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Abstract

Introduction: An inguinal hernia is a protrusion of abdominal cavity contents or pre-peritoneal fat through a hernial defect in
the inguinal region. Desarda's technique is an aponeuroplasty, based on closure of the posterior wall of the inguinal canal by a
flap of the external oblique fascia. This technique has the advantage over prosthetic cures in that it is a tension-free cure and
does not require an implant. The aim of this study is to demonstrate the feasibility of curing inguinal hernias using the Desarda
technique, and to evaluate the initial results in our practice. Material And Method: This is a prospective study over a 2-year
period (January 2017 - December 2018), covering 100 cases of uncomplicated inguinal hernia cure in 98 patients operated on
by aponeurotic plasty (Desarda technique), in the general surgery department of Ignace DEEN Hospital. Selection criteria
were: informed consent, age over 15 years, uncomplicated primary inguinal hernias, normal prostate ultrasound and PSA
results for adult males over 50 years of age. Results: The study included 100 cases of uncomplicated inguinal hernia repair in
94 patients operated on by aponeurotic plasty (Desarda technique). The patients were 88 men (94%) and 6 women (6%), with a
mean age of 44.7 years and extremes of 19 and 78 years. The majority of patients (37 or 39.36%) were blue-collar workers.
The hernia was unilateral in 88 patients and bilateral in 6. One woman had a bilateral hernia. The hernia was located only on
the right in 72 cases and only on the left in 20. According to the Nyhus classification, type I1Ib 45% was the most frequent. The
patients were operated on under spinal anesthesia in 68 cases. On the first postoperative day, nine patients (9.57%) were
assessed as having moderate pain. Beyond the third month, pain assessment revealed five cases of chronic pain. Surgical site
infection was the most frequent complication. With an average follow-up of 17 months, no cases of recurrence were noted.
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1. Introduction

Inguinal hernia is a protrusion of abdominal cavity con-
tents or pre-peritoneal fat through a hernial defect in the
inguinal region [1]. It is a frequent surgical condition, and its
etiology is multifactorial [2].

Surgical treatment of inguinal hernia consists in replacing
its contents in the abdomen and repairing the abdominal wall.

There is a plethora of techniques for this repair. Regardless
of the procedure used, two main objectives are pursued: reduc-
ing the recurrence rate and minimizing postoperative pain.
Patients are also concerned about when they can return to
work. The Lichtenstein procedure, a tension-free prosthetic
cure, is considered the gold standard [3]. This technique re-
quires the use of prostheses, the cost of which is not within the
reach of all our patients. Laparoscopic surgery, which also
enables tension-free cure [4, 5], is in its infancy in our practice.

With this in mind, an aponeuroplasty technique based on
closure of the posterior wall of the inguinal canal with a flap
of the external oblique fascia deserves to be tried out in our
country, given the satisfactory results reported by its author
[6]. This technigue has the advantage over prosthetic cures in
that it is a tension-free cure and does not require an implant.

The aim of this study is to demonstrate the feasibility of
curing inguinal hernias using the Desarda technique, and to
evaluate the initial results in our practice.

2. Material and Method

This is a prospective study over a 2-year period (January
2017 - December 2018), covering 100 cases of uncomplicat-
ed inguinal hernia cure in 98 patients operated on by aponeu-
rotic plasty (Desarda technique), in the general surgery de-
partment of Ignace DEEN Hospital.

Selection criteria were: informed consent, age over 15 years,
uncomplicated primary inguinal hernias, normal prostate ultra-
sound and PSA results for adult males over 50 years of age.

2.1. Surgical Method

The patients were operated on by four surgeons familiar
with this technique.

The skin incision was a low transverse incision at the level
of the lower abdominal fold, or an oblique incision over the
projection of the inguinal ligament (figure 1).

The incision of the aponeurosis of the external oblique mus-
cle was made parallel to the inguinal ligament. This incision
revealed two lips: a medial lip and a lateral lip (figure 2).

According to the Nyhus classification, in some cases the
hernia sac was found, and the type of hernia was specified.

In cases of external oblique hernia, dissection and ligation
of the sac with absorbable suture2/0 or 0 was performed,
with isolation of the spermatic cord elements and resection
of the cremaster fibers.

In cases of direct hernia, as in this case, the sac was

pushed back.

The aponeurotic plasty began by suturing the edge of the
medial lip of the external oblique g aponeurosis to the crural
arch, currently the inguinal ligament, in separate stitches
using non-absorbable monofilament USP 2/0 or O (Figure 4).

Suturing began at the pubic spine and continued as far up
as possible to the deep inguinal orifice, without strangling
the spermatic cord.

An incision was then made over the sutured aponeurosis to
obtain a 1-2 cm aponeurotic flap (Figure 3).

Next, the free edge of the aponeurotic flap was sutured to
the muscle at the level of the conjoint tendon using separate
stitches of non-absorbable monofilament USP 2/0 or 0 thread
(Figure 4).

Aponeurotic closure was achieved anteriorly to the cord,
by overlocking with USP 2/0 absorbable thread, bringing the
lateral lip of the external oblique aponeurosis into contact
with the new medial lip of the same aponeurosis (Figure 5).

Finally, the skin was closed in the conventional way (fig-
ure 6).

Figure 1. Skin incision.

Figure 2. Incision of the aponeurosis of the external oblique mus-
cle.
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Figure 3. Suture of the medial lip of the external oblique muscle
fascia to the crural arch and incision on this sutured fascia (flap).

Figure 5. Closure of the external oblique fascia anterior to the cord
(top).

Figure 6. Skin closure.

