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The Lichtenstein technique is being used adequately in inguinal 
hernia repair: national analysis and review of the surgical 
technique

A técnica de Lichtenstein está sendo utilizada adequadamente nos reparos das 
hérnias inguinais: análise nacional e revisão da técnica cirúrgica

	 INTRODUCTION

Hernias have been a subject of interest since the 

beginnings of surgery and their history is as long 

as the history of man. The first evidence of a patient 

with inguinal hernia (IH) was described in 1552 B.C. in 

ancient Egypt1-3.

The treatment of IH went through several 

evolutionary phases until reaching current surgical 

procedures2,3. Edoardo Bassini elucidated the anterior 

anatomy of the inguinal canal in 1884 and presented, 

in 1887, a safe and effective surgical technique that 

became known as the Bassini repair2. This technique 

brought great understanding of IH and was the first 

attempt at its definitive surgical treatment4. However, 

his technique and other surgical procedures of the time, 

such as those of Halsted and McVay, shared a common 

disadvantage: tension on the suture line5.

Due to the unacceptable recurrence rate and 

prolonged postoperative pain, the hypothesis of using a 

foreign material to repair hernias was suggested3,4. The 

polypropylene mesh was presented by Usher in 1950 in 
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A B S T R A C TA B S T R A C T

Introduction: it is estimated that approximately 20 million people undergo inguinal hernia surgery annually in the world, with the 

Lichtenstein technique being the most performed surgical procedure. The objective of this study is to analyze the knowledge of the 

technical principles used in the Lichtenstein technique. Method: Survey-type intersectional study approved by the research ethics 

committee of São Camilo University Center (CAAE: 70036523.1.0000.0062). During the research period, 11,622 e-mails were sent 

to members of the main national surgical societies with research on the technical principles of Lichtenstein surgery. The survey was 

carried out using an electronic form with 10 multiple-choice questions. The form was answered anonymously on the SurveyMonkey 

and Google Forms platforms. Result: 744 responses were received to the electronic form. Based on this number of respondents, our 

survey has a confidence level of 95% with a margin of error of 3.5%. It was observed that there is no standardization of the technique 

among the majority of responders (53.4%). Many surgeons still perform digital dissection of the spermatic cord (47%). A small number 

of interviewees (15.2%) performed sutures with absorbable thread in the region of the internal oblique aponeurosis, while more than 

half (55.2%) continued to perform sutures with non-absorbable thread. Most surgeons use a small overlap or fix the mesh juxtaposed to 

the pubic symphysis (51%). Conclusion: Our research identified that a small percentage of respondents adequately know the technical 

principles of Lichtenstein surgery. The result brings us new insights into the need to review Lichtenstein technique.
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a series of experimental cases, the first clinical studies 

being presented by this same author only in the late 

1950s2-4.

Based on the hypothesis of the metabolic and 

degenerative origin of IH, in addition to the adverse 

effects of the suture line under tension, the Lichtenstein 

Institute group coined the term tension-free hernioplasty 

in 19842-9. This tension-free surgical technique, described 

by Irving Lichtenstein, employed a prosthetic material 

(polypropylene mesh) that was placed between the 

layers of the internal and external oblique muscles, thus 

eliminating the need to use unhealthy tissues for closure 

of the hernia defect3. Thus, based on this technical 

evolution, the fifth principle of inguinal surgery in the 

modern era was presented: tension-free repair3.

In 1989, after detecting four recurrences 

with the initial technique, Parviz Amid et al. proposed 

technical modifications (increased mesh size, interrupted 

suture in the aponeurosis of the internal oblique muscle, 

and greater overlap in the pubic symphysis). These 

modifications improved surgical results and culminated 

in the current Lichtenstein technique modified by Amid, 

a world-renowned surgical procedure6,8,10-12.

The Lichtenstein technique presents five 

principles based on the characteristic physiodynamics of 

the abdominal wall and intra-abdominal pressure. These 

principles are guided by the change in intra-abdominal 

pressure and the shrinkage of the mesh in living tissue, 

which is responsible for its contraction. Most authors 

describe this mesh shrinkage as approximately 20%4,6,13.

The five principles described by Lichtenstein 

are: (i) use of a footprint shaped mesh measuring 

approximately 7.5 x 15cm, with coverage of 2cm 

medially beyond the pubic symphysis, 3 to 4cm above 

the Hasselbach ligament and 5 to 6cm laterally to the 

internal inguinal ring; (ii) crossing the ends of the mesh 

behind the spermatic cord to avoid lateral recurrence; 

(iii) suturing the mesh with two separate stitches in 

the sheath of the rectus abdominis muscle and in the 

aponeurosis of the internal oblique muscle to avoid 

damage to the iliohypogastric nerve. The lower edge 

of the mesh must be sutured to the inguinal ligament 

with a continuous suture (three to four passes) of a non-

absorbable thread to prevent mobilization of the mesh; 

(iv) keep the mesh slightly relaxed or in a dome shape to 

contain the protrusion of the transversalis fascia when 

the patient makes some physical effort; and (v) visualize 

and protect the three nerves found in the inguinal region: 

ilioinguinal, iliohypogastric, and genital branch of the 

genitofemoral3,4,6,8,9,13,14.

