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Abstract

Abstract Objectives Meralgia paresthetica is a very rare sensory mononeuropathy of the lateral femoral cutaneous nerve (LFCN).
The purpose of this study was to evaluate the outcomes and compare the results of ultrasound-guided corticosteroid injection
and ultrasound-guided alcohol neurolysis in the treatment of meralgia paresthetica. Methods We performed a retrospective
clinical study of 26 patients with a diagnosis of marelgia paresthetica with a duration of [?]10 months. The patients were divided
into 2 groups, with the Group 1 receiving ultrasound-guided local corticosteroid injection and Group 2 receiving ultrasound-
guided alcohol neurolysis to the entrapment site of the LFCN. Results The mean age of the patients in Group 1 was 42.2 years
and in Group 2 was 40.8 years. The mean follow-up period of Group 1 was 28.7 months and Group 2 was 28.4 months. At
the end of the follow-up period 9 patients in Group 1 and 10 patients in Group 2 declared full pain relief and improvement in
cutaneous sensitivity. Conclusion Once meralgia paresthetica has persisted corticosteroid injection and alcohol neurolysis are
both effective methods. Although the recurrence rates are higher in corticosteroid injection, both treatment methods decreased
the pain and improved the patients’ satisfaction and long-term curative effect.

EFFECTIVENESS OF ULTRASOUND-GUIDED CORTICOSTEROID INJECTION AND
ALCOHOL NEUROLYSIS IN THE TREATMENT OF MERALGIA PARESTHETICA DUR-
ING A 28-MONTH FOLLOW-UP PERIOD: A RETROSPECTIVE COHORT STUDY

Abstract

Objectives

Meralgia paresthetica is a very rare sensory mononeuropathy of the lateral femoral cutaneous nerve (LFCN).
The purpose of this study was to evaluate the outcomes and compare the results of ultrasound-guided
corticosteroid injection and ultrasound-guided alcohol neurolysis in the treatment of meralgia paresthetica.

Methods

We performed a retrospective clinical study of 26 patients with a diagnosis of marelgia paresthetica with a du-
ration of [?]10 months. The patients were divided into 2 groups, with the Group 1 receiving ultrasound-guided
local corticosteroid injection and Group 2 receiving ultrasound-guided alcohol neurolysis to the entrapment
site of the LFCN.
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Results

The mean age of the patients in Group 1 was 42.2 years and in Group 2 was 40.8 years. The mean follow-up
period of Group 1 was 28.7 months and Group 2 was 28.4 months. At the end of the follow-up period
9 patients in Group 1 and 10 patients in Group 2 declared full pain relief and improvement in cutaneous
sensitivity.

Conclusion

Once meralgia paresthetica has persisted corticosteroid injection and alcohol neurolysis are both effective
methods. Although the recurrence rates are higher in corticosteroid injection, both treatment methods
decreased the pain and improved the patients’ satisfaction and long-term curative effect.

Key words: Meralgia paresthetica; nerve entrapment; ultrasound; alcohol neurolysis; corticosteroid.

INTRODUCTION

Meralgia paresthetica is a well-known but very rare sensory mononeuropathy of the lateral femoral cutaneous
nerve (LFCN) resulting from an entrapment of the LFCN.1,2 Meralgia paresthetica was first described by
Hager in 1885.3 In 1895, Bernhardt reported more extensive report about this neuropathy and two weeks
later Roth published an article emphasizing the term meralgia that comes from the Greek words “meros”
for thigh and “algos” for pain.3 This condition is also known as “Bernhardt-Roth syndrome”.4 Classically
meralgia paresthetica results with dysesthesia or anesthesia in the anterolateral thigh in the distribution of
the LFCN.3 The ligtning pain, burning, coldness, numbness, tingling, muscle achiness, frank anesthesia or
even local hair loss in the anterolateral thigh is typically described by the patients.1

Generally patients get pain relief by conservative treatment methods.3 However, patients who do not get
benefit from conservative treatment local corticosteroid injections, alcohol neurolysis, pulsed radiofrequency
or even surgical decompression may be required.1,5-7

The purpose of this study was to evaluate the outcomes and compare the results of ultrasound-guided
corticosteroid injection and ultrasound-guided alcohol neurolysis in the treatment of meralgia paresthetica.
To the best of our knowledge, this is the first study in the English literature comparing these two treatment
modalities in the treatment of meralgia paresthetica.

