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Introduction  

A hernia is an abnormal protrusion of a 

viscus or a part of viscus through an 

opening in the wall of cavity containing 

it. Because of their frequency, inguinal 

hernias remain an important medical 

problem. The estimated lifetime risk for 

inguinal hernia is 27% for men and 

3%for women (Primatesta; Goldacre 

1996). 

Annual morbidity rates in various 

countries vary from 100 to 300 per 

100,000citizens(Bay-Nielsen et al., 

2001). 

The synthetic prostheses most often used 

in the inguinal area can cause foreign 

bodysensation in the groin, discomfort, 

and abdominal wall stiffness(D’Amore 

et al., 2008). Surgical-site infections are 

morefrequent after hernia treatment 

using mesh(Genc et al., 2010). 

Migration of the mesh from the primary 

site of implantation in the abdominal 

cavity is one of the most dangerous 

complications(Jeans et al., 

2007).Intense chronic foreign body 

reactions around the mesh prosthesis 

may produce meshoma /plugoma 

treatment of which becomes a new 

surgical challenge(Benedetti et al., 

2005). The observed complication rate 

and postoperative dysfunction and high 

cost composite meshes have urged 

Abstract: 

Background: The Desarda repair technique of inguinal hernia repair introduced in 2001 is still not 

considered standard tissue based hernia repair technique. We compared the tissue based Desarda technique 

with standard Lichtenstein repair in treatment of primary inguinal hernia. 

Objectives: The aim of this study was to compare the short term outcomes of Desarda technique versus 

Lichtenstein hernioplasty in inguinal hernia repair. 

Patients and methods: A total of 81 participants (41 in the Lichtenstein arm and 40 in the Desarda arm) 

were enrolled into this single centre double-blind randomised controlled trial. The outcome measures were 

evaluated at 1–2 h, 3, 7 and 14 days. The primary outcomes measured were recurrence and chronic pain. In 

addition to early and late complications, foreign body sensation, and return to everyday activity which 

examined and evaluated in hospital after surgery. 

Results: During one year follow up, no recurrence was detected in each group . Chronic groin pain was 

experienced by 5.6% and 4.2% of patients from Desarda and Lichtenstein groups respectively (P = 0.68). 

There was no significant statistical difference in mean postoperative VAS scores for pain at the five time 

points between the two study groups. There was significantly shorter operating time and earlier return to 

normal gait in favor of Desarda repair. Foreign body sensation was not different between the two groups.. 

Conclusions: Successful inguinal hernia treatment without mesh implantation can be achieved using 

Desarda repair, as it is effective as the standard Lichtenstein procedure. Shorter operating time, early return 

to normal gait and lower cost (no mesh) are potential benefits of Desarda repair. The suitability of Desarda 

repair for patients found to have thin, weak or divided external oblique aponeurosis intraoperatively needs 

further evaluation. 
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surgeons to look for new hernia repair 

techniques or to modify old ones. An 

example of such efforts is the Desarda's 

method, introduced in2001 and became a 

new surgical option for tissue-based 

inguinal hernia repair. 

Patients: 

This study was conducted at general 

surgery department of Qena university 

teaching hospital. The study period was 

one year, from December 2018 to 

December 2019. The study included 81 

patients with inguinal hernia.  Patients 

with huge inguino scrotal, recurrent, 

obstructed or strangulated hernia and 

those with mental or otherco-morbid 

conditions were excluded. Patients with 

weak or divided external oblique 

aponeurosis were also excluded.  

Methods: 

All of patients had been subjected to the 

following: 

Detailed history, examination and 

investigations were done on all patients 

to assess fitness and to rule out co-

morbid conditions. Patients were also 

evaluated for any predisposing condition 

for inguinal hernia. Patients with 

obvious predisposing condition were 

managed accordingly before surgery was 

done. Desarda repair was done after 

taking informed consent from each 

patient. Patients were followed for 12 

months post operatively, and 

complications were noted and rates 

calculated to assess the outcome. 

Statistical analysis: 

Data were entered into a computer using 

Epidata-Entry3.1 and then exported to 

the statistical package STATA 10 for 

analysis. Analysis was based on an 

intention-to-treat design. Mean pain 

score, day of return to normal gait and 

operative time were compared using 

Student’s t test. Comparison of 

complication rates was performed by χ 2 
(Chi-square) or Fisher’s exact test. 

Bivariate and multivariate analysis using 

t test, χ 2, analysis of variance 
(ANOVA) with Bonferroni tests and 

multiple regression analysis were done 

to evaluate the influence of baseline 

factors on the key outcomes. The power 

of the study was set at 80%, confidence 

interval at 95% and a two-sided P < 0.05 

was considered statistically significant. 

