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Introduction:
Inguinal herniorrhaphy remains one of the most 
common general surgical operation.1 Th ere are 
many advances in the surgery for inguinal hernia 
recently.2 Despite these advances, the best tech-
nique for inguinal hernia repair is not yet been 
established in the literature.3 During the last 15-

20 years mesh hernioplasty is very popular in 
west4 and Lichtenstein at al reported less than 
1% recurrence for prolene mesh hernioplasty.5 
Th e Shouldice repair has also less than 1% re-
currence but it has a relatively long learning 
curve6 and is technically more challenging and 
diffi  cult.7 Both Bassini’s and Shouldice repair are 
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technically diffi  cult to master and achieve good 
result.8 Th e posterior illiopubic tract technique 
was championed by Nyhus.9 Th e strength of this 
repair is due to suturing the arch of the tranver-
sus adominis aponeurosis to the illiopubic tract, 
but the recurrence rate is 2%.

Stoppa introduced this technique for huge groin 
henias in 1975, using a giant mesh posteriorly, in 
preperitonium plain.10 Gilbert advocated, plug 
and mesh (Gilbert Ruthow) or a polypropylene 
device prolene Hernia system (PHS) for day 
case inguinal hernia repair.11 It has recurrence 
rate of 1.5% aft er long term follow up, but Fasih 
et al12 has quoted recurrence rate of 0.5%.

In 1990, Laparoscopic hernia repairs started 
.i.e TAPP (Transabdominal preporitoneal ap-
proach) and TEP (Total extra peritoneal ap-
proach.13 Th e basis of the repair to use a large 
price of the mesh to cover all the three potential 
sites of hernia i.e indirect, direct and femoral.14 
Th is technique is less painful than open proce-
dure and allow early return to work but have 
higher hospital cost.15 Being a newer technique 
the data is slowly collecting.

Patients and methods:
Th is prospective case control study was carried 
out from Jan. 2010 to June 2011 in surgical “A” 
unit Khyber Teaching Hospital Peshawar at-
tached to Khyber Medical College Peshawar on 
all male patients of 19 years of age and above 
with inguinal hernia. All these patients were ad-
mitt ed in the ward through O.P.D. Patients be-
low 19 years of age and those admitt ed in emer-
gency e.g. obstructed hernia was excluded from 
study because in these patients non-mesh repair 
was done.

All the patients were assessed cardiac wise, chest 
wise and for the symptoms of prostatism and 
constipation. Th ey were investigated and ap-
propriate treatment was given. Th ese patients 
were assessed by anesthetist and appropriative 
anesthesia (general, spinal and local) was given 
and operated. Abocain was injected in the surgi-
cal site at the end of operation and intravenous 
synthetic narcotics and intramuscular diclofenic 

preparations followed by oral analgesic for post 
operative pain control.

Th ree doses of prophylactic antibiotics like Co. 
amoxiclove or 2nd generation cephalosporin 
was given. First dose was administered at the 
time of induction of anesthesia and subsequent 
doses at eight hourly or 12 hourly interval. Th e 
dressing was changed aft er 48 hours. Th e wound 
was washed with pyodine and light dressing ap-
plied. Th e patient was then sent home. All the 
data was collected on a pre designed proforma 
and out patient follow up was carried out for 6 
months.

Surgical Procedure:
Th e Lichtenstein repair, the standard open tech-
nique as described by Nelson16 was used for both 
direct and indirect inguinal hernia. Th e corners 
of the polypropylene mesh (6 * 11cm) size were 
trimmed and a slit nearly half the length of the 
mesh was created for the cord to go through. 
Th e lower edge of the mesh was anchored to the 
inguinal ligament with 2/0 prolene in a continu-
ous manner starting at the pubic tubercle and 
ending just beyond a point past the level of the 
deep ring. Th e mesh was then anchored by 3 to 4 
interrupted stitches to the conjoint tendon and 
internal oblique muscle with unabsorbable su-
ture. Th e upper leaf of the mesh was pulled over 
the lower leaf like a double breast coat. Th e lower 
edge of the upper leaf and lower edge of the low-
er leaf together were stitched with 2/0 prolene 
to the inguinal ligament. Th e new deep ring was 
carefully created that admits the tip of the litt le 
fi nger. Haemostatic was secured and external 
oblique repaired with “O” vicryl (polyglycolic 
acid suture).No drain was put. Skin was closed 
with subcutaneous 2/0 prolene.