2. PATIENTS AND METHODS

2.1 Study desing and participants

We performed a retrospective clinical study of 26 patients with a diagnosis of marelgia paresthetica with a
duration of [?]10 months from August 2012 and April 2017. The patients were divided into 2 groups, with the
Group 1 receiving ultrasound-guided local corticosteroid injection and Group 2 receiving ultrasound-guided
alcohol neurolysis to the entrapment site of the LFCN. The study was designed according to the STROBE
checklist for observational studies and approved by the Institutional Review Board.

2.2 Clinical diagnosis and clinical follow-up

The diagnosis of all the patients in both groups were established by clinical history, physical examination,
electromyographic findings (lateral cutaneous nerve amplitude potential < 10 μV, latency > 3.5 milliseconds,
and normal thigh muscle needle examination findings in electromyography (EMG).8,9 In physical examination
all the patients had disquieting severe pain over the anterolateral thigh in the distribution of LFCN with
some sensory loss. According to the anamnesis of the patients activities such as walking, climbing stairs, and
hip extension aggravated the pain. There was a clear sensory loss of all patients in the sensory examination
in the distribution of LFCN. All the patients had normal motor examination. All cases in both groups were
evaluated according to the inclusion and exclusion criteria (Table 1 and 2). All the patients in both groups
had unilateral symptoms.

2
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All the patients were confirmed by electrodiagnostic studies showing attenuated sensory nerve action potential
(SNAP) amplitudes or reduced sensory nerve conduction velocity (SNCV).10,11 Spinal magnetic resonance
imaging (MRI) was performed to all the patients and there was no sign of lumbar disease in the MRI of all
the patients.

All patients in both groups referred to our clinic due to a failure of at least two of the conservative treatment
methods, such as nonsteroidal anti-inflammatory drugs (NSAIDs), physical therapy, pregabaline, gabapentin,
amitriptyline, looser clothing, and weight loss for 6 months. The patients who did not experience benefit
from these conservative methods at the end of the 6-month follow-up period were indicated for injection. All
patients were informed about the procedure and objectives of the injections as well as possible complications,
and they have signed an informed consent form before the injections.

The pre-treatment assessments in both groups included a complete history, physical examination, and lab-
oratory tests, including complete blood cell and platelet counts, erythrocyte sedimentation rate, C-reactive
protein level, prothrombin time, partial thromboplastin time, blood urea nitrogen, creatinine level, and
electrolyte level analysis.

The pre-treatment and post-treatment collected data in both groups included the patients’ self-assessments
of thigh pain, activity and function level, use of analgesics, EMG evaluation findings, adverse events, and
complication data.

The patients who were allocated to the study were advised to avoid using any other conservative treatment,
such as NSAIDs, physical therapy, pregabaline, gabapentin, amitriptyline. Of the 26 patients, 15 were
assigned to the Group 1 and 11 to the Group 2. The study population included 11 male and 4 female cases
in Group 1 and 10 male and 1 female in Group 2. The demographic data of the subjects are summarized in
Table 3. The severity of pain, before and after injections, during the last 24 hours at rest and during daily
activities at the distribution of LCFN was recorded using a visual analog scale (VAS) score, ranging from
0 to 10, with 0 indicating no pain and 10 indicating severe pain. The degree of numbness, before and after
injections, (none; slight; moderate; and severe) was recorded.12

The patients in both groups received 3 injections once each month with an interval of 30 days between
the sessions. All the injections were performed using real-time ultrasonography (USG) guidance with a
linear array transducer. The USG evaluation was performed by visualization of the LCFN of the affected
thigh and nonaffected thigh for comparison before and after the injections. All USG examinations of the
patients’ symptomatic LFCN and injection procedures were performed by the same radiologist as described
by Tagliafico et al.13 All the patients in both groups were advised to apply local ice to their thigh and to
take 500 mg paracetamol tablets 3 times daily to relieve pain for 3 days in the post-injection period. No
activity or weight-bearing limitation was advised to the patients.

In the last follow-up we drew-up a simple survey for all patients and we asked the patients whether they were
satisfied with the outcome of the injection and if they feel the same pain, do they get the same injection again.
The results of this survey was analyzed according to the etiology of marelgia paresthetica, the duration of
the symptoms, the excess weight of the patients, and the electrodiagnostic findings. The assessment of the
statistical analysis was done by chi-square test.

