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Inguinal hernioplasty represents one of the most frequ-
ently performed surgical interventions, being only second
in frequency after appendectomy. In spite of the fact that
hernioplasty is frequently performed by surgical residents,
this does not mean that treating patients with hernias is an
easy task, as we often realize when encountered with recur-
rence. Current surgical practice stresses the importance of
meticulous reconstruction of deep inguinal layer. This is by
no means a new concept. Back in 1804 Cooper suggested
that transversal fascia discovered by him protects against
hernias. It was not until 1941 that McVay and coworkers
proved on preparations that transversal fascia is not atta-
ched to inguinal, but to pectineal (Cooper’s) ligament (Fig.
1). He noticed that when transversal fascia is attached to
Cooper’s ligament there may be no reason for disturbing
this spatial relationship during inguinal reconstruction, and
there is no reason joining deep structures and fascia to in-
guinal ligament. By proposing the procedure McVay essen-
tially rediscovered and made popular an older technique
discribed by Lotheissen. Georg Lotheissen, an Austrian sur-
geon, was the first to use Cooper’s ligament for repair of in-
guinal hernia in 1898. He discovered an effective method of
reconstructing posterior wall of inguinal canal which plays
an important role in the origin and treatment of inguinal
hernias. The technique, most often referred to as
McVay’s method, which should rather be called technique
after Lotheissen and McVay, slipped into oblivion and is
currently not widely used.

At the Department of Surgery of Faculty of Medicine
and Teaching Hospital we are using the technique presen-
ted in cases of important defects of the posterior wall of in-
guinal canal, and in surgical management of recurrent
hernias, including femoral hernias.

Fig. 1: View of lower abdominal wall quadrant from inside.
Transversal fascia attaches to Cooper’s ligamentum. 1 - lig.
inguinale, 2 - lig. pectinale Cooperi, 3 - tuberculum pubi-
cum.

The procedure

The procedure requires exact identification of anatomi-
cal structures and meticulous work. The procedure is iden-
tical to standard techniques up to the moment of closing
the inguinal sac. Anulus inguinalis internus is contracted
and then moved laterally.
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By preparation behind inguinal ligament caudally ramus
superior and pecten ossis pubis with Cooper’s ligament are
made free (Fig. 2 and 3). Hernioplasty is performed by su-
turing, superiorly transversal fascia medially up to tendon
conjoint, inferiorly to pectinal ligament and medially to tu-
berculum pubicum (Fig. 4). The most lateral suture is pla-
ced in close proximity and medially to femoral vein under
careful visual control. In the region above femoral vessels
we place 2-3 sutures between transversal fascia and conne-
ctive tissue around femoral vessels, Thompson’s band or
deep inferior layer of inguinal ligament (Fig. 5). This part
of the suture - transient suture - was considered by McVay
to be the weakest point of the hernioplasty, and the line of
the suture is moved here one layer more superficially to in-
guinal ligament.

In addition, a relaxing incision of both posterior sheaths
of rectal muscle is performed (so called Hockeystock-
schnitt - Fig. 3-6), which makes possible performing the
deep suture without tension.

Above the structure thus created the spermatic funicle
is placed, and cremaster muscle is resected, followed by
a suture of the exterior oblique muscle fascia to inguinal li-
gament.

Patients

Between 1974 and December 1996 this procedure of
hernioplasty after Lotheissen and McVay was performed at

the Department of Surgery in Hradec Králové in 225 cases.
Long term results were evaluated in a cohort of 32 patients
(29 males and 3 females, aged 21 to 74 years). The most nu-
merous group of patients consisted of those with direct in-
guinal hernia (16 cases), indirect inguinal hernia was
present in 10 cases, femoral hernia in 2 cases, a recurrent
femoral hernia was present in 4 cases. The patients were fol-
lowed for 2 to 19 years after surgery.

Among these 32 patients recurrence was observed in
one case of a 65 year old man treated for recurrent direct
inguinal hernia. Postoperative course was complicated by
bronchitis with massive expectoration. The recurrence was
diagnosed 9 months after surgery. A reoperation was per-
formed and the patient is recurrence-free after 8 years.

Conclusions

Inguinal hernia can be managed successfully using a va-
riety of methods based on the type, extent and experience
of the surgeon. A technique should be chosen, however,
which pays attention to meticulous reconstruction of deep
inguinal layers. The method according to Lotheissen and
McVay is one of these procedures. At our institution we
made an excellent experience using this procedure, and this
communication tried to focus the attention of surgical com-
muny on this method.

Figures were drawn by Josef Bavor, Ph.D.
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Fig. 6: The reconstruction of deep inguinal layer according
to Lotheissen and McVay.

Fig. 2: Inguinal hernioplasty according to Lotheissen and
McVay: preparation behind inguinal ligament caudally (ar-
row). 1 - aponeurosis m. obliqui abdominis ext., 2 - m. obli-
quus abdominis internus, 3 - funiculus spermaticus, 4 - rest
of the hernial sac (ligated).

Fig. 3: Inguinal hernioplasty according to Lotheissen and
McVay: by preparation behind inguinal ligament caudally
ramus superior and pecten ossis pubis with Cooper’s liga-
ment are made free. 1 - aponeurosis m. obliqui abdominis
ext., 2 - m. obliquus abdominis internus, 3. - funiculus sper-
maticus, 4 - lig. pectineale Cooperi, 5. - Hockeystockschnitt.

Fig. 4: Inguinal hernioplasty according to Lotheissen and
McVay: hernioplasty is performed by suturing, superiorly,
transversal fascia medially up to tendon conjoint, inferiorly
to pectineal ligament and medially to tuberculum pubicum.
The most lateral suture is placed in close proximity and me-
dially to femoral vein.

Fig. 5: Inguinal hernioplasty according to Lotheissen and
McVay: in the region above femoral vessels 2-3 sutures bet-
ween fascia transversalis and connective tissue around fe-
moral vessels, Thompson’s band or deep inferior layer of
inguinal ligament are placed (transient suture).
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