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An inaugural medical dissertation on Merocele
or Femoral Hernia.

History of the disease.

Few diseases are more important than Hernia,
whether we consider the frequency of its
occurrence, or the distressing and often fatal
symptoms which accompany it: and there is
none which calls for more anatomical science,
more care and more experience and judgment
in applying the skills necessary to remove or
alleviate it.

It is my intention to discuss only Femoral
Hernia. This type of hernia was not commented
on by surgeons and anatomists of former days.

Le Quin seems to have known of this disease
(v. his treatise on hernias), before it was
mentioned by Verheyen in his 'Anatomy'
published in 1693, though the latter is thought
to have been the first to explore it. Morgagni
says that Verheyen was "amongst the first" to
have written about Femoral Hernia.

It was unknown to the famous Cooper, though
he suspected it could occur; speaking of
Poupart's ligament, he uses the following
words: "It is not impossible that ruptures may
sometimes happen in this part; I am apt to
imagine this to be the case, when a rupture is
very large, and not to be retained by a truss."

Experience belies this opinion of Cooper, since
a Femoral Hernia is very small. The peculiar
features of this type were unknown to surgeons
and anatomists for some time after it was found
to exist; and during this time the modus
operandi must have been both uncertain and
dangerous.

Gimbernat, the Spanish surgeon, was the first
to warn that that part of the crural ring which
formed the stricture must be taken into account;
and thus he showed the best way to operate for
removal. From then on, this occupied the
attention of the chief surgeons and anatomists,
and was fully elucidated by the work of Monro,
Hey, Lawrence and Cooper. This type occurs
more often in females than in males because of
the greater size of the crural arch and the width
of its inner edge next to the pubis.

Morgagni, no stranger to anatomical
investigations, saw a Femoral Hernia only in
females.
CAUSES
The causes of Femoral Hernia are to be
divided into predisposing and precipitating.
Amongst the former are counted:-everything
which increases pressure on the abdominal
organs, the particular structure of the female
pelvis,the resistance of the crural arch to the
strains of child-birth,physical weakness
however induced,the relaxing effects of warm
regions, in which Hernia seems to occur
seriously and more often and to reach greater
size than in Northern regions.
Prosper Alpin writing on Egyptian medicine
says, "Every kind of

Hernia always ranges freely there and
commonly can be seen of the size of a large
gourd."
Amongst precipitating causes should be
numbered all sudden strains, spasms, coughing,
vomiting or anything at all which gives rise to
strong or sudden action of the diaphragm or the
abdominal muscles; and in all the predisposing
causes(?) it is amazing what tiny causes
produce a Hernia. Another cause of Femoral
Hernia , particularly in females, of course, is
the practice (now, happily, less common) of
wearing tight clothing, which displaces the
abdominal organs and diminishes the size of
the abdominal cavity so that force is added to a
pre-existing cause. The inhabitants of South
America, spending a great part of their time on
horseback, with legs stretched out, are greatly
liable to Hernia. In Livy an opinion is
expressed which shows that horseriding was
considered by the Romans to be a cause of
Hernia, indicating with what contempt that

warlike people looked on someone unskilled in
warfare. Marcus Servilius, while proclaiming
his just deserts in public, is said to have taken
off his clothes and explained in what war he
had received each of his wounds. While he was
showing openly what perhaps should have been
covered up, a swelling in his groin provoked
laughter in those near him. He then said, "
What you are laughing at I acquired from
sitting on a horse day and night: and I am no
more ashamed of it, nor do I regret it, any more
than these scars, since it never hampered me
from serving the state at home or as a soldier."
(Livy 45.39)
Giving birth, too, seems to give rise to the
relaxation which is a great friend to this kind of
Hernia; and Arnaud says that 19 out of 20
females suffering from Femoral Hernia are
married; and that out of 100 unmarried females
and 100 men, only one case of

