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Letter to the Editor

More Respect for Anatomy in
Hernia Repair, Please!

To the Editor, Clinical Anatomy:

For more than 60 years, medical students and
young doctors have learned inguinal anatomy from
anatomy textbooks and hernia reference books that
contain errors with regard to major structures of the
inguinal canal, which are essential for correct hernia
repair. Patients or family practitioners may have
wondered why, after hernia repair, patients are
sometimes painfully bent forward in the vertebral
column. Robert Acland, Professor of Surgery at
the Department of Surgery, University of Louisville,
Kentucky (2008), has commendably pointed out the
fact that it has been known for 60 years that the
obliquus internus and transversus abdominis
muscles do not attach to the inguinal ligament, but
to a thickened band of the ilio-psoas fascia, as pub-
lished by Mcvay and Anson (1940) and Condon
(1964). 1 take this opportunity to discuss, in a com-
pact way, these findings, which should gain accep-
tance in modern textbooks. For example, the latest
editions of German textbooks of anatomy (Thiel,
1996; Benninghoff and Drenckhahn, 2002; Lippert,
2006), textbooks of surgery (Breitner, 1997), and
hernia reference books (Schumpelick, 2000) still
contain the wrong anatomical description, whereas
Sabistons textbook of surgery (Turnage et al., 2004)
contains the correct description.

Critics have noted that anatomical descriptions
may sometimes be misleading or erroneous (Lytle,
1979). However, in recent years, some surgeons
have praised the renunciation of anatomical dissec-
tion of the groin in hernia repair as progress—"We
believe that ... decreased dissection are the most
important reasons for greater patient comfort”
(Rutkow and Robbins, 1993). It cannot be ignored
that this exact philosophy may have lead to a lower
familiarity with groin anatomy among residents in
surgery (Banks and Cotlar, 2005). This lack of ana-
tomical knowledge and the pushing through of cer-
tain hernia techniques for all patients—no matter
what individual situation may be present—may be
responsible for the occurrence of some of the compli-
cations which were discussed in relation with these
techniques (LeBlanc, 2001). Nowadays, surgeons
are suffering from severe time restrictions in the
operating room and are looking to find time-saving
operating techniques (e.q., those that last 20 min or
less) (Millikan et al., 2003). Unfortunately for both
patient and doctor, careful anatomical dissection is
time consuming, even though it is the best method
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of preventing recurrence and complications (Lowham
et al., 1997; Shouldice, 2003; Banks and Cotlar,
2005). This reductional surgical groin philosophy
may tempt the surgeon to think that he/she can
solve the patient’s groin problems by a simple “fill-
the-gap-technique,” be it from inside (TEP-TAPP)
(Totte et al., 2005; Vidovic et al., 2007) or from out-
side (Mesh-Plug) (Rutkow and Robbins, 1993; Jeans
et al., 2007), but in the case of anatomical variations
and/or invisible changes of anatomical structures,
this may not be a sufficient technique. Long-term
pain and reduced quality-of-life for the patient will
follow (Holzheimer and Gresser, 2007). We should
not forget that the anatomical-physiological dissec-
tion and repair of the groin hernia represents the
traditional heritage of scientific surgeons over the
past 100 years (Nyhus, 2004). The appreciation of
this may preserve the valve function of the inguinal
canal (Cherner, 1934; Desarda, 2003), prevent her-
nia recurrence and complication, and give the patient
a higher quality-of-life without chronic pain. That is
why attention should be given to the individual vari-
ation in groin anatomy (Stolic, 1977), and the tech-
nique should remedy the structural failure rather
than adhere to the surgical routine (Cherner, 1934).
As Koontz (1956) advised, “Make the operation fit
the patient. Don't try to make the patient fit the
operation.”

R. G. Holzheimer*

Ludwig-Maximilians Universitdt Miinchen
Hernia Clinic Saueslach

Sauerlach, Germany
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Letter to the Editor

To the Editor, Clinical Anatomy:

I appreciate Dr. Holzheimer’s affirmation of the
findings of McVay and Anson (1940) and Condon
(1964), which I have recently reconfirmed.

These findings may be slow to gain acceptance in
German language textbooks, since many anatomy
texts in German, unlike those in English, still con-
sider the ilio-psoas fascia to be a component of the
inguinal ligament. With that understanding, unhelp-
ful as it is, one would be consistent in saying that
the lowest fibers of the internal oblique and transver-
sus abdominis muscles arise from “the inguinal liga-
ment.” Even so, the description would create a poor
understanding of this intricate region.

Dr. Holzheimer paints a bleak picture of trends
that he sees in surgery, citing anatomical careless-
ness, haste, and an inappropriate uniformity of ap-
proach for bad results.

