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vanished, the whole of the optic tract ending in 'the external
geniculate body, and being continued on to the visual cortex by
the optic radiations, wlhich are only found in mammals. The
lecture was profusely illustrated with lantern slides and diagrams.
On Saturday morning, Mr. M. S. Mayou read a paper on the

juvenile form of Coats' disease, Mr. G. Alexander described an
operation for the immediate reinoval of congenital cataract, which
he performed instead of needling, and Mr. Williamson-Noble read
a paper on "Retinoscopy and the Pointolite Lamp."
A full account of the papers and discussions will be published

in the Transactions of the Society: the above is merely an indica-
tion of the subjects of debate. A small ophthalmological museum
was arranged by Mr. Humphrey Neame. On Saturday after-
noon a visit was paid to the Lister Institute of Preventive Medicine.
The annual dinner of the Society was held at the Langham Hotel

on the Friday night. The chairman was Mr. C. H. Usher, the
President of the Society.

G. G. PENMAN.

ABSTRACTS

I.-THE OCULAR MUSCLES

(i) Weill, G., and Nordmann, J. (Strasbourg). -Congenital
absence of abduction. (L'Absence congdnitale de I'Abduc-
tion.) Arch. d'Ophtal., October, 1927.

(1) Weill and Nordmann have made a comprehensive study of
this congenital defect and write at length thereon. They classify
all cases under two headings: (1) congenital absence of abduction
associated with retraction of the eyeball; and (2) congenital absence
of abduction without retraction of the eyeball.
Three cases in Group 1, reported by the writers, were

characterized by complete loss of abduction, retraction of the globe,
and more or less narrowing of the palpebral fissure during
adduction. Adduction in this type of case is generally restricted.
The retraction of the eyeball may be directly backwards but not
infrequently is accompanied by deviation -up or down. Vertical
movements of the globe are seldom affected, visual acuity is often
low. Diplopia is exceptional. In this group the anatomical basis
of the defect, whether single or multiple, is in the orbit, i.e., is
peripheral; In Graefe-Saemisch the description of this defect will
be found in the volume on "Diseases of the Orbit."

In Group 2, in which there is congenital absence of abduction
without retraction of the eyeball the site of the lesion may be
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OCULAR MUSCLES

peripheral, but on the other hand, it may be in the nerve centres.
The loss of abduction power may be unilateral or bilateral; it
is generally the only congenital defect, but in some instances is
associated with facial palsy. Convergence of the visual axes is
sometimes noticeable, but it is not unusual to find parallelism in
the primary position. Diplopia is exceptional.
A valuable list of references, limited to recent articles and to

those furnished with a bibliography, is appended.
J. B. LAWFORD.

(2) Fink, W. H. (Minneapolis, Minn.)-Significance of latent'
ocular muscle imbalance. Amer. Ji. of Ophthal., March, 1927.

(2) Fink's investigation concerns the findings in thirty-five
patients who had no symptoms of eyestrain, and his object was,
not to criticise or disprove the work of others, but to attack the
problem of latent muscular imbalance from a new angle. The
cases were those requiring some minor surgical operation, e.g.,
removal of a chalazion, or a pterygium, suture of a laceration in the
lid, etc., since such patients could be kept with one eye covered for
ten days without objection on their part. The cases were carefully
examined before the eye was covered, and only those were chosen
who were of average intelligence, were free from symptoms of
eyestrain, and had only a slight muscle imbalance and refraction
error with normal visual acuity. One eye was covered with gauze,
fastened in place with adhesive strapping, which was removed
when the full correction was in place and the Maddox rod before
one eye, so that at no time during the entire period was there
binocular vision. The muscle balance was taken at the end of
three, seven, and ten days, and the results are given in a table.
This table shows that of the 35 patients examined, only 3 showed
no change of muscle balance. One case developed hyperphoria,
corrected by a 70 (refracting angle) prism, 5 from 3°40, 10 from 2

30, and 15 from 1 2°: the results in esophoria and exophoria
were somewhat similar. The author concludes that "it is
impossible, because of the small number of cases examined, to
make a statement as to the real significance of imbalances uncovered
in eyes free from symptoms, but it at least suggests the possibility
that many deviations uncovered, should not be looked upon as
pathologic."

