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The lumbar plexus is a collection of nerves, and it originates from the anterior 
rami of the T12–L5 laterally to the intervertebral foramina. It gives off 6 peripheral 
nerves, and in the available literature there are a lot of descriptions of each nerve 
and its possible morphological variations. In some cases, the occurrence of acces-
sory nerve or absence of whole nerve is observed. In other cases, morphological 
variations regarding the origin, course, or division into more branches are also 
noticed. Such variations may be associated with some clinical aspects. Under-
standing the anatomical variations of the lumbar plexus’s nerves is essential for 
procedures involving the lower abdomen, regional anaesthesia, and managing 
nerve entrapment syndromes. 
The main aim of this review is to present condensed information on the lumbar 
plexus based on the available literature. A further aim is to compare the classi-
fication systems and the results of previous studies in adults and foetuses. This 
manuscript also includes information on the most common clinical implications 
associated with anatomical variations of the individual nerves of the lumbar plexus. 
(Folia Morphol 2025; 84, 1: 1–21)
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INTRODUCTION
The lumbar plexus (LP) is a collection of nerves, 

and it originates from the anterior rami of the T12–L5 
laterally to the intervertebral foramina. The LP exists 
bilaterally and allows nerves to combine with different 
levels. The LP gives off 6 peripheral nerves, and 4 of 
them are passing posterior to the psoas major mus-
cle (PM) and next laterally to it. This group includes 

the iliohypogastric nerve (IHN), the ilioinguinal nerve 
(INN), the lateral cutaneous femoral nerve (LFCN), 
and the femoral nerve (FN) (Fig. 1). There is also the 
genitofemoral nerve (GFN), which courses on the an-
terior surface of the PM and is divided into 2 branches 
(the genital and the femoral branch), and the obtu-
rator nerve (ON), emerging from the PM’s medial 
border, near edge of the pelvic inlet [15, 50].
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Based on the results of available studies, nerves 
of LP are characterised by different morphological 
variations. For example, the cutaneous branch of the 
IHN may be absent, and in such instances its function 
might be taken over by the GFN [6, 61]. On the other 
hand, the same nerve may give off some accessory 
communicating branches to the subcostal nerve, INN, 
FFN, or LFCN [38]. Another variation is an absence of 
the INN, and when the nerve is completely absent, 
its distribution might be taken over by the genital 
branch of the GFN, and the IHN might supply its 
territory [44]. The INN might also be replaced by the 
femoral branches of the GFN [6]. In addition to vari-
ants characterised by the absence of whole nerve or 
the presence of additional structure, morphological 
variations regarding the origin, course, or division 
into more branches were also observed. For example, 
the ON in most cases originates from the L2–L4 nerve 
roots. However, there are also other variants like ON 
formed by L1–L4, L2–L5, L3–L4, or L3–L5 [49]. 

It is worth mentioning that anatomical variations 
may be associated with some clinical aspects. Un-
derstanding the anatomical variations of the LP’s 
nerves is essential for procedures involving the lower 
abdomen, regional anaesthesia, and managing nerve 
entrapment syndromes, as well as during graft har-
vesting. For example, the LFCN may leave the pelvis in 
different ways. In most cases the LFCN travels medially 
to the anterior superior iliac spine (ASIS), but in some 
cases it is located laterally. Such a position increases 
the risk of iatrogenic injury during bone graft har-
vesting. Such a procedure is performed commonly 
in reconstructive orthopaedic surgery [86].

The main aim of this review is to present con-
densed information on LP based on the available 
literature. A further aim is to compare the classifi-
cation systems and the results of previous studies 
in both adults and foetuses. This manuscript also 
includes information on the most common clinical 
implications associated with anatomical variations 

of the individual nerves of the LP. 

EMBRYOLOGY
Around the third week of pregnancy, the lumbar 

spine starts developing. This process is initiated by 
the notochord, which secretes growth factors. These 
factors encourage the ectoderm to transform into 
a neuroectoderm. Neurons are created from neuro-
blasts derived from neural precursor cell [71].

Additionally, the paraxial mesoderm divides into 
pairs of somites on either side of the neural tube by 
the end of the third week. A dermomyotome and 
a sclerotome develop from each somite. At this stage, 
each myotome is attached to a single spinal nerve, 
and the myotomes responsible for the creation of 
limb muscles migrate in the direction of the limb 
buds [71].

The sclerotome divides into cranial and caudal cell 
clusters. Neural tube neurons enter these clusters and 
innervate particular dermatomes and myotomes. The 
cranially placed clusters of the adjacent sclerotome 
fuse with the caudally located cell clusters to form the 
vertebral body. The interverbal disc forms in between 
each cluster of cells. The vertebral arch is formed 
when sclerotome cells travel around the neural tube 
and fuse dorsally at the same time [71].

The main reason for the anatomical variations of 
the nerves from the LP seems to be notable differenc-

es in their formation and in the migratory routes [71].

ILIOHYPOGASTRIC NERVE
Classical anatomical description  
and innervation range

According to the classical textbook definition, 
the IHN arises from the ventral ramus of the L1 spinal 
nerve root of the LP, along with the INN [15, 50, 79]. 
The IHN emerges from the upper lateral border of 
the PM and passes inferolaterally, posterior to the 
lower pole of the kidneys, and in front of the quad-
ratus lumborum muscle (QL) [15, 50, 79]. While the 
IHN runs to the anterior abdominal wall, it pierces 
the transversus abdominis muscle (TA) posteriorly, 
just above the iliac crest, and continues anteriorly 
between the TA and the internal abdominal oblique 
muscle (IA) [15, 50, 79]. When the IHN passes be-
tween the TA and IA, it divides into 2 branches: a lat-
eral cutaneous branch (that pierces both the IA and 
external abdominal oblique muscle [EA] superior to 
the iliac crest and supplies posterolateral aspects of 
the gluteal skin) and an anterior cutaneous branch 
(that continues anteriorly between the IA and TA, 
innervates them, pierces the IA medially to the ASIS, 
and passes through the EA above the superficial 
inguinal ring to supply the skin superior to the pubic 
area) [15, 50, 79] (Fig. 1). 

In scientific literature, terminating branches of 
the IHN may be described slightly differently. The ter-
minal branches may be introduced as an abdominal 
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and a genital branch, which arise while the IHN is 
positioned between the TA and IA. In the positions 
described in the literature it is also mentioned that, 
at the lateral summit of the iliac crest, the IHN gives 
off its only collateral branch, a lateral cutaneous 
branch, which is distributed in the skin of the poste-
rior gluteal region [16, 46]. The abdominal (muscu-
lar) branch travels along the lateral abdominal wall, 
positioned between the TA and IA. As it approaches 
the outer opening of the inguinal canal, it penetrates 
the IA and continues its path between the IA and EA, 
eventually reaching the rectus abdominis muscle’s 
sheath. Behind the rectus abdominis muscle, the 
abdominal branch splits into lateral and medial cu-
taneous branches, which provide sensory innervation 
to the suprapubic area. Along its route between the 
abdominal muscles, the abdominal branch of the 
IHN forms connections with abdominal branches 
from both the INN and subcostal nerves, emitting 
several branches that innervate the lower part of the 
lateral abdominal muscles [72, 83]. The genital (sen-
sory) branch of the IHN accompanies the abdominal 
branch, traveling between the TA and IA. At the level 
of the ASIS, it pierces the IA and runs parallel to and 
above the inguinal ligament. In the inguinal region, 

this branch continues along the aponeurosis of the 
EA, situated anterior to the IA. Approximately 2–4 cm 
above the subcutaneous opening of the inguinal ca-
nal, the genital branch becomes subcutaneous and 
provides sensory innervation to the skin of the pubic 
area [72, 83].

The iliohypogastric nerve has both sensory and 
motor functions. As mentioned, the nerve supplies 
sensory fibres to the EA, IA, and TA [15, 50, 79]. The 
IHN also supplies the suprapubic region’s skin and  
the gluteal region’s posterolateral aspect [15, 50, 79]. 
As for its motor function, the IHN also supplies motor 
fibres to the TA and IA [15, 50, 79]. Moreover, the IHN 
also innervates the conjoint tendon formed from the 
common aponeurosis of the TA and IA [15, 50, 79].

Morphological variation 

In cadaveric studies, the reported absence of the 
IHN ranges from 0 to 34.35% [45], and the cutane-
ous branch of the IHN is absent in 10% of cases [42]. 
In such instances, its function might be taken over 
by the GFN [6, 61]. 

The origin of the IHN varies greatly. It typically arises 
from the L1 nerve root, sometimes with additional 
input from T12 [24, 31, 61]. In some cases, the IHN may 
originate solely from T12 or receive a contribution from 
T11 [6, 45]. The IHN may originate together with the 
INN and subcostal nerve via a common trunk [6, 45].

When it comes to the IHN variation, the nerve 
may produce accessory communicating branches to 
the subcostal nerve, INN, GFN, or to the LFCN [38]. 
In the case of a common trunk between the IHN 
and subcostal nerves, they may separate around the 
TA origin or between the TA and IA [43].

Regarding the IHN branching pattern, 2 types may 
be distinguished regarding the relationship between 
the IHN and INN: Type I — where the IHN emerges 
from the outer border of the PM, united with the 
common trunk with the INN, and Type II — classical 
type — where the IHN and INN emerge from the PM 
border separately [45]. The prevalence of both those 
types varies greatly between studies. For example, 
Moreno-Egea [52] reported Type II in 78% of cases, 
whereas Geh et al. [23] found Type II in 47% of cas-
es (Tab. 1).

However, Klaassen et al. [38] also proposed a clas-
sification of the IHN spinal nerve origin and distin-
guished 4 types (Fig. 2, Tab. 2).

During the IHN course, the position of the nerve 
on the anterior surface of the QL shows little to no 

Figure 1. Schematic presentation of nerves arising from the lumbar 
plexus. FN — femoral nerve; GFN — genitofemoral nerve; IHN — 
iliohypogastric nerve; INN — ilioinguinal nerve; LFCN — lateral 
femoral cutaneous nerve; ON — obturator nerve.
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variability. Further, the IHN enters the abdominal wall, 
by penetrating the TA aponeurosis, above the iliac 
crest and lateral from the ASIS. The mean distance 
from the penetration of the TA to the ASIS varies 
greatly. Klaassen et al. [38] reported 2.8 ± 1.3 (range: 
1.1–5.5) medial, 1.4 ± 1.2 (range: 0.6–5.1) inferior, 
based on examination of 200 specimens; Whiteside et 
al. [93] reported 2.1 ± 1.8 (range: –1.6 to 5.0) medial, 
0.9 ± 2.8 (range: –5.4 to 5.5) inferior, based on 13 
specimen; and Reinpold et al. [68] reported 6.9 ± 3.1 
(range: 2.0–12.3) dorsal, based on 56 specimen. 

The IHN consistently lies above the supracos-
tal plane, maintaining an average distance of 
4 cm [22, 88]. Within the lateral intermuscular space, 
it travels alongside the INN for a distance of 5.6 
to 9.0 cm (average: 7.2 ± 3 cm). This pathway con-
sistently runs 2 cm below the ASIS [45].

When it comes to the relationship between the IHN 
and the inguinal canal, the mean distance between 

those structures was measured as 2.7 cm. Wijsmuller 
et al. [94] demonstrated that in 89% of cases, the IHN 
penetrated the IA at an average distance of 2.4 cm 
above the internal ring. However, in 11% of cases, 
the nerve pierced the IA approximately midway and 
above the spermatic cord [94].

Salama et al. [72] reported that the genital branch 
of the IHN was absent in 12% of cases. When present, 
it typically terminates at the deep surface of the fascia 

Table 1. Variation of the iliohypogastric nerve branching patterns (based on Manolakos et al. [45]).

Study (year) Number of IHN and INN studied Type I [%] Type II [%]

Moreno-Egea (2021) [52] 100 22 78

Reinpold et al. (2015) [68] 60 18 82

Geh et al. (2015) [23] 43 53 47

Gandhi et al. (2013) [22] 60 11.7 88.3

Klaassen et al. (2011) [38] 200 20 80

Ndiaye et al. (2010) [55, 56] 100 14 86

Rahn et al. (2010) [67] 36 50 50

Anloague and Huijbregts (2009) [5] 38 5.8 94.2

Peschaud et al. (2006) [62] 40 7.5 92.5

Mandelkow and Loeweneck (1988) [43] 42 30 70

Papadopoulos and Katritsis (1981) [58] 348 46.83 53.17

IHN — iliohypogastric nerve; INN — the ilioinguinal nerve.

Table 2. Classification of the iliohypogastric nerve proposed 
by Klaassen et al. [38].

Type Description Prevalence [%]

I Origin from the T12 7

II Origin from T12 and L1 conjointly 14

III Origin from the L1 10

IV Origin from T11 and T12 6

Figure 2. Schematic presentation of the iliohypogastric nerve origin proposed by Klaassen et al. [38]. IHN — iliohypogastric nerve;  
INN — ilioinguinal nerve; TYPE I — IHN origin from the T12; TYPE II — IHN origin from T12 and L1 conjointly.