2.2. Parameters Studied

The following parameters were studied: socio-
demographic data, type of hernia according to the Nyhus
classification, acute postoperative pain assessed on the first
postoperative day and chronic pain (from the third postopera-
tive month) assessed using the visual analog scale (VAS),
morbidity and recurrence.

3. Results

3.1. Socio Demographic Data

The study included 100 cases of uncomplicated inguinal
hernia repair in 94 patients operated on by aponeurotic plasty
(Desarda technique). The patients were 88 men (94%) and 6
women (6%), with a mean age of 44.7 years and extremes of
19 and 78 years. The majority of patients (37 or 39.36%)
were blue-collar workers.

3.2. Hernia Type

The hernia was unilateral in 88 patients and bilateral in 6.
One woman had a bilateral hernia. The hernia was only on
the right in 72 cases and only on the left in 20. According to
Nyhus classification: type | was 14%, type 1l 11%, type llla
30% and type I11b 45%.

The hernia was external oblique in 76 cases, direct in 14
and mixed in 2.

3.3. Anaesthesia

Patients underwent rachi anesthesia in 68 cases, followed by
local anesthesia in 17 cases and general anesthesia in 9 cases.

3.4. Acute Postoperative Pain (VAS)

On the first postoperative day, nine patients (9.57%) were
assessed as having moderate pain, and 08 patients (8.51%) as
having mild pain. No patient reported severe pain. Pain was
absent in 71 patients (75.53%).

3.5. Chronic Postoperative Pain (VAS)

After the third month, pain assessment revealed five cases
of mild chronic pain in the fifth, eighth and tenth months
(VAS = 1) and twelfth and fourteenth months (VAS = 2).

3.6. Morbidity

Postoperative complications were reported in 09 patients
(9.57%). Surgical site infection was the most frequent (07
patients, 7.44%). Scrotal hematoma was also noted in two
patients (2.12%).
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3.7. Recurrence

No cases of recurrence were noted in our study; the mean
follow-up was 17 months, with extremes of 3 and 27 months.

4. Discussion

External oblique inguinal hernia was the most common
type of inguinal hernia in male heavy-duty workers. This
predominance of external oblique hernia has been reported
by several authors [7-9].

The male predominance may be related to the anatomical
features of the male inguinal canal, and to men's daily activi-
ties, which often involve repeated physical exertion, expos-
ing them to aggravation of the parietal defect [10].

4.1. Hernia Type

The Nyhus classification enabled us to record 45%.
Dieng reported a comparable result, with type I11b in 51%
of cases [7].

4.2. Anaesthesia

Patients underwent rachi anesthesia in 68 cases, followed by
local anesthesia in 17 cases and general anesthesia in 9 cases.

These results correspond well to those of most inguinal
hernia operations. Desarda, who performed his technique
more often under local or locoregional anesthesia in 98.95%
of cases [7].

4.3. Morbidity

Parietal infectious complications after hernia surgery are
rare. Desarda reported a parietal infection rate of 0.6% in his
series.

Surgical site infection was superficial, with a rate of 7.44%.
Hematoma in two patients in 07 patients (7.44%). We also
noted a scrotal hematoma in two patients (2.12%). The rate of
hematoma in Dieng's study (M) was similar (2.1%). Desarda
reported even lower rates, of the order of 0.1% [7]. However,
his series included a larger number of patients.

4.4. Postoperative Pain

Postoperative pain is an important factor in assessing patient
satisfaction after herniorrhaphy. Postoperative pain is an indi-
cator of quality of life and patient satisfaction [11]. All hernia
surgery techniques, whether performed anteriorly or posterior-
ly, with or without prosthesis, are thought to be responsible for
acute pain, the severity of which depends significantly on the
degree of dissection and tissue damage [12].

The results concerning acute postoperative pain are com-
parable to those reported in the literature.

Chronic pain, i.e. pain occurring 3 months after the opera-

tion, i.e. beyond the tissue healing process, is sometimes
badly experienced by patients [11, 13, 14].

The study of this chronic pain was simplified by Cunning-
ham's team, who classified it into three types [15]: somatic
pain linked to tension in musculoaponeurotic structures and
typically triggered by exertion; neuralgic pain linked to nerve
damage in the inguinal canal, spontaneous or triggered, typi-
cally violent and brief; and visceral pain linked to obstruc-
tion of the vas deferens by scar fibrosis and typically trig-
gered by ejaculation.

Dieng noted the presence of this chronic pain in four pa-
tients, all rated as mild on the VAS. Five cases of chronic
postoperative pain were reported, all rated as mild.

4.5. Recurrence

Several studies have been carried out on the recurrence
rate of hernia surgery. A 0.2% recurrence rate was reported
in a retrospective study of 540 patients operated on using the
Lichtenstein technique [16].

The recurrence rates reported by its author are similar to
those of prosthetic genioplasties, with, in addition, a lower
direct operative cost [6].

Recurrence rates similar to those of prosthetic techniques
have also been reported with the aponeurotic plasty of the
rectus abdominis according to Vayre Petit Pazos, with a rate
of 1.2% at a mean follow-up of 71 months [17].

Dieng also reported no cases of recurrence, with a follow-
up of 3 months.

These results are superimposed on those of our study, in
which no cases of recurrence were reported with a mean
follow-up of 20 months.

5. Conclusion

The Desarda technique, given the low rates of recurrence
and chronic postoperative pain that we have noted, and also
the lower cost of management compared to prosthetic tech-
niques, may constitute a reliable alternative to the various
techniques for inguinal hernia repair in our countries.
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