F. A. WILLIAMSON-NOBLE.

(3) Alger, Dr. Ellice M. (New York).-Suspension of the fusion
impulse as a therapeutic measure. Arch. of Ofhthal., Sep-
tember, 1926.

(3) Alger does not suggest suppression of the fusion for routine
use, but merely as an alternative method of handling difficult cases.
He is of opinion that too much stress is laid on the importance of
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fusion, since many patients, in whom the faculty does not exist seem
to get along, for all practical purposes, as well as their fellows.
MVloreover the patients are free f'rom that troublesome set of
symptoms, known as muscular asthenopia. WVe have possibly been
considering fusion too much from the theoretical laboratory point
of view, rather than from the basis of practical every-day life. The
author has found suppression of fusion useful: (1) in some cases
of marked anisometropia; (2) after removal of cataract from both
eyes; (3) in some cases of incomplete motor paralvsis; (4) in some
cases of insufficiency, especially of convergence; (5) in some cases
of motor spasm. The methods emploved fall into three categories:
(1) those which absolutely exclude one eye; (2) those which reduce
the retinal stimulus; (3) those which are primarily aimed at the
fusion centres. WVith regard to methods (1) and (2) many patients
object to wearing a shade or coloured glass and good results may
often be obtained by ordering a convex spherical or cylindrical glass
which is strong enough to blur vision. In presbyopic patients this
glass may be made to correspond with the reading correction.
Again in some cases of presbyopia with marked convergence
insufficiency, a bifocal over one eve alone renders fusion of near
images unnecessaryT. The methods directed at the fusion centres,
consist in separating images by prisms until they cannot be com-
bined and training the patient to study one and disregard the other,
just as the surgeon is trained to use an ophthalmoscope with both
eves open.

F. A. WILLIAMSON-NOBLE.

(4) Dunnington, Dr. John H. (New York.)-Divergence excess;
its diagnosis and treatment. Arch. of Ofhthal.

(4) Dunnington follows in the main the description of this
condition given by Duane in Fuchs' "Ophthalmology." He is of
opinion that parallelism of the eye is not merely a matter of
relaxation of convergence, but that there is superadded an active
stimulation of the divergence centre. Should this stimulation
become too great, the condition of divergence excess is developed,
a pure case of which presents the following characteristics:

(1) Exophoria for distance. This is best estimated by the screen
and parallax test, since, with the AMaddox rod, the patient often
makes a definite effort to bring th-e light and the red line into
alignment, thus diminishing the exophoria.' The author has found
this diminution amount to as much as 15°.

(2) Prism divergence. A normal individual cannot obtain
binocular vision in the distance with a prism of more than 80 base
in. In divergence excess, however, the figures are higher, and as
much as 330 has been overcome.

(3) Prism convergence, on the other hand, is within the normal
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OCULAR MUSCLES

limits of 150-300 at 20 feet unless there be a secondary weakening
of convergence power.

(4) Muscle balance at thirteen inches is normal, and,
(5)' The convergence near point is normal in position.'
(6) There is no limitation in the movements of either eye.
(7) Diplopia may be present in marked cases, and, if so, is found

only in distant vision. It is more marked when looking above the
horizontal plane, since there is a naturai tendency for the eyes to
converge on looking down. Divergence excess has to be diagnosed
from:

(1) Convergence insufficiency which shows normal muscle
balance in the distance with marked exophoria at 13 inches, and