TYPE II TYPE IVTYPE IIITYPE I
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of the EA and then splits into 2 branches. In 95% of 
cases, the superior terminal (pubic) branch exits the 
inguinal canal through a separate opening, distinct 
from the superficial orifice, to innervate the pubic 
region. In the remaining 5% of cases, the inferior 
terminal branch exits either through the superficial 
orifice or a small, separate opening, providing senso-
ry innervation to the femoral and scrotal regions [72]. 
Furthermore, in 60% of cases, the distal portions of 
the IHN and INN merge, forming a single genital 
branch [1, 51, 72]. According to Klaassen et al. [38], 
the mean distance of the termination of the IHN is 
4 ± 1.3 cm (range: 2.0–12.6 cm) lateral; accord-
ing to Whiteside et al. [93] 3.7 ± 2.7 cm (range: 
1.0–10.6 cm) lateral; and according to Rahn et al. [67] 
3.8 cm (range: 1.3–5.7 cm) lateral to the midline.

Clinical significance

Understanding the anatomical variations of the 
IHN is essential for procedures involving the lower 
abdomen, regional anaesthesia, and managing nerve 
entrapment syndromes. The branches of the IHN 
have a significant relationship with surgical tech-
niques performed in the lower abdominal region. 
Cardosi et al. [14] conducted a study on postoperative 
neuropathies after major pelvic surgeries such as 
radial hysterectomy, pelvic lymphadenectomy, lat-
eral extended endopelvic resection, and total pelvic 
exenteration. The study identified 24 postoperative 
neuropathies, 5 of which regarded either the IHN or 
INN. According to Mandelkow and Loeweneck [43], 
IHN damage is probable during the pararectal inci-
sion, lower medial incision, and especially during the 
oblique lumbar incision. Injury to the IHN can lead 
to paresis of the abdominal muscles and a loss of 
sensation along the iliac crest and in the area above 
the pubic symphysis. As previously described, the IHN 
presents significant anatomical variability; therefore, 
to avoid postoperative complications, knowledge of 
its variation remains crucial. 

Additionally, it is important to highlight that the 
IHN/INN block, an effective and easy-to-perform 
analgesia procedure during various inguinal surgical 
procedures, has a 10–25% failure rate [73]. A lack 
of understanding of the anatomy and anatomical 
variations of the described nerves causes such high 
value. Van Schoor et al. [73] performed a cadaver-
ic study on 25 infant and neonatal cadavers and 
proposed an insertion point closer to the ASIS, 
approximately 2.5 mm (range: 1.0–4.9) from the 

ASIS on a line drawn between the ipsilateral ASIS 
and the umbilicus.

ILIOINGUINAL NERVE
Classical anatomical description  
and innervation range

 The INN is a continuation of the anterior ramus of 
the spinal nerve L1. Upon its origin, it passes posterior 
to the PM and emerges to the anterior surface of the 
QL. Therefore, the INN continues downwards oblique-
ly, across the QL surface, passing also over the anterior 
surface of the IM. At the iliac crest level, the INN pierc-
es the TA. After that, the nerve passes through the 
IA and enters the inguinal canal, where it is located 
superficially to the spermatic cord. The INN exits the 
inguinal canal through the superficial inguinal ring 
and gives off its terminal branches: anterior scrotal 
or anterior labial nerves that supply the skin in the 
genital region [50, 79] (Fig. 1).

When it comes to the structures innervated by the 
INN, during its course over the posterior abdominal 
wall, the INN gives off multiple motor branches that 
supply the TA and IA. The INN’s terminal branches, 
the anterior labial or scrotal nerves, innervate the skin 
of the anterior 1/3 of the labium major and the root 
of the clitoris in females, and the skin of the anterior 
1/3 of the scrotum and the root of the penis in males. 
Also, the INN innervates the skin of the proximal 
medial thigh [50, 79].

Morphological variation

In cadaveric studies, the reported absence of the 
INN ranges from 0 to 35% [44]. When the nerve is 
completely absent, its distribution might be taken 
over by the genital branch of the GFN, and the IHN 
might supply its territory. The INN might also be re-
placed by the femoral branches of the GFN [6]. 

When it comes to the INN origin, it presents sig-
nificant variability. It is known that the INN is mostly 
derived from the L1, with occasional contribution 
from T12 to L2. According to the meta-analysis per-
formed by Manolakos et al. [44], the INN rises solely 
from L1 with reported rates of 65–100%, from L1–L2 
with reported rates of 0–22.5%, and from T12–L1 with 
reported rates of 0–14%. It is important to note that 
sometimes the INN might derive from L2 and L3 roots. 
Based on the INN’s origin, Klaassen et al. [38] pre-
pared the classification of the INN (Fig. 3, Tab. 3).

When it comes to the branching patterns of the 
INN, they are analogous to the IHN. Two types were 
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± 1.18 cm medially. Between the TA and the EA, the 
INN follows a common course with the IHN at a mean 
distance 7.2 ± 3 cm (range 5.6–9 cm). This course 
was always 2 cm below the ASIS [62].

Regarding the relationship between the INN and 
inguinal canal, in a more recent study on this subject, 
Ndiaye et al. [55] observed that the INN emerged from 
the IA at an average distance of 1 ± 0.8 cm from the 
inguinal ligament, with this distance being less than 
2 cm in 34% of cases. In 50% of the cases, the nerve 
followed a course parallel to the inguinal ligament. 
In 28.72% of cases, the INN initially ran parallel to 
the ligament but gradually converged with it before 
reaching the outer orifice of the inguinal canal. In 
a subsequent study, Ndiaye et al. also found that the 
INN was located posterior to the inguinal ligament 
in 18% of cases, formed a common trunk with the 
IHN in 14% of cases, and appeared as a single trunk 
in half of the cases [55, 56]. 

Mandelkow and Loeweneck [43] reported that after 
a short course in the inguinal canal, the INN runs me-
dially to the spermatic cord at the superficial inguinal 
ring. In 10% of the specimens, it passes lateral to the 
spermatic cord or the round ligament. In the rest of 
the cases (18%), the INN perforates the deep fascia of 
the EA 1–2 cm above the superficial inguinal ring [43]. 

Ndiaye et al. [55] reported that in 78.7% of cas-
es, the INN travels in front of the spermatic cord 
towards the superficial inguinal ring. In 2.12% of 
cases, the nerve prematurely perforates the fascia 
without connecting to the spermatic cord. However, 
the anatomy commonly described in textbooks is 
only found in 60% of specimens [44]. Mandelkow 
and Loeweneck [43] observed that in 72% of cases, 
the INN passes medially to the spermatic cord. The 

distinguished: Type I — where the INN emerges from 
the outer border of the PM united with a common 
trunk with the IHN; and Type II — most common — 
where the INN emerges from the PM as a separate 
structure (Tab. 1).

During the INN course, the position of the nerve 
on the anterior surface of the QL shows little to no 
variability. Similarly, to the IHN, the topographical 
variability of the INN increases from the dorsal to the 
ventral side. The nerve’s position concerning the pos-
terior superior iliac spine varies significantly. As noted 
by Reinpold et al. [68], in approximately 50% of cases, 
the nerve is located up to 5.0 cm laterally and up to 
1.6 cm medially from the posterior superior iliac spine. 
As reported by Moreno-Egea [52], the INN typically 
passes through the TA approximately 1.2 cm cranial 
and medial to the posterior superior iliac spine.

During its course, the INN lies 5–6 mm deep to the 
TA fascia, exits the retroperitoneal space, and enters 
the abdominal wall [44]. The mean distance of TA 
penetration to the ASIS varies between studies. Rahn 
et al. [67] reported 2.5 cm (range 1.1–5.1) medially 
2.4 cm (range 0–5.3) inferior, Pescaud et al. [62] re-
ported 2.8 ± 1.2 cm (range 2.5–3.2) medially, Avsar et 
al. [62] reported 4.84 cm (3–6.4) (right) 3.37 cm (2–5) 
(left), and Mandelkow and Loeweneck [43] — 3.08 ± 

Figure 3. Classification of the ilioinguinal nerve by Klaassen et al. [38]. IHN — iliohypogastric nerve; INN — ilioinguinal nerve;  
TYPE I — INN origin from the L1; TYPE II — INN origin from T12 and L1 conjointly; TYPE III — INN origin from the L1 and L2;  
TYPE IV — IHN origin from L2 and L3.

Table 3. Classification of the ilioinguinal nerve  
by Klaassen et al. [38].

Type Description Prevalence [%]

I Origin from L1 65

II Origin from T12 and L1 14

III Origin from L1 and L2 11

IV Origin from L2 and L3 10

TYPE II TYPE IVTYPE IIITYPE I
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nerve may also traverse through or lie posterior to 
the cremaster muscle. Occasionally, the fibres of the 
INN are so fine that they are difficult to detect [44].

When it comes to the termination of the INN, 
Akita et al. [1] reported that 90.7% of INN supplied 
sensory distribution to the pubic symphysis, the an-
terior surface of the scrotum in men, the labia majora 
in women, and the superomedial area of the thigh. 
However, in 13% of these cases, the GN also contrib-
uted to the innervation. Mandelkow and Loeweneck 
[43] found an additional GN contribution in 18% 
of cases, and interestingly, Ndiaye et al. found the 
classical innervation type only in 2.12%. 

Ndiaye et al. [55, 56] analysed the terminal dis-
tribution of the INN. They found that in 50% of cas-
es, the INN formed a single trunk, terminating in 
the scrotal region (85.1%), pubic region (8.5%), or 
femoral region (6.4%). In the remaining half of the 
specimens, the nerve split prematurely in the inguinal 
region into collateral and terminal branches, which 
were distributed to the scrotal, pubic, or femoral 
areas [55, 56]. Overall, 16 different patterns of INN 
division were documented [44]. Most of them origi-
nated above the superficial inguinal ring, in 31.6% of 
cases the terminal and collateral branches perforated 
the EA aponeurosis, and in 5.4% anastomosis with 
the branches of the IHN was found [55].

Interestingly, in an older study, Salema et al. [72] 
found the terminal division in 88% of cases, the sep-
aration was the rule and the upper pubic branch in 
95% of cases, and a lower branch distributed to the 
femoral or scrotal regions. 

As noted earlier, the genital branches of the INN 
and IHN can either remain separate or merge to form 
a common trunk. In 60% of instances, the distal 
segments of these two nerves join to create a single 
genital branch [1, 51, 72]. Genital branches are of-
ten (12%) absent; however, when they are present 
they terminate at the deep surface of the fascia of 
the EA. Occasionally, the anterior branch of the IHN 
is replaced by the INN just before its exit from the 
superficial inguinal ring [44].

Clinical significance

Like the IHN, the morphological variations of the 
INN are significant when it comes to lower abdomen 
operations, regional anaesthesia, and nerve entrap-
ment syndromes [44]. The INN, just like the IHN, 
might be destroyed during radial hysterectomy, pel-
vic lymphadenectomy, lateral extended endopelvic 

resection, or total pelvic exenteration. The reported 
INN injury after Pfannenstiel incision is 3.2%, and the 
reported incidence of INN entrapment after laparo-
scopic hernia repairs is 1.1% [41, 80]. INN injury might 
manifest itself as the absence of cremaster reflex or 
lancinating and burping pain in the anterior scrotum 
or labia major [44]. 

As previously mentioned, the reported IHN/INN 
blockade failure is estimated as 10–25% [73]. Knowl-
edge of morphological variation of INN and IHN is 
crucial to preventing postoperative nerve injuries and 
the formation of painful neuromas, which may result 
after needle misposition. 

It is also important to highlight that the reported 
absence of the INN varies from 0 to 35%, and when 
the INN is absent, the GN’s genital branch might con-
tribute to the innervation. Such a possibility is impor-
tant to remember when the INN is not found under 
the EA aponeurosis, and therefore special attention 
is required during the approach of the cremaster 
muscles and the dissection of the herniated sac [44].

Additionally, possible inter-nervous connections, 
anastomoses between nerves, variation of the posi-
tion of the origin, and whether the nerve originates 
as a single structure or together with the IHN may 
result in sensory overlap or provoke chronic sponta-
neous neuropathies and failures and complications 
regarding their blockades. The intricate branching 
patterns of the INN can alter the clinical presentation 
of its lesions, potentially expanding the area affected 
by neuralgia and affecting the precision of nerve 
blocks [38, 44].

LATERAL FEMORAL CUTANEOUS NERVE
Classical anatomical description  
and innervation range

The lateral femoral cutaneous nerve (LFCN) origi-
nates from the dorsal branches of the L2 and L3 ventral 
rami. The nerve emerges from the lateral edge of the 
PM and travels diagonally across the IM and runs 
downwards to the ASIS. This is where the LFCN inner-
vates the parietal peritoneum. The left LFCN passes 
behind the lower section of the descending colon 
and the right LFCN courses posterolaterally relative 
to the caecum. Both nerves pass behind or pierce the 
inguinal ligament, then pass alongside or anterior to 
the sartorius muscle into the thigh and divide into 
anterior and posterior branches (Fig. 1) [50, 79].

The anterior branch becomes superficial below 
the ASIS and provides innervation to the skin of the 
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anterior and lateral sides of the thigh. This innerva-
tion extends to the knee level and at its termination 
forms connections with the anterior division of the 
FN and the infrapatellar branch of the saphenous 
nerve. All the described branches combine to form 
the infrapatellar plexus [50, 79].

