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CASE REPORT

Meralgia paresthetica caused by entrapment of the lateral
femoral subcutaneous nerve at the fascia lata of the thigh :
a case report and literature review
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Abstract : Meralgia paresthetica (MP) causes tingling, stinging or a burning sensation in the anterolateral part
of the thigh, usually as a result of entrapment of the lateral femoral cutaneous nerve (LFCN) at the inguinal ligament (IL) due to mechanical or iatrogenic injury. However, there are few reports on MP caused by entrapment
of the LFCN at a more distal site from the IL. We report here a rare case of MP caused by entrapment of the LFCN
at the fascia lata of the thigh level. A 23-year-old man felt numbness and sharp pain at the anterolateral aspects
of both thighs soon after direct repair surgery for L5 isthmic spondylolisthesis. Although his symptoms were relieved a few days later, numbness and sharp pain in the right thigh recurred 6 months after the surgery. A diagnosis of MP was made, and decompression of the LFCN was performed because conservative treatment for MP
was inadequate. Intraoperatively, it was noted that the LFCN was entrapped underneath the fascia lata of the
thigh, not at the IL level. His symptoms disappeared after LFCN was released. This case demonstrates that it is
necessary to consider the possibility of entrapment of the LFCN at the fascia lata at the thigh level in MP. J. Med.
Invest. 62 : 248-250, August, 2015
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INTRODUCTION
Meralgia paresthetica (MP), which is a mononeuropathy of the
lateral femoral cutaneous nerve (LFCN), is characterized by symptoms of pain, numbness, itching and paresthesia at the anterolateral thigh (1-3). Hager et al. first reported its symptoms (4),
and Bernhardt et al. presumed that the symptoms were caused by
compression of the LFCN (5). MP has an incidence of 4-10/10,000
people and usually occurs in those aged 30 -40 years (6-8). It is
commonly caused by mechanical pressure exerted on the LFCN,
such as pressure from wearing tight underwear or a lumbar brace
and from prone positioning (9, 10). The incidence of MP in posterior spine surgery was reported to be 23.8% by Yang et al., 20% by
Mirovsky et al. and 12% by Gupta et al. (11 -13). Entrapment of the
LFCN at the inguinal ligament (IL) level is common (14). Surgical
intervention such as neurolysis is indicated only if intractable pain
persists because approximately 60-90% of MP improves with conservative treatment (15-18). We report here a rare case of refractory MP caused by entrapment of the LFCN at the fascia lata of the
thigh, which is more distal than the IL, and successful treatment
with neurolysis.

CASE REPORT
A 22 -year-old man underwent direct repair surgery for L5 isthmic spondylolisthesis. Numbness and pain at the anterolateral aspects of both thighs occurred soon after surgery but the symptoms
improved after a few days. However, he felt numbness, pain and
dysesthesia in the right anterolateral thigh 6 months after surgery.
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The symptoms were aggravated in a sitting position and by hip flexion. He felt radiating pain to the right anterolateral thigh on pressing a site 5 cm distal to the right anterior superior iliac spine (ASIS).
Muscle strength and deep tendon reflex of the right leg were normal. There were no specific findings in the right hip. Magnetic resonance imaging did not show a herniated disk or a lesion in the
lumbar spine or pelvic cavity. Somatosensory evoked potentials of
the LFCN did not exhibit latency on the affected side. His symptoms were only temporarily relieved by local injection with mepivacaine and dexamethasone into the site 5 cm distal to the right
ASIS. A diagnosis of MP was made and neurolysis of the LFCN
was performed.
An oblique 5 cm incision was made distally starting from the site
1 cm medial to the right ASIS. Intraoperatively, it was noted that
the LFCN passed under the IL and was not compressed at the IL
level (Fig. 1a). The LFCN was then exposed by cutting the fascia
lata of the thigh distally. The LFCN ran over sartorius and it was
entrapped underneath the fascia lata of the thigh, where it was 5
cm distal to the ASIS (Fig. 1b). The LFCN insertion site of the fascia lata of the thigh could not be found, but it seemed to be more
distal than usual. Complete decompression of the LFCN was performed at the level of the fascia lata of the thigh (Fig. 1c).
Numbness, pain and dysesthesia in the right anterolateral thigh
disappeared soon after surgery and he could sit without experiencing symptoms. There was no recurrence of MP 1 year after surgery.

