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Abstract
Objective: Describe the MRI signs suggestive of an aetiology for newly discovered sciatic nerve tumours.

Method: We retrospectively analysed 20 patients with 24 sciatic nerve tumours. Two observers described the preoperative MRI features of the lesions (size, shape,
margins, signal, gadolinium uptake, location on the nerve, dissection of nerve fascicles) and the presence of oedema in the adjacent soft tissues.

Results: The 24 tumours analysed fell within 7 histological types: schwannomas, neurofibromas, plexiform neurofibromas, malignant peripheral nerve sheath tumour
(MPNST), lymphomas, metastasis and perineurioma. Regarding the benign tumours 80% of the neurofibromas and only 25% of the schwannomas were centred
relative to the nerve. All histological types (except perineurioma) had a heterogeneous signal and uptake. None of the benign lesions (0/17) and all the malignant
lesions (7/7) had ill-defined margins and oedema surrounding the lesion. Nerve fascicle dissection was not present in the MPNST; this sign was found in 100% of
the malignant tumours.

Conclusion: The size, shape, signal and contrast product uptake of sciatic nerve tumours cannot be used as diagnostic criteria. The presence of soft tissue oedema

surrounding the lesion is suggestive of a malignant lesion. Nerve fascicle dissection is suggestive of non-neurogenic malignant tumours.

Abbreviation: MPNST: Malignant Peripheral Nerve Sheath Tu-
mours; NF1: Neurofibromatosis Type I; MRI- Magnetic Resonance
Imaging.

Introduction

Soft tissue tumours that develop from nerve structures form a
heterogeneous set of benign and malignant lesions [1]. Most of these
are nerve sheath tumours. Schwann cells, the main component of the
endoneurum, perineurum and epineurum surrounding the axons,
are most often the source of the tumour. The sciatic nerve is a one of
the most common locations for lower limb even if it is a rare location
[2]. The nerve entering and exiting the tumour is the signs most often
suggestive of a neurogenic origin . Magnetic resonance imaging (MRI)
is the imaging modality of choise to explore the pathology [3]. While
ultrasonography provides information about the tumour's location, size
and relationship with neighbouring structures, the deep placement of this
nerve, particularly on its course from the anterior sciatic foramen to the
piriformis muscle, makes it difficult to explore. Computed tomography
provides similar information but does not allow for sufficient tissue
characterisation [4]. MRI provides an accurate morphological analysis
because of its excellent tissue contrast and high spatial resolution.
Tissues can be characterised by analysing the lesion's signal [5]. MRI is
the most sensitive and specific tool for differentiating between benign
and malignant tumours of the peripheral nerve sheaths [6]. MRI is a
guide for potential surgical procedures, based on a description of the
involved anatomical compartments, and for postoperative follow-up.

The objective of this study was to describe the MRI signs suggestive
of an aetiology for newly discovered sciatic nerve tumours and discuss
them according literature data.
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Material and method

This was a retrospective, single-centre study of cases recorded in a
database used by the multidisciplinary study group for bone and soft
tissue tumours at our healthcare facility, which is a national referral
centre, between March 2001 and March 2016. This study was approved
by our research ethics committee.

Study population

Twenty patients (11 men, 9 women), four of whom had bilateral
lesions, ranging in age from 2 to 73 years (mean age: 41 years, SD 21)
were included. The study population consisted of 24 tumours in 20
patients who had a lesion in the sciatic nerve on MRI and a histological
diagnosis of biopsied tissue after the MRI had been done. The exception
was cases of typical plexiform neurofibromas in the context of NF1 when
histological proof was available from a lower-risk lesion (subcutaneous
neurofibroma).

MRI protocol

The MRI protocol for evaluating the sciatic nerve at our facility
consisted of axial T1-weighted spin-echo sequences (TR/TE = 575/10),
coronal proton density fat-saturated (PD Fat Sat) sequences (TR/TE
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= 4400/120) and axial T1-weighted fat-suppressed post-gadolinium
sequences (TR/TE = 460/10). Other sequences and slice planes were
carried out at the discretion of the radiologist in charge of the session.
Because our facility recently changed its MRI unit, 14 patients were
imaged using a 1.5 T unit (Optima MR360; GE Healthcare, WI, USA)
and 8 with a 3 T unit (MAGNETOM" Skyra; Siemens, Erlangen,
Germany). A 16-cm field of view was used with a 512 x 512 matrix. The
slice thicknesses were 3 mm for coronal and sagittal planes and 5 mm
for axial planes. The sequences in axial planes were centred over the
lesion after completing the scout scan.