The posterior branch penetrates the fascia lata 
superior to the position of the anterior branch and 
splits to provide innervation to the skin of the lat-
eral side of the thigh. Posterior branch innervation 
extends from the greater trochanter to the middle 
of the thigh. Moreover, the posterior branch might 
also supply sensation to the skin of the gluteal region 
[50, 79].

Morphological variation

Lateral femoral cutaneous nerve; variation was 
examined on many levels in adults [27, 95] and foe-
tuses [20, 30, 69]. Studies have been conducted on 
its origin, ways of exiting the pelvis, the number of 
its main trunks and branches, the angle between the 
nerve and the IM, and the placement of the LFCN in 
relation to other structures, as well as the geograph-
ical background and the distance between the LFCN 
and ASIS [95]. 

Haładaj et al. [27] investigated variation of LFCN 
origin. According to the authors, the LFCN arises 
most commonly from L2 and L3 — such a pattern was 
observed in 58.75% of cases. The authors observed 
that when the LFCN originated from both L2 and L3, 
one of these origins dominated, mostly the L2 root. 
In 15% of cases, the authors observed an origin from 
either L1 or L2. In 11.25% LFCN originated solely from 
the L2, and in 7.5% the nerve originated from the 
FN. Haładaj et al. [27] found the LFCN to be absent 
in 7.5% of cases.

As previously mentioned, variation of the LFCN 
concerning the location at which the nerve leaves the 
pelvis was also examined. Murata et al. [54] provided 
information about the position of the LFCN and how 
it is related to the ASIS. Moreover, the point at which 
the nerve decussates over the iliac crest, or whether it 
travels under the inguinal ligament without crossing 
the iliac crest, was considered. The authors distin-
guished 4 types (Tab. 4) [54].

Murata et al. [54] proposed a second classification 
based on where the LFCN intersects the IM. They 
identified 2 types: in Type 1, the nerve crosses the IM 
5 cm behind the ASIS. Type 2 was further divided, with 

8.9% of cases crossing within 3 cm of the iliac crest, 
and in Type 2’, the crossing occurs more than 3 cm 
from the iliac crest in 91.1% of cases [54].

Aszmann et al. [9] studied the course of the LFCN 
in relation to the soft tissues and bony landmarks as it 
left the pelvis, and they distinguished 5 types (Tab. 5).

The distance between the ASIS and LFCN was 
measured by Kosiyatrakul et al. [39]. According 
to the authors, the LFCN passed medially to the 
ASIS in 58.3% of the cases, at the ASIS level in 
22.9% of cases, and lateral to the ASIS in 18.8% of 
cases. In this study, the LFCN was mainly situated 
2.1–3.9 cm beneath the crest and 2–5 cm lateral 
to the ASIS. In the study by Surucu et al. [82] the 
LFCN was located 1.52 cm medially to the ASIS, 
and Mischkowski et al. [48] presented similar re-
sults. Interestingly, Hospodar et al. [29], on the 
other hand, found the LFCN passing only medial 
to the ASIS. Lee et al. [40] provided quantitative 

Table 5. Types of exit of the lateral femoral cutaneous nerve 
from the pelvis and their incidence by Aszmann et al. [9].

Type The point of exit from the pelvis Prevalence 
[%]

A Posterior to the ASIS, across the iliac crest 4

B Anterior to the ASIS, superficial to the 
origin of the sartorius muscle and within 
the substance of the IL

27

C Medial to the ASIS, ensheathed in the tendinous 
emergence of the sartorius muscle

23

D Medial to the emergence of the sartorius muscle, 
in the interval between the sartorius muscle and 
the fascia of the iliopsoas muscle, deep to the IL

26

E The most medial, embedded in the loose 
connective tissue deep to the IL, overlying the 
thin fascia of the iliopsoas muscle, assisting 
the femoral branch of the genitofemoral nerve

20

ASIS — anterior superior iliac spine; IL — inguinal ligament.

Table 4. Types of lateral femoral cutaneous nerve concerning 
its relationship to the anterior superior iliac crest, suggested  
by Murata et al. [54].

Type Relationship with the anterior superior 
iliac crest

Prevalence 
[%]

A More than 2 cm to the ASIS 2

B Within 2 cm from the ASIS 10.8

C At the ASIS level 28.7

D Under the IL, anterior to the ASIS 58.5

ASIS — anterior superior iliac spine; IL — inguinal ligament.
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data about distances from the ASIS, the lateral 
margin of the FA, and the lateral tip of the pubic 
tubercle. In 90.3% of cases the LFCN passed under 
the IL medially to the tip of the ASIS and laterally 
to the FA, the distance from the LFCN to the medial 
tip of the ASIS ranged from 4.3 to 40.2 mm (mean 
8.89 mm), the medial tip of the ASIS was 55.4 mm 
from the lateral margin of the FA, and the lateral tip 
of the pubic tubercle was 57.5 mm away from it. 
In 80.6% of cases the LFCN was found within 2 cm 
of the medial tip of the ASIS, and in 10% of cases 
the LFCN was lateral to the ASIS [40].

The variability in the branching pattern of the 
LFCN was studied by several authors, who focused 
on the number of branches and their percentage 
incidence (Tab. 6).

The angle between the LFCN and the inguinal 
ligament was also examined. Grothaus et al. [26] 
investigated the LFCN as it branched into 3 rami and 
measured their angles. The range for the first branch 
was from 20 to 90 degrees, for the second branch 
from 30 to 90 degrees, and for the third from 60 to 
90 degrees. For all the branches, the average value 
was around 61–70 degrees.

Lee et al. [40] also studied the angle between the 
IL and the LFCN as the nerve enters the femoral region 
of the thigh. The value ranged from 68.08 to 111.08 
degrees (mean 83.38 degrees). 

Grothaus et al. [26] also studied the relationship 
between the LFCN and the sartorius muscle. The au-
thors measured the distance from the ASIS to where 
the LFCN crosses the sartorius muscle measured along 
the inguinal ligament. The average distance from the 
ASIS to where the nerve intersected the lateral edge 
of the sartorius muscle was 12 mm, with a range of 
1 to 36 mm. The branches crossed the lateral border 
of the sartorius muscle at distances varying from 2.2 
to 11.3 cm below the ASIS. Specifically, the mean 

distances for the first, second, and third branches 
were 54 mm, 60 mm, and 63 mm below the ASIS, 
respectively [26].

Clinical significance 

Morphological variations of the LFCN are of great 
clinical significance. Aszmann et al. [9] stated that in 
59% of cases, the LFCN was covered by an aponeurot-
ic expansion of the sartorius muscle. However, there 
are also suggestions that the nerve has its own canal 
that isolates it from the sartorius muscle, musculus 
tensor fasciae latae, and other more superficial layers. 
Since the LFCN canal was described recently, clinicians 
should maintain additional awareness, because not 
only the nerve may have a different course, but also 
a different branching pattern, and therefore it might 
be easier to injure it, especially during procedures 
of the sartorius muscle or treatment of an inguinal 
hernia [9]. 

It is important to highlight that LFCN variability 
may interfere with hip arthroplasty. According to 
reports, 81% of patients suffer from neuropraxia in 
the region innervated by the LFCN after hip arthro-
plasty using an anterior approach — a method used 
to decrease the chance of dislocation [13, 25]. To 
prevent a loss of sensation in the femoral region of 
the thigh, the precise location of the LFCN should 
be known [57]. 

Another procedure that may cause iatrogenic 
injury of the LFCN is a revisional total hip arthroplasty 
(THA) using the direct anterior approach (DAA) [84]. 
Different types of incisions used during this proce-
dure might cause nerve palsy, which would mani-
fest itself as a sensation of numbness, severe pain, 
or burning sensation in the anterior region of the 
thigh [84]. 

It is also important to highlight that ASIS is used 
as a bony landmark to measure different possible 

Table 6. Percentage occurrences of numbers of branches documented in the literature based on Włudyka et al. [95].

Studies Number of examined 
specimen

Number of branches and their prevalence

1 2 3 4

Sürücü et al. (1997) [82] 44 11.4% 84% 2.3% 2.3%

Dias Filho et al. (2003) [17] 52 – 66% 34% –

Doklamyai et al. (2008) [19] 85 75.3% 21.2% 2.3% 1.2%

Ropars et al. (2009) [70] 34 – 94.1% 5.9% –

Zhang et al. (2010) [98] 20 – 100% – –
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placements of the ways the LFCN may leave the 
pelvis. Even though in most cases the LFCN travels 
medially to the ASIS, in some cases it is located 
laterally [86]. Such a position increases the risk of 
iatrogenic injury during bone graft harvesting. Such 
a procedure is performed commonly in reconstruc-
tive orthopaedic surgery [18]. When preparing for 
this procedure, it is essential to consider the different 
paths of the LFCN to avoid iatrogenic injury, which 
could potentially lead to meralgia paraesthetica [95].

GENITOFEMORAL NERVE
Classical anatomical description  
and innervation range

The GFN is a nerve that arises from the L1 and L2 
nerve roots (Fig. 1). It courses on the anterior surface 
of the PM and is divided into 2 branches: the genital 
and the femoral. The genital branch goes downward 
on the PM’s surface and then enters the deep inguinal 
ring and goes into the inguinal canal. This branch 
is responsible for motor innervation of the cremas-
ter muscle (in men), causing muscle contraction in 
response to touch on the medial part of the thigh 
— this is the cremasteric reflex. The genital branch 
also provides sensory innervation of the scrotal skin 
(in men), mons pubis, and labia majora (in women). 
In turn, the femoral branch courses beneath the in-
guinal ligament and it goes in the lateral muscular 
compartment sensory innervating the superior part 
of the anterior and medial skin of the thigh [1–3].

Morphological variation

Variations of this nerve seems to be common. 
Anloague and Huijbregts [5] carried out a study the re-
sults of which show that the GFN was morphologically 
variable in 47.1% of studied cases. The most common 
variation was a high division into femoral and genital 
parts, without penetrating the PM, and this muscle 
was located between the femoral and genital branches 
(26.5% of studied cases). The second variant (20.6%) 
was represented by division into the femoral and 
genital branches, but this division was located at the 
upper part of the PM (not in the middle of this muscle, 
as in the standard anatomical variant) [5].

Sim and Webb [75] also observed anatomical vari-
ations in the GFN. In 8% of studied LP, the GFN divided 
into terminal branches before emerging from the PM. 
During this study, the level of GFN’s emergence from 
the PM was also assessed, and it turned out that the 

most common level was L3 (48%) and L3–L4 (18%). 
Other levels of emergence were L4 (15%), L2–L3 (7%), 
and L4–L5 (3%). Moreover, in most cases (91%), the 
GFN was created by L1 and L2 nerve roots. Only in 9% 
was it formed by a single L1 nerve root [75]. Yasar et 
al. [97]carried out a study among human foetuses, 
and the results were similar. In most cases (90%), 
the GFN’s origin was standard (L1–L2); however, there 
were also cases when the GFN originated only from 
the L2 spinal nerve (10%). 

In the study carried out by Benes et al. [11], the 
GFN’s exit from the PM was standard only in 50% 
of cases. In 48.1% the GFN left this muscle already 
divided into 2 branches: the femoral and genital. An 
interesting but very rare variation (0.4%) is a femoral 
branch of the GFN arising from a common trunk with 
the INN nerve. Another rare variation is the femoral 
branch arising from the LFCN (0.4%). In some cases, 
the GFN’s femoral branch may also arise from the FN 
(1.2%) (Tab. 7, Fig. 4).

Iwanaga et al. [32] also checked the GFN’s course. 
In most cases (75%) this structure was standard and 
had a common trunk. In 25% there was no common 
trunk, and the GFN had 2 separate branches: medial 
(genital) and lateral (femoral). Each of them had the 
appropriate number of its own branches; the medial 
branch gave off from 1 to 3 branches, and the lateral 
branch, from 1 to 4 branches. The most common 
number of own branches from the medial and lateral 
branch was 1–2, which occurred in 75% of all cases. 
In 33.3%, 1 or 2 branches (from either the medial 
or lateral branch) terminated as femoral or genital 
branches. In 4.2%, one branch from the medial (gen-
ital) branch terminated as a femoral branch, and one 

Table 7. Proportions of the individual variations 
of the genitofemoral nerve [11]. 

Type Right Left Total

Standard 48.2% 52.1% 50%

Exiting the PM as two  
separate branches

49.6% 46.2% 48.1%

Origin of the femoral branch 
from the FN

2% 0.8% 1.2%

Origin of the femoral branch 
from the LFCN

0% 0.8% 0.4%

Origin of the femoral branch 
from the INN

0.7% 0% 0.4%

FN — femoral nerve; INN — the ilioinguinal nerve; LFCN — the lateral cutaneous 
femoral nerve; PM — psoas major muscle.
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branch from the lateral (femoral) branch terminated 
as a genital branch. It was termed partial reversed 
type. Another variation (4.2%) was characterised 
by a medial branch ending as a femoral branch,  
not a genital branch, and the lateral branch ended 
as a genital, not femoral branch, and this type was 
called complete-reversed type. In 4.2% there was no 
genital branch (the medial terminated as the femoral 
branch). In 4.2% there was no femoral branch (the 
lateral branch terminated as the genital one) [32].

