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ABSTRACTS

I.-NEUROLOGY

(I) Dejean, Ch. (Montpellier).-The paralytic syndromes of the
apex of the orbit. (Les syndromes paralytiques du sommet
de l'orbite.) Arch. d'Ophtal., November, 1927.

(1) Dejean in this long and valuable paper has succumbed
to the magic of the term syndrome, now so extensively used by
medical writers. In relation to the subject of his communication
however the term seemns appropriate; the anatomical conditions
at the apex of the orbit being such that lesions of any nature tend
to produce some or all of a defined group of paralytic miani-
festations.
The paper opens with history, quotina cases observed as long

ago as 1755 and 17660, and concludes with what must be a nearly
complete, and is undoubtedly a valuable bibliography of four
pages.

Clinically, lesions at the apex of the orbit imianifest themselves
by ocular and periocular paralyses. Through this region pass all
the nerves and blood-vessels of the eyeball. Tlhe vascular signs
are, naturally, inconstant; arteries and veins, being more elastic,
tolerate the effect of compression longer than do the nerves.
The apex syndrome is essentially a paralysis of motor, special

sense, and sensory nerves wlhich traverse the sphenoidal fissure
and the optic foramen.
The author describes four varieties of tlis syndrome, dependent

upon the extent of the lesion:
(1) All nerves are involved; 2nd, 3rd, 4th, 6th, the first division

of the 5th and the sympathetic filaments (l'ophtalmoplegie sensorio-
sentsitivo-motrice).

(2) The lesion being limited to the sphenoidal fissure, the
optic nerve escapes ('ophtalinoplegie sensitivo-motrice).

(3) The paralysis is limited to the extrinsic and intrinsic ocular
muscles, the optic and the 5tlh nerve remaining intact (l'ophtal-
mioplegie motrice totale).

(4) The paralysis may be still more limited, involving only the
3rd nerve and nasal branch of the 5th, or the lacrymal and frontal
lbranches and the 4th nerve.
Many of the recorded cases are examples of an incom-plete

paralytic syndrome.
Clinically, the paralyses show all degrees between the isolated

affection of one nerve and the complete syndrome. Diagnosis is
often facilitated by the concomitance of an optic nerve lesion.



The autlhor publislhes full clinical notes of five cases under his
own observation. He then discusses at length the sympto-
matology of this "apex syndrome," and passes to its aetiology.
This varies greatly, the most common cause being syphilitic osteo-
periostitis. Among other causes are non-syphilitic osteo-periostitis,
sarcoma of the sphenoid (established in several instances by
necropsy), lymphoma (one example), metastatic carcinoma,
fractures of the base of the cranium (ong such among the author's
cases), haemorrhage, arterio-venous aneurysm, sphenoidal
sinusitis.
Treatment must be dependent upon the nature of the lesion,

but in all doubtful cases anti-syphilitic remedies should be
adm-ninistered. J. B. LAWFORD.
(2) Fromaget, Camille (Bordeaux).-Neuritis of the optic nerve,

of the fifth nerve, and of the third nerve cured by intra-
venous injections of cyanide of mercury. (N6vrite du nerf
optique, du trijumeau et de la troisiRme paire guErie par le
cyanure de mercure intraveineux.) La Clin. Ophtal.,
February, 1927.

(2) Fromaget's case is one of the interesting class in which
a. "process" is diagnosed as localized at the posterior orbital region
in the neighbourhood of the sphenoidal fissure and the optic
(anal. In this particular case, although the \Vassermiann reaction
was negative and there were no symptomrs of syphilis, tlle author
considers the process, which might, he sa,ys, have been a
splhenoidal osteo-periostitis, to have been syphilitic in origin. The
patient, a woman, aged 384-years, had been treated for several
months at a hospital by mlercurv and iodide without relief of the
syrmptoms. The right eyeball was slightly prominent while the
rectus internus and recttis superior were defective in ftunction.
The pupil was considerably dilated and reacted feebly. There
were violent pains in the region of distribution of the fifth nerve
while at the same time there was hypoanaesthesia of that region.
TFhe visual acuity was about 1/100, and there was distinct
papillitis, the disc being oedematous and prominent. Fromaget
imlmediatelv began daily intravenous injections of one centigramme
of cyanide of mercury. The patient received between June 20
and August 22 forty injections without any difficulty. The results
were brilliant for, by July 8 the visual acuity was, 4/10, and by
Ju1ly 28, 8/10; while tlhe neuiralgia had lessened and the exophthal-
mos had gone. The author states that by September 15 "tout est
rentre dans l'ordre," the vision being normal and the disc just a
little pale. He also says, however, that there was complete
anaesthesia in the region of the ophthalmic division and hypo-
anaesthesia in that of the superior maxillary division, while the
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pupil was somewhat dilated and there was crossed diplopia on
looking upwards. A neuralgic recurrence took place at the end
of September and was cured by a furtlher twenty injections.

In considering this interesting case, and especiall1 in view of
the (to say the least of it) doubtful aetiolog the reviewer would
suggest that readers slhould consult the article "Monocular optic
neuritis," by Leslie Buchanan, which appeared in this journal for
1923, page 170). The cases there described seem to be similar to
that now under consideration, and, indeed, the provisional
diagnosis (not the aetiology) practically identical. But the treat-
ment, which was highly successful in Buchanan's cases and in
one case recently under the care of the reviewer where he took
Buclhanan's opinion, consisted mainly in repeated blistering over
the temporo-malar region, the patient remcaining in bed and taking
a couLrse of acetate and iodide of potassium with nux vomilica. One
miltust recognize that Fromaget's case may have been svphilitic
-while the others were almost certainly not so, btut in any7 clse
the simiipler treatment is worth bearing in mind.

ERNEST THON1SON.

(3) Holmes, Gordon and Sargent, Percy (London).-Suprasellar
endotheliomata. Brain, Vol. L, p. 518, 1927.

