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Figure 463e-3 Sensory distribution of peripheral nerves commonly affected by entrapment neuropathies. A. Radial nerve. B. Ulnar
nerve. C. Peroneal nerve. D. Femoral nerve. E. Lateral femoral cutaneous nerve.
PROXIMAL FEMORAL NEUROPATHY
Lesions of the proximal femoral nerve are relatively uncommon but
may present dramatically with weakness of hip flexion, quadriceps
atrophy, weakness of knee extension (often manifesting with legbuckling falls), and an absent patellar reflex. Adduction of the thigh is
spared as these muscles are supplied by the obturator nerve, thereby
distinguishing a femoral neuropathy from a more proximal lumbosacral plexus lesion. The sensory loss found is in the distribution of the
femoral nerve sensory branches including the anterior part of the thigh
(Fig. 463e-3D). Compressive lesions from retroperitoneal hematomas
or masses are common, and a CT of the pelvis should be obtained in all
cases of femoral neuropathy to exclude these conditions. Bleeding into
the pelvis resulting in hematoma can occur spontaneously, following
trauma, or after intrapelvic surgeries such as renal transplantation. In
intoxicated or comatose patients, stretch injuries to the femoral nerve
are seen following prolonged, extreme hip flexion or extension. Rarely,
attempts at femoral vein or arterial puncture can be complicated by
injury to this nerve.
LATERAL FEMORAL CUTANEOUS NERVE
The symptoms of lateral femoral cutaneous nerve entrapment, commonly known as “meralgia paresthetica,” include sensory loss, pain,
and dysesthesia in part of the area supplied by the nerve (Fig. 463e-3E).
There is no motor component to the nerve, and therefore weakness is

not a part of this syndrome. Symptoms often are worsened by standing
or walking. Compression of the nerve occurs where it enters the leg
near the inguinal ligament, usually in the setting of tight-fitting belts,
pants, corsets, or recent weight gain, including that of pregnancy. The
differential diagnosis of these symptoms includes hip problems such as
trochanteric bursitis.
OBSTETRIC NEUROPATHIES
Pregnancy and delivery place women at special risk for a variety of
nerve injuries. Radiculopathy due to a herniated lumbar disc is not
common during pregnancy, but compressive injuries of the lumbosacral plexus do occur secondary to either the fetal head passing through
the pelvis or the use of forceps during delivery. These plexus injuries
are more frequent with cephalopelvic disproportion and often present
with a painless unilateral foot drop which must be distinguished from
a peroneal neuropathy caused by pressure on the nerve while in lithotomy position during delivery. Other compressive mononeuropathies
of pregnancy include meralgia paresthetica, carpal tunnel syndrome,
femoral neuropathy when the thigh is abducted severely in an effort
to facilitate delivery of the fetal shoulder, and isolated obturator neuropathy during lithotomy positioning. The latter presents with medial
thigh pain that may be accompanied by weakness of thigh adduction.
There is also a clear association between pregnancy and an increased
frequency of idiopathic facial palsy (Bell’s palsy).
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