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Abstract
“Fataq” is an umbrella term that is used for different types of hernia, and it is described under the
caption of ‘Tafarruqe Ittesal’, that tearing and inflammation occur in the membrane due to Ghaleez Wa
Fasid Ghiza, Ehtebas Ghair Tabayi. Hippocrates, Galen, Zakaria Rhazi, Ali Ibn Abbas Majoosi, Ibn
Sina, Ismail Jorjani, and Ibn Hubal Baghdadi are among the most famous Unani thinkers who are
mentioned by Various Zimad (ingredients; Mom, Mazoo, Zuft Baloot, Post Anar, Maida Lakri, Sib
Samage Arabi etc.) about the pathophysiology of Fataq, and also their method of treatment, which acts
“Qabiz-e-Urooque”. Although the majority of them have been scientifically established to be astringent
and promote membrane and muscular strength, many are reluctant to employ herbal preparations for
hernia care due to their sluggish action. International recommendations based on high-level evidence
have addressed procedure selection. Only in unusual circumstances and for particular reasons may
surgeons vary from their recommendations. Hernia surgeons must be skilled in both open and
endoscopic/laparoscopic methods in order to follow the guidelines.
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Introduction
Early historical descriptions of Fataq (hernia) may be found, and various ancient physicians,
including Hippocrates and Praxagoras of Kos, studied their treatment as subject experts [1].
An inguinal hernia is an opening of the oblique and transversal muscles in the myofascial
plain that can herniate intraabdominal or extraperitoneal organs and occur in the groin with a
lump that goes away at low pressure or when the patient lies down [2]. Reparation of the
inguinal hernia is an extremely common operation carried out by surgeons [3]. Over 800,000
repairs are performed each year [4]. Inguinal hernias represent 75 per cent of all hernias in the
abdominal wall [5]. The occurrence of inguinal hernias is distributed bimodally, with peaks
around age 5 and after age 70 [6]. Two-thirds of these hernias are indirect, making the most
common groin hernia in both males and females an indirect hernia [7]. Males account for
about 90% of all inguinal hernias and females about 10% [8]. Just 3 percent of all inguinal
hernias are femoral hernias which are most frequently seen in women with females
accounting for around 70 percent of all femoral hernia [9]. An inguinal hernia will affect
nearly 25% of men and less than 2% of women over their lifetime. A more common indirect
hernia occurs on the right [10]. These groin hernias may be divided into location-based,
indirect, direct, and femoral [11]. Most patients with a groin bulge or pain [12]. Healthcare
experts are suggesting that all symptomatic hernias be treated to prevent complications [13].
The open or laparoscopic technique may be used with the intention of closing defects and
repairing them without stress [14]. Typically a mesh is used for tension-free reparation.
Primary suture repair may be done when the mesh is contraindicated [15]. Inguinal hernias are
considered to be congenital as well as to have acquired components. Most adult hernias are
deemed to have been acquired. There is evidence, however, to suggest that genetics play a
role too [16]. Patients with a common history of a hernia are at least four times more likely
than patients with no known family history to have an inguinal hernia [17]. Research has also
shown that other conditions such as chronic obstructive pulmonary disease (COPD), EhlersDanlos syndrome, and Marfan syndrome lead to a greater occurrence of an inguinal hernia
[18]
. It is also suspected that increased intra-abdominal pressure, as seen in obesity, chronic
cough, heavy lifting, and constipation strain, also contributes to the development of an
inguinal hernia [19]. Male sex and rising age are the principal risk factors for inguinal hernia.
Inguinal hernia complications include strangulation, bowel obstruction, and infarction.
Recurrence can occur following surgery [20].
Inguinal hernias are at risk of irreducibility or incarceration, which may lead to strangulation
and obstruction; however, strangulation is uncommon as with femoral hernia.
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National England statistics identified that 5 percent of
primary inguinal hernia repairs in 1998-9 were emergency
operations [21]. Older age and longer hernia and
irreducibility cycles are risk factors for acute complications.
Gallegos and colleagues researched a "functional treatment
of strangulation" to identify inguinal hernias [22].
