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Abstract 

 

Background/Aim: Chronic groin pain (CGP) after inguinal hernia repair is a multi-factorial problem of 

variable incidence. To date, the literature has concentrated on the management of CGP after elective repair; 

litigation for pain accounts for up to 40% of claims for negligence.  

Methods: We analyzed computerized, surgeon-typed operative reports of all emergency inguinal hernia 

repairs conducted at a single district general hospital over the course of two years. We specifically sought 

out descriptions of the handling of the spermatic cord and the nerves of the canal. 

Results: Forty-three repairs were performed by surgeons in training using an open approach. The majority 

of the cases were primary hernias (37/43; 86%), and the repair was typically augmented with prosthetic mesh 

(88%). Cord handling was described in 35 patients (81%), but identification of the ilioinguinal nerve was 

documented in only three patients. No report mentioned ‘seeking but not finding’ the nerve(s).  

Conclusion: Surgeons in training appear to disregard documenting the status of nerves following emergency 

repair. Lawyers can be forgiven for arguing negligence if operative records omit observations on structures 

prone to ‘inadvertent’ damage. Recognition of this issue by clinicians involved in the emergency repair of 

inguinal hernias is essential to maintain high standards of patient care and minimize medicolegal risk. 
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Introduction 

Chronic groin pain (CGP) following inguinal hernia 

repair is a well-recognized, multi-factorial complication of 

variable incidence. Reports in the literature have concentrated on 

its occurrence after elective surgery with prosthetic mesh. 

However, emergency inguinal hernia repair presents its own 

challenges, due to time constraints and the complexity of the 

procedure. CGP can be a debilitating complication, and in the UK, 

testicular complications and chronic pain account for 

approximately 35% of litigation claims following open inguinal 

hernia repair. Over 4 million pounds in settlements were paid out 

in the United Kingdom between 1995 and 2016 [1]. A review of 

litigation trends reveals that poor communication and operative 

documentation leaves clinicians vulnerable to medico-legal 

proceedings, despite what may be a technically sound procedure 

[2, 3]. While it is clear whether preservation of the ilioinguinal 

nerve is beneficial, it is important to document the status of this 

nerve following the procedure. Doing so is best surgical practice 

and can help to defend against claims of negligence [4]. 

This study assessed the quality of surgeon-typed 

operative records of patients undergoing emergency inguinal 

hernia repair at a district general hospital (DGH). Our goal was to 

determine whether good practices were being followed when it 

comes to documenting the spermatic cord and nerve handling; we 

also sought to identify areas for improvement. 

Materials and methods 

Study Design 

This retrospective review considered typed operative 

reports from emergency inguinal hernia repairs performed at a 

single district general hospital from 2012–2013.  

Data Collection 

Reports were retrieved from ORMIS (Operating Room 

Management Information System) using OPCS (Office of 

Population Censuses and Surveys) codes. Only cases of 

emergency inguinal hernia repair were included; femoral hernia 

repairs were excluded. 

Data Analysis 

Reports were assessed for the following key variables: a 

description of the operative findings, the method of repair, 

prosthetic mesh use, documentation of spermatic cord handling, 

and identification of the ilio-inguinal nerve. 

Approval of the local ethics committee was sought and 

gained prior to commencing the study. Patient data were 

anonymized, and the study was conducted in accordance with 

institutional guidelines for retrospective audits. 

Results 

The ORMIS database search revealed 53 cases of 

emergency inguinal hernias from 2012–2013 (19 in 2012 and 34 

in 2013). The typed reports revealed that 10 repairs were femoral 

hernias; those cases were accordingly excluded. All of the 

resulting 43 emergency inguinal hernia repairs were conducted in 

men; the mean age of the cohort was 64 years (range: 24–93 

years). 

All of the operations were performed by surgeons trained 

in using an open approach. Four of the cases involved senior 

surgeons, two of which were present as ‘telephone advice’. The 

majority of the cases were primary hernias (37/43; 86%); there 

were well-described operative findings in all of the reports.  

The risk of CGP was consistently documented on consent 

forms. However, the risk of orchidectomy was seldom mentioned, 

and testicular injury was never mentioned (Table 1).  

There was a glaring lack of documentation in the 

operative records whether the nerves were searched for or 

identified (Table 2). The postoperative instructions were generally 

well documented.   
 

Table 1. The percentage of consent forms that noted each significant risk. 
 

