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Meralgia Paresthetica Caused by Surgery in the Park-Bench Position
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Objective: Meralgia paresthetica (MP) is an entrapment neuropathy of the lateral femoral cutaneous
nerve (LFCN). We report a rare case of MP after microvascular decompression (MVD) surgery in the
park-bench position in a patient with hemifacial spasm.

Case: The patient was a nondiabetic 46-year-old woman (height: 155 cm, weight: 42 kg) who consumed
alcohol infrequently. After a first MVD for right hemifacial spasm, the symptom recurred and she un-
derwent a second MVD procedure in the park-bench position, after which hemifacial spasm resolved.
However, she reported right anterolateral thigh pain and dysesthesia without motor weakness. The pain
was limited to the LFCN area, and a pelvic compression test elicited a positive Tinel-like sign. Our pre-
liminary diagnosis was MP. Because conservative therapy was ineffective, she underwent LFCN block 9
months after the second MVD procedure. Her pain improved dramatically and we made a definitive di-
agnosis of MP. There has been no recurrence after 30 months of observation, although she reported per-
sistent mild dysesthesia in the LFCN area.

Conclusion: MP is a rare complication after MVD surgery in the park-bench position. LFCN block can

resolve symptoms and hasten diagnosis. (J] Nippon Med Sch 2022; 89: 355-357)
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Introduction

Meralgia paresthetica (MP) is an entrapment neuropathy
of the lateral femoral cutaneous nerve (LFCN) that is idi-
opathic, iatrogenic, or caused by external compression.
MP due to direct injury in the surgical field during iliac
bone graft harvest', anterior-approach hip arthroplasty’,
and laparoscopic appendectomy’ has been reported, as
has MP related to prone surgical position"®. Other stud-
ies” have reported MP in patients undergoing proce-
dures in the beach-chair position and in those undergo-
ing shoulder surgery in the lateral decubitus position.

Patients are placed in the park-bench position when
the lateral suboccipital approach is used for microvascu-
lar decompression (MVD), tumor removal, and cerebral
vascular surgery. Complications elicited by treatments the
park-bench position have been reported, e.g., complica-

tions in the face and neck area (massive macroglossia’

and brachial plexopathy with massive neck swelling")
and around the shoulders and trunk (long thoracic nerve
injury", position-related pressure ulcers”, and axillary ar-
tery compression”). We describe a rare MP complication
in a patient with hemifacial spasm who had undergone
MVD in the park-bench position.

Case Report
The patient was a nondiabetic 46-year-old woman
(height: 155 cm, weight: 42 kg) who consumed alcohol in-
frequently. She consented to the submission of this case
report for publication. She underwent a first MVD for
right hemifacial spasm at age 35 years. Her symptom
soon recurred and she subsequently received Botox treat-
ment, which also failed to control her hemifacial spasm.
Therefore, she underwent a second MVD procedure in

our department and was placed in the park-bench posi-
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tion with her left side up. The duration of surgery was 4
hours and 53 minutes.

Her hemifacial spasm completely resolved after sur-
gery. However, she experienced right anterolateral thigh
pain (7 of 10 on a numerical rating scale [NRS]) and
dysesthesia without motor weakness, which were not
present preoperatively. Lumbar magnetic resonance im-
aging did not reveal what elicited the symptoms limited
to the LFCN area. We noted a Tinel-like sign where the
right LFCN penetrated the inguinal ligament. The result
of a pelvic compression test was positive. Thus, the pre-
liminary diagnosis was MP.

We advised removal of items exerting external com-
pression and prescribed pregabalin, vitamin B12, and
neurotropin. She underwent LFCN block 9 months after
the second MVD procedure. LFCN block was adminis-
tered at the bedside, without fluoroscopic guidance, with
the patient in supine position. We delivered the blocking
agent (5 mL of 1% lidocaine) at the entrapment point, the
area positive for the Tinel-like sign, i.e., the inguinal liga-
ment located about 2 cm medial and 2 cm caudal to the
anterior superior iliac spine. After LFCN blockage, the
NRS value decreased from 6 to 2, and our final diagnosis
was MP. Her dysesthesia in the LFCN area worsened
slightly after nerve blockage but was controlled by re-
administration of neurotropin (NRS: 3). There has been
no recurrence of pain during the subsequent 30 months

of observation.

Discussion

The LFCN, a pure sensory nerve running from the first
to the third lumbar nerve roots, penetrates between the
inguinal ligament and sartorius muscle near the superior
anterior iliac spine. Entrapment in this area is not rare "
and can be idiopathic, iatrogenic, or due to external com-
pression. Although MP due to patient positioning during
surgery has been reported””, the role of park-bench posi-
tion has not been adequately investigated.

LFCN compression around the superior anterior iliac
spine, the site of LFCN penetration, has been reported™”,
and anatomical LFCN variations resulting in MP have
been documented™™. Gartsman® found that, during re-
pair of lesions of the rotator cuff in the lateral position,
compression elicited entrapment of the LFCN contralat-
eral to the surgical site. The mechanism(s) involved in
lateral position and park-bench position may differ. Un-
like the lateral position, park-bench position requires ro-
tation of the body, and the pubic fixture device may exert

pressure on the surgical side.
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Fig. 1A Relationship between the lateral femoral cutane-
ous nerve (LFCN) and the fixture device, with
the patient in park-bench position. Note fixture-
induced meralgia paresthetica upon LFCN com-
pression where the nerve penetrates the inguinal
ligament (IL).

Fig. 1B On the basis of the present experience, in the fu-
ture we will place the fixture device as shown
here to avoid compressing the LFCN.

In park-bench position, the rotation force applied is
stronger when the patient is in prone position than in lat-
eral position. Although placing the fixture device in the
pubic area may prevent rotation of the core-our patient
was short and slender-the fixture device reached the
LFCN and we thus cannot exclude the possibility of
compression on the inside of the superior anterior iliac
spine. This may explain why we encountered this rare
MP complication (Fig. 1A). On the basis of this experi-
ence, in the future we will place the fixture device as
shown in Figure 1B.

MP is diagnosed on the basis of clinical symptoms and
the effect of nerve blocks®”. Symptoms are limited to the
area affected by the LFCN (the anterolateral thigh); mo-
tor weakness is absent. The Tinel-like sign and pelvic
compression sign are diagnostically useful”. Treatment
options are removal of external items exerting compres-
sion, medication, LFCN block, and LFCN neurolysis™ ™.
LFCN blocks were effective in 96-100% of patients; 20%

reported improvement after a second block™”. Our pa-
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tient’s symptoms were consistent with MP and positive

for the Tinel and compression tests; however, she initially
refused LFCN blocking that would have led to a defini-

tive diagnosis. Because conservative treatment was inef-

fective, she ultimately consented to LFCN blockage,

which hastens diagnosis and is an effective, less invasive

treatment for pain due to MP.

Conclusion

MP is a rare complication after MVD surgery in the park-

bench position. LFCN block yields a definitive early di-

agnosis.
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