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INTRODUCTION
With decreasing recurrence rates, now the most significant 
complication is postoperative pain. Post-operative 
inguinodynia has universally reported rate of 4-8% 1. Nerve 
entrapment is attributed to be the main cause of pain2. 
Though the pain is often mild in nature, the quality of life 
studies has shown that chronic pain, irrespective of severity, 
can significantly interfere with normal daily activities. 
Lichtenstein3 recommended preservation of all three nerves, 
whereas Wantz recommends intentional severance based on 
the concept of no nerve, no pain. Routine surgical teaching 
dictates that the nerve has to be preserved during repair 
because of the supposed morbidity associated with 
cutaneous sensory loss and chronic groin pain following 
nerve injury. However, there are reports suggesting that 
elective ilioinguinal neurectomy causes minimal morbidities 
and was not significantly incapacitating most patients. 
Ilioinguinal neurectomy is a well-documented effective 
treatment for inguinodynia following open hernia repair, 
achieving more favourable outcomes than nerve block or 
mesh removal alone. More recently, retrospective studies 
have shown that ilioinguinal neurectomy during hernioplasty 
were associated with a lower incidence of chronic groin pain 
of after the operation. In this study, we have studied the effect 
of elective ilioinguinal neurectomy on the incidence and the 
severity of chronic groin pain after the Lichtenstein's mesh 
repair in a prospective randomized controlled manner.

METHODS
From January 2019 to December 2019, 100 male patients who 
were of age between 18 to 75 years with primary unilateral 
uncomplicated inguinal hernia, without pain and without 
sensory changes / loss in groin and thigh, who presented for 
operation in the Institute of General surgery, Madras Medical 
College, Rajiv Gandhi Government General Hospital, 
Chennai, were considered eligible for the study. Those 
patients who were not willing to participate in this study, 
females, age less than 18 and more than 75, were excluded. 
After approval by local bioethics committees, informed 
consent was obtained of preoperatively on hospital 

admission. Before operation patients were randomly 
allocated to undergo hernia mesh repair either with 
ilioinguinal nerve preservation (group A) or neurectomy 
(group B). Operations were all performed with the patients 
under spinal anaesthesia by experienced surgeons. All 
patients received the standard Lichtenstein hernioplasty. In 
group A, the ilioinguinal nerve was carefully protected 
throughout the operation. The rest of the procedure was 
performed in a standardized manner. An Extreme care was 
used during surgery to avoid inclusion of nerve tissue during 
suturing and mesh placement. In group B, the whole 
ilioinguinal nerve was excised as far lateral to the deep ring 
as possible and medially to where it entered the rectus 
muscles. The cut ends were left alone of without implantation 
into muscle or ligation. Histologic examination of the nerve 
was performed to confirm complete excision. Any small 
cutaneous nerves that interfere with mesh placement were 
excised as well. The patients were all managed in a standard 
clinical pathway postoperatively and were followed up at 1 
and 6 months after surgery for pain, groin numbness, 
postoperative sensory loss or change at the groin region.

Pain assessment: Postoperative pain was assessed using a 
4-point in verbal scale (none, mild, moderate, or severe), 
assigning numerical values of 0, 1, 2, 3. Mild pain was defined 
as an occasional pain that did not limit normal activities, 
moderate pain as pain that interfered with normal day life 
activities, and of severe pain as pain that rendered the patient 
unable to perform normal activities.

