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‘the kindness of Dr. D. Davies of Tunbridge Wells, had noticed
a shadow in the right lower nasal quadrant of her visual field for
two months before I saw her on January 15, 1934. Dr. Davies had
noted a vitreous haemorrhage which on clearing revealed a retinal
detachment at the site shown in Fig. 2.

FiG 2

Diagram showing the site of the detached retina in Case 2.
a. Horse-shoe shaped retinal tear.
b. Small haemorrhage in the retina adjacent to
the tear.

The macula was stripped off. In the ‘“ 10 o’clock ’’ meridian
and approximately 3 optic disc diameters from the ora serrata was
a horse-shoe shaped retinal tear with its concavity facing upwards
and outwards. A vessel ran in close proximity to this and there
was a small haemorrhage along the lower margin of the tear where
a branch of this vessel evidently had been torn across. The right
vision was reduced to hand movements.

Fine vitreous opacities and a generalized vitreous haze were
present in both eyes. There was no gross evidence of choroiditis
in either eye.



Downloaded from bjo.bmj.com on February 15, 2012 - Published by
group.bmj.com

Two Casgs oF RETINAL DETACHMENT 35

The left vision was 6/6 and improved by +0-25 cyl., ax. 10°.

On February 3, 1934, an operation was performed. The sclera
was exposed in the upper temporal quadrant of the right eye and
surface diathermy applications made over an area from ‘‘ 11 o’clock
to 9 o’clock ”’ and in depth 13 to 16 mm. behind the limbus. A
1.5 mm. trephine hole was made at the upper edge of the external
rectus muscle about 14 mm. behind the limbus. Inter-retinal fluid
was evacuated and the conjunctival wound sutured.

During the post-operative convalescence the retina became
replaced in the upper temporal quadrant in the vicinity of the tear
where satisfactory choroido-retinal adhesions were formed over the
area treated by diathermy. Posterior to the tear the retina remained
detached involving the macula and extending downwards affecting
the lower half of the retina. The tear in the upper temporal
quadrant was apparently closed and no other retinal hole was
detected. The intra-ocular pressure was low. The inter-retinal
fluid increased, and on the 14th day following operation after some
deliberation I decided to make another row of surface diathermy
applications posterior to the site of the tear in the upper temporal
quadrant and to drain the inter-retinal fluid by making a trephine
hole near the equator in the ‘‘ 7 o’clock ’’ meridian, having first
surrounded this by a ring of diathermy applications before
puncturing the choroid. This was done with some difficulty owing
tothe low intra-ocular pressure. The result was far from satisfactory.
The eye remained very soft and the detachment, if anything, was
more extensive. The choroido-retinal adhesions in the upper
quadrant held fast and the tear was apparently closed. Two weeks
after the second operation the detachment was a little shallower,
but still present in the lower half of the globe involving the macula.
The patient was allowed up on March 3, and the condition of her
eye was the same when she returned for examination on March 9.
On April 20 much of the detachment was replaced. Two small
areas of very shallow detachment were present, one adjacent to
the macula on its temporal side and the other near the ora serrata
in the ‘ 6 o’clock '’ meridian. The retinal tear was still closed and
good scarring was evident in its vicinity. On May 25 there was
no sign of retinal detachment, the visual field was full and the
vision 6/24 (one letter) with -1 sph. +1.5 cyl. axis. 150°. Some
dot-like lens opacities were noted and the vitreous showed a faint
central haze.

On July 23, the right vision had improved to 6/24 (all the letters)
with a correcting lens. Good choroido-retinal adhesions were noted
in the upper temporal quadrant, the tear was sealed, the retina in
place and the visual field full. There was no ophthalmoscopic
evidence of gross disturbance at the macula.
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Commentary

These two cases have in common the facts that the eyes were
almost emmetropic, and that although the immediate result of the
surface diathermy was an apparent failure in each case the detached
retina and the field of vision were restored ultimately ; in case 1, six
weeks after operation, and in case 2 about three and a half months
later.