In addition to these five fundamental principles, 

other technical steps are extremely important in this 

technique. Lichtenstein and Amid also describe how to 

evaluate the femoral canal, treatment of the hernial sac, 

and prevention of chronic pain8,16.

The femoral canal should be evaluated via the 

Bogros space through an opening in the posterior wall for 

direct hernias or through the opening of the hernial sac in 

cases of indirect hernias. If a femoral hernia is identified, 

it can be corrected simultaneously using a triangular 

extension on the mesh fixed to the Cooper’s ligament8,16.

The indirect hernial sac must be released 

from the spermatic cord beyond its neck and inverted 

or reduced to the abdominal cavity without ligation, 

as this increases the risk of postoperative pain8. Several 

studies and systematic reviews have identified that 

reduction of the hernial sac results in a lower rate of 

chronic postoperative pain, without increasing the rate 

of complications or recurrences17-19.

After the evolution of the anatomical knowledge 

of the inguinal region, neuroanatomical comprehension 

of this region has gained much notoriety. Adequate 

understanding of the innervation of the inguinal region 

is extremely important due to the high risk of chronic 

pain. This complication can affect up to 69% of patients 

operated on for this disease21,22. However, clinically 

significant or disabling pain can be seen in 12% and 6%, 

respectively1.

The inguinal region, as seen from the 

anterior view, has three main nerves, the ilioinguinal, 

the iliohypogastric, and the genital branch of the 

genitofemoral21,22.  Identification of the three nerves is 

a fundamental step in all patients undergoing IH surgery 

to prevent nerve damage during dissection and fixation 

of the mesh.

The ilioinguinal nerve is the most injured in 

the anterior approach. Prophylactic neurectomy of the 

ilioinguinal nerve does not seem to reduce the incidence 

of chronic pain, and apparently increases loss of local 

sensation. The international hernia consensus does 
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not routinely recommend prophylactic neurectomy1. A 

systematic review conducted by Cirochi et al. corroborates 

the recommendation of HerniaGroup1. However, it also 

recommends that a prudent surgeon should discuss with 

the patient and family the benefits and risks of neurectomy 

if it is necessary to perform it23. Excessive manipulation 

and elevation of nerves from their natural bed increases 

the risk of perineural fibrosis and chronic pain. In cases 

of nerve injuries or nerves that are at risk of entrapment, 

pragmatic neurectomy should be recommended24.

Due to its effectiveness and low recurrence, 

even in the hands of inexperienced surgeons, the 

tension-free repair recommended by the Lichtenstein 

group in 1984 was considered the gold standard surgical 

technique by the American College of Surgeons (ACS)3,6. 

Currently, the main national and international consensus 

and hernia and abdominal wall societies recommend this 

technique as the surgery of choice for repairing IH via the 

anterior approach with mesh1-3,5,6,10-12,15.

According to Datasus, in the last five years 

(January 2017 to December 2022), 722,680 IH surgeries 

were performed by the Public Unified Health System (SUS) 

in Brazil, with almost all patients (99.2%) undergoing 

open surgery. Only 5,814 (0.8%) patients underwent 

laparoscopy. Therefore, the need to know the technical 

principles of Lichtenstein surgery is still extremely 

important in Brazil.

This study aims to analyze the knowledge of the 

technical and anesthetic principles used in Lichtenstein 

surgery among members affiliated with the main national 

surgical societies, revisiting its history, evolution, and 

technical principles.

	 METHOD

This intersectional survey study carried out 

for descriptive analysis was approved by the Ethics in 

Research Committee of the Centro Universitário São 

Camilo, under CAAE number 70036523.1.0000.0062 

and opinion number 6.249.678. The study was carried 

out in accordance with the Declaration of Helsinki 

guidelines, and we followed the STROBE guidelines.

The main national surgical societies (Brazilian 

College of Surgeons (CBC), Brazilian College of Digestive 

Surgery (CBCD), and Brazilian Society of Hernia and 

Abdominal Wall (SBH) sent their 11,622 members 

an email with the electronic survey on the technical 

principles and anesthetics used in Lichtenstein’s surgery 

to IH repair. The e-mails were sent through the societies’ 

mailing lists. The researchers did not have access to 

the participants’ personal data. The questionnaire was 

prepared based on the technical steps described by 

Lichtenstein and modified by Amid as presented in the 

introduction and in the referenced articles4-6,8,13,14,16.

The survey was carried out using an electronic 

form with 10 multiple-choice questions. The form was 

answered anonymously on the SurveyMonkey and 

Google forms platforms. The questions regarded 1- the 

existence of technical standardization in the service?; 2- 

the anesthetic technique routinely used in Lichtenstein 

technique repairs; 3- the use of meshes; 4- the size of the 

mesh; 5- the innervation of the inguinal region; 6- the 

release of the spermatic cord; 7- the mobilization of the 

spermatic cord; 8- fixing of the mesh in the aponeurosis 

of the internal oblique muscle/rectus abdominis sheath; 

9- the mesh overlap in the pubic symphysis region; 

and 10- the mesh fixation overlap (Table 1). The data 

received were tabulated on Microsoft Excel for analysis 

and interpretation of the results. We used the most 

prevalent variables as reference (Ref.)