(8) Gordon Holmes and Sargent give an aCCOuLnt of ten cases
of suprasellar endotheliomata. As they met witlh six of thenm
in the last thiree years they consider that they cannot be very
rare. In any case they form a group of considerable importance
because tlley are accessible to surgical treatment, and can be
completely removed provided they have not attained too great a
size before operation. Further, since failure of vision was the
tirst svmptom in all of the cases here described, they are of
particular interest to the ophthalmologist.
These tumours take their origin, not in the dura mater to which

thex are so firmly attached, but in the villous process of the
arachnoid, the Pacchionian bodies. They are consequently
primarily intracranial, and must be distinguislhed from the
endothefiomat'a that arise from the dural slheaths of thle optic
nerves and occasionally extend into the cranial cavity through the
optic foramina (Hudson, Roy. Lond. Ophthal. Hosp. Reps.,
1910).
The case histories are accompanied by vistial field charts. These

latter slhow changes similar to those produced by pituitary tumours
and other growths which compress the chiasma or optic nerves,
the only noteworthy difference being that in endotheliomata there
is often a strikingy asymmetry, the one ev,e being affected long
before the other, or the loss in the one field being much greater.
The most characteristic feature is a loss in the temporal periphery
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going on to henmianopia and finally blindness, first in one eye
and tlhen in the other; or a central or paracentral scotoma associated
wTith loss of the temporal periphery. The ophthalmoscopic picture
is always that of primary atroplhy.
The differential diagnosis has to be made between these tumours

aLnd tumours of the pitui-tary body and growths arising in con-
nection with the infundibulum. From the former endotheliomata
imlay l)e distinguished by the absence of the enlargement of the
sella, and also from the absence of symptoms of disturbance of
pituitary function. The distinction of endotheliomata from the
stalk tumours is not so easy, since these latter also do not give
any characteristic radiographic appearance. Age incidence is of
somiie assistance, for while endotheliomata occur chiefly after forty
years of age, in a considerable proportion of stalk tumours the
symptoms appeared within the first two decades.
"Again headaches, wlhich are rarely a prominent and usually,

a late symptom in endotheliomata, are almost invariable in stalk
tuLmnours and are often early and very severe. There was a history
of cerebral voniting in only one of our patients, but it occurred
in six out of the ten cases of stalk tumour which we have collected
for comparison. The constitutional symptoms differ more
markedly in the two groups. Adiposity of the dvspituitary type
is very common in the stalk tumours, while it was present in
pathological degree in one only of our cases of endothelioma,
and hiere it was partly at least due to inactivity. Again in our
series of cases we met with no instance of loss or abnormal
distribution of hair; but the hair, apart from that of the scalp,
wras scanty, infantile, or, in men, of feminine distribution, in all
but one of the cases of stalk tumour. Most of these cases were
also patlhologically drowsy or somnolent. Carbohydrate meta-
bolism, as measured by the blood-sugar curve after the administra'-
tion of glucose, was normal in all cases of endothelioma in which it
was tested. The functional state of the sex organs was an even
more striking point of difference between the two groups. In
stalk ttimours cessation of menstruation in wotnen and loss of
sexual power in men is almost the rule, but menstruation remained
regular in all the six women with endotheliomata whom we have
seen, except in one who was then pregnant, and sexual power was
unimpaired in two of tthe men; unfortunately no record of this
wvas made in the notes of the otlher two men. In the six cases of
endotleliomata in whiclh it is recorded in our notes, the blood
pressure was normal in relation to the age of the patient, while it
was abnormall\y low in the patients with stalk tumours, except in
two in whlom there was severe headache and other evidences of
considerable rise of intracranial pressture at the time it was taken."

"Finallv when the optic nerves are compressed by an
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endothelioma, the ophtlhalmoscopic picture seemiis to be invariably
one of simiiple primary optic atrophy, while papilloedeina or a con-
secutive atrophy of the disc is- present in a considerable proportion
of stalk tumours."
This paper was read at the combined meeting of the Section

of Neurology of the Royal Society of Medicine and the Amiierican
Neurological Society and forms a very valuable contribution to
the study of these rare cases. Our readers would be well advised
to read it in the original.

E.E.H.

(4) Dupuy-Dutemps, Lagrange et Favory.-Concerning optic
atrophy due to compression of the optic chiasma by new
growth. (De l'atrophie optique par compression tumorale du
chiasme.) Ann. d'Ocul., Vol. CLXII, pp. 242-263 and 321-363,
1925.

(4) Dupuy-Dutemps, Lagrange, a:id Favory describe six
cases in detail. The more important points are quoted below:

Case I. Female, aged 29 years. Ophthalmoscopic examination
slhowed fairly marked left optic atrophy; no atrophy of right.
13itemporal field loss. Considerable enlargement of the sella Turcica.
Alarked im1provemiient of vision and maintenance of this result,
with diminution of headache and improvement of menstrual dis-
turbance, followed radiation applied at intervals between June,
1922, and April, 1924.

Treatment consisted in three series of radiations with X-rays,
the first of fifteen seances, the second of twenty, and the third of
twenty-four; one seance a week, the X-rays being applied to the
skull in the direction of the pituitary body fromii two directions
at each sitting.

Case II. Male, aged 45 years. Marked left optic atrophy and
slight right optic atrophy. Visual fields were widely affected.
Great enlargement of sella rurcica. X-ray treatment was followed
by arrest of field loss, but there was no visual improvement.

Case III. Mlale, aged 40 years. Optic atrophy, bitemporal
lhemlianopia, slight enlargement of sella Turcica. Rapid visual
improvement during X-ray treatment, slight depreciation of left
visual acuity later, which became arrested.

Case IV. Female, aged 30 years. No apparent optic atrophy
for about six months after serious loss of vistal acuity. Bitemporal
hlemlianopia. Enlargement of sella Turcica. For some weeks right
eve completely blind. It recovered portion of the temporal field
onlyr (V.=1/15 in this part). During four months following
cessation of treatment by X-rays, the vision of the right improved
from 1/15 to 1/5.

Case V. Female, aged 25 years. No apparent optic atrophy.
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Ill-defined relative bitemporal hemnianopia. Sella Turcica normal
in size but one posterior clinoid process displaced backwards.
Treatment by X-ray application and mercurial injections. In three
months, fields of vision increased verv markedly. Vision improved
from 1/2 and 1/6 to 2/3 and 1/3 respectively.

Case VI. Female, aged 38 years. Pallor of temporal part of
right optic disc. Vision 9/10 in each. 1\larked enlargement of
sella Turcica. Right temporal lhemianopia, left relcative temporal
hemianopia. Amenorrhoea, one year. Treatment by X-rays.
Vision depreciated in three months during treatment to 3/1() and
1/10 respectively with fturther loss of field, but improved after-
twelve months from the start to 3/10 and 9/10. Twenty nonths
after the start, vision was 1/2(0 and 1/1, with wvell-marked atrophy
of the right disc.

Summary
The visual acuity in most of the cases was affected late.

