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PRAISE FOR UNDERSTANDING
SCIATICA

‘Absolute gold... There’s not many anatomy/physiology books that one
can't put down’- June, specialist physiotherapist in spinal triage.

1 was expecting a good read, but what you get is even better! Absolutely
brilliant stuff and a MUST read for any clinician who works with
sciatica’ - Michael, physiotherapist.

Simply a good book as well as a good medical book. So much contempo-
rary content, blended with a personal, readable format like the classic
medical texts of the past.’ - Greig, Sports & orthopaedics doctor.

"The book has made a massive difference to my practice and in
explaining things to my patients.” - Philip, spinal advanced practice
practitioner.

Highly recommend this book. In addition to being informative and
engaging it provides sensible, well-reasoned insight, useful for patients
and clinicians alike’- Michael, US military PT.

"The sciatica Bible’ - Luke, physiotherapist.
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FOREWORD BY ANNINA SCHMID

Sciatica is a complex condition. This becomes immediately apparent
as I listen to the stories of people with sciatica in my research and clin-
ical practice. Some report tingling, burning pain and electric shocks
in their leg, while others experience a numb foot. Some find sitting
impossible while for others this position is the only one that relieves
symptoms. Some people have muscle weakness and sensory loss,
while others experience cramps or strange feelings such as water trick-
ling down their leg. Some people are highly functioning whereas
others can hardly get out of bed. Some people recover spontaneously
while some develop persistent pain with repeated flare ups. Some
people benefit from physiotherapy or anti-inflammatory medication,
while others’ pain remains resistant to such treatment. Yet we
summarise all this heterogeneity under the same label of ‘sciatica’. It is
therefore not surprising that it remains a challenge to make sense of
‘sciatica’ not only for people who experience this condition, but also
for clinicians.

In research, we have made substantial advances in our understanding
of sciatica and nerve injuries in the past years. However, as researchers
we are sometimes so immersed in our complex theories, hypotheses
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and data, that we struggle or lack time to communicate our findings
in an easily digestible way. After all though, science is useless if our
discoveries and their clinical relevance are not translated and commu-
nicated to clinical settings.

In the ‘sciatica world’, we are truly lucky to have Tom Jesson. This
book is a stellar example of how understanding the basic scientific
principles of neuroanatomy, biomechanics, neurophysiology, biology
and pain neurosciences can help us understand ‘sciatica’ and its clin-
ical nuances and distinct presentations. This book thereby elegantly
juxtaposes complex scientific material and clinical pearls. It is a joy to
see complicated research translated into clinically relevant and
digestible concepts. Importantly, Tom manages this without compro-
mising on accuracy. His enquiring, critical mind and outstanding
ability to extract the essence from scientific texts are deeply reflected
in this book.

It was an absolute pleasure to have contributed a small part to the
refinement of this book. I am convinced it will lead to many ‘aha’
moments for its readers-as it has for me. Ultimately, this book and the
knowledge it consolidates will help us be better clinicians, something
we are all striving towards. I hope you will enjoy reading it and discov-
ering that cleverly marrying science with clinics is highly exciting!
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“The job of a clinician is to shut up, listen, care and know
something.

— ANON

(This book will help you with that last one!)
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REFERRED PAIN, RADICULAR PAIN,
RADICULOPATHY... AND SCIATICA

“This is the history of medicine: giving a thing a name and then
everyone thinks they know all about it...

— PETER NATHAN, 1977

In 1994, the radiologist Pierre Milette wrote to the journal Radiology
on the issue of referred pain, radicular pain and radiculopathy to ask
simply, "What are we really talking about?' (1).

According to Milette not only were clinicians confused about the
terminology, but so were academics. 'If we seek to improve our
understanding,’ Milette wrote, 'it is mandatory to address this funda-
mental issue.’

Let’s do that now.

Referred pain

Referred pain is felt in a part of the body remote to that of the orig-
inal injury. The original definition from the International Associa-
tion for the Study of Pain is ‘pain perceived as arising or occurring in
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a region of the body innervated by nerves or branches of nerves other
than those that innervate the actual source of pain’ (2).

Why does this happen? The standard theory is that when danger
messages (nociceptive signals) from an injury arrive in the spinal cord,
they are mixed up with normal messages from other parts of the
body. Those danger messages and normal messages are passed up the
spinal cord to the brain together. The brain is unable to tell the two
apart and creates a pain experience for both.

That's the standard theory, and it's perhaps a little over-simplified,
but it gets at the basic idea of referred pain: the brain is 'confused’
about the exact location of the problem.