Femoral Hernia will be found {Barry's own
tense} from them all.
SYMPTOMS
The symptoms of Femoral Hernia will vary
according to what accompanies its origin.
If it arises from relaxation and weakness of the
crural arch, strangulation will not always
supervene; and in that case the swelling will be
felt on the upper part of the thigh and will for
the most part go away in a supine position; and
if the patient coughs whilst standing upright,
the impact can be perceived by a finger placed
over the swelling. If, however, the Hernia
suddenly appears after some great strain, when
the body is otherwise healthy, the symptoms of
strangulation will quickly supervene; the
patient feels that something has broken and a
small swelling, rarely larger than a walnut

, is perceived on the upper part of the thigh.
This swelling quickly becomes painful to the
touch, tightness and pain are felt in the belly,
nausea and vomiting occur and, if relief is not
obtained, gradually become more severe.
In this state, if correct procedures are not
applied, the case will probably result in death.
Cramping gulps happen; tension and pain
stops; a cold sweat breaks out on the skin; the
eyes lose their brightness, which indicates the
presence of gangrene; finally a fatal outcome
puts an end to the patient's distress.

DIAGNOSIS
Femoral Hernia may be mistakenly taken for
Bubonocele.{Incomplete inguinal hernia}.
However the differential diagnosis can be made
by investigation of the neck of the swelling,
since in Femoral

Hernia it is always found below Poupart's
ligament, but in Inguinal Hernia above it.
Moreover in Bubonocele the spine of the pubis
is below the neck of the sac of the Hernia, but
in Femoral Hernia it is on the same horizontal
line, or a little above it. It is worthwhile to
distinguish it from Bubonocele, since a mistake
would lead to fatal errors both in care and in
operation. Femoral Hernia is distinguished
from inflammation of a gland by its appearance
after some strain; moreover, it is always
accompanied to a greater or less degree by
some damage in the alimentary canal, that is
nausea, vomiting or constriction in the belly.
Further, a gland produces (Barry uses the Latin
verb in a strange way) inflammation much
more slowly than Femoral Hernia. It is
distinguished from Enteritis by pain, distress on
being touched and swelling in the groin, all
symptoms absent in Enteritis. It can also be
distinguished from a Psoas abscess.

It should be distinguished from a varicose
femoral vein, since this vein in a recumbent
posture is pressed over the crural arch and a
swelling again appears in the groin: if it were a
Femoral Hernia of the Leg going away in a
horizontal position this could not happen.
Doctor Munro has discussed aqueous cysts and
other swellings in the groin, and the absence of
all symptoms of Hernia will prevent an ailment
being taken for Femoral Hernia.
PROGNOSIS
Since the danger of Hernia comes particularly
from inflammation and its effects, we must
consider causes which affect its progress in
order to make a suitable prognosis.

The following are the causes of Hernia ( sic):The degree of incarceration,The size of the
swelling and its contents,The age and condition
of the patient.
A Hernia precipitated by some violent cause
for the most part becomes incarcerated and is
for that reason more dangerous than one which
arises from some small cause and happens to
people predisposed to this ailment as a result of
relaxation and weakness.
A fresh Hernia is more dangerous than an old
one; for in that case the sides of the aperture are
rigid and strangulation is easily produced. In a
recent rupture the size of the swelling is smaller
than in an old one; hence from the size of the
swelling surgical authors debate the probability
of reducing the protruding portion. When the
omentum protrudes, the danger is not so great
as when the intestine is contained in the
rupture. Hernia is more dangerous in vigorous
and young people than

in older people; when bodies lose their power
they are less liable to inflammation.
When the intestine is easily reduced we should
rarely fear danger. If it is reduced with
difficulty, inflammation can supervene; and if
it is necessary to resort to an operation, the
result, even with a favourable outlook, is not
always a happy one: for when an operation, the
radical means of cure, is performed on a patient
suffering from a non-incarcerated Hernia and
otherwise in a good state of health, it often has
a fatal result, even when the surgeons
performing the operation are very good, such as
the celebrated Petit.
If we examine mortality tables, it is very rare to
find that Hernia has a fatal outcome,
particularly when we consider the number of
patients.

