
Meralgia paresthetica (MP) is a neuropathic pain caused 

by entrapment of the lateral femoral cutaneous nerve (LFCN), 

leading to pain, tingling sensation, and numbness in the 

anterolateral aspect of the thigh. MP has an incidence rate of 

4.3 per 10,000 person-years in the general populations. It has 

been reported to be associated with obesity, diabetes mellitus 

(DM), prolonged surgical time, and other entrapment etiolo-

gies including pregnancy, wearing tight clothes, and leaning 

against hard objects [1,2]. It is also suspected that these pa-

tients develop MP due to direct compression of the LFCN in 

the prone position. When a hemorrhoid surgery is conducted 

in the jack-knife position, the weight of the abdominal viscera 

and adipose tissue may be subject to greater traction forces, 

resulting in increased compression of the LFCN. MP may de-

velop in severe obese patients even if with short surgical time. 

To the best of our knowledge, this case report would be 

the first case of MP due to the jack knife position assumed in 

hemorrhoid surgery.

CASE REPORT

A 42-year-old man (height 176 cm; weight 140 kg; body 

mass index [BMI] 41.6 kg/m2) diagnosed with hemorrhoids, 

underwent hemorrhoidectomy surgery. The patient had a 

history of hypertension, diabetes, heart failure, and restless 

leg syndrome (RLS). He was under treatment with antide-

pressants, including a selective serotonin receptor inhibitor 

(SSRI) and benzodiazepines (BZD), along with antihyper-

tensive drugs. Initially, surgery under spinal anesthesia in a 

jack-knife position was planned. Considering the BMI of the 

patient, a blind saddle block was attempted; unfortunately, 

it failed. Following this, an ultrasonography-guided spinal 
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Meralgia paresthetica (MP) is a neuropathic pain caused by the entrapment of the lat-
eral femoral cutaneous nerve (LFCN). There have been reports of MP following various 
surgeries; however, it has not yet been reported after hemorrhoid surgery. We report a 
case of bilateral MP after hemorrhoid surgery in a jack-knife position. The patient pre-
sented with pain, tightness, and a tingling sensation in the anterolateral aspect of both 
thighs. Ultrasonography-guided LFCN block was used for diagnosis and treatment, along 
with conservative management for 20 days with oral medication. One month later, the 
patient’s symptoms had resolved completely. MP due to the jack-knife position may oc-
cur postoperatively in patients with predisposing risk factors such as obesity and diabe-
tes mellitus, despite adequate padding and a shorter operating time.
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block was attempted; however, we realized that our needle 

was too short to penetrate the dura of the patient. Hence, 

general anesthesia was decided as the final resort, and was 

induced using 200 mg of propofol, 100 µg of fentanyl, and 80 

mg of rocuronium. When muscle relaxation was achieved, 

the patient was intubated with a laryngeal mask airway (LMA) 

(I-gel, Intersurgical Ltd., UK). Anesthesia was maintained 

with 1 L/min oxygen, 1 L/min nitrous oxide, and 1.5 volume% 

sevoflurane, with ventilator settings of 750 ml tidal volume 

and a respiratory rate of 11 breaths/min. The concentra-

tion of sevoflurane was appropriately adjusted to maintain a 

bispectral index of 40–60. The surgery was conducted in the 

jack-knife position for a duration of 90 minutes. The head, 

face, shoulders, arms, hips, and feet of the patient were sup-

ported with soft foam or rolls to prevent bony pressure and 

other pressure injuries. The vital signs were stable and did 

not need adjustment. At the end of the surgery, when skin su-

turing was initiated, muscle relaxation reversal with 0.4 mg of 

glycopyrrolate and 20 mg of pyridostigmine was performed. 

