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sac, which was freed, ligated, and excised. The defect in the fascia
transversalis was repaired with silk sutures.

Case 4
A European woman aged 40, who had had an inguina! hernia

for 2 years. The sac passed through the superficial inguinal ring
and a dinical diagnosis of indirect inguinal hernia was made.
At operation the sac was narrow and elongated. Its neck was at
a well defined defect in the fascia transversalis, ! inch in diameter,
with thick margins lying medial to the inferior epigastric vessels.
The bladder wall lay in the medial wall of the sac, which was
excised after freeing it. The defect in the fascia transversalis was
repaired with catgut sutures.

DISCUSSION

The anatomical features of these 4 herniae are the same as
those described by Ogilvie and Gill. Thus they are w;ilike
the more common direct inguinal hernia, in which there is
a diffuse bulge due to weakness of the fascia transversalis.
]n general, the ages of the patients described here are less
than those with direct inguinal herniae. In all these patients,
the defects in the fascia transversalis were well defined with
sharp and thickened margins, and the sac was tubular. All
were diagnosed clinically as indirect inguinal herniae, and
strangulation had occurred in one of our cases (case 2),
as in one of Gill's cases (1939). Bladder lay in the' medial
wall of the sac in cases 3 and 4 and in one of Gill's cases.
Case 4 described here was a woman, as was one of those
mentioned by Gill.

The aetiology of funicular direct hernia is obscure. All
these herniae manifested themselves in adult life, which
indicates that they were acquired, as there is no known
embryological reason why there should be a defect in the
fascia transversalis medial to the inferior epigastric vessels.
We believe with Ogilvie and Gill' that this type of hernia is
probably acquired and that its cause differs from that of the
diffuse bulge of the fascia transversalis usually seen in direct
inguinal herniae. It is likely that the fascia transversalis defect
is traumatic in origin and, because its margins are strong,
the sac tends to be tubular and its neck small.

Treatment

The importance of this hernia lies in possible failure to
recognize it at operation, which occurred in case 2 and in
one of Gill's cases. Should this failure occur in the presence
of a strangulated knuckle of bowel the consequences might
be disastrous. With mobilization of the spermatic cord and
cremaster muscle the presence of a funicular direct hernia
will always be obvious. The general principles of hernial
repair are followed, viz. complete excision of the sac, closure
of the defect in the fascia transversalis, and reinforcement of
the posterior wall of the inguinal canal where required. It is
a simple matter to close the small defect by suture without
tension since the fascia transversalis is not a rigid structure.

SUMMARY AND CONCLUSIO S

1. Four cases of funicular direct inguinal hernia are
reported.

2. This hernia bas received scanty recognition in the
text-books and other literature.

3. The aetiology and anatomy are discussed.
4. The importance of its recognition at operation is

stressed.
5. The operative repair is indicated.
6. Inspection of the fascia transversalis as a routine at all

operations for the repair of inguinal hernia would reduce
the chances of overlooking a funicular direct hernia.

We are indebted to Sir Heneage Ogilvie for permission to publish
details of case l, to Prof. A. E. Kark and Dr. S. Disler, Superinten
dent of King Edward VIII Hospital, of cases 2 and 3, and to Mr.
L. V. Pearson of case 4.

REFERENCES

l. Ogilvie, H. ed. M.ingot, R. (1937): Post-Graduate Surgery. Vo!. 3.
p. 3.620. London: Medical Public.tions.

2. Gill, W. G. (1939): Brit. Med. l .• 1,263.
3. Burton, C. C. and Blotner, C. (1941): Surg. Gynec. Obslet., 73, 212.
4. Aird. 1. (1949): Companion in Surgical Stuaies, p. 534. Edinburgh: Living

stone.

SOME lMPRESSIO S OF OPHTHALMIC SURGERY IN EUROPE *
S. ADLER, M.B., B.CH. (RAND), D.O.M.S., R.c.P. & S. (ENG.), Johannesburg

During a short visit to Europe and the United Kingdom, I had
the privilege of watching some of the world's most famous eye
surgeons operate.