(2) Insufficiency of an adductor, when there is impairment of
movement in the direction of action of the paretic muscle. Many
cases of divergence excess become complicated later by a secondary
convergence instfficiency, and the reverse also occurs. The con-
dition is found in its pure form in childhood and early life. Some-
times a momentary convergent strabismus is associated with it', due'
to a temporary spasm of convergence. The symptoms consist in
headache, asthenopia and a sense of confusion on watching distant
objects, particularly when' they are moving or are brightly
illuminated. Many of these patients abhor crowds and are liable
to train sickness. The condition may remain stationary for a
number of years, but the general tendency is for it to progress
slowly until an actual divergent squint develops, first for distance
and later for'near, due to the associated convergence weakness.
Treatment consists in tenotomy of one or both external recti,
according to the degree of defect. Prisms are of no use since they
cannot be worn in high enough powers to be of any material
assistance.
The author aims at producing an immediate over-correction of

ten or more prism degrees.
F. A. WILLIAMSON-NOBLE.

(5) Marlow, F. M. (Syracuse). -Observations on the prolonged
occlusion test.
Clark, C. P. (Indianapolis, Indiana".-Diagnosis of latent
vertical deviations of eyes by use of prolonged monocular
occlusion. Amer. Ji.- of Opihthal., August, 1927.

(5) Marlow states that "just as cycloplegia is the most efficient
means of revealing latent hypermetropia and astigmatism, so the
prolonged occlusion test is the most efficient means at our disposal
for rendering manifest, or at any rate more manifest, the true state
of the muscle balance." Although not strictly comparable, figures
show a tendency to a higher degree of latency in heterophoria than
in ametropia. The importance of prolonged occlusion is shown by
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two graphs indicating the state of the muscle balance on successive
days over a period of two weeks, during which one eye was kept
covered, except when it had the Maddox rod in front of it. The
first chart shows originally a low hyper-exophoria, changing on the
second day to esophoria and later to a high degree of exophoria.
Marked changes may also occur in the muscle balance at the near
point. Partial correction of the post-occlusion error of muscle
balance will, in the author's experience, often bring about a cure
of long standing asthenopic symptoms.
Clark has also found prolonged occlusion useful in cases of

asthenopia with heterophoria. In his experience, however, it is
seldom necessary to cover the eye for longer than twenty-four
hours in order to overcome the muscular spasm induced by the
heterophoria. A gauze dressing was used over the eye with worse
vision. Indications for the procedure are:

1. In all examinations of the ocular muscles before any operative
procedures are att-empted, except in concomitant convergent
strabismus.

2. In all refraction cases that come under the following groups:
(1) Patients who are disturbed by moving objects, as when

viewing motion pictures, riding on trains, or being in crowds; (2)
all cases of persistence of asthenopic symptoms when the proper
ametropic correction has been worn; (3) those persons complaining
of photophobia when wearing glasses; (4) cases in which a low
amount of vertical or a large amount of horizontal heterophoria, is
disclosed by any of the common tests without occlusion; (5) those
persons in debilitated health who complain of ocular discomfort
when wearing their proper correction.

In the author's experience it is the correction of hidden hyper-
phoria which is the most important point, and exophoria, unless of
high degree, caused no trouble. The paper concludes with four
illustrative cases. One of these was a woman, aged 34 years, in
whom glasses for correction of hypermetropia and astigmatism
failed to give relief. With the Maddox rod test there was no
hyperphoria. Occlusion of the left eye for twenty-four hours
brought out a right hyperphoria of 30. The incorporation of a 2.50
prism base down in the lens for the right eye, resulted in complete
disappearance of her asthenopia.

F. A. WILLIAMSON-NOBLE.

(6) Morgan, A. M. (Adelaide).-The causes of concomitant
strabismus. Med. Ji. of Australia, August 20, 1927.

