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Hernias in children nay be truly congenital,
that is existing from birth or may be acquired,
that is they may descend later into a patent vagi-
nal process which existed from birth. But both
forms are ordinarily termed congenital. Acquir-
ed hernia of the type in which the peritoneal sac
is pushed down as a result of intra-abdominal
pressure may Pe said to be unknown in the yery
young. From the gyerage Of the reports of
various observers of the frequency with which
the peritoneo-vaginal process remains patent, it

appears that the yvaginal process remains unobli-
terated in 59 per cent, of children during the first

four months and in 44 .. cent, even during the
fifth month. In gpite of the fact that the
peritoneo-vaginal process remains gpen in such
a. large percentage Of cases, hernia in a child from

occurrence. All such hernias
are ordinarily divided into two kinds’ (l) con-
genital hernia, (2) funicular hernia.

In the descent of the testis through the j_nguj_na]_
This

birth is a rare

canal a fold of peritoneum meves before it.
process ©Of peritoneum is divided into three sec-
tions in accordance with its pogition in relatign
to the testis. Its lowest portion, which lies 11
front of the gland itself covering it in front and
on either gijde, is called the yaginal process, the
portion of it above the testis and which more or
less surrounds the cord, is called the funicular

process and the yppermost portion ©f it which
lines the inguinal canal is known as the inguina]_
process. It 18 pogsible for the entire peritoneal
canal to remain gpen and abdominal viscera to
be pushed into it. In such an event the viscus
lies above and in front of the cord whereas 1in
the scrotum it lies to the outer side and somewhat

behind the testis. This form of hernia is known

as ' congenital hernia.”
fairly marked constrictions at the pointg where
the passage Of the sac from the abdomen into the
down, namely (1) at the
ring, (2) at the external
abdominal ring, and (3) at the neck of the

Such a sac shows three

scrotum narrows 1t

internal abdominal

scrotum.

When the peritoneal canal is closed only just
above the testis and epididymis, remaining open iR
the ypper part, = hernia 5y descend into the
upper portion forming what is known as hernia
of the funicular process." IR Such a case the
hernia 5+ later descend to the bottom of the
scrotum and it is then difficult to dlstlngu]_sh it
from the ordinary congenital variety. But ac
operation the testis with its tunica Vaginalis will
be found behind the hernial sac.

It is ysual, however, for it to descend yp to =
point above the testis thus enabling us to distin-
guish between this form of hernia and the com-
plete congenital kind.

The above considerations permit wus to regard
all oblique inguinal hernias in children as practi-

cally congenital. These sacs are naturally very
thin and of fine texture and show no thickening

and cicatrization in their walls and are also said
to be less adherent to their Surroundings'

A congenital hernia is not often gtrangulated
but when strangulated, this strangulation usually
occurs during early infancy. It 1is important,
therefore, that it should be operated o=n at the
earliest pogsible opportunity.

It is maintained phy some that if controlled by
a truss, = congenital hernia in a child 4, become
cured by itself.

tain. The arguments against such a course Of
action are that (1) a truss in a baby o= = small

child is irksome and painful, (2) == intelligent
mother or nurse is required to be able to reduce
the hernia, to put on the truss and take it off and
to know when to pyt it on and when to take it
off, (3) the truss owing to the rapid growth of
the child needs to be frequently changed.

The operation that I describe is gggi]ly and
quickly done without gny mutilation of tissues

But the result is very umcer-



D,c.. 1928.1

d under local anaesthesia

and be
may performe Exton.

with a few whiffs of ether, if necessary.
sive separation of the sac from its coverings .
not called for; mor 18 it necessary t© Separate the
cord from the sac thus avoiding haemorrhage,
damage to the constituents of the cord and
mutilation of surrounding tissues.

n incision about an inch and a
+ the external

of the sac are
ac is opened.
al abdominal
The distance

is

Operation.?An
half 1opg is made immediately ©ve

abdominal ring and the coverings
cut down ypon anteriorly till the o
The sac is pylled down till the lntern
ring is seen and comes within reach. i
from the internal to the external abdominal ring
in o child is about half am inch. Now, extending
the incision of the sac yp to the internal ring,
evert its and pick up With = purse-stung
suture of eg_?liscatgutpog a Spma]_]_ intes‘,tinlal I’leeqle
the wall of the sac at the neck from inside avoid-
ing the cord. T have done this ir} several Cai\;\é
and have found no difficulty o= i11-effects.

damage is done to the gpermatic artery,
and there is yep, little or no Naemorrhage,
purse-string sucure is tied and the opening
lower part of the sac due to the longitudinal
incision closed with o continuous fine catgut
suture along with the coverj_ngsl which Ihave been
incised. The skin incision is closed with h?rse~

hair sutures. No bandaging is necessary. The
skin sutures are covered With cotton-wool Soakec

in Friar's balsam and covered over With = piece
two or three stups ©

or the vas
Ine
in the

of gauze kept in place by
sticking plaster.

In this method no attempt IS mad
the sac which I consider unnecessary.
left alone and not kept open by abdominal con-
tents, being serous its walls will collapse, Pecome
adherent and later atrophy. The neck of the sac

. will close
brought together by purse-string ©
by adhesions and cicatrization.

e to remove
If it is

sutur
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