Ophthalmoscopic examination showed marked optic atrophy in
two cases, and slight temporal pallor on one side in one case at first
examination. Field of Visiont. There was bitemporal hemianopia
in every case, affecting especiallv the superior temporal quadrant
in two cases. The mactilar region was affected in most, but this
was a late occurrence. This was the condition which first drewx
the patient's attention to the presence of disease. In one case
the infierior nasal field disappeared and did not recover wNhile the
superior temporal field largely returned. Associated symptoms.
In one case the adiposo-genital syndrome was present, btut in the
others the symptoms w-ere purely those of a Chiasmal lesion. The
radiographic findings were of great value in all the cases.
Symptoms of the chiasmatic syndrome:
(1) Visual acuity is affected slowlv and progressivelI, and is

often the symptom which brings the patient for examiiination.
(2) Ophthalnmoscopic examination reveals a wvaxy yellow colour of
the optic disc, which indicates the anaemia preceding true atrophy.
Such an appearance is of better prognosis, as indicating the
probability of some vistual improvement. "Optic neuritis" is very
rare. (3) Perimietric examination. Bitemporal hemianopia is tlhe
typical field chang,e. Sometimes the nasal field is affected, and
sometimes a scotoma is present. Particularly valuable is the
examination by means of coloured objects. This may give evidence
as to improvement or deterioration which examination with a white
object woould fail to reveal. The supero-temporal field is usually
first affected almost simuiltaneously on the two sides, and the field
defect extends to the infero-temporal and then to the infero-nasal
region. (4) Plupil reaction. Produtction of the pupil reaction of
\Vernicke is much facilitated by the use of the slit-lamp in that a
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narrow focal beam of light can be directed on to the blind portion
of the retina. A point of practical importance is the degree of
pigmentation of the eye. In a blonde, the exclusion of light
from the nasal portion of the sclerotic is much more important
than in a brunette. This reaction indicates the presence of a
lesion in front of the corpora quadrigemina and geniculate bodies.
The presence of a positive Wernicke reaction is of real valtue. Its
absence does not deny the existence of an anterior lesion.
(5) Associated synmptonms. Optic atrophy may be the only sign
of a pituitary tumour, since the condition may become stationary
and non-progressive. Headache is persistent rather than of a
neuralgic type; and sometimes intermittent. The adiposo-genital
syndrome, polyuria, gigantism, or infantilism sometimes occurs.

Pathogenesis. Anatomical: (1) The stalk of the pituitarv body
being in contact with th-ie postero-inferior part of the chiasma may
cause, in cases of pituitary tumoir, an indentation of the chiasma
in this situation. (2) The dura mater varies in thickness. If the
covering membranes are Ihick and strong, a pituitary tumour is
more likely to extend at the expense of its inferior or bony wall.
If the membrane is thin, upward growth is likely to be more
marked, X-ray evidence of change less, but headache earlier and
more intense. The close connection of the arachnoid space with
the pituitary body explains the effect that basal meningitis some-
times has on the pituitary functions. (3) Vascalar relationship.
The optic nerves may be compressed where they lie in contact
with arteries of the circle of Willis-especially the anterior cerebral
and anterior communicating. This occurs owing to the upward
displacement of the chiasma by a pituitary tumour beneath it. By
this means are explained defects in the inferior nasal field. Toxic
effects upon the chiasma may take place owing to the action of
abnormal products of pituitary metabolism reaching the former
through the free subarachnoid and perivascular lymph spaces.
(4) The passage of the nerve fibres in the chiasma is described in
some detail, and explains some anomalies of the vistual field. The
fibres from the inferior nasal part of the retina lie most posteriorly
in the chiasma. Their compression by the pituitarv stalk causes
loss of field first in the superior temporal region. The fact that
some of the crossed macular fibres lie somewhlat postero-inferiorlv
in the chiasma may explain the presence of a fairly early central
scotoma.

Turmours mav bh, hvpophvseal, meningeal, or from sphenoidal
sinus or nasopharynx. Similar effects ma) be due to tuberculous
or gummatous masses. Syphilitic basal meningitis and tratumatic
conditions have to be distinguished from th,e ahove, In connection
with the discussion of tumours and inflammatory or traumatic
causes of damage in the neiglhbourhood of the chiasma, the
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transient defects of field of vision which develop in pregnancy
should be borne in mind. Further, in certain cases of varied
types of endocrine abnormality, the occurrence of pregnancy has
l)een associated with the development of bitemporal hernianopia
and partial optic atrophy. It has been suggested that in both
these groups the lesions-temporary or permanent-are due to
the action of a toxic pituitary secretion which reaches the chiasma
through the freely communicating lymph clhannels to which
reference has already been made.
Diagnosis: I. Is an optic atrophy the result of a chiasmal lesion ?

A chliasmal lesion tisually presents bitemporal hemianopia of some
degree or type-partial or complete, relative or absolute, with or
without a scotoma in the central area. A posterior lesion, rarely,
by injuring one tract, causes a lateral homonymotis henmianopia.
Traction by' the anterior cerebral arteries in crossing the optic
nerves may produce binasal hemianopia. Careful neuirological
examination is required in order to exclude a retro-chiasmal or
cortical catuse. Slow development of a lateral hlemianopja, the
presence of a Wernicke pupil reaction, and the later appearance of
optic atrophy confirm the presence of a lesion of the tract.
D)isseminated sclerosis should be borne in mind.

II. Is the chiasmal cause of such an atrophy a tmmour?
Papilloedema is rare in a perichiasmal tumour. Headache is more
common. The most important evidence is that of radiography.
A discussion of the normal and pathological radiology of the sella
Turcica follows.

111. In the absence of satisfactory evidence to support the
diagnosis of a tumour: (a) evidence of tuberculosis or syphilitic
meningitis should be souglht for-the ANTassermann reaction, a cell
count, and chemical and bacteriological examination of the spincll
fluid shotild be made; and (b) history and X-ray evidence of
fracture of the base of the skull should be iiivestigated.

Treatment is subdivided into (1) antisvphilitic; (2) radiothera-
peutic, with details of the techni(lue adopted; and (8) surgriclal.
Xn extensive bibliography! accompanies the paper.

HUAIPHREY NEAMfE.
(5) Collier, James (London.)- Nuclear ophthalmoplegia, with

special reference to retraction of the lids and ptosis, and-to
lesions of the posterior commissure. Brain, Vol. L, p. 48,1927.