At the Barraquer Clinic in Barcelona, a magnificently appointed
private hospital run by Professor Barraquer and his son Joaquin,
cataract extractions are performed under local anaesthesia and
curare with heavy sedation. The curare is given in doses sufficient
to relax the extraocular muscles without affecting the respiration.
Most of the extractions I saw were done by phacoeresis. A suction
cup is applied to the anterior surface of the lens, which is then
completely removed in its capsule. The method was pioneered by

Fig. 1. Acrylic lens in position in anterior chamber.

Professor Barraquer, who devised and perfected the instrument.
As soon as the lens is removed, the previously-inserted corneo
scleral suture is tied, and pilocarpine solution is injected into the
anterior chamber to constrict the pupil.

At this clinic I saw a number of acrylic lenses inserted into the
anterior chamber. These lenses were devised by Professor
StrampelJi of Rome, and fit into the anterior chamber of the eye
(Figs. land 2). Each lens is individually made to fit the particular
eye and is of appropriate dioptric strength to render the eye
emmetropic. It is inserted horizontally after a peripheral iridectomy
has been made at 12 o'clock, care being taken to see that the lens
does not block the iridectomy. These lenses are used (I) to replace
a cataractous lens, (2) to render the eye emmetropic in high degrees
of myopia or hypermetropia. The technique of insertion is relatively
simple and the immediate results are good. Time alone will reveal
if then; are remote complications. (The RidJey type of intra-ocular
lens placed behind the iris is no longer used at this clinic, and is
in fact not in favour at most of the other clinics [ attended.)

At the Barraquer Clinic I saw a particularly useful and simple
surgical instrument. It consists of a holder which grips a piece of
the cutting edge of a sterilized razor blade. A portion of this i
broken off and used as a small, very sharp clllling instrument. As
soon as it ceases to be razor-sharp, another piece of the razor
blade is broken off for use. This instrument can be used for a
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Fig. 2. Insertion of acrylic lens into anterior chamber.

variety of conditions ranging from lamellar corneal grafts to the
rerlloval of sutures. It can be improvised by using an artery
forceps instead of a special holder which, however, has non-grooved
blades and takes a steadier grip. This instrument should prove
useful to general as well as eye surgeons, particularly for the
rerlloval of sutures.

J saw a number of corneal
grafts being performed with
consummate skill under the
Zeiss binocular operating
microscope, which assured
accurate apposition of the
corneal graft. Dr. Barraquer
used as fixation for the graft
a very'fine 'virgin silk' com
posed of 7 cocoon threads.
This was inserted as a con
tinuous suture (Fig. 3) with
a specially constructed 4
mm. needle (Grieshaber).
The suture can be left in
place for J5-20 days without
producing irritation. At
this stage sufficiently firm
union has occurred to obvi- Fig. 3. Suture used in fixation of corneal graft.
ate any danger on their
removal.

Also in Barcelona I saw Professor Arruga perform a number
of intracapsular cataract extractions carried out in the patient's
bed under local anaesthesia with an Arruga forceps. He inserts
comeo-scleral sutures after the extraction is completed. He uses
a minimum of instruments and his surgery is very accurate.

At Geneva, Professor Franceschetti demonstrated the use of the
Bertnan locator for intra-ocular foreign bodies. In one case I

saw it showed that a minute foreign body wa on the inner aspect
of the lid and not intraocular. This \ as done \ ithout the aid of
X-ray localization. The instrument i a u eful adjun t to X-rays
for the extraction of metallic foreign bodies.

At Utrecht Profes or Weve stres ed the danger of excessive
diathermy at one application in detachment of the retina, ari ing
from overheating of the ti ue. He sho\ ed me an intere ting
film of a suction irrigation syringe for dealing with soft lens matter
after a disci ion operation. The apparatus ucks out oft lens
matter at the ame time as it inject. saline.

