
Background: Meralgia paresthetica is a rarely encountered sensory mononeurop-
athy characterized by paresthesia, pain or sensory impairment along the distribution 
of the lateral femoral cutaneous nerve caused by entrapment or compression of the 
nerve as it crosses the anterior superior iliac spine and runs beneath the inguinal 
ligament.

Objective: We describe the first reported use of pulsed radiofrequency neuromodu-
lation to relieve the intractable pain associated with meralgia paresthetica.

Case Report: A 33-year-old morbidly obese female with a history of lower back pain 
and previous spinal fusion presented with sensory dysesthesias and paresthesias in the 
right anterolateral thigh, consistent with meralgia paresthetica. Temporary relief oc-
curred with multiple lateral femoral cutaneous nerve and fascia lata blocks at 2 dif-
ferent institutions. The patient expressed dissatisfaction with her previous treatments 
and requested “any” therapeutic intervention that might lead to long-lasting pain re-
lief. At this time, we located the anterior superior iliac spine and reproduced concor-
dant dysesthesia. Pulsed radiofrequency was then undertaken at 42°C for 120 sec-
onds followed by dexamethasone and bupivicaine. The patient reported exceptional 
and prolonged pain relief at 6-month follow-up.

Limitations: Since this case report is not a prospective, randomized,controlled or 
blinded study, no conclusions may be drawn from the results attained on behalf of 
this single individual.  Additional, larger group analyses studying this technique while 
eliminating bias from patient variables would be essential prior to assuming any valid-
ity to using pulsed radiofrequency techniques of neuromodulation for managing pe-
ripheral neuropathic pain processes.

Conclusion: The patient had experienced long-standing pain that was recalcitrant 
to conservative/pharmacologic therapy and multiple nerve blocks with local steroid 
instillations. A single treatment with pulsed radiofrequency resulted in complete and 
sustained cessation of pain. No side effects were evident. Pulsed radiofrequency of 
the LFCN may offer an effective, low risk treatment in patients with meralgia pares-
thetica who are refractory to conservative medical management or are unwilling or 
unfit to undergo surgery.
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Lumbar magnetic resonance imaging demonstrated 
degenerative disc disease at the L3-L4 and L4-L5 lev-
els, mild posterior disc bulging at the L5 and S1 lev-
els, complete ankylosis at the L5-S1 level, and left fo-
raminal narrowing at the L4-L5 level due to facet joint 
hypertrophy. The L3-L4 fused segments were stable. 
Although the patient’s chronic back pain was rela-
tively well controlled with pregabalin, celecoxib, and 
hydrocodone/APAP (10 mg/325mg; 6–8 tablets daily), 
her thigh pain was unresponsive to various treatment 
modalities. LFCN and fascia lata blocks using local an-
esthetic and steroids were performed at 2 different 
institutions over the past 3 years providing substantial 
pain relief; however, this pain relief was only tempo-
rary, lasting 2 weeks or less. At presentation, the pa-
tient rated her pain as 9/10 on a 0 to 10 numeric rating 
scale. Although the patient arrived at our clinic with 
a presumptive diagnosis of meralgia paresthetica, a 
physical examination revealed some atypical distribu-
tion of pain to the lateral thigh. Thus, a right iliotibial 
band block was performed to rule out iliotibial band 
bursitis. Only partial relief of symptoms was obtained. 
Although additional LFCN blocks with 5 mL bupiva-
caine 0.5% and methylprednisolone 40 mg were ef-
fective in providing complete relief of the right lateral 
thigh burning pain, this effect was only temporary.  
The patient expressed dissatisfaction with her treat-
ments and requested “any” therapeutic intervention 
that might lead to long-lasting pain relief. At this time 
the known risks, benefits, and alternatives of pulsed 
radiofrequency neuromodulation of the LFCN were 
explained and the patient gave consent.

