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Understanding a Lumbar Radiculopathy
Treatment, Recovery and Rehabilitation

Injury at a Glance

Lumbar radiculopathy occurs when a nerve root in the lower spine becomes irritated or 
compressed, producing symptoms that travel into the leg. It is commonly referred to as sciatica 
when pain follows the sciatic nerve distribution and is frequently associated with a lumbar disc 
prolapse, although other spinal conditions can also affect the nerve roots.

This guide explains how lumbar radiculopathy is assessed and treated, what rehabilitation 
involves and how functional recovery typically progresses.

Key message — most episodes of lumbar radiculopathy improve without surgery. 
Remaining active within tolerable limits and progressively restoring movement, strength 
and normal activity are central to recovery. New or worsening neurological symptoms require 
prompt reassessment, particularly symptoms affecting bladder, bowel or saddle sensation.

Common causes

Treatment options

Typical symptoms

Diagnosis

Injury

Lumbar disc prolapse, degenerative narrowing around a nerve root 
and, less commonly, other structural spinal conditions

Radiating leg pain, pins and needles, numbness and sometimes 
weakness; back pain may also occur

Clinical history and neurological examination; MRI where symptoms 
persist, neurological deficit develops or imaging would influence 
treatment

Advice and activity, appropriate pain management, rehabilitation, 
selected epidural injection and surgery where clinically indicated

Lumbar radiculopathy affecting one or more nerve roots in the 
lower spine

Rehabilitation Graded activity, exercise, physiotherapy and progressive restoration 
of mobility, strength and function

Expected recovery Many people improve substantially within 6–12 weeks, although 
sensory symptoms or weakness can take longer

Possible 
complications

Persistent neuropathic pain, neurological weakness, recurrent 
symptoms and, rarely, cauda equina syndrome



Understanding the Injury

The lumbar nerve roots leave the spinal canal in the lower back and contribute to the nerves 
supplying sensation and muscle function in the legs. Lumbar radiculopathy develops when one 
of these nerve roots becomes irritated, inflamed or compressed.

A prolapsed or herniated intervertebral disc is a common cause. Disc material can irritate a 
nearby nerve root, producing pain along the course of the nerve. Degenerative narrowing of the 
spaces through which the nerves pass can cause similar symptoms.

Pain is commonly felt in the buttock and leg and may extend below the knee into the foot. Pins 
and needles, numbness or muscle weakness can accompany the pain. Symptoms vary 
considerably between individuals, and the severity of pain does not necessarily correspond 
directly with the size of an abnormality seen on imaging.

Symptoms and Diagnosis

Diagnosis is primarily clinical. Assessment considers the distribution of pain, numbness or 
altered sensation, aggravating movements and the effect of symptoms on walking and 
everyday function. Examination commonly includes muscle strength, sensation, reflexes and 
nerve-tension tests.

MRI is not routinely required during an uncomplicated early episode because many cases 
improve naturally and imaging frequently identifies age-related abnormalities that may not 
explain the symptoms. NICE recommends imaging in specialist settings only when the result is 
likely to change management.

Persistent or progressive neurological deficit, unusual symptoms or consideration of injection or 
surgery may make further investigation appropriate.

Treatment Options

Initial treatment is usually non-operative. People are generally encouraged to continue normal 
activities as far as symptoms allow rather than undertake prolonged bed rest. Pain 
management may be used to support movement and function, with medication selected 
according to individual risks and clinical circumstances.

NICE advises against gabapentinoids, other antiepileptics, oral corticosteroids and 
benzodiazepines for sciatica because overall evidence does not demonstrate sufficient benefit 
and some treatments carry significant harms. Epidural local anaesthetic and corticosteroid 
injection may be considered for acute and severe sciatica.

Spinal decompression may be considered when non-operative treatment has not improved 
pain or function and imaging findings correspond with the clinical symptoms. Surgery can 
provide faster relief for appropriately selected patients, although many people achieve 
substantial improvement without it.



Rehabilitation and Recovery

Rehabilitation aims to maintain activity during the painful stage and progressively restore 
normal movement, strength, confidence and participation in everyday life. Complete avoidance 
of activity can contribute to deconditioning and fear of movement, whereas appropriately 
graded activity supports functional recovery.

Physiotherapy may include education, individually selected exercise, progressive strengthening 
and strategies for managing movements or activities that aggravate symptoms. Neural 
mobilisation techniques may be incorporated in selected cases, although rehabilitation should 
be tailored to the individual's presentation rather than based on a single exercise approach. 
Evidence reviews support education and exercise as important components of rehabilitation, 
while evidence for individual physical techniques remains variable.