The age of the patient, the duration and the site of the retinal
detachment and the position of the retinal tear differed in each case.
It is interesting to remark in passing that restoration of a retinal
detachment of long standing (probably four years) was possible
in a boy of 13 years of age whose powers of intelligent co-operation
and appreciation of the situation were negligible.

Such explanations as I offer for the somewhat dramatic course
of events in these two cases are of a conjectural character. It is
probable that for some hours after the evacuation of the inter-retinal
fluid through the scleral trephine hole there is an excessive pro-
duction of aqueous fluid some of which fails to be held in physical
combination with the vitreous gel and either drains away through
the normal channels or seeps through the retinal tear, which at
this stage is not closed by organized fibrous tissue or held down by

. adjacent choroido-retinal adhesions, and collects in the inter-retinal
(sub-retinal) space. In some cases drainage through the scleral
trephine hole and choroid puncture may be slow or ineffective after
the lapse of some hours owing to the occlusion of this exit channel
by inflammatory exudates. (However, it is a fact that leakage of
intra-ocular fluid through a scleral trephine hole has been detected
at a second operation three weeks after the first.)

The failure of the aqueous to form a stable physical combination
with the vitreous gel, cither through disease of that structure or
through chemical and physical alterations concerned in the main-
tenance of its hydrostatic equilibrium, causes a diminution of its
volume and hypotony, which affects the mechanical support of the
retina.

The changes in the choroid after the application of diathermy are
inflammatory in nature and it is possible in some cases for an
excessive amount of transudate to follow the hyperaemia and
increased permeability of the chorio-capillaris. In many cases a
shallow layer of fluid is present in the inter-retinal space for a
few days after operation and later becomes absorbed when the
normal process of choroidal circulation is re-established and the
acute inflammatory phenomena are over. This dialysate is rich in
colloids and this will upset the osmotic pressure. on either side of
the detached retina, free aqueous which has failed to form a physical
combination with the vitreous gel passing through the retina and
increasing the volume of fluid in the inter-retinal space.
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In the cases under discussion there was no doubt, at any time,
so far as could be judged by ophthalmoscopic examination, that
the retinal tears were occluded by exudate. At first this occlusion
would be of a cellular and fluid character and so would permit fluid
to pass through it. Later, with the formation of fibrous tissue,
such fluid filtration would be less free and eventually be cut off
by the formation of firm adhesions between the retina and the
choroid adjacent to the edges of the retinal tear.

It is probable that something of this nature occurred in these
cases, the retinal tear becoming firmly sealed and the inter-retinal
fluid gradually undergoing absorption as the hydrostatic equili-
brium of the vitreous and the intra-ocular pressure became adjusted
or re-established.

THE RESULT OF ORTHOPTIC TREATMENT
IN DIVERGENT STRABISMUS

BY
SHEILA MAyou

LONDON

THE purpose of this article is to consider the effects of orthoptic
treatment on a series of cases of divergent strabismus of various
types. As will be shown, orthoptic treatment plays an important
part in every case, only a small number finally coming to operation.
Of those operated on, all with the exception of one, had had previous
training, which had developed fusion and some power of adduction
before the operation, so that afterwards the desire for binocular
vision enhanced and consolidated the success.

Out of 800 consecutive cases I find that 93 are cases of divergent
strabismus.* Of these 93 cases, 48 were emmetropic, 26 were hyper-
metropic, and 17 were myopic. The high percentage of these
emmetropic cases occurring in this series is noteworthy, and I hope
to show that these patients are the most favourable to treat.

It is well-known that the majority of convergent squints are
hypermetropic and are often spontaneously cured by correcting
the error of refraction. In my cases of divergent strabismus there is
no error to correct, so that the improvement shown must be due
to the exercises only, there being no other treatment whlch may
have been responsible for the cure.

*Constant concomitant (monocular or alternating) and occasional or periodic
divergences are all included. Simple exophorias without demonstrable divergence
are not included.
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