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ORIGINAL COMMUNICATIONS. 

THE RADICAL CURE OF CONGENITAL 

HYDROCELE.* 

By Surgeon-Major J. O'Brien, m.a., m.d., 

Offg. 2nd Surgeon to the Medical College Hospital, 

Calcutta. 

A Sontali boy aged 5, with a history of a swelling 
in the left side of the scrotum from birth, was ad- 

mitted into the Medical College Hospital on 6th May, 
for sloughing ulcers and threatened perforation of the 
most dependent part of a large scrotal tumor. 

On examination the scrotum was found to be enor- 

mously enlarged, descending half-way to his knees. 

It formed a large tense tumor, prossessing many of 
the characteristic signs of a hernia. The outline of 

the tumor was distinctly convoluted on its anterior 

aspect, leading to the supposition that it contained 

coils of intestine. There was distinct impulse on 

coughing. The tumor was not transparent, and it 

was readily reducible in the recumbent position. 
The external ring was distinctly enlarged and thick- 
ened. On the other hand there was no gurgling, and 
the tumor filled rapidly when the boy stood up, not- 

withstanding moderate pressure on the inguinal canal. 
It was plain that fluid and not gut, descended. In 

fact it was found that the contents of the tumor 

could be pumped freely up and down into and from 

the abdomen by alternately compressing and relaxing 
the scrotum after the manner of an ordinary elastic 

syringe. 
It was accordingly diagnosed as a congenital hydro- 

cele and tapped. Over two pints of serous fluid were 
withdrawn. The fluid was thick, of a dark green 

color, and contained an immense quantity of minute 
flakes of cholesterine. In a few days the fluid 

returned in considerable quantity. It was plain that 

such a hydrocele would ultimately become a source 
of danger to life, and that a radical cure was 

essential. 

Three methods of radical cure have been proposed, 
viz., first, the evacuation of the contents of the hydro- 
cele sac and the subsequent injection of iodine, 
alcohol or some other stimulant for the purpose of 

exciting adhesive inflammation. Should this 

method be adopted, the neck of the sac should be 

carefully occluded by pressure so as to prevent the 

possible entrance of any of the fluid into the peri- 
toneum. This method, and by preference the injec- 
tion of alcohol, is much in favor with French 

surgeons. 

The second method is by what is called excision. 

This consists in making a free puncture into the 

scrotum with a sharp-pointed bistoury, evacuating the 
fluid and afterwards seizing the tunica vaginalis with a 

forceps as it appears at the sides of the puncture and 

snipping off a small portion. 
The third method is by seton. This plan is 

recommended by Erichsen, also by Agnew and other 

American surgeons. A bistoury is plunged into the 

scrotum, the fluid allowed to run off, and a needle 

entered at the point of puncture and pushed through 
the bottom of the sac. A single silk thread is then 

drawn through and loosely knotted. The thread 

should not be allowed to remain more than 24 hours. 

Sufficient inflammation is said to be excited at the 

end of this time to cause adhesion of the walls of 

the sac. 

The first and third of these methods, that is by the 
use of injection and of the seton, are obviously risky, 
and the second is uncertain. Fatal peritonitis has, 
according to Bumstead, attended the use of injec- 
tion in some cases. And with regard to the seton, 
if we excite violent inflammation in the tunica vaginalis 
which in these cases is but a prolongation of the peri- 
toneum, we have no certainty that it will not extend 

by continuity of tissue into the peritoneum. As I 

could not clearly perceive the modus operandi of 
the second method, that is by the excision of a small 

piece of the tunica, I discarded it without further 

consideration. 

The safest plan, and the most certain in the matter 
of cure, appeared to be that which I finally adopted, 
viz., ligature of the neck of the sac as it emerged from 
the external abdominal ring and removal by dissection 
of the scrotal portion. 
The operation was simple in theory but difficult 

in execution. The tunica vaginalis which contained 
the hydrocele, and which I now exhibit, was greatly 
thickened, much sacculated and constricted by many 
bands of tissue, strongly reminding one of the "columnce 
cornese"' of the heart. The cremaster was increased to 
the dimensions of a good sized muscle, and all the 

structures surrounding the external ring were much 

thickened. * Read before the Calcutta Medical Society, llth June. 
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A careful dissection was made for the purpose of 

separating the testicle and cord; but the former 

was found imbedded in the hypertrophied walls of 
the tunica, and the cord was so spread out and 

flattened that it was found to be impossible to 

separate and isolate it. These structures had accord- 

ingly to be removed on the left side with the sac. 

A drainage tube was afterwards introduced and the 

case treated, with strict antiseptic precautions, as one 
for the radical cure of hernia, an operation that it 

closely resembled. The recovery has been uninterrupt- 
ed. Some delay was caused by the pendulous condi- 
tion of the loose scrotal tissues, but these are gradu. 
ally wasting, and the boy will be discharged cured 
in a few dayr. 