Geh et al. [23] created a classification system 
of GFN’s variations (Fig. 5). The Type 1 branching 
pattern was the most common, occurring in 50% of 
specimens and characterised by division into femoral 
and genital branches after exiting the PM. Type II was 
represented by a single GFN without splitting into 
a genital and femoral branch; it occurred in 30% of 
studied specimens. The rarest type (20%) was Type 3, 
in which the GFN emerged from the PM as 2 or more 
branches. The point of emergence was also assessed 
and divided into 3 categories. In the first one (10%), 
the proximal nerve emergence occurred when it was 
located superior to the L2 transverse process. The 
most common was the middle one (70%), which was 
when the GFN emerged between the L2 transverse 
process and iliac crest, while the distal one (20%) 
was when the nerve emergence was inferior to the 
iliac crest (Tab. 8).

In another study [66] the branching patterns of 
the GFN and INN were assessed, and a new classifi-
cation system was created. Four types of cutaneous 
branching patterns were identified. Type A, the most 

common type (43.7%), was characterised by GFN’s 
domination in the scrotal/labial and the ventromedial 
thigh region, and the INN was not responsible for sen-
sory innervation of these regions. In turn, in Type B,  
which was observed in 28.1% of studied cases, the 
dominant nerve was the INN, and the GFN was not 
responsible for sensory innervation, but it shares 
a branch with the 10INN and gave off branches to 
the cremaster muscle in the inguinal canal. The GFN 
was a dominant nerve in Type C (20.3%); however, 
unlike Type A, the INN represented sensory inner-
vation to the mons pubis and inguinal crease, and 
the anteroproximal part of the penis or labia majora 
roots. In Type D (7.8%), cutaneous branches emerged 
from both the GFN and the INN, and the INN was also 
responsible for innervation to the mons pubis and 
inguinal crease, and the anteroproximal part of the 
penis or labia majora roots. What is interesting, the 
type of cutaneous branching pattern was bilaterally 
symmetric in 40.6% [66].

Wijsmuller et al. [94] studied the course of the 
genital branch of the GFN and its relationship with the 
inguinal canal. It transpired that in most cases (94%) 
the genital branch passed downward laterocaudally 
to the inguinal canal, through the deep inguinal 
ring. Only 6% of studied cases were represented by 
GFN’s genital branch coursing through the inguinal 
canal a few millimetres caudal to the deep inguinal 
ring [94]. 

In another study [68] the relationship of the 
GFN and INN and IHN were assessed. It was shown 
that in 100% of cases, both the femoral and genital 

Figure 4. Variations of the genitofemoral nerve anatomy based on study carried out by Benes et al. [11]. FB — femoral branch of the 
genitofemoral nerve; FN — femoral nerve; GB — genital branch of the genitofemoral nerve; GFN — genitofemoral nerve; LFCN — 
lateral femoral cutaneous nerve; TYPE A — usual appearance of the genitofemoral nerve; TYPE B — femoral and genital branches of 
the genitofemoral nerve exiting the psoas major muscle separately; TYPE C — origin of the femoral branch of the genitofemoral nerve 
from a common trunk with the lateral femoral cutaneous nerve; TYPE D — origin of the femoral branch of the genitofemoral nerve from 
the femoral nerve.

A B C D
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branches of the GFN were located medial to the 
INN and IHN.

Clinical significance

Knowledge about the GFN’s anatomy and possi-
ble anatomical variations is important, for example, 
for inguinal region invasive procedures like open 
inguinal hernia repair or laparoscopic inguinal hernia 
repair. This nerve may be suffer iatrogenic damage 
from other surgical procedures like caesarean section, 
appendectomy, lymph node biopsy, vasectomy, and 
hysterectomy [71].

Alfieri et al. [3] confirmed that the risk of chronic 
inguinal pain (as a result of post-surgery neuropathy) 
increased with the increasing number of GFN branch-
es undetected before surgery. However, the misdi-
agnosis of genitofemoral neuralgia as ilioinguinal 
neuropathy also occurs. So, to avoid such situations, 
selective nerve block may be used, and when the INN 
nerve block causes relief of the patient’s symptoms, 
it means that the diagnosis is ilioinguinal neuralgia. 

In the other hand, when the symptoms are not re-
lieved, it means that the GFN is the main reason for 
the chronic pain [81].

As mentioned above, the GFN may vary in its 
division into the genital and femoral branches. 
Sometimes additional branches from these struc-
tures are observed. The GFN may be formed by 
different nerve roots, and its relationship with the 
PM and iliacus muscle may also be variable. High 
morphological variability is the reason that, in some 
cases, the invasive procedures may have side effects 
such as nerve damage. Knowledge about the stand-
ard course of the GFN and its possible anatomical 
variations may decrease the number of side effects 
or prevent the duration of operation from being 
extended.

FEMORAL NERVE
Classical anatomical description  
and innervation range

The FN is the largest nerve of the LP. It arises 
from the dorsal divisions of the ventral rami of the 
L2–L4 nerve roots (Fig. 1). It courses laterally to the 
lateral border of the PM and goes downward to 
the muscular space located under the inguinal liga-
ment. Then it enters the femoral triangle, coursing 
lateral to the femoral artery. Then the FN separates 
into anterior and posterior divisions (separated by 
the lateral femoral circumflex artery). The FN has  
4 major branches: cutaneous, muscular, vascular (to 
the femoral artery and its branches), and articular 
(to the hip and knee joints). Cutaneous branches are 

Figure 5. Classification system of the genitofemoral nerve created by Geh et al. [23]. FB — femoral branch of the genitofemoral nerve;  
GB — genital branch of the genitofemoral nerve; GFN — genitofemoral nerve; TYPE I — division into femoral and genital branches 
after exiting the psoas major muscle; TYPE II — a single genitofemoral nerve without splitting into genital and femoral branch;  
TYPE III — the genitofemoral nerve emerged from the psoas major muscle as 2 or more branches.

Table 8. Frequency (%) of GFN variations classified  
by Geh et al. [23].

GFN exit point
Type

Total
Type 1 Type 2 Type 3

Proximal 7.5% 0% 2.5% 10

Middle 40% 22.5% 7.5% 70

Distal 2.5% 7.5% 10% 20

Total 50% 30% 20% 100%

GFN — the genitofemoral nerve.

TYPE I TYPE II TYPE III
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responsible for innervation of the anterior and medial 
part of the thigh skin. Among cutaneous branches, 
the intermediate femoral cutaneous nerve, medial 
femoral cutaneous nerve (from anterior division), and 
saphenous nerve (from posterior division) should be 
mentioned. Muscular branches are responsible for 
innervation of the pectineus muscle (before division 
to the anterior and posterior parts of the FN), sarto-
rius muscle (anterior division), and rectus femoris, 
vastus medialis, vastus literalism vastus intermedius, 

and articular genus muscle (posterior division) [1–3].

Morphological variation

The course of the FN is not always the same. 
Sometimes this nerve is characterised by some mor-
phological variations. The nerve might be divided into 
numerous slips by additional muscular components 
of the iliopsoas muscle complex [63–65]. In a study 
carried out by Anloague and Huijbregts [5] the FN 
was found to vary in 35.3% of studied cases. In all 
variations, the FN bifurcated into 2 or 3 branches, 
and the PM passed between these slips. In one spec-
imen, there was an additional connection between 
the medial and lateral slips. In another case, the FN 
bifurcated also into medial and lateral segments, 
but the lateral segment coursed posterior to the PM, 
exited along the lateral border, and then rejoined 
the medial segment, without an additional structure 
connecting these 2 structures [5].

Kirchmair et al. [37] found that the FN was di-
vided into 2 branches in 14.8% of cases, and into  
3 branches in 6.6% of studied specimens. Among cases  
of FN with some division, 84.6% branches reunited 
proximally to the inguinal ligament [37].

Parker et al. [59] also found an interesting case of 
an FN divided into 3 slips. This nerve was traversed 
by the psoas quartus muscle, which coursed through 
the FN and divided it into a medial part (smaller one) 
and a lateral part (larger one). The division for the 
third part was caused by iliacus minor muscle [59]. 
Khalid et al. [36] described a case in which the FN 
was also pierced by a muscle band, in this case the 
psoas tertius muscle, and after division, the medial 
and lateral branches reunited. In another study [91], 
the prevalence of muscular bands from the PM or 
iliacus muscle, piercing or covering the FN, was 7.9%.

Wong et al. [96] found and interesting case of an 
accessory muscle that caused the FN to bifurcate into 
4 separate branches. This FN’s origin was standard, 
and it was formed from L2–L4. After that, (at the level 

of L5) the mentioned division was observed. The most 
medial branch was responsible for innervation the 
psoas quartus muscle and iliacus muscle. The sec-
ond and the third ones were divided by an aberrant 
muscle innervating it, and they distally reunited. The 
last branch (located laterally) coursed independently 
under the inguinal ligament, and this branch was 
responsible for cutaneous innervation of the lateral 
part of the thigh region [96].

Spratt et al. [77] carried out a study on the PM and 
iliacus, and it turned out that in 2.2% of cases, these 
muscles spilt the FN. Similar variation was found by 
Jelev et al. [34] bilaterally. On the right side, the main 
part of the FN was located behind the accessory PM, 
and bifurcation was observed there. These 2 nerves 
were passing downward, and after that they fused 
with each other again. On the left side, in the place 
where the FN should be found, only 2 small nerve fas-
cicles were observed. The main part of the FN passed 
through the iliacus muscle. Nerve fascicles arising 
from the FN were also observed, as well as over the 
superficial part of the iliacus muscle connected with 
the FN [77]. In the available literature, there is also 
a variation characterised by a single accessory slip of 
the iliacus muscle piercing the FN [10, 60].

In a study carried out by Sim and Webb [75], the 
FN was formed in all cases by L2–L4 nerve roots. How-
ever, the level of emergence of the FN from PM was 
variable, and the most common were L5 (32%) and 
L4–L5 (27%). Other levels were as follows, with fre-
quencies: L4 (20%), L5–S1 (13%), and S1 (7%) (Tab. 9). 
Interestingly, in this study, the LFCN arising directly 
from the FN was also observed (10%) [75].

Archana et al. [7] conducted another study in 
which 94% of the FN’s origin was standard (L2–L4). 
The remaining 6% of studied FN arose from dorsal 
divisions of the ventral rami of L1–L3. Additionally, in 
4%, the FN passed behind the PM. 

The branching pattern of the FN in the iliac fossa 
was also studied [8]. The results showed different 
variations; for example, an abnormally long L2 nerve 
root (3.1%) found bilaterally in a male cadaver, which 
was 92 mm on the right side and 85 mm long on 
the left side (the mean length of all specimens was 
34 mm). Also, high division of the FN (3.1%), the 
LFCN arising directly from the FN (6.3%), single nerve 
to the pectineus muscle originating in the iliac fossa 
(4.7%), and division of the FN by an accessory band 
of the iliacus muscle (3.1%) or PM (4.7%) [8]. As 
mentioned above, the LFCN directly arising from the 



14

Folia Morphol., 2025, Vol. 84, No. 1

FN was observed not only in this study but also in 
the study by Sim and Webb [75] (in 10%). Dias Filho 
et al. [17] found such a case in 2% of studied LP. In 
the available literature, there are also descriptions  
of the accessory LFCN arising directly from the FN 
above the inguinal ligament [90].

Benes et al. [11] also described variation connect-
ed with the FN, for example, LFCN (0.4%), INN (1.5%) 
or femoral branch of GFN (1.2%) directly arising from 
this nerve [11]. In the same study, they found that 
82.3% of FN was standard. The group of observed 
variations includes: low formation outside of the PM 
(3.8%), small accessory FN coursing independently 
through the muscular space under the inguinal liga-
ment (12.3%), and high branching within the pelvic 
cavity (1.5%) [11] (Tab. 10).

An interesting variation was described by Sripriya 
and Sivashanmugam [78]. During ultrasound femoral 
triangle scanning, the FN was not observed in the 
standard location but was seen to be winding around 
an abnormal band of iliacus muscle or PM [78].

In the available literature there are also studies carried 
out on human foetuses. For example, Jakubowicz [33]  
checked the correlation between course of FN and 
components of the iliopsoas muscle. In 2.5% of stud-
ied specimens, a separate muscular band of the PM 
coursed between the trunks of the FN. The other 2.5% 
of studied LP was represented by the iliacus muscle 
passing between the trunks of the FN [33]. Yasar et 
al. [97] also carried out a study among human foe-
tuses. The results showed that the FN was the thickest 
nerve of the LP.

Clinical significance 

The FN and its anatomical variations may be associ-
ated with some clinical implications. The fact that the 
FN is covered by the iliac fascia, and the PM and iliacus 
muscle also, makes the FN predisposed to neuropathy, 
especially due to haematoma or abscess formed in 
the mentioned muscles as a result of anticoagulant 
therapy, vessel catheterisation, or psoas abscess [21].

Anatomical variations, like LFCN arising directly 
from the FN, are significant, especially during LFCN 
blocks, due to the possibility of simultaneous block-
ade of the FN and, consequently, the structures in-
nervated by it [74].

Knowledge about other morphological variants 
of the FN are necessary during anaesthesia for the 
anterior thigh region, knee joint, and medial part of 

the foot. Such anaesthesia is used during orthopaedic 
and plastic surgeries [53].

