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Introduction:
Word hernia is derived from Greek language, 
meaning “A Bud or Shoot”. A Hernia is a protru-
sion of a viscous or part of a viscous through an 
abnormal opening in the walls of its containing 
cavity1.

Inguinal hernia is the protrusion of the contents 
of the abdomen through the inguinal region. It is 
divided into direct and indirect varieties.

Th e rate of hernia surgery is highest in USA 
(280/100,000) in the world as compared to the 
fi gures of 180 and 100 for Australia and Eng-
land2 respectively.

Inguinal hernia can occur at any age and exhibits 
a marked male predominance (20:1)2. In gen-
eral all hernias should be repaired unless local 
or systemic conditions in the patient preclude 
a safe outcome. Th ere are many diff erent tech-
niques for the repair of inguinal hernias. What-
ever method is used meticulous technique is es-
sential.

Th e foundation of modern hernia repair ap-
proach was laid by Marcy in 1871 and Bassini 
in 1884 along with Shouldice in 1951. Bassini 
repair remains a gold standard for hernia repair 
till 2002, when Lichtenstein was recognized as a 
gold standard. 
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Bassini repair entails approximation of the de-
fect of the posterior abdominal wall, deep ingui-
nal ring and approximation of conjoined tendon 
to the inguinal ligament.

Lichtenstein repair requires application of mesh 
on the posterior wall thus strengthening the 
posterior wall without applying tension on it. 

Th e principles of repair are excision or reduction 
of the Hernia sac, and repair of the posterior wall 
of the inguinal canal.

Inguinal herniorrhaphy remains one of the most 
common general surgical operations, with ap-
proximately 10 to 20 per cent performed for re-
currence.

Recurrences have been a signifi cant problem fol-
lowing hernia repair. Prosthetic materials have 
been increasingly used in hernia repair to pre-
vent recurrences. Th eir use has been associated 
with several advantages, such as less postopera-
tive pain, rapid recovery, low recurrence rates.

Mesh repair is advocated by several specialized 
hernia centers, demonstrating recurrence rates 
less than 2 per cent. Reviews by specialized her-
nia centers show mesh repair has a recurrence 
rate of 0.2 per cent.

Material and Methods:
Th is study was carried out in Surgical Unit IV 
of Civil Hospital, Karachi over a period of two 
years from April 2008 to April 2010. 

Th e inclusion and exclsuion criteria was:
• Patient with clinical presentation of ingui-

nal Hernia either primary or recurrent in 
nature.

• Patient with other types of groin and extra- 
groin hernia were excluded from the study.

• Patients with ASA 4 and 5 were excluded 
from the study.

All patients were admitt ed in the ward through 
Outpatient Department. All patients were oper-
ated on planned list. A detailed history and thor-
ough physical examination was carried out in 
each case. Preoperative work up of the patients 

with complete blood examination, complete 
urine examination and blood sugar was done. 
ECG and chest X ray of the patient 45 years 
and above was done and there cardio- respira-
tory status was assessed. P/R examination and 
ultrasound of the prostate was done to assess the 
urinary status of patients above 50 years of age. 
All the data was recorded on the pre designed 
Proforma. 

All operations were performed under spinal an-
esthesia. Th e hernias were classifi ed according 
to its anatomical position as direct or indirect. 
Data about operative and postoperative compli-
cations were recorded. 

Th e patients were seen in the outpatient depart-
ment one week post operatively to detect pos-
sible wound complications and then 1 month, 6 
months, 1, 3,5 and 7 years post operatively.

Pre operative preparation included shaving op-
eration area, I/V antibiotics at induction and 
continued for 48 hours aft erward and DVT pro-
phylaxis by Inj. Clexane 20 mg s/c OD for obese 
patients. Th is prophylactic L.M.W heparin was 
continued until patient was mobilized. Post op-
eratively care was taken about antibiotic dosage, 
analgesia and early mobilization. 

Patients were discharged from hospital aft er 24-
72 hours when they were pain free and have no 
complications. Stitches were removed on the 8th 
post operative day on out patient basis. Wound 
and inguino scrotal region was examined for any 
complication as well. 

Complications occurred post operative in hos-
pital and during fi rst month aft er surgery were 
labeled as early post operative complications 
and that occurred aft er 1 month of surgery were 
labeled as delayed complications. 

Patients were advised to go to their routine life 
aft er 1 week with the instructions of light work 
as offi  ce work and heavy work aft er one and half 
month.

Results:
A total of 112 patients were operated and in-



273

Pak J Surg 2012; 28(4): 271-275

An experience of mesh repair in inguinal hernia with two and half years follow up at Civil Hospital, Karachi

cluded in this study. 