Based on the type of study, we decided to select 

a probabilistic sample of participants. We compared 

relative frequencies (percentages or prevalence) and 

used the Two Proportions Z test for statistical analysis. 

We applied the Slovin formula for sample calculation, 

aiming for a 95% confidence level and a 5% margin of 

error (expected n=372). We used the software SPSS V26 

(2019), Minitab 21.2 (2022), and Excel Office 2010, and 

adopted p<0.05 as a significance level.

	 RESULTS

We received responses from 744 participants. 

The expected answers to questions 4 to 10 and their 

respective percentages are highlighted in bold in Table 

1. Based on this number of respondents, our survey 

has a confidence level of 95% with a margin of error 

of 3.5%, better than expected at the beginning of the 

study, thus increasing the impact of our research. More 

than half of the participants (53.4%) reported that there 
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is no standardized technique in the service they work 

in, and that surgeons use their own modifications. 

Spinal anesthesia was the anesthetic technique most 

used (93.4%). As for the use of meshes, 70.6% of 

respondents use the mesh available in the hospital and 

opt for 7.5 x 15cm meshes for most patients (56.2%). 

Most respondents reported routinely identifying the 

nerves in the inguinal region (74.2%). However, 25.8% 

were not concerned with the identification of the nerves 

when fixing the mesh. Digital release was the most 

Table 1 - Questions and answers asked to research participants

N % p-value
1- Is there a technical standardization in the service you operate?
Yes, we follow an established technical standard 347 46.60% 0.01
No, teams members use the technique they are used to with their own modifica-
tions

397 53.40%

2- Which anesthetic technique is routinely used in Lichtenstein repairs?
Spinal anesthesia 695 93.40% Ref.
General anesthesia 30 4% <0.001
Local anesthesia 19 2.60% 0.001
3- Regarding the use of meshes:
I choose the best mesh for the patient to be operated on, as I have several types of 
meshes available

216 29% <0.001

I use the mesh available in the hospital, which is not always the most appropriate 
for the patient

525 70.60% Ref.

I do not use mesh in hernia repairs 3 0.40% <0.001
4- Regarding the size of the mesh:
I use pre-cut, 6 x 12cm meshes 123 16.50% <0.001
I use 7 x 15cm meshes 418 56.20% Ref.
I use meshes smaller than 6 x 12cm 34 4.60% <0.001
I don't worry about the size of the mesh, as long as it is well positioned in the 
inguinal region

169 22.70% <0.001

5- Regarding the innervation of the inguinal region:
I identify nerves routinely 552 74.20% Ref.
I don't identify nerves routinely 167 22.40% <0.001
The location of the nerves does not interfere with my mesh placement 25 3.40% <0.001
6- Regarding the release of the spermatic cord:
I use digital release 350 47.00% Ref.
I use release with atraumatic forceps 266 35.80% <0.001
I use release with an electric scalpel 128 17.20% <0.001
7- Mobilization of the spermatic cord is done with:
Gauze 257 34.50% <0.001
Surgical towel 63 8.50% <0.001
Penrose drain 375 50.40% Ref.
Farabeuf retractor 49 6.60% <0.001

used technique to release the spermatic cord (47%), 

followed by atraumatic release (35.8%) and, finally, 

release with an electric scalpel (17.2%). Fixation in the 

rectus abdominis sheath/internal oblique aponeurosis is 

performed with nonabsorbable suture in 55.2%, while 

fixation with continuous suture is performed in only 

10.2%. More than 50% of respondents fix the mesh 

juxtaposed to the pubic symphysis or with an overlap of 

less than 2 cm, and only 27.2% of them use an overlap 

of 5 to 6 cm from the internal inguinal ring.
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	 DISCUSSION

The Accreditation and Certification of Hernia 

Centers and Surgeons (ACCESS), which is a group 

associated to the European Hernia Society, recognizes 

the need for training of specialists in abdominal wall 

surgery. This recommendation is based on the wide 

acceptance of the increasing complexity of abdominal 

wall surgeries and the need to know several techniques 

to individualize the treatment of patients with hernias26. 

The main consensus on hernias also recommends the 

use of an individualized approach to patients1,12,26 and 

recognizes the need for the techniques used by surgeons 

to be mastered26.

There is no one technique of choice for all 

IH1. Therefore, mastering several techniques, from the 

simplest to the most complex, is extremely important to 

deliver the best possible surgical result to the patient. 

IH can be approached both anteriorly (Lichtenstein, 

Shouldice, and Bassini) and posteriorly (laparoscopic and 

robotic). The choice of which technique to use will be 

based on available resources, the surgeon’s experience, 

and factors related to the patient and the hernia1,12,16,27,28. 

The anterior approach is massively performed with the 

Lichtenstein technique1,16,27. 

Approximately 46% of respondents stated 

that they use a standardized technique for Lichtenstein 

surgery in their services. However, this standardization 

apparently does not reflect all the technical principles 

described and modified by Amid, as a much smaller 

percentage of research participants use appropriate 

fixings and overlays (15.2% and 33.6%, respectively). 