Image analysis

Two raters, a senior radiologist (MFB) with 10 years’ experience in
musculoskeletal imaging and a junior radiologist (BM) with 5 years’
experience independently reviewed the sequences and described the
features of the tumours. They were blinded to the patients’ history
and clinical signs. The MRI records were rendered anonymous and
interpreted on a McKesson data archiving and retrieval workstation
without any knowledge of the results of other imaging modalities or
pathology data.

The following items were analysed on MRI:
o size of lesion (largest diameter in millimetres)
o number (single or multiple)

o shape (ovoid or irregular) and margins (well-defined or ill-defined)
(Figures 1, 2 and 3)

C

Figure 1. Female patient, 43 years old: schwannoma of the sciatic nerve at the
right sciatic notch. (a) Axial T1 slice (TR/TE 850/11) showing a neurogenic
lesion (arrow) with isosignal, well-defined margins and no spread to adjacent
soft tissues (solid arrow) (b) Fluid-sensitive coronal slice (TR/TE 2200/34)
showing the hyperintense lesion (arrow) and absence of target sign. The tumour
is off-centred relative to the sciatic nerve (arrowhead). (c) Axial T1-weighted
fat-suppressed post-gadolinium slice showing heterogeneous uptake in the
tumour (arrow)
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Figure 2. Male patient, 42 years old with no relevant medial history: neurofibroma of
right sciatic nerve. (a) Coronal T1 slice (TR/TE 568/11) showing a neurogenic lesion
(arrow) with isosignal, well-defined margins and no spread to adjacent soft tissues (solid
arrow). The tumour is centred relative to the sciatic nerve (arrowhead). (b) Fluid-sensitive
coronal slice (TR/TE 3998/72) showing the heterogeneous lesion (arrow) and target sign:
central hypointensity (star) and peripheral hyperintensity (cross). (c) Axial T1-weighted
fat-suppressed post-gadolinium slice showing heterogeneous uptake in the tumour (arrow)
with predominantly central uptake (diamond)

o appearance of nerve above the lesion with potential nerve fascicle
dissection (Figures 4 and 5)

o location relative to the nerve — centred or off-centred (Figure 6)

« signal intensity relative to adjacent muscle tissue on T1 and PD Fat
Sat sequences and heterogeneity with possibility of the target sign
(central hypointense and peripheral hyperintense signal)

o uptake after gadolinium injection

« invasion of soft tissues (considered present when greater uptake was
seen in the tissues adjacent to the lesion on gadolinium-enhanced
T1-weighted sequences).

Statistical analysis

The measurements made by the most experienced radiologist
(MFB) were used in the descriptive analysis. The second radiologist's
measurement (BM) were used to assess measurement reproducibility.
The descriptive analysis consisted of calculating the mean and standard
deviation values. To evaluate the reproducibility of the findings, the
interobserver agreement was determined by calculating Cohen's Kappa
coefficient, which was interpreted as suggested by Landis et Koch [7]
for categorial data and a student t test was used for quantitative data.
The statistical tests were carried out with Medcal software.

Result

All 20 patients had minor symptoms, such as sensory or motor
disorders in the territory of the sciatic nerve. On clinical examination,
11 patients had a lump on the posterior aspect of the thigh.
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b

Figure 3. Female patient, 34 years old, suffering from neurofibromatosis type 1 who recently developed pain due to neurofibroma of the left sciatic nerve: malignant transformation to
MPNST confirmed histologically. (a) Axial T1 slice (TR/TE 614/9) showing a neurogenic lesion (arrow) with T1 isosignal and ill-defined margins. (b) Coronal STIR slice (TR/TE 6531/32)
showing lesion (arrow) with heterogeneous signal without target sign and spread to adjacent soft tissues (solid arrow). (c) Axial T1-weighted fat-suppressed post-gadolinium slice showing
heterogeneous uptake in the tumour (arrow) with predominantly peripheral uptake (cross). The tumour has irregular borders (solid arrow).

