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Lesson ofthe Week

Incarcerated inguinal hernia in infants

A L SPARNON, E M KIELY, L SPITZ

Inguinal hernia is the most common condition requiring surgery in
childhood, occurring in 1-2% of live male births.' 2 Incarceration-
that is, entrapment of bowel without the vascular compromise of
strangulation-complicates 7-30% of these hernias and occurs most
often during the first six months of life.3 4 Some 95% of incarcerated
hernias may be reduced successfully by non-operative manoeuvres,
though gentle taxis under sedation may be necessary.4 Routine
inguinal herniotomy is performed after 24-48 hours when the
oedema of the sac and tissues has subsided. This management plan
is widely practised and there are few reports of complications. We
describe three cases in which this approach was altered because of
life threatening complications.

Case histories

Case I-A 17 day old boy was admitted with abdominal distension,
vomiting, and a small, easily reducible right inguinal hernia associated with
an undescended testicle. He had been born at 32 weeks with a birth weight of
2200 g. Abdominal radiography after reduction showed distended air filled
loops of small and large intestine. The features were interpreted as being
consistent with early necrotising enterocolitis and treatment consisting of nil
by mouth, nasogastric aspiration, intravenous ampicillin, gentamicin, and
metronidazole begun. He gradually deteriorated and a bolus of plasma
(1 5 ml/kg) was required to establish a satisfactory condition. Repeat
examination confirmed that the hernia remained reduced, but the abdominal
distension persisted and the overall general deterioration continued. At
laparotomy 12 hours after the initial reduction a Richter hernia was found
affecting a knuckle of terminal ileum incarcerated at the right deep inguinal
ring. The bowel wall was severely congested but was viable. A routine
inguinal herniotomy was performed through a separate incision in the right
groin. The postoperative course was uneventful.

Case 2-A 16 month old boy weighing 10-7 kg was admitted to a local
hospital with a history of distressing cough and vomiting for 48 hours. Six
weeks previously he had been diagnosed as suffering from whooping cough.
He had undergone repair of a right inguinal hernia at the age of 11 months.
On examination a left inguinal hernia was found, which was easily reduced.
Over the next 48 hours his general condition deteriorated with progressively
worsening vomiting, absent bowel actions, and increasing abdominal
distension. Abdominal radiography showed dilated loops of small intestine
with fluid levels and he was therefore referred for management of a suspected
intestinal obstruction. On admission he was shocked and required a
bolus of plasma (30 mI/kg) for resuscitation. Examination confirmed
general distension of the abdomen with no evidence of a hernia. At
laparotomy a dilated and obstructed small bowel was found proximal to a
Richter hernia of distal ileum at the left deep inguinal ring. The bowel was
oedematous and dusky but was viable. Routine left inguinal herniotomy was
performed through a separate groin incision. Recovery was uneventful.
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Infants with incarcerated inguinal hernias successfully
reduced by manipulative manoeuvres should be
admitted for careful observation before early scheduled
definitive surgery

Case 3-A 4 month old boy weighing 7-7 kg was admitted to his local
hospital with bilious vomiting after a week of persistent diarrhoea. An
inguinal hernia, which was first noticed at 2 months ofage, had become more
prominent over the previous 12 hours but was reduced on admission. Soon
after, however, his condition rapidly deteriorated with fever, shock, and
vomiting. He was immediately transferred and on arrival was peripherally
cyanosed with a temperature of 39-50C, tachycardiac, and 5% dehydrated.
His abdomen was generally tender but not distended and there was no
evidence of a hernia. After resuscitation with intravenous plasma (30 ml/kg)
ampicillin, gentamicin, and metronidazole he was submitted to laparotomy.
This showed a localised area of ecchymosis on the lateral wall of the
ascending colon and a very large oedematous right inguinal hernial sac but
no other evidence of disease. A formal right inguinal herniotomy was
performed. Postoperatively his diarrhoea persisted for several days but he
subsequently made a rapid recovery and was discharged on the seventh
postoperative day.