(6) Morgan's paper was the opening address in the Section of
Ophthalmology of the Australian Medical Congress (British
Medical Association) at last year's meeting. The author expresses
his dissatisfaction with all the general views of the aetiology of
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OCULAR MUSCLES

squint, but fails to offer any very sufficient substitute. He lays
greEat stress on the importance of heterophoria as an assistant to
defective fusion sense, while considering errors of refraction to be
of minor importance. He publishes a table of a series of 1,766
patients examined for heterophoria of whom 633 had esophoria,
543 exophoria and 592 orthophoria. By dividing the cases into two
age groups, 5 to 10 and 11 to 75, a very different proportion was
obtained. In the first group the proportion of exophoria to
esophoria was 1 to 2.45, and in the second group 1 to 1.06.
Unfortunately tests for heterophoria are not very reliable in patients
under seven years of age.
Morgan sums up as follows: "There are three causes of con-

comitant squint. These are in the order of their importance:
(1) weakness of the fusion sense; (2) heterophoria; (3) hyper-
metropia. The first only is essential but must be accompanied by
one of the others." (The meaning here seems a little obscure, if
the first must be accompanied by one of the others surely it is not
the only essential one.) He goes on to say that: "the determining
factor in the development of a squint is the relation between the
desire for fusion and the effort to align the eves correctly. If the
desire for binocular vision be greater than the effort, there will be
no squint. If the effort be greater than the desire then a squint
will result. Hypermetropia plays a very minor part in the causa-
tion of convergent squint. Myopia as an error of refraction has no
part in the causation of divergent squint, though it may have
indirectly owing to the greater tendency to exophoria in myopic
eyes. "

E.E.H.

(7) Ronne, Dr. Henning (Copenhagen).- On the mechanics of
the squint operation. Arch. of Ophthal., September, 1927.

(7) Ronne's article opens with a consideration as to how far
the correction of squint by operation depends on the change of
muscle insertion. At first sight it would appear that if by advance-
ment or tenotomy, we shift the point of insertion of the muscle
10 mm. the apex of the cornea will move by a corresponding
am-ount. This could only occur, however, if an advancement and
tenotomy of 10 mm. each were performed on the same eye. The
result of the single operation would, therefore, be a displacement
of only 5 mm. Another way of looking at this question is to
consider the internal and external -rectus as forming a loop. If one
side of the loop be shortened by 10 mm., the total displacement
of the eye can only be 5 mm. After tenotomy, the two correspond-
ing muscles will be shortened and relaxed respectively. This will
entail no insufficiency in their action. When insufficiency occurs,
therefore, it is a matter of insertion insufficiency. With regard to
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the incidence of secondary (usually divergent) squint after opera-
tion, statistics show that the youth of the patient has no effect in
increasing the percentage of divergence. In fact the reverse is
the case, so that there is no reason for postponement of operation
until a later age. The effect of upward or downward displacement
of the tendon is interesting. At first sight, one would expect
upward displacement to cause a secondaryT upward displacement
of the eye, but in actual practice the effect is to move the eve
downward. The author's explanation of this is a little difficult
to follow. He attributes it to a conjunctival effect, due to the
sutures exerting a tiglhtening influence on this membrane.

F. A. WILLIAMsON-NOBLE.

(8) Bettremieux (Paris).-Strabo-tenotomy of the deviated eye.
(La strabo-tenotomie de l'oeil devie.) La Clin. Ophtal.,
December, 1926.

(8) If the reader will turn to the 1924 volume of this journal
he will find on page 191 an abstract of Bettremieux's article in
La Clinl. Ophtal. for J-une, 1921, dealing with operation on the
non-deviated eye. "When the fixing eye is correctly operated on
there is no change in the external app-earance or motility of this eye,
since the desire for sharp vision easily keeps it in correct position
in all directions of fixation." It is also there mentioned that the
author makes no special reference to the actual operation, whether
tenotomv, advancement or combined. In the article under review
(December, 1926) it appears that1Bettremieux's preference is for
tenotomy only of the non-deviated eye, reserving tenotomy or
advancement of the deviated eye for exceptional cases.

ERNEST THOMSON.

II.-DISEASE OF THE LENS

(i) Gnanadikam, G. Joseph (Tirupatur, Southern India.) The
prevention of infection in cataract operations. Indian Med.
Gaz., p. 634, November, 1927.