Th e follow-up time was two and a half years, 
follow-up rate was 75.0 %. During this fi rst fol-
low-up it was especially interesting to read the 
patients, self-assessment concerning their physi-
cal restrictions during the fi rst month aft er the 
operation. 

83.03% (n:93) belongs to Urban area and 16.97% 
(n:19) from the remote areas.  Straining during 
defecation and micturition was found the major 
predisposing factor i-e 35.71% (n:40) for hernia 
formation. Other contributing factors for hernia 
formation are Smoking 24.10% (n:27) ,Chronic 
Cough 14.28% (n:16), Weight lift ing 10.71% 
(n:12) and Obesity 6.25% (n:7). In ten patients 
no any defi nite contributing factor found.  Th e 
age of the patients ranges from 21 to 70 years as 
shown in table. 1. Th e frequency of the types of 
hernia are shown in table 2.  Th ere was no ma-
jor intra operative complication or postopera-
tive death occurred. 36(32.14%) complications 
were observed. All were managed conservatively 
and shown in table 3.

Fift y six patients were discharged from hospital 
within two days i-e 50%, 36(32.14%) discharged 
within three days, 14(12.50%) discharged with-
in four days and 06 (5.35%) patients stayed for 
more than four days due some reason i-e wound 
infection or belongs to remote areas.

Follow up: Th e follow up was done fi rst week 
aft er the discharge than aft er one month, 06 
months, fi rst year, second year and two and a 
half years. Th ere was no recurrence till two and a 
half years and no noticeable complications seen 
regarding the operation.

Discussion:
Th e history of treating groin hernias has evolved 
from life-saving procedures for strangulated her-
nia in the past to elective short stay surgery for 
uncomplicated hernias today.

 In this new era of evidence-based medicine, any 
hernia repair procedure must be carefully evalu-
ated concerning its benefi ts and its costs. Ben-
efi ts must be measured in clinical, social, and 

economic terms. Similarly, benefi ts are evalu-
ated across the whole patient environment and 
across the whole health care system. It is no lon-
ger adequate to demonstrate that some proce-
dures work. Th ese procedures must be evaluated 
in properly conducted randomized controlled 
trials to eliminate compounding variables.

Th e most popular operations among surgeons, 
at present, are the Shouldice repair, the Lich-
tenstein repair, and the laparoscopic methods 
of transabdominal preperitoneal repair and the 
totally extraperitoneal repair. 

Th e Shouldice and Lichtenstein repairs have the 
distinct advantages that they can be carried out 
under local anesthesia and their postoperative 
complication rates and long-term recurrence 
rates are low. 

Th e Lichtenstein repair has the added advantage 
that it is a simpler operation with a shorter learn-
ing curve than the Shouldice repair. 

Th e Lichtenstein repair is currently the most 
appropriate operation for primary inguinal her-
nias. It is associated with excellent outcome in 
the hands of non specialist surgeons and results 
in less postoperative pain, early return to nor-
mal activities and a lower recurrence rate, when 
compared with suture repairs.3 

Th e key principles of the standard Lichtenstein 
tension-free hernioplasty implies the main goal 
of the tension-free hernioplasty to overcome ad-
verse eff ects, such as the intra-abdominal pres-
sure gradient and contraction of the mesh. 4

Drye’s study of intra-abdominal pressure5 dem-
onstrated a mean pressure of 8 cm H2O in su-
pine as compare with 12 cm H2O in standing 
position. Various activities, such as straining and 
vomiting, increased pressure to more than 80 
cm H2O. 

According to our laboratory and clinical studies 
reported in 19966, the mesh shrinks by approxi-
mately 20% in both directions aft er implanta-
tion, a conclusion confi rmed by Klinge et al. in 
19987.
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Th e following key principles have been integral 
parts of Lichtenstein operation since 1988:
1. Use a large sheet of mesh Lichtenstein insti-

tute recommend repair by using a 7.15 cm 
sheet of mesh for easy handling, then trim-
ming 3–4 cm from its lateral side.

2. Cross the tails of the mesh behind the sper-
matic cord to avoid recurrence lateral to the 
internal ring. 

3. Fixation of the mesh prevents movement, 
folding, and wadding of the mesh (me-
shoma), which can cause chronic pain and 
recurrence of the hernia.

4. Keeping the mesh with a slightly relaxed, 
tented up, or dome-shaped helps  during 
this phase of the postoperative course, the 
extra mesh of the dome protects the repair 
by buff ering the forward protrusion of the 
Transversalis fascia caused by increased in-
tra-abdominal pressure and when the mesh 
contracts aft er the infi ltration of tissues, this 

extra mesh compensates for the contrac-
tion.