d

Figure 4. Female patient, 49 years old, lymphoma discovered (confirmed histologically) in the posterior area of the left thigh that invaded the sciatic nerve (a, b, ¢) during an assessment for
knee pain. Intraneural metastasis of the contralateral sciatic nerve developed 1 year later (confirmed histologically) (d, e, f): (a) Sagittal proton density fat-saturated slice (TR/TE 2700/24)
showing the tumour (arrow) with heterogeneous signal and tumour invasion (hyperintensity) of the sciatic nerve (arrow head) leading to dissection of the nerve fascicles (hypointense signal).
(b) Axial T1 slice (TR/TE 440/11) showing an irregular-shaped tumour (arrow) with ill-defined margins (circle) in the posterior region of the left thigh over the path of the sciatic nerve
(arrowhead). (c) Axial T1-weighted fat-suppressed post-gadolinium slice showing homogeneous uptake in the tumour (arrow) with dissection of the sciatic nerve fascicles (arrowhead). (d, )
Coronal and axial slices from proton density fat-saturated sequences (TR/TE 2700/24) showing a fusiform tumour (arrow) of the sciatic nerve with invasion of the adjacent soft tissues (solid
arrow), evidence of hematogenous spread to the contralateral side. Note the dissection of the sciatic nerve fascicles (hypointense signal) by the hyperintense infiltrating tumour (arrowhead).
(f) Sagittal slice from diffusion-weighted b800 sequence showing hyperintensity, which confirms the lymphatic origin of the tumour
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Figure 5. Male patient, 59 years old, suffering from pleural mesothelioma secondary to asbestos exposure. Recent appearance of lump in left thigh: intraneural metastasis of the pleural
mesothelioma confirmed histologically. (a) Coronal proton density fat-saturated slice (TR/TE 3000/24) showing the tumour (arrow) with a heterogeneous signal and ill-defined margins
(circle) but no target sign. Note the dissection of the hypointense sciatic nerve fascicles (arrowhead) by the hyperintense infiltrating tumour. (b) Axial T1 slice (TR/TE 900/12) showing a
large tumour (arrow) centred on the left sciatic nerve (arrowhead) with a heterogeneous signal and ill-defined margins (circle). (c) Axial T1-weighted fat-suppressed post-gadolinium slice
showing heterogeneous uptake in the tumour (arrow) with predominantly peripheral uptake and spread into soft tissues (solid arrow). Also note the dissection of the sciatic nerve fascicles

(arrowhead).

b

C

Figure 6. Young female patient (11 years old) with isolated deficit in the territory of the common peroneal nerve: intraneural perineurioma of the left sciatic nerve confirmed histologically.
(a, b) Coronal T1 (TR/TE 592/10) and coronal STIR (TR/TE 3445/15) slices showing local, crude hypertrophy of the sciatic nerve with T1 isosignal and STIR hyperintensity (arrow) with
no spread to adjacent soft tissues. (c) Axial T1-weighted fat-suppressed post-gadolinium slice showing homogeneous uptake in the tumour (arrow) which is off-centred relative to the sciatic

nerve (arrowhead).

For 17 of the 24 tumours, histological confirmation was available.
The seven without direct pathology evidence were plexiform
neurofibromas with pathognomonic appearance on imaging; these
7 cases had excised subcutaneous neurofibromas that were used to
confirm their pathology.

Table 1 summarises the features of the patients, the location of the
sciatic nerve lesions and whether there was one or multiple tumours.
Table 2 summarises the MRI findings for each histological type of
lesion.

The interobserver reproducibility was excellent: the Kappa
coeflicient ranged between 0.93 and 1.00 and Student T test were not
significative for quantitative data with p>0,05.

Discussion

This study was a retrospective MRI analysis of seven histological
sciatic nerve tumour types. Knowing their MRI characteristics makes
it possible to guide diagnosis upon discovery of a sciatic nerve lesion.
Only plexiform neurofibromas can be conclusively diagnosed with
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imaging due to a specific sign: multinodal thickening of the nerve as it
was described in previous study [8].

The size, shape, signal and uptake of a sciatic nerve tumour cannot
be used as diagnostic criteria to predict the histological type.

In this study, the MPNST had a smaller size than 9 of the 10 isolated
benign lesions. The lack of discriminatory power of size is consistent
with several published reports showing that size cannot be used to
differentiate between benign and malignant tumours in the case of
sheath tumours, nor between neurogenic and non-neurogenic tumours
[9]. This runs counter to many studies that use a size greater than 5 cm
as a criterion for malignancy [10].

Shape did not predict whether a tumour was benign or malignant
in our study; lymphomas have a regular shape and benign tumours
of the nerve sheath can be irregular. Ogose et al. showed that 50% of
malignant tumours have a regular shape [9].

