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Meralgia paraesthetica (Bernhardt-Roth syndrome)

M
eralgia paraesthetica (Bernhardt-Roth syndrome) is a
distinctive condition, more common in men than in
women, characterised by paraesthesiae and often

burning pain over the anterolateral aspect of the thigh.
Impaired or altered sensation is found in the same area, but
there is no motor weakness or wasting and the knee jerk is
preserved, distinguishing it from radiculopathy. Prolonged
standing, or sitting with the thigh extended, may provoke
symptoms because hip extension increases angulation and
tension on the lateral femoral cutaneous nerve (LFCN),
whereas flexion of thigh on the pelvis improves symptoms by
decreasing these forces. The incidence is estimated at 4 per
10 000 person years.1

Martin Bernhardt (1844–1915), a German neuropatholo-
gist first depicted the condition in 1878.2 His second paper3

describes:

‘‘In some there was a connection most probably existing,
more or less severe neuritis at the femoral ring where
the N. cutaneous externus femoris and its branches
pass. Infections- (typhoid fever) or intoxications (lead
poisoning) or with cold (intensive cooling through too
cold Douches) have been proved. … It is interesting, that
in two of my patients (a Smelter and a Smith) the legs
especially, suffer after a sudden chill …‘‘Sensibility to be
proved objective, remained severely restricted in the
distribution zone of the N. cutaneous femoris externus,
… a true anaesthesia existed in no case.’’ (Author’s
translation)

A student of Rudolf Virchow (1821–1902), Bernhardt
worked at Westphal’s clinic at the Berlin Charité as a
neuropathologist until 1882 when he was appointed ‘‘extra-

ordinary physician’’ at the Berlin faculty of medicine. He
served in the army 1870–1871. He retired from his polyclinic
in 1914 and died a year later. (In Virchows Archiv, 1893, he
also described a familial form of spinal progressive scapulo-
humeral muscular atrophy known as Vulpian-Bernhardt
spinal muscular atrophy).

Vladimir Karlovich Roth (1848–1916) was a distinguished
Russian neurologist, who coined the term meralgia paraesthe-
tica in a 24 page booklet.4 He noticed it in cavalrymen, who
wore their belts too tightly, which compressed the emerging
femoral cutaneous nerve. He read Medicine at Moscow,
and from 1877 to 1879 worked in clinics in Paris, Berlin,
and Vienna before leading the neurology unit (1881–90) at
the Staro-Ekaterinska hospital in Moscow. From 1902 Roth
held the chair of Neurological Diseases at the Moscow
University.

Interestingly, Sigmund Freud (1895) reported that he and
one of his sons had this condition.5

The anatomy of the LFCN is variable.6 Compression in the
groin is the common cause. The union of the posterior
branches of the L2 and L3 roots forms the LFCN. It emerges
from the lateral border of the psoas major, and crosses the
Iliacus obliquely, toward the anterior superior iliac spine
(ASIS). It then passes under the inguinal ligament over the
sartorius into the thigh, where it divides into anterior and
posterior branches that pierce the fascia lata. The common
site of compression is between the fascia and the inguinal
ligament. Proximal compression by retroperitoneal haemato-
mata or tumours is rare, but occasional instances follow iliac
bone graft harvesting, pelvic surgery via an ilioinguinal
approach, laparoscopic appendicectomy, femoral artery
catheterization, and hip or lumbar spinal surgery in the
prone position. Entrapment is often caused by clothing that is
too tight,7 or by long distance walking or sports, including
cycling. It may be associated with pregnancy and weight
change.

Electrodiagnostic tests are superfluous. Conservative treat-
ment aimed at removing sources of compression is usually
successful. Neurectomy with excision of a portion of the
LFCN may be needed for intractable symptoms; but it leaves
a permanently numb, though usually painless, area in the
nerve territory.
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Figure 1 Lateral femoral cutaneous nerve (L2-L3) passing under
inguinal ligament to innervate anterolateral skin of thigh.
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