A hernia is reducible if it occurs intermittently and can be
forced back into the abdominal cavity, and is irreducible if it
stays outside the abdominal cavity indefinitely [23]. A
reducible hernia is typically a chronic condition, and on the
basis of standard symptoms and signs, a clinical diagnosis is
made. The disorder may be one-sided or bilateral and can
recur following treatment [24].
The treatment of choice is surgery, ranging from a nylon
darn, Shouldice coated, Lichtenstein mesh to a laparoscopic
fix. Open mesh repair is reproducible by non-specialist
surgeons and is, therefore, the preferred repair technique for
primary inguinal hernia (96% of UK surgeons, 99% of
Japanese surgeons, 95% of Danish surgeons, and 86% of US
surgeons) [25]. Systematic studies and meta-analysis of
randomized clinical trials showed that laparoscopic hernia
surgery is associated with longer operating times but less
serious postoperative pain, fewer complications, and a
quicker return to normal activities compared with open
repair [26].
Recently, the National Institute for Health and Clinical
Excellence (NICE) recommended laparoscopic surgery as a
treatment choice for inguinal hernia and confirmed that
patients should be fully informed about the risks and
benefits of open and laparoscopic surgery to enable them to
choose between procedures [27].
However, several countries do use hernia repair with general
or regional anesthesia, with a few using local anesthesia [28].
A recent, Swedish, multicenter trial randomized patients to
receive local anesthesia for infiltration, regional anesthesia,
or general anesthesia for inguinal hernia repair in nonspecialist centers [29]. The study showed a major benefit of
local anesthesia due to absorption, which was associated of
shorter hospital stay, less intense postoperative pain, and
fewer micturition issues [30].
The mortality rate for elective hernia repair is lower than or
equivalent to the standardized mortality rate for the
population [31]. Bay-Nielsen and colleagues have published
results of 26,304 hernia repairs from the prospective Danish
hernia database. Four percent of all repairs to groin hernias
were emergencies [32]. After elective surgery, a 30-day
mortality rate of 0.02 percent was reported in patients under
60 years of age and 0.48 percent in those over 60 years of
age [33].
Acute surgery had a mortality rate of 7 percent, similar to
the rate on the Swedish hernia register; data from the
Scottish Audit of Surgical Mortality give an overall
mortality rate of 0.2 percent for inguinal hernia repair, with
most deaths in the elderly population with a grade of three
and
above
ASA
(American
Association
of
Anaesthesiologists) [35].
Bruising and hematoma are common after hernia repair, and
rates of infection with wounds vary from 1% to 7% [35].
Recent meta-analyses from a Cochrane review and from
another study show that prophylactic antibiotics do not
reduce the risk of infections in surgical sites [36].
Large cohort studies from specialist centers find very low
rates of recurrence after open mesh repair, and a metaanalysis of randomized clinical trials with mesh repair found

lower rates of recurrence [37]. Butters and colleagues recently
published a long-term follow-up of a study in a single
German institution comparing three techniques (the
Shouldice, Lichtenstein, and transabdominal pre-peritoneal
techniques) [38].
Recurrence rates were higher for the study's Shouldice arm,
with equally low rates for the other two sides. Populationbased studies often support decreased mesh repair
recurrences; however, these studies use reoperation levels as
proxy measures for recurrence and thus can underestimate
true recurrence [39]. Thirty to fifty percent of patients with a
recurrent hernia are either unaware of a recurrence or do not
want another repair [40]. Chronic pain is pain that persists or
occurs following normal tissue healing and can reasonably
be defined as pain that persists three months after an
inguinal hernia has been repaired [41]. Approximately 30
percent of patients report long-term pain or discomfort at the
hernia repair site when asked or when completing a
confidential questionnaire [42]. Chronic pain is the most
extreme long-term hernia repair complication, which can
last for many years. The cause of the pain is poorly
understood and is more likely in younger patients who were
initially in severe pain from their hernia [43].
Regression analysis from population-based studies
identified four factors as independent predictors of chronic
pain: preoperatively high pain levels; age; an anterior
surgical approach; and a postoperative complication [44].
