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Meralgia paresthetica by compression from a
modeling girdle
Meralgia parestésica por compressão de cinta modeladora
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ABSTRACT

Meralgia paresthetica is characterized by pain, paresthesia or
burning sensation, and reduction of tactile and pain sensitivity
in the anterolateral surface of the thigh. This disability is caused
by a neuropathy of the lateral femoral cutaneous nerve (LFCN).
Conservative treatment is often successful at relieving the
symptoms in the majority of patients. We describe the case of a
44-year-old patient who presented with these symptoms caused
by postoperative use of a surgical girdle after aesthetic surgery.
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RESUMO

Meralgia parestésica é caracterizada por dor, parestesia ou
queimação e diminuição da sensibilidade tátil e dolorosa na face
anterolateral da coxa. Isto ocorre por uma neuropatia do nervo
cutâneo femoral lateral (NCFL). O tratamento conservador
é frequentemente bem-sucedido, aliviando os sintomas na
maioria dos pacientes. Descrevemos o caso de uma paciente
de 44 anos de idade que apresentou os sintomas descritos após
uso pós-operatório de malha modeladora por cirurgia estética.
Descritores: Parestesia; Malha cirúrgica; Dor; Procedimentos
cirúrgicos reconstrutivos; Coxas; Neuropatia femoral.
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Meralgia paresthetica by compression from a modeling girdle

INTRODUCTION
Meralgia paresthetica (Bernhardt-Roth
syndrome) was first described by a German
neuropathologist, Martin Bernhardt (1844-1915),
in 1878, but Wladimir Karlovich Roth (1848-1916),
a Russian neurologist, coined the term meralgia
paraesthetica, from the Greek words meros, for thigh,
and algos, for pain1. Classically, meralgia paresthetica
is described as a syndrome of dysesthesia or anesthesia
in the distribution of the lateral femoral cutaneous
nerve (LFCN), and is a compressive mononeuropathy
(Figure 1)2.

Figure 1. Anatomy of the inguinal region, lateral femoral cutaneous nerve2,
Netter. Source: Netter, F.H. Atlas de Anatomia Humana. 3ª edição Porto Alegre.

It is more common in men and is often characterized
by a burning sensation in the anterolateral surface of the
thigh. There is a sensation of discomfort in the affected
area, but no motor and/or muscle strength abnormalities
are observed. The reflexes are preserved, differentiating
this condition from radiculopathies3.
This mononeuropathy can be caused by obesity,
pregnancy, ascites, use of girdles, orthoses, and tight belts,
direct trauma, scoliosis, differences in limb length, and
muscle spasm. The LFCN can also be injured by abdominal
or pelvic incisions, as during appendectomy or iliac bone
graft harvesting. Compression can also occur within
the pelvis, with reports of cases associated with uterine
myoma, abscesses, retroperitoneal lipofibrosarcoma, and
periostitis of the ilium. Laparoscopic inguinal hernia repair
can also cause injury of the LFCN4.
The initial treatment of meralgia paresthetica
is conservative, and patients may benefit from the use
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of analgesics, nonsteroidal anti-inflammatory drugs,
use of loose clothing, weight loss, and the judicious use
of steroids and local anesthetics. When conservative
treatment fails, one must consider surgery, but there is
no consensus on whether the best procedure is resection
or decompression of the nerve at the lateral portion of the
inguinal ligament1,3,4.
In the case reported herein, the left LFCN was
compressed by a modeling girdle, with paresthesias
beginning in the early postoperative period after
lipoabdominoplasty and breast implantation.