We believe that this lack of technical standardization 

is due to the learning transmitted between surgeons, 

as some textbooks used in many services as literature 

for resident training still present inadequate technical 

steps that were modified by Amid at the end of the 

1990s29,30. 

The identification of the three nerves in the 

inguinal region is a fundamental step in the Lichtenstein 

repair and is intended to prevent nerve injury during 

dissection and fixation of the mesh. The preservation 

of the nerves in their natural path, associated with the 

preservation of the fascia that covers them, prevents 

iatrogenic injury and contact of the mesh with the 

nerves16. More than 20% of respondents still do not 

N % p-value
8- Regarding fixation of the mesh in the aponeurosis of the internal oblique muscle/
rectus abdominis sheath:
I perform 2 stitches with absorbable suture parallel to the innervation 113 15.20% <0.001
I perform random simple stitches in the region 144 19.40% <0.001
I perform stitches with non-absorbable suture 411 55.20% Ref.
I perform continuous suturing in the region 76 10.20% <0.001
9- Regarding the mesh overlap in the pubic symphysis region:
I use a 2 cm medial overlap 250 33.60% 0.066
I use a 2 cm inferior overlap 115 15.50% <0.001
I fix the mesh juxtaposed to the pubic symphysis 284 38.20% Ref.
I use an overlap of less than 2cm 95 12.80% <0.001
10- Regarding the mesh fixing overlap:
I use a 2 cm overlap on the aponeurosis of the internal oblique muscle 98 13.20% <0.001
I use an overlap of 5 to 6cm lateral to the internal inguinal ring 202 27.20% <0.001
I use an overlap of 2 to 3cm of the internal inguinal ring 265 35.60% Ref.
I don't worry about overlap as long as the mesh fits in the medial region 179 24.10% <0.001

Ref, reference: most prevalent variable.
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worry about routine nerve identification. In the current 

context, with almost one million hernia surgeries 

performed in Brazil in the last five years, the possibility 

of patients with inguinodynia is extremely relevant, and 

adequate neuroanatomical knowledge of the region is 

fundamental for the adequate repair of IH1,12.

Another important modification of the 

technique was the change in the way of fixing the upper 

edge of the mesh in the aponeurosis of the internal 

oblique muscle/rectus abdominis sheath. It is currently 

recommended that only two interrupted stitches be 

placed with absorbable thread in the rectus abdominis 

sheath and internal oblique aponeurosis. This way of 

fixing the mesh prevents possible injury or entrapment 

of the iliohypogastric nerve, especially its intramuscular 

segment, which passes on average 2cm below the 

lower border of the internal oblique aponeurosis8,16,24. 

More than half of respondents (55.2%) still perform 

sutures with non-absorbable thread in the region and 

76 of them (10.2%) perform continuous sutures. Only 

15.2% of research participants use correct fixation, with 

separate stitches of absorbable thread, worrying about 

local innervation.

Isolation of the spermatic cord must be 

performed atraumatically, always visualizing the blue 

line sign (external spermatic vein), as the genital nerve 

is in close contact with this vein. Digital dissection 

(circling and elevating the spermatic cord with the 

fingers) is very traumatic and should no longer be 

used. This type of dissection leads to injury to the deep 

cremasteric fascia, which can lead to perineural injury 

and exposure of the genital branch to the mesh. Despite 

current recommendations, almost half (47.0%) of those 

interviewed continue to perform digital dissection of 

the spermatic cord and 17.2% perform dissection with 

an electric scalpel. Mobilization of the spermatic cord 

with a penrose drain is performed by just over half of 

those interviewed (50.4%). This manipulation with a 

penrose drain aims to reduce trauma to the topography 

of the genital branch of the genitofemoral29. All efforts 

and recommendations must be used to try to avoid or 

reduce the incidence of inguinodynia, a complication 

that can severely decrease patients’ quality of life21.

There are many risk factors for IH recurrence 

after anterior repair: surgeon experience, tension in the 

suture line, surgical technique, material, smoking, hernia 

size, missed hernias, inadequate supervision of residents, 

and return to activities31,32. However, a study published 

in 1987 identified the main causes of recurrence: 

inadequate coverage in the region of the pubic symphysis 

(overlap < 2cm) and too narrow a mesh (3 to 5cm) that 

did not adequately cover the inguinal region13,33,34. 

Another well-documented cause of recurrence was the 

non-crossing of the ends of the mesh in the spermatic 

cord12,14. Technical modifications were incorporated into 

Lichtenstein surgery to reduce the risk of recurrence. In 

our research, many interviewees (35.6%) still use small 

overlaps in the region of the internal inguinal ring, with 

less than 30% using the appropriate overlap according 

to Lichtenstein’s description. Another aspect that draws 

attention is that more than 50% of those interviewed 

place the mesh tightly in place or with an overlap of less 

than 2cm in the region of the pubic symphysis. Lack of 

adequate overlap in this region is one of the best-known 

causes of recurrence.

