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A Rare Presentation of a Compression Fracture or a
Typical Presentation of Lateral Cutaneous Nerve
Entrapment Syndrome: A Diagnostic Error?
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Abstract:

A 78-year-old woman complained of severe pain in the left costal region. Her body mass index was 23.1
kg/m’. Lateral cutaneous nerve entrapment syndrome (LACNES) was the suspected diagnosis because the af-
fected area was 2x2 cm and positive for pinch sign. Seventeen days later, the patient again presented with
complaints of lower back pain accompanied by back pain upon extending the spine. Magnetic resonance im-
aging of the spine showed a fracture of the vertebral body of T11. We herein discuss our errors in the diag-

nostic process and critical tactics for avoiding such errors in the future.

Key words: delayed diagnosis, bone compression fracture, LACNES, ACNES

(Intern Med 61: 1453-1455, 2022)
(DOI: 10.2169/internalmedicine.8256-21)

Introduction

Lateral cutaneous nerve entrapment syndrome (LACNES)
is a variant of the well-established anterior cutaneous nerve
entrapment syndrome (ACNES) and a form of underdiag-
nosed flank pain as proposed by Maatman et al. (1-3). LAC-
NES is a condition that is expected to improve dramatically
with treatment. However, it is not easily diagnosed. We tend
to focus on a few well-known and characteristic physical
findings that will narrow down our options to a single diag-
nosis without considering other causes.

We herein discuss our diagnostic process errors and sev-
eral critical tactics for avoiding such errors in diagnosing
cases with LACNES-like symptoms.

Case Report

The patient was a 78-year-old Japanese woman with an
unremarkable medical history. Four days before her hospital
visit, she experienced a sharp stabbing pain in her left abdo-
men. Two days before her visit, the pain in her left abdomen
became more severe, and she presented to the emergency
room of the university hospital, where she underwent blood

sampling, abdominal computed tomography (CT) (Fig. 1),
and other tests; no abnormal findings were detected. She
was then diagnosed with constipation. However, the pain
worsened, and even slight movement of the trunk caused an
electric shock-like pain on the left side of the abdomen. She
was unable to sleep at night, so she was referred to our de-
partment.

On an examination, the patient generally appeared well.
Her vital signs were notable for a blood pressure of 132/68
mmHg, pulse rate of 72/min, respiratory rate of 18/min, and
oxygen saturation of 98% on room air. She complained of
pain in the left costal region and lower left abdomen; how-
ever, a physical examination of the abdomen showed no ten-
derness or rebound pain.

Upon a further examination of the pain, the patient stated
that the pain was intermittent and intense (numerical rating
scale score, 10/10). Furthermore, bending and rotation of the
trunk induced pain on the left side of the abdomen. A thor-
ough repeat physical examination was performed. No skin
rashes on the trunk, pain in the spinal column, or tenderness
in the spinous processes were noted. However, localized ten-
derness was observed in the left T11 region of the middle
axillary line.

We suspected LACNES because the area was 2x2 cm and
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Figure 1.

A sagittal section of abdominal computed tomogra-

phy was obtained at the time of admission. The height of the
vertebral body of T11 was approximately 20 mm, which was
normal.

positive for Carnett’s sign and pinch sign. We administered
a local injection of 5 mL of 1% xylocaine at the site of
pain. Immediately after the injection, the pain transferred to
the left lateral border of the rectus abdominis muscle in the
T11 region, which the patient had previously described as
completely painless. The region of pain measured 2x2 cm.
Furthermore, the patient experienced significant hyperalge-
sia, such that a light touch with an alcohol swab induced
pain. Since the patient had positive Carnett’s and pinch
signs in the area, the doctor judged the symptoms to be in-
dicative of ACNES, which appeared in the same nerve area
after LACNES. Thus, the patient was treated as per the find-
ing.

Two days later, the tenderness in the left lateral border of
the rectus abdominis muscle flared up again, and 5 mL of
1% xylocaine was administered to the rectus abdominis
sheath by echo guidance. After the injection, abdominal ten-
derness disappeared.