Surgical and anaesthetic interventions in these 
regions predispose to injuries of the plexus. It may 
be observed as meralgia paraesthetica, groin pain, 
testicular pain, and limb weakness. This is the reason 
why knowledge about standard course of the FN, and 
its possible anatomical variations, may decrease the 
number of femoral neuropathies caused by invasive 
surgical procedures [7].

In a study carried out by Archana et al. [7], in most 
cases the FN emerged from the lateral border of the 
PM. However, 2 cases emerging from behind the PM 
were also found. Such variation may increase the risk 
of nerve compression because of PM abscess, hae-
matoma, retroperitoneal tumours, or retroperitoneal 
haemorrhage [7].

Summing up, knowledge about the standard 
course of the FN and its possible anatomical variations 
may be necessary for clinicians, especially for anaes-
thesiologists, orthopaedics, and plastic surgeons. 

OBTURATOR NERVE

Classical anatomical description  
and innervation range

The ON arises from the ventral divisions of the 
L2–L4 in the LP (Fig. 1). It emerges from the PM’s 

Table 9. Level of emergence of the femoral nerve (FN) 
from psoas major by Sim and Webb [75].

Level of emergence of the FN Frequency

L4 20%

L4–L5 27%

L5 32%

L5–S1 13%

S1 7%

S1–S2 2%

Table 10. Proportions of the individual variations of the femoral 
nerve (FN) by Benes et al. [11].

Type Right Left Total

Standard 79.4 % 85.7 % 82.3 %

Accessory FN 14.9 % 9.2 % 12.3 %

Low formation 3.5 % 4.2 % 3.8 %

High branching 2.1 % 0.8 % 1.5 %
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medial border, near edge of the pelvic inlet. It goes 
downward behind the common iliac arteries. After 
that, it passes lateral to the internal iliac vessels. 
Then it enters the lesser pelvis and goes through the 
obturator foramen to the thigh region where there is 
a division into an anterior and a posterior branch. The 
ON sensory innervates the medial part of the thigh 
and gives off muscular branches to the adductor 
muscles of the lower limb (external obturator m., 
adductor longus m., adductor brevis m., adductor 
magnus m., and gracilis muscle). Sometimes, the 
ON also takes part in innervation of the pectineus 
muscle m. [1–3]. 

Morphological variation

Variations of this nerve seem to be uncommon. An-
loague and Huijbregts [5] carried out a study in which 
there was no anatomical variation of the course of the 
ON. However, the accessory ON was found in 8.8% of 
studied cases. It was a small structure arising from the 
L3 and L4 level, coursing along the medial border of 
the PM. What is interesting is that this accessory nerve 
passes above the superior ramus of the pubic bone (not 
through the obturator foramen). Its function is inner-
vation of the pectineus muscle and the hip joint [5].

Benes et al. [11] also carried out a study of the 
ON. They found that in all cases this nerve did not 
present any variations at its point of emergence from 
the PM. On the other hand, morphological variations 

were observed in the ON’s division into anterior and 
posterior branches, because in 40.4% of studied cases 
it was a high division before passing through the 
obturator canal. Moreover, the accessory ON was 
also observed, and it was found in 9.2% of cases 
(Tab. 11, Fig. 6).

The accessory ON was also observed by other 
scientists. For example, Webber [92] found this var-
iation in 8% of studied LP. Akkaya et al. [2] found 
accessory ON in 12.5% of cases. Sim and Webb [75] 
found it in 12% of specimens. A higher frequency was 
observed by Horwitz [28]. On the other hand, there 
are also studies in which the accessory ON was not 
found [12, 87]. Yasar et al. [97] carried out a study 
on human foetuses, and accessory ON was present in 
20% of studied cases. There were no other variations 
associated with the ON [97]. Katritsis et al. [35] found 
the accessory ON in 13.2% of studied LP. The origin of 
this nerve was also assessed, and it turned out that 
the most common type (63.6%) was the accessory 

Table 11. Proportions of the individual variations of 
the obturator nerve (ON) by Benes et al. [11].

Type Right Left Total

Standard 43.3% 58.8% 50.4%

High division 44.7% 35.3% 40.4%

Accessory ON 12.1% 5.9% 9.2%

Figure 6. Variations of the obturator nerve anatomy based on study carried out by Benes et al. [11]. ABON — anterior branch of the 
obturator nerve; AON — accessory obturator nerve; ON — obturator nerve; PBON — posterior branch of the obturator nerve; TYPE A — 
usual appearance of the obturator nerve; TYPE B — high division of the obturator nerve; TYPE C — accessory obturator nerve in addition 
to the proper obturator nerve.

A B C
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ON originating from the anterior primary divisions of 
L3–L4. In 10.6% of cases this accessory structure was 
formed by L2–L4 nerve roots, in 7.5% by L2–L3, and in 
6.1% only by the L3 nerve root. In 12.1% the accessory 
ON arose directly from the ON [35] (Tab. 12).

Level of the ON’s emergence of the LP nerves from 
the PM was also assessed, and it was shown to be 
variable. The most common level was L5–S1 (60%). 
Other levels with their frequency were as follows: 
S1 (22%), L5 (15%), L4–L5 (2%), and S2 (2%) [75]. 

As mentioned above, in most cases, the ON is 
formed by L2–L4 nerve roots, and in a study carried 
out by Sim and Webb [75] it was observed in 97%. 
In 3%, the L2 nerve root did not take part in form-
ing this nerve, and the ON was created only by 
the L3–L4 nerve roots. These results were confirmed 
by a study carried out on Ethiopian cadavers by 
Berhanu et al.  [12]. In 88.1% the ON had its ori-
gin from the L2–L4 spinal nerves. 11.9% originated 
only from the L3–L4 nerve roots. Tshabalala [87] found 
a standard origin (L2–L4) in 80%, and 20% originated 
from L3–L4. Anandhi et al. [4] also confirmed this, 
reporting that that the L2–L4 variant is predominant 
and the L1–L3 variant is present in only 2% of cases. 
Miura et al. [49] also found that the ON originated 
from L2–L4 in most cases (76%). Other variants were 
formed by L1–L4 (11%), L2–L5 (5%), L3–L4 (4%), and 
L3–L5 (4%) [49]. What is interesting is that the results 
of Horwitz’s study [28] showed that only 10% of 
ON had a standard origin, and the most common 
was ON formed by L3–L4 nerve roots (77%). In this 
study, there were also ON with T12–L5 origins [28]. 
A comparison of various studies for variations in 
origin of the ON is shown in Table 13.

Berhanu et al. [12] also assessed other charac-
teristics of ON. For example, the ON may be variable 
because of a different place of bifurcation to the 
anterior and posterior branches. The most common 
location of it is within the obturator canal (44.8%); 

however, it may also take place in the extrapelvic 
region (44.8%) or intrapelvic region (23.9%) [12]. 
In the anterior branch, morphological variations are 
also observed, especially in the number of muscular 
subdivisions. In this study, the most common (65.7%) 
was an anterior branch divided into 3 subdivisions 
(to adductor longus muscle muscle, adductor bre-
vis muscle, and gracilis muscle). Subdivision into  
4 branches (additionally to the pectineus muscle) was 
rarer (25.4%), and the rarest type was subdivision into 
2 muscular branches (only to the adductor longus 
muscle and gracilis muscles) [12]. 

The ON’s posterior branch is also variable, so the 
most common (65.7%) subdivision is represented by  
2 muscular branches (to the obturator externus muscle 
and adductor magnus muscle). In other cases (34.3%), 
the posterior branch was divided into 3 (the additional 
branch was to the adductor brevis muscle) [12].

Mazurek et al. [47] described an interesting case 
of a junction between the ON and saphenous nerve. 
As mentioned above, the ON in the thigh region is 
divided into anterior and posterior branches. In this 
case, the anterior one gave off 4 branches at the 
same level: the 3 motor nerves to the adductor lon-
gus muscle, the gracilis muscle, the adductor brevis 
muscle branch, and one cutaneous branch with an 
atypical course. This variation coursed downwards, 
then bent laterally towards the saphenous nerve and 

Table 12. Level of origin of the accessory obturator nerve (ON) 
by Katritsis et al. [35].

Level of origin of the accessory 
obturator nerve Frequency

L2–L3 7.5%

L2–L4 10.6%

L3 6.1%

L3–L4 63.6%

Accessory nerve arising directly from the ON 12.1%

Table 13. Comparison of various studies for variations in origin of the obturator nerve.

T12–L5 L1–L3 L1–L4 L2–L4 L2–L5 L3–L4 L3–L5

Horwitz (1939) [28] 13% – – 10% – 77% –

Miura et al. (1994) [49] – – 11 % 76% 5 % 4% 4%

Anloague and Huijbregts (2009) [5] – – – 100% – – –

Tshabalala (2015) [87] – – – 80% – 20% –

Anandhi et al. (2018) [4] 2% 98% – – –

Berhanu et al. (2020) [12] – – – 88.1% – 11.9% –
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descended under the intermuscular septum along 
with the associated femoral vessels. This cutaneous 
branch ended in 2 separate branches: the first one to 
the knee joint (the articular branch) and the second 
one connecting with the saphenous nerve [47].

Clinical significance

Knowledge about anatomical variations of the 
ON is necessary, especially for anaesthetists. When 
surgical procedures are performed at the hip joint 
region, the proximal part of the thigh, or the medial 
thigh region, and also in the region of the knee joint, 
effective blocking of the ON is necessary [12]. Varia-
tions in division to the anterior and posterior branch, 
or the presence of an accessory junction, branches, 
or accessory ON, and different levels of emergence 
the ON from the PM or different level of nerve roots 
forming the ON may cause difficulties during anaes-
thesia or surgery, increase the number of side effects, 
or prolong the course of surgery [12].

It is worth mentioning that the presence of the 
accessory ON could negatively influence the effective-
ness of an ON block, so during surgical procedures, 
when the accessory ON occurs, this nerve should be 
also blocked [89].

In the other hand, some variants of the ON may 
predispose to obturator neuropathy. It is a pathology 
characterised by sensory alteration in medial thigh, 
like sensory loss, paraesthesia, or pain [85].

Sorenson et al. [76] carried out a study in which 
the results showed that the most common symptom 
associated with obturator neuropathy (42.1%) was 
medial thigh or groin pain. In 15.8% of patients, 
weakness of the muscles supplied by the ON occurred, 
and 6% of patients complained of sensory loss. In 
44.7% of studied cases, the neuropathy occurred 
immediately after a well-defined moment — surgical 
procedure (36.8%) or trauma (7.9%). It turned out 
that the most common surgery was total hip arthro-
plasty [76].

The results of this study confirmed that knowledge 
about the standard course of the ON and its possi-
ble anatomical variations may decrease number of 
obturator neuropathies caused by invasive surgical 
procedures. 

CONCLUSIONS 
Based on the results of available studies, the 

nerves of the LP are characterised by different mor-
phological variations. Anatomical variations are very 

common and may be associated with some clinical 
aspects. Understanding the anatomical variations of 
the LP’s nerves is essential for procedures involving 
the lower abdomen and thigh, graft harvesting, re-
gional anaesthesia, and managing nerve entrapment 
syndromes.

ARTICLE INFORMATION  
AND DECLARATIONS

Author contributions

Nicol Zielinska — project development, data collec-
tion and management, data analysis, and manuscript 
writing. Marta Pośnik — data analysis and manuscript 
editing. Izabella Kaczmarczyk — data analysis  and 
manuscript editing. Ilona Klejbor — data  analysis 
and manuscript editing. George Triantafyllou — data 
analysis and manuscript editing. Eva Maranillo —  
data analysis and manuscript editing. Łukasz Olewnik 
— data collection, data analysis, and manuscript  
editing. Janusz Moryś — data collection, data analysis, 
and manuscript editing.

Funding

The authors have no financial or personal rela-
tionship with any third party whose interests could 
be positively or negatively influenced by the article’s 
content. This research did not receive any specific 
grant from funding agencies in the public, commer-
cial, or not-for-profit sectors.

Conflict of interest

The authors declare that there is no conflict of 
interest.

REFERENCES
1.	 Akita K, Niga S, Yamato Y, et al. Anatomic basis of chronic 

groin pain with special reference to sports hernia. Surg 
Radiol Anat. 1999; 21(1): 1–5, doi: 10.1007/BF01635044, 
indexed in Pubmed: 10370986.

2.	 Akkaya T, Comert A, Kendir S, et al. Detailed anatomy of 
accessory obturator nerve blockade. Minerva Anestesiol. 
2008; 74(4): 119–122, indexed in Pubmed: 18354367.

3.	 Alfieri S, Rotondi F, Di Giorgio A, et al. Groin Pain Trial 
Group. Influence of preservation versus division of ilioingui-
nal, iliohypogastric, and genital nerves during open mesh 
herniorrhaphy: prospective multicentric study of chronic 
pain. Ann Surg. 2006; 243(4): 553–558, doi: 10.1097/01.
sla.0000208435.40970.00, indexed in Pubmed: 16552209.