In the first descriptions of the technique, 

Lichtenstein described the use of 3 x 8cm meshes to 

correct direct and indirect hernias34. Despite the results 

presented in 1992 by Parviz Amid et al. showing that this 

mesh size was not sufficient to prevent recurrence8,16, 

recommendations for the use of small meshes can 

still be seen in textbooks29. The Lichtenstein Institute 

recommends that the mesh used should be sized 7.5 

cm x 15cm8,16,34. A little more than half (56.2%) of the 

interviewees use meshes of the recommended size, 

while 34 (4.6%) still place small meshes in the inguinal 

region, and three (0.4%) say they do not use meshes in 

inguinal hernia repairs at all.

It is well established that the use of 

prosthetic material in IH surgeries reduces the risk of 

recurrence27,35. Despite reducing recurrence, the use of 

mesh has been linked to chronic pain and foreign body 

sensation, the latter affecting up to 40% of patients. 

These complications are due to a foreign body reaction 

from the material used, which leads to an increase in 

the inflammatory response and the formation of scar 

tissue. The foreign body reaction is determined by the 

type, porosity, and volume of material used40. There 

are several characteristics (pore size, weight, pore 

effectiveness, strength, and elasticity) and materials 
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found in commercially available meshes, but in a 

pragmatic way, comparing the mesh by weight and 

porosity is convenient because they are the most 

evaluated characteristics1,35.  Porosity is a characteristic 

that impacts the biological behavior of the mesh and 

appears to interfere with the formation of fibrotic scar 

tissue and resistance to infection. Large pore meshes 

are characterized by larger pores of 1 to 1.5mm12. The 

weight of the fabric depends directly on the weight 

of the polymer as measured in grams/m2 (grammage). 

They can be divided into ultra-low, low, medium, and 

high grammage12. The so-called lightweight or low-

weight meshes generally weigh less than 40g/m2 and, 

therefore, cause less inflammatory reaction and foreign 

body sensation12,25,27. Several studies recommend 

the use of low weight meshes in the IH repair using 

the Lichtenstein technique and these meshes have 

demonstrated a reduction in the incidence of chronic 

pain and less foreign body sensation, without 

increasing the number of recurrences, though25,27,35,36. 

The disadvantages of lightweight meshes are their 

higher cost and their unavailability in most public 

services. According to our research, most respondents 

(70.4%) use the meshes available in the hospital and 

not necessarily the ones that would be best for patients.

When evaluating published scientific 

studies, we identified pros and cons for each surgical 

technique. The incidence of chronic pain, recurrence, 

and complications are very similar and possibly 

comparable between various techniques16,22,37-41 and, 

therefore, defining a technique as the gold standard is 

not a very easy task. Regardless of the technique used, 

each surgeon’s goal should be a recurrence rate and 

incidence of chronic pain of less than 1%22. However, 

the academic standard of randomized studies and 

clinical trials generally does not refer to daily practice16 

and only after a national registry of patients undergoing 

IH surgeries will we likely have real data regarding the 

incidence of chronic pain, recurrence, and complications 

in Brazil1.

The most important message regarding IH 

surgery is not about which technique is best, but about 

how we should debate and proceed towards improving 

training, structured residencies, learning curve, 

surgeries under the supervision of qualified surgeons, 

hospitals that offer the adequate number of patients so 

that surgeons in training can master, refine, and deliver 

the best surgical results to their patients16,31.

Open surgery to repair IH remains the most 

accepted and universally performed technique42. It is 

a surgical procedure that every general surgeon must 

be qualified and technically capable of performing. In 

addition to its versatility, it is strongly recommended 

in cases of inguinal pubic pain syndrome, recurrence 

after posterior approach, and should be considered in 

cases of peritoneal dialysis, scars due to pelvic surgery, 

radiotherapy, among others1,42,43. Furthermore, the 

tension-free technique does not require expensive 

or exclusive materials, just a polypropylene mesh 

and a qualified surgeon. It can be performed in any 

operating room in the world, at low cost and under 

local anesthesia. Its results are comparable between 

supervised residents and experienced surgeons, 

showing the ease of execution and duplication of the 

procedure43.

Following advances in anatomical knowledge 

and technical refinement, the Lichtenstein technique 

fulfills many of the requirements of an ideal repair and 

has the power to address the public health burden 

of hernia disease in all settings, with low recurrence 

rates, chronic pain, and morbidity16, as long as its 

technical principles are followed, and its modifications 

are incorporated into the surgical procedure. Small 

advances in surgical results can have a tremendous 

impact on public health, in addition to benefits for 

patients16.

The limitations of our study include low 

response rate (only 6.5% of the analyzed population), 

non-response errors, response reliability, and selection 

errors, limitations characteristic of survey-type studies 

and selection of probabilistic samples.

	 CONCLUSION

Our research identified that a very small 

percentage of respondents adequately know all the 

technical principles used in the Lichtenstein technique. 

The result of our study brings new insights into the need 

to revisit this renowned technique to deliver the best 

surgical results to patients with inguinal hernia in Brazil.



