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ON RADICAL CURE OF HERNIA. 5

bowel with the longest mesentery—will first find its way
through a hernial opening; but it does not follow that a
long mesentery of itself, to any practical and estimable
extent, predisposes to hernia.

An old intestinal hernia has of necessity a long
mesentery ; but I believe that to treat it wholly or partially
by shortening the mesentery is a surgical mistake. For,
in the first place we cannot deny to the mesentery the
capacity which every fibrous tissue has of adapting itselfin
length to the distance it has to traverse; in other words,
that if the bowel is kept reduced for a few weeks, it will
become adaptively shortened. Here surgical shortening
of the mesentery is a superfluity. And if in addition the
ductility of the living mesentery be allowed, which can
scarcely be doubted, we must admit that to closure of
the hernial opening, and to this alone, must we look for
an efficient radical cure.

The treatment of herniated omentum.—As it is universally
agreed that omentum in a hernial sac ought to be
removed and not reduced, no arguments in support of the
practice need here be adduced. One point, however,
demands emphatic attention and that is, the tendency to
hzmorrhage which severed and ligated omentum shows
on being returned to the abdomen. A surprisingly large
number of examples of this accident have been recorded.
I have had two in my own practice, fortunately detected
and checked in time; and the experience has impressed
me so forcibly that, as far as known surgical expedients
can provide against the accident, I am determined never
to have another.

The explanation of the bleeding after apparently
satisfactory ligation is, that the centre of the stump,

composed of folds of slippery omentum, retracts, and the
a9 %
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provides a band, fixed at both ends, over which intestines
may become obstructed. An example of internal ob-
struction thus produced after herniotomy I have had to
treat by abdominal section in the Bristol Infirmary.
The ligated stump should always be returned into the
abdomen.

Inguinal Hernia.—For the radical cure of inguinal
ruptures two measures are, I believe, of prime importance:

(1) The utilisation of the sac so as to form a
barrier across the inner opening.

(2) The closure of the hernial opening, with, where
possible, a restoration of the valvular form of
the canal.

Treatment of the Sac.—To remove the sac is, I believe,
to remove a tissue, which may be converted into a most
potent factor in the cure; in the case of very large herniz,
perhaps the most potent factor. To divide it at the neck
and leave the scrotal portion @ sifu, as in Barker's
method, is certainly a saving of labour, but it is a waste
of means. In Ball's method of twisting, the loss of the
sac is partly made up for by the increase of inflammatory
thickening and the tightening-up of loose peritoneum
which results from the twisting process. The superiority
of Macewen’s method to all others hitherto published
depends, in my belief, on the fact that he utilises skilfully
the sac as a barrier inside the hernial opening. Indeed, I
doubt whether some of the subcutaneous methods, such
as Wood’s or Spanton’s, which do not involve removal,
would not compete favourably with any of the open
methods in which the sac is removed.

Had Macewen’s method been brought out before I
had tried the method to be described, it is likely that I
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obstruction—and these are the cases I have chiefly had to
deal with—the proceeding is one which may properly be
classed among the grand operations of surgery. Here it
is not part of my purpose to discuss the selection of
cases for operation: I would simply say that I should
refuse operation to no case of hernia, however large and
however complicated, provided the abdominal cavity is
large enough to hold the hernial contents. It is by these
bad cases that a method must be tested; almost any
method will give a fair per-centage of cures in simple
Cases.

An incision of suitable length, from two to four inches
or more, is made over the neck of the sac, as in ordinary
herniotomy. It is, however, carried higher up the
abdomen, and at the upper end may often with advantage
be curved outwards a little way. The neck of the sac is
first isolated; this is done first that the position of the
spermatic cord and vessels may be determined, and
avoided 1n all future steps. Where it is possible to do so,
the next step should be to hook the finger around the
neck of the sac, pull it forwards, and by a little manipula-
tion to turn the scrotum inside out. The whole hernia is
now on view, and is carefully surrounded with warm
antiseptic sponge-cloths. The sac is now isolated by
dissection and tearing from above downwards, the cord
being carefully freed and left with a full share of areolar
tissue around it. If there is doubt at any point as to the
limits of the sac, it should be at once opened, and the
finger inside made to serve as a guide. If the hernia is
reducible, it is returned when the sac has been isolated ;
but before twisting the sac an opening should be made at
its fundus, through which the finger is inserted to make
certain that the hernial contents are completely returned.
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inner parietes as high up as may seem desirable. Twist-
ing, by gathering together the walls of the sac, very
materially aids this process of separation. If the sac is
exceptionally long, a piece of its fundus may be cut
away. If it is very thin, it should not be twisted very
tightly, in case vascular stasis and necrosis result.

The twisted and fully isolated sac now lies in the ring,
with forceps attached to its fundus. (Fig. 1.) Silk ligatures,
with needles at both ends, are now placed, one ligature
at the fundus, another at or above the neck of the sac.
The ligature at the fundus is made to pass several times
through both walls of the sac. The ligature, or rather
suture, at the neck i1s made to gather together a sufficiency
of areolar tissue on the sac. There is no strong objection
to its perforating the sac; but it should not be made to
surround it, on account of the risk of sloughing.

