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Abstract

Sciatica is a highly prevalent condition. Its main presenting symptoms are radiating pain in the lower
extremity with possible sensory or motor disturbances. In about 90% of cases sciatica is caused by disc
herniation with nerve root compression. Lumbar stenosis and tumors are other less common
etiologies.[! Few cases in the literature report sciatic pain due to gluteal masses./>*! We describe a patient
with left sciatic pain of 3 years duration who failed to respond to conservative medical treatment.
Magnetic resonance imaging showed a large oval mass interposed between the gluteus medius and gluteus
maximus muscles and insinuating within the fibers of the gluteus medius. The patient’s pain completely
resolved after surgical excision of the mass. This represents an uncommon, yet a possibly treatable and
reversible etiology of sciatica and should be considered in the differential diagnosis of this condition
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Introduction

Lipomas are benign mesenchymal tumors.™! They
represent the most common type of soft tissue
tumors.®”! Subcutaneous lipomas represent the
most common type and they usually lie superficial
to the fascia in the subcutaneous tissues.
However, lipomas may be deep seated, and these
can usually originate within a muscle and are
known as intramuscular lipomas.[! Due to their
deep-seated location, intramuscular lipomas may
impinge on adjacent structures. A Lipoma is
considered infiltrating if there is clear radiological,
surgical or microscopic evidence of infiltration of
a muscle or other adjacent structures.!®
Intramuscular lipoma is a relatively uncommon
condition and accounts for about 1.8% of all

primary tumours of adipose tissue and less than 1%

of all lipomas.[”? Fletcher et al. found that 83%

were of the infiltrative type and 17% were the
well-defined type.”” Most intramuscular lipomas
occur between the ages of 40 and 70 years.l) We
describe the case of a gluteal lipoma causing
sciatic pain, a presentation not commonly reported
in the literature.

Case Report

A 63 years old Mediterranean male patient
presents for lower back pain of three years
duration. He describes the pain as electrical and
burning in nature, episodic, severe in intensity,
radiating to the left flank area, down to the left
knee and reaching the toes. The patient has
difficulty standing upon waking up in the morning
and describes a ‘sword-like’ episodic pain.
Sometimes the pain is felt as an intense ‘swelling’
sensation over his left lower back and gluteal area.
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The pain is exacerbated by walking, bending,
standing, and sitting or sleeping on the left side.
No associated tingling, numbness, or weakness in
the lower extremities. He denies urinary or fecal
incontinence. No history of trauma in the lumbar
or pelvic area.

On physical examination, the straight leg raise test
was positive bilaterally, with no sensory or motor
deficits in the lower extremities. Palpation of the
left gluteal region revealed diffuse tenderness,
with no evidence of palpable masses.

History goes back to three years prior to
presentation when the patient started feeling the
same described pain, with a moderate intensity.
An Xray of the lumbar spine requested by an
orthopaedic surgeon, revealed disc degeneration at
L4-L5 and L5-S1. The patient received
conservative medical therapy, including anti-
inflammatory medications, muscles relaxants,
pregabalin, vitamin B12 injections, and traditional
massages with no improvement. The pain was
rather progressively increasing. After a second
orthopaedic consultation, an MRI of the lumbar
spine was requested, showing L4-L5 and L5-S1
disc protrusion with minimal compression on the
left L5 and S1 nerve roots. A pelvis MRI done
concomitantly showed a large oval formation,
interposing between the left gluteus medius and
maximus muscles, and infiltrating the fibers of the
left gluteus medius, measuring 11 x 6 x 3 cm,
compatible with a lipoma (Fig 1& 2). Two
epidural steroid injections were subsequently done
at an interval of six months resulting in no
improvement. The lipoma was totally ignored by
the treating physicians. The patient then
underwent 10 sessions of physical therapy and
acupuncture at weekly intervals, as well as
chiropractic manipulations with no improvement.
Finally, the patient visited our clinic for a trial of
dry needling. 4 sessions at weekly intervals were
done with no improvement. However, we referred
the patient to general surgery for surgical excision
of the mass. Under general anesthesia, the mass
was wire localized preop. Incision was made and
the mass was seen at the intramuscular level. The

mass was dissected and cut off the muscle by
cautery and excised in an intact manner. Figure 3
shows the lipoma after surgical excision. The
patient tolerated the procedure well. Final
pathological review confirmed the diagnosis of
lipoma. 2 days after the surgery the patient’s
chronic sciatic pain was almost completely gone.

Fig. 1 Magnetic resonance imaging (axial view)
of the pelvis showing the gluteal lipoma

Fig. 2 Magnetic resonance imaging (coronalview)
of the pelvis showing the gluteal lipoma

Fig. 3 The gluteal lipoma after surgical excision
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Discussion

Sciatic pain aetiologies can be classified into axial
and appendicular depending on the location of the
injury along the sciatic nerve pathway. Axial
sciatica is more prevalent and is usually due to
nerve root compression secondary to lumbar disc
protrusions or herniations. Appendicular sciatica
is less common and can have various aetiologies,
such as peripheral compression from a benign or
malignant mass, trauma, or ischemia.!!

In our case, the low back pain was due to the
compression of the sciatic nerve by a gluteal
lipoma, located between the gluteus medius and
gluteus maximus muscles.

Intramuscular lipomas usually clinically present
as a slowly growing asymptomatic mass or
‘swelling’ with no palpable mass. Pain is a late
and infrequent manifestation that most often
happens with very deep and big lipomas and is
usually due to peripheral entrapment of adjacent
nerves or soft tissue  compression.[*?
Paresthesias and other sensory deficits due to
nerve entrapment may happen.!***® Some patients
may also complain of occasional cramping,
probably due to dysfunction of the affected
muscle due to its infiltration by the mass.**
BIwith size progression, intramuscular lipomas
may cause decreased range of motion due to
mechanical restriction. Duration of symptoms
before diagnosis ranges from a few months to
years.”

Although studies show that intramuscular lipomas
most often occur in the large muscles of the limbs
and the trunk,*® * they can occur in almost any
muscle.>*® Fletcher et al. found that of the
infiltrative subtype only 10% were located in the
lower limbs.

This case draws attention to the importance of the
correlation between clinical and radiological
findings, especially because disc herniations
identified by imaging are highly prevalent in
people with no symptoms.’! And on the other
hand, many people with symptoms of sciatic pain
have no evidence of lumbar disc herniations on
imaging.’® ™ In our case for instance, the patient

had lumbar disc disease; however, it was not the
cause of his symptoms.

This case emphasizes not only the importance of
taking into consideration appendicular causes in
the differential diagnosis of sciatic pain, but also
the value of a good correlation between clinical
and radiological findings.

Conclusion

This case of gluteal lipoma represents an
uncommon, yet a possibly treatable and reversible
etiology of sciatica and should be considered in
the differential diagnosis of this condition.
Clinical correlation of radiological findings is
essential for establishing an effective plan of care.
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