Risk included in consent form Percentage of consent forms (%) 

CGP 100 

Orchidectomy 14 

Testicular injury 0 
 

Table 2. The percentage of consent forms that documented significant aspects in the operative 

report. 
 

Aspects included in the operative report Percentage of operative reports (%) 

‘Good’ description of repair 100 

Usage of a prosthetic mesh  88 

Documentation of cord handling 81 

Identification of the ilioinguinal nerve 7 

‘Search’ for nerve 0 
 

There are some limitations to this data set. The first is that 

it was temporally limited; it was collected from 2012–2013. It is 

possible that practices have changed since then; The use of 

structured, often electronic, operative note templates has become 

increasingly widespread in contemporary surgical practice, in 

keeping with current guidance favoring clear, preferably typed 

operative documentation. 

Discussion 

Complications following groin hernia repair are not 

uncommon in emergency surgery, [5] and good consenting 

practice is both important and well appreciated by all parties 

involved. Our hospital performed emergency inguinal hernia 

repair every other week, and most repairs used prosthetic mesh. 

To date, our facility has not received any complaints about this 

procedure; however, it is possible that our consenting and 

operative records would not stand up to legal scrutiny, should our 

organization face litigation in the future.  

This audit of case notes demonstrates that although 

surgeons in training clearly comprehend the value of consent, a 

discussion of certain key risks is being neglected. This is reflected 

by the consistent documentation of chronic groin pain (CGP) as a 

risk, in contrast to earlier UK studies reporting substantially lower 

rates of consent documentation, ranging from 7% to 35% [2, 3, 6]. 

On the other hand, most consent forms that we examined did not 

include the significant risks of testicular injury or removal.  

An analysis of 55,000 inguinal hernia repairs sheds some 

light on how often complications lead to litigation [7]. In this 5-

year Finnish registry, the overall complication rate was 4.5 per 

1,000 hernia repairs; CGP was the most frequent complaint among 

the 94 patients (<0.2%) who received compensation after an 

elective repair. Whilst this fraction of patients may indeed be 

small, these individuals nevertheless constitute an important 

clinical and financial problem.  

The ‘anatomy of a claim’ may be complex and relies on 

evidence that there has been a breach in the duty of care. While 

brief operative records do not in and of themselves denote poor 

treatment, they are much harder to defend. Indeed, such a scenario 

led us to scrutinize the records of our own patient; we found 
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documentation of the status of the ilioinguinal nerve in only three 

patients (7%). This practice is not good. Although the emergency 

situation may make nerve identification more difficult, as 

compared to elective herniorrhaphy, for instance, we could not 

find evidence that the nerve(s) had even been sought. This 

situation certainly makes a lack of causation—that is, a breach of 

duty that caused or contributed to the injury (‘post hoc ergo 

propter hoc’)—difficult to support. 

A review of the literature demonstrates that this problem 

is not unique to our DGH [8]. We found that identification and 

status of the inguinal nerves were only documented in 17% of 

operative notes. 

Surgeons in training today undergo much more rigorous 

appraisal than in the past; current training regimens include 

procedure-based assessments for various operations [9]. We 

believe that appropriate handling of the spermatic cord and 

identification of the ilioinguinal nerve should be essential steps in 

open inguinal hernia repairs, both for elective and non-elective 

cases. In doing so, such steps will then become routine and 

improved documentation will become more frequent, as in the 

case of obtaining informed consent. 

Finally, although the debate as to how to best manage the 

sensitive nerves of the inguinal canal might still be with the ‘jury’ 

[10-13], it seems prudent  to document that they were ‘sought but 

not found’ rather than to not refer to them at all.  

Conclusion 

In conclusion, we recommend that operative notes 

include explicit documentation of spermatic cord handling, 

whether the inguinal nerves were identified, and the status of these 

nerves at the conclusion of the procedure. The use of a 

standardized template for operative notes may be beneficial in 

ensuring that these critical details are consistently recorded. 

Accurate operative documentation is essential not only 

for medico-legal protection but also for patient care. Clear records 

improve communication within the clinical team, facilitate early 

recognition and management of complications, and provide 

reliable data for quality improvement initiatives. 

In closing, it is therefore imperative that surgeons in 

training are taught to prioritize writing comprehensive operative 

notes, both to enhance patient safety and to minimize medico-legal 

risks. 
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