(1) This record of work in India is of some interest, contrasting
strongly in some respects with the usual procedure in this country.
It is an account "of what is being successfully tried in the Swedish
Mission Hospital, Tirupatur, under Dr. F. Keugelberg." But no
figures are given of the results obtained.

Every eye has to undergo the following rotutine before operation.
First day, morning: Swabbing the conjunctiva of the lids with

silver nitrate, 2 per cent. solution. This produces a thin superficial
slough which is thrown out, and carries with it any bacteria present.
Evening: Yellow ointment (un-. hydrarg. oxid. flav. 2 per cent.).
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DISEASE OF THE LENS

Second day, morning: Yellow ointment. Evening: Yellow of"nt-
ment. Third day, morning: Yellow ointment. Evening: Zinc
sulph. and ichthyol ointment (0.50 per cent. each). Fourth day,
operation. If. there is discharge the yellow ointment is continued
until it ceases and the eye is fit for operation. Usually after three
or four days the eye is free from any discharge and is quite clean.
"Cases with uncomplicated trachoma we do not generally mind
much, unless there be.persistent discharge. Except in one or two
cases, trachoma has not influenced in any: way the course of
healing. But usually there is post-operative conjunctivitis, which
is relieved by copper ointment 5 per cent. daily."

Just before the operation a few drops of freshly prepared silvol
(20 per cent.) are instilled, and the eye is thoroughly flushed with
luke-wa-rm saline, say about 8 ozs. The object of using the silvol is
not so much for its antiseptic action as for its property of staining
any mucus present. 'This helps to detect the mucus easily. The
lid margins and the skin around are painted with tincture of iodine
(1 per cent.). The fluid that collects in the conjunctival sac during
the operation is now and then sucked off with a sterilized pipette.
"We thus clear off a good amount of fluid which may be a
prospective source of infection, if it should ever chance to get into
the chamber." External canthotomy, to effect better drainage, is
done in cases of deep-seated eyes with small palpebral fissures.
This canthotomy also serves the purpose of removing any
possibility of the knife coming. in contact with the canthus during
the incision. A small conjunctival flap is always made. A
preliminary iridectomy is performed at a separate sitting only in
cases where the eye does not get quite clean in spite of all treatment.
"We always avoid irrigating the chamber, even if there be soft
cortex remaining.

"Sometimes, but seldom now, there is a mild, iritis showing a
somewhat muddy chamber. This is more often due to sensitiveness
to the foreign lens protein, than to the trauma to the iris during
the operation. It is rarely a regular infection. This muddiness
clears during the next few days after an injection of about 8 to
10 c.c. of cow's milk intramuscularly in the gluteal region. Even
what appear to be regular infection cases sometimes get round
after this milk injection,"

H. HERBERT.
(2) Charamis, Spilios (Athens).-The great value of preliminary

iridectomy in the cataract operation. (De la grande valeur
de l'iridectomie prdparatoire dans l'opdration de la cataracte.)
La Clin. Ophtal., September, 1927.

(2) Charamis has become a complete convert to the operation
of cataract with preliminary iridectomy. There is nothing new in
the arguments pro or contra which he adduces except this, that in
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his hands the operation with preliminary iridectomy has been
eminently successful. The author is able to deal with the personal
statistics of 2,375 cataract operations of various kinds in twenty
years of practice; no mean acthievement. The following are his
figures: simple extraction 93 per cent. of successes, extraction with
simultaneous iridectomy 97 per cent., and extraction following
preliminary iridectomy practically 100 per cent. since there were
320 successes out of 321 operations. The only criticism which one
might make of these figures is that the last category, that of
preliminary iridectomy operations, is considerably smaller than the
one-third of the total operations performed.

ERNEST THOMSON.

(3) Jacqueau (Lyon).-Palpebral suture, with or without a dress-
ing, after cataract operation). (Suture palpdbrale avec ou
sans pansement apr!s opdration de cataracte.) La Clin.
Oihtal., July, 1927.