There are two types of referred pain. First, visceral referred pain is
caused by danger messages from internal organs like lungs, intestines,
and kidneys. For example, danger messages from the spleen can be felt
in the shoulder, and danger messages from the heart can be felt in the
left arm.

(& L4 LS st

Patterns of somatic referred pain. Adapted from a 1939
experiment, in this picture you can see some examples of
patterns of referred pain originating from noxious stimulation
of the lumbar interspinal ligaments at different segmental
levels (3).



Second, somatic referred pain is caused by danger messages from

somatic tissues like bones, cartilage and muscles. For example, danger

messages from an intervertebral disc or a facet joint can be felt in the

buttock and down the leg.

Referred pain is dull, aching, gnawing, often deep and difficult to

localise.

Radicular pain

Radicular pain is a kind of nerve pain. It’s
caused by action potentials that emanate
from the nerve root and/or the dorsal root
ganglion (4). This, of course, is not where
action potentials are supposed to come from.
Ordinarily, they should start in nerve endings
in target tissues such as skin, bone, muscle
and so on.

Action potentials that emanate from within
a nerve or its dorsal root ganglion are called
‘ectopic impulses’ (ectopic means ‘in the
wrong place’).

In addition to these ectopic impulses, part of
the clinical picture of radicular pain is likely
also caused by a more generalised neuronal
hyperexcitability. In response to injury at the
nerve root, a neuron can amp up its defence
strategy so that even normal, non-ectopic
impulses are sparked more readily in
response to stimuli.

One way of representing
the ‘classic’ radicular pain
pattern. Other
representations are more
dermatomal. Adapted
from Bogduk (4).

How does radicular pain feel? Classic radicular pain roxghly tracks
the territory of the affected nerve root. The pain is sharp, shooting,

stabbing and usually severe. Often, the pain is accompanied by a dull
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or burning background ache, as well as ‘nervey’ sensations like pins

and needles and tingling.

Radiculopathy

Painful radiculopathy. Green line
= normal impulses from the nerve
tips: they are blocked or slowed at
the injured nerve root, and will
not (all) get to the brain. That’s a
radiculopathy. Red line =
aberrant impulses emanating
from the injured nerve root, and
these do get to the brain, causing
pain. That’s radicular pain

Radiculopathy is another nerve prob-
lem. However, it is zot a pain condi-
tion. Instead, the term describes Joss
of nerve function. ‘Loss of nerve
function’” means that fewer action
potentials are conducted up and
down the injured nerve because of an
injury to the nerve root or dorsal root
ganglion. The nerve isn’t doing
its job.

A loss of nerve function is a pretty
common everyday experience. If you
sit too long and your leg goes numb,
that's a loss of nerve function. A
radiculopathy is not too different,
although of course it involves the
nerve root in the spine rather than
the nerve trunk in the periphery, and
often involves more lasting damage to
the nerve too.

Radiculopathy manifests as a dulled
or absent reflex response, a loss of
sensation to different sensory stimuli

(e.g., touch, sharp prick, warm/cold), and/or a loss of muscle

strength.



The clinical picture is less clear cut

Of course, referred pain, radicular pain and radiculopathy can all
occur together; all three can overlap

First, although radicular pain and radiculopathy can occur separately,
they often co-exist as a 'painful radiculopathy’. This makes sense, of
course - they both involve a problem with a nerve root, so it's not
surprising that such a problem can cause both pain and loss of func-
tion. Sometimes the radicular pain is serious and the radiculopathy is
mild, and sometimes it's the other way round - and everything in the

middle.

And referred pain can also co-exist with radicular pain and radicu-
lopathy. If you think about it, this makes sense. Imagine a big disc
herniation that injures a nerve root and causes radicular pain. That
disc herniation and all the associated inflammation might easily also
trigger nociceptive signals from the disc and the surrounding tissues.
That nociception might cause referred pain in the buttock or down

the leg.

So, where there is radicular pain there can also be some somatic
referred pain.

These mixed pain presentations partly explain why so many cases of
radicular pain do not look like they are 'supposed’ to look: it’s often
not only radicular pain, but radicular and referred pain.

Even aside from the presence of referred pain however, radicular pain
itself can deviate from the ‘classic’ picture of a band of pain that
tracks the territory of the affected nerve root, i.e. a dermatome of
pain. In fact, numerous studies show that it’s near-impossible to tell
from the pain pattern alone what nerve root is causing pain (5-7);
radicular pain doesn’t obey the textbooks’ dermatomes. On top of
that, radicular pain can also expand beyond the expected band of pain
to a wider territory (8).



Varieties of nerve root pain. From left to right: Classic band-
like, dermatomal pain, often shown in textbooks; classic
thinner band of pain, as described by Bogduk (4); extra-

territorial spread; jumping’ pain; occult patches of pain.

