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Operations devised for the radical cure of 

hernia are many. From the simplest one devised 
by Banks to the most elaborate one practised by 
Bassini a great deal of ingenuity has been showr. 
by the originators of the various methods. At 

present there are two theories as to the cause of 

oblique inguinal hernia, namely the theory of 
Hamilton Russell and others, who think that the 
majority of oblique inguinal hernias descend into 
patent vaginal processes and that 

" 

acquired 
oblique inguinal hernia in the young subject has 
probably no existence in fact." They believe 
that the vast majority of all oblique inguinal 
hernias are due to the presence of congenital 
sacs. The average worked out from observa- 
tions of several authorities showed that in nor- 
mal children 59 per cent, had patent perineo- 
vaginal processes during the first four months 
and 44 per cent, even during the fifth month. 
Further, in children with hernia over 80 per cent, 
had unobliterated vaginal processes. 

Others think that excepting in children such 
hernias in adults are caused by strain on an 

J 
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abdominal wall weakened at its vu ne 
hernia, 

It is^ certain, however, that to ia 

^ weak acquired or congenital, there shou 
rease of spot in the abdominal wall and an 

weak mtra-abdominal pressure. Of the 
t^ie Points on the abdominal wall the r t, 

intra- ^guinal canal is one. The mcreas 
jeveloped abdominal pressure may be i api ^ 

caused may be of intermittent charac e 
^ 7 a single sudden powerful strain. 
use all 

the two factors which are believe 
^ ̂?r^< ^rnias, except those which are pre 

_ Where the peritoneal processus \ ̂ js ex- ists 
unobliterated, descent of the 

formed tremely easy, but where there is n P 
re re_ 

sac the increase of intra-abdominal Fes 
and clUlred to bring it about must be c 

urs later 
the descent is slower, gradual an 

-n both 
m life. There are of course exceP 

. 

0 peri- asses of cases. Even where there no 

^ toneal sac, the peritoneum forms 
, 

from pie at the internal abdominal ring mside due to its adhesion at tha P c?rd as it passes down. 
. ,rnfnid The object of Bassini's operation is twp 

^ namely, (i) removal of the sac an 
an(j (h) ?Pening at the internal abdominal^ r. & 

^e region strengthening of the abdominal wall m 
theory 

?f the canal. Those who believe in. 

remoV_ preformed sacs are quite satisne 
opening1 ,ng the sac and closing the neck, i.e., 

^ 

. 

who 
at the internal abdominal ring; w 1 

ujred or . jnk that hernias are caused by an 
-which lnherited weakness of the abdomina 

jie(j out Permits a process of peritoneum to ">e p 
-on or through the canal perform Bassini s p s?nie modification of it. 

_ 
. The causes of recurrence of ^^^derable Complete removal of the sac, ) 

? 

aj wall 
and 

permanent weakening of the a) !n ?ld subjects, (3) suppuration, 
neglect 

ave been caused by faulty techniq 
v^jch, if carefully to stop all hemorrhages, w allowed to persist, lead to formation 

vomit_ ,?ma and sepsis, and (4) post-oper 
es 

lnS or coughing which causes the g tear through the tissues. 
Statistics regarding recurrence ^ ^hoose operation show that there is_nothinb between either form of operation. 

methods 
I 

consider that these extra-abdominal niet^^^ () 

dealing with inguinal hernia how 
an 

?Us they may be, especially those 
d "tempt is made to strengthen the canal ** the stump left after removal o 
it }s clutnsy and unreliable. It is dou 

^ any 
1 ossible to strengthen the canal eff 

lip-ament method. Union between muscle and ? mwst be fibrous and weak and in a 
, 

jn 
vvith a very lax and weak abdomina \ 

an 
^hom the exciting cause, which is p 

ssur0) lnterrnittent increase of intra-abdomi P 
^oft Persists, it will surely give way. 

?fter the coughing or vomiting immediate!) 

operation will tear the muscle apart from liga- 
ment or loosen the ligatures. 

