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Fig. 72.3 Nerves of the lower extremity (Image courtesy of Springer)

Fig.	
  1:	
  Anatomy of the Lateral	
  sural
• There is complete heterogeneity of the location of the
cutaneous
nerve	
  (LSCN)
anastomosis in terms of the level of the calf.

Diagnostic Tests (Table 72.4)

Fig.	
  2:	
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Conclusion: The LSCN is a little-‐known and cutaneous
sensory nerve with high anatomic variability.
Mononeuropathy of this nerve should be considered in
pure sensory symptoms at the lateral calf. Due to difficult
diagnosis, entrapment of the LSCN may be more common
than its rare description in literature. Surgical neurolysis
may resolve pain and paraesthesia if conservative
measures have failed.