The sac is now laid across the opening, as nearly
transversely as possible, and fixed by the sutures at its
extremities to the firm parietes beyond. In the drawing
(Fig. 2) the fundus of the sac is represented as being
fixed on the inside; but as often as not the reverse
position is advisable. The aim is, to get the internal
orifice of the twisted sac opposite the strongest part of
the parietes, and away from the internal opening. As a
general rule, it is best to twist in a line opposite to that of
the axis of the canal. But no absolute rule is possible ;
each case must be dealt with according to its peculiarities.
By means of the curved needles, held in a needle- holder,
or by a handled needle like that of Macewen, the sutures
are passed through the parietes under the retracted skin,
The position of the deep epigastric is first ascertained and
avoided. Itisusuallybest tofix the fundus first. Supposing,
as in the figure, the fundus is paced to the inside, the fore-
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edges of the opening are surrounded by thick areolar—
almost cicatricial—tissue, it may be impossible without
dissection to isolate the conjoined tendon or the fibres of
the internal oblique and transversalis. This dissection
may be done and the layers caught ; but I believe it will be
found sufficient to push the points of the needles obliquely
upwards through the internal pillar, taking in as much of
the deep muscular layers as possible. On the under
aspect of the opening the needles are passed, where
possible, under Poupart’s ligament, which is raised
forwards out of danger by the forefinger. The cord
meanwhile will have been observed to be out of danger.
. Three, four, or five sutures, according to the size of the
opening, will be sufficient to close it. The fibres of the
external aponeurosis will be crowded together (as in the
diagrams, Figs. 1 and 2) and adherent. If it is difficult
to close the opening, a few incisions made along the
fibres will free them; and when the sutures are pulled
tight, the opening is easily closed and their parallelism
restored. (Fig. 3.)

In congenital hernia certain variations in procedure
are essential. The sac is completely divided just above
the testicle, leaving enough tissue to form a tunic proper
to the gland. A few sutures may serve to fix this tunic
in proper position. If, as is not uncommon in these
cases, the cord is firmly adherent to the sac, or lies in a
special sulcus, then it is best to cut the sac completely
away from the cord, leaving a long strip of sac attached
to it. Division is carried well inside, and the sac may be
twisted and otherwise dealt with as if it were entire. In
some congenital herniz there is a small neck, and perhaps
a large mass of omentum in the sac. In three of these I
have cut the sac into two long flaps or aprons, and fixed
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the ring, or to the inside. I have never had to perform
the radical cure on a femoral hernia that was not strangu-
lated : and I have seen only one such operation, by one of
my colleagues. The proceeding is extremely simple,
there being no cord to consider, the opening always being
small (except in some cases that have been operated upon
for strangulation), and the sac in the majority of cases
easily isolated. '

Umbilical Hernia.—The operation which I recom-
mend for umbilical hernia is, to remove the whole sac,
with all superfluous cutaneous and fatty tissues, and to
bring the wound together exactly as in an ordinary
abdominal section.

A large umbilical hernia in a stout woman (which is the
hernia we are usually called upon to treat) is always a com-
plicated affair. It will contain bowel and omentum, not in
one simple sac but in many recesses, partially separated
by thick septa, and the contents, septa and sac, matted
together by old and dense adhesions. These recesses
burrow under the skin in the abundant fatty and areolar
tissue in all directions. Irreducible omentum may attain to
enormous dimensions in such a sac, while its pedicle may
remain small: it derives nourishment from the numerous
adhesions which it forms to the sac as well as from its
pedicle.  The pedicle of the omentum is naturally, in
most cases, on the upper aspect of the umbilical opening
and the bowel below it. Bowel may be found coiled
up in recesses at any part of the sac, adherent or non-
adherent. '

Usnally at the most prominent part of the tumour
theré is a piece of very thin skin, freely movable over the
hernial contents; the first incision is made vertically
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the wound in section then appears like one closed after an
ordinary median abdominal section. (FFig. 6.)

But if the opening is large, or its margins dense and
cicatricial, then the use of a large flange-stitch (Figs. 8,
9, 10), either separately or in conjunction with the general
suture, is advisable. The cicatricial tissue is divided all
round the opening at its free margin down to the rectus
muscle, whose margin may bulge well into the wound.
The suture is made to pass, first through the upper
fibrous edge, then through the rectus, then through the
lower fibrous edge of one side; and in reverse order
through the tissues on the other side. (FFig. g.) When
closed, the wound should present the appearance shown
in Fre. 10. In order to strengthen the umbilical opening
as much as possible, and also to exert vertical traction on
it, the parietal sutures are placed as shown in Fig. 7.
Even if the umbilical opening is separately sutured, it is
better to carry the cutaneous sutures at least a little way
into the muscle.

The sutures are all placed in position before being
tied, and the sponge is removed before tying them. I
would suggest as a final proceeding that the finger be
passed inside and made to examine the parietes all round
the opening, and especially directly above and below it.
This is to make certain that there are no small herniz
through the linea alba. By doing this in one case, I
avoided what might have been a catastrophe. The
patient, under the care of Mr. Kinneir of Malmesbury,
had several times had symptoms of obstruction, almost of
strangulation, in the sac. I operated in one of these
attacks. To our surprise, no evidence of strangulation
was found in the abundant bowel which protruded, and
the operation as above described was carried out; the


