(.5) This short paper by Collier contains an account of three
cases in which ophthalmoplegia of nuclear type was a featture.
TIhe natture of the lesion was ascertained in one of the cases by
post-mortem examination. This patient was a women, aged 49
years, with high blood pressure and al positive \V\assernmann
reaction. She was studdenly attacked bh- right hemiplegia after a
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fainting fit. There was extreme retraction of both upper eyelids.
No movement of eitlher eye w!as possible upwards, downwards,
and to the right, and convergence was lost. Conjugate move-
ment to the left was perfect. Thle axes were parallel ; there
was no diplopia, and the eyes at rest looked straighlt forwards.
The pupils were small and eqIual and did not react to lighlt. rhe
necropsy showed a circumscriled capsul o-thalamic haemorrhage
on the left side, which extended dowN,nwards only jtlst as far as
the limits of the posterior commissure, jtist touiching the limit of
the superior collicultus on the left side. It completely involved
the posterior commissuire on the left side, but did not reach tlle
middle line. It did not touclh the red nucleus, and did not involve
any strtucture below the opening of the aqtieduct, leaving therefore
the octilomotor ntuclei intact (tlhe lesion is illustrated by a figure).
Collier draws the following important deductions from this case:
"A lesion not extending below the level of the posterior commissure
and not reaching the middle line, can produce intense and lasting
retraction of both eyelids, togrether with a severe oplhthalmoplegia
of the nuclear typpe thoulghi the ocuilomotor nuclei are intact. This
lesion must have completely divided all paths coming froni above
into the superior colliculuts on the left side, as well as those
entering the postetior commiiisstsre from the left side, and those
crossing in the posterior commissuri-e to the left side. It could
not have involved any down-coming patlh on the right side tunless
this path crossed in the posterior commissure. Since in this case
lateral conjtigate movements to the left were perfect, it seems
probable that the down-coming paths frorm the cerebrum for
ulpward movement, downward movement, and convergence cross
in the posterior commissure, while those for lateral conjugate
movement are situated more laterallv and cross lower down."
The second patient was a man, aged 69 years, whlo was seized

with giddiness followed by left hemiplegia. There was complete
external ophthalmoplegia and intense retraction of the left upper
ey,elid, with a moderate-sized left ptipil which reacted to light.
There was marked ptosis of the right lid, with a small right pupil
which did not react to light. This patient made considerable
improvement, with the restilt that the right ptipil became larger
and again reacted to light, and the rig,ht ptosis lessened day bv
day and gave place to a retraction of the riglht lid as extreme as
that on the left side. Collier considers that the lesion in this case
Nas in the region of the posterior commisstire on both sides of the
middle line, and invrolved all the down-coming paths for ocuilar
mo,vement, so catusing a total external octular palsy withotit
diplopia. He considers that this case stuggests that the lesion
responsible for retraction is situiated farther forwards than that
which causes ptosis, and that the mechanisms for retraction and
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ptosis are strictly unilateral as regards the mesencephalon and the
eye, since the two conditions may co-exist side by side.
The third patient was a women, aged 56 years, who had had

two attacks of hemiplegia, separated by an interval of six months.
On examination she had a very slight right hemiplegia. There
was complete loss of upward and downward movements of both
eyes and of convergence, while the lateral conjugate movements
to either side were perfect. The upper lid on the right side was
markedly retracted, and the pupil was of moderate size and reacted
to light. The left eyelid was half dropped, and the left pupil did
not react to light. Here the author considers that the lesion was
in the region of the posterior commissure on either side of the
middle line, so producing the complete loss of upward and down-
ward movements and of convergence by causing a sup,ranuclear
lesion, and not extending far laterally, so leaving intact the
descending paths which subserve lateral conjugate movemenits.
This case, in his opinion, shows that the mechanisms concernied
with retraction of the lid and with ptosis may be separatelh and
unilaterally affected, and that these physical signs may co-exist
in the same patient when a local lesion of the upper meseiceplhalon
is bilateral and oblique, or where such a lesion extends further
back upon one side than upon the other.
The main part of this interesting paper does not lend itself to

abstraction and should be read in the original bv those interested
in the subject.

E.E.H.

(6) Isnel, R. (Grenoble).-Observations upon several cases of
paralysis of the accommodation of several years duration in
patients affected by epidemic encephalitis, and on a post-
encephalitic Parinaud's syndrome. (Observations de quel-
ques cas de paralysies de l'accommodation, persistant depuis
plusieurs ann6es chez des malades atteints d'enc6phalite
dpiddmique et d'un syndrome de Parinaud post-encdphal-
itique.) Ann. d'Ocul., Vol. CLXIII, p. 516, 1926.

(6) Isnel claims to have seen and followed a certain number
of cases of persistent paralysis of accommodation in encephalitis
lethargica. These palsies lasted for several years in young people.
The trouble usually begins earlv in the disease, but sometimes as
late as several months after an attack has apparently entirely
subsided. In one case, several months after an apparent cure,.
diplopia and progressive disturbance of associated ocular move-
ments and of accommodation developed. Most writers indicate
that nearly always to the accommodative palsy are added other
ocular signs (strabismus, diplopia, disturbance of associated move-
ments), and, of greater import, general manifestations (rigidity,
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Parkinson's disease, visceral disturbances). The accommodation
palsy is of small importance in comparison with the other later
developments.

Onset
Case of Symptoms After progress

disease

I,ag

Pains in upper limbs;
radial palsy, R.;
marked drowsiness;
slight fever; diplo-
pia for 1 month.
Well in 2 to 3
months

In July, 1921, diplo-
pia; homonymous.
Convergent squint,
L. E. Accommoda-
tion palsy

In Mar., 1918, slight
R. mydriasis; cross-
ed diplopia; accom-
modation paralysis

In Feb., 1920, history
of drowsiness, hic-
cough, vomiting,
strabismus, diplo-
pia; 6 weeks in
hospital

July, 1923. Sudden diplopia;
homonymous diplopia, + to L.;
V.R.=L.c-1.5=6/6. No V.D.
history. W.R. + Treated with
urotropine, Novarsenobenzol,
Quinby. No effect on diplopia.
July, 1924. Parinaud's syndrome,
loss of light reflexes, and with
accommodation convergence,
diplopia, paralysis of accommo-
dation. Sept., 1924. Stiffness,
set expression indicating the
beginning of Parkinson's disease

Sept., 1925, persistence of accom-
modation palsy. Pupils equal and
active, with light and accommo-
dation convergence. No general
signs

Nov., 1923. R. pupil larger than
L. Paresis of accommodation,
R. > L.; crossed diplopia; R.
convergence insufficiency

Oct., 1920. Unable to read or write.
May, 1923. Fixed expression;
slight L. divergent squint and
slight L. sursumvergent; asso-
ciated movements up and down
and convergence defective.
Pupils, R. > L.; reflexes, light
-weak, with accommodation
convergence - normal for the
right eye. Crossed diplopia.
Complete L. accommodation
palsy, slight in right

Analysis of the above table shows:
The ages of the patients were 12i, 13, 16 and 48; two were male

and two female. Drowsiness is reported in two cases, diplopia
in all four, defective pupil reflexes and impaired convergence in
two.