Discussion

All three infants had inguinal hernias reduced without difficulty
by gentle taxis. The subsequent deterioration and shock were not
initially considered to be associated with the hernia owing to
the absence of a recurrence or any positive inguinal findings.
Emergency herniotomy for incarcerated infantile inguinal hernia is
reputed to be one of the more difficult procedures in paediatric
surgery. The alternative, initially non-operative approach of
reducing the hernia by manipulation and then performing a
herniotomy after 24-48 hours is widely accepted as a safer method.
It is successful in over 95% of cases and is associated with a lower
incidence of testicular atrophy than operative procedures per-
formed as an emergency.4

In the past authors were cautious about recommending hernia
manipulation and suggested that taxis was best avoided owing to the
likelihood of reducing gangrenous bowel. Though this may occur
in adults, it is extremely rare in infants. It is uncommon to find
gangrenous bowel even in irreducible hernias in infants and there is
only one report of gangrenous bowel being reduced by manipula-
tion.6 In two series each reviewing 1000 consecutive inguinal hernias
in infants, no instance of a need for laparotomy after reduction for
suspected intestinal disease was noted.78

Richter's hernia occurs when a portion of the intestinal circum-
ference is incarcerated in a neck of the hernia. It is extremely rare in
children. The importance of this condition is that the affected
segment is so small that it escapes clinical detection and evidence of
intestinal obstruction may be lacking as there is only partial
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obliteration of the lumen. The entrapped knuckle of intestine may
become necrotic and perforate before localising features develop.
Our experience with two classical and unrecognised Richter's

hernias in infants serves as a reminder to consider the condition in
children. The course in the third patient, who became toxic after
reducing intestine in the presence of coexistent enteritis, warns of
the danger of manipulating inflamed bowel. The sudden develop-
ment of shock and severe toxicity after manipulative reduction
shows the respect that this condition deserves. It is imperative that
any infant with incarcerated hernia should be admitted for careful
observation, irrespective of the ease of reduction. In addition, the
absence ofa recurrent hernia does not exclude-a persistent problem.
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Letterfrom... the Himalayas

The people stand up, the doctor steps down

T E LANKESTER

Our clinic in Perari was drawing to a close when the health worker
from a nearby village asked if I would see a patient whom she had
recently been treating. Grabbing my shoulder bag I followed Indra
up the 1000 foot climb to her village, being thankful that it was the
nearest to the clinic. We were ushered in to a small unventilated
room, where a man was groaning with a lacerated, cellulitic leg.
Before I could greet himhe pointedwarmly to Indra and commended
her for the daily treatment she was-giving him. Indeed, apart from
giving a shot of tetanus toxoid there was little else I could add. After
six months' training illiterate Indra was competent and caring.
Before she qualified this man would have lain formany days without
help, necessitating, at-the very least, hospital admission. It showed
me that appropriately trained village health workers acting as front
line health troops can dramatically reduce morbidity and mortality
and with it the aching fear which accompanies any illness when the
nearest treatment is half a day's journey, one week's wages, and a
cultural chasm away.

Village health workers

The use of village health workers in rural areas is now well
established and India has an impressive number of health guides, as
they are nationally known. Here in the Himalayas, however, there
are great difficulties in training, supervising, and equipping such
health workers, and this is compounded by the vast number, small
size, and formidable scatter ofhill villages. There is a need both for a
high degree ofcommitment from the health teams and for methods
suitable for such isolated communities. Needless to say, virtually no
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qualified doctors are prepared to give long term service in such
remote areas.

It is the well trained village health worker who is ideally placed to
resolve the conflict previously referred to of patients presenting felt
needs and of health workers wanting to treat real needs. In her role
there is the added advantage of keeping health care based in the
villages and of reducing domination of the project by professionals
and outsiders. Reciprocally, this helps to -lessen dependence on
drugs and doctors and discourages a hand out mentality among both
providers and consumers of health care. The rural world will be a
poorer place if the health offered by the year 2000' has actually
implanted dependence on doctors and medicine in place of a truly
healthy community, learning through its village health workers to
be self sufficient in its own health care.

Promoting good health

This, in turn, leads to another issue. Indian village health workers
are traditionally women, tnd yet it is men who make the decisions
and give leadership to the village. It is therefore essential that men
are not only included in the health care process but take'an active
and informed part in it. Here, one immediately runs into a practical
problem-and a philosophical question. Theproblem is thatmen who
consider themselves healthy have' little interest in health matters,
especially when it comes to prevention. Their interest is quite
rightly, directed more towards-practical activities such as ploughing
fields and building houses. The question is whether or not people
should be made'health conscious. In the West health education can
often lead to the emergence of a group of people whose all
engrossing hobby becomes not,only their own health but that of
others too. A health dominated welfare system can easily manu-
facture a neurotic community, led by those with a morbid pre-
occupation with potentially malfunctioning bodies.
Both problem and question may have a similar answer. This is to

encourage activities which promote good health without centerng
the whole programme on a selfconscious health obsession. Instead,
good health becomes an important, planned for side effect of


