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CHronic Low Back Pain Due To EDEmA AROUND
THE SUPERIOR CLUNEAL NIErRVE RESPONDING TO
NerveE BLock: A CaAse REPORT

Alaa Abd-Elsayed, MD', Rewais Hanna, MD?, and David Rosenblum, MD?

Background: Chronic low back pain is notoriously challenging to diagnose and manage, especially when imaging fails
to reveal a cause. Superior cluneal nerve entrapment is an increasingly recognized, but often overlooked,
source of pain that can mimic lumbosacral radiculopathy.

Case Report: We describe a 43-year-old woman with longstanding chronic low back pain unresponsive to physical
therapy, extracorporeal shockwave therapy, and targeted sacroiliac joint injections. A physical examination
revealed focal tenderness along the posterior iliac crest, a positive Tinel sign, and pain over the iliac crest.
Lumbar magnetic resonance imaging was unremarkable. She underwent fluoroscopic and ultrasound-
guided superior cluneal nerve blocks in separate sessions; each block produced immediate and complete
pain resolution.

Conclusion:  Superior cluneal nerve entrapment should be considered when a patient has axial low back pain with
negative imaging. Ultrasound-guided superior cluneal nerve blocks are a safe and effective alternative to
fluoroscopic guidance, offering real-time visualization without radiation exposure.
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BACKGROUND

Chronic low back pain affects nearly 8% of the global
population and remains one of the leading causes of dis-
ability (1). While common etiologies such as disc disease,
facet arthropathy, and spinal stenosis are the leading
causes, some patients present with persistent pain despite
normal imaging findings.

Superior Cluneal Nerve Entrapment Syndrome (SCNES)
is an underdiagnosed source of such pain. The SCN
originates from the dorsal rami of T12-L3, passes through
the thoracolumbar fascia, and crosses the iliac crest via a
narrow osteofibrous tunnel (2,3). Compression at this site
produces localized tenderness with possible radiation into
the buttock or posterior thigh, often leading to mistaken
diagnoses such as radiculopathy.

Historically, fluoroscopy has been used to guide SCN
blocks. Ultrasound guidance offers several advantages,
including real-time soft tissue visualization, radiation-free
imaging, and feasibility in an office setting (4).

CASE PRESENTATION

A 43-year-old woman developed low back pain in
August 2024. She initially described it as a dull ache in
the right lumbar and buttock area and exacerbated by
standing or walking for extended periods.

In March 2025, during childbirth, hip hyperflexion
triggered acute pain radiating down her right posterior
thigh. A trigger point injection provided about 80% relief.
Four months later, the pain worsened again after riding a
rollercoaster and lifting heavy furniture.
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Lumbar magnetic resonance imaging showed no nerve
root compression or disc pathology. She did not have
positive lumbar facet loading. Suspecting sacroiliac joint
dysfunction, she underwent sacroiliac injections without
benefit. Six weeks of structured physical therapy and 2
courses of extracorporeal shockwave therapy provided
only short-lived improvement. A rheumatology evaluation
ruled out inflammatory causes.

On examination, palpation over the posterior iliac crest
reproduced her pain; Tinel sign was positive at the SCN
exit point. A fluoroscopy-guided SCN block produced
complete relief for several weeks. The recurrence of
symptoms prompted an ultrasound-guided SCN block.
With the patient prone, a high-frequency linear probe
was positioned parallel to the iliac crest to visualize the
thoracolumbar fascia (Fig. 1). Using an in-plane approach,
a 25G needle was advanced to the fascial plane over the
iliac crest. Then a local anesthetic, bupivacaine 0.25%, 1.5
mL, was injected. She had immediate and complete relief.
She returned to full activities of daily living without limita-
tion. Her Visual Analog Scale pain score went from 8 to one
and had consistent pain relief at her 6-month follow-up.

DISCUSSION

SCNES may account for 1.6%-14% of cases of chronic
low back pain (1), but it is frequently overlooked. The
condition often mimics more familiar pathologies such
as radiculopathy, sacroiliac joint dysfunction, or piriformis
syndrome. Imaging like magnetic resonance imaging and
computed tomography cannot directly visualize the SCN,
leading to diagnostic delays and sometimes unnecessary
interventions, including epidural steroid injections or
spine surgery.
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Fig. 1. Ultrasound view showing edema around the superior
cluneal nerve.
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About 85% of SCNs have at least one branch passing
through the osteofibrous tunnel at the iliac crest (3), which
predisposes them to compression from repetitive strain,
trauma, or surgical scarring. Entrapment causes neuro-
pathic pain localized over the iliac crest, radiating to the
gluteal region and posterior thigh, but rarely beyond the
knee—an essential distinction from lumbar radiculopathy.
Pain reproduction with palpation and a positive Tinel-like
sign can raise suspicion of SCN-related pain. Since our
patient had no relief with sacroiliac joint injections and
did not have lumbar facet arthropathy, it was essential to
keep this Tinel sign test and the SCN entrapment in mind
as a diagnosis.

Atargeted anesthetic injection at the suspected entrap-
ment site confirms the diagnosis. In our patient, fluoros-
copy- and ultrasound-guided blocks provided complete
relief, supporting our SCN diagnosis.

Fluoroscopy ensures accurate identification of bony
landmarks but offers limited soft tissue detail and exposes
patients to radiation. Ultrasound provides real-time imag-
ing of bony and soft tissues, facilitates needle placement
without radiation, and is well-suited for office-based
procedures. Although the SCN is usually too small to be
seen directly, targeting the fascial plane between the
thoracolumbar fascia and iliac crest periosteum is often
effective. The recommended technique includes a high-
frequency linear probe (10 MHz-15 MHz), prone position-
ing, and probe placement parallel to the iliac crest, 5 cm-7
cm from the midline.

For recurrent symptoms, treatment options include
repeat blocks, radiofrequency ablation (continuous or
pulsed), peripheral nerve stimulation, or surgical decom-
pression, which has a reported success rate of 70-90%
in surgical series (5-7). Adjunctive measures, such as
lumbopelvic stabilization exercises, activity modification,
and neuropathic pain medications may help manage
chronic cases.

CONCLUSION

SCNES is a treatable but underdiagnosed cause of
chronic low back pain. In patients with unrevealing
imaging, careful palpation of the posterior iliac crest, com-
bined with diagnostic nerve blocks, can lead to effective
treatment. Ultrasound-guided SCN blocks provide a safe
and efficient alternative to fluoroscopy, offering greater
portability and reduced radiation exposure.
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