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Abstract

A patient was referred to SolviMáx, our 'centre of excellence for chronic abdominal wall and groin pain' because
of persistent inguinodynia after a Lichtenstein repair. A surgical exploration revealed a spermatic cord that was
divided by the mesh, supposedly during the primary repair. As a consequence, the patient had developed severe
neuropathic pain originating from a damaged genitofemoral nerve. Following a tailored neurectomy, he became pain
free.
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Introduction
Inguinal herniorrhaphy is one of the most frequently performed

procedures in general surgery [1]. In Europe, the majority of adult
inguinal hernias is still repaired by open mesh approach such as a
Lichtenstein technique [2]. This evidence based operation is
thoroughly investigated and universally recommended for unilateral
hernia repair by international guidelines [2]. Although the sequence of
surgical steps of this Lichtenstein approach is well documented, pitfalls
are potentially looming. Results of a questionnaire completed by Dutch
surgeons and surgical residents demonstrated that more than half
actually does not implement all of the surgical steps as described by the
Lichtenstein Hernia Institute [3]. Specific attention should be paid to
the inguinal nerves and the spermatic cord to prevent untoward
damage leading to persistent postoperative pain. Therefore, deviating
from this suggested road map may result in specific complications.

A patient was referred to SolviMáx, our ‘centre of excellence for
chronic abdominal wall and groin pain’ because of persistent
inguinodynia after a Lichtenstein repair. A surgical exploration
revealed a spermatic cord that was divided by the mesh, supposedly
during the primary repair. As a consequence, the patient had
developed severe neuropathic pain originating from a damaged
genitofemoral nerve. Following a tailored neurectomy, he became pain
free.

Case Report
A 52-year-old man presented with severe groin pain that started

immediately after a Lichtenstein hernia repair six months previously in
another hospital. His level of pain as scored using a Numerical Rating
Scale was 8-9 on a 0-10 scale. Pain worsened during exercise, during
flexion of the hip, during micturition and following sexual activity
(dysejaculation) [4]. At physical examination, signs of neuropathic
pain (hyperpathy, allodynia) in the right groin area as well as the area
of the right testicle and right upper leg were found. Extreme tenderness
was present along the entire length of the spermatic cord. Slight

traction onto the scrotum even intensified this severe pain. In addition,
hypoalgesia was present in the right hemiscrotum and medial upper
leg. The patient was diagnosed with an entrapment of the genital
branch of the genitofemoral nerve. A lidocaine injection into the most
painful spot in the groin offered a 50% albeit temporary relief.

Following informed consent, an open exploration under general
anaesthesia via the prior groin incision demonstrated a congested and
obstructed but small spermatic cord. After releasing a ventrolateral
portion of the cord, the mesh was lifted exposing a second portion of
the spermatic cord. The mesh apparently had split the duct into two
halves. In these remains, an oedematous genitofemoral nerve was
identified that was trapped between the mesh and the pubic bone. A
tailored neurectomy of the nerve was performed and the mesh was
partially removed. However, the medial part of the mesh was left in situ
to prevent a recurrence. Postoperatively, the patient was immediately
pain free and recovered uneventful. Histopathological examination of
the resected specimen did not showed traumatic neuroma formation
of the nerve.

Discussion
A host of papers alert surgeons regarding difficulties that may be

encountered during a Lichtenstein hernia repair. Known pitfalls
include a too tight mesh fixation, periostitis by placement of sutures
too close to the pubic bone and ilioinguinal nerve damage. Amid
(2004) described the key principles of the Lichtenstein tension-free
herniorrhaphy as a step-by-step guideline for surgeons [5]. His main
message was that, despite the procedure is easy to learn, perform and
teach, some key principles must always be respected in order to obtain
success [5]. A recent report, however, suggests that just half of the
surgeons followed all of these consecutive steps [3]. If these
Lichtenstein guidelines are ignored, some form of groin pain may
potentially occur.

In the present case, we found a spermatic cord that was split during
the index surgical procedure, while the mesh was placed over the
medial portion causing severe inguinodynia. This cause of groin pain
is, to our knowledge, not earlier described. In 1984, when the first
Lichtenstein first tension-free herniorrhaphy was proposed,
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description of the technique did not allow for a careful dissection of
the genitofemoral nerve [5]. It was even advised to separate the genital
branch and external spermatic vessels from the rest of the cord. In fact,
attention was mainly paid to preservation of the duct, the testicular
artery and the ilioinguinal nerve. As a consequence, the so-called
‘lesser cord’ (genitofemoral nerve and external spermatic vessels) was
at risk of being entrapped underneath the mesh that was placed over
the pubic bone. This approach may have resulted in persistent
inguinodynia in some patients [5]. This splitting technique was
subsequently abandoned (Figure 1).

Figure 1: I. Illustration representing preliminary tension-free
procedure according to Lichtenstein (reprinted from: Amid, P.K.,
Lichtenstein tension-free hernioplasty: its inception, evolution, and
principles. Hernia, 2004. 8(1):1-7, with permission from Springer
Science and Business Media). II/III. View during groin exploration.
The spermatic cord (F) appears to be split. The mediodorsal part,
containing the genital branch of the genitofemoral nerve (E) is
crushed by the mesh (G) that is fixed onto the pubic bone. The
ventrolateral portion of the cord (E) is pulled cranially. The mesh is
retracted by the forceps (G) while the surgeon’s finger is on the
remaining portion of the mesh (B). A. Internal oblique muscle, B.
Polypropylene mesh, C. Inguinal ligament, D. Internal oblique
aponeurosis, E. Lesser cord containing the genital nerve, F.
Spermatic cord, G. Polypropylene mesh infiltrated by the patients
tissue.

Identification and preservation of all three inguinal nerves
(ilioinguinal, iliohypogastric and genitofemoral nerve) are nowadays
considered important steps in the prevention of postoperative groin
pain. Wijsmuller and co-authors also concluded that most respondents
of a questionnaire on hernia surgical techniques were not sufficiently

experienced with the neuro-anatomy of the groin [3]. Incomplete
knowledge of the inguinal anatomy can result in debilitating groin pain
due to nerve injury. The present case demonstrates that inadequate
freeing of the entire spermatic cord prior to dorsal mesh placement can
result in separation of the genitofemoral nerve from this cord, leaving
it onto the pubic region. The mesh is then placed (and often fixed) onto
the nerve possibly leading to an immediate postoperative severe
neuropathic groin pain

Conclusion
Performing a Lichtenstein hernia repair requires meticulous

dissection according to a set of key steps including nerve identification.
If not, inguinodynia may occasionally occur. The number of patients
with persistent groin pain following a standard open repair is still over
10 percent [6]. If, before mesh placement, the spermatic cord is not
complete freed from its surroundings, entrapment of the genital
branch of the genitofemoral nerve may occur that most likely results in
persistent groin pain.
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