Walking and ordinary daily activities can usually be increased progressively according to 
symptoms. Rehabilitation should focus on functional goals rather than complete absence of 
pain before activity resumes.

Return to work depends on symptom severity and occupational demands. Early or phased 
return is often appropriate, with temporary modification of prolonged sitting, driving, lifting or 
physically demanding tasks where necessary.

People undergoing surgery usually begin mobilisation early and progress through walking, 
strengthening and return to normal activities according to neurological recovery, wound healing 
and surgical advice. Persistent weakness, significant sensory loss or continuing disability may 
require longer-term physiotherapy, occupational or vocational rehabilitation.

Recovery Timeline

2 to 6 weeks

3 months +

6 to 12 weeks

Progressive mobility, physiotherapy where required, graded exercise 
and restoration of everyday activities

Increasing strength, endurance, work and recreational activity; 
reassessment if recovery remains limited

British spinal guidance indicates that most patients are improving well by around six weeks and 
the majority are substantially improved by approximately three months, although residual 

symptoms can persist for longer.

First 1–2 weeks Pain management, maintaining walking and normal activity where 
possible, monitoring neurological symptoms

Further rehabilitation for persistent pain, sensory change or 
weakness; specialist review where substantial functional limitation 
continues

Following Surgery Early mobilisation followed by progressive activity, strengthening 
and return to work or recreation according to clinical recovery



Factors Affecting Recovery

Recovery is influenced by the degree of nerve irritation or compression, duration of symptoms, 
neurological weakness, the underlying spinal condition and whether surgery becomes 
necessary. General health, physical conditioning, sleep, psychological wellbeing and 
occupational demands can also influence functional recovery.

Fear of movement and prolonged activity avoidance may delay return to normal function. 
Conversely, realistic reassurance, active rehabilitation and progressive re-engagement with 
meaningful activities can support recovery.

Frequently Asked Questions

How long does lumbar radiculopathy take to recover?

Many people improve substantially within 6–12 weeks. Numbness or weakness can sometimes 
recover more slowly than pain.

Is lumbar radiculopathy the same as sciatica?

Sciatica is the common term for lumbar nerve-root pain travelling into the leg, although lumbar 
radiculopathy may also include neurological changes such as numbness or weakness.

Do I need an MRI scan?

Not usually during an uncomplicated early episode. MRI becomes more relevant when 
symptoms persist, neurological deficit develops or the result would influence specialist 
treatment.

Should I rest until the pain has gone?

Prolonged rest is generally discouraged. Remaining active within tolerable limits and 
progressively returning to normal activities usually forms part of rehabilitation.

Possible Complications and Red Flags

Possible complications

• Persistent leg pain or altered 
sensation

• Ongoing numbness or neuropathic 
symptoms

• Muscle weakness or foot drop

• Reduced walking tolerance and 
functional capacity

• Recurrent lumbar radiculopathy

• Persistent symptoms requiring 
specialist assessment or surgery

Seek urgent medical advice if...

• New numbness develops around the 
genitals, anus or saddle area.

• There is new difficulty starting or 
controlling urination, loss of bladder 
sensation or urinary incontinence.

• New bowel-control disturbance 
develops.

• Weakness in one or both legs develops 
rapidly or becomes progressively 
worse.

• Severe symptoms affect both legs.



Will I need physiotherapy?

Not everyone requires formal treatment, but physiotherapy can be valuable where pain limits 
activity, recovery is slower than expected or strength and function need rebuilding.

Will I need surgery?

Most people do not. Surgery may be considered for persistent disabling symptoms with 
corresponding nerve compression or for significant neurological deterioration.

When can I return to work?

Return should be based on function and job demands rather than complete resolution of 
symptoms. Temporary adjustments or a phased return may help where work is physically 
demanding.

Medicess Clinical Insight

Successful rehabilitation of lumbar radiculopathy depends on recognising that recovery involves 
both resolution of nerve irritation and restoration of normal function. Pain may improve before 
sensation or strength fully returns, so rehabilitation should progress according to neurological 
findings and functional ability rather than pain alone.

Where recovery stalls, significant weakness persists or symptoms change unexpectedly, 
reassessment is important. Early recognition of neurological deterioration allows treatment and 
rehabilitation plans to be adjusted before avoidable functional limitations become established.
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This guide is intended for general educational purposes only and does not constitute individual medical advice. 
Treatment, rehabilitation and recovery vary between individuals. Readers should follow the advice of their treating 
healthcare professional.

Disclaimer