CASE REPORT
A 44-year-old female underwent lipoabdominoplasty
and breast implantation, and developed paresthesias and
dysesthesias in the anterolateral surface of the thigh
about 3 days after surgery. The patient reported that
the modeling girdle was tight at the proximal bilateral
thighs, but had no motor symptoms in the affected limb
or cutaneous changes in the paresthesic area.
Electroneuromyographic assessment showed
involvement of the left LFCN with moderate degeneration
of sensory nerve fibers. There was no evidence of
involvement of other peripheral nerves, myopathy,
peripheral polyneuropathy, lumbosacral plexopathy, or
proximal lumbosacral radiculopathy at the L2 to S1 levels
bilaterally.
Nonsteroidal anti-inflammatory drugs were
prescribed for 10 days, along with trimming of the
modeling girdle, maintaining compression only above the
anterior superior iliac crests, as well as avoiding activities
involving hip extension. There was gradual improvement
after 30 postoperative days. At 9 months postoperatively,
the patient reported mild dysesthesias of the left side
without other complaints.

DISCUSSION
Meralgia paresthetica has an estimated annual
incidence of 4/10,000 people, and affects the purely sensory
LFCN, which includes efferent sympathetic fibers that
carry vasomotor, pilomotor, and sudomotor impulses. Its
origin is variable and may be derived from several different
combinations of lumbar nerves, including L2-L3, L1-L2,
L2 alone, and L3 alone. The LFCN passes behind the
psoas muscle, runs below the iliac fascia, and crosses the
surface of the iliac muscle (Figure 12).
When the nerve approaches the anterior superior
iliac spine, it penetrates the iliac fascia and emerges
through a fibrous tunnel into the thigh5. Ghent6 described 4
variants in the course of the LFCN that compete for clinical
presentation. In the first variant, the nerve passes through
the inguinal ligament; in the second, there is a deformation
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of the nerve by a sharp ridge on the iliac fascia, which
lies posterior to the nerve, causing compression when
the patient is supine; in the third, it enters the sartorius
muscle near the anterior superior iliac spine, and travels
distally to the muscle before emerging beneath the fascia
lata; and in the fourth variation, the LFCN penetrates the
thigh, crossing the iliac crest lateral and posterior to the
anterior superior iliac spine6.
Patients with meralgia paresthetica typically
describe a burning, cold, shock-like, or sore sensation
in the thigh, alteration in skin sensitivity, anesthesia, or
local hair loss in the anterolateral thigh. The symptoms
can be mild and fleeting, disappearing spontaneously, or
intense, affecting the patient for years7. There may be a
complaint of pain in the hip, knee, or calf, and patients
modify their activities to minimize symptoms. Symptoms
may worsen when the hip is extended; patients tend to
avoid an upright position and report difficulty in sleeping.
Sitting may alleviate the complaints in some people and
worsen them in others.
In more intense cases, no position relieves the
discomfort6. When it emerges superficially, the LFCN
is susceptible to trauma and compression by obesity,
pregnancy, ascites, girdles, orthoses, tight belts, direct
trauma, scoliosis, differences in limb length, and muscle
spasm. It can also be injured by abdominal or pelvic
incisions, as during appendectomy or iliac bone graft
harvesting. Compression can also occur within the pelvis,
with reports of cases associated with uterine myoma,
abscesses, retroperitoneal lipofibrosarcoma, and iliac
periostitis.
Laparoscopic inguinal hernia surgery can cause
injury of the LFCN4. The diagnosis is clinical, but additional
tests, such as electroneuromyography, which shows
reduction in speed of sensory conduction, tomography,
magnetic resonance imaging, and ultrasonography, may
be necessary to exclude other pathologies8.
The treatment is clinical in 90% of cases. Symptoms
may regress spontaneously, but recurrence is common9. The
initial treatment of meralgia paresthetica is conservative,
and patients may benefit from analgesics, nonsteroidal
anti-inflammatory drugs, use of loose clothing, weight loss,
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and the judicious use of steroids and local anesthetics.
When conservative treatment fails, one must consider
surgery, but there is no consensus, according to Grossman
et al.10, on whether the best procedure is resection or
decompression of the nerve at the lateral portion of the
inguinal ligament.

CONCLUSION
The literature regarding follow-up and management is scarce1,3-7,10. In the present case, determination of the degree of inguinal compression caused by
the elastic girdle was necessary. There was gradual
improvement of the symptoms, with slight residual
dysesthesias at 9 months postoperatively.
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