Over a three year period in London, with an
equal distribution, the number of deaths from
rupture did not exceed those from other causes
by even one in 1450. (This obviously makes no
sense, though it is what Barry wrote - one
presumes he/she means that over a three year
period there was not even one death from
rupture) In 1774 in Berlin out of 4401 deaths,
six were from Hernia; in 1785, out of 4961, six
again were from the same ailment. In the small
towns of Saltzwed and Arundsee out of 1680
deaths six died from a rupture. In ?Lebum out
of 1154 deaths three were as a result of a
rupture; and in several places in Altmark out of
4718 deaths 12 died of hernia. (Sussmilch
Gottliche Ordnung. tom III. Appen. page 52.)
From the above figures it will be
unequivocally agreed that this ailment is more
fatal in small towns and country districts. This
could with assurance be put down to the more
vigorous physical condition of country
dwellers, whose bodies more easily give way to
inflammation. But a second reason is perhaps
the most important of all, namely the lack of
experienced surgeons in such places

who can perform the necessary operations.

THE ANATOMY OF PARTS CONNECTED
TO FEMORAL HERNIA.
Between the top of the symphysis pubis and
the anterior part of the spine of the iliac bone is
a very long space bordered on the outside by
the ilium and on the inside by the pubis. A little
way towards the outer part of the top of the
symphysis pubis can be seen the spiny process
of the os pubis, from which stretches a line to
the meeting of this line with the ilium, and then
through the interior and lower side of the ilium
to the sacrum. This is the linea-ileo-pectinea
line which forms part of the edge of the pelvis.
In the upper part of the os pubis and slightly
towards the outer surface of the crest or tuber
of that bone there is a natural depression where
the great vessels of the femur

and the anterior crural nerve pass down from
the pelvis.
Its exterior part is bounded by the projection
made by the junction of the pubis and iliac
bones: it is situated directly above the
acetabulum. Above this junction and also at its
exterior portion there is an impression where
the psoas magnus and the internal iliac muscles
emerge to be inserted into the lesser trochanter
of the femur.
From the acetabulum inside, a flat surface
which is the origin of the pectineal muscle runs
to the pubic bone.
In a recent cadaver the pubic bone is covered
on top by a strong crust of ligament stretching
from the crest or tuber of the bone on the
outside through the linea-ileo-pectinea and to it
is fixed the inferior and anterior part of the
tendon of the external obliquus muscle.

The inferior part of this tendon was known by
the name of Poupart's or Falopius' ligament but
now instead goes under the name of crural
arch, from its bowed shape. The crural arch is
thicker and stronger than the rest of the
muscle's tendon; it is somewhat narrower and
thinner towards the ilium than at its other
extremity. It stretches from the superior
anterior spinous process of the ilium to the
superior part of the pubic bone, and is firmly
inserted into each of them; though because of
the greater width of the their pelvis, it is longer
and slacker in the female than in the male.
About an inch and a half, upwards and
outwards, from the crest of the os pubis lies the
external abdominal ring, the entrance in a male
for the spermatic cord, for the round uterine
ligament in a female

The ring forms an oval with its extremes
towards the pubis and the anterior part of the
spine of the ileum; in the male it is an inch
long, smaller in a female. On the internal side
of the ring a division is formed by the internal
muscles, oblique and transverse, which hinders
communication between the interior and
exterior parts of the abdomen. Part of the
tendon above the ring makes a pillar which is
inserted into the symphysis pubis and the pubic
bone from the opposite side; the part of the
tendon below the ring is twisted and doubled
and therefore forms another pillar fixed to the
pubic tuberosity and the crust of ligament
touching the pubic portion of the ileo-pectineal
line. The last insertion takes on a half-moon
shape, sharp and strong, which is found to be
wider and deeper in a male than a female. This
makes the posterior edge of the crural arch, or
the crural ring specifically discussed by
Gimbernat. The two pillars are joined on the
outside of the ring by ligament fibres which
cross in a curved direction over the fibres of the
tendon of the oblique external muscle. These
fibres, although

