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Abstract
Meralgia paresthetica is a mononeuropathy which occurs as result of lateral femoral cutaneous nerve being under
pressure at groin level; with numbness, pains and needles, and pain at external collateral and anterior thigh and
inguinal region. Its treatment is conservative and surgical. In our study, we intended to present our clinical evaluation
as result of transforaminal epidural steroid application in meralgia paresthetica case.
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Introduction
Meralgia paresthetica (MP) is the painful mononeuropathy of
lateral cutaneous femoral nerve (LCFN) which comes from L 2-3 nerve
root. LCFN progresses on muscles (m) psoas-m.iliacus in iliac fossa. It
passes through spina iliaca anterior superior (SIAS) and then enters
into the thigh underneath Inguinal ligament. It becomes superficial on
muscles sartorius and branches on fasia lata and receives the
anterolateral in sense of thigh, it has no motor function [1,2].
In LCFN neuropathy, hypoesthesia and pain are more observed in
general as well as numbness and pins and needles. Although the exact
reason for neuropathy is unknown, most common reasons are
positional mechanical pressure, anterior hip surgery, disc hernia,
corset placed on thigh or using tight belt and thigh traumas [3-5].
In MP treatment, conservative and surgical applications are
included. Among conservative treatment methods, reducing risk
factors and pharmacotherapy are available. Of interventional methods,
surgical intervention applications such as epidural steroid application,
spinal cord stimulation placement and neurolysis are carried out.
Epidural steroid application is an effective method in treatment as well
[6].

Case Report
Case
Female patient of age 56, height 1.55 cm and weight 74 kg (Body
mass index: 30). She had numbness and pain at her anterior right thigh
approximately for 1.5 year with the present complaints and in her
magnetic resonance imaging (MRI), no bulging was found in L 2-3
disc and the patient was diagnosed MP, then non-steroid antiinflammatory (NSAI), muscle relaxant and vitamin B therapy was
initiated. Despite the current therapy, the patient whose complaints
were not reduced was applied gabapentin 600 mg 3*1 in addition and
her pain was reduced 40%, and after the polyclinic pointed out, it was
planned to apply Transforaminal epidural steroid (TFES). After the
patient is monitored and applied sedation in operating room, scopyJ Anesth Clin Res
ISSN:2155-6148 JACR, an open access journal

guided 2.5 mg Marcaine and 8 mg Dexamethasone were applied to
right L2-3 level in sterile conditions with the existing treatment
application, 100% success was achieved in pain complaints of the
patient after 1 month and gabapentin application was reduced to 300
mg 3*1.

Discussion
MP is a rare disease with prevalence of 4, 3 in 10000 annually [7].
MP is the painful mononeuropathy of lateral femoral cutaneous nerve
(LCFN). Particularly, in thigh anterolateral where lateral femoral
cutaneous nerve demonstrates sensorial distribution, pain and
hypoesthesia are present.
This syndrome often develops by chronic irritation of the nerve
with mechanical ways such as obesity and tight belt application, and is
idiopathic. The most accused reason is the tightness under inguinal
ligament [2,5,8]. Lumbar disc hernia, safety belt injury due to traffic
accident and diabetes are also accused for MP development [9,10].
It is quite hard to diagnose MP clinically. Diagnosis is often made
by symptom and anamnesis arising from LCFN distribution area, after
excluding no neurological disorder in lower extremities is available.
Electromyography and nerve studies are not completely enough in
diagnosis. Temporary relaxation, which is provided by local anesthetic
applied around of LCFN, helps us in diagnosis [11]. MP existence can
be a sign of underlying serious diseases such as lumbar disc hernia
[12], pelvic mass [13], chronic appendix [14] and hemangiomatosis
[15]. Other potential reasons can be listed as complex regional pain
syndrome (reflex sympathetic dystrophy) or peripheral neuropathy
(diabetes, vitamin B deficiency, alcoholism, and hypothyroidism). In
our case, MP diagnosis arising from lumbar disc hernia was
established.
MP can give good responses to conservative treatment; reducing
risk factors, weight loss and to avoid tight dressing. In existence of
neuropathic pain, gababentin and carbamazepine help to reduce pain
and numbness. In the study William conducted on 277 patients with
conservative treatment, relaxation rate was 91% [16]. Particularly,
bupivacaine and blockage [17] as well as using lidocaine tape for 6
weeks in average are effective [18]. Dexamethasone application to
epidural L2-3 is particularly effective in spinal origin MP treatment
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[19]. In this case, success rate in treatment was very effective with
transforaminal administrated steroid and marcaine instead of epidural
application.
Nerve decompression is made at levels of iliac fascia, inguinal
ligament and thigh fascia at distal. Siu et al. have stated good result at a
rate of 93% with this method [20]. Another surgical operation that can
be made is the neurectomy of a part of lateral femoral cutaneous nerve.
This method, it was stated that much less recurrence was observed
compared to neurolysis [21]. As a result, MP treatment is provided
both in conservative and surgical ways. Epidural steroid application is
effective in the treatment. An active analgesia is provided in steroid
treatment which is applied transforaminal. In epidural steroid
applications, transforaminal application can be considered with
treatment purposes.
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