HUMPHREY NEAME.

(7) Velter, E., and Tournay, A. (Paris).-Pupillary inequality.
(L'indgalit6 pupillaire.) Arch. d'Ophtal., December, 1927.

(7) This paper merits attention. It is so long (extending to
47 pages of the Archives) and so comprehensive that an abstract
of it within the usual limits would be quite inadequate.
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Jan., 1923

1lay, 1921

Mar., 1918
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The importance of anisocoria in disease of the nervous system
was first emphasized by Baillarger in 1850, in especial relation to
general paralysis of the insane. In 1869 Roque and Argyll
Robertson made further important contributions to the subject,
and in 1897 Frenkel's valuable monograph appeared. Since that
date numerous observers have made additions to our knowledge,
especially Lafon.

Velter and Tournay classify the anisocorias into two large
groups according to their relation to disturbances in the irido-
constrictor apparatus or the irido-dilator; these groups have
numerous subdivisions. They then endeavour to identify and
explain, by analogy with known facts in neuro-pathology, those
forms which cannot be directly connected with one or other pupillo-
motor tract. They exclude from consideration pupillary inequality
due to intra-ocular disease, and they accept two forms of physio-
logical anisocoria; one in which there is, in healthy persons, very
slight constant inequality, negligible except in so far as it might
lead to erroneous diagnosis; the other, more obvious, constant
in its characters, associated with lateral movements of the eyes.
Those interested in the subject discussed by the authlors will

do well to consult the original paper.
J. B. LAWFORD.

(8) Beck, Gilbert (Buffalo, N.Y.)-A case of diffuse Myelitis
associated with Optic Neuritis. Brain, Vol. L, p. 687, 1927.

(8) Beck gives a very detailed account of the symptoms aind
pathology, as revealed post-mortem, of an unusual type of case
in which a diffuse myelitis (not a disseminated sclerosis) was
associated with optic neuritis. The patient, who was under the
care of Dr. Gordon Holmes, was a girl, aged 15 years. Her first
symptom was loss of vision, going on almost to complete blindness,
and then followed by considerable improvement. Four months
later the vision failed again, going on to blindness, and again
followed by recovery. Eight months from the onset of the disease
myelitic symptoms appeared, with a subsequent improvement to
good health for two or three months. Once more there were
visual disturbances with slight improvement for a few weeks, and
thereafter a rather rapidly ascending paralysis, blindness and
death. The post-mortem findings are dealt with at considerable
length with numerous illustrations. They show a definite picture
of a true myelitis and an optic neuritis.

In the discussion that followed the paper Gordon Holmes was
able to refer to three other cases he had examined pathologically
and in which the appearances were the same as those described by
Beck. He considered that an interesting point was the possibility
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of these cases being due to some specific affection which might
assume epidemic form. During 1917 he saw a number of these
cases in the British Expeditionary Force in France. He added
that it was extraordinary that, in the presence of such intense
changes as those shown by Beck and others in the nervous system,
so much functional recovery could occur. In that respect he
considered that.the disease was almost unique. Dr. C. P. Symonds
suggested that the disease might be considered to be a rapidly'
progressing disseminated sclerosis and not a separate entity. A
valuable bibliography containing 63 references accomipanies the
paper.

E.E.H.

(9) Pike, N. H. (Cheltenham). -The significance of optic neuritis
Irish Ji. of Med. Science, October, 1927.

(9) In the course of an instructive clinical paper Pike refers
to the great interest of cases of subarachnoid haemorrhages. They
are frequently traumatic, but may be due to rupture of a so-called
congenital aneurysm of one of the basal arteries. The eye
changes are similar, and may be observed soon after the onset
of the haemorrhage. There is nearly always a bilateral papill-
oedema with retinal haemorrhages near the disc, but often at a
considerable distance from it, and in some cases vitreous
haemorrhages. Pathological examination of such cases shows that
the sheath of the optic nerve is filled with blood-clot (this being
most obvious just behind the globe) and the papilla swollen. This
is probably due to blocking of the arachnoidal villi by blood
causing a rise in the intracranial pressure; the vaginal sheath
of the nerve becomes distended with blood and fluid so that the
venous return from the eye is interfered with. In these cases the
author states that it is not necessary to operate to save the sight.

A. F. MACCALLAN.

(io) Fazakas, A., and Thurzo, E. (Hungary). - Therapeutic
measures in tabetic optic atrophy. (Zur Frage der thera-
peutischen Beeinflussbarkeit der tabischen Optikusatrophie.)
Klin. Monatsbl. f. Autgenheilk., Bd. LXXVI II, S. 664, 1927.

(10) Fazakas and Thurzo review the various methods of
treatment which have been recommended from time to time for
tabetic optic atrophy. They conclude that the greatest hope of
success is offered by a combination of endo-cysternal "pneumo-
cephaly," endo-cysternal injection of neosalvarsan, and energetic
intra-venous or intra-carotid injections of compounds of salvarsan
and mercury.
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Pneumo-cephaly is repeated five&or six times. On each occasion
25 to 40 c.cs. of air heated to the body temperature is injected by
a syringe through the suboccipital route into the cysterna cerebello-
medullaris from which it penetrates throughout the subarachnoid
spaces round the brain-stem. Such an artificial pneumo-cephaly
has been practised in the clinic for nervous diseases at Debrecen
since 1921 for general paralysis and other diseases. Its therapeutic
action is said to be due to the production of an aseptic meningitis
in the subarachnoid spaces and ventricles, involving considerable
irritative hyperaemia and increased flow of fluid. Four to six
hours after the injection the fundi of the eyes are described as
showing a pronounced hyperaemia which lasts two to three days.
The injection can also be made through the lumbar route, but
the best results are claimed for the more direct, although more
difficult approach beneath the occipital bone.
Three cases of optic atrophv are described which were subjected

to this treatment. In each an improvement in the visual acuity
and in the fields was recorded.

W. S. DUKE-ELDER.

(i i) Davis, W. T. (Washington).-Unilateral optic neuritis.
Sutrgery, Gynaecology and Obstetrics, June, 1927.