(3) Jacqueau discusses the question of dressing cataract opera-
tions in the usual way or of enploying the method of palpebral
suture with or without a very light covering. An interesting
illustration of the differing views of operators is given by the
following quotation. "Everything concerning post-operative
dressing has been tried. From time to time its disappearance has
been decreed but it has resisted every attack. When (at the
International Congress of 1900) Schi6tz of Christiania was advising
its absolute suppression, 1 was almost daily assisting, with my
master Gayet, at long operating seances after which each patient,
without exception, was armoured with a thick binocular dressing
solidly fixed to his face by means of adhesive paste. This was not
removed till the seventh day no matter what should happen. Both
methods claimed and proved-their success." For himself the author
prefers to employ a binocular dressing in ordinary cases, but there
are numerous cases (as we all know) in which a dressing is badly
tolerated and is likely to be disturbed or torn: off; One- need not
enumerate them. -In such cases the author, after taking special
care with anaesthesia of the globe by means of retrobulbar
injection of novocaine and a smztll injection into the lids, introduces
a suture into the upper lid prior to operation. The suture takes
a firm hold of the tarsus itself and emerges on the free border of
the lid. After completion of the section this suture can be used in
place of -the blepharostat which should then be removed. When
the operation is finished the needle, which is still attached to the
silk is passed through the free edge of the lower lid and the thread
lightly knotted. The author thinks that in general it is better to
apply a light binocular dressing for a day or two, but should the
patient tear this off it does not matter very much because finding
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DISEASE OF THE LENS

that he cannot open his eyelids the patient does not insist on trying
to do so. The eye can be inspected every day through the gaps
left on each side of the stitch, and, if necessary, lavage of the eye
can be carried out also.

ERNEST THOMSON.

(4) Ellis, Zenas H. (New York).- Non-operative treatment of
cataract with report on lens antigen treatment.

Davis, A. E. (New York).-Discussion of Dr. Ellis's paper.
New York State Ji. of Medicine, December, 1927.

(4) Ellis opens his paper with a resume of the results claimed
by Davis, who treated 72 patients with 131 cataracts. Of. these
27.5 per cent. were arrested and 65 per cent. cured or improved,
making a total of 93 per cent. of cataracts which had responded
favourably to his treatment. Ellis rightly sa'ys that such a
revolutionary discovery is worthy of further study by others of an
unbiased mind. The question is of course difficult to settle because
many cataracts seem to be self-limiting and never go on to maturity
while some even seem to disappear automatically. Since Davis's
treatment consists in the injection of lens antigen, the work of
Guyer and Smith has an important bearing on it. These authorities
found that lens tissue of rabbits and mice when injected into fowls,
brought about the formation of antibodies. If the serum of the
sensitized fowl be injected into pregnant rabbits and mice, it mav
attack in utero, the lenses of the young of the species used as
antigen. The reaction is not invariable, possibly because the
placenta is impervious to such antibodies except when there is an
occasional rupture of a placental blood-vessel, allowing a direct
mingling of foetal and maternal blood. It will be noted that there
was no effect on the mother and that the effect was produced on the
offspring only becaus-e of the presence of blood-vessels on the foetal
lens. With these observations in mind, it is difficult to understand
how lens antigen could have any effect on an adult human being.
Moreover, if any effect were produiced it should be in the direction
of causing cataract rather than of removing it. Davis on the other
hand believes that a solution of emulsified lens of an animal injected
into the human, will cause the active formation of antibodi-es which
will seek out the lens, invade it and cause&absorption of its opacities.
The author decided, therefore, to treat 27 patients following
implicitly the details of Davis's techinque with the result that 14 of
them showed progressiveh development of the cataract, 13 showed
no change. There was no improvement of vision in any of the
cases,- and the slit-lamp failed to reveal any absorption of the
opacities.
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Davis's reply is published in the same issue. He states that
arrest of progress of the cataract in 50 per cent. of cases is excellent,
since Jackson gives 17.39 per cent. as being the usual figure. He
also quotes his own figures which show improvement of vision in
37.5 per cent. of cases, whereas in the untreated cases recorded by
Jackson improvement results in only 7.73 per cent., and on the
other hand deterioration of vision occurred in 74.88 per cent. of the
Jackson series and in only 30.2 per cent. of his own. It is Davis's
opinion, therefore, that "every incipient senile cataract except the
nuclear type, should have specific lens antigen treatment.'"

