout, practitioners should tune in with heightened consciousness to the subtle 

signs that their client is comfortable and feels safe. When beginning work on or near the coccyx, a 

well-explained summary of what the client may experience, and the establishment of the client’s right 

to stop treatment, are compulsory. Therapists should be prepared to react calmly and with intention 

to any emotional release the client may have, including if that release is so profound that it is in the 

best interest of the client to end the session altogether. 

 

Because coccydynia is essentially a symptom set, not a pathology, defining a generic treatment plan is 

nearly impossible. Working closely with a client to determine which techniques are effective and 

which are not may be the best way to plan treatment. Embracing this guess-and-check mentality, and 

avoiding making assumptions about what should work, will save the therapist some frustration in 

trying to treat this condition, the causes of which are often elusive. The rocking and post-isometric 

methods noted above may serve as a good place to start treatment of the coccyx, since they allow 

for an introduction to touch in the area that is less focused and therefore less intense. Further, 

techniques such as full body rocking and touch without movement, which can be not only relaxing but 

comforting, may be well-used as “intermissions” during treatment in sensitive areas. Lighter touch 

modalities, like craniosacral therapy or energy work, may also allow for sessions that feel less invasive 

to clients, but should only be performed by therapists with sufficient training. 

 

External manual therapies for coccydynia are primarily intended to release the muscles, ligaments, 

and soft tissues that attach to the sacrum and coccyx. Success has been reported with transverse 
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friction of coccygeal attachments, sacral and coccygeal mobilization,46 and strain/counterstrain 

techniques applied to sacral ligaments.47 Following are several combinations of strokes meant to 

achieve release of these structures. The first three are done with the client in the side-lying position, 

and in the last the client lays prone.  

 

Release of Gluteus Maximus, and the Sacrospinous and Sacrotuberous Ligaments48 

Position the client so that their torso is angled away from the therapist and their pelvis near the edge 

of the table closest to the therapist, with the ischial tuberosities directly facing the therapist. Use 

three lines of strokes from the sacrum and coccyx toward the ischial tuberosity. First, lift the gluteus 

maximus with a series of strokes that scoop inferior to superior in a circular pattern, beginning from 

below the PSIS. Follow this with a second series that begins just inferior to the previous, always 

continuing to the ischial tuberosity. Next, release the sacrotuberous ligament by pushing through the 

gluteus maximus in the same line as the last stroke, lifting the ligament superiorly. Finally, release the 

sacrospinous ligament with strokes from the sacrococcygeal joint to the ischial spine, again lifting the 

ligament superiorly. 

 

Release of Piriformis and Obdurator Internus49 

Stand at the client’s hip. Begin by palpating the piriformis and using contract/relax stretching to 

reduce hypertonicity. Then apply a series of scooping strokes perpendicular to the muscle’s fiber 

direction, from just inferior to the PSIS to the greater trochanter of the femur. Next, perform a 

series of strokes along the superior and lateral edges of the ischial tuberosity, on the obdurator 

internus. Lift the tissues in a circular motion while scooping laterally to medially and following the 

contour of the bone. 

 

Release of soft tissue attachments to the Sacrum50 

To release the inferior fibers of the erector group, stand next to the client’s hip, angled toward their 

feet. Place the supporting hand on the ilium and the working hand just medial to the PSIS at the 

superior sacrum. Using supported-thumb stripping, perform a series of small scooping strokes at a 

slightly inferior angle, from just next to the PSIS and moving medially. Move inferiorly and apply 

another series of strokes, lateral to medial, in one-inch segments until reaching the sacral apex. Next, 

turn to a 45° headward stance and repeat the previous stroke pattern but with a slightly superior 

angle, perpendicular to the previous series. Again, work to the sacral apex. Finally, in the same 

headward position, place a supporting hand on the ilium while the working hand performs short, 

back-and-forth strokes at random angles over the sacroiliac ligaments. With each stroke, use the 

supporting hand to rock the client in short oscillations that match the length of the strokes. 

  

                                                 
 46 Ramsey, et al.  

 47 Hertling, 238.  

 48 Hendrickson, 109-110.  

 49 Ibid., 110.  

 50 Ibid., 118.  
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Sacral Ligament Release 

In this last release, a modification of a technique used by Ida Rolf, the client lays prone. This may be 

more difficult for some clients than a side-lying position because it disallows their line of sight with 

the therapist. Keep this in mind for clients with a strong emotional component to their coccydynia. 

The therapist stands on the opposite side of the table and reaches across to release pelvic ligaments. 

First, find the opposite side ischial tuberosity and slide the footward thumb up and under its 

attachments, toward the inferior border of the sacrum. Then, with the other thumb, brace the top of 

the sacrum, applying sustained pressure at both sites to create upward pressure and release 

ligaments. Follow this with two minutes of light-to-moderate frictioning to promote collagen 

formation in weak ligaments.51 

 

Though treatment for coccydynia can logically start with focus on the structures highlighted here, it is 

crucial to be mindful of distal factors related to coccyx pain. The continuity of fascia in the pelvis with 

the lower limbs, especially the hamstrings, and with the thoracolumbar aponeurosis and muscles that 

attach to it, means that tensions at the coccyx may span from far and wide. By checking-in diligently 

with a client, customizing treatment to what is proving effectual, and understanding the realities of 

these extensive fascial connections, a therapist can work deductively to unwind the body and release 

tensions that culminate in coccydynia. 