(11) Davis had 35 cases of unilateral neuritic atrophy in his
private practice. These cases were exhaustively studied with the
following conclusions as to aetiology:

Syphilis, 3; dental infection, 1; tonsillar infection, 2; brain
tumour, 2; encephalitis lethargica, 1; nasal accessory sinus
disease, 2; mumps, 1; chronic arsenical poisoning, 1; cardio-
vascular disease, 3; exposure to cold, 1; secondary to disseminated
choroiditis, 1; disseminated sclerosis, 1; facial erysipelas, 1; skull
injury, 1; senility, 1; birth injury, 1; contusion of the globe, 1;
toxaemia of pregnancy, 1.; undetermined, 9.

A. F. MACCALLAN.

(12) Winkler, Dr. Ludwig.--On the sulphur treatment of optic
atrophy. -(Ueber Schwefeltherapie der Optikusatrophie.)
Wiener Klin. Wochenschr., March 15, 1928.

(12) Winkler first refers to the malaria treatment of general
paralysis, and to th-e lack of success by this method of treatment
ini cases of tabes. He cites the cases of tabetic optic atrophy
which have been treated by this method in which either no
beneficial effect was obtained or where the effect was apparently
a rapid progress of the atrophy. These experiences led him to
try the effect of another irritant and he selected sulphur because
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of its known beneficial effects in many of the manifestations of
syphilis.

Sulphur in syphilis has a double action-first, in cases of
apparent cure by mercury, administration of sulphur causes the
disease to become manifest once again,and secondly, torpid skin
affections show a tendency to heal. It is assumed that this is the
result of an increase in tissue reaction to the spirochaete, brought
about by a stimulation of intermediate metabolic change.
Maliwa and Spiro regard the action of sulphur as specific by

chemical means and not merely a protein-like effect, and as
evidence cite the increased quantity of Rhodan in the saliva and
urine which results from a percutaneous (baths or ointment)
application of sulphur-and also the local effects of the colloidal
sulphur ointment (Perthisan) without any signs of general reaction.
If instead of sulphur a colloidal selenium ointment be used no
local reaction. is obtained.

It appears probable that sulphur administered parenterally has
in addition to the local specific effect a protein-like effect.
At the point of application there will occur a katabolic change of
tissue albumens, and it is these altered substances which will
produce the protein effect. They will give rise to the signs of
general reaction; rigors, increased temperature and a leucocytosis.

It was for the above reasons that Winkler exhibited sulphur
by the parenteral route. He used a 0.5 per cent. to 1 per cent.
emulsion of sulphur in olive oil and at the same time gave bismuth
(10 per cent. bismuth subsalicylate emulsion in ol. amygd. dulc.).
The patients first received two injections of bismuth and then
bi-weekly injections of the mixed emulsions. If the reaction
resulted in a temperature of 390 C. or over then an injection of
bismuth only was given-commencing dose 0.20 c.c. of the 0.5 per
cent. emulsion, which could be increased in subsequent doses up
to 3 c.c. It was never necessary to use a lesser concentration than
the 0.5 per cent., and an effort was made to limit the febrile
reaction to 380 C. for all the injections.
He gives the results of five cases of tabetic atrophy in which

this method of treatment was used.
The periods of observation in these five cases are: 18, 8, 5, 3,

and 4 months respectively. In two cases an improvement was
obtained and maintained for 18 and 8 months respectively. In the
other three cases no improvement was obtained, but the previouslv
rapid downward progress was arrested and the vision maintained
during the whole period of observation. It is, of course obvious
that the cases are too few in number and the periods of observation
too short for any definite conclusion to be drawn, but Winkler
promises further contributions on this subject.,

A. H. LEVY.
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II.-SYMPATHETIC OPHTHALMITIS

(i) Abe, Tetsuo (Sendai, Japan,.-Experiments on sympathetic
ophthalmitis produced by herpes virus (v. Szily), with
special reference to the path of transmission. (Experimente
uber die durch Herpes Virus erzeugte sympathische Oph-
thalmie (v. Szily) unter besonderer Berucksichtigung der
Fortleitungsbahn.) Arch. f. Ophthal., Vol. CXVII, 1926.

(1) v. Szily had succeeded by the inoculation of one eye with
herpes virus in producing a plastic uveitis in it and a sympathetic
inflammation in the other eye, viz., severe irido-cyclitis and
diffuse infiltration of the choroid with lymphocytes and nests of
epithelioid cells. Abe observed, however, that in v. Szily's work
the histological conditions described, although very similar to those
found in human sympathetic ophthalmitis, did not correspond with
the herpetic changes usually found in other tissues, while there was
a uniform absence of signs of encephalitis in the inoculated animals.
Abe repeated the experiments on rabbits by injection of herpes

virus into the vitreous and was able in 30 per cent. of his cases to
produce a sympathetic inflammation in the sense that v. Szily did:
in all his positive cases the first symptom in the second eye was
optic neuritis, an irido-cyclitis being sometimes absent or varying
in degree. The shortest incubation period he met with was ten
days.
. The microscopical changes found by Abe were most marked in
the optic nerve and retina, and he is of opinion that the changes
in herpetic sympathetic ophthalmitis are in all essential points
different in character from those observed in this disease in
man, so that the herpes virus is definitely not the exciting cause
in the latter affection. The two diseases, however, resemble each
other on this point, that the pathological process in the primarily
infected eye produces after a definite interval similar changes in the
previously healthy second eye.
As to the mode of transmission of the virus he discusses the

possible ways, and he concludes that in all probability the virus
inoculated into the vitreous of one eye travels, on the one hand,
mainly along the ciliary nerves to the brain, setting up an
encephalo-meningitis, and on the other hand, reaches the second
eye exclusively by way of the optic nerve (not the nerve sheaths)
and the chiasma.
There is no certain proof that it is carried by way of the circula-

tion, while the view that the affection of the second eye possibly
follows as a descending inflammation from a meningc.encephalitis
is also untenable.

THOS. SNOWBALL.
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(2) Hepburn, M. L.-Sympathetic ophthalmitis. Trans. Ofhthal.
Soc. U.K., 1926.