In our study, almost all lesions had a heterogeneous signal. This
conflicts with the idea that these criterion is associated with malignancy
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Table 1. Demographic characteristics of patients with number, size and pathological diagnosis of their sciatic nerve lesion

Patient Age Sex Context Number Size (mm) Histological confirmation Diagnosis
1 65 M - 1 NM Surgical biopsy Lymphoma
2 28 M NF1 Bilateral NM Excision of subcutaneous lesion Plexiform neurofibroma
Bilateral .
3 49 F - (metastasis left 67 (right) Ultrasound-guided biopsy Lymphoma
. 48 (left)
side)
4 43 M - 1 34 Surgical excision Schwannoma
5 27 F - 1 57 Surgical excision Schwannoma
6 2 M NF1 1 M Excision of subcutaneous lesion Plexiform neurofibroma
7 65 F - 1 55 Surgical excision Schwannoma
8 34 F NF1 1 33 Surgical excision MPNST
. 163 (right) . .
9 35 M NF1 Bilateral 109 (left) Ultrasound-guided biopsy Neurofibroma
10 69 F _ 1 NM Surgical biopsy Metastasis 'of urothelial
carcinoma
11 15 M NF1 Bilateral NM Excision of subcutaneous lesion Plexiform neurofibroma
12 15 F NF1 1 13 Excision of subcutaneous lesion Neurofibroma
13 24 M NF1 1 NM Excision of subcutaneous lesion Plexiform neurofibroma
14 59 M - 1 113 Ultrasound-guided biopsy Metastasis of mesothelioma
15 16 M NF1 1 NM Excision of subcutaneous lesion Plexiform neurofibroma
16 54 M - 1 150 Ultrasound-guided biopsy Neurofibroma
17 42 M - 1 100 Ultrasound-guided biopsy Neurofibroma
18 65 F - 1 53 Surgical excision Schwannoma
19 73 F - 1 NM Surgical biopsy Lymphoma
20 12 F - 1 74 Surgical biopsy Perineurioma
NM: not measured
NF1: neurofibromatosis type 1
MPNST: malignant peripheral nerve sheath tumours
Table 2. Clinical and MRI features of lesions by histological type
Histological type Schwannoma Neurofibroma Plexiform MPNST Lymphoma Metastasis Perineurioma
neurofibroma
Mean age 50 years (27-65) 36 years (15-54) 17 years (2-28) 34 years 62 years (49-73) 64 years (59—69) 12 years
Context 0% NF1 (0/4) 50% NF1 (2/4) 100% NF1 (5/5) 100% NF1 (1/1) 0% NF1 (0/3) 0% NF1 (0/2) 0% NF1 (0/1)
Pathological
appearance of nerve 0% (0/4) 0% (0/5) 100% (7/7) 100% (1/1) 100% (4/4) 100% (2/2) 0% (0/1)
above and below
N . 0 off- % off-
L““‘“"n';:sl“"ve 10 7504 off-centred (3/4)  80% centred (4/5) | 100% centred (7/7) 1007 ("lf/f lj‘“’m‘ed 100% centred (4/4) | 100% centred (2/2) | 100% E’l‘fljemred
. 50 mm (34-57; SD: 106 mm (13-163; 58 mm (48-67; SD:
Average size 10.6) SD: 59) NM 33 mm 13.4: 2 NM 113 mm (1 NM) 74 mm
Irregular shape 25% (1/4) 20% (2/5) 0% (0/7) 0% (0/1) 75% (3/4) 100% (2/2) 0% (0/1)
Ill-defined margins 0% (0/4) 0% (0/5) 0% (0/7) 100% (1/1) 100% (4/4) 100% (2/2) 0% (0/1)
Heterogeneous signal 75% (3/4) 100% (5/5) 86% (6/7) 100% (1/1) 75% (3/4) 100% (2/2) 0% (0/1)
T1 100% isosignal
T2 100% hypersignal
Target sign 25% (1/4) 80% (4/5) 86% (6/7) 0% (0/1) 0% (0/4) 0% (0/2) 0% (0/1)
o . 0 . o .
100% (4/4): 80% (4/5): 71% (5/7): 100% (1/1): 100% (4/4): 100% 272): 100% (1/1):
- 0% homogeneous - 100% - 100%
.. - 0% homogeneous | - 80% homogeneous - 50% heterogeneous - 100% homogeneous
Gadolinium uptake (0/4) heterogeneous (1/1) heterogeneous (2/2)
- 50% peripheral S (4/5) - 100% peripheral @4 - 50% peripheral (/1)
o perp - 25% peripheral (1/4) | - 0% peripheral (0/5) o perip - 0% peripheral (0/4) o perip - 0% peripheral (0/1)
(2/4) (1/1) (12)
Oede"t‘}i‘es;z:g:“d'“g 0% (0/4) 0% (0/5) 0% (0/7) 100% (1/1) 100% (4/4) 100% (2/2) 0% (0/1)
D‘sse;;'s"c'i‘c‘l’efs“em 0% (0/4) 0% (0/5) 0% (0/7) 0% (0/1) 100% (4/4) 100% (2/2) 0% (0/1)
NM: not measured (because shape not allowed reliable measurement)
NF1: neurofibromatosis type [
MPNST: malignant peripheral nerve sheath tumours
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[11]. In nerve sheath tumours, every category of lesion can be without
the target sign. These latter sign is not strongly suggestive of malignant
tumours, as described by some authors [12]. On the contrary, the target
sign was present in any of the malignant lesions. Its presence is highly
correlated with benignity; this agrees with the published sensitivity of
100% [13].