2.3 Ultrasound technique

The described technical USG approach was adapted from the previous sudies.8,13,14 All USG examinations
and injections of the patients’ were performed by the same radiologist. With the patient in supine position,
the anterior superior iliac spine was palpated as a landmark, and was visualized by a ultrasound transducer
as a hypoechoic structure with posterior acoustic shadowing. The lateral side of the ultrasound transducer
was placed on the anterior superior iliac spine. Then the medial side of the ultrasound transducer extended
medially in an anatomic transverse plane. When the ultrasound transducer was in this position, the medial
side of the ultrasound transducer was slightly angled in a caudal direction. According to Tagliafico et
al., at this position the transducer was parallel to the inguinal ligament.15 Then the radiologist moved

3
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the ultrasound transducer gently in a mediocaudal direction until the echo signature of the LFCN was
determined. LFCN was seen as a typical hypoechoic oval structure. USG can show hypoechoic swellling,
cross-sectional area enlargement, and perineural fibrosis in the entrapment site.14

2.4 Injection technique

Under USG guidance, in Group 1, 2 mL of bupivacaine 5 mg/mL and after 3 minutes 1 mL of betamethasone
40 mg/mL, and in Group 2, 2 mL of bupivacaine 5 mg/mL and after 3 minutes 3 mL of 75% ethanol were
injected into the site of maximal tenderness, around the LCFN at the level where USG showed pathological
alterations of the nerve calibre, by using a 23G needle in sterile conditions (appropriate skin preparation and
disinfection, sterile USG gel and transducer, and patient sterile covering).14

2.5 Statistical analysis

A sample size of 10 patient per group was required to provide 80% power to detect differences at an α level of
0.05 to indicate significance. The results are presented as the means ± standard deviation (SD), number, and
percentage. A normality test was performed before the statistical analysis with t-test. The comparisons were
performed using the chi-square test or Fisher’s exact test for count data (gender, ASA grade, and treatment
level), and the independent-sample t-test for measurement data (age, body mass index). The change in VAS
was analysed by Two-way analysis of variance. The degree of numbness and the satisfaction of patients were
analysed by repeated-measures analysis of variance. p <0.05 was considered statistically significant. SPSS
20.0 was used to perform statistical analysis.

RESULTS

3.1 Demographics and patient clinical features

None of the patients in both groups were lost to follow-up. The groups were similar to each other at baseline
demographics such as gender, age, American Society of Anesthesiologists (ASA) grade, and duration of
symptoms (Table 3). The mean age of the patients in Group 1 was 42.2 ± 8.4 (range: 27-55) years and in
Group 2 was 40.8 ± 7.3 (range: 31-52) years. The mean follow-up period of Group 1 was 28.7 ± 2.6 months
(range: 24-33) and Group 2 was 28.4 ± 2.7 months (range: 24-34). The mean body mass index (BMI) in
Group 1 was 29 ± 2.5 kg/m2 (range: 24.3-32.3) and in Group 2 was 30 ± 3.4 kg/m2 (range: 22.9-34.3).
The mean interval between the onset of pain and admission to the hospital of the patients was 12.4 ± 0.9
(range: 11-14) months in Group 1 and 12.1 ± 1.2 (range: 10-14) in Group 2. The pre-injection mean VAS
score in Group 1 was 7.6 ± 1.05 (range: 6-9), and in Group 2 was 7.5 ± 1.03 (range: 6-9). There were no
significant difference between the gender, age, BMI, ASA scores, duration of symptoms, mean VAS scores,
and follow-up period between the two groups.

At the end of the follow-up period 9 patients in Group 1 and 10 patients in Group 2 declared full pain relief and
improvement in cutaneous sensitivity and they were completely satisfied. At the end of the follow-up period
2 patients in Group 1 and 1 patient in Group 2 declared partial recovery in pain and partial improvement
in cutaneous sensitivity but they were also satisfied with the injection. At the end of the follow-up period 4
patients in Group 1 had partial or full improvement in pain and in cutaneous sensitivity in the post-injection
first year but at the end of the follow-up period they had recurrence of the symptoms. None of the patients
in Group 2 had recurrence of the symptoms at the end of the follow-up period. The mean period until pain
relief and improvement in cutaneous sensitivity was 14.8 ± 1.8 months (range: 12-19) in Group 1 and 14.5 ±
2.0 months (range: 12-18) in Group 2. At the end of the follow-up period the post-injection mean VAS score
in Group 1 was 2.9 ± 2.3 (range: 1-7), and in Group 2 was 1.8 ± 0.7 (range: 1-3). The differences between
the post-injection mean VAS scores of the two groups at the end of the follow-up period was due to the
recurrence of the symptoms of 4 patients in Group 1. All the patients in both groups reported that the degree
of numbness was aggravated with time in the post-injection first week till the post-injection first month, and
the degree of numbness at post-injection first week and first month in Group 2 was greater than the Group
1 (p <0.05). However, none of the patients in both groups complained about the post-injection aggravation
in the degree of numbness. Although the numbness was resolved in all patients in Group 2 at the end of the
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follow-up period, 4 patients in Group 1 reported the recurrence of numbness from the post-injection first
year till the end of the follow-up period. The satisfaction ratio of patients in both groups at 1-week and
1-month after the injection did not significantly differ (p <0.05). However, the satisfaction ratio in Group 2
was greater than Group 1 at the end of the follow-up period (p <0.05).

