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Abstract 

Surgical treatment of hernia is a very common procedure performed in the Department of general 

surgery. The most commonly used methods of hernia repair are herniotomy, herniorrhaphy, and 

hernioplasty each one has its advantages and disadvantages. We in the present study tried to compare 

herniorrhaphy with herniotomy alone in young adult patients.  

Methods: The present cross-sectional comparative study was carried in the Department of General 

Surgery, Rajiv Gandhi Institute of Medical Sciences [RIMS] Adilabad. Based on the inclusion and 

exclusion criteria during the study period, we identified a total of n=40 patients. They were divided 

equally into two groups. The group I (n=20) consisted of patients undergoing Herniotomy and group II 

(n=20) were undergoing Herniorrhaphy. The patients presented with symptoms of swelling in the inguinal 

region with or without pain in the area of varying durations. The patients underwent standardized 

operative procedures based on the group of the study. The patients were monitored carefully for any 

complication. Patients were discharged when they were considered fit to go home. Follow up done for 

every month for 3 months and then once in 6 months.  

Results: The mean of Group I was 27.5 years and the mean age Group II was 25.5 years. In both, the 

groups out of total n=40 patients n=23(57.5%) were with right side involvement. 10% of patients were 

found to have a bilateral hernia in both the group I and II. The common post-operative complication seen 

in both the groups was postoperative pain in 10% of patients in group I and 15% of patients in group II. 

Chronic orchalgia was the commonly found complication and it was present in 5% of patients of group I 

and 15% of patients with group II.  

Conclusion: we concluded that the right side indirect inguinal hernia is very common in young adult 

males. It was found that herniotomy had advantages like a lesser duration of hospital stay, lesser 

incidences of postoperative complications. Therefore small hernia in young adults with good abdominal 

tone herniotomy may the preferred choice of treatment for indirect inguinal hernia. 
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Introduction 

A hernia is defined as an abnormal protrusion of a 

portion of an organ or tissue through a defect in 

the cavity containing it. Indirect inguinal hernias 

occur when the abdominal contents protrude 

through deep inguinal ring lateral to the inferior 

epigastric vessels. The contents can also descend 

along with the inguinal sac to the scrotum through 
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the superficial inguinal ring it occurs due to the 

failure of embryonic closure of processus 

viganalis.  Inguinal hernias constitute about 75% 

of all abdominal wall hernias, the lifetime risk in 

males is 27% and females are 3%
[1]

. Repair of 

inguinal hernia is the commonest operation 

performed by the General Surgeon worldwide 
[2-4]

. 

An estimate has shown that more than 20 million 

inguinal hernias are repaired annually around the 

world; specific rates by country vary from 100 to 

300 per 100,000 populations per year
[5,6]

. Inguinal 

hernias are more common in males with reports in 

the literature showing from M: F 3:1 to 14:1
[7-9]

. 

Direct Inguinal hernias in children can also occur 

due to weakness of the floor of the inguinal canal 

or secondary to surgical correction of indirect 

inguinal hernia. It is important to detect the type 

of inguinal hernia in each patient clinically to 

choose a suitable type of surgery. Herniotomy 

whether open or laparoscopic is the gold standard 

for the treatment of indirect hernias in young 

adults. Many indirect inguinal hernias are treated 

with herniorrhaphy or hernioplasty for treating 

young adults with indirect inguinal hernia are still 

a matter of debate. Many studies have shown that 

herniorrhaphy generally increases the operation 

time, days of work, postoperative pain and overall 

costs of treatment also require greater surgical 

skills to perform. To overcome it many advocate 

Herniotomy which is performed as daycare 

surgery with small-time for the hospital stay and 

low risk of complications in herniotomy. With this 

background, we in the present study tried to 

evaluate the outcome of herniotomy and 

herniorrhaphy for the treatment of indirect 

inguinal hernias in young adult males and 

compared the overall outcome of treatment in 

terms of complications for the patients detected 

with an inguinal hernia in our tertiary care 

hospital. 

 

Material and Methods 

The present cross-sectional comparative study was 

carried in the Department of General Surgery, 

Rajiv Gandhi Institute of Medical Sciences 

[RIMS] Adilabad. Institutional Ethical committee 

permission was obtained for the study. Written 

consent was obtained from all the participants of 

the study after explaining the nature of the study 

in the local language. The inclusion criteria were 

adult patients up to 35 years with a good 

abdominal tone, patients were selected with a 

small hernia (bubonocele), patients with Nyhus I 

hernia. Exclusion criteria were patients with a 

direct hernia, obstructed or strangulated hernia, 

previous abdominal surgeries, lax abdomen, 

obesity, not within the age groups. Based on the 

inclusion and exclusion criteria during the study 

period, we identified a total of n=40 patients. 