Anatomists cannot change all of these ills, but
there are ways we can help. We can return to the real
source of knowledge, the human body, and look at
the facts for ourselves. We can concern ourselves
with effective ways to present anatomical knowledge
in a memorable, time-efficient way to those who need
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it, when they need it. And we can stop idly copying
and amplifying from book to book the textual and il-
lustrative errors of the past, by which process the
quality of anatomical knowledge can only be dimin-
ished.

Robert D. Acland*

Professor of Surgery

Division of Plastic and Reconstructive Surgery
Department of Surgery

University of Louisville

Louisville, Kentucky
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Letter to the Editor

Comment on “'The Relationship of the Posterior
Inferior Cerebellar Artery to the Cranial
Nerves VII-XII"

To the Editor, Clinical Anatomy:

Saylam et al. (2007) are to be congratulated for
their recent article on the relationship of the poste-
rior inferior cerebellar artery (PICA) with the cranial
nerves, with particular reference to the microsurgery
of this region. However, we would like to bring some
additional observations to the attention of the
authors.

The study of the vessels of the brain base is one
of our fields of research (De Caro et al., 1990, 1991,
1995, 1996, 1998, 2000; Porzionato et al., 2004;
Macchi et al., 2005; Parenti et al., 2005). We studied
the PICA on 40 autoptic brains (Macchi et al., 2004),
and we were able to analyze the origin and the whole
course of 80 PICAs, with reference to the five seg-
ments described by Lister et al. (1982), which were
recognizable on both sides. It is a pity that Saylam
et al. (2007) analyzed 40 PICAs of 25 cadavers,
limiting their study to only two segments, i.e., the
anteromedullary and the lateromedullary. In their
results, the relationships of the PICA with the cranial
nerves are listed following the number of cranial
nerve [“(1) course of the LM segment of the PICA
and its relationship to the facial and vestibular
nerves; (2) relationship between the origin of the
PICA and its course relative to the rootlets of the
glossopharyngeal, vagus, and accessory nerves; (3)
relationship between the rootlets of the hypoglossal
nerve and the PICA], rather than to the topographi-
cal course of the PICA, which would be clinically use-
ful (origin and relationship of the PICA and hypoglos-
sal rootlets; lateromedullary segment of the PICA;
relationship between the PICA and the glossopharyn-
geal, vagus, and accessory nerves; tonsillomedullary
and telovelotonsillary segments’ bifurcation). The
former way of presentation has led the authors to a
misinterpretation of the results of Macchi et al.
(2004). Indeed, Saylam et al. (2007) discuss that
the relationship of the PICA with the vagus nerve “is
somewhat variable” with respect to the patterns of
the course proposed by Macchi et al. (2004), who
found that if the artery originates at a caudal level, it
tends to pass below the vagus nerve and that if it
originates from the basilar artery (BA), it passes
above that nerve. In reality, the caudal level of the
origin of the PICA corresponds to the lateromedullary
segment of the vertebral artery (VA), and the data
reported in Table 2 of the paper by Saylam et al.
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(2007) makes it clear that when the PICA originates
from the lateromedullary segment of the VA, it is
located in all the cases (10/10) below the vagus
nerve. Thus, the findings of Saylam et al. (2007),
adding 10 further new cases, confirm our hypothesis
(Macchi et al., 2004). Moreover, Saylam et al.
(2007) report that they found only one PICA origi-
nating from the BA and passing between the IX and
X cranial nerves, as shown in Figure 2; however, Fig-
ure 7 shows one more PICA originating from the BA,
and passing above the IX cranial nerves. On the
other hand, they did not consider it relevant to pro-
vide figures of PICAs originating from the BA and
passing below the X cranial nerves.

Clinical-anatomic research is using computed to-
mography angiography (CTA) to map the vascula-
ture in anatomical districts’ study (Tregaskiss et al.,
2007). Huynh-Le et al. (2004) reported that three-
dimensional CTA demonstrates the surgical anatomy
of VA-PICA aneurysms in detail, and it is very useful
in selecting the optimal surgical approach. Our team
is evaluating the course of the PICA in vivo by com-
puted tomography. From our anatomoradiological
database (Section of Radiology, Euganea Medica,
Italy) six CTAs of the brain vessels (three males,
three females; mean age, 54.6 years) were selected.
The subjects underwent radiological examination for
atherosclerotic pathology of the vessels of the circle
of Willis. The CT images were obtained with a 16-
slice multidetector CT scanner (Lightspeed16; GE
Medical System, Milwaukee, WI} with the parameters
(group 1; rotation time, 0.7 sec; thickness, 2.5 mm;
table increment, 27/50; field of view, large; kV 140,
380 mA) acquired during the injection of the contrast
medium (concentration of 350 mg I/ml, Omnipaque,
GE Healthcare, distributed by Amersham Health,
Princeton, NJ). A timing-bolus technique was applied
to determine the delay time of scanning with a
preinjection of 20 ml of contrast media at a flow rate
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