Further, dissection in the admittedly weak 

inguinal region, and mutilation of tissues caused 
in separating the cord from the sac and the sac 
from its coverings are very harmful. Thus, pain 
and hyperesthesia over the cicatrix due to in- 
clusion of nerves in ligatures, (2) atrophy of the 
testis due to injury to the vas, spermatic artery, 
or owing to pressure of a tightly sutured canal 
wall, (3) formation of a varicocele due also to 

tight suturing, (4) torsion of the testis due to 

twisting the gland during manipulation, (5) 
orchitis and epididymitis, results of rough hand- 
ling of the vas or due to congestion of the pam- 
piniform plexus, are not uncommon complica- 
tions after Bassini's operation for radical cure 

of hernia. Besides repair of mutilated tissues 

by scar tissue always leaves them weaker than 
before. 

Any attempt to obliterate the sac completely 
from outside must be defective because beyond 
the internal abdominal ring there may be and 
often is lax posterior parietal peritoneum ready 
to be forced out or descend. It is often the 
case that increase in size of a hernial sac how- 
soever it may have originated is effected at the 

expense of the posterior parietal peritoneum. 
The chief cause of recurrence to my mind is this 

incomplete removal of the sac. It is impossible 
by any operation in which we approach the sac 
from without so to remove it as not to leave 
the so-called dimple which may at any time form 
the nucleus of a fresh hernia. 

Fixing the neck of the sac to the anterior 
abdominal wall has the disadvantage of weaken- 
ing the abdominal wall where the stump is fixed, 
and where recurrence often takes place, as the 
ligature strangles the muscle fibres at the site, 
and replaces it by fibrous tissue. Further, it 

does not strengthen or obliterate the loose 

parietal peritoneum. 
It seems to me therefore that the factors in 

the operation, which should be depended on most 
to prevent recurrence, are the careful oblitera- 

tion of the opening in the sac and tightening up 
of the loose parietal peritoneum round it, and 
these can be effected only by an intra-abdominal 
operation, which is a far more simple operation 
than the present extra-abdominal ones. The 
terrors of opening the abdomen are past. In 

any case, the abdominal cavity has to be entered 
whatever operation is performed. The method 
I have practised in these cases is so simple and 
?to my mind?so efficient that I will take the 

liberty of describing it now in the hope that it 

may find favour with some surgeons and mav 
be given a thorough trial. In this operation not 
only is the inner opening completely closed with- 
out leaving a dimple, but in the process three 
layers of peritoneum are superimposed over the 
point where the opening existed leaving the 
canal quite unaffected and intact. Loose ^folds 
of parietal peritoneum are also tightened. There 
is no manipulation or separation of the delicate 
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constituents of the cord from the sac and there- 
fore no damage to them. The sac itself is not 
handled and being serous in structure and when 
no longer kept open by abdominal contents is 
later obliterated by adhesions of its walls or 

atrophy or both. 
Operation.?The bladder should be carefully 

emptied and a three to four inch paramedian in- 
cision made either on the left or on the right side 
according to the situation of the hernia. The 
skin incision is made very close to the middle 
line commencing from half an inch above the 

public crest and extending perpendicularly up- 
wards. The anterior sheath is incised about a 

quarter of an inch from the middle line and the 
rectus muscle retracted outwards. The trans- 

versalis fascia, extra-peritoneal fat and peri- 
toneum are then incised and their edges picked 
up together by forceps everted and retracted. 
A warm towel is then introduced into the abdo- 
minal cavity and the intestines kept away from 
the inguinal ligament and the internal abdominal 
ring, which is found about two inches to the 
outer side of the middle line. The finger may 
now be introduced through the internal abdo- 
minal ring into the hernial sac to demonstrate it. 

Pick up with four or five forceps the peri- 
toneum from the circumference of the ring a 
quarter of an inch away from its margin, being 
careful to avoid lifting up the cord. The cir- 
cular fold of peritoneum thus lifted up is now 
closed by a purse-string suture of fine catgut. 
This suture is then covered by peritoneum 
picked up either by interrupted or continuous 
Lembert stitches from the surrounding loose 
parietal peritoneum. Thus not only is the open- 
ing of the sac most efficiently obliterated but 
the loose peritoneal folds lying immediately 
around it are utilized to strengthen the closure. 
A Lembert suture as mentioned provides a 

covering of two layers of peritoneum above the 
purse-string suture. The abdomen is now closed 
in layers. The operation is practically bloodless, 
efficient and quick. It can, however, only be 
done in cases of reducible hernia. The opera- 
tion may be performed under novocain infiltra- 
tion ansesthesia, supplemented if necessary by a 
few whiffs of ether. 