Accuracy of randomisation was analysed 

using the χ 2 Contingency Table Test 
and evaluation of effectiveness of 

blinding was also analysed using 

percentage agreements. 

Results 

Our study included 126 patients with 

inguinal or inguinoscrotal hernia seen 

during the study period, 81 patients were 

eligible and included in the study. Forty 

five patients were excluded during the 

operation and the remaining 81 patients 

were randomly allocated into 2 groups. 

Three patients were lost during follow 

up period and were excluded from 

further analysis in the study. Finally, the 

analyzed patients were 40 patients in 

Desarda repair group and 41 patients in 

Lichtenstein group. Demographic data, 

age, gender, BMI, and comorbidities 

were comparable in both groups. No 

significant difference in the characters of 

hernia was detected in both groups. 

There was no recurrence in each study 

group during the 12 months follow up 

period.  Groin pain after 6 months was 

reported by 4 (5.6%) and 3 (4.2%) 
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patients from group I and II respectively 

(P = 0.68); pain was classified as 

moderate pain (VAS 3–5.5). The 

majority of participants (62%) had 

inguinal hernias on the right side. There 

were 69/81 (78%) indirect hernias, with 

the majority being in Nyhus class IIIB 

(40%).The distribution of baseline 

demographic and clinical characteristics 

was similar in the two intervention arms. 

Pain score and mean day of return to 

normal gait 

There was no significant statistical 

difference in mean pain scores at the 

four time points between the two 

intervention groups (P > 0.05). However, 

a noticeable, but not statistically 

significant difference was observed on 

the 3rd POD, with lower mean pain 

scores among the non-mesh subjects. 

The difference of the mean day of return 

to normal gait between the groups was 

not statistically significant (P = 0.1722) 

 

Figure (1)pain score trend 

The general trend showed an increase in 

pain score on the 3rd POD, followed by 

a marked decline in scores on the 7th 

day, with the pain score being nearly 

zero on the 14th day in the non-mesh 

group. One way analysis of pain score 

and treatment arm showed a noticeable 

difference in pain scores on the 3rd day. 

However, this was not statistically 

significant. 

Days to Return to Normal Gait 

The majority of participants in the study 

population returned to normal gait within 

2–3 days. Four participants in the non-

mesh group and three in the mesh group 

resumed normal gait 4 h after surgery. 

However, the lone participant in the 

mesh group who resumed normal gait on 

the 10th day had also developed a 

moderate scrotal haematoma on the 3rd 

POD, with pain scores of 7, 5 and 1 on 

the VAS on the 3rd, 7th and 14th POD, 

respectively. 

Figure (2)Mean day of return to 

normal gait for the study population 

Overall, the participants in the non-mesh 

group returned to normal gait earlier than 

those in the mesh group and the overall 

study population. 

Operative time 

Mesh repair took longer to accomplish, 

with a difference of 5.92 min compared 

to the non-mesh repair (P = 0.0001). 



Selim  et al (2019)                                                                         SVU-IJMS, 2(2): 31-37 
 

34 

 

Figure (3) Operative time by method 

of repair 

The great majority of participants in the 

mesh arm were operated within 13–20 

min, whereas those in the non-mesh arm 

were operated within 8–11 min. Note 

that the operative time in this study 

refers to time taken to carry out only the 

actual repair of the posterior wall of the 

inguinal canal, not skin incision to skin 

closure time. 

Complications 

The proportion of patients experiencing 

any complications was similar between 

the mesh and non-mesh groups. there 

was no statistical difference between the 

two intervention arms (P = 0.617). 

Eight members developed moderate 

scrotal oedema in the examination, four 

occurring in mesh group and four in non-

mesh group. Three scrotal haematoma 

were observed, two in the mesh group 

and one in the non-mesh group.  All 

these complications are noticed in 

members with indirect, especially Nyhus 

class IIIB hernias. The patients with 

scrotal oedema and one patient with a 

small scrotal haematoma undergo 

conservative treatment. One male 

member, aged 54 in the mesh group, 

with a Nyhus class IIIB indirect hernia 

of 40 years duration, developed a small 

seroma. It is developed between the 4th 

and 6th postoperative day and had 

diminished by the 14th POD on 

conservative management. None of the 

members developed surgical site 

infection (wound sepsis). There was no 

statistical difference in the distribution of 

these complications. 

Discussion 

Inguinal hernia is a very common condition 

afflicting mankind. Newer techniques are 

developed as the complication rate of older 

ones become unacceptable. The use of 

mesh prosthesis for inguinal hernia repair 

has increased in popularity. The operation 

described by Lichtenstein is simple, safe 

and achieves all the goals of modern hernia 

surgery. The mesh prosthesis is expensive 

and not available all over the world 

especially in developing countries. Also 

when infected, the mesh has to be removed 

which further increases the morbidity and 

adds to the cost of the procedure. 