Sensory Assessment: The groin region was divided into 5 
cutaneous areas, namely, outer upper, outer lower, inner 
upper, inner lower, and scrotal region in relation to the groin 
incision for sensory assessment. Sensation loss or changes 
were assessed by the standard Semmes- Weinstein6 
monofilament test. The non-operative side of the same patient 
acted as the control. Sensation loss or changes were defined 
as any asymmetry between corresponding regions of the 2 
sides demonstrated by the monofilament test.
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Nowadays the recurrence in inguinal hernia repairs have come down. Now the main concern is the inguinodynia with a 
universally reported rate of 4-8%. Elective neurectomy of ilioinguinal nerve can prevent inguinodynia. Re-exploration 
for inguinodynia is difficult because of abundant scar. Sensory loss is better tolerated than chronic pain. Objective: To 
assess efficacy of elective ilioinguinal neurectomy in reducing incidence of inguinodynia. 
Methods: 100 patients who underwent inguinal hernioplasty are split into two equal groups, one control group where 
the nerves were preserved and the second case group undergoing elective ilioinguinal neurectomy, in Institute of 
General Surgery, Madras Medical College, Rajiv Gandhi Government General Hospital, Chennai from January 2019 
to December 2019. Pain was assessed using 4-point in verbal scale during 1st week, at 1month, at 3months, 6months 
follow up. 
Results: There was a significant decrease in pain scores with no significant differences in analgesic usage. 
Conclusion: A routine ilioinguinal neurectomy during elective hernioplasty can prevent inguinodynia and the cost 
needed to alleviate the pain.
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RESULTS
In our study, the minimum age of the patient presenting with 
hernia was 18 years in the neurectomy group and 20 years. in 
the nerve preservation group, while the oldest being 70years 
in the neurectomy group and 67 years in the nerve 
preservation group. There were no significant differences in 
analgesic intake between the two groups. Duration of hospital 
stay was comparable in both groups. During the immediate 
postoperative period at 1st week, patients who did not 
undergo neurectomy (20%) had higher incidence of pain than 
patients who underwent neurectomy (10%) CHART 1. At end 
of 1 month 6% of neurectomy group had pain, and 14% of 
patients in nerve preservation group had pain (CHART 2). 
After three months none of the patients in neurectomy group 
had pain but pain in nerve preservation group was 12% 
(CHART 3). Finally, at 6 months of follow up, only 8% people in 
nerve preservation group had pain (CHART 4). None of the 
patients experienced sensory disturbance following 
neurectomy.

CHART 1                          CHART 2

CHART 3                         CHART 4

DISCUSSION
The most frequent operation in general surgery is the repair 
of inguinal Hernias. Recurrence was less common after mesh 
repair (odds ratio of 0.43). With the decrease in recurrence 
rate, chronic pain is the most serious long-term complication 
of hernia repair and may persist for several years. About 25 % 
patients when asked report long term pain or discomfort at 
hernia repair site. 10 % say it is usually mild, but may be 
moderate to severe in 3% interfering in work and leisure 
activities. Surgical triple neurectomy has afforded 70% relief 
for patients with inguinodynia5. Difference in pain perception 
in the immediate postoperative period was statistically 
significant. We used ilioinguinal neurectomy in which 
ilioinguinal nerve was identified along its full length within 
the inguinal canal and cut proximally, at the point of its entry 
into the inguinal canal and distally at the external inguinal 
ring. Dittrick et al4 concluded that an elective inguinal 
neurectomy can completely prevent post-operative 
inguinodynia. Incidence of chronic groin pain at rest that is 
severe inguinodynia was similar between the neurectomy 
and nerve preservation groups (P = 0.153) which 
complement the findings of Muiet al87. After 6 months, 
incidence of inguinodynia reduced to 0% in the neurectomy 
group and 8% in the nerve preservation group. This is similar 
to a retrospective review of 191 patients who underwent 
elective excision of the ilioinguinal nerve during open hernia 
repair showed that none of the patients developed chronic 
groin pain at 12 months of follow-up7-9. No patient had  
sensory disturbance after neurectomy .The sensory loss 

caused by neurectomy might be compensated by cross-
innervations from contralateral cutaneous nerves In our study, 
there was no significant difference in the health related 
quality of life between the two study groups.

CONCLUSION
There was a statistically significant decrease in pain scores in 
the postoperative period at 1 week, at 1-month, at 3 months 
and 6months follow up in the neurectomy group. There was no 
significant difference in analgesic usage during the 
postoperative period. There was statistically significant 
decrease in duration of stay both groups. There was no 
subjective experience of loss of sensation, numbness or 
paraesthesia. Ilioinguinal neurectomy can be included in 
routine Lichtenstein inguinal hernia repair to prevent 
inguinodynia and so the cost needed to alleviate the pain.
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