Sometimes, nerve root pain doesn’t form a continuous line at all, but
leaps from patch to patch, for example from the buttock to the shin
to the big toe; or even just show up in one patch - just the buttock, or
just the shin, or just the big toe (9). We don’t want to overstate this
variety; the classic picture is the classic picture for a reason. But it’s
important to know that radicular pain, like most pain, can present
atypically.

Sciatica

‘Amongst painful diseases, sciatica occupies a_foremost place by reason
of its prevalence, its production by a great variety of conditions, the
great disablement it may produce, and its tendency to relapse; all of
which have long ago led to its recognition as one of the great scourges

of humanity

— - VITTORIO PUTTI, 1927 (10)



The word ‘sciatica’ is less a diagnosis and more of a vague gesture -
'there’s pain in the back of the leg... for some reason’. It doesn't really
have any official definition and different people mean different things
by it. It's a throwback to a time when we had much less medical
knowledge. The eminent spinal surgeon Jeremy Fairbank even called
sciatica 'an archaic term’ (11).

One problem with ‘sciatica’ is that it means different things to
different people. Of course, the same could be said for ‘referred pain’,
‘radicular pain’ and ‘radiculopathy’, which, as Milette complained,
are often used carelessly. But for those words there is at least an offi-
cial definition to refer to. Not so for sciatica. To some people, it
means radicular pain, to others it means any pain that comes from the
spine but is felt in the leg, including referred pain, and to still others it
means any pain in the back of the leg that seems to have something to
do with a nerve (12).

That said, sciatica is a recognisable word for laypeople, which is
important. And it's a useful word for clinicians who want to refer to
everything we’ve looked at above without having to say 'referred pain
or radicular pain or radiculopathy or some mixture of the three'! It's
kind of a catch-all term, in that respect. We use it all the time - in the
title of this book, for example! So, whereas the scientific community
discourages the use of the term ‘sciatica’ (13), its widespread use by
laypeople and its usefulness as a colloquial catch-all means it is likely
to stick around.

That’s enough place-setting! Let’s get started.

Key points on referred pain, radicular pain and radiculopathy:

® Referred pain is when pain from tissues like muscles, joints
and discs is felt in the wrong place. It is usually a diffuse
ache.



I0

Radicular pain is when pain from the nerve root in the spine
is felt roughly in the territory of that root. In the case of
lumbear radicular pain, that’s down the leg. Radicular pain is
usually sharp and severe.

Radiculopathy is when an injury to the nerve root stops it
from conducting impulses to and from the brain. This
makes muscles weaker and sensation duller.

Because all of these things can exist together, in different
amounts, the clinical picture is often far from clear!
Additionally, radicular pain itself has a varied presentation,
not always appearing in the expected dermatome.

Sciatica is an old-fashioned term without any specific
meaning. Despite this, it is an easy way to refer to pain down
the back of the leg that seems to be related to a nerve.
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AN ANATOMY TOUR

Let’s start with a tour.

On this tour, we will follow the primary sensory neurons. We will
start at the top, where each primary sensory neuron synapses in the
spinal cord in the upper lumbar spine, and many of them are bundled
together as rootlets. Then, we’ll follow these neurons downward
through the spine as they bundle together again into nerve roots,
then jumble together into the spinal nerve, and finally exit the spine
through the intervertebral foramen. Finally, we’ll continue to follow
them down as, now bundled together as peripheral nerves, they
continue their journey to the tips of the toes and other tissues.

Rootlets become roots; many roots make up the cauda equina.

In infants, the end of the spinal cord is at about the L3 vertebral level.
But as we age, it is outgrown by the rest of the body and by the time
we are in our teens, the end of the spinal cord is further up the spine,
at L1 or L2. The cord tapers to terminate at the conus medullaris.
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The nerve roots enter and exit the spinal cord
not as fully formed roots, but as rootlets.
There are dorsal (posterior) rootlets, which
are made up of sensory neurons carrying
impulses from the body and its environment
up to the spinal cord. And there are ventral
(anterior) rootlets, which are made up of
motor neurons carrying impulses from the
spinal cord down to the muscles.

After the rootlets bud off from the spinal
cord, they form sub-bundles, and then form
bundles once more to become the nerve
roots that make up the hanging tail of the
cauda equina. When they bundle, dorsal
rootlets stick together and ventral rootlets
stick together, making separate dorsal
sensory roots and ventral motor roots.
Dorsal roots are thicker than ventral roots
because there are more sensory than motor
neurons in peripheral nerves.