3.2 Complications

There were some complications after the injections. Three patients in Group 1 had discloration in the skin
after the corticosteroid injection and 1 patient in Group 2 had local hematoma without requiring drainage
at the injection site. The patient with hematoma was treated with 445 mg mucopolysaccharide polysulfate
(chondroitin polysulfate) cream applied over the skin. The discoloration in the skin of 3 patients in Group 1
was recovered in the last follow-up period. The alcohol neurolysis and corticosteroid injection induced severe
pain (flare reaction) when injected in 3 patients in Group 1 and in 3 patients in Group 2. The aggravation
of the pain affected the cooperation and satisfaction of the all patients. However, the aggravation of the
pain in these patients resolved at the post-injection second day and all these patients were satisfied with the
injection at the end of the follow-up period. There were no other complications, such as infection, and local
anesthetic toxicity were recorded.

DISCUSSION

Meralgia paresthetica is usually idiopathic but it can ocur due to trauma, overuse, obesity, pregnancy, tight
fitting clothing, wearing heavily loaded hip belts, pelvic and retroperitoneal tumors, streching of the nerve
due to prolonged leg hyperextension, prolonged standing, leg length discrepancies, scoliosis, periostitis of the
ilium, lower abdominal and pelvic incisions (Pfannenstiel incisions and appendectomies), laparoscopic hernia
repairs, Chiari pelvic osteotomies, and iliac bone graft harvesting.3,16,17

The diagnosis of meralgia paresthetica is based on the clinical findings and the diagnosis can be con-
firmed by nerve conduction studies showing decrease in the amplitude of SNAP with side-to-side amplitude
difference.1,11 In some cases the diagnosis can be confirmed by the LCFN block with local anaesthetic.18In
our patients, there were both of the positive nerve conduction study and positive blocks with local anaesthetic
in both groups.

Meralgia paresthetica can be seen in any age group, especially between the ages of 30 and 65.3 Although
most authors reported a male predominance,3,19,20 only Rosencheck reported an equal distribution between
the genders.21 Whereas, there are some authors reported a female predominance.3,22 In present study, the
age ranges of the patients were between 27 and 55 with a male predominance.

There are no concensus on the treatment of meralgia paresthetica and no clear protocols or guidelines
are reported.23Nonoperative treatment, such as NSAIDs, heat, and physical therapy is usually sucessful.24

Pregabaline, gabapentin, and amitriptyline have been tried for the treatment, although these drugs have
significant adverse effects.16,23 Local anesthetic agent injections with or without perineural corticosteriod
such as triamcinolone, dexamethasone, betamethasone or methylprednisolone have been shown to be effective
in case series.7,23,25,26 In a prospective study there is some evidence of perineural corticosteroid injections,
whereas alcohol neurolysis has a limited evidence.1,5,13 A Cochrane meta-analysis of observational studies
reported that because of the absence of any published randomised controlled trials (RCTs) or quasi-RCTs
the effect of local corticosteroid injections is weak.27

Although many kinds of neurolytic agents are used in the clinics, alcohol is the most widely used agent.28

Dehydrated alcohol is colorless and transparent, and the concentration is greater than 99.5% when used.28

The alcohol provides pain relief in patients by contacting the nerves directly, destroying the nerve structure,
and blocking nerve conduction.29

Alcohol neurolysis of the LFCN has been effective to treat meralgia paresthetica.5 However, there have
been isolated reports of alcohol neurolysis being a safe and effective method in the treatment of meralgia
paresthetica, no large study has evaluated the use of alcohol neurolysis in this context.5,30 Chen et al.
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provided pain relief for recurrent meralgia paresthetica with alcohol neurolysis.5 Hung et al. reported long-
term control of malignant abdominal wall pain with alcohol neurolysis of transversus abdominal plane block.31

Fujita decreased upper abdominal cancer pain of the patients with splanchnic nerve alcohol neurolysis.32 In
this study, all patients had pain relief with alcohol neurolysis as indicated by the reduced VAS scores. This
meant that alcohol was effective in the treatment of marelgia paresthetica.