Results:
In this study 100 male patients of inguinal her-
nias were admitt ed. Four patients had bilateral 
inguinal hernias. Th e ages of the patients ranges 
from 19 to 80 years. Table-1

(Mean Age: 49.63+-14.10). Th e inguinal hernia 
was more common on the right side i.e 65% Ta-
ble-2. Reducible hernias were 88% and recurrent 
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were 8% Table-3. Hernias were more common 
in patients with manual workers as compared 
to other professional Table-4. Th e commonest 
complication is seroma formation ie 12%. Re-
currence was occurred in 1% in 100 patients and 

0.96% in 104 hernias, because 4 patients had bi-
lateral inguinal hernias Table-5. Th e patient had 
less pain, less hospitalization and early start of 
routine activities and work.

Discussion:
In this study majority of the patients i.e. 72% 
were below 62 years of age and thus active in 
their respective professions. So, early return to 
work is very important for them. 61% of the pa-
tients are manual worker and so early ambula-
tion is their need to earn their livelihood.

Surgeons all over the world adopted mesh 
hernioplasty technique for inguinal hernias with 
similar results when Lichtenstein and Shulman17 
published their` paper in 1986, “Ambulatory out 
patients hernia surgery including new concept, 
Introducing tension free repair”, and then Lich-
tenstein18 published his fi nding on the simple yet 
eff ective method of using polyproylene mesh for 
the repair of 6321 inguinal hernias in 1987.

Th e results of tension free repair were strength-
ened by Gourgiotis etal19, Kark etal20, and Neu-
mayer etal21.

Th is technique is simple and be easily learned. 
Shams Nadeem Alam etal22 and Chan etal23 de-
scribed similar experience, that trainee surgeons 
acquired the skills easily.

We did not put drain in any case. Seven pa-
tients developed haematoma in the immediate 
post operative period, which were sett led with 
in a few days and one required evacuation un-
der general anesthesia. All seroma sett led with 
conservative treatment and aspiration. Urinary 
retention required catheterization for 24 to 48 
hours. Minor wound infections were treated 
with regular dressing and in three cases oral an-
tibiotics continued for one week.

Th ese results are comparable with Ahmad etal24, 
Majeed and Mehmood25. In our study the recur-
rence rate is 0.96% which is comparable to that 
of Shams Nadeem Alam etal22, 1.2%, Choudry 
etal26, 1.2 %, Farooq and Rehman27,1.5% and 
Saboratas etal28 and Kark etal20 less than 1%. An 
other study by Saeed et al shows no recurrence-

Table  1: Age distribution (n=100)

Age Group Number Percentage
19-39 years 20 20%

40-49 25 25%

50-59 27 27%

60-69 19 19%

70-79 8 8%

>79 1 1%

Total 100 100%

Table 2: Side of inguinal hernia

Side Number Percentage
Right side 65 65%

Left  side 31 31%

Bilateral 4 4%

Total 100 100%

Table 3: Types of inguinal hernia (n=100)

Type Number Percentage
Direct 40 40%

Indirect 60 60%

Incomplete 78 78%

Complete 22 22%

Reducible 88 88%

Irreducible 12 12%

Recurrent 8 8%

Table 4: Occupation of the patients (n=100)

Occupation Number Percentage
Heavy manual worker 28 28%

Light worker 32 32%

Offi  ce worker 15 15%

Retired 25 25%

Total 100 100%

Table 5: Complications

Complications Number Percentage
Wound infections 5 5%

Urinary retention 5 5%

Haematoma 7 7%

Seroma 12 12%

Recurrence 01 01%

Total 30 30%
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with mesh hernioplasty29. Still an other study by 
qureshi et al show 2.27% recurrence with darn 
repair and 2.15% with mesh repair30.

Conclusion:
Lichtenstein Hernioplasty is safe technique and 
much popular. It is easy to learn, Early ambula-
tion causes early start to work and is cost-eff ec-
tive. Although the price of the mesh is slight bur-
den for patient, but when compared with result 
and early ambulation is much benefi cial. It has 
low complication and recurrence rate and so, 
popularly in practice all over the world.
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