I

Schematic diagram
showing how the cord
tapers into the conus
medullaris. The L4, L5
and S1 dorsal rootlets bud
off the spinal cord and
bundle to become nerve
roots.

The lumbar spinal cord is small, about the size of a little finger, and

the roots are smaller still: between two and four millimetres in diam-

eter in the lumbar spine. When an anatomist is laying the roots out or

holding them, they seem like tangled spaghetti, hanging off a fork. In

the body, where they are guided and held by ligaments and connec-

tive tissue, they have a more orderly and linear appearance, like
Y y

uncooked spaghetti still in the packet (although of course they are not

hard but soft and pliable, with the consistency of rubber).
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The cauda equina is inside the dural sac.

Everything we have seen so far is taking place inside the protective
dural sac (sometimes called the thecal sac). The dural sac envelops the
spinal cord in the cervical and thoracic spine and, after the spinal cord
terminates in the upper lumbar spine, it descends into the lumbar
spine to protect the nerve roots as they make up the cauda equina.

Cross section of the lumbar and sacral nerve roots in the dural sac,
adapted from Cohen and colleagues (14)

The dural sac has two layers. The outer layer is made up of the tough
dura mater (‘dura’ comes from the same root word as ‘durable’). The
inner layer is the thin, transparent arachnoid membrane.

Beneath the arachnoid membrane, pumping back and forth on its
slow course around the brain and spine and bathing and nourishing
the cauda equina, is the cerebrospinal fluid (CSF). The pressure of
the CSF helps to balloon up the arachnoid membrane and dura
mater into a plump sac shape (after it’s been dissected from the body
and it’s lost its CSF, the dural sac is more of a sad, flat sleeve). As is
evident from pictures of the dural sac in cross-section, the roots have
quite a lot of space and shift around as we move.

Between the CSF and the nerve roots is the innermost layer of protec-
tion, the delicate pia mater. The pia mater, which covers the brain in
the skull and the spinal cord in the cervical and thoracic spines,
surrounds the individual nerve roots in the lumbar spine. If you were
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to remove the pia mater from a nerve root and roll the root in your
fingers, it would de-bundle like loose twine into the separate rootlets
that we originally saw budding oft from the spinal cord.

If it was not already clear, these three layers - the dura mater, the
arachnoid membrane and the pia mater - are the same contiguous
membranes that cover the brain, too.

At each spinal level, roots change direction and head for the
intervertebral foramen.

At each spinal level on the cauda equina’s downward course through
the dural sac, one dorsal and one ventral root per side will pair up and
branch off together. They will go forth and innervate their particular
patches of the low back and leg. As they branch off, the pair of roots
take with them a portion of the dural sac, which will now form the
nerve root sleeve. The sleeve binds the two roots more tightly than
did the dural sac, holding them on course. As the space inside the
sleeve is continuous with the space inside the dural sac, there is CSF
in here too, nourishing the nerve roots.

In the short part of their course after they leave/enter the dural sac
and before they leave/enter the spinal column completely, the nerve
roots are at their most vulnerable. Although these ‘extra-dural, intra-
spinal’ roots still have the protection of the dura mater and the arach-
noid membrane (now in the form of the nerve root sleeve), they do
not have the extra space and freedom of movement they had inside
the dural sac. This makes them vulnerable to anything that would
compress, stretch, pin or twist them - like a disc herniation. Not only
that, but although the root sleeve is tough, it is far less tough than the
layers of connective tissue that will protect peripheral nerves proper,
once they are out of the spinal column and coursing down the leg.
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This picture shows the dorsal and ventral nerve roots
deviating from their downward course to leave the cauda
equina and the dural sac. They take with them part of the

dural sac which is now called the nerve root sleeve, shown in
dark grey. (Somewhat confusingly, when a sensory and a

motor nerve root are bound together like this, we still

colloquially refer to them as ‘the nerve root’, i.e. as a singular
when in fact they are distinct entities.) The dorsal root is

continuous with the dorsal root ganglion. Shortly after, the
roots blend to become the mixed spinal nerve. Before too

long, they branch into the ventral and dorsal rami.

This short interval in which the dorsal and ventral roots are outside
the dural sac but still inside the spinal column is called the radicular
canal. It can be thought of as a passageway, with the door at the end
being the opening of the intervertebral foramen. To pass through the
canal, the roots, which have so far been descending in a straight line
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downwards, have had to swoop laterally as if exiting on a sharp slip
road (or off ramp, for American readers!). Emphasising this swooping
motion, they hug the ceiling of the passageway within the foramen.