5. Identify and protect the ilioinguinal, ilio-
hypogastric, and genital nerves throughout 
the operation. 

Identifi cation and careful att ention to the groin 
nerves during hernia repair should minimize in-
cidence of chronic pain.8 Triple neurectomy is a 
proved surgical treatment for chronic post her-
niorrhaphy pain intractable to multidisciplinary 
pain management.9 Simultaneous resection 
of the ilioinguinal, iliohypogastric and genital 
nerves is performed with implantation of their 
proximal ends and without mobilization of the 
spermatic cord.10 Although the reported success 
rate of the triple neurectomy procedure ranges 
from 80%11 to 95%.12,13 Th e study conducted at 
Department of Surgery, University of Utah, Salt 
lake city, showed superiority of open mesh over 
laparoscopic mesh repair when seen for compli-
cations and recurrence rate.14

Randomized trial of Lichtenstein versus Shoul-
dice hernia repair conducted at department of 
surgery, Ostursund hospital, Sweden showed 
that Lichtenstein hernia repair is easier to learn, 
took less time and fewer recurrences.15

Another study conducted at department of 
surgery, Hellemi Airforce Hospital, Athenes, 
Greece concluded that Lichtenstein tension 
free mesh inguinal hernia repair is a simple, safe, 
comfortable, eff ective method with extremely 
low recurrence rate, and therefore it is preferred 
method for hernia repair. 16 

In my study which was a prospective study 112 
patients were included over a period of two year. 
I didn’t fi nd inguinal hernia in female during this 
period but other study conducted at combined 
military hospital, Rawalpindi17, showed male 
to female ratio of 46.5:1. If we go through the 
literature we found that twenty percent have bi-
lateral inguinal hernia and indirect is the most 
common variety of hernia. In my study I found 
that only four percent had bilateral and 76% had 
indirect inguinal hernia. In my study I found 
that patient had more on right side as the same 

Table1: Age Distribution of Patients

Age Group  Frequency  Percentage
21-30 35 31.25

31-40 21 18.75

41-50 22 19.64

Above 51 34 30.35

Total 112 100

Table 2: Type of Hernia

Type of Hernia Frequency Percentage
Direct 27 24.10

Indirect 85 75.89

Total 112 100

Table 3: Post Operative Complications 

Complications Frequency Percentage
Wound Hematoma 07 6.2

Wound infection 08 7.1

Seroma 04 3.5

Testicular atrophy Nil --

Urinary Retention 04 3.5

DVT Nil --

Scrotal Edema 07 6.2

Mesh Infection Nil --

Recurrence Nil --

Post operative neuralgia 06 5.3

Total 36 32.14
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stated in Bailey and Love (24th edition).

If  we compare our recurrence rate (0%) over a 
follow up of two and a half years with a interna-
tional study conducted at district hospital, Swe-
den by Peter Danielsson etal18 , they also showed 
the same result i.e. recurrence rate of nil over a 
period of one year. Another study conducted at 
Queensway, U.K19, showed same results over a 
follow up period of one year and they recom-
mended Lichtenstein repair as a treatment of 
choice for inguinal hernia repair due to high pa-
tient satisfaction, minimal complication and low 
recurrence ratein my study 5.3%. So the overall 
rate of recurrence is same over a follow up pe-
riod of 12-24 month in local as well as interna-
tional studies, but other complication has slight 
variation in occurrence. 

Inguinal hernia is very common in males. Ma-
jority of the patients suff ered from right sided 
inguinal hernia due to delayed decent of right 
testis and patent processus vaginalis. Multiple 
risk factors are involved in causing the inguinal 
hernia in most of patients. Indirect inguinal her-
nia is common in young and middle age group. 
Lichenstein’s tension free mesh repair can safely 
done and is well tolerated with minimal post-
operative pain. Operative procedure is usually 
simple. Minimal numbers of mild complications 
were observed postoperatively.

No patient required operation to treat the com-
plication. No recurrence with this type of treat-
ment during our study period. Patients accepted 
this procedure happily. Th ere is minimal disrup-
tion due to early return to normal life.

Conclusion: 
Lichtenstein repair can be performed safely, 
rapidly, tension free, in the surgical units with 
excellent outcome, with low postoperative com-
plications and with very minimal chances of re-
currence. Mesh repair of inguinal hernia is much 
superior to non-mesh repair in terms of recur-
rence and postoperative chronic pain20. 10-year 
follow up study provides evidence that mesh 

repair in inguinal hernia is equal to non mesh 
repair with respect to long term persistent pain 
and discomfort interfering with daily activity21. 
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