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WHAT WE DID
Introduction

Lower extremity pain radiating from the back is often attributed to Iumbar Leg pain that IOOkS Iike a pinChed nerve

radiculopathy.’? Chronic limb-threatening ischemia (CLTI) presents with leg pain,
numbness, and diminished reflexes, often mimicking radiculopathy.® This diagnostic b bl k d t
challenge may delay treatment, increasing the risk of adverse outcomes such as Can e a oc e ar eryl
necrosis, infection, loss of limb and/or life.* These cases do not present with all the Ch .
eck pulses before any spine procedure.

classic signs of acute limb ischemia including: pallor, pulselessness, polikothermia,

ACUTE PRESENTATION & DIAGNOSTIC WORKUP REVASCULARIZATION, RECOVERY & FOLLOW-UP

Initial Symptom Onset Outpatient Referral & Acute Endovascular Revascularization & Clot Removal
During Physical Activity Ischemia Recognition Successful aspiration thrombectomy and balloon angioplasty
Severe leg pain, numbness, and Examination revealed absent right performed with dual PerCiose closure.

collapse following exercise in pedal pulses, prompting immediate
an active 60-year-old male. emergency department transfer.

pain, paresthesia, and paralysis, and by definition are more insidious in onset.> We Table 1. Office-Based Physical Examination Findings i - -
_ _ _ .. _ _ i (Pain-Management Clinic Visit, Day 0) NE “ABET.01
report a case in which a pain medicine—centered physical examination helped =
distinguish the lumbar radiculopathy and CLTI, prompting emergent referral and L . /
. ) . . Emergency Diagnostic CTA / Hemodynamic Recovery & Stable Discharge &
IImb_Salvaglng endovaSCUIar Interventlon' m‘a::\fgfcco:t?rgi?gs::;ete acute occlusion of ll:cﬁs:f:: ::t:t:rzle::;::t;c?r:}lrmed restored Ir;/:’:li‘latnltd‘:is*"“::IhgI'Igr::jrhyogeaiﬁlgtz:g'e
Parameter Ri g ht Lower Extrem ity Left Lower Extrem ity right superficial femoral and popliteal arteries. distal flow with an improved ABI of 1.01. gﬂ?g;tri;)?o‘l’lv(i)ta-ﬁ?ambw and Vascular
Pain score (NRS) 8/10 worst, 4/10 current, burning/dull Not applicable
WHY IT MATTERS Strength (all groups) 5/5 5/5 DISCUSSION
I I I T3 I I I I I Sensation (foot) Diminished, medial & lateral aspects, between toes Intact ) ) )
Anchoring on a radiculopathy diagnosis is a common pitfall in interventional pain This case illustrates how CLTI can masquerade as lumbar radiculopathy,
management. When back and leg pain arrives with a familiar label, it is easy to stop Patellar reflex 2+ 2+

particularly when neither poikilothermia nor cyanosis is present.?® A
focused vascular examination remains essential in any patient with
Straight-leg raise Negative Negative radicular leg symptoms, especially if the pain is asymmetric, exertional,

aSking queStionS. Taklng a careful history of how the pain began, what bringS It on, Achilles reflex / ankle jerk 2+ patellar/Achilles; ankle jerk absent 2+, present
and how it behaves over time helps uncover the true cause. Paired with a focused

physical exam, _i”CIUdi'?g peripheral pulses, this can expose a mimick.ing conc.lition Femoral pulse Intact Intact or nondermatomal.® Pain physicians should maintain a low threshold to

such as limb |schem|a.. It .can allso spare patients unnecessary interventional T R S assess peripheral pulses before pursuing any interventional spine

procedures and the delay in diagnosis they cause. T ———— Abeent (both) ——— procedure, as delayed recognition of limb ischemia risks irreversible loss
of limb."34

THE CASE SEGMENTAL PRESSURE [ [\ '\ A

A 60-year-old man with a one-year history of exertional right foot numbness, active in I W m;:i:fw g ETHICS & CONSENT

tennis, cycling, and resistance training, presented to a pain-management clinic with | [183] (52 (SR B - ' Single de-identified patient; exempt from IRB review per Broward Health

progressive right-sided low back pain radiating into the right leg. Three weeks \ > | 7 3 policy (documentation available on request). Written informed consent

earlier, after intense cycling, he developed acute worsening of right leg pain (8/10) PR, iy Sxiec. BISH MMk THIGN PR Otdly Gaacc LT W Tigh y ,' a ,, for publication obtained. All care (arterial duplex, CTA, aspiration

and numbness, transient leg weakness, and nocturnal pain disrupting sleep, which he \ ,‘ \ \ ” ) thrombectomy, balloon angioplasty) was guideline-based standard of

had attributed to sciatica. Examination revealed 5/5 strength, 2+ patellar reflexes, and
negative straight-leg raise, but diminished sensation over the medial/lateral right
foot, absent right ankle jerk, calf tenderness, and absent right dorsalis pedis, | V : | | |3
posterior tibial, and popliteal pulses with an intact femoral pulse (Table 1). P St 0 I MR e LI oLeTT Moovm Knde , ‘ REFERENCES
Recognizing a limb-threatening vascular process superimposed on presumed | ‘

radiculopathy, the physician deferred spinal imaging and injection and referred the

care; no experimental, investigational, or off-label use; no IND required.
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patient directly to the emergency department. Computed tomography angiography DRI = = Vs N =i 18 S L) R ) : : _

confirmed acute thrombotic occlusion of the right superficial femoral and popliteal RET ' ‘ Take a picture
arteries with two-vessel pedal runoff. The patient underwent aspiration thrombectomy P s ZiEe RIGT Malow ol o1 1,3 VR Sommbg 23lcc | LEFT Below Knee , to download the full
and balloon angioplasty of the right superficial femoral, popliteal, and tibial arteries via L - | References

left common femoral access, achieving 0% residual stenosis. Ankle-brachial index
improved from unobtainable to 1.01, and he was discharged home three days later

with a viable, reperfused limb.

PVR 68mmHg 143cc RIGHT Ankle PVR 68mmHg 178cc LEFT Ankle
yain: 4 Spd:25 Amp:04 Gain: 4 Spd:25 Amp:l1?

Segmental pressures and PVR study: flattened right-leg waveforms CT an agraphy (|V'|P) CT angiography (3D reconstruction)