However, seven days after the patient’s hospital visit, the
pain recurred in the same area, with an intensity of 3/10 on
the numerical rating scale. Thus, the patient returned to our
clinic. Because of the characteristic symptoms of ACNES
and LACNES and the fact that the pain was clearly reduced
by a local anesthetic injection in both cases, we determined
her to have had ACNES followed by LACNES. Seventeen
days later, the patient presented to our hospital with com-
plaints of lower back pain accompanied by solid back pain
upon extension of the back. The CT findings at the time of
the first visit showed that the vertebral body height of T11
was approximately 20 mm. However, magnetic resonance
imaging of the spine later revealed a fracture of the vertebral
body of T11 (reduced to 11.7 mm) (Fig. 2). This indicated
that we had missed a compression fracture diagnosis, which
is a crucial differential factor for LACNES and ACNES.

Following the diagnosis of vertebral compression fracture,

Figure 2. Magnetic resonance imaging revealed a short-TI
inversion recovery of lumbar pain when the patient returned to
the hospital. The vertebral body of T11 had collapsed, showing
a high-intensity area, and its height decreased to 11.7 mm.

the patient visited the orthopedic department for two months
and continued conservative treatment.

Discussion

The pathophysiology of this case indicated that a spinal
deformity had induced LACNES and ACNES-like neuropa-
thy. There are two points that must be considered when re-
viewing this misdiagnosed case. The first point is why the
compression fracture was missed. The signs of a compres-
sion fracture, which is a necessary component of the differ-
ential diagnosis for nerve strangulation disorders, such as
ACNES and LACNES, should have been investigated (1-4).
However, the patient had no history of injury. The pain was
described as a sharp and instantaneous electric shock pain,
which is rare. The area of her pain was from the front to the
side of the trunk, which is a relatively rare area for spine
fractures to cause pain (5). A previous study has shown that
most spinal compression fractures are asymptomatic (6). The
absence of a striking pain is relatively common; thus, the
absence of pain and symptoms does not rule out a compres-
sion fracture. CT with a sagittal section of the spine should
have been performed; however, it is challenging to diagnose
early-stage fractures with imaging, and 11% of fractures
may be missed on CT (4). In addition, magnetic resonance
imaging is more useful for detecting not only vertebral frac-
tures but also nerve radiculopathy than CT (7, 8).

The second point is the ambiguity of the diagnostic crite-
ria for LACNES and ACNES. The diagnostic criteria for
LACNES include the following: (i) more than three months’
history of locoregional flank pain, (ii) a fingertip-sized area
of constant tenderness in the flank along the midaxillary
line, with pressure eliciting high-intensity pain, (iii) altered
skin sensations, such as hypoesthesia, hyperesthesia, or al-
tered cold perception in the surrounding area, and (iv) nega-
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tive pinch test results surrounding the tender spot (3). How-
ever, literature on LACNES remains scarce, and the sensitiv-
ity and specificity of these somatic symptoms for LACNES
are uncertain.

In addition, more than 60% of patients with ACNES were
reported to have impaired T11 and T10 (2). The diagnostic
criteria for LACNES and information on the preferred sites
of ACNES have been conveniently used to diagnose ACNES
and LACNES (1-3). Since both the pinch sign and Carnett’s
sign were positive, which have been reported to be present
in about 80% of patients with ACNES, the availability and
confirmation biases strongly influenced the cognitive bias
when forming the diagnosis in the present patient (2, 9).

To avoid such diagnostic errors, we should consider the
ambiguity of the diagnostic criteria for LACNES. The posi-
tive pinch sign strongly suggested that the pain was superfi-
cial, located on the body surface, and was likely neuro-
pathic. However, we should have at least performed an ana-
Iytical diagnosis of the anatomical abnormalities that caused
these findings. For example, a checklist should be used to
consider the differential diagnosis fully, and tactics should
be established for exclusion purposes using appropriate im-
aging studies before the diagnosis of LACNES is
made (9, 10).
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