soft, are a great help in strengthening this part
of the muscle's tendon, particularly the exterior
end of the ring. The ring is formed by the
division of the tendon of the oblique external
muscle; its place of division, however, varies
greatly in different bodies. In some, the fibres
separate at the exterior end of the ring, in others
at a distance from it, in which the space
between is occupied by an aponeurosis so
slender that the internal oblique muscle glistens
with the beginning of the cremaster muscle.
The tendon which forms the crural arch extends
over the internal iliac, the great psoas, the
vessels and nerve of the leg.
Over the inferior part of the abdomen, and the
nearest to the top of the femur, is formed an
expanse of tendon, called the superficial fascia,
which in its natural and healthy state is very
thin; but when it is inflamed as in a Hernia it is
found to be of no small thickness and strength.
This fascia stretches over the tendon of the
obliquus externus

and descending in the abdomen over the lymph
glands and the superficial blood vessels is lost
in the superior and anterior parts of the femur.
Under the part of the fascia which covers the
femur another tendinous expanse much thicker
and stronger than the first begins; this almost
covers the lower extremity and protects the
femoral blood vessels in the superior part of the
femur. Another part of this fascia, called the
iliac fascia, which descends from the crural
arch and the anterior part of the iliac spine up
to the pubic tuberosity, covers the lower end of
the psoadic and internal iliac muscles and the
anterior blood vessels of the leg and the nerve.
Another, called the pubic, begins at the pubic
portion of the ileo-pectineal line which
descends over the pectineal and triceps
muscles, coinciding in its descent with the iliac
portion under the great saphenous vein and
there forms a large angle at the interior side of
the blood vessels corresponding with that
formed by the muscles in the same place.

The iliac portion at its superior and interior part
forms a semicircular edge, or falciform process,
as is particularly noted by more recent writers
on surgery. This process leaves a large aperture
where the long saphenous (vein), as it climbs to
the pubic portion of the fascia lata, ends around
the protuberance below the crural arch, at the
top of the femoral vein. Next to the interior part
of this process is situated one or another gland
by which the superficial femoral lymphatics
cross on their course towards the abdomen.
When the abdomen is opened up and the
peritoneum removed, the fascia called the iliac
appears, which extends from the crural arch
under the exterior side of the external iliac
vessels and also from the spine of the ileum: it
covers the psoas and the muscle of the inside of
the ileum, to which it adheres. It reaches
downwards behind the iliac vessels to be fixed
at the edge of the pelvis showing a kind of
double internal cavity over the bones and
muscles at its side.

Behind the origin of the femoral vessels, this
expanse is so closely connected to the pubic
portion of the fascia lata that each seems
somehow a continuation of the other.
Another fascia, Cooper's transverse, coming up
from the crural arch, doubles ?at the transverse
muscle; it runs out thinner towards the lower
end of the abdomen. Around its middle,
between the spine of the ileum and the
symphysis pubis this fascia leaves the opening
which forms the internal abdominal ring, as it
were the entrance of the spermatic cord or the
round ligament of the uterus: each of the two is
surrounded by a quantity of cellular material
and fibrous tendons which help to close up this
entrance. The upper part of the opening is
formed by the oblique internal and transverse
muscles, the lower part by the part of the
obliquus externus which forms the crural arch.

Its posterior part blocks any direct passage
from the ring to the outside of the body.
Apart from the expanses mentioned above, the
so called crural sheath which encloses the
femoral vessels goes down to the place where
they pierce the tendon of the femoral muscle
adductor magnus. At its origin, via fibres going
down within the cavity of the abdomen and
pelvis from the nearest parts of the fasciae,
which we have already mentioned, it is funnelshaped : but the femoral vessels have a tightly
binding fascia from that (?succeeding that one)
which for the most part covers the lower
extremities,(though much of it is composed of a
thick cellular substance). When the sheath is
examined tendinous segments can be seen to
pass amid the vessels and also along the sides,
which adhere to themselves, the crural arch and
the coterminous bones.

Between the lower pillar of the crural arch and
the pubic bone together with the external iliac
vein, there is a triangular shape which has on
its exterior a small aperture which comprises
the crural opening of Gimbernat and is much
larger in the female than in the male.(see
Monro Junior on Hernia) If a finger is inserted
into this opening, it can enter for a length of
half to thrree quarters of an inch behind the
crural ring towards the femur, and from there
the semicircular edge of the fascia lata can
easily be felt.The crural opening is sited within
the top of the crural sheath and contains
particularly the femoral vessels and lymph
glands, the former making their way in through
the covering membrane of the blood vessels,
the latter entering through one or more
openings formed of a cellular substance and
tendinous material. This cellular and tendinous
material found in the crural opening can be
seen, together with the crural sheath, to form its
own fascia which is visible in a Femoral
Hernia.