The dorsal root ganglion (usually) sits in the intervertebral
foramen

Inside the radicular canal, the dorsal (sensory) roots exit from the
dorsal root ganglia. (The ventral roots, which have their cell bodies
within the ventral horn of the spinal cord, course closely by). The
root sleeve, which has protected the two roots since they left the dural
sac, ends here. The dura mater of the sleeve blends into the capsule of
the ganglion, soon to become the tougher connective tissue layers
that protect the peripheral nervous system. The arachnoid membrane
below it pinches off just before it reaches the dorsal root ganglion.
This pinching cuts oft the CSF, which means this point marks the
last outpost of the central nervous system and everything beyond it is
the peripheral nervous system.

The dorsal root ganglion is usually located in the foramen, sometimes
slightly distal or proximal to it. In the lumbar spine, it is about the
size of the fingernail on your little finger. Inside it are the cell bodies
of just over 10,000 sensory neurons, each one with a diameter of less
than 100 micrometres, which is about the width of a strand of hair.
These cell bodies manufacture all the parts that the primary sensory
neuron needs in order to function, and ship them out to the rest of
the cell. They sit off from the rest of the primary sensory neuron at
the end of a T-junction.
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Schematic diagram of the dorsal root ganglion. Axons, green,
pass through. They send off T-junctions to cell bodies, blue.
Cell bodies are surrounded by satellite cells, grey. Resident
macrophages shown in yellow. T-cells cluster to the CNS-side
of the ganglion.

The cell bodies of sensory neurons are not the only cells inside the
dorsal root ganglia. For instance, satellite glial cells surround each cell
body. These glial cells have a protective and cushioning function akin
to that of the Schwann cells in the peripheral nerve trunk. They also
closely interact and communicate with neurons using, for instance,
immune mediators. Additionally, the dorsal root ganglion also
contains immune cells such as macrophages (15).

Although the ganglion is thicker than the nerve root, it still does not
take up more than one third of the foramen. The rest of the space
inside the foramen is taken up by blood vessels, ligaments, the sinu-
vertebral nerve (heading back into the canal) and cushioning fat.
Below, you can see two drawings of the teardrop-shaped interverte-
bral foramen.
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Distal to the dorsal root ganglion, the nerve roots become the
mixed spinal nerve

Distal to the dorsal root ganglia, the pair of nerve roots, up until now
held closely but separately, undergo a major change: they are finally
woven together into the mixed spinal nerve. This means that the
spinal nerve contains both the motor and sensory neurons of its
spinal level.

Compared to the length of the lumbar nerve roots, the lumbar spinal
nerve is remarkably short: as soon as it has left the foramen, it
branches off into two rami. The dorsal and ventral rami are mixed
sensory and motor nerves that serve the structures of the spine and
the lower limb, respectively. We have now left the nerve roots and the
dorsal root ganglion behind.

Two views of the intervertebral foramen. The picture on the left shows the
dorsal root ganglion blending into the mixed spinal nerve which soon splits
into the dorsal and ventral rami. The picture on the right shows a cross section
of the nerve root (blue). Note the dorsal and slightly smaller ventral root,
accompanied by the distal radicular artery (red) in relation to the latticework of
intra-foraminal ligaments (orange). Note also the fatty tissue (yellow) which
takes up much of the rest of the space. The fact that the foramen houses these
other tissues enables nerve root irritation without direct contact, as we will see
later.
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The nerve roots are supplied by the radicular arteries.

Let’s pause here to look at how the nerve roots and the ganglion get
their blood supply, because the blood supply is one of the most
under-rated factors in radicular pain!

Making its way down from the heart,
the descending aorta sits on the front
of the vertebral bodies. At each spinal
level, a pair of arteries branch off
from the aorta and course backwards
around each side of the vertebra.
They look as if they are a pair of arms
hugging the vertebral body. As they

make their way backwards, these

arteries send branches off to various
parts of the vertebra, and one of these Aview from the front of the
branches enters the intervertebral vertebral bodies. At each spinal
level, the descending aorta sends

foramen. This is the distal radicular : )
out a pair of arteries.

artery. As it enters the foramen, the
distal radicular artery penetrates the
spinal nerve and follows it in, in the opposite direction we took on
our tour. When it reaches the nerve roots, it splits in two and
continues to course up both. On its way past the dorsal root
ganglion, it forms a plexus around it.

As it continues, it gives off more collateral branches which become
tiny capillaries in each bundle of neurons inside the root. It ends
about two thirds of the way up the roots. It is through this distal
radicular artery that the heart pumps blood up the nerve roots,
towards the spinal cord.

The proximal radicular artery begins in the conus medullaris and
travels down the roots. At first it travels alone, because capillaries
from the conus can supply the most proximal parts of the roots. But
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