Patients are better handled by referral to a pain clinic where
they can instigate a multidisciplinary approach [45]. Surgical
review with excision of the nerve and removal of the mesh
is reserved for those of whom medical care fails [46].
The frequency of infertility after reconstruction of the
inguinal hernia is greater than in the general population [47].
During the time of surgery, damage to the vas deferens is
estimated to be 0.3 percent for adults and 0.8-2.0 percent for
infants. Testis injury that contributes to atrophy can occur in
0.5 percent of primary hernia repairs, with a 10-fold
increase in recurrent repairs. It can minimize testicular
failure and infertility by minimizing recurrences using mesh
repair [48].
Epidemiology of Hernia
The incidence of inguinal hernia in the population varies
between 2% and 4%, increasing with age up to 20%. In 95%
of cases, hernias are external, and in 5% they are internal
[49]
. Of all hernias, 75% are inguinal (two-thirds indirect and
one-third direct); 10% are incisional, and 5–7% are
umbilical, femoral, or in other, rare locations. Whereas
about 80–90% of inguinal hernias occur in males, 75% of all
femoral hernias are found in females. With over 750,000
inguinal hernia operations per year in the USA, inguinal
hernia repair is the most common operation for general
surgeons [50].
Causes and risk factors
Two factors that increase the risk of hernias are weak
abdominal muscles and weak connective tissue. Some
people are born with weak connective tissue, whereas in
others it becomes weaker in older age. Illnesses or surgery
can also weaken tissue and muscles [51]. Being very
overweight increases the pressure in your abdomen. But this
only increases the risk of incisional and umbilical hernias. It
doesn’t affect the risk of inguinal hernias. Tumors or a
build-up of fluid in the abdomen can increase the pressure
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on the abdominal wall too [52]. Abdominal wall hernias are
also more common in pregnant women. Smoking and
illnesses like diabetes can make it more difficult for wounds
to heal properly after surgery, which makes incisional
hernias more likely [53]. Lifting heavy objects, coughing and
straining can make existing hernias grow in size. Whether
these things can also cause hernias in the first place
probably depends on the type of hernia. It isn’t clear
whether this is the case with inguinal hernias, for example
[54]
.
Pathogenesis
The pathogenesis of hernias is multifactorial. Congenital
hernias are performed hernial openings caused by
incomplete closure of the abdominal wall (e.g., persistent
processes vaginalis), while, in acquired hernias, the cause is
increasing dehiscence of fascial structure with
accompanying loss of abdominal wall strength [55]. The
develop typically in locations where larger blood vessels or
the spermatic cord lie, or where previous incisions were
made [56].
Different etiological factors, such as increased intraabdominal pressure (in pregnancy, intra-abdominal tumors,
chronic obstructive lung disease, ascites, chronic intestinal
obstruction, and adiposity), or pathological changes in the
connective tissue of the abdominal wall, is blamed, without
conclusive significance [57]. New material for understanding
the pathogenesis has been provided by recent studies on
collagen metabolism disorder, in which an increase of
collagen III war proven in patients with hernia [58].
Diagnosis of Hernia
History, local examination with inspection and palpation of
the hernial opening, auscultation, and diaphanoscopy are
employed for hernia diagnosis. In case of uncertain clinical
findings, sonography is the best means for confirming the
hernial opening and content [59]. Radiographic diagnosis of
hernias is rarely required. The imaging techniques that can
be used are plain abdominal film, upper gastrointestinal
series and/or contrast enema, intravenous pyelography and
cystography, herniography, and CT-scan or MRT.
Differential diagnosis includes lymphadenitis, lipoma,
varicose nodules of the saphenous vein, hydrocele, tumors,
abscesses, cysts, endometriosis, and inguinal testis [60].
Classification of Inguinal Hernias
There are several classifications for inguinal hernias.
Currently, there is no universal classification system for
inguinal hernias. One simple and widely used classification
is the Nyhus classification which categories hernia defects
by size, location, and type [61].
