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mmm Case Report

ProLoNGED PaAIN ReLIEF WiTH Use OF 10% LipocaINE NEURoLYsSIS FOR
REFRACTORY MERALGIA PARESTHETICA

Gaurav Chauhan, MD, Sanchit Ahuja, MD, David D Kim, MD, and Aman Upadhyay, MD

ABSTRACT

Meralgia paresthetica is a sensory neuropathy
characterized by anterolateral thigh pain as-
sociated with paresthesiae. It is hypothesized
that entrapment, compression, or stretching of
the lateral femoral cutaneous nerve as it exits
through the inguinal ligament. Often times life
style modification, neuropathic pain medications,
and or steroid injections can help relieve the pain.
In some circumstances, the pain is refractory and
more invasive procedures such as radiofrequen-

cy ablation and or even surgery may need to be
pursued. The authors report the successful use of
10% lidocaine for chemical neurolysis for Meralgia
paresthetica in a 47-year-old female refractory to
conventional treatment. In this case report, we
will discuss the risk factors, pathomechanics,
diagnostic challenges, therapeutic options and
novel approach employed by the authors.
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Meralgia paresthetica (MP) is an entrapment mono-
neuropathy of the lateral femoral cutaneous nerve
(LFCN); it is characterized by sensory symptoms
in the anterolateral aspect of the thigh. It is a rare
disorder with a reported incidence of 1 in 10,000
patients (1). The authors report the successful use
of 10% lidocaine for chemical neurolysis in refractory
MP in a 47-year-old woman who consented for this
case report to be published. In this case report, we
discuss the risk factors, pathomechanics, diagnostic
challenges, therapeutic options, and novel approach
employed by the authors.

CLINICAL VIGNETTE

A 47-year-old woman with a body mass index (BMI)
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of 36 kg/m?, total body weight of 107 kg, and an
established diagnosis of MP, morbid obesity, hyper-
tension, and diabetes mellitus type Il (well controlled)
presented to our pain clinic with complaints of burning
pain in her left thigh for the last 3 years. She reported
that her pain was insidious in onset and had a waxing
and waning course, with intensity ranging from 4 to 8
out of 10 on the Numeric Rating Scale (NRS-11) of
pain; pain was exacerbated by walking, sitting for pro-
longed periods of time, or wearing tight clothes, and
was rarely alleviated by lying down in a right lateral
position. She reported that conservative management
with opioids, nonsteroidal anti-inflammatory drugs,
and gabapentinoids was suboptimal in controlling
her pain. Her current analgesic regimen included 90
mg of pregabalin 3 times a day, 80 mg of topiramate
twice a day, 750 mg of methocarbamol 3 times a day,
50 mg of diclofenac twice a day, along with 25 mg of
nortriptyline nightly. The patient further reported that
she underwent both pulsed and continuous radio-
frequency ablation (RFA) of the LFCN on separate
occasions, with pain relief not lasting more than 6
weeks. The patient stated that after multiple cycles
of therapeutic failures, she was getting increasingly
frustrated and depressed due to her chronic pain. She
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Fig. 1. USG image of lateral femoral cutaneous nerve (yellow arrowhead) approximately 3 finger breaths caudal to
anterior superior illiac spine (ASIS) and cephalad to sartorius (SAR). .

revealed that the pain was now adversely affecting
her quality of life and was beginning to restrict her
daily activities.

The patient was deemed a candidate for chemical neu-
rolysis with 10% lidocaine solution. The risks, benefits of
the procedure, and other therapeutic alternatives such
as nerve decompression surgery were explained in
detail to the patient. She preferred chemical neurolysis
and subsequently consented to the procedure. On the
day of the procedure, the patient was placed in the
supine position and procedural sedation was instituted
with 2 mg of midazolam intravenously. Under ultrasound
guidance (USG) and sterile precautions, the USG probe
was placed immediately below the anterior superior
iliac spine (ASIS), parallel to the inguinal ligament. The
sartorius muscle was identified and followed laterally
until the fascia containing the nerve was well visualized
(Fig. 1). The point of injection was 2 cm medial and
0.5 cm inferior to the ASIS. A 22-gauge needle was
advanced at that point, between the fascia lata and the
sartorius muscle (Fig. 2). After negative aspiration for
blood, 3 mL of a solution containing 10% lidocaine and
40 mg of methylprednisolone acetate (Depo Medrol)
was injected (Fig. 3).
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The patient tolerated the chemical neurolysis with
10% lidocaine well. No side effects were reported
by the patient or observed by the authors. The pa-
tient reported excellent pain relief with remission of
symptoms at the 1-month and 3-month follow-up
appointments. At her 6-month follow-up appointment,
she did report that her pain and associated symptoms
had returned, albeit with lower intensity; these symp-
toms were optimally controlled with the current pain
medication prescribed to her. The patient requested to
schedule repeat neurolysis with 10% lidocaine under
USG and for nortriptyline to be tapered off.

DISCUSSION

The pathomechanics of MP involves neuropraxia or
permanent injury due to compression of the LFCN,
as it courses along the posterolateral aspect of the
psoas major muscle, crossing between the ASIS and
the inguinal ligament before entering the thigh (2).
The nerve is usually located 1 to 2 cm medial and
inferior to the ASIS and 0.5 to 1 cm deep from the
skin. However, the physician should be cognizant
of the fact that upon entering the thigh, the LFCN
divides into multiple branches innervating the lateral
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and anterior parts of the thigh. The
variable anatomy poses a challenge
during the conduct of a nerve block,
using the landmark-based technique.
This can be circumvented by using a
USG approach (2). The USG probe
should be placed immediately inferior
and parallel to the inguinal ligament.
The operator should use the lateral
edge of the sartorius as a landmark,
as the LFCN usually runs from the
lateral to the medial edge of the su-
perficial fascia of the sartorius muscle.
The nerve is usually visualized as
an oval hypoechoic structure with a
hyperechoic rim of connective tissue,
between the fascial lata and sartorius
muscles (2).