They were divided equally into two groups. The 

group I (n=20) consisted of patients undergoing 

Herniotomy and group II (n=20) were undergoing 

Herniorrhaphy. The patients presented with 

symptoms of swelling in the inguinal region with 

or without pain in the area of varying durations. 

The patients were examined for direct or indirect 

uncomplicated inguinal hernia. A detailed history 

was obtained and a thorough physical examination 

was done including general, systemic and local 

examination. The patients were subjected to 

various investigations which included CBP, 

BT&CT, FBS, serum urea and creatinine, urine 

for albumin, microscopy, and sugar. ECG, CXR 

for any lung pathology, USG was done to rule 

benign enlargement of the prostate.  All the 

patients were given pre-operative antibiotic 

cefotaxime 1 gm IV. Spinal/local anesthesia was 

administered for herniotomy an oblique incision 

was made parallel to the inguinal ligament at 1.5 

cm above the ligament. The incision was 

deepened to expose the external oblique 

aponeurosis. The external oblique aponeurosis is 

divided up to the external ring. Cord structures are 

freed by blunt dissection from the inferior flap. 

The cremasteric box is opened to expose the sac. 

The sac is freed till the deep ring after emptying 

its contents and it is transfixed, ligated and 

excised. The wound closure is done in layers. For 

herniorrhaphy following similar initial steps of 

herniotomy the weakened posterior inguinal wall 
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was repaired by Bassini’s Technique where 

reconstruction of the posterior wall is done by 

suturing transversalis fascia, transverses 

abdominis muscle and internal oblique muscle 

(Bassini's triple-layer) to the inguinal ligament
[11]

. 

In the post-operative period Inj Diclofinac 1-

2mg/Kg body wt IM BD was administered for 48 

hours and Inj Cefotaxime 1gm IV BD was also 

continued for 48 hours. The patients were 

monitored carefully for any complication. All the 

postoperative complications were noted. Patients 

were discharged when they were considered fit to 

go home. Sutures were removed on the 7
th

 post-

operative day. Follow up done for every month for 

3 months and then once in 6 months.   

Results 

In the present study, n=40 male patients were 

selected undergoing out of which n=20 underwent 

herniotomy and n=20 patients underwent 

herniorrhaphy. The majority of patients n=10 

(50%) in group I herniotomy were belonging to 26 

to 30 years. In group II out of n=20 patients, n=12 

(60%) were belonging to 26 – 30 years of age 

group. Hence in both the group age group 26 - 30 

years represented the age for the presentation of 

indirect inguinal hernia. The mean of Group I was 

27.5 years and the mean age Group II was 25.5 

years. The other characteristics are given in table 

1. 

 

Table 1: showing the Demographic profile of patients involved in the study 

Age group  

 in years 

Group I [Herniotomy] Group II [Herniorrhaphy] Total percentage 

Number (N) Percentage Number (N) Percentage   

15 – 20 2 10 3 15 05 12.5 

21 – 25 6 30 5 25 11 27.5 

26 - 30 10 50 12 60 12 30 

31 – 35  2 10 0 00 02 5 

Total  20 100 20 100 40 100 

 

The right side appeared to be commonly involved 

in the indirect inguinal hernia. In group I, 60% of 

patients were found with right side inguinal 

hernia. In group II 55% of the patients were found 

with right sides inguinal hernia. In both, the 

groups out of total n=40 patients n=23(57.5%) 

were with right side involvement. 10% of patients 

were found to have a bilateral hernia in both the 

group I and II shown in table 2. 

 

Table 2: Showing the involved sides in the cases of indirect inguinal hernia 

side Group I [Herniotomy] Group II [Herniorrhaphy] Total Percentage 

Frequency Percentage Frequency Percentage 

Right 12 60 11 55 23 57.5 

Left 6 30 7 35 13 32.5 

Bilateral 2 10 2 10 04 10 

Total  20 100 20 100 40 100 

 

The mean duration of hospital stay was recorded 

in both the group of patients. In the group, I, the 

mean duration of hospital stay was 6.5 days and in 

group II it was 8.2 days. The early postoperative 

complications encountered in group II were 35% 

as compared to group I 20%. The common post-

operative complication seen in both groups was 

post-operative pain. It was found with 10% of 

patients in group I and 15% of patients in group II. 