In this retrospective study, LFCN corticosteroid injection and alcohol neurolysis was successfully implemented
in all patients. The results showed that the alcohol neurolysis decreased the VAS scores in all patients at
the end of the follow-up period and when compared with the corticosteroid injection alcohol neurolysis
much more improved the satisfaction of patients. Haim et al. retrospective study of 79 patients. Twenty-one
patients were treated by conservative treatment. The remaining 58 patients who did not have any benefit
from the conservative treatment were treated by betamethasone injection. Complete relief occured in 22
patients after the first injection, in 12 patients after the second injection, and in 14 patients after the third
injection. However, 10 patients did not have any benefit from the corticosteroid injections.33 Ivins and
Tumber et al. reported pain relief in 50% of their patients after the local anesthetic and methylprednisolone
injection.3,34Elavarasi et al. reported a cohort study of 8 patients treated with triamcinolone injections.
After the 16 months of follow-up 75% patients had complete pain relief and all patients had 50% reduction
in symptoms.23

The curative effect of alcohol can be increased by increasing the alcohol concentration.35 By increase in the
alcohol concentration increases the nerve injury degree.35 In a study, it was emphasized that 99.9% alcohol
was more effective than the 50% and 75% alcohol on the rat sciatic nerves.35We injected 3 mL of 75% ethanol
to our patients and this amount of alcohol was found effective.

Alcohol injection can induce temporary severe pain due to local irritation.35,36 There are two causes of this
effect. First, when the alcohol and local anesthetic agent are both diluted for the injection to the lesion site,
the analgesic effect of the local anesthetic decreases. Second, when the local anesthetic is injected previously,
the diffusion range of alcohol, which is injected as the anesthesia, may be widened.35 Hung et al. got longer
pain relief with high concentration of alcohol in neurolytic transversus abdominal plane block than the low
concentration of alcohol.31

A wide range of incidences of flare reaction 1% to 81% due to corticosteroid injection at different ana-
tomical locations have been reported by various studies.37,38 Hollander has treated 100.000 patients with
corticosteroid injections and reported post-injection inflammatory flare incidence in approximately 1% to
2%. Hollander reported that the flare reaction was related with larger doses of corticosteroid and traumatic
injections.38 The flare reaction after corticosteroid injection was studied in detail by McCarty and Hogan.
They determined that although the corticosteroid injection has an anti-inflammatory effect, the corticoste-
roid crystal acts as a local irritant.39 The flare reaction due to corticosteroid injection usually starts a few
hours later after the injection and resolves spontaneously within 72 hours.40 In our study, the flare reaction
in all patients in both groups resolved in approximately post-injection 24 hours. The post-injection pain is
not because of the inadequate local anesthesia. As in our patients, the LCFN block before the injections
at the lesion site can provide some pain relief in the post-injection period and this can improve patients’
satisfaction. Kim et al. and Akural et al. get partially pain relief in their patients in the post-injection period
of the nerve neurolysis.41,42There was flare reaction in both of our groups and the aggravation of the pain
in these patients resolved at the post-injection second day.

4.1 Limitations

To the best of our knowledge, ours is the first study designed to compare the use of corticosteroid injection
and alcohol neurolysis for the treatment of meralgia paresthetica. However, the present study did have some
limitations. First, we had a small number of patients in both groups, which resulted from the inclusion and
exclusion criteria for our study. The results needed further support by a larger number of patients. Second,
we did not include a placebo control group in our study. Additionally, the ultrasound outcomes were not
evaluated by using a blinded method. Our study is a retrospective study. However, a prospective, randomized,
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placebo-controlled, double-blind study would be an ideal study. Nonetheless, the primary aim of our study
was to compare the two treatment methods, not to show their individual effects. In addition, we did not
assess the changes of the LFCN lesions using pre-treatment and post-treatment ultrasound imaging or MRI.
The distribution of injected corticosteroid or alcohol was not clear because a contrast agent was not used.
Although limited by many factors, the results of our series have shown that there was improvement between
the pre-injection and post-injection mean VAS scores for both groups at the end of the follow-up period.
However, the improvement in mean VAS scores was better in Group 2. The reason of this was due to the
recurrence of the symptoms of 4 patients in Group 1. The increase in activity level of the patients, changes
in lifestyle, weight gain, and changes in clothes could have affected the results. Thus, another important
limitation of our study was the difficulty in controlling for all these changes in 26 patients at the mean 28-
month follow-up period. Therefore, more prospective, randomized, placebo-controlled, double-blind studies
are needed. Finally, a longer follow-up period might reveal more benefits and handicaps of these treatment
methods. The strengths of our study included the mean 28-month comprehensive assessment of the outcomes.
The present study provides valuable information for future treatment trials of meralgia paresthetica.