 

Self-care treatments for clients should be multi-faceted to include relaxation skills along with methods 

for stretching and strengthening. For acute pain, clients can be directed to a coccyx pillow which 

transfers weight to the ischial tuberosities. For clients with poor posture, self-treatment should have 

the long-term goal not only of pain relief but also of corrected posture. This is achieved largely 

through muscular exercises, but can be encouraged with lumbar bolsters that create proper lordosis 

and combat the posterior rotation that results in slumped posture. Lumbar extension exercises to 

strengthen the erectors coupled with stretching of the abdominals, hamstrings, and adductor magnus 

can help to “re-train” the body so that it is less prone to pull naturally into posterior pelvic rotation.52 

Relaxation techniques can simply consist of guided breath exercises that encourage abdominal 

breathing. Because so many people breathe into their upper chest, educating clients to pull their 

breath into the abdomen can have profound effects on the pelvic floor due to its relation to intra-

abdominal pressure. 

 

CONCLUSION 

 

Even when coccydynia results from an obvious cause it can be a complicated condition to treat; when 

it presents with no clear etiology the possible causative factors are dauntingly endless in their 

permutations. The closely packed, relatively small pelvic region is so tightly knit together by compact 

soft tissue structures that the entire matrix is highly susceptible to changes that occur in any portion. 

The function of the levator ani to act as a base for the pelvic viscera requires that flexibility and 

                                                 
 51 Dalton, “Coccyx Controversy.”  

 52 Hertling, 959.  
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mobility of the pelvis relies heavily on adequate (unhindered) joint movements. This is why 

dysfunction of any of the joints near the coccyx – the sacroiliacs, sacrococcygeal, or intercoccygeals – 

can result in stress on all the others, which may be forced to articulate beyond their previous ranges 

of motion. When it is coccygeal joints that pick up some or all of that slack, pain may accompany 

movement through the extended range of motion at first, and then through greater ranges as soft 

tissue structures become involved. These thickly layered structures, from muscles to ligaments to 

fascia, seem bound to play a role in any pelvic joint dysfunction that remains longstanding, and in 

some cases are the root cause of pain. 

 

Estimates vary, but somewhere between five and nine times more women than men suffer from 

coccydynia. The number of people with coccyx pain may be much higher but is generally considered 

to be underreported due to apprehension from both patients and physicians about treating the area. 

Because coccydynia is a circular symptom set with so many convoluting factors, treatment for it 

should always be approached with flexibility and non-judgement; should involve a client with active, 

interested checking-in during and after sessions; and should be mindful of a client’s feelings of safety.  

As massage therapists we are in a unique position to assist our clients in becoming more in touch 

with and comfortable with their bodies, and we may learn first, before a client’s doctor does, about 

conditions effecting parts of their body that our society tends to discuss with embarrassment. If this 

occurs, always recommend that clients see a primary care provider – there are just too many 

potential pathologies at work.  

 

It is important to be sensitive to the shame that people may attach to coccydynia and to treat the 

condition with intention and patience. Some who experience severe symptoms may have found no 

answers or successful treatment in the medical world. As with many idiopathic conditions, it is 

regrettably quite common for patients to begin to feel increasingly alienated as an etiology for their 

symptoms cannot be established.53 For these clients, who have often been led on what feels like a 

medical goose chase, it is especially crucial that they are rewarded, when they seek massage therapy, 

with a refreshing and holistically-focused approach that works to build partnership between the client 

and therapist.  

                                                 
 53 Weisberg and Clavel.  
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ILLUSTRATIONS 

All illustrations from: Köpf-Maier, Petra, ed. Wolf-Heidegger:The Color Atlas of Human Anatomy (New York: Sterling, 2004). 

 

 

Figures 1 & 2. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Joints and Ligaments of the Female Pelvis 

TOP (1): ventral aspect 

BOTTOM (2): dorsal aspect 
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Figures 3 & 4. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The Pelvic Girdle 

TOP (3): male 

BOTTOM (4): female 
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Figures 5 & 6. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The Pelvic Floor 

TOP (5): superior aspect 

BOTTOM (6): medial aspect of right half of pelvis 
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Figures 7 & 8. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Female Pelvis – Inferior aspect 

TOP (7): pelvic floor 

BOTTOM (8): pelvic floor and perineum 
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Figures 9 & 10. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Central and Peripheral Nervous Systems 

LEFT (9): central nervous system, left lateral aspect 

RIGHT (10): cranial and spinal nerves, ventral aspect 
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Figure 11. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Autonomic Nervous System 

sympathetic compnents shown on left side only 
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Figures 12 & 13. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Spinal Cord and Dura Mater in the Vertebral Canal – Dorsal aspect 

LEFT (12): spinal cord 

RIGHT (13): cauda equina 
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