So much on fasciae, we must next look at blood
vessels.
In the lower part of the abdomen is found the
epigastric artery. Its origin is the inner edge of
the external iliac where that vessel is about to
leave the abdomen and before it enters the
crural sheath. It proceeds obliquely upwards
and within behind the crural arch to the interior
part of the rectus abdominis muscle. First it
bends slightly downwards, then at the interior
part of the abdominal ring it takes a course
behind the crural arch at a distance of half to
three quarters of an inch, in front of the crural
opening.
This is the normal site of the origin of the
epigastric artery; sometimes, though rarely, it
emerges round the protuberance higher or
lower than usual, and sometimes through a
trunk it shares with the circumflex abdominal
artery. The circumflex artery has its origin in

the exterior side of the external iliac, almost
opposite the epigastric, sometimes lower, and
continues via the interior crest of the ileum
almost to the muscles in the lower part of the
abdomen.
Apart from the epigastric and circumflex
arteries, there is another, the obturator, which is
relevant to Femoral Hernia. This artery has
various origins, usually from a large branch of
the hypogastric, more often from the external
iliac, where that trunk is about to leave the
abdomen. Sometimes, as we have noted above,
it rises from the trunk common to it and the
epigastric, in which case it curves by the the
interior side of Gimbernat's ligament and the
anterior side of the crural foramen and then
turns as it descends to the thyroid foramen, by
the interior side of the entrance. Sometimes
also, though extremely rarely, it emerges from
the external iliac, higher than the origin of the
epigastric; otherwise, the three above
mentioned arteries

have been seen to have their origin from the top
of the femoral artery.
The spermatic cord in the male and the round
uterine ligament in a female are partly involved
in Femoral Hernia. They enter the internal
abdominal ring at a distance of a quarter or half
an inch breadth by the external side of the
epigastric artery and then descend via the
inguinal canal to approach the exterior part of
the abdomen. They can be seen sited in the
canal in front of the epigastric artery and vein,
behind the tendon of the obliquus externus
muscle but above the inferior column of the
crural arch, from which the cord or ligament
goes on to its appointed place.
From the above we will be able to agree that
Femoral Hernia can occur in such different
circumstances that it can be of several varieties.
These have been enumerated with great care
and skill by Professor

Monro in his recent book, " De Morbida
Aesophagi Intestinorumque Structura"
( =Concerning the morbid structure of the
Aesophagus and the Intestines).
Here follows a quotation from the distinguished
author:- (Quoted in English by Barry)
The first variety is when the protruded parts pass
through the crural aperture into the lymphatic sheath.
The second variety is when they pass through an
aperture in the membrane which passes across the
crural aperture which had been filled up by a gland
now displaced.
The third variety is when the protruded parts pass
into the sheath surrounding the lymphatics and then
escape by one of the apertures through which the
lymphatic vessels enter their sheath.
The fourth is when the tumour passes through the
ilial side of the lymphatic sheath
In the fifth variety there are two tumours, one of
which escapes into the sheath of the vein, and the
other into that of the lymphatic vessels.
In the sixth the displaced bowels descend in a
direction perpendicular to the abdomen and lie over
the pectineus muscle and the tumour is reflected
over the crural arch, covered by the superficial
fascia, skin and cellular substance only.

METHOD OF TREATMENT
In the care of this ailment we should always
keep in sight the ease with which the protruded
parts become gangrenous. For this reason, no
time must be lost in applying remedies, even
weak or doubtful ones; we should, however,
resort to the most powerful ones without delay,
and if after some time they are not efficacious,
we should attempt a surgical operation.
In the seventh variety the protruded parts first enter
the sheath of the lymphatic vessels, and then pass
through holes for the transmission of vessels in the
falciform process and in the superficial fascia.
The eighth is when the obturator arises in one
common trunk with the epigastric artery and in the
progress of the obturator aperture sweeps round the
neck of the Hernial tumour in its pubal side.