8Rev Col Bras Cir 50:e20233655

Messias
The Lichtenstein technique is being used adequately in inguinal hernia repair: national analysis and review of the surgical technique

	 REFERENCES

1.	 	HerniaSurge Group. International guidelines for groin 

hernia management. Hernia. 2018 Feb;22(1):1-165. 

doi: 10.1007/s10029-017-1668-x.

2.	 Hori T, Yasukawa D. Fascinating history of groin 

hernias: Comprehensive recognition of anatomy, 

classic considerations for herniorrhaphy, and current 

controversies in hernioplasty. World J Methodol. 

2021;11(4):160-86. doi: 10.5662/wjm.v11.i4.160. 

3.	 	Lau WY. History of treatment of groin hernia. World 

J Surg. 2002;26(6):748-59. doi: 10.1007/s00268-

002-6297-5.

4.	 	Amid PK. Groin hernia repair: open techniques. 

World J Surg. 2005;29(8):1046-51. doi: 10.1007/

s00268-005-7967-x. 

5.	 	Lichtenstein IL, Shulman AG, Amid PK, Montllor 

MM. The tension-free hernioplasty. Am J Surg. 

1989;157(2):188-93. doi: 10.1016/0002-

9610(89)90526-6. 

6.	 	Amid PK. Lichtenstein tension-free hernioplasty: 

its inception, evolution, and principles. Hernia. 

2004;8(1):1-7.

7.	 	Kurzer M, Belsham PA, Kark AE. The Lichtenstein 

repair for groin hernias. Surg Clin North Am. 

2003;83(5):1099-117. doi: 10.1016/S0039-

6109(03)00134-8.

8.	 	Amid PK, Shulman AG, Lichtenstein IL. Critical 

scrutiny of the open “tension-free” hernioplasty. 

Am J Surg. 1993;165(3):369-71. doi: 10.1016/

s0002-9610(05)80847-5. 

9.	 	Reinpold W, Chen D. Die evidenzbasierte 

Lichtenstein-Technik [Evidence-based Lichtenstein 

technique]. Chirurg. 2017;88(4):296-302. doi: 

10.1007/s00104-017-0402-7. 

10.	 	van Veenendaal N, Simons M, Hope W, Tumtavitikul 

S, Bonjer J, HerniaSurge Group. Consensus on 

international guidelines for management of groin 

hernias. Surg Endosc. 2020;34(6):2359-77. doi: 

10.1007/s00464-020-07516-5. 

11.	 	Miserez M, Peeters E, Aufenacker T, Bouillot JL, 

Campanelli G, Conze J, et al. Update with level 1 

studies of the European Hernia Society guidelines on 

the treatment of inguinal hernia in adult patients. 

Hernia. 2014;18(2):151-63. Erratum in: Hernia. 

2014;18(3):443-4.

12.	 	Claus CMP, Oliveira FMM, Furtado ML, Azevedo 

MA, Roll S, Soares G, et al. Guidelines of the 

Brazilian Hernia Society (BHS) for the management 

of inguinocrural hernias in adults. Rev Col Bras Cir. 

2019;46(4):e20192226. doi: 10.1590/0100-6991e-

20192226. 

13.	 	Amid PK. The Lichtenstein repair in 2002: an 

overview of causes of recurrence after Lichtenstein 

tension-free hernioplasty. Hernia. 2003;7(1):13-6. 

doi: 10.1007/s10029-002-0088-7.

14.	 	Amid PK. How to avoid recurrence in 

Lichtenstein tension-free hernioplasty. Am J 

Introdução: estima-se que aproximadamente 20 milhões de pessoas sejam submetidas a cirurgia de hérnia inguinal anualmente no 
mundo, sendo a técnica de Lichtenstein o procedimento cirúrgico mais realizado. O objetivo desse estudo é analisar o conhecimento 
dos principios técnicos empregados na técnica de Lichtenstein. Método: estudo tipo levantamento interseccional aprovado pelo 
comitê de ética em pesquisa do Centro Universitário São Camilo (CAAE: 70036523.1.0000.0062). Durante o período da pesquisa 
foram encaminhados 11.622 e-mails aos membros das principais sociedades cirúrgicas nacionais com uma pesquisa sobre os 
princípios técnicos da cirurgia de Lichtenstein. A pesquisa foi realizada por formulário eletrônico com 10 questões de múltipla 
escolha. O formulário foi respondido de forma anônima nas plataformas SurveyMonkey e Google Forms. Resultado: foram recebidos 
744 respostas ao formulário eletrônico. Com base nesse número de respondedores, nossa pesquisa apresenta grau de confiança de 
95% com margem de erro de 3,5%. Foi observado que não há padronização da técnica entre a maioria dos respondedores (53.4%). 
Muitos cirurgiões ainda fazem dissecção digital do funículo espermático (47%). Um pequeno número de entrevistados (15,2%) 
realizam sutura com fio absorvível na região da aponeurose do obliquo interno, enquanto, mais da metade (55,2%) continua fazendo 
sutura com fio inabsorvível. A maior parte dos cirurgiões utilizam overlap pequeno ou fixam a tela justaposta a sínfise púbica (51%). 
Conclusão: nossa pesquisa identificou que uma porcentagem pequena dos entrevistados conhecem adequadamente os princípios 
técnicos da cirurgia de Lichtenstein. O resultado nos traz novas percepções sob a necessidade de revistar a consagrada técnica de 
Lichtenstein.