4.	 Anandhi PG, Alagavenkatesan VN, Pushpa P, et al. A study 
to document the formation of lumbar plexus, its branching 
pattern, variations and its relation with psoas major mus-
cle. Int J Contemp Med Res. 2018; 5(11), doi: 10.21276/
ijcmr.2018.5.11.32.

http://dx.doi.org/10.1007/BF01635044
https://www.ncbi.nlm.nih.gov/pubmed/10370986
https://www.ncbi.nlm.nih.gov/pubmed/18354367
http://dx.doi.org/10.1097/01.sla.0000208435.40970.00
http://dx.doi.org/10.1097/01.sla.0000208435.40970.00
https://www.ncbi.nlm.nih.gov/pubmed/16552209
http://dx.doi.org/10.21276/ijcmr.2018.5.11.32
http://dx.doi.org/10.21276/ijcmr.2018.5.11.32


18

Folia Morphol., 2025, Vol. 84, No. 1

5.	 Anloague PA, Huijbregts P. Anatomical variations of the 
lumbar plexus: a descriptive anatomy study with proposed 
clinical implications. J Man Manip Ther. 2009; 17(4): 
e107–e114, doi: 10.1179/106698109791352201, indexed 
in Pubmed: 20140146.

6.	 Apaydin N. Lumbosacral plexus. In: Bergman’s compre-
hensive encyclopedia of human anatomic variation. John 
Wiley & Sons, Inc., Hoboken 2016: 1113–1129.

7.	 Archana BJ, Singh A, Priyanka K, et al. Anatomical var-
iations of origin of femoral nerve — a cross-sectional 
observational study. Int J Anat Radiol Surg. 2021; 10(2): 
AO-01–AO-04, doi: 10.7860/ijars/2021/47110.2613.

8.	 Astik RB, Dave UH. Anatomical variations in formation 
and branching pattern of the femoral nerve in iliac fossa: 
a study in 64 human lumbar plexuses. Peo J Sci Res. 2011; 
4(2): 14–19.

9.	 Aszmann OC, Dellon ES, Dellon AL. Anatomical course of 
the lateral femoral cutaneous nerve and its susceptibility 
to compression and injury. Plast Reconstr Surg. 1997; 
100(3): 600–604, doi:  10.1097/00006534-199709000-
00008, indexed in Pubmed: 9283556.

10.	Battaglia PJ, Scali F, Enix DE. Co-presentation of unilateral 
femoral and bilateral sciatic nerve variants in one cadav-
er: A case report with clinical implications. Chiropr Man 
Therap. 2012; 20(1): 34, doi: 10.1186/2045-709X-20-34, 
indexed in Pubmed: 23107419.

11.	Benes M, Zido M, Machac P, et al. Variations of the ex-
trapsoas course of the lumbar plexus with implications 
for the lateral transpsoas approach to the lumbar spine: 
a cadaveric study. Acta Neurochir (Wien). 2024; 166(1): 
319, doi:  10.1007/s00701-024-06216-6, indexed in 
Pubmed: 39093448.

12.	Berhanu KA, Taye M, Abraha M, et al. Anatomical varia-
tions and distributions of obturator nerve on Ethiopian 
cadavers. Anat J Afr. 2020; 9(1): 1671–1677, doi: 10.4314/
aja.v9i1.1.

13.	Bhargava T, Goytia RN, Jones LC, et al. Lateral femoral 
cutaneous nerve impairment after direct anterior approach 
for total hip arthroplasty. Orthopedics. 2010; 33(7): 
472, doi:  10.3928/01477447-20100526-05, indexed in 
Pubmed: 20608633.

14.	Cardosi RJ, Cox CS, Hoffman MS. Postoperative neurop-
athies after major pelvic surgery. Obstet Gynecol. 2002; 
100(2): 240–244, doi: 10.1016/s0029-7844(02)02052-5, 
indexed in Pubmed: 12151144.

15.	Sinnatamby CS. Last’s anatomy. 12th ed. Elsevier/Churchill 
Livingstone, Edinbourgh 2006.

16.	Dakwar E, Vale FL, Uribe JS. Trajectory of the main sen-
sory and motor branches of the lumbar plexus outside 
the psoas muscle related to the lateral retroperitoneal 
transpsoas approach. J Neurosurg Spine. 2011; 14(2): 
290–295, doi: 10.3171/2010.10.SPINE10395, indexed in 
Pubmed: 21214318.

17.	Dias Filho LC, Valença MM, Guimarães Filho FAV, et al. Lat-
eral femoral cutaneous neuralgia: an anatomical insight. 
Clin Anat. 2003; 16(4): 309–316, doi: 10.1002/ca.10106, 
indexed in Pubmed: 12794914.

18.	Dimitriou R, Mataliotakis GI, Angoules AG, et al. Com-
plications following autologous bone graft harvesting 
from the iliac crest and using the RIA: a systematic 

review. Injury. 2011; 42 Suppl 2: S3–15, doi: 10.1016/j.
injury.2011.06.015, indexed in Pubmed: 21704997.

19.	Doklamyai P, Agthong S, Chentanez V, et al. Anatomy of 
the lateral femoral cutaneous nerve related to inguinal 
ligament, adjacent bony landmarks, and femoral artery. 
Clin Anat. 2008; 21(8): 769–774, doi: 10.1002/ca.20716, 
indexed in Pubmed: 18942079.

20.	Fazlıoğulları Z, Uysal İ, Doğan N, et al. An anatomic study 
of the lateral femoral cutaneous nerve in human fetuses. 
Anatomy. 2016; 10(1): 16–20, doi: 10.2399/ana.15.035.

21.	Galzio R, Lucantoni D, Zenobii M, et al. Femoral neuropa-
thy caused by iliacus hematoma. Surg Neurol. 1983; 20(3): 
254–257, doi: 10.1016/0090-3019(83)90063-0, indexed 
in Pubmed: 6879428.

22.	Gandhi K, Joshi S, Joshi S, et al. Lumbar plexus and its vari-
ations. J Anat Soc India. 2013; 62(1): 47–51, doi: 10.1016/
s0003-2778(13)80012-3.

23.	Geh N, Schultz M, Yang L, et al. Retroperitoneal course 
of iliohypogastric, ilioinguinal, and genitofemoral nerves: 
A study to improve identification and excision during 
triple neurectomy. Clin Anat. 2015; 28(7): 903–909, 
doi: 10.1002/ca.22592, indexed in Pubmed: 26149241.

24.	Gogi. P. A study of variations in iliohypogastric and ilioin-
guinal nerves in human adults. Int J Anat Res. 2019; 7(3.1): 
6727–6731, doi: 10.16965/ijar.2019.209.

25.	Goulding K, Beaulé PE, Kim PR, et al. Incidence of lateral 
femoral cutaneous nerve neuropraxia after anterior 
approach hip arthroplasty. Clin Orthop Relat Res. 2010; 
468(9): 2397–2404, doi:  10.1007/s11999-010-1406-5, 
indexed in Pubmed: 20532717.

26.	Grothaus MC, Holt M, Mekhail AO, et al. Lateral fem-
oral cutaneous nerve: an anatomic study. Clin Orthop 
Relat Res. 2005(437): 164–168, doi:  10.1097/01.
blo.0000164526.08610.97, indexed in Pubmed: 16056045.

27.	Haładaj R, Wysiadecki G, Macchi V, et al. Anatomic 
variations of the lateral femoral cutaneous nerve: 
remnants of atypical nerve growth pathways revisited 
by intraneural fascicular dissection and a proposed 
classification. World Neurosurg. 2018; 118: e687– 
–e698, doi:  10.1016/j.wneu.2018.07.021, indexed in 
Pubmed: 30010076.

28.	Horwitz M. The anatomy of (A) the lumbosacral nerve plex-
us — its relation to variations of vertebral segmentation, 
and (B), the posterior sacral nerve plexus. Anat Rec. 2005; 
74(1): 91–107, doi: 10.1002/ar.1090740110.

29.	Hospodar PP, Ashman ES, Traub JA. Anatomic study of 
the lateral femoral cutaneous nerve with respect to the 
ilioinguinal surgical dissection. J Orthop Trauma. 1999; 
13(1): 17–19, doi: 10.1097/00005131-199901000-00005, 
indexed in Pubmed: 9892120.

30.	Hryhorieva PV, Khmara TV, Palamar AO, et al. Anatomical 
variability of cutaneous nerves of anterior femoral region 
in human fetuses. Wiad Lek. 2021; 74(2): 207–212, in-
dexed in Pubmed: 33813473.

31.	Hyun-Ju Ji, Mi-Sun H. Morphometry of spinal nerve 
composition and thicknesses of lumbar plexus nerves for 
use in clinical applications. Int J Morphol. 2021; 39(4): 
1006–1011, doi: 10.4067/s0717-95022021000401006.

32.	Iwanaga J, Simonds E, Schumacher M, et al. Revisiting the 
genital and femoral branches of the genitofemoral nerve: 

http://dx.doi.org/10.1179/106698109791352201
https://www.ncbi.nlm.nih.gov/pubmed/20140146
http://dx.doi.org/10.7860/ijars/2021/47110.2613
http://dx.doi.org/10.1097/00006534-199709000-00008
http://dx.doi.org/10.1097/00006534-199709000-00008
https://www.ncbi.nlm.nih.gov/pubmed/9283556
http://dx.doi.org/10.1186/2045-709X-20-34
https://www.ncbi.nlm.nih.gov/pubmed/23107419
http://dx.doi.org/10.1007/s00701-024-06216-6
https://www.ncbi.nlm.nih.gov/pubmed/39093448
http://dx.doi.org/10.4314/aja.v9i1.1
http://dx.doi.org/10.4314/aja.v9i1.1
http://dx.doi.org/10.3928/01477447-20100526-05
https://www.ncbi.nlm.nih.gov/pubmed/20608633
http://dx.doi.org/10.1016/s0029-7844(02)02052-5
https://www.ncbi.nlm.nih.gov/pubmed/12151144
http://dx.doi.org/10.3171/2010.10.SPINE10395
https://www.ncbi.nlm.nih.gov/pubmed/21214318
http://dx.doi.org/10.1002/ca.10106
https://www.ncbi.nlm.nih.gov/pubmed/12794914
http://dx.doi.org/10.1016/j.injury.2011.06.015
http://dx.doi.org/10.1016/j.injury.2011.06.015
https://www.ncbi.nlm.nih.gov/pubmed/21704997
http://dx.doi.org/10.1002/ca.20716
https://www.ncbi.nlm.nih.gov/pubmed/18942079
http://dx.doi.org/10.2399/ana.15.035
http://dx.doi.org/10.1016/0090-3019(83)90063-0
https://www.ncbi.nlm.nih.gov/pubmed/6879428
http://dx.doi.org/10.1016/s0003-2778(13)80012-3
http://dx.doi.org/10.1016/s0003-2778(13)80012-3
http://dx.doi.org/10.1002/ca.22592
https://www.ncbi.nlm.nih.gov/pubmed/26149241
http://dx.doi.org/10.16965/ijar.2019.209
http://dx.doi.org/10.1007/s11999-010-1406-5
https://www.ncbi.nlm.nih.gov/pubmed/20532717
http://dx.doi.org/10.1097/01.blo.0000164526.08610.97
http://dx.doi.org/10.1097/01.blo.0000164526.08610.97
https://www.ncbi.nlm.nih.gov/pubmed/16056045
http://dx.doi.org/10.1016/j.wneu.2018.07.021
https://www.ncbi.nlm.nih.gov/pubmed/30010076
http://dx.doi.org/10.1002/ar.1090740110
http://dx.doi.org/10.1097/00005131-199901000-00005
https://www.ncbi.nlm.nih.gov/pubmed/9892120
https://www.ncbi.nlm.nih.gov/pubmed/33813473
http://dx.doi.org/10.4067/s0717-95022021000401006


19

Nicol Zielinska et al., Lumbar plexus — review

suggestion for a more accurate terminology. Clin Anat. 
2019; 32(3): 458–463, doi: 10.1002/ca.23327, indexed in 
Pubmed: 30592097.

33.	Jakubowicz M. Topography of the femoral nerve in relation 
to components of the iliopsoas muscle in human fetuses. 
Folia Morphol. 1991; 50(1-2): 91–101.

34.	Jelev L, Shivarov V, Surchev L. Bilateral variations of the 
psoas major and the iliacus muscles and presence of an 
undescribed variant muscle — accessory iliopsoas mus-
cle. Ann Anat. 2005; 187(3): 281–286, doi:  10.1016/j.
aanat.2004.10.006, indexed in Pubmed: 16130828.

35.	Katritsis E, Anagnostopoulou S, Papadopoulos N. Anatom-
ical observations on the accessory obturator nerve (based 
on 1000 specimens). Anat Anz. 1980; 148(5): 440–445, 
indexed in Pubmed: 7235265.

36.	Khalid S, Iwanaga J, Loukas M, et al. Split femoral nerve 
due to psoas tertius muscle: a review with other cases 
of variant muscles traversing the femoral nerve. Cureus. 
2017; 9(8): e1555, doi: 10.7759/cureus.1555, indexed in 
Pubmed: 29021927.

37.	Kirchmair L, Lirk P, Colvin J, et al. Lumbar plexus and 
psoas major muscle: not always as expected. Reg 
Anesth Pain Med. 2008; 33(2): 109–114, doi: 10.1016/j.
rapm.2007.07.016, indexed in Pubmed: 18299090.