In our study, all the histological types had increased uptake after
injection. This criterion cannot be used to distinguish between benign
and malignant tumours: 82% of benign lesions and 100% of malignant
lesions had increased uptake. Heterogeneous increased uptake is also
not a differentiating criterion: none of the schwannomas or isolated
neurofibromas had homogeneous uptake versus 50% of the lymphomas.
The idea of using peripheral increased uptake as evidence of central
necrosis has been described by some authors as a meaningful criterion
for malignancy [14]. This was not true in our study population, as this
sign was present in three of the benign tumours.

Invasion of soft tissues around the tumour is suggestive of a
malignant lesion: in our study, none of benign lesions were accompanied
by oedema of the soft tissues, while all the malignant lesions had this
sign. This is widely accepted by the scientific community [11,15].

Nerve fascicle dissection by tumour process has never been
described and is suggestive of a malignant lesion of non-neurogenic
origin: the MPNST in our study did not have this sign, in contrast to
four cases of lymphoma and two cases of metastasis which did.

In our study, there were 4 schwannomas for 10 neurofibromas.
Published studies indicate that each corresponds to 5% of benign
tumours of peripheral nerve sheaths [15]. Neurofibromas more
frequently affect the sciatic nerve than do schwannomas, which affect
this nerve in only 1% of cases [14]. Schwannomas are more frequent in
women [16,17]. This was consistent with our study (3/4). The average
age at the time of discovery was higher (50 years); the deep location
of the sciatic nerve can lead to delayed diagnosis. As described by
Kransdorf et al. [18], they present as fusiform tumours with regular
borders, since 70% of them are encapsulated. Large tumours have
heterogeneous gadolinium uptake, likewise in our study where the
average size was 5 cm. Schwannomas have been described as being off-
centre to the carrier nerve [19]. This suggestive but not specific feature
was found in 75% of our cases. The target sign was found in only one
patient, versus 50% in published studies. One of the reasons may be its
deep location: schwannomas of the sciatic nerve are discovered when
they are larger, hence the signal is more heterogeneous.

Our study had more plexiform neurofibromas than isolated
neurofibromas. This is probably due to our facility being a referral
centre. The average size (10.7 cm) in our study is larger than published
values [20]. However, it is similar to neurofibromas (10.8 cm) studied
by Ogose et al., which were mainly located in the legs [15]. The target
sign was present in 80% of isolated neurofibromas and 86% of plexiform
neurofibromas in our study. This is consistent with published studies
showing that this sign is more often associated with neurofibromas
[21]. Hence, the target sign is not pathognomonic, as initially thought
but highly specific (95%) for benign lesions [22]. Our study found
increased gadolinium uptake of neurofibromas in 66% of cases (9/12),
as in published results [22]. The centred nature of the tumour relative
to the affected nerve is not pathognomonic of neurofibromas: one of
the isolated neurofibromas in our study appeared centred. However,
the location relative to the central axis of the nerve is suggestive of
schwannomas when off-centred and suggestive of isolated neurofibroma
when centred. The clinical context is crucial for isolated tumours.
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While isolated neurofibromas are associated with NF1 in 10% of cases
[18], a single benign nerve lesion in a patient affected by NF1 is a strong
predictor: two patients in our study with a localised neurofibroma had
NF1 versus zero for schwannomas.