The rate of infections was 5% in group I and 10% 

in group II shown in table 3. 
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Graph 1: predominant signs and symptoms of patients in both groups 

 
 

Table 3: Showing the early postoperative complications recorded in the study 

Early postoperative Complications Group I [Herniotomy] Group II [Herniorrhaphy] 

Frequency Percentage Frequency Percentage 

Infection/abscess 1 5 2 10 

Hematoma 1 5 0 0 

Seroma 0 0 1 5 

Post-operative Pain 2 10 3 15 

Hydrocele/Hematocele 0 0 1 5 

Total 4 20 7 35 

 

Late complications were noticed in 10% of 

patients of group I and 35% of patients in group II 

Chronic orchalgia was the commonly found 

complication and it was present in 5% of patients 

of group I and 15% of patients with group II. It 

indicates that the patients undergoing 

herniorrhaphy are more likely to develop chronic 

orchalgia complications. Recurrence was also 

found more in group II as compared to group I the 

other complications are described in table 4. 

 

Table 4: showing the late postoperative complications in the study 

Late postoperative Complications Group I [Herniotomy] Group II [Herniorrhaphy] 

Frequency Percentage Frequency Percentage 

Recurrence 0 0 2 10 

Ischemic Orchitis 0 0 1 5 

Testicular atrophy 1 5 1 5 

Chronic Orchalgia 1 5 3 15 

Total  2 10 7 35 

 

Discussion 

Inguinal hernia repairs spend an important part of 

health care assets because of the high incidence of 

the problem. Surgical treatment is done in the 

majority of cases and often successful but 

recurrences occur in 10-15% of cases and long 

term disability due to chronic pain occurs in about 

10-12% of patients
[12]

. The surgical repair of 

indirect inguinal hernia in young adults is still a 

controversial topic. Some advocate hernioplasty 

instead of herniotomy to prophylactically repair 

the posterior wall of the inguinal canal to 

encounter difficulty in the future if recurrence or 

new hernia occurs after surgical repair. This study 

aimed to evaluate the outcomes of herniotomy and 

herniorrhaphy. In the present study, the mean age 

of Group I was 27.5 years and the mean age of 

Group II was 25.5 years. The commonest 

presentation of hernia cases in the present study 

was swelling in 62.5% of cases. There were 
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swelling and pain present in 37.5% of cases. A 

study by A Hair et al; have found 66% of patients 

presented with swelling and pain
[13]

. The 

differences could be due to a difference in the pain 

threshold of individuals. In the present study right 

side was involved in indirect inguinal hernia in 

57.5% of cases. The right side appeared to be 

commonly involved in the indirect inguinal hernia 

and is predominantly indirect or inguinoscrotal. 

The number of cases of the bilateral presentation 

was n=4 (10%), which supports that some hernias 

are having a congenital basis. They appear early in 

life and present as inguinoscrotal hernias.  In 

group I, 60% of patients were found with right 

side inguinal hernia. The embryological origin and 

descent of testis explain the right side 

predominance. The right testis descends later than 

the left and hence higher incidence of patent 

processes viginalis on right is side is present 
[14]

. 

Most of the clinical cases of hernias are indirect 

hernia hence these cases were utilized for the 

results of the present study
[15, 16]

. The incidence of 

postoperative infection in the current study was 

10% and the pain was found in 15% of the 

patients. It was also found that patients 

undergoing herniorrhaphy were having a greater 

degree of pain as compared to herniotomy patients 

on pain scales. The postoperative analgesic 

requirements of group II were significantly greater 

as compared to group I. In the present study the 

postoperative infection rate was found to be 5% in 

herniotomy group and 10% in herniorrhaphy 

group. The other complication was the presence of 

hematoma in one patient of group I seroma in 

group II. In a similar study conducted on 1369 

patients in Jaipur with a follow of 1340 subjects 

for a period of ten years revealed except minor 

scrotal hematoma no other complication was seen. 

The incidence of recurrence was found in 0.15% 

of cases
[17]

. In the present study, late 

complications like recurrence were found in 2 

cases of group II and testicular atrophy in one case 

of group II. A retrospective analysis of late 

complications with a mean follows up period of 

13.2 years in 837 cases of interventions including 

herniotomy and Bassini’s herniorrhaphy found the 

overall recurrence rate of 10.5% and cumulative 

recurrence of 26% in two years. Testicular 

atrophy was seen in 1.2% of cases and chronic 

pain and entrapment in 2.9% of cases. A 

recurrence rate of 23% was reported which is 

independent of age, sex type of hernia or 

technique of operation
[18]

. Although the true 

incidence of hernia can be known in long term 

follow up of 4-5 years we could not do it because 

of time constraints and patient factors. 

 

Conclusion 

In this study, we concluded that the right side 

indirect inguinal hernia is very common in young 

adult males. It was found that herniotomy had 

advantages like a lesser duration of hospital stay, 

lesser incidences of postoperative complications. 

Therefore small hernia in young adults with good 

abdominal tone herniotomy may the preferred 

choice of treatment for indirect inguinal hernia. 
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