Lichtenstein’s technique and its 

modifications are widely practiced in the 

world but their complication rates and 

failures are more in the hands of non-

consultant staff. Mesh repair, plug repair, 

plug and mesh repair have all confused 

what is best and what to follow in the 

minds of such surgeons, who are not expert 

in hernia surgery. 

The Desarda technique for inguinal hernia 

repair is a new tissue-based method. 

Despite the objections presented by some 

authors (Losanoff et al.,2001).application 

of the external oblique muscle aponeurosis 

in the form of an undetached strip (which 

makes the posterior wall of the inguinal 

canal stronger) has been established as a 

new concept in tissue based hernia repair. 
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The technique is original, new, and satisfies 

the principles of ‘‘no tension’’ presented by 

Lichtenstein, and is different from the 

historical methods using the external 

oblique aponeurosis (McArthur, 1990). 

Desarda’s technique of inguinal hernia 

repair is easy to learn and does not require 

complicated dissection. As the steps in this 

surgery are fixed there is very less scope 

for modification by individual surgeon. 

This new technique of hernia repair does 

not need any costly mesh or laparoscopic 

instruments. This makes this repair highly 

cost effective. That is why many published 

articles recently demonstrated an interest in 

the technique (Desarda, 2007; Situma, 

2009). In our study, there were no 

statistically significant differences between 

the patients enrolled to the Desarda and 

Lichtenstein groups. The percentage of 

other early and late complications was 

comparable. The higher ratio of seromas 

after use of the Lichtenstein method can be 

explained by the influence of the synthetic 

mesh on surrounding tissues. This is 

consistent with other studies and the known 

influence of polypropylene on tissue 

(Grant, 2002; Horstmann et al., 2006). 

There was no recurrence in either group. 

Similar findings were reported by Desarda 

MP (2006) (Desarda, 2006) on 860 

patients over a follow up period of more 

than seven years. Mean VAS score on 1st 

post-operative day was 2.86 in Desarda’s 

technique and 3.50 in Lichtenstein’s 

technique. Similar study by Mitura K and 

Romanczuk M (2008) (Mitura; 

Romanczuk, 2008).Compared Desarda’s 

and Lichtenstein’s technique and reported 

mean VAS score on 1st post-operative day 

to be 3.3 and 3.8 in Desarda’s and 

Lichtenstein’s technique respectively. In 

our study the mean hospital stay was 2.58 

days and 3.90 days in Desarda and 

Lichtenstein group respectively. Similar 

study by Mitura K and Romanczuk M 

(2008) reported that patients operated by 

Desarda’s technique were discharged on 

4th day and those operated by 

Lichtenstein’s technique were discharged 

on 5th postoperative day.). The mean time 

to return to basic physical activity in was 

7.04 and 11.30 days in Desarda’s and 

Lichenstein’s group respectively. Similarly 

study conducted by Desarda MP and Ghosh 

A (2006) (Desarda; Ghosh 2006)reported 

that the mean time to return to work in the 

Desarda’s technique was 8.48 days while it 

was 12.46 days in the Lichtenstein’s group. 

Conclusions: 

The Desarda’s and Lichtenstein’s methods 

of primary inguinal hernia repair do not 

differ in the means of procedure 

complexity, surgery time and complication 

profile. However, the return to basic 

physical activity was earlier in Desarda’s 

repair. Desarda’s no mesh repair is equally 

safe and more cost effective than 

Lichtenstein’s repair. The technique may 

potentially increase the number of tissue-

based methods available for treating 

inguinal hernias. 

Study Limitations  

 The methods of assessment of 

normal gait and pain are subject to 

participant and observer bias. An 

effort was made at every stage of 

the trial to blind the participant and 

the outcomes assessor. Any 

possible shortcomings pertaining to 

the methods of data collection were 

due mainly to the inherent problems 

of these methods. The outcomes 
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assessor was specially trained prior 

to the start of the trial. 

 With regard to postoperative 

complications, notably the absence 

of wound sepsis in this study, its 

generalisation to the general 

population is limited only to those 

patients with similar baseline 

characteristics, and who can afford 

prophylactic antibiotics. 

 Since the follow up of the 

participants in this study was 

designed to be completed in 2 

weeks, due to the limited time and 

funds available, some short-term 

complications that possibly 

occurred 2 weeks postoperatively 

were not documented. Two months 

would be a suitable period of 

follow-up to observe most of the 

delayed early complications of 

hernia repair. 
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