(2) Hepburn quotes the following as being the prevailing
opinion with regard to sympatlhetic ophthalmitis in 1886:

(1) Sympathetic inflammation without a wound is a possibility.
(2) It is improbable that a very long time can elapse between the
wound and the onset of sympathetic inflammation. (3) Prognosis
is usually more favourable with a short interval. (4) The
only treatment is excision of the exciting eye. (5) \Vounds
of the "dangerous area" are most likely to give rise to the con-
dition. (6) The infection travelled viat optic nerve and chiasma.
Nowadays, he thinks that not every eye which manifests keratic
precipitates following injury or operation should be regarded as
necessarily of sympathetic tvpe, and even if so, should not be
immediately excised; and also many eyes which show keratic
precipitates should be operated on for the relief of symptoms. He
relies on the differential blood count as a means of diagnosis in
cases of suspected sympathetic inflammation. This gives an
increased large mononuclear count.
Out of 150 cases in which sympathetic inflammation was feared

and a blood count made, 50 showed an increase of large mono-
nuclears. In only six cases was there affection of the uninjured
eye when the disease was discovered early by the blood-count, and,
in these, symptoms had existed before they came under observation.
The axiom that one should not operate on an eye that shows

keratic precipitates or is injected must be modified under certain
conditions, where the blood count is normal, and eyes may thus
be saved with good vision.

Several cases proved the value of salvarsan injections, especially
those with excess of mononuclears, but keratic precipitates in one
eye only, and those with sympathetic inflammation definitely,
established.

In this series the number of excisions totalled about thirty. He
considers that we have now a means for diagnosing both threaten-
ing and existing sympathetic ophthalmitis (the blood count) and
a useful method of treatment (salvarsan).

G. G. PEN-MAN.

(3) Browning, S. H. - Sympathetic ophthalmitis. Trans.
Ophthal. Soc. U.K., 1926.

(3) Browning gives the following blood counts as typical-
normal, 60-70 per cent. polymorphous, 20-23 per cent. lymphocytes,
2-5 per cent. large mononuclears; sympathetic, 56 per cent.
polymorphous, 26 per cent. lymphocvtes, 16 per cent. large mono-
inuclears. This type of blood-count is found in manv protozoal
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diseases, supporting the theory that sympathetic ophthalmitis is
due to a protozoal infection. The mnicroscopical appearances in
eves removed for sympathetic inflammation are also in favour of
this. In many cases the blood count is positive before any changes
can be seen in the uninjured eye.
Out of 124 cases. 42 gave a positive count and 82 a negative

count. "Of the 42 with a positive count the injured eye was
removed in 13 cases, and in one case both eyes were excised; four
eves were removed for the extent of the injury and nine for the
onset of sympathetic inflammation. Of these nine only three were
treated with '606'; twenty-two other cases were treated with '606,'
and excision was not considered necessary in any of these cases."
Of the 82 with normal counts five were removed for the extent

of injury, one for definite svm pathetic inflammation, and one for
fear of this. As regards the anaphylactic theory of sympathetic
ophthalmitis, he brings several strong arguments against it,
especially the fact that anaphylactic toxin affects the central nervous
system, and the essential phenomenon is a disintegration of this
system. In the pathological and histological examination of
animals suffering from anaphylaxis, nothing is found in any way
resembling the microscopical appearance in sympathetic ophthal-
mitis.

G. G. PENMAN.

(4) Butler, r. Harrison.-Sympathetic ophthalmitis. Trans.
Ofhthal. Soc. U.K., 1926.

(4) Harrison Butler in reviewing his cases of sympathetic
ophthalmitis for the last twenty years, found that every case in
which the exciting eye had not been removed resulted in total loss
of sight in the other eye, in spite of the use of salicylates and
salvarsan.
The slit-lamp he found to give great assistance in the differential

diagnosis of sympathetic ophthalmitis. The slit-lamp signs of
this condition are the presence in the vitreous, the aqueous, and
the retrolental space, of "cells," in the sense of floating particles.
Another sign is the presence of keratic precipitates, of a pellucid,
granular, and ill-defined nature, plastered over the lower part of
the back of the cornea as though with a paste-brush. A third sign
consists in little evanescent patches of exudate on the pupillary
margin, and sometimes on the iris itself. If the keratic precipitates
are not pellucid, but pigmented, and the aqueous, vitreous, and
retrolental space free from cells, he thinks that the case can be
definitely said not to be one of sympathetic ophthalmitis, and that
it is unjustifiable to remove the eye.
The mere presence of an increased "flare" in the aqueous is not

sufficient to justify radical procedure, but if the condition -goes on,
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and one discovers cells and this pellucid type of keratic precipitates,
the proper thing to do is to remove the eye, however good. To
leave it in is simply to ask for trouble.

G. G. PENMAN.

(5) Villard, H.-A case of sympathetic ophthalmitis following
early enucleation of the injured eye. (A propos d'un cas
d'ophtalmie sympathique survenue malgrd l'6nucldation
preventive et hAtive de l'oeil bless6.) Ann. d'Ocul., Vol.
CLXII, p. 363, 1925.

(5) Villard points out that, although in general the early
enucleation of a severely injured eye prevents the development of
sympathetic ophthalmiitis in the fellow eye, occasionally this
catastrophe does arise in spite of early excision.
On January 26, 1924, Mime F., aged 52 years, fell and struck

the left eye violently so that vision was completely lost. There
was a large rupture of the eyeball near the limbus above, with
prolapse of iris and ciliary bodv. For six days the patient refused
to allow enucleation. The eye was excised on February 1. On
March 1, the patient came for examination complaining of pain in
the right eye for the previous three days. There was ty-pical
sympathetic ophthalmitis, with pupillary exudate, vitreous opacities
and vision reduced to 1/7. After vigorous treatment by atropine,
intravenous neosalvarsan and cyanide of mercury, etc., the disease
improved, but a relapse occurred on March 25 with a severe
recurrence of irido-cyclitis. Recovery followed, and in March,
1925, the patient showed merely three or four small pigment
deposits on the lens capsule. Her vision was 0.7. The urine had
been found to be healthy and the Wassermann reaction negative
on March, 1924.

Villard insists that the generally accepted period of fifteen days,
as the time within which prophylactic enucleation of the injured
eye should be performed, must be shortened. The prognosis in
exceptional cases, suclh as his, is to be regarded as favourable if
vigorous treatment is adopted.

HUMPHREY NEAME.

(6) Wilson, James Alexander (Glasgow).-Sympathetic oph-
thalmia. Glasgow Med. Ji., August, 1927.