CONCLUSION

In conclusion, once meralgia paresthetica has persisted corticosteroid injection and alcohol neurolysis are
both effective methods. Although the recurrence rates are higher in corticosteroid injection, both treatment
methods decreased the pain and improved the patients’ satisfaction and long-term curative effect.
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Table 1:Inclusion criteria of the study

1. Age [?]18 years
2. Pain or numbness on anterolateral thigh for [?] 6 months
3. Body mass index < 35 kg/m2

4. American Society of Anesthesiologists (ASA) score grade I to III
5. Visual analog scale score for pain intensity > 5 for participant’s self-assessment of pain
6. No abdominal (gynecological or urological) surgery by Phannenstiel incision, open or laparoscopic

inguinal herniorrhaphy or appendectomies, iliac bone graft harvest, pelvic osteotomies, vascular or
orthopaedic operation to the pelvis, affected hip or affected extremity

7. Failure to respond to treament modalities, including physical therapy, nonsteroidal antiinflammatory
drugs, pregabaline, gabapentin, and amitriptyline

Table 2:Exclusion criteria of the study

1. Pregnancy or lactation
2. Bilateral meralgia paresthetica
3. Body mass index > 35 kg/m2

4. Previous surgery for meralgia paresthetica
5. Communication barriers and uncooperative cases
6. Any previous injection (local analgesic, corticostreoid, platelet-rich plasma, prolotherapy) to the lateral

cutaneous femoral nerve
7. History of epilepsy, type 1 or 2 diabetes or hematologic disease
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8. Previous pelvis, hip or femur fracture
9. Arthritis of the pelvis, hip or knee

10. History of gout arthritis
11. History of systemic inflammatory autoimmune or peripheral vascular disease, such as deep venous

thrombosis or bleeding disorders
12. Effusion around the injection site
13. History of lumbar disease (lumbar disc herniation, lumbar spinal stenosis, spondylolisthesis, spondylo-

sis, spondyloarthritis) in magnetic resonance imaging
14. History of tendinopathy of the hip or pelvis
15. Pelvic or femoral bone tumor or cyst
16. Pelvic and retroperitoneal tumors
17. History of lumbar radiculopathy or piriformis syndrome
18. Leg length discrepancies
19. Scoliosis
20. Osteomyelitis or periostitis of the pelvis and affected extremity
21. Systemic infection
22. Tuberculosis infection
23. Joint, bone or skin infection in the affected extremity or pelvis
24. Trochanteric bursitis
25. Complex regional pain syndrome
26. Cardiac, liver or renal failure
27. Cardiac pacemaker
28. Abnormal erythrocyte sedimentation rate or C-reactive protein level
29. Known sensitivity or allergic reaction to bupivacaine
30. History of pelvis, hip or femur injury after meralgia paresthetica treatment had started through the

36-month follow-up point

Variable Group 1 Group 2

Gender (n) Male Female 11 4 9 2
Affected extremity Right Left 10 5 6 5
Age (y) Mean Range 42.2 ± 9.0 27 - 55 40.8 ± 7.38 31 - 52
BMI (kg/m2) Mean Range 29.0 ± 2.2 24.3 – 32.3 30.0 ± 3.3 22.9 – 34.3
Symptom duration (mo) Mean Range 12.4 ± 1.1 11 - 14 12.1 ± 1.4 10 - 14
Follow-up period (mo) Mean Range 28.7 ± 2.6 24 – 33 28.4 ± 3.1 24 - 34
American Society of Anesthesiologists (ASA) score (n) Grade I Grade II 9 6 7 4

Table 3: Demographic patient data
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