If a warm bath for the patient to lie in on
his/her back can be quickly made ready, it will
make the application of Taxis more successful.
If, however, a warm bath cannot easily be
procured, we must use other methods to avoid
loss of time, which would be irremediable.
First, reduction of the protruded parts should be
attempted by taxis. The pressure should be
neither great nor long lasting: otherwise
inflammation will be produced, which will
render in vain the use of any further methods,
however wise. In Femoral Hernia taxis should
be applied in a far different way than in
Inguinal. The patient should be placed on the
side opposite the affected one; the body should
be bent forwards and the hip placed at right
angles to the body: the limb should be turned
inside and brought across the opposite femur.

This is the method to achieve the greatest
relaxation. The tumor is now to be pressed with
the fingers of both hands gradually, but gently,
downwards and backwards so that the
protuberance is pushed down by the anterior
part of Poupart's ligament; and if under this
pressure the protruded parts go back slightly
upward so that they cross by the crural arch,
they must continue thus. It is quite clear that, if
the pressure goes upwards, the protruded parts
in particular will be pushed against the edge of
Poupart's ligament and cannot go deep. If the
affected parts are tender to the touch, taxis
must not be applied: indeed, its use, without
experience, is so often unsuccessful that
Dessault, the famous French surgeon, used to
make a prognosis about the success of an
operation whether taxis was applied or not.
Venesection was highly recommended by the
first surgeons at home and abroad. Pott, Sharpe,
Richter and Collison heap praise on
venesection,

on the grounds that it is helpful in the reduction
of a strangulated hernia. The best surgeons,
however, of our age think that venesection has
been too much recommended; indeed, some of
them assert that it is harmful to a strangulated
hernia. This seems more probable, it being said
that because the parts where the stricture is
sited are less easily yielding, no relaxation can
be hoped for by blood letting, however large:
but when, from the existence of pain or
pressure and abdominal tension, we suspect
inflammation has occurred, venesection is very
beneficial, since it is the principal method
which we can trust to remove inflammation.
Cathartics in a strangulated hernia are not only
unhelpful, they are actually harmful: they
increase peristaltic action over the incarcerated
part and for that reason facilitate inflammation.
But when the protruded parts are reduced,
laxatives are more helpful, since they restore
peristaltic

action which has most likely been more or less
inverted; and by freeing the intestines of their
contents they remove one cause of irritation
and inflammation.
This effect is best produced by Castor Oil or,
even better, by Sulphate of Magnesia very
much diluted and taken at frequent intervals.
Further, in large, old hernias which have never
been reduced, cathartics have been deemed
beneficial.
Opium, particularly after copious loss of blood,
has been said to help in the reduction of an
incarcerated hernia. It is conceded, on the other
hand, that for the most part it is an unsuccessful
and dubious remedy; and, for that reason, it
seems scarcely suitable for a Femoral Hernia,
where there is so little time to lose. More, in
many constitutions opium speeds up the
approach of gangrene to the inflamed parts; and

since this type of hernia is so prone to
inflammation, it is to be applied scarcely or not
even that. Opium given in large doses is said to
sedate nausea, spasm and vomiting for twenty
four hours or more.
Warm poultices and fomentations are now
looked on as worse than useless; they increase
the heat of the parts and no relaxation helps in
the reduction of the protruded parts.
Cold compresses, on the other hand, are
perhaps the most effective remedies which
foster the reduction of a strangulated hernia.
The way in which the cold works in this matter
has perhaps had little light shed on it, but its
good outcomes are not to be denied. It has been
thought to produce constriction of the external
parts which spreads to the internal ones, and as
heat rarefies the contents of a hernial swelling,
so cold is thought to condense them, and for

that reason , it is said, by reducing their size, it
helps in the reduction of the protruded parts.
Snow, ice or solutions of cold-producing
mixtures in water should be applied to the
Hernia's swelling; and the same degree of cold
should be maintained for as long as the
application is thought to be necessary. In no
case, perhaps, should it be used for longer than
two or three hours at the maximum; and if by
then there is no success, we must brace
ourselves to apply the last, but the most
efficacious, external remedy in our power,
obviously:

It seems not to matter whether an infusion or
smoke is applied. If we use the former, a dram
of tobacco infused in a pint (I suspect - the
word used is libra = about 12 ounces in solid
weight) of water will be a sufficient dose.
Richter advises that an ounce must be
macerated; but Lawrence is very hesitant about
this, since two drams have been known to be
fatal. However, the reason why Richter tells us
to use such a large quantity of tobacco is that in
Germany it is prepared in such a way that it
produces a much less powerful drug than
tobacco bought in England.

