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Case Report

Meralgia paresthetica caused by inguinal lymphadenopathy related to
tinea pedis infection: A case report
Kardelen Gencer Atalay, Esra Giray, Günay Yolcu, İlker Yağcı
Department of Physical Medicine and Rehabilitation, Marmara University School of Medicine, Istanbul, Turkey
Received: March 15, 2019 Accepted: May 30, 2019 Published online: February 26, 2020
ABSTRACT

Mechanical compression at any point along the lateral femoral cutaneous nerve (LFCN) may result in meralgia paresthetica (MP).
A 54-year-old male patient presented with pain and tingling on the anterolateral side of thigh. After excluding other causes of pain radiating
to legs, he was diagnosed with MP. Inguinal lymphadenopathy which caused the compression of LFCN was found on ultrasonographic
examination. Tinea pedis infection was also identified during the detailed investigation for lymphadenopathy. Associated MP symptoms
partially resolved immediately after ultrasound-guided LFCN block and a complete recovery was achieved after the treatment of tinea pedis.
Keywords: Meralgia paresthetica, tinea pedis, ultrasound.

Meralgia paresthetica (MP) is a mononeuropathy
of the lateral femoral cutaneous nerve (LFCN)
resulting in pain, paresthesia, and numbness at the
anterolateral side of the affected thigh.[1] The LFCN
originates from the lumbar plexus and has root
innervation from L2-3. The nerve passes through the
pelvis along the lateral border of the psoas muscle
and, with a wide variation, mostly reaches to the
thigh from near the anterior superior iliac spine
(ASIS) under the inguinal ligament. Associated MP
symptoms may occur with mechanical compression
along the anatomical course of this nerve, most
commonly as it exits pelvis nearby ASIS.[1-3] There
are rare causes as compressive factors like mass,
hematoma, and urinary stone.[4-7] Although a detailed
medical history and physical examination are usually
enough for the diagnosis, ultrasonography (US) and
nerve conduction studies are also useful to identify
the etiological factor and differential diagnosis.[8]
Herein, we report a case of MP caused by inguinal
lymphadenopathy related to tinea pedis infection.

CASE REPORT
A 54-year-old man presented with a three-year
history of pain and tingling sensation on the anterolateral
side of his left thigh. Symptoms were increased while
standing and walking. Pregabalin was started and
gradually increased to 450 mg/day one year ago, and
complaints were reported to decrease. However, for the
last one month, symptoms were aggravated. There was
no sign of chronic disease in his past medical history.
The range of motion of the lumbar and bilateral hip,
muscle strength and deep tendon reflexes of both
lower extremities were found to be normal upon
physical examination. Lateral pelvic compression test
results were positive. The Tinel’s sign around the
ASIS was negative. Erythrocyte sedimentation rate
(ESR) was slightly increased (23 mm/h), whereas other
laboratory test results were found to be within the
normal range. Magnetic resonance imaging of lumbar
and coxa-femoral joints did not reveal other possible
causes of the symptoms. A solid heterogenic lesion
which caused the compression of LFCN was noticed
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pain level decreased from 8 to 3 using the numeric
rating scale (NRS). A pruritic lesion at his left thumb
was noticed during the detailed examination for the
infectious state, and the patient was consulted to
the dermatology department. Combination of oral
and topical anti-fungal therapy was started with the
diagnosis of tinea pedis. One month later, the patient’s
pain level decreased to 1, and ESR was found to be
within normal values (7 mm/h). The reactive lymph
nodes were found to be smaller in ultrasonographic
evaluation. At the third month, tinea pedis infection
was entirely resolved, and the pain level of the patient
was 0. Pregabalin dosage was gradually decreased
and discontinued. The complete response to pain
level remained unchanged at the sixth-month control.
A written informed consent was obtained from the
patient.

DISCUSSION
Figure 1. Longitudinal sonographic image demonstrating the
lateral femoral cutaneous nerve (dashed line circle) and the
inguinal lymphadenopathy (arrows).

during the ultrasonographic examination (Figure 1).
It was painful with sonopalpation. The LFCN was
found to be thickened, compared to the right side
(Figure 2). The patient was consulted to the radiology
department, and the lesion was considered a reactive
lymph node. Ultrasound-guided LFCN block with
1 mL betamethasone and 4 mL 0.5% bupivacaine was
performed, and immediately after the injection, the

In this case report, the etiological factor of MP was
found to be the inguinal reactive lymph nodes related
to tinea pedis infection. After successful therapy of the
fungal infection, swollen lymph nodes were regressed,
while the patient’s need for pain therapy disappeared.
Although rare causes such as mass, hematoma, and
urinary stones were shown to result in MP by mechanical
compression of LFCN,[4-7] it was noteworthy to find out
a distant pathology such as tinea pedis infection as the
initiative factor for MP. To the best of our knowledge,
this is the first report showing the relevance between
inguinal lymphadenopathy and MP in the literature.
The initial approach to the patient was to identify the
pathology and, then, an LFCN block was performed to

Figure 2. Transverse sonographic image demonstrating the lateral femoral cutaneous nerve (dashed line circles)
and the inguinal ligament (arrows).
R: Right; L: Left; ASIS: Anterior superior iliac spine.

Meralgia paresthetica due to inguinal lymphadenopathy

confirm the diagnosis. Ultrasonography had a crucial
role for both purposes. Moreover, US-guided LFCN
block was also an important step for the treatment
of symptoms. Accordingly, US was previously used
to identify the etiology and manage the symptoms
of MP in several cases.[9,10] Ultrasonography-guided
LFCN block using local anesthetics with or without
steroid was found to provide long-term benefits in MP
symptoms.[11,12] Ultrasonography has also advantages
in the visualization of anatomical variations; thus,
it can improve the procedural accuracy for targeting
the LFCN.[13] In this report, the main reason for the
success of the treatment was finding and eliminating
the cause of mechanical compression on the LFCN.
However, it is also known that MP symptoms
may persist even after mechanical compression is
removed. In refractory cases, ultrasonography-guided
radiofrequency ablation of LFCN can be applied.[14-16]
Surgical interventions can also be considered in cases
unresponsive to conservative treatment.[17] There
was no need for radiofrequency ablation or surgical
intervention in this case.
In conclusion, MP symptoms may be caused by
inguinal lymph nodes related to tinea pedis infection
and the entire examination of related body areas has
an important role. In addition, the importance of
US-guidance is revisited and illustrated as a useful tool
for the diagnosis, treatment, and follow-up.
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