38.	Klaassen Z, Marshall E, Tubbs RS, et al. Anatomy of the 
ilioinguinal and iliohypogastric nerves with observations 
of their spinal nerve contributions. Clin Anat. 2011; 
24(4): 454–461, doi:  10.1002/ca.21098, indexed in 
Pubmed: 21509811.

39.	Kosiyatrakul A, Nuansalee N, Luenam S, et al. The anatom-
ical variation of the lateral femoral cutaneous nerve in re-
lation to the anterior superior iliac spine and the iliac crest. 
Musculoskelet Surg. 2010; 94(1): 17–20, doi:  10.1007/
s12306-010-0054-y, indexed in Pubmed: 20135245.

40.	Lee SH, Shin KJ, Gil YC, et al. Anatomy of the lateral fem-
oral cutaneous nerve relevant to clinical findings in mer-
algia paresthetica. Muscle Nerve. 2017; 55(5): 646–650, 
doi: 10.1002/mus.25382, indexed in Pubmed: 27543938.

41.	Luijendijk RW, Jeekel J, Storm RK, et al. The low transverse 
Pfannenstiel incision and the prevalence of incisional 
hernia and nerve entrapment. Ann Surg. 1997; 225(4): 
365–369, doi:  10.1097/00000658-199704000-00004, 
indexed in Pubmed: 9114794.

42.	Maigne JY, Maigne R, Guérin-Surville H. Anatomic study 
of the lateral cutaneous rami of the subcostal and iliohy-
pogastric nerves. Surg Radiol Anat. 1986; 8(4): 251–256, 
doi: 10.1007/BF02425075, indexed in Pubmed: 3107149.

43.	Mandelkow H, Loeweneck H. The iliohypogastric and ili-
oinguinal nerves. Surg Radiol Anat. 1988; 10(2): 145–149, 
doi: 10.1007/bf02307823.

44.	Manolakos K, Zygogiannis K, Manolakos O, et al. An-
atomical variations of ilioinguinal nerve: a systematic 
review of the literature. Surg Neurol Int. 2024; 15: 225, 
doi: 10.25259/sni_232_2024.

45.	Manolakos K, Zygogiannis K, Manolakos O, et al. 
Anatomical variations of the iliohypogastric nerve: 
a systematic review of the literature. Cureus. 2022; 
14(5): e24910, doi:  10.7759/cureus.24910, indexed in 
Pubmed: 35698694.

46.	Matejcík V. Anatomical variations of lumbosacral plexus. 
Surg Radiol Anat. 2010; 32(4): 409–414, doi: 10.1007/
s00276-009-0546-3, indexed in Pubmed: 19696958.

47.	Mazurek M, Pioterek O, Drążyk M, et al. An atypical obtu-
rator nerve: an anatomical and clinical case report. Med  
J Cell Biol. 2023; 11(2): 55–59, doi: 10.2478/acb-2023-0009.

48.	Mischkowski RA, Selbach I, Neugebauer J, et al. Lateral 
femoral cutaneous nerve and iliac crest bone grafts —  
anatomical and clinical considerations. Int J Oral Max-
illofac Surg. 2006; 35(4): 366–372, doi:  10.1016/j.
ijom.2005.08.010, indexed in Pubmed: 16414244.

49.	Miura M, Nakamura E, Kato S, et al. The true nature of 
the adductor brevis dually innervated by the anterior and 
posterior branches of the obturator nerve in humans. Oka-
jimas Folia Anat Jpn. 1994; 71(2-3): 67–82, doi: 10.2535/
ofaj1936.71.2-3_67, indexed in Pubmed: 7808725.

50.	Moore K, Dalley AF, Agur AMR. Clinically Oriented Anato-
my. 7th ed. Lippincott Williams and Wilkins, Philadelphia 
2014.

51.	Moosman DA, Oelrich TM. Prevention of accidental trauma 
to the iloinguinal nerve during inguinal hernoirrhaphy. 
Am J Surg. 1977; 133(2): 146–148, doi: 10.1016/0002-
9610(77)90068-x, indexed in Pubmed: 835786.

52.	Moreno-Egea A. A study to improve identification of the 
retroperitoneal course of iliohypogastric, ilioinguinal, 
femorocutaneous and genitofemoral nerves during lap-
aroscopic triple neurectomy. Surg Endosc. 2021; 35(3): 
1116–1125, doi: 10.1007/s00464-020-07476-w, indexed 
in Pubmed: 32430523.

53.	Morgan EG, Mikhail MS, Murray MJ. Peripheral nerve 
blocks. In: Clinical Anaesthesiology. 3rd ed. McGraw Hill 
Publications, New York 2017.

54.	Murata Y, Takahashi K, Yamagata M, et al. The anatomy 
of the lateral femoral cutaneous nerve, with special ref-
erence to the harvesting of iliac bone graft. J Bone Joint 
Surg Am. 2000; 82(5): 746–747, doi: 10.2106/00004623-
200005000-00016, indexed in Pubmed: 10819285.

55.	Ndiaye A, Diop M, Ndoye JM, et al. Anatomical basis of 
neuropathies and damage to the ilioinguinal nerve during 
repairs of groin hernias. (about 100 dissections). Surg 
Radiol Anat. 2007; 29(8): 675–681, doi: 10.1007/s00276-
007-0272-7, indexed in Pubmed: 17985072.

56.	Ndiaye A, Diop M, Ndoye JM, et al. Emergence and 
distribution of the ilioinguinal nerve in the inguinal re-
gion: applications to the ilioinguinal anaesthetic block 
(about 100 dissections). Surg Radiol Anat. 2010; 32(1): 
55–62, doi:  10.1007/s00276-009-0549-0, indexed in 
Pubmed: 19707710.

57.	Omichi Y, Tonogai I, Kaji S, et al. Meralgia paresthetica 
caused by entrapment of the lateral femoral subcutaneous 
nerve at the fascia lata of the thigh: a case report and 
literature review. J Med Invest. 2015; 62(3-4): 248–250, 
doi: 10.2152/jmi.62.248, indexed in Pubmed: 26399358.

58.	Papadopoulos NJ, Katritsis ED. Some observations on the 
course and relations of the iliohypogastric and ilioinguinal 
nerves (based on 348 specimens). Anat Anz. 1981; 149(4): 
357–364, indexed in Pubmed: 7258677.

59.	Parker A, Olewnik Ł, Iwanaga J, et al. Iliacus minor and 
psoas quartus muscles traversing the femoral nerve. 

http://dx.doi.org/10.1002/ca.23327
https://www.ncbi.nlm.nih.gov/pubmed/30592097
http://dx.doi.org/10.1016/j.aanat.2004.10.006
http://dx.doi.org/10.1016/j.aanat.2004.10.006
https://www.ncbi.nlm.nih.gov/pubmed/16130828
https://www.ncbi.nlm.nih.gov/pubmed/7235265
http://dx.doi.org/10.7759/cureus.1555
https://www.ncbi.nlm.nih.gov/pubmed/29021927
http://dx.doi.org/10.1016/j.rapm.2007.07.016
http://dx.doi.org/10.1016/j.rapm.2007.07.016
https://www.ncbi.nlm.nih.gov/pubmed/18299090
http://dx.doi.org/10.1002/ca.21098
https://www.ncbi.nlm.nih.gov/pubmed/21509811
http://dx.doi.org/10.1007/s12306-010-0054-y
http://dx.doi.org/10.1007/s12306-010-0054-y
https://www.ncbi.nlm.nih.gov/pubmed/20135245
http://dx.doi.org/10.1002/mus.25382
https://www.ncbi.nlm.nih.gov/pubmed/27543938
http://dx.doi.org/10.1097/00000658-199704000-00004
https://www.ncbi.nlm.nih.gov/pubmed/9114794
http://dx.doi.org/10.1007/BF02425075
https://www.ncbi.nlm.nih.gov/pubmed/3107149
http://dx.doi.org/10.1007/bf02307823
http://dx.doi.org/10.25259/sni_232_2024
http://dx.doi.org/10.7759/cureus.24910
https://www.ncbi.nlm.nih.gov/pubmed/35698694
http://dx.doi.org/10.1007/s00276-009-0546-3
http://dx.doi.org/10.1007/s00276-009-0546-3
https://www.ncbi.nlm.nih.gov/pubmed/19696958
http://dx.doi.org/10.2478/acb-2023-0009
http://dx.doi.org/10.1016/j.ijom.2005.08.010
http://dx.doi.org/10.1016/j.ijom.2005.08.010
https://www.ncbi.nlm.nih.gov/pubmed/16414244
http://dx.doi.org/10.2535/ofaj1936.71.2-3_67
http://dx.doi.org/10.2535/ofaj1936.71.2-3_67
https://www.ncbi.nlm.nih.gov/pubmed/7808725
http://dx.doi.org/10.1016/0002-9610(77)90068-x
http://dx.doi.org/10.1016/0002-9610(77)90068-x
https://www.ncbi.nlm.nih.gov/pubmed/835786
http://dx.doi.org/10.1007/s00464-020-07476-w
https://www.ncbi.nlm.nih.gov/pubmed/32430523
http://dx.doi.org/10.2106/00004623-200005000-00016
http://dx.doi.org/10.2106/00004623-200005000-00016
https://www.ncbi.nlm.nih.gov/pubmed/10819285
http://dx.doi.org/10.1007/s00276-007-0272-7
http://dx.doi.org/10.1007/s00276-007-0272-7
https://www.ncbi.nlm.nih.gov/pubmed/17985072
http://dx.doi.org/10.1007/s00276-009-0549-0
https://www.ncbi.nlm.nih.gov/pubmed/19707710
http://dx.doi.org/10.2152/jmi.62.248
https://www.ncbi.nlm.nih.gov/pubmed/26399358
https://www.ncbi.nlm.nih.gov/pubmed/7258677


20

Folia Morphol., 2025, Vol. 84, No. 1

Morphologie. 2022; 106(355): 307–309, doi: 10.1016/j.
morpho.2021.10.001, indexed in Pubmed: 34696972.

60.	Park JH, Kim D, Kwon HW, et al. A new anatomical clas-
sification for tibialis posterior tendon insertion and its 
clinical implications: a cadaveric study. Diagnostics (Basel). 
2021; 11(9), doi: 10.3390/diagnostics11091619, indexed 
in Pubmed: 34573961.

61.	Paul L, Shastri D. Anatomical variations in formation and 
branching pattern of the border nerves of lumbar region. 
Natl J Clin Anat. 2019; 8(2): 57–61, doi: 10.1055/s-0039-
1692303.

62.	Peschaud F, Malafosse R, Floch-Prigent PLe, et al. Anatomical 
bases of prolonged ilio-inguinal-hypogastric regional anes-
thesia. Surg Radiol Anat. 2006; 28(5): 511–517, doi: 10.1007/
s00276-006-0132-x, indexed in Pubmed: 17008951.

63.	Pośnik M, Zielinska N, Kurtys K, et al. An unusual oc-
currence of a four-headed psoas major: a case report. 
Folia Morphol. 2024 [Epub ahead of print], doi: 10.5603/
fm.98920, indexed in Pubmed: 38757502.

64.	Pośnik M, Zielinska N, Łabętowicz P, et al. The dou-
ble-headed accessory iliacus muscle: a case report. Folia 
Morphol. 2024 [Epub ahead of print], doi:  10.5603/
fm.98029, indexed in Pubmed: 38567939.

65.	Pośnik M, Zielinska N, Ruzik K, et al. The morphologi-
cal variability of the pelvic girdle muscles: a potential 
trap during ultrasound. Folia Morphol. 2024 [Epub 
ahead of print], doi:  10.5603/fm.94434, indexed in 
Pubmed: 38567935.

66.	Rab M, Ebmer And J, Dellon AL. Anatomic variability of the 
ilioinguinal and genitofemoral nerve: implications for the 
treatment of groin pain. Plast Reconstr Surg. 2001; 108(6): 
1618–1623, doi: 10.1097/00006534-200111000-00029, 
indexed in Pubmed: 11711938.

67.	Rahn DD, Phelan JN, Roshanravan SM, et al. Anterior 
abdominal wall nerve and vessel anatomy: clinical implica-
tions for gynecologic surgery. Am J Obstet Gynecol. 2010; 
202(3): 234.e1–234.e5, doi: 10.1016/j.ajog.2009.10.878, 
indexed in Pubmed: 20022582.

68.	Reinpold W, Schroeder AD, Schroeder M, et al. Retro-
peritoneal anatomy of the iliohypogastric, ilioinguinal, 
genitofemoral, and lateral femoral cutaneous nerve: 
consequences for prevention and treatment of chronic 
inguinodynia. Hernia. 2015; 19(4): 539–548, doi: 10.1007/
s10029-015-1396-z, indexed in Pubmed: 26082397.

69.	da Rocha RP, Fernandes GJ, Vengjer A, et al. [Distribution 
of the lateral cutaneous nerve of the thigh in the area of 
intramuscular injection]. Rev Assoc Med Bras (1992). 2002; 
48(4): 353–356, indexed in Pubmed: 12563466.

70.	Ropars M, Morandi X, Huten D, et al. Anatomical study 
of the lateral femoral cutaneous nerve with special 
reference to minimally invasive anterior approach for 
total hip replacement. Surg Radiol Anat. 2009; 31(3): 
199–204, doi:  10.1007/s00276-008-0433-3, indexed in 
Pubmed: 18982237.