Nyhus Classification System for Hernia
Type I: An indirect hernia; normal size internal ring;
typically, in infants, children, and small adults [62]. Type II:
An indirect hernia; enlarged internal ring without
impingement on the floor of the inguinal canal; does not
extend to the scrotum. Type IIIA: A direct hernia; size not
taken into account. Type IIIB: An indirect hernia that has
grown enough to infringe upon the posterior inguinal wall;
indirect sliding or scrotal hernias are regularly assigned to
this category because they are often associated with the
extension to direct space. This type also includes pantaloons
hernias [63]. Type IIIC: A femoral hernia [63], and Type IV: A

recurrent hernia; modifiers A to D are sometimes added that
correspond with direct, indirect, femoral or mixed
respectively [63].
Symptoms and Complications of Hernia
To what extent a hernia represents a disease entity rarely
depends on the fact of the hernia itself, but rather on the fate
of hernial contents. Giant hernias may cause significant
bodily discomfort by weight alone; Hernias may cause
complaints from the restriction of physical activity develop
surface ulceration, or be displeasing on aesthetic and
cosmetic grounds alone. But changes in the contents lead
more commonly to the hernia's becoming a true disease
entity [64]. These include nutritional (perfusion) problems of
the mesentery, bowel, and omentum or/and interference in
propulsion and incarceration of intestinal contents (partial or
complete intestinal obstruction) [65].
Prevention
Whether and how hernias can be prevented depends on the
type of hernia. To prevent incisional hernias, it’s a good
idea to avoid strain due to things like carrying heavy objects
following surgery at first. If the risk of recurrence is very
high, a synthetic mesh can be used as a preventive measure
[66]
. Losing weight can lower the risk of incisional and
umbilical hernias ("after surgery" and "belly button"
hernias). But weight loss won't lower the risk of inguinal
(groin) hernias. It's not clear whether carrying heavy objects
makes inguinal hernias more likely. Stopping smoking can
help surgical wounds heal better, which probably lowers the
risk of incisional hernias. It is also important to make sure
that medical conditions like diabetes and anemia are treated
properly because they can affect how well wounds heal too
[67]
.
Treatment of Hernia
Surgery is the only treatment option for hernias. It involves
pushing the hernia sac back into the abdomen or removing
it, and closing the gap in the abdominal wall with stitches. A
fine synthetic mesh is usually placed on the affected area
too, to strengthen the abdominal wall and prevent the hernia
from coming back [68]. In open surgery, the operation is
carried out through a larger cut where the hernia is. In
minimally invasive surgery (also called laparoscopic or
keyhole surgery), several smaller cuts are made. The
abdomen or abdominal wall is operated on by inserting
surgical instruments and a fine tube with a camera attached
to it (laparoscope) through the cuts. The camera enables the
surgeon to see the inside of the abdomen on a screen. The
surgery options will depend on things like the type and size
of the hernia [69]. Hernias don’t always have to be operated
on. If they aren’t causing any problems and the risk of
complications is low, surgery isn’t needed. This is also true
in people who are very old, weak, or seriously ill and have a
hernia that doesn’t pose an acute risk. People who have an
inguinal hernia, on the other hand, are usually advised to
have surgery [70].
Hernia supports or hernia belts (tight, belt-like bandages)
were often used in the past to try to stop hernias from
bulging out of the abdomen. This is not recommended
nowadays, though, because they don’t make the hernia go
away and can have side effects such as pressure ulcers
(bedsores) [71]. Inguinal hernia in the adult is the most
common type of hernia (75%) and occurs mainly in males.
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Indirect herniation occurs through a persistent processus
vaginalis (60–70%) and direct herniation through the fossa
inguinalis medialis (30–40%). In up to 15% of patients, they
occur bilaterally [72].
Inguinal hernia is the most common surgical disease in
children, with an incidence of 1–2%. Hernias occur five
times more often in boys than in girls. Sixty percent of cases
occur on the right side, and 10% bilaterally. In almost every
case, inguinal hernias in children result from an abnormally
persistent processus vaginalis, that remains open in 80–90%
of neonates and is still present in 50% at the end of the first
year. This persistence does not imply the presence of a
hernia but means simply a potential for hernia formation.