Palavras-chave: Hérnia Inguinal. Parede Abdominal. Herniorrafia. Conhecimento.

R E S U M OR E S U M O



9Rev Col Bras Cir 50:e20233655

Messias
The Lichtenstein technique is being used adequately in inguinal hernia repair: national analysis and review of the surgical technique

Surg. 2002;184(3):259-60. doi: 10.1016/s0002-

9610(02)00936-4.

15.	 	Nordin P, Bartelmess P, Jansson C, Svensson C, 

Edlund G. Randomized trial of Lichtenstein versus 

Shouldice hernia repair in general surgical practice. 

Br J Surg. 2002;89(1):45-9. doi: 10.1046/j.0007-

1323.2001.01960.x.

16.	 	Chen, D.C., Morrison, J. State of the art: open mesh-

based inguinal hernia repair. Hernia. 2019;23:485-

92. doi: 10.1007/s10029-019-01983-z.

17.	 	Ciftci AB, Ocak S. A comparison of hernia sac 

ligation versus invagination in Lichtenstein tension-

free mesh hernioplasty: does the type of hernia play 

a role in outcomes? Hernia. 2022;26(4):1153-9. doi: 

10.1007/s10029-022-02637-3.

18.	 	Sharma M, Pathania OP, Kapur A, Thomas S, Kumar 

A. A randomised controlled trial of excision versus 

invagination in the management of indirect inguinal 

hernial sac. Ann R Coll Surg Engl. 2019;101(2):119-

22. doi:10.1308/rcsann.2018.0160.

19.	 	Othman I, Hady HA. Hernia sac of indirect inguinal 

hernia: invagination, excision, or ligation? Hernia. 

2014;18(2):199-204. doi:10.1007/s10029-013-

1081-z.

20.	 	Kao CY, Li CL, Lin CC, Su CM, Chen CC, Tam 

KW. Sac ligation in inguinal hernia repair: A meta-

analysis of randomized controlled trials. Int J Surg. 

2015;19:55-60. doi:10.1016/j.ijsu.2015.02.043.

21.	 	Konschake M, Zwierzina M, Moriggl B, Függer 

R, Mayer F, Brunner W, et al. The inguinal region 

revisited: the surgical point of view: An anatomical-

surgical mapping and sonographic approach 

regarding postoperative chronic groin pain following 

open hernia repair. Hernia. 2020;24(4):883-94. doi: 

10.1007/s10029-019-02070-z. 

22.	 	Alfieri S, Amid PK, Campanelli G, Izard G, Kehlet 

H, Wijsmuller AR, et al. International guidelines 

for prevention and management of post-operative 

chronic pain following inguinal hernia surgery. 

Hernia. 2011;15(3):239-49.

23.	 	Cirocchi R, Sutera M, Fedeli P, Anania G, Covarelli 

P, Suadoni F, et al. Ilioinguinal Nerve Neurectomy 

is better than Preservation in Lichtenstein Hernia 

Repair: A Systematic Literature Review and Meta-

analysis. World J Surg. 2021;45(6):1750-60. doi: 

10.1007/s00268-021-05968-x.

24.	 	Amid PK. Causes, prevention, and surgical treatment 

of postherniorrhaphy neuropathic inguinodynia: 

triple neurectomy with proximal end implantation. 

Hernia. 2004;8(4):343-9. 

25.	 	Zhong C, Wu B, Yang Z, et al. A meta-

analysis comparing lightweight meshes with 

heavyweight meshes in Lichtenstein inguinal 

hernia repair. Surg Innov. 2013;20(1):24-31. 

doi:10.1177/1553350612463444.

26.	 	Köckerling F, Sheen AJ, Berrevoet F, Campanelli 

G, Cuccurullo D, Fortelny R, et al. The reality of 

general surgery training and increased complexity 

of abdominal wall hernia surgery. Hernia. 

2019;23(6):1081-91. doi: 10.1007/s10029-019-

02062-z.

27.	 	Uzzaman MM, Ratnasingham K, Ashraf N. Meta-

analysis of randomized controlled trials comparing 

lightweight and heavyweight mesh for Lichtenstein 

inguinal hernia repair. Hernia. 2012;16(5):505-18. 

doi:10.1007/s10029-012-0901-x.

28.	 	Claus C, Furtado M, Malcher F, Cavazzola LT, Felix E. 

Ten golden rules for a safe MIS inguinal hernia repair 

using a new anatomical concept as a guide. Surg 

Endosc. 2020;34(4):1458-64. doi:10.1007/s00464-

020-07449-z.

29.	 	Repair of Inguinal Hernia with Mesh (Modified 

Lichtenstein). In: Ellison E, Zollinger, Jr. RM, Pawlik 

TM, Vaccaro PS, Bitans M, Baker AS. eds. Zollinger’s 

Atlas of Surgical Operations, 10e. McGraw Hill; 

(2016). 