71.	Sahoo S, Kumar KcP, Narayan RK. Genitofemoral nerve 
variation: an attempt to explain the embryological basis via 
a case report. Cureus. 2024; 16(6): e61763, doi: 10.7759/
cureus.61763, indexed in Pubmed: 38975486.

72.	Salama J, Sarfati E, Chevrel JP. The anatomical bases of 
nerve lesions arising during the reduction of inguinal 

hernia. Anat Clin. 1983; 5(2): 75–81, doi:  10.1007/
bf01798977.

73.	van Schoor AN, Boon JM, Bosenberg AT, et al. Anatomical 
considerations of the pediatric ilioinguinal/iliohypogastric 
nerve block. Paediatr Anaesth. 2005; 15(5): 371–377, 
doi:  10.1111/j.1460-9592.2005.01464.x, indexed in 
Pubmed: 15828987.

74.	Sharrock NE. Inadvertent “3-in-1 block” following injection 
of the lateral cutaneous nerve of the thigh. Anesth Analg. 
1980; 59(11): 887–888, indexed in Pubmed: 7191678.

75.	Sim IW, Webb T. Anatomy and anaesthesia of the lumbar 
somatic plexus. Anaesth Intensive Care. 2004; 32(2): 
178–187, doi: 10.1177/0310057X0403200204, indexed 
in Pubmed: 15957714.

76.	Sorenson EJ, Chen JJ, Daube JR. Obturator neuropathy: 
causes and outcome. Muscle Nerve. 2002; 25(4): 605–607, 
doi: 10.1002/mus.10065, indexed in Pubmed: 11932980.

77.	Spratt JD, Logan BM, Abrahams PH. Variant slips of psoas 
and iliacus muscles, with splitting of the femoral nerve. 
Clin Anat. 1996; 9(6): 401–404, doi: 10.1002/(SICI)1098-
2353(1996)9:6<401::AID-CA8>3.0.CO;2-D, indexed in 
Pubmed: 8915621.

78.	Sripriya R, Sivashanmugam T. Aberrant femoral nerve 
anatomy: No longer a cause of block failure when using 
ultrasound guidance. Indian J Anaesth. 2018; 62(12): 
997–998, doi:  10.4103/ija.IJA_433_18, indexed in 
Pubmed: 30636805.

79.	Standring S. Gray’s anatomy the anatomical basis of 
clinical practice. 40th ed. Elsevier Health Sciences, Am-
sterdam 2008.

80.	Stark E, Oestreich K, Wendl K, et al. Nerve irritation after 
laparoscopic hernia repair. Surg Endosc. 1999; 13(9): 
878–881, doi:  10.1007/s004649901124, indexed in 
Pubmed: 10449843.

81.	Starling JR, Harms BA. Diagnosis and treatment of geni-
tofemoral and ilioinguinal neuralgia. World J Surg. 1989; 
13(5): 586–591, doi:  10.1007/BF01658875, indexed in 
Pubmed: 2815802.

82.	Sürücü HS, Tanyeli E, Sargon MF, et al. An anatomic study 
of the lateral femoral cutaneous nerve. Surg Radiol Anat. 
1997; 19(5): 307–310, doi: 10.1007/BF01637599, indexed 
in Pubmed: 9413078.

83.	Tagliafico A, Bignotti B, Cadoni A, et al. Anatomical study 
of the iliohypogastric, ilioinguinal, and genitofemoral 
nerves using high-resolution ultrasound. Muscle Nerve. 
2015; 51(1): 42–48, doi: 10.1002/mus.24277, indexed in 
Pubmed: 24797303.

84.	Thaler M, Dammerer D, Hechenberger F, et al. The an-
atomical course of the lateral femoral cutaneous nerve 
in relation to various skin incisions used for primary 
and revision total hip arthroplasty with the direct an-
terior approach. J Arthroplasty. 2021; 36(1): 368–373, 
doi:  10.1016/j.arth.2020.07.052, indexed in Pubmed: 
32826147.

85.	Tipton JS. Obturator neuropathy. Curr Rev Musculoskelet 
Med. 2008; 1(3-4): 234–237, doi: 10.1007/s12178-008-
9030-7, indexed in Pubmed: 19468309.

86.	Tomaszewski KA, Popieluszko P, Henry BM, et al. The sur-
gical anatomy of the lateral femoral cutaneous nerve in 
the inguinal region: a meta-analysis. Hernia. 2016; 20(5): 

http://dx.doi.org/10.1016/j.morpho.2021.10.001
http://dx.doi.org/10.1016/j.morpho.2021.10.001
https://www.ncbi.nlm.nih.gov/pubmed/34696972
http://dx.doi.org/10.3390/diagnostics11091619
https://www.ncbi.nlm.nih.gov/pubmed/34573961
http://dx.doi.org/10.1055/s-0039-1692303
http://dx.doi.org/10.1055/s-0039-1692303
http://dx.doi.org/10.1007/s00276-006-0132-x
http://dx.doi.org/10.1007/s00276-006-0132-x
https://www.ncbi.nlm.nih.gov/pubmed/17008951
http://dx.doi.org/10.5603/fm.98920
http://dx.doi.org/10.5603/fm.98920
https://www.ncbi.nlm.nih.gov/pubmed/38757502
http://dx.doi.org/10.5603/fm.98029
http://dx.doi.org/10.5603/fm.98029
https://www.ncbi.nlm.nih.gov/pubmed/38567939
http://dx.doi.org/10.5603/fm.94434
https://www.ncbi.nlm.nih.gov/pubmed/38567935
http://dx.doi.org/10.1097/00006534-200111000-00029
https://www.ncbi.nlm.nih.gov/pubmed/11711938
http://dx.doi.org/10.1016/j.ajog.2009.10.878
https://www.ncbi.nlm.nih.gov/pubmed/20022582
http://dx.doi.org/10.1007/s10029-015-1396-z
http://dx.doi.org/10.1007/s10029-015-1396-z
https://www.ncbi.nlm.nih.gov/pubmed/26082397
https://www.ncbi.nlm.nih.gov/pubmed/12563466
http://dx.doi.org/10.1007/s00276-008-0433-3
https://www.ncbi.nlm.nih.gov/pubmed/18982237
http://dx.doi.org/10.7759/cureus.61763
http://dx.doi.org/10.7759/cureus.61763
https://www.ncbi.nlm.nih.gov/pubmed/38975486
http://dx.doi.org/10.1007/bf01798977
http://dx.doi.org/10.1007/bf01798977
http://dx.doi.org/10.1111/j.1460-9592.2005.01464.x
https://www.ncbi.nlm.nih.gov/pubmed/15828987
https://www.ncbi.nlm.nih.gov/pubmed/7191678
http://dx.doi.org/10.1177/0310057X0403200204
https://www.ncbi.nlm.nih.gov/pubmed/15957714
http://dx.doi.org/10.1002/mus.10065
https://www.ncbi.nlm.nih.gov/pubmed/11932980
http://dx.doi.org/10.1002/(SICI)1098-2353(1996)9:6%3C401::AID-CA8%3E3.0.CO;2-D
http://dx.doi.org/10.1002/(SICI)1098-2353(1996)9:6%3C401::AID-CA8%3E3.0.CO;2-D
https://www.ncbi.nlm.nih.gov/pubmed/8915621
http://dx.doi.org/10.4103/ija.IJA_433_18
https://www.ncbi.nlm.nih.gov/pubmed/30636805
http://dx.doi.org/10.1007/s004649901124
https://www.ncbi.nlm.nih.gov/pubmed/10449843
http://dx.doi.org/10.1007/BF01658875
https://www.ncbi.nlm.nih.gov/pubmed/2815802
http://dx.doi.org/10.1007/BF01637599
https://www.ncbi.nlm.nih.gov/pubmed/9413078
http://dx.doi.org/10.1002/mus.24277
https://www.ncbi.nlm.nih.gov/pubmed/24797303
http://dx.doi.org/10.1016/j.arth.2020.07.052
https://www.ncbi.nlm.nih.gov/pubmed/32826147
http://dx.doi.org/10.1007/s12178-008-9030-7
http://dx.doi.org/10.1007/s12178-008-9030-7
https://www.ncbi.nlm.nih.gov/pubmed/19468309


21

Nicol Zielinska et al., Lumbar plexus — review

649–657, doi:  10.1007/s10029-016-1493-7, indexed in 
Pubmed: 27115766.

87.	Tshabalala ZN. The anatomy and clinical implications 
of the obturator nerve and its branches. https://www.
semanticscholar.org/paper/The-anatomy-and-clini-
cal-implications-of-the-nerve-Tshabalala/70973989c-
4697b4a90eaad738d95d887fca182b5.

88.	Tubbs RS, Salter EG, Wellons JC, et al. Anatomical land-
marks for the lumbar plexus on the posterior abdominal 
wall. J Neurosurg Spine. 2005; 2(3): 335–338, doi: 10.3171/
spi.2005.2.3.0335, indexed in Pubmed: 15796359.

89.	Turgut M, Protas M, Gardner B, et al. The accessory obtu-
rator nerve: an anatomical study with literature analysis. 
Anatomy. 2017; 11(3): 121–127, doi: 10.2399/ana.17.043.

90.	Uzmansel D, Aktekin M, Kara A. Multiple variations of the 
nerves arising from the lumbar plexus. Neuroanatomy. 
2006; 5: 37–39.

91.	Vázquez MT, Murillo J, Maranillo E, et al. Femoral nerve en-
trapment: a new insight. Clin Anat. 2007; 20(2): 175–179, 
doi: 10.1002/ca.20327, indexed in Pubmed: 16583380.

92.	Webber RH. Some variations in the lumbar plexus of 
nerves in man. Acta Anat (Basel). 1961; 44: 336–345, 
doi: 10.1159/000141731, indexed in Pubmed: 13783591.

93.	Whiteside JL, Barber MD, Walters MD, et al. Anatomy 
of ilioinguinal and iliohypogastric nerves in relation 

to trocar placement and low transverse incisions. Am 
J Obstet Gynecol. 2003; 189(6): 1574–8; discussion 
1578, doi: 10.1016/s0002-9378(03)00934-7, indexed in 
Pubmed: 14710069.

94.	Wijsmuller AR, Lange JFM, Kleinrensink GJ, et al. Nerve-iden-
tifying inguinal hernia repair: a surgical anatomical study. 
World J Surg. 2007; 31(2): 414–420, doi: 10.1007/s00268-
006-0376-y, indexed in Pubmed: 17180560.

95.	Włudyka K, Zielinska N, Tubbs RS, et al. Morphological 
variability of lateral femoral cutaneous nerve and its 
potential clinical significance. Folia Morphol. 2024 [Epub 
ahead of print], doi:  10.5603/fm.98624, indexed in 
Pubmed: 38757494.

96.	Wong TL, Kikuta S, Iwanaga J, et al. A multiply split femo-
ral nerve and psoas quartus muscle. Anat Cell Biol. 2019; 
52(2): 208–210, doi: 10.5115/acb.2019.52.2.208, indexed 
in Pubmed: 31338239.

97.	Yasar S, Kaya S, Temiz C, et al. Morphological structure and 
variations of lumbar plexus in human fetuses. Clin Anat. 
2014; 27(3): 383–388, doi:  10.1002/ca.22111, indexed 
in Pubmed: 22696243.

98.	Zhang Q, Qiao Q, Gould LJ, et al. Study of the neural and 
vascular anatomy of the anterolateral thigh flap. J Plast Re-
constr Aesthet Surg. 2010; 63(2): 365–371, doi: 10.1016/j.
bjps.2008.09.028, indexed in Pubmed: 19028157.

http://dx.doi.org/10.1007/s10029-016-1493-7
https://www.ncbi.nlm.nih.gov/pubmed/27115766
http://dx.doi.org/10.3171/spi.2005.2.3.0335
http://dx.doi.org/10.3171/spi.2005.2.3.0335
https://www.ncbi.nlm.nih.gov/pubmed/15796359
http://dx.doi.org/10.2399/ana.17.043
http://dx.doi.org/10.1002/ca.20327
https://www.ncbi.nlm.nih.gov/pubmed/16583380
http://dx.doi.org/10.1159/000141731
https://www.ncbi.nlm.nih.gov/pubmed/13783591
http://dx.doi.org/10.1016/s0002-9378(03)00934-7
https://www.ncbi.nlm.nih.gov/pubmed/14710069
http://dx.doi.org/10.1007/s00268-006-0376-y
http://dx.doi.org/10.1007/s00268-006-0376-y
https://www.ncbi.nlm.nih.gov/pubmed/17180560
http://dx.doi.org/10.5603/fm.98624
https://www.ncbi.nlm.nih.gov/pubmed/38757494
http://dx.doi.org/10.5115/acb.2019.52.2.208
https://www.ncbi.nlm.nih.gov/pubmed/31338239
http://dx.doi.org/10.1002/ca.22111
https://www.ncbi.nlm.nih.gov/pubmed/22696243
http://dx.doi.org/10.1016/j.bjps.2008.09.028
http://dx.doi.org/10.1016/j.bjps.2008.09.028
https://www.ncbi.nlm.nih.gov/pubmed/19028157

