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Background: Severe persistent pain after surgery (SPS) remains a major medical challenge. In groin hernia repair (GHR), 2-4% of procedures precipitate SPS. Although traditionally considered a continuation of the acute post-surgery pain, SPS may develop with a delayed onset, making studies of temporal pain trajectories a key issue. 
Objective(s): To evaluate the discriminative power of different pain trajectories based on patients’ demographics, pain characteristics, psychometrics, and quantitative sensory testing (QST).
Methods: Pain trajectories from GHR patients with SPS were obtained. Questionnaires on neuropathic pain, pain-related functional assessments, and psychometrics were completed and supplemented by the QST-profile. Pain trajectories were normalized regarding pain intensity and time, and analyses of pre-surgical and post-surgical area-under-the-curve (AUC) were done. Principal component analysis (PCA) was applied, and the significant PCA components and their corresponding predictive variables were subsequently used in multiple logistic regression models.
Results: Ninety-five patients were examined. AUC data demonstrated that post-surgical pain trajectories could be separated into three different groups (P < 0.0001): group I (n = 48), acute high-intensity pain translated into SPS; group II (n = 28), acute pain subsided, and a delayed-onset SPS developed; group III (n = 7), repeat-surgery successively induced SPS. The logistic regression model indicated that the summated pain score, a standardized questionnaire on neuropathic pain, and pain-related functional assessments were potential predictors of group I and II. 
Conclusion: Although the pathophysiological substrates of different pain trajectories may lie in CNS perturbations such as central sensitization, latent sensitization, or hyperalgesic priming, further research into the intrinsic mechanisms of SPS is needed.

SASP2026_Abstract_Template_mw_Clean	2 (3)