At Bonn Dr. 1eyer-Schwickerath demon trated hi light
coagulation therapy. Thi is ba ically a method of causing thera
peutic burns of the retina to seal holes in detachment. The
method was evolved a a re ult of observing burns caused by
watching an eclipse of the sun without the necessary protective
glasse. The apparatu allows the operator to view the fundus as
through an ordinary ophthalmoscope. Once the hole in the retina
has been located, the very intense light is witched on and a burn
is caused at the ite on which the light is being concel.trated. The
treatment is ideal for hallow detachments and is al 0 used pro
phylactically to diathermize potential areas of detachments. It
can onl be u ed in shallow detachments, for the light penetrates
uansparent material and only generates heat when the retinal
tissue is in close proximity to pigmented tissue .. He has also used
the method of light coagulation to treat intra-ocular neoplasms,
of which he showed me an impressive number of slides made
before and after treatment. I was al 0 shown the slides of everal
patients in whom he had made an artificial pupil by causing a
burn of the iris with light coagulation.

,1n Manchester J watched Mr. Duthie do an imposing list of
intracapsular cataract extraction. These were most beautifully
executed after a 'complete' iridectomy. The onJy disconcerting
feature in my view about his otherwise brilliant cataract urgery
is the omission of corneoscleral sutures, with its attendant post
operative dangers.

At the Westminster Branch of the Moorfields Eye Hospital,
Mr. Frederick Ridley has devised and e{juipped a complete unit
for the fitting and manufacture of plastic lenses.

At the East Grinstead plastic surgery unit Mr. Rycroft
demonstrated severaJ new instruments he has devised, including
two very fine needles, specially made for the introduction of air
into the anterior chamber after cataract extraction and keratoplasty.
He also showed me a very delicate forceps for tying extremely fine
silk sutures in corneal grafts. These he has described in the British
Journal of Ophthalmology (4], 504).

I wish to express my thanks to Mr. Aaron Cohen for the excellent diagrams.
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ADMINISTRATIVE ASPECTS OF POLIOMYELITIS IN ISOLATIO HOSPITALS*

H. R. J. WA<'1J',,'ENBURG, M.B., B.CH. (RAND), Medical Superintendent, Welllworth Hospital, Durban

My intention in this paper is not to present a dissertation on
the clinical aspects of poliomyelitis or on the administration
of infectious disease hospitals; it is rather to indicate how the
pattern of such administration has altered in South Africa during
the past decade by reason of the changing incidence of polio
myelitis, the development of new and often costly techniques
for its diagnosis and treatment, and the social problems that
have arisen out of the alarm and dread with which the public has
come to regard the disease.

Poliomyelitis now attracts the major attention of medical
administration in infectious-disease hospitals. A general shift in
the coordination of the hospital services has become necessary
in order to cope with this new 'number one' on the infectious
disease parade. More exacting demands than formeTly are made
on personnel for the exercise of certain human qualities; and
we find as usual that the solution of one problem creates new
problems.

The Changing Aspect of Poliomyelitis
The increase in poliomyelitis has been marked by wide-spread

epidemics throughout the world during this last half century.

• Based on a paper presented at the South African Medical Congress,
Durban. September 1957.

Previously regarded as but one of the specific infectious fevers
with unfortunate complications in a certain percentage of affected
patients, it now looms as a disrupting vi itation affecting the
community at large and resulting in ociological as well as patho
logical complications.

As in war, it is during epidemics that intense investigations
and efforts become po ible. This half century ha seen the i ola
tion of the polio virus. Diagnostic methods have been improved,
the epidemiology is better under tood, and special equipment
for treatment of complications has been designed. The merit
of chemotherapy and antibiotics have been investigated and
they have been found to be good weapons wilh which to fight
the secondary infections which were formerly fatal. The control
of certain forms of bulbar paralysis by tracheotomy i a very
recent mile tone.

These advance, though impre ive, have only erved to aid
diagnosis and treatment. Epidemics till sweep the world and
the disease ha come to attack older age-groups. The community
develops a feeling of helples ne , anxiety and depre sion with
each succeeding outbreak of the di ea e. The experience and
feelings of the individual patient and hi relative, mulliplied
by the number of such family units involved, eventually become
the experience, hope and feelings of lhe nation.