Because of a high risk of incarceration, especially testis or
ovary, particularly at a premature age or under 3 months
(14–30%), an operation should not be delayed [73].
The main management procedure is high ligation of the
hernial sac. In girls, the hernial sac should be sutured under
the obliquus internus muscle for fixation of the rotundum
ligament [74].
Surgical Repair
Surgical repair is the definitive treatment for an inguinal
hernia. As a general rule, all symptomatic inguinal hernias
should be repaired when possible. In some asymptomatic or
minimally bothersome hernias, watchful waiting can be an
option. There is a multitude of different techniques for
hernia repair with different complications and recurrence
profiles [75].
Open Approach
Tissue repairs
Tissue repairs are repairs where the native tissue is used to
close the hernia defect with suture, and no mesh is used.
These repairs are used when the operative field is
contaminated or in emergency surgery where the viability of
the hernia contents is in question [76]. The 3 main primary
tissue repairs are the Bassini, Shouldice, and McVay. The
Shouldice has the lowest recurrence rate when experienced
surgeons perform tissue repairs. McVay is the only
technique that can be used in femoral hernia repair. All
surgeons should have a good grasp of the technical aspects
of these repairs, as a primary repair will likely be the only
option in a contaminated case. Prosthetic repairs are
preferred over native tissue repair due to lower incidence of
recurrence [77].
Prosthetic repairs
The prosthetic repairs are tension-free repairs, and thus,
these have a lower hernia recurrence rate as compared to
tissue repairs [78]. The prosthetic repairs are the Lichtenstein
tension-free repair, plug and patch, and Prolene Hernia
System (PHS). Lichtenstein repair is the most popular and
used most around the world. The Prolene Hernia System
repair is the only one of the 3 that places a mesh in the
preperitoneal space with an open repair. Mesh repairs are
contraindicated in a contaminated field due to the high rate
of infection [79].
Laparoscopic Repairs
Transabdominal preperitoneal procedure (TAPP)
The transabdominal preperitoneal procedure TAPP is a
technique where a hernia is repaired through an
intraperitoneal approach. TAPP can be useful for bilateral

hernia repair, large hernia defects, and recurrence after open
repair [90]. A large mesh can be placed with this approach
covering the direct, indirect, and femoral spaces. The
disadvantage to this approach is a complication to other
intraperitoneal viscera and structures. A patient must be able
to tolerate pneumoperitoneum for laparoscopic approaches
[91]
.
Total extraperitoneal procedure (TEP)
The laparoscopic extraperitoneal procedure is a technique
where the hernia repair is completed without intraperitoneal
infiltration. This minimizes the risks of injury to
intraperitoneal viscera and structures when compared to a
TAPP repair [91]. The TEP procedure also avoids
intraperitoneal adhesions from prior surgery making the
dissection quicker and easier. The disadvantage to the TEP
procedure is that the surgeon is constrained to limited space
while dissecting. Visualization of the surrounding anatomy
is limited as compared to TAPP repair. If the peritoneum is
violated during the procedure, then conversion to TAPP
may be warranted [92].
Laparoscopic repairs compared to open repairs have
equivalent recurrence rates. The laparoscopic approach has
been shown to improve postoperative pain and patients may
resume normal activities sooner as compared to open repair.
However, laparoscopic repair is associated with higher
operative costs, and technical proficiency can be difficult to
achieve. Some studies suggest it takes as many as 250
laparoscopic hernia repairs for a surgeon to reach optimal
proficiency [93-96].
Conclusion
Nowadays, 11 percent of patients with primary inguinal
hernia repair experience recurrence, and 10–12% experience
persistent pain. The international hernia societies have
developed evidence-based guidelines for the standardization
of care to enhance the result of inguinal hernia repair. When
bowel resection is required for emergency inguinal repair or
there is contamination, there are several options depending
on the situation: closing only the hernia sac and repairing
the hernia later, tissue repair in the Shouldice technique, and
Lichtenstein technique with biologic or biosynthetic mesh.
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