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In the childhood game of tag, no-one wants to be “IT”. But in
the case of lateral thigh numbness and pain presenting to the
EMG laboratory, discrete differentials compete for the diagnosis.
Much more common than lateral femoral cutaneous neuropathy
is Iliotibial band syndrome (ITBS) and its counterpart, greater
trochanteric pain syndrome (GTPS). They may be missed in the
electromyography (EMG) laboratory, and they represent impor-
tant musculoskeletal (MSK) mimics for meralgia paresthetica.
While there is no evidence of a clinical or electrodiagnostic
connection between ITBS/GTPS and meralgia paresthetica,
potential confusion between the two and the marked differences
in treatment highlight the importance of making the correct
diagnosis.

The IT band is a taut fibrous band that is a continuation of the
tensor fascia latae (TFL) and attaches to the hip abductors and
vastus lateralis.1 Distally, it spans to the lateral border of the
patella and onto Gerdy’s tubercle.1 It assists with hip abduction
and is an antagonist with TFL for controlling hip adduction
during gait.1 It slides over the lateral femoral condyle at 30° of
knee flexion and when taut causes friction and irritation.1 TFL
and hip abductor dysfunction are associated with ITBS.1

Simons et al. described radiating patterns of pain and par-
esthesias of TFL trigger points that extend over the lateral thigh,
overlapping with the lateral femoral cutaneous nerve (LFCN)
territory.2 While the mechanism is unclear, there is an increasing
understanding that myofascial pain can cause paresthesia and
dysesthesia, thus mimicking a true neurogenic pain generator.3

While meralgia paresthetica can present distinctly from ITBS,
it may co-exist with other causes of lateral thigh pain and
paresthesia, including ITBS.4

The IT band also overlies the greater trochanter, which has
discrete bursae that serve to cushion tendinous attachments.5

Inflammation of the greater trochanteric area elicits pain and often
burning, extending along the length of the lateral thigh with
highest concentration at the greater trochanter5 mimicking the
geographic pattern of meralgia paresthetica. GTPS is most
commonly a result of tension and/or friction provided by the
IT band.5

The intricate relationship of ITBS and GTPS should not
be separated clinically as they form a “chicken and the egg”
scenario. Recent surface EMG data suggest that runners with IT
band injury have increased TFL activity after running 3 min and

increased knee adduction after running 30 min.6 These findings
demonstrate TFL dysfunction and eventual fatigue. This is the
catalyst for strain, myofascial soreness and altered kinematics that
set the stage for ITBS and GTPS, where trigger point radiation
and GTPS pain radiation mimic the pattern of meralgia paresthe-
tica. In non-runners, persons have become more sedentary with
fewer lateral movement activities to build hip abductor strength
stacked against trends of increasing body mass. Other increas-
ingly common entities like patellofemoral osteoarthritis have
been shown to be associated with smaller hip abductor volumes,7

correlated with relative weakness and increased likelihood of
ITBS and GTPS from dysfunction.

The prevalence of unilateral GTPS in women is 15% and 6.6%
in men, which is far more common than meralgia paresthetica
whose incidence rate is 4.3/10,000 person year7,8. At the Sunny-
brook Hospital EMG laboratory, we reviewed 1550 records from
patients one of the authors (LR) saw over the last 3 years. Of
these, 17 patient reports considered “meralgia paresthetica”
during the evaluation for lateral thigh pain and/or paresthesias.
Only 3/17 of these cases had electrodiagnostically confirmed
meralgia paresthetica which has limited diagnostic utility due to
LFCN’s varied anatomic course.9 Eight out of seventeen were
given a clinical diagnosis of meralgia paresthetica which is the
“gold” standard due to technical limitations of LFCN studies.
Importantly, only 1/17 was given a diagnosis of GTPS and also
represented the only case where simple MSK tests for GTPS and
ITBS were conducted. It is possible, given population data, that
a few of the “clinical meralgia paresthetica cases” represented
missed diagnosis of the more prevalent GTPS and ITBS. As
such, in cases of clinical meralgia paresthetica, it is necessary
to also test for GTPS and ITBS which may be missed and
contribute to the patient’s presentation as an alternate or con-
current diagnosis.

As such, while in the EMG laboratory, the focus is on the
peripheral nervous system, there are many surrounding soft
tissue structures that can masquerade as neurogenic pain and
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more common clinical entities such as ITBS and GTPS may be
the culprits. When assessing patients with lateral thigh paresthesias,
it is paramount to palpate for greater trochanteric tenderness,
perform modified Thomas test for hip flexor tightness, as well as
Ober’s and Noble’s tests to confront the IT band’s tautness.1,10

These tests are especially important when sensory examination
disturbance is not well demarcated to the exact LFCN distribution,
which would remain persistent and well circumscribed in
meralgia paresthetica. These tests also do not exclude meralgia
paresthetica as a concurrent diagnosis, but aid in diagnosing
ITBS/GTPS to help tailor treatment for symptom relief.

Treatment of ITBS and GTPS includes stretching and
strengthening the hip abductors, working on optimal kinematics,
and treatment of contributory myofascial pain.1,5 Topical
ice, anti-inflammatories, and corticosteroid injection are some
interventions that can aid in the rehabilitative process.10 This
contrasts with meralgia paresthetica treatment which involves
removing restricting clothing, weight loss, nerve blocks, and
possible surgical neurolysis. Hence, identifying the correct or
even concurrent diagnoses is important for patient outcome.

In summary, when treating patients with lateral thigh pain and
paresthesias, diagnoses other than meralgia paresthetica must also
be evaluated. The most common musculoskeletal cause for
discomfort in this area is IT band syndrome and associated
GTPS. Musculoskeletal examination of these structures may
improve their detection in the EMG laboratory, leading to more
targeted treatment. Common things being common, Mr Occam
might be happier with letting the IT band be “it”.
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