In the operating room, the patient was placed 
in the supine position and all ASA monitors were ap-
plied. The area above the anterior superior iliac spine 
(ASIS) was located fluoroscopically and the skin above 
was prepped with betadine and aseptically draped. 
A skin wheal was raised anterior and one centimeter 
medial and cephalad to the ASIS using 2 mL lidocaine 
1%. Next, a disposable 20-gauge, 15 cm radiofrequen-
cy cannula (Model S-1510, NeuroTherm, Inc., Middle-
ton, MA), with a 10 mm active tip was inserted to 12 
cm (Fig. 1). 

The introducer needle was withdrawn and the 
disposable RF electrode (Model RFDE-15, NeuroTherm, 
Inc., Middleton, MA) was advanced until seated firmly 
inside the cannula hub. This was accomplished with-
out paresthesias or evidence of blood. Sensory stimu-
lation using a NeuroTherm NT 1100 (NeuroTherm, Inc., 
Middleton, MA) radiofrequency generator showed 

Meralgia paresthetica, also termed 
Bernhardt-Roth syndrome, is a rarely 
encountered (4.3 cases per 10,000 

person-years) (1) sensory mononeuropathy. This 
condition is characterized by paresthesia, pain, or 
sensory impairment along the distribution of the 
lateral femoral cutaneous nerve (LFCN) caused by 
entrapment or compression of the nerve as it crosses 
the anterior superior iliac spine and runs beneath the 
inguinal ligament to enter the thigh. Most patients 
with meralgia paresthetica achieve satisfactory pain 
relief from conservative treatment modalities, such as 
lifestyle changes, weight loss, and the administration 
of analgesic and anti-inflammatory drugs, or from 
single/multiple therapeutic local anesthetic nerve 
blocks. However, a small group of patients demonstrate 
intractable pain that is refractory to these treatments. 
In such cases, more aggressive interventions have 
been considered, including surgical decompression 
(neurolysis) or transection of the LFCN (2).

Radiofrequency signals have been used for many 
years to block pain transmission (3). The conventional 
use of these procedures involves a continuous ap-
plication of high temperature, which may be associ-
ated with Wallerian degeneration, severe neurode-
struction, and a deafferentiation effect (4,5). Pulsed 
radiofrequency is an alternative to continuous radio-
frequency, and appears to be relatively free of tissue 
damaging effects (6). Pulsed radiofrequency has been 
used successfully for the treatment of a wide variety 
of neuropathic pain syndromes, including monoradic-
ulopathies (7,8), trigeminal neuralgia (9), postherpetic 
neuralgia (10), phantom limb pain (11), chronic post-
surgical thoracic pain, and peripheral neuropathies 
(6,12). This case report describes the first reported use 
of pulsed radiofrequency neuromodulation to relieve 
the intractable pain associated with meralgia pares-
thetica that was refractory to more conservative treat-
ment modalities. 

Report of a Case

A 33-year-old morbidly obese (body mass index = 
41 kg/m2) female with a history of chronic low back 
pain and posterior spinal fusion 5 years previously 
with the insertion of a fusion cage presented with 
sensory dysesthesias and paresthesias in the right an-
terolateral thigh, consistent with meralgia paresthet-
ica. Symptoms included severe burning and tingling 
dysesthesia in the distribution of the LFCN. Hip exten-
sion and ambulation exacerbated these symptoms. 
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concordant pain in the right lateral thigh at 0.47 mA, 
which confirmed proper localization of the RF elec-
trode. Motor stimulation was negative for movement 
of the right leg at 2 V (Fig. 2). Finally, pulsed radiofre-
quency was undertaken of the right LFCN elevating 
the temperature of the tissues to 42°C for a total of 
120 seconds. 

The patient reported that she felt the concordant 
stimulation to be equivalent to one of her worst burn-
ing dysesthesias in the affected area. After completion 
of the procedure, the RF electrode was removed and 
1 mL of 0.5% bupivacaine and dexamethasone 4 mg 
were injected through the RF cannula. The cannula 
was then withdrawn and a sterile dressing was ap-
plied. During a 9-month follow-up, the patient report-
ed no return of symptoms and expressed profound 
gratitude. The patient rated her pain as 0/10 on a 0 
to 10 numeric rating scale. She was able to completely 
discontinue her use of hydrocodone, pregabalin, and 
celecoxib. She continues to exercise at home, and has 
also reduced 25 pounds since the procedure, due to 
her increased ability to be active.

