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Letters to the Editor

Fluoroscopically-Guided Pulsed Radiofrequency 
Neurotomy Technique for the Treatment of 
Genitofemoral Neuralgia

To The ediTor

A 48-year-old woman presented to our clinic for 
evaluation of persistent, burning, left-sided groin pain 
that occurred after placement of a bone-anchored mid-
urethral sling 8 years prior. The pain persisted despite 
urethrolysis, tension-free transvaginal tape placement, 
and eventual sling and bone anchor removal. Multiple 
pharmacologic agents failed to control her symptoms. 

She presented to our clinic about 6 months after 
sling and bone anchor removal. Ultrasound-guided gen-
itofemoral (GF) nerve blocks repeatedly gave her over 
50% relief for 3 weeks at a time. Due to her favorable 
response to GF nerve blockade she was deemed an op-
timal candidate for pulsed radiofrequency neurotomy. 

For the procedure, the patient was positioned su-
pine. Under fluoroscopy, an anterior-posterior view of 
the pelvis containing the anterior superior iliac spine 
(ASIS) and the left pubic tubercle was obtained. An ini-
tial puncture site was marked approximately 3 cm su-
perolateral from the left pubic tubercle along a line ex-
tending from the left pubic tubercle to the ASIS. After 
cleaning and anesthetizing the skin, a 20 gauge, 10 mm 
active-tip, radiofrequency cannula (Baylis Medical Com-

pany) was inserted at a 45 degree angle with the tip 
directed from lateral to medial. Once the superior pu-
bic ramus was contacted, the cannula was withdrawn 
and repositioned at a slightly more oblique angle. This 
was repeated until the active node of the cannula was 
approximately 1 cm lateral to the left pubic tubercle at 
an angle parallel to the genitofemoral nerve. Fluoros-
copy was used to ensure position over bone for the en-
tirety of the procedure (Fig. 1). Contrast confirmed the 
absence of vascular flow. Sensory and motor stimula-
tion was tested at 50 MHz and 2 MHz, respectively. On 
sensory testing, the patient reported a reproduction 
of pain in her typical distribution. After anesthetizing 
with 1 mL of 1% lidocaine, the nerve was ablated on 
a pulsed setting with 2 Hz frequency and 20 ms pulse 
duration. The peak temperature was 42 degrees and 
the voltage ranged between 50 and 60 volts. The nerve 
was ablated twice for 120 seconds each time. After the 
ablation, 1 mL of 0.25% bupivacaine and 1 mL of 40 
mg/mL of triamcinolone was injected. 

Prior to the neurotomy the patient reported her 
pain as 8 out of 10 on a numerical pain rating scale. 

Fig. 1. From left to right, initial RFA puncture site, advancing the cannula, cannula in place approximately 1 cm lateral to the left 
pubic tubercle. Contrast was injected to confirm absence of  vascular flow. 
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Immediately post-neurotomy, the patient reported a 100% relief of her 
pain. At follow up 1.5 months post-procedure she reported sustained 
95% pain relief. 

Genitofemoral neuralgia (GFN) was first described by McGee in 
1942 (1). GFN causes pain in the groin and medial thigh. The etiology 
is thought to be from nerve entrapment or iatrogenic injury. GFN has 
been noted after various inguinal and abdominal surgeries (2). The ex-
act prevalence of GFN is unknown.

The genitofemoral nerve originates from the L1 and L2 ventral 
spinal nerve roots, travels within the psoas muscle until about the L3/
L4 level where the nerve pierces the anterior surface of the psoas. It 
then divides into the genital and femoral branches. The genital branch 
continues along the psoas, enters the deep inguinal ring and, in men, 
supplies the spermatic cord, sensory innervation to the scrotum, and 
motor innervation to the cremaster muscle. In women, the genital 
branch runs alongside the round ligament and provides innervation to 
the mons pubis and labia majora. The femoral branch travels lateral to 
the femoral artery and posterior to the inguinal ligament, piercing the 
sartorius to innervate the skin of the anteromedial thigh around the 
femoral triangle (Fig. 2). 

A variety of interventional techniques to treat GFN have been de-
scribed in the literature including CT-guided transpsoas injection (3,4), 

ultrasound-guided blockade of the 
genitofemoral nerve at the inguinal 
canal (5), ultrasound-guided cryoabla-
tion (6), pulsed radiofrequency neurot-
omy (PFN) with anatomic guidance (7), 
and ultrasound-guided PFN (8). Only 
one study used fluoroscopy to guide a 
tack injection to treat GFN following 
inguinal herniorrhaphy (9). 

To our knowledge, the case de-
scribed above is the first to describe 
a fluoroscopically-guided pulsed ra-
diofrequency neurotomy technique 
for the treatment of GFN. While ultra-
sound and CT are appropriate methods 
for guidance, the availability of these 
modalities may vary from clinic to clin-
ic. In addition, clinicians’ expertise with 
ultrasound and CT-guidance may also 
vary significantly. For those not as com-
fortable with CT or ultrasound guid-
ance, fluoroscopic guidance may be a 
viable alternative. 
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Fig. 2. Sensory distribution of  the genitofemoral, iliohypogastric, and ilioinguinal 
nerves. Used with permission from Cesmebasi, et al. 
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