DISCUSSION
The LFCN, which is a sensory nerve, arises from the L2 -L3 vertebrae nerve roots and runs on the lateral aspect of the iliopsoas
muscle. It passes under the IL and runs over the sartorius. It then
emerges through the fascia lata of the thigh and is distributed over
the skin of the bottom to innervate the anterolateral aspect of the
thigh. MP caused by compression of the LFCN at the IL level is
common because the LFCN bends at an angle of about 90 degrees
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Fig. 1c : The lateral femoral cutaneous nerve was completely released.
White arrow showed the entrapment site of the nerve.
Fig. 1a : Intraoperative photograph showing exploration of the lateral
femoral cutaneous nerve (white arrow) and the inguinal ligament (black
arrow). The lateral femoral cutaneous nerve was not compressed at the
inguinal ligament level.

Fig. 1b : The lateral femoral cutaneous nerve was entrapped at the fascia
lata of the thigh (white arrow).

to pass from the pelvis through the inguinal ligament to the thigh
(14). The LFCN usually penetrates the fascia lata of the thigh at a
site 2 -3 cm distal to the ASIS and is distributed subcutaneously (2).
However, in this case, entrapment of the LFCN occurred at the
site 5 cm distal to the ASIS, underneath the fascia lata at the thigh
level, not at the IL level. LFCN entrapment at a site distal to the
IL level is rare, although there are many anomalies of the LFCN
(19, 20). To our knowledge, it is reported in only 4 reports with 6
cases that entrapment site of the LFCN is distal to the IL (Table 1).
Sato et al. reported that the LCN was entrapped at the insertion
site of the thigh (21), and Edelson et al. reported that it was entrapped by the fascia in the region of the insertion of sartorius (22).
Siu et al. reported that the entrapment site of the LFCN was more
than 5 cm inferomedial to the ASIS, (23) and Carai et al. reported
that the entrapment site of the LFCN was where it pierced the
fascia at the medial margin of sartorius to reach the lateral side of
the thigh (24). If an anomalous LFCN emerges through the fascia
lata of the thigh more distally than usual, it may be entrapped easily
because the LFCN is fixed at a more superficial subcutaneous tissue level. Therefore, the prone position during direct repair surgery for L5 isthmic spondylolisthesis might be a trigger for MP in
this case.
Symptoms of MP are usually exacerbated by hip extension because the LFCN experiences tension at the IL level (18, 25 -27).
However, our patient experienced exacerbation with hip flexion.
Aggravated symptoms with hip flexion may suggest entrapment of
the LFCN at the fascia lata at the thigh level because the above mentioned anomaly, as observed in the present case, leads to impingement between the LFCN and the fascia lata of the thigh with
hip flexion.
In summary, we reported a rare case of MP caused by the entrapment of the LFCN at the fascia lata of the thigh where it was
distal to the IL. Physicians should be aware that the more distal
site at the fascia lata of the thigh could be responsible for MP.
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Table 1 : Summary of case reports of meralgia paresthetica caused by entrapment of the lateral femoral cutaneous nerve at a level distal to the
inguinal ligament.
Author and year

Age
(years old)

Sex

Side

Duration of
symptom (months)

Entrapment site of LFCN

Surgery

Result

Duration of
follow - up (months)

Sato K et al.,
1988

13

Female

Right

5

Insertion site of the
fascia lata of the thigh

Neurolysis

Persistent
relief

4

Edelson R et al.,
1994

15

Male

Left

18

Insertion site of sartorius

Neurolysis

Good

35

4

Male

Left

84

Insertion site of sartorius

Neurolysis

Excellent

33

Siu TL et al.,
2005

Middle age
(1 in 42 patients)

N/A

N/A

N/A

5 cm inferomedial site
from ASIS

Neurolysis

Persistent
relief

N/A

Cari A et al.,
2009

N/A
(2 in 148 patients)

N/A

N/A

N/A

The site where LFCN pierces
the fascia at the medial margin
of sartorius to reach the thigh

Neurolysis

N/A

N/A

This case,
2015

22

Male

Right

6

Underneath the fascia lata of the
thigh where is 5 cm diatal from ASIS

Neurolysis

Persistent
relief

12

LFCN ; lateral femoral cutaneous nerve, ASIS ; anterior superior iliac spine, N/A ; not available.
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