Our study showed that benign tumours of the peripheral nerve
sheaths such as schwannomas and neurofibromas have a fusiform shape
that is in continuity with the nerve, with well-defined margins and no
oedema surrounding the lesion. A positive target sign and the location
relative to the nerve axis helps to orient the diagnosis but is not specific.

Our study shows that both MPNST and benign lesions have a
fusiform shape and the nerve enters or exits the tumour. They can be
differentiated based on the presence of ill-defined margins and the
absence of the target sign. According to Van Herendael et al., ill-defined
margins are suggestive of a malignant tumour that is not neurogenic,
with MPNSTs having well-defined margins [12]. Heterogeneity with
necrotic and haemorrhagic remodelling, while sometimes visible in
large schwannomas, is suggestive of malignancy for neurogenic tumours
according to some authors [2]. In our study, most schwannomas (3/4)
and all the neurofibromas (5/5) were heterogeneous, given that they
were discovered at a later stage. Peripheral uptake of contrast product
was observed in our single case of MPNST, as described in other studies
[14]; however, it was also observed in benign lesions.

Our study shows that the presence of ill-defined margins and
invasion of soft tissue in the case of a neurogenic tumour are suggestive
of MPNST. Conversely, our study shows that the size, signal and type of
uptake are not indicative of malignant degeneration.

We studied three cases of lymph node involvement. This
secondary involvement due to proximity occurs in 90% of cases [23].
Primary involvement is very rare (0.2%) and only a few cases have
been described. We found none in our study. These lesions present
as irregular tumours in the soft tissues with greatly increased uptake
associated with nerve thickening and fascicle dissection.

Metastases affecting peripheral nerves are rare and, in most
cases, due to direct extension. Remote metastasis is very rare. Only
four cases of metastatic lesions affecting the sciatic nerve have ever
been described [24]. Our first case of endoneural metastasis occurred
in a 59-year-old male with history of pleural mesothelioma. When
the patient noticed a lump of his thigh, MRI found a lesion with
heterogeneous gadolinium uptake that dissected the fascicles of the
sciatic nerve and invaded the soft tissues. A biopsy confirmed the
malignant tumour with fusiform cells; the immunohistochemical
profile was suggestive of metastasis of mesothelioma. Our second case
is identical to this described by Nagao et al. [25]: a metastatic lesion in
the gluteal muscles was discovered with increased uptake of the entire
sciatic nerve and adjacent soft tissues, secondary to bladder rupture
during a transurethral resection of an invasive urothelial carcinoma.
This suggests that the lumbar plexus was invaded by tumour cells after
the bladder rupture. Both cases of metastasis had sciatic nerve fascicle
dissection: these two lesions, which did not develop from axons or
Schwann cells, extended into the supporting connective tissue found
between the fascicles.

Intraneural perineurioma is a benign tumour caused by
proliferation of perineural cells leading to localised nerve hypertrophy.
This lesion was first described as its own tumour type in 1978 by
Lazarus et al. [26]. It affects young adults and is typically located in
the sciatic nerve. On MRI, it appears as segmental widening of the
nerve trunk on T1 sequences, with T2 hyperintensity and increased
gadolinium uptake. All these features were present in the female
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patient with this type of tumour. The lesion was 7 cm in height at the
proximal portion of the sciatic nerve and was off-centred.

Our small number of patients, despite a 15-year collection period
at a referral centre, is evidence that tumours of the sciatic nerve are
rare. Our study did not include signs that could be found on diffusion-
weighted and perfusion-weighted imaging; these sequences have only
become routine in the past few years, not all patients were imaged with
these methods over the study period.

Conclusion

Sciatic nerve tumours are deep lesions that most often require
histological confirmation through a biopsy. Only plexiform
neurofibromas have disease-specific signs on MRI. The clinical context
will point to the aetiology: a benign neurogenic tumour in the context
of NF1 is highly suggestive of neurofibroma. The presence of soft
tissue oedema surrounding the lesion is suggestive of malignancy.
Nerve fascicle dissection is not present in MPNSTs and is suggestive
of non-neurogenic malignant origin such as lymph node infiltration
or metastasis. The size, shape, signal and gadolinium uptake of sciatic
nerve tumours cannot be used as diagnostic criteria.
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