Several metabolic and mechanical
factors increase the risk for develop-
ing MP, such as obesity, diabetes,
history of previous spine surgeries,
procedures involving the ASIS, total
hip replacement, lateral positioning
during surgery, use of pelvic bolsters,
etc. (3,4). The pathophysiology of
entrapment is complex, commencing
with disturbances in neuronal micro-
circulation and vascular permeability
leading to neuronal edema and inflam-
mation (5). These responses provoke
a cascade of events that induce neural
plasticity, which entails recruitment of
subthreshold synapses to nociceptive
neurons, leading to sensitization and
augmented response to normal stimuli
(6). These maladaptive changes at the
cellular and molecular levels manifest
systemically as neuropathic pain,
hyperreflexia, and dystonia (6,7).

The symptoms of MP range from
tingling and numbness along with
burning pain in or on the lateral part
of the thigh to dull pain in the groin
area or across the buttocks, and may
intensify after walking or standing. The
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Fig. 2. USG image of lateral femoral cutaneous nerve (white star)
before injection. ASIS = anterior superior iliac spine; FL: fascia lata;

SAR: sartorius..

Fig. 3. USG image of lateral femoral cutaneous nerve (white star)
after injection. ASIS = anterior superior iliac spine; FL: fascia lata;
SAR: sartorius..
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diagnosis of MP is clinched by the pathognomonic
signs and symptoms and after an exhaustive clinical
and neurological examination excludes any neurologi-
cal complication due to regional anesthesia or surgery
performed (8). Conservative measures like weight
loss, physiotherapy, avoidance of external compres-
sion, and analgesic medications are successful in
more than half of cases and are the mainstay of
treatment. However, as a second-line therapy or
as an adjunct to the current analgesic regimen for
MP, perineural injection of a local anesthetic with or
without corticosteroids at the presumed site of entrap-
ment has been reported to be clinically successful
(8). However, few patients are refractory to these
measures and may need more invasive procedures
like RFA or even nerve decompression surgery.
Although RFA is considered safer than surgical
decompression, it may prove to be technically chal-
lenging due to the small segment of nerve involved,
and results could be operator-dependent (9). To date,
no clinical studies have yielded concrete evidence of
the effectiveness of RFA for MP (8,9). Furthermore,
nerve decompression surgery is reported to have a
success rate ranging between 50% to 90% and is
usually more beneficial when the underlying etiology
is external compression of the nerve. Consequently,
current literature yields equivocal evidence to recom-
mend either RFA or surgical nerve decompression (8).

Neurolytic agents such as phenol and alcohol can
also be employed for neurolysis and the management
of chronic pain. However, these agents are not spe-
cific in targeting neural tissue and may damage the
surrounding tissues, with potential to cause cosmetic
disfigurement. Lidocaine, an amide local anesthetic
(LA), inhibits fast sodium channels on the axonal
membrane of nerve, interrupting the transmission of
impulses leading to a decrease in spontaneous and
triggered after-discharges and a reduction in cross-
excitation among neighboring afferent nerve fibers
(10). The relationship between a higher concentration
of lidocaine and volume is believed to be the main
determinant of the duration of the therapeutic block-
ade (11). Ready et al used varying concentrations of
lidocaine, ranging from 2% to 32%, in the intrathecal
space and reported cellular changes consistent with
neurolysis starting at 8% or higher concentrations of
lidocaine (12). Kim et al reported that 10% lidocaine,
in vivo, yields histologic evidence of neurolysis, such
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as loss of gross architecture, endoneural edema,
axonotmesis, etc. (13). Han et al used 10% lidocaine
in patients with trigeminal neuralgia and concluded
that, along with the relative simplicity inherent to the
procedure, chemical neurolysis with 10% lidocaine is
safe to perform, associated with complete reversibility
of induced sensory deficits, and yields a longer dura-
tion of pain relief comparable to that with RFA (14).
The authors, based on the facts mentioned above and
their previous experience with the successful use of
10% lidocaine in other refractory chronic pain states,
decided to employ 10% lidocaine as their agent of
choice for neurolysis. The side effects reported with
the higher concentration of lidocaine are a risk of
toxicity that may manifest as transient neurologic
symptoms, with an incidence of 4% to 33%, as per
current literature. Other adverse effects such as diz-
ziness, blurred vision, profound hypertension, slurred
speech, pseudoseizures, and seizures range from
0.1% to 9% and are proposed to be independent of
the concentration or dose of the lidocaine used (15).

CONCLUSION

This case report yields evidence that chemical neu-
rolysis with 10% lidocaine yields optimum symptom
control for up to 6 to 7 months in cases with refractory
MP, and may be considered as an alternative to other
therapeutic modalities such as RFA in cases of MP
refractory to conventional treatment. Alleviation of
pain to tolerable limits interrupted the vicious cycle of
chronic pain and its psychological sequelae. Further-
more, with reversibility of induced sensory functional
deficits, chemical neurolysis with 10% lidocaine offers
an advantage over RFA. Chemical neurolysis may
also be best-suited for patients who are considered
to be high-risk for nerve decompression surgery due
to significant comorbidities. However, careful selec-
tion of patients is vital, as MP may mimic or coexist
with low back pain and other radicular symptoms.
Hence, establishing the cause of pain as localized
and nerve-specific, and ruling out any psychological
components, are essential before proceeding with
any interventional pain procedure. The authors’ con-
clusions are limited as they are based on the clinical
outcome of a single patient, and a case series or a
randomized clinical trial should be designed to verify
the reported observations.
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