30.	 	Townsend JCM, Beauchamp RD, Evers BM, Mattox 

KL. (2022). Sabiston textbook of surgery (21th ed.). 

Elsevier - Health Sciences Division.

31.	 	Köckerling F. What Is the Influence of Simulation-

Based Training Courses, the Learning Curve, 

Supervision, and Surgeon Volume on the Outcome 

in Hernia Repair? A Systematic Review. Front Surg. 

2018;5:57. doi:10.3389/fsurg.2018.00057.

32.	 	Gopal SV, Warrier A. Recurrence after groin hernia 

repair-revisited. Int J Surg. 2013;11(5):374-7. 

doi:10.1016/j.ijsu.2013.03.012.

33.	 	Bay-Nielsen M, Nordin P, Nilsson E, Kehlet H; Danish 

Hernia Data Base and the Swedish Hernia Data 

Base. Operative findings in recurrent hernia after a 



10Rev Col Bras Cir 50:e20233655

Messias
The Lichtenstein technique is being used adequately in inguinal hernia repair: national analysis and review of the surgical technique

Lichtenstein procedure. Am J Surg. 2001;182(2):134-

6. doi:10.1016/s0002-9610(01)00674-2.

34.	 	Seker D, Oztuna D, Kulacoglu H, Genc Y, Akcil M. 

Mesh size in Lichtenstein repair: a systematic review 

and meta-analysis to determine the importance of 

mesh size. Hernia. 2013;17(2):167-75. doi:10.1007/

s10029-012-1018-y.

35.	 	Bakker WJ, Aufenacker TJ, Boschman JS, Burgmans 

JPJ. Lightweight mesh is recommended in open 

inguinal (Lichtenstein) hernia repair: A systematic 

review and meta-analysis. Surgery. 2020;167(3):581-

9. doi:10.1016/j.surg.2019.08.021.

36.	 	Rutegård M, Lindqvist M, Svensson J, Nordin P, 

Haapamäki MM. Chronic pain after open inguinal 

hernia repair: expertise-based randomized clinical 

trial of heavyweight or lightweight mesh. Br J Surg. 

2021;108(2):138-44. doi:10.1093/bjs/znaa049.

37.	 	Bullen NL, Massey LH, Antoniou SA, Smart NJ, 

Fortelny RH. Open versus laparoscopic mesh repair 

of primary unilateral uncomplicated inguinal hernia: 

a systematic review with meta-analysis and trial 

sequential analysis. Hernia. 2019;23(3):461-72. doi: 

10.1007/s10029-019-01989-7.

38.	 	Koning GG, Wetterslev J, van Laarhoven CJ, Keus 

F. The totally extraperitoneal method versus 

Lichtenstein’s technique for inguinal hernia repair: 

a systematic review with meta-analyses and trial 

sequential analyses of randomized clinical trials. 

PLoS One. 2013;8(1):e52599. doi: 10.1371/journal.

pone.0052599. Erratum in: PLoS One. 2013;8(1). 

doi: 10.1371/annotation/4775d24d-130e-40f8-

a19e-fc4ad5adb738. 

39.	 	Scheuermann U, Niebisch S, Lyros O, Jansen-Winkeln 

B, Gockel I. Transabdominal Preperitoneal (TAPP) 

versus Lichtenstein operation for primary inguinal 

hernia repair - A systematic review and meta-

analysis of randomized controlled trials. BMC Surg. 

2017;17(1):55. doi:10.1186/s12893-017-0253-7

40.	 	Kargar S, Shiryazdi SM, Zare M, Mirshamsi MH, 

Ahmadi S, Neamatzadeh H. Comparison of 

postoperative short-term complications after 

laparoscopic transabdominal preperitoneal (TAPP) 

versus Lichtenstein tension free inguinal hernia 

repair: a randomized trial study. Minerva Chir. 

2015;70(2):83-9.

41.	 	Köckerling F, Koch A, Adolf D, et al. Has Shouldice 

Repair in a Selected Group of Patients with Inguinal 

Hernia Comparable Results to Lichtenstein, TEP and 

TAPP Techniques? World J Surg. 2018;42(7):2001-

10. doi:10.1007/s00268-017-4433-5.

42.	 	Öberg S, Jessen ML, Andresen K, Rothman JV, 

Rosenberg J. High complication rates during and 

after repeated Lichtenstein or laparoscopic inguinal 

hernia repairs in the same groin: a cohort study 

based on medical records. Hernia. 2020;24(4):801-

10. doi: 10.1007/s10029-019-02083-8.

43.	 	Campanelli G, Bruni PG, Morlacchi A, Lombardo 

F, Cavalli M. Primary inguinal hernia: The open 

repair today pros and cons. Asian J Endosc Surg. 

2017;10(3):236-43. doi:10.1111/ases.12394.

Received in: 11/09/2023

Accepted for publication: 15/10/2023

Conflict of interest: no.

Funding source: This work was carried out with the 

support of the Coordination for the Improvement of 

Higher Education Personnel – Brazil (CAPES) – Financing 

Code 001.

Mailing address:
Bruno Amantini Messias

E-mail: bruno22med@hotmail.com


