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Abstract
Objective: Lower extremities nerves damage is a known 
complication of prostatectomies. Lumbar sympathetic block 
is a well-established treatment for sympathetically-mediat-
ed lower extremity pain. We report a case of bilateral lower 
extremity pain in a femoral distribution that developed after 
a robotic assisted prostatectomy and resolved after a lum-
bar sympathetic block.
Case Report: A 69-year-old male patient presented with bilat-
eral thigh pain one month after an uneventful robotic-assisted 
laparoscopic prostatectomy in the femoral nerve distribution. 
CT scan was unremarkable save for expected postsurgical 
changes. The patient failed conservative treatment. Consider-
ing a possible sympathetically-mediated pain, we performed a 
right lumbar sympathetic block that improved his pain.
Conclusions: A lumbar sympathetic block can be used a 
salvage therapy when conservative management fails.

Materials and Methods

Patient informed consent was obtained for submis-
sion of the case report.

Case Presentation

A 69-year-old male patient with a history of well con-
trolled noninsulin-dependent diabetes presented to 
the pain clinic with unbearable bilateral thigh pain. One 
month prior to presentation he underwent an uncompli-
cated robotic-assisted laparoscopic nerve sparing radical 
prostatectomy with lymph node dissection. Three days 
after an uneventful postoperative course, he developed 
a worsening sharp, shooting pain involving the L1, L2, L3, 
L4 dermatomes, worse on the right side, exacerbated by 
weather changes, associated with allodynia and hyper-
algesia over the affected areas. There was no associated 
motor weakness, swelling, fever, or muscle spasm. CT scan 
of the abdomen and pelvis with and without contrast were 
unremarkable save for expected postsurgical changes.

The patient failed conservative treatment includ-
ing Amitriptyline, Gabapentin, Zonisamide, Duloxetine, 
and Oxycodone. Due to lack of response to neuropathic 
medications and a possibly sympathetically-mediated 
pain, we attempted a right lumbar sympathetic block 
the mid L3 vertebral body. On follow-up, the patient re-
ported 80% pain reduction, with pain reported as 2/10 
which decreased from 8-9/10 pre-injection and an in-
crease in function.

Discussion

Femoral nerve injuries in laparoscopic prostatecto-
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Check for
updates

Introduction

Robotic assisted laparoscopic radical prostatectomy 
is a treatment for organ confined prostate cancer [1]. 
Lower extremities nerves damage is a known compli-
cation of prostatectomies [2]. The rate of this compli-
cation is estimated to be 1.3-1.7% [1,2]. Femoral nerve 
neuropathy is described in open prostatectomies [3] 
and robotic-assisted laparoscopic prostatectomies [1]. 
Most of these neuropathies result in mild self-limited 
peripheral nerve injuries, with resolution usually within 
a few weeks. However, few patients develop prolonged 
severe debilitating pain up to a year. We report a case of 
bilateral lower extremity pain in a femoral distribution 
which developed after a robotic assisted prostatectomy 
and responded favorably to lumbar sympathetic block.

https://doi.org/10.23937/2377-4630/1410070
https://doi.org/10.23937/2377-4630/1410070
http://crossmark.crossref.org/dialog/?doi=10.23937/2377-4630/1410070&domain=pdf


ISSN: 2377-4630DOI: 10.23937/2377-4630/1410070

Farah et al. Int J Anesthetic Anesthesiol 2018, 5:070 • Page 2 of 2 •

tablished treatment for sympathetically-mediated low-
er extremity pain [8]. We suspected that this patient’s 
pain was related to compression or traumatic tissue 
damage involving prostatic visceral afferents and auto-
nomic innervation or an anatomic variant of the lumbar 
sympathetic ganglia.
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mies are reported extensively in the Literature [4]. Risk 
factors for femoral nerve injury include increased sur-
gical time, split-leg positioning, Book walter or self-re-
taining retractor use, compression of the psoas muscle 
or the lateral pelvic wall, high BMI, variant anatomy, 
diabetes, and peripheral vascular disease [4-6]. In the 
lithotomy position, the hip is flexed, abducted, and ex-
ternally rotated leading the femoral nerve to be sharply 
angulated beneath the inguinal ligament, putting it at 
risk [4]. Warner and associates estimated that for each 
hour in the lithotomy position, the risk for motor neu-
ropathy increases 100-fold [7]. This patient has diabe-
tes, a normal BMI, and underwent a surgery of less than 
three hours duration in lithotomy position, without use 
of retractors or muscle/pelvic wall compression. The bi-
lateral presentation of the pain several days after the 
procedure makes direct surgical injury to the femoral 
nerve unlikely. The CT abdomen and pelvis done post-
operatively did not show any hematoma or lymphocele. 
The presentation of pain and allodynia out of propor-
tion to examination, affected by weather changes with-
out sensory or motor deficit suggests that the pain was 
sympathetically mediated; hence the lack of response 
to neuropathic medications. The traditional treatment 
for femoral neuropathy include physical therapy, avoid-
ance of excessive hip abduction and external rotation, 
and knee bracing to prevent buckling of the knee. Neu-
ropathic pain have been used with variable success.

The lumbar sympathetic trunk is situated on the an-
terolateral aspect of lumbar vertebral bodies and cours-
es medially to the psoas muscle, exiting over the sacral 
ala towards the pelvis [8]. Anatomic variations of the 
ganglia located adjacent to the iliac vessels have been 
reported [9]. This surgery involved Para-iliac lymph 
node resection. Lumbar sympathetic block is a well-es-
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