(6) Wilson describes some experiments upon himself-un-
pleasant enough-which he considers support his views on the
aetiology of sympathetic ophthalmitis which were expressed in the
Glasgow Medical Journal for April, 1918, and in the British Medical
Journal for October 25, 1924. Wilson there suggested that "some
noxa from the injured eye passed up the optic nerve, which by
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virtue of the decussation of the nerve fibres reached both sides of
the brain, causing bilateral disturbances, from which emanated
influences that manifested themselves in the uninjured eye, first
as capillary changes, and, later, as uveitis." Wilson confesses
that he does not use tobacco in any form and one cannot but
congratulate him on his enthusiasm when "out of experimental
curiosity" he passed into the nostrils once a day as much snuff
as would lie on a threepenny piece, and after twenty minutes
douched it out with a solution of bicarbonate. of soda. After three
months of this daily treatment a papular rash appeared on the right
upper eyelid. The snuffing was discontinued and in ten days the
eyelid had become normal. A few weeks later a further course
of the same treatment, or rather maltreatment, was commenced
and resulted in hyperaemic areas appearing in the cheeks shortly
after introducing the snuff. They disappeared, but afterwards
became more obvious and lasted longer. After about six weeks
an attack of nasal catarrlh came on and the hyperaemic areas became
more conspicuous, and a crop of papules appeared in the area in
the left cheek. The snuffing was discontinued. In three days the
hyperaemia lessened and the papules stood out, eight of them, in
an irregular vertical row. They persisted for two weeks.
The author's argument is as follows: "Irritating substances

probably passed up the perineural sheaths, reached the Gasserian
ganglion, or deeper, causing some disturbance, from which
-influences radiated along other branches of the nerve, or that were
in some way responsible for the peripheral manifestations....
If these phenomena can be obtained within the distribution of the
fifth nerve, then the decussation of the fibres of the optic nerves
supplies the mechanism that enables the influences to cross from
one side to the other. It is acknowledged that a decayed and septic
tooth may tend to precipitate or cause r-ecurrence of sympathetic
symptoms. Here there is probably an infected lymph stream
ascending from the tooth to the ganglion, and operating via the
ophthalmic division of the same widely distributed nerve. If this
is the mechanism by which sympathetic ophthalmitis is produced,
then possibly subconjunctival injections might be helpful by
diluting an infected lymph str-eam."

ERNEST THOMSON.
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III.-MISCELLANEOUS

(i) Hdbert (St. Quentin).-On the use of the galvanometer in
the diagnosis of very small intra-ocular foreign bodies.
(De l'application du magndtometre au diagnostic des corps
etrangers intraoculaires de petites dimensions.) Ann.
d'Ocul., Vol. CLXIII, p. 444, 1926.

(1) Hdbert emphasizes the utility of a galvanometer in the
diagnosis of minute magnetic foreign bodies in the eye. Three
cases are reported in detail. It is shown that with such small
foreign bodies the giant magnet may fail to give a positive result.
The application of a galvanometer (De Chanaud model, see Ann.
d'Ocul., March, 1923), may cause a slight movement of the needle
at once. If not, the giant magnet is used-usually without result
in such cases. This magnetizes the foreign body sufficiently to
cause a deflection of the galvanometer needle at its second appli-
cation. By means of movement of the eye in various directions,
an indication is usually obtainable as to the site of the foreign
body by the speed of response of the galvanometer needle.

HUMPHREY NEAME.

(2) Salvati (Alexandria).-Changes produced by cholesterin on
the ocular vessels of animals and the importance of iodine
as a preventive. (Les alterations provoqudes par la cholds-
terine sur les vaisseaux oculaires des animaux et l'importance
de l'iode pour le pr6venir.) Ann. d'Ocul., Vol. CLXIII, p. 363.
1926.

(2) Salvati points out the well-known poisonous action, of
cholesterin upon the organism. It had be-en shown by experiments
upon animals that the admini'stration of this substance for four
weeks produced an enormous infiltration of the liver; the supra-
renal bodies and the hypertrophied aortic walls presented similar
changes in a different manner. Salvati administered cholesterin
by the mouth to dogs for a period of four months in doses of
50 centigrammes every alternate day. In some of these he injected
ad'renaline intravenously as this substance had been claimed to
neutralize the effects of cholesterin. Changes seen by the ophthal-
moscope bore a close resemblance to those seen in retinal arterio-
sclerosis. The pathological changes consisted mainly in a marked
thickening of the intima of the vessels. It was considered that
the changes were a reproduction of atheroma as it occurs in the
human being. In two animal-s--the cholesterin feeding was alter-
nated with injections of 2 per cent. iodine for the whole period.
In these no trace of ophthalmoscopic or pathological change was
detected.

HUMPHREY NEANIE.
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(3) Dupuy-Dutemps and Pdrin.-Transitory spasmodic myopia
due to arsenobenzol. (Myopie spasmodique transitoire
ars6nobenzolique.) Ann. d'Ocul., Vol. CLXIII, p. 123, 1926.

(3) Dupuy-Dutemps and Pirin' report two cases, of the
occurrence of a moderate amount of myopia-up to about 3 dioptres
-within about twelve hours of the time of injection of an ordinary
dose of arsenobenzol. The patients were aged thirty-seven and
thirty years; This spasm of the ciliary muscle was unassociated
with any action upon the pupil or its reflexes. The duration of
the spasm was about forty-eight hours. In one case, one eye alone
was affected after one injection, but both eyes suffered after the
next injection. The onset of the spasm is heralded by headache
and sometimes by nausea.

HUMPHREY NEAME.

CORRESPONDENCE

ANGIECTASIS

To the Editor of THE BRITISH JOURNAL OF OPHTHALMOLOGY
SIR,- In the BRITISH JOURNAL OF OPHTHALMOLOGY for February,

1928, Dr. Adalbert Fuchs describes a condition resembling
inflammatory glaucoma under' the'heading of angiectasis of the
eyeball. I was much interested, for I have seen two cases very
much resembling his description. I looked upon it as a manifesta-
tion of a general condition and discovered that both had
polycythaemia vera.

In the first case, a woman, aged 54 years, all ophthalmic
veins must have been enlarged as the ciliarv and retinal were;
for the lids were tense and prominent, the globe protruding and
set so tightly in the orbit that movement of the eyeball was limited.
The dilated and tortuous ciliary veins suggested at once glaucoma,
but with no evidence of inflammatory process. The discs were
hyperaemic with well marked edges, and numerous very fine
capillaries on the surface. The retinal veins immediately arrested
attention by their beautiful dark brown mahoganv colour, standing
well up so that their full roundish contour could be seen. Barring
the colour they resembled firemen's hose in action. The full
choroidal veins gave the fundi a rather rich, reddish brown
appearance; nothing else pathological in the fundi. The retinal
blood picture was extreme, for haemoglobin was over 116 per cent.,
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