A Nicotine enema, when all else fail, is most
often successful.

Germans who come to Britain often cannot
smoke English tobacco until they have
macerated it in water before drying it, to make
it like their own.

It produces nausea, vertigo and coldness of the
extremities. During this time the protruded
parts either reduce spontaneously, or are easily
put back with gentle pressure. Since this
sedating effect of Nicotine is necessary to gain
every benefit from its use, we should persevere
until it appears.

If Nicotine fails to promote the reduction of the
hernia's swelling, recourse must be had without
delay to a surgical operation, to be performed
as follows.

MODUS OPERANDI
The first incision is to be made about the
protuberance over the crural arch, and is to
proceed downwards and outwards. Since in the
following part of the operation it is most
important that we have free access to the
deeper parts, this first incision must be made
boldly, so that the Hernia's swelling is
thoroughly exposed. For this same reason,
namely ease of approach, Cooper recommends
that the incision should be made in the shape of
an upside down T; the angle of incidence of the
two lines shuld be at the central part of the
swelling, and then the mouth of the wound can
be bent back. Surgeons, however, commonly
prefer that one incision only should be made at
the abovementioned place.
This first incision exposes the fascia
superficialis covering the Hernia's swelling,
which comes from the obliquus externus
muscle.

This fascia is more or less visible according to
the corpulence of the patient and the duration
of the illness.
That division made, the hernia's swelling
appears in circumscribed form; yet the surgeon
must not think that the only barrier to the
intestine is the sac; otherwise he will be
hampered in the operation and will commit
fatal errors. The part which he now sees is
called by Cooper the fascia propria. This must
be cut lengthways from the neck to the very
bottom of the sac. The sac thus exposed must
be pressed upwards with the left finger and
thumb, and must be divided cautiously with the
scalpel grasped horizontally to avoid damage to
the intestine.
When the operation has gone thus far, the
intestines are at some time to be replaced, but
without any force; if they cannot be put back
easily, we should proceed to dividing the parts
which hamper the reduction.

About this there is great divergence of opinion.
But all are agreed that the seat of the stricture is
that part called Gimbernat's ligament; it is
further conceded that the division of this part
by a few longitudinal lines is sufficient to allow
the reduction of the intestine, leaving the parts
much firmer than if the incision is made in any
other part of the crural arch.
In order to divide this ligament the index finger
should be introduced as far as possible, turned
towards the pubis, until it touches the acute
edge of Gimbernat's ligament.
Now a bistoury with a blunt point is to be
introduced by the finger and the ligament is to
be divided internally towards the pubis enough
to effect the reduction of the intestine.
If a finger cannot be introduced, a grooved
director should be introduced in an upward
direction following the same route,

and a bistoury should be inserted as previously
described and a very small incision will be
enough to effect this. When the division is
made in this place and in this way there is
usually less danger of injuring a blood vessel. It
is so rare for the obdurator artery to take a
different direction that there can be no
objection at all to this method, as a general
rule. There is, however, a danger of bypassing
the intestine in front of the bistoury, and of
doing an injury when the stricture is divided.
Every effort must be made to avoid this.
To obviate this danger, Cooper counsels us to
divide the stricture in the anterior part right up
to the front of the edge of the crural arch. He
makes this division upwards and inwards and if
it does not allow the reduction of the intestine,
he divides the thin posterior face of the tendon
in the same way as above.

When the stricture is removed, the intestine
must be restored as gently as possible; the
patient should next be treated with skilled care
in accordance with those rules described in all
elementary surgical text books.

THE END

