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INTRODUCTION Y ey £ DISCUSSION

This case underscores the importance of maintaining a broad
differential when evaluating lumbosacral radiculopathy. While disc
herniation is common, extraspinal causes such as peripheral nerve
tumors must be considered, especially when patients fail to respond
to standard interventions. Our patient received two spinal injections
with no relief before further imaging revealed a sciatic nerve sheath
tumor [3.4]. A detailed physical exam—including focal tenderness,
Tinel’s sign, and profound weakness—offered key clues missed on
initial evaluation. As Ghaly et al. emphasize, MRI should precede
spinal injections to avoid misdiagnosis and guide appropriate
management [1]. Hands-on assessment, anatomical knowledge, and
clinical awareness are essential in identifying atypical pain generators
and avoiding treatment delays. Comprehensive evaluation is critical

Lumbar radiculopathy commonly causing lower extremity pain is often attributed to
degenerative spinal pathology [2]. However, when patients fail to respond to conventional
treatments, it is imperative to reassess the diaghosis and consider less common etiologies.
This case highlights a patient initially diagnosed and treated for lumbar radiculopathy who
continued to experience progressive symptoms despite multiple interventional and
conservative therapies. Further investigation ultimately revealed a sciatic nerve tumor as
the underlying cause of the persistent pain.

CASE PRESENTATION

A 64-year-old male presented with progressively worsening low back and left leg pain for
seven months, clinically resembling L5 radiculopathy. The pain was disabling, rendering him
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