After confirming that the patient’s breathing was regained 

satisfactorily, the LMA was removed gently. The patient was 

observed in a postoperative anesthetic care unit for an ad-

ditional 60 minutes and then transferred to the ward. On the 

second postoperative day, the patient complained of pain, 

tightness, and a tingling sensation in the anterolateral aspect 

of both thighs. The numeric rating scale (NRS) score (0: no 

pain; 10: worst imaginable pain) was about 7–8 at most times, 

occasionally increasing to 10 at bedtime. As the patient was 

already consuming antidepressants, such as BZDs and SSRIs 

for RLS, we prescribed 225 mg/day pregabalin, 10 mg/day 

prednisolone, and 300 mg/day tramadol. Three days later, 

the patient did not experience any change in symptoms, 

and we increased pregabalin dose from 225 mg to 300 mg/

day. Two days after the change in dosage, the patient’s dis-

comfort was still not alleviated, and the pregabalin dose was 

increased to 450 mg/day after confirming that the patient had 

no side effects with the previous doses. Despite an increase in 

pregabalin dose for seven days, the patient’s symptoms did 

not improve. Since the initial treatment was not effective, we 

performed a LFCN block. Before the needle insertion, fascia 

lata, fascia iliaca LFCN, arteries, and veins were scanned 

along the inguinal line from the lateral aspect above the an-

terior superior iliac spine (ASIS) to the medial aspect using a 

high-frequency linear ultrasound transducer (8–15 MHz, L8-

15IS linear probe, Samsung Medison Co. Ltd., Korea). Fol-

lowing local anesthetic infiltration while avoiding the blood 

vessels, the needle (Uniplex Nanoline, 22-gauge × 100 mm, 

PAJUNK®, Germany) was introduced in plane from lateral 

to medial. When the position of the needle tip was judged 

appropriate, 2 ml of normal saline was injected. When it was 

confirmed that the patient did not have pain and the spread 

of the bolus was appropriate, a mixture of triamcinolone 20 

mg + 0.125% ropivacaine 10 ml was injected. Additionally, 

we further increased the pregabalin dose to 600 mg/day and 

prescribed 50 mg of tapentadol, before bedtime, to prevent 

sudden episodes of pain in sleep. Ten days following this, 

the patient reported that there was almost no pain or tingling 

sensation during the day but that sudden symptoms only ap-

peared at bedtime. Due to concerns of possible side effects, 

such as nerve injury or pain exacerbation, the patient refused 

further block administration. The worst NRS during sleep 

was 3 points. The patient reported that sleep was occasionally 

disturbed by pain but the pain was not severe. Fortunately, 

the symptoms improved dramatically and the dose of the 

drugs could be tapered. The patient was informed that the 

pain may recur, and was advised to take 50 mg of tapentadol, 

100 mg of tramadol, and 150 mg of pregabalin for three days, 

before bedtime. Three days later, the NRS was less than 2 

at bedtime, and we decided to discharge the patient. One 

month after discharge, the patient reported complete resolu-

tion of symptoms.

DISCUSSION

Although there have been reports of occurrence of MP in 

surgical or non-surgical situations, there have been no re-

ports of MP after hemorrhoidectomy. MP reportedly occurs 

most often between 30 and 40 years of age, and the incidence 

is 4.3 per 10,000 person years [1]. Until now, autosomal pre-

dominance of MP is unclear, although a case of family study 

including four generations was reported, and there is no con-

sensus on sex predominance [3]. Generally, MP is unilateral 

but sometimes could be bilateral [4]. 

MP can be classified as spontaneous or iatrogenic, and may 

have more than 80 etiologies [5]. Irrespective of the cause, MP 

is known to be induced by mechanical compression of the 

LFCN, but sometimes it may be caused by underlying condi-

tions such as DM, obesity, alcoholism, hypothyroidism [6], 
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degenerative spinal disorders, and prolonged surgical time 

[2]. Additionally, a recent study claimed that each risk factor 

is not independent, but interlinked to induce MP [7]. The pa-

tient in this case had DM and high BMI for Korean standards, 

and these factors might have contributed to the development 

of MP.

MP has been reported to occur following surgeries such as 

laparoscopic surgery, coronary artery bypass grafting, aortic 

valve surgery, hip surgery, spine surgery, appendectomy, 

gynecologic surgery, and inguinal hernia repair [5]. Opera-

tive time longer than 3.5 hours, high BMI, inadequate surgi-

cal positioning, and iliac crest harvesting are risk factors for 

LFCN injury associated with surgery [2]. Some studies have 

reported that intra-operative hypotension and significant 

blood loss are possible risk factors [2,8]. Hemorrhoidectomy 

in this patient was performed in the jack-knife position, but 

padding was applied properly and the operation time did not 

exceed 2 hours. Additionally, there was no intra-operative hy-

potension or bleeding. Therefore, demographic factors of the 

patient including high BMI and DM themselves were inferred 

to have induced MP rather than the intra-operative factors.

It has been reported that MP did not worsen with positions 

such as standing or walking [9], as observed in this patient 

too. However, when the pressure was applied around the 

ASIS during sleep, the pain aggravated.

The LFCN, which is the nerve involved in MP, is primarily a 

sensory nerve originating from the first through the third lum-

bar nerve roots [4]. It can be localized passing over, under, or 

through the inguinal ligament. Depending on the pathway 

and the location in relation to the ASIS, two to five possible 

variations have been reported [10]. Due to variations, ultraso-

nography is technically feasible and is the accurate method 

for the diagnosis of MP [11]. For the treatment of MP, removal 

of the source of compression is of utmost importance, but 

conservative therapy can also be attempted with effective 

therapies (non-steroidal anti-inflammatory drugs, antide-

pressants, anticonvulsants, and physical therapy are known 

to be effective). Despite this initial treatment, if the patient’s 

symptoms persist, injection of the LFCN can be attempted. 

LFCN blocking can be performed using a landmark-based or 

imaging-guided method [12]. In the landmark-based method, 

the needle is inserted 2.5 cm medial to the ASIS, just caudal 

to the inguinal ligament. The success rate of the landmark-

based method is lower than 40% [13], and is attributed to 

various anatomic variations of LFCN. On the other hand, the 

ultrasound-guided method with the aid of a peripheral nerve 

stimulator has a high success rate of about 85% [11]. Thus, for 

a high success rate of blockade, image-guided LFCN block is 

recommended. In this patient, the nerve-conduction velocity 

test was rejected. Therefore, LFCN block was performed for 

diagnosis and treatment under ultrasound guidance; the pa-

tient’s LFCN was found to pass under the inguinal ligament 

and showed hypoechogenicity. There was pain relief follow-

ing the LFCN block. When non-surgical treatment fails and 

symptoms become intractable, surgical treatment needs to 

be considered. In this case, surgical treatment was excluded 

because the patient’s symptoms responded at least partially 

to the initial conservative treatment.

In conclusion, clinical physicians should remember that 

MP may occur in the jack-knife position of hemorrhoidecto-

mies, despite short operating times and adequate padding. 

Patients with predisposing risk factors such as DM and obe-

sity should be pre-informed of the possibility of occurrence of 

MP postoperatively.
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