Discussion

We describe the first reported application of 
pulsed radiofrequency for the treatment of long-
standing meralgia paresthetic pain. During a period 
of 3 years, the patient had experienced pain that was 
recalcitrant to conservative/pharmacologic therapy. 
Multiple LFCN blocks with local steroid applications 
had provided outstanding, albeit temporary pain re-
lief. The patient was discouraged with the lack of suc-
cess of her previous therapy and was referred to our 
clinic seeking a mode of treatment offering more pro-
longed or permanent pain relief. Physical examination 
and history uncovered multiple risk factors consistent 
with the diagnosis of meralgia paresthetica. These in-
cluded morbid obesity (13) and a posterior lumbar spi-
nal fusion procedure performed 5 years earlier, with a 
harvesting of bone material from the right iliac crest 
(14,15). Diagnostic nerve blocks performed in our clin-
ic confirmed the diagnosis of meralgia paresthetica. 
Potential treatment modalities included peripheral 
nerve or spinal cord stimulation, cryo or radiofrequen-
cy lesioning, chemical or surgical neurolysis, or surgical 
nerve transaction (2,16-18).

Fig. 1. Fluoroscopic image of  a disposable 20-gauge, 15 cm 
radiofrequency cannula with a 10 mm active tip inserted 
to 12 cm.

Fig. 2. Fluoroscopic image of  2V stimulation.
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We recommended pulsed radiofrequency to the 
patient for several reasons. First, the temporary ef-
fectiveness of the diagnostic and therapeutic blocks 
gave us confidence that the LFCN was the source of 
pain and required neuromodulation. Second, our 
previous experience using pulsed radiofrequency on 
medial branch nerves and published reports of its 
successful application in conditions involving nerve 
entrapment or compressive syndromes in other lo-
cations, i.e., ilioinguinal neuropathy (19) and carpal 
tunnel syndrome (20), suggested that similar thera-
peutic success might be achievable in meralgia pares-
thetica. Third, reports of anatomical variations in the 
course and localization of the LFCN and the proxim-
ity of the LFCN to the femoral and obturator nerves 
(21,22) suggested an increased risk of collateral dam-
age if neuroablation was performed using continu-
ous radiofrequency or chemical neurolysis. Finally, 
as a minimally invasive and relatively non-traumatic 
procedure, the use of pulsed radiofrequency would 
not cause nerve destruction or impair nerve function. 
Thus, its use would not preclude the eventual use of 
more aggressive treatment if pulsed radiofrequency 
failed to produce a satisfactory outcome. We in-
formed the patient of 2 potential adverse side effects 
associated with the use of pulsed radiofrequency to 
treat meralgia paresthetic:, i.e., persistent numbness 
and anesthesia dolorosa (23). 

A single treatment with pulsed radiofrequency 
resulted in complete and sustained cessation of thigh 
pain in our patient with meralgia paresthetica. No 
side effects were evident. Following pulsed radiofre-
quency, bupivacaine and dexamethasone were admin-
istered prior to needle withdrawal. It is extremely un-
likely that bupivacaine/dexamethasone contributed to 
long-term pain relief since the patient’s symptoms had 
proved recalcitrant to prolonged pain relief to over 
3 years of treatment which included multiple LFCN 
nerve blocks with and without steroid instillation, all 
performed with fluoroscopic guidance and injection 
of radiopaque contrast media. The patient eventually 
demonstrated an improvement in motor function in 
the treated leg. This outcome greatly enhanced the 
quality of life of the patient, who was able to exercise 
and lose 25 pounds over 6 months. 

Conclusion

The case reported herein provides evidence that 
pulsed radiofrequency of the LFCN may offer an effec-
tive, low risk treatment in patients with meralgia par-
esthetica, who are refractory to conservative medical 
management or are unwilling or unfit to undergo sur-
gery. Well-designed studies are required to evaluate 
whether this case is indicative of a unique and individ-
ual response or whether the results may be applicable 
to other meralgia paresthetica sufferers.
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