F. A. WVILLIAMSON-NOBLE.

III.-MISCELLANEOUS

(i) Lagrange, F. (Bordeaux. )-Ocular hypotonus: its causes,
dangers and treatment. (L'Hypotonie oculaire, ses causes,
ses dangers, son traitement.) Arch. d'Ofhtal., May, 1927.

(1) The variety of lowered intra-ocular pressure under dis-
cussion is not that resulting from irido-cyclitis or inflammatory
disorganization of the deep ocular tissues, but that met with in eyes
preserving in greater or less degree their visual function and
capable of complete restoration of their function under appropriate
treatment. In this lengthy article, some portions of which will be
familiar to readers of Lagrange's book "Glaucome et Hypotonie,"
the author notes that the subject of hypotonus has been studied by
comparatively few ophthalmologists since von Graefe. He gives
references to the writings of these observers. including a recent
study by one of his pupils (Sainz, 1926).
Ocular hypotonus is the condition of an eye retaining vision

in which the pressure has fallen to 15 (Schiotz) or lower. "It i's a
symptom comparable to hypertonus and, like the latter, more
frequent than is generally recognized by ophthalmologists."
Lagrange believes that hvpotonus is a great danger to an eye; in
this he disagrees with some other writers who state that the
nutrition of the eye is not thereby impaired.

Statistics indicate that-hypotonus is present in 25 per cent. of
eyes with myopia of more than lOD. Traumatism is another
frequent cause.
The chief dangers of hypotonus are, the writer states: (1) visual

defects of retinal origin; (2) haemorrhage, especiallv from the small
vessels surrounding the macula; (3) detachment of the retina; (4)
complicated cataract.
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MISCELLANEOUS

The local treatment of this condition of lowered pressure
advocated by Lagrange and by which he has obtained satisfactory
.results is that designated "colmatage." This consists in inducing
the formation of cicatricial tissue around the corneal margin,
whereby the channels for the escape of intra-ocular fluids are
obstructed or obliterated. Details of the procedure adopted are
given in the author's book referred to above. In brief it is achieved
by the use of the galvano-cautery applied to the sclera over the
region of Schlemm's canal after dissecting up the conjunctiva.
This leads to the formation of a dense relatively impermeable con-
nective tissue. To obtain a similar result posteriorly, irritating
injections of salt or cyanide of mercury are etnployed. The bene-
ficial results of such deep injections in the author's view are due
to the production of new connective tissue thickening the sclera
and rendering it less permeable, and by these means obliterating
the lymph channels around the venae vorticosae.
The paper includes notes of twentv-nine clinical observations.

J. B. LAWFORD.

(2) vom Hofe, K., and Periwitzschky, R.-Pupil and middle ear
(Pupille und Mittelohr.) Arch. f. Augenheilk., Vol. XCVIII,
May, 1927.

(2) Schiff and Herzen originally surmised that the pupil-
dilating nerve fibres pass through the tympanic cavity. Later,
various researchers found by experiment that the pupil-dilating
fibres actually pass through the middle ear, partially in the rabbit
and the dog and wholly in the cat. The experiments resulted in con-
traction of the pupil on the side of the experimented ear. It is also
found that, in man, bringing a vibrating tuning-fork near the
mastoid process produces at first contraction of the pupil on the
same side and then on the opposite side. The reflex is most
readily induced in young excitable individuals, sometimes even
when the individual is stone-deaf.

In view of these findings vom Hofe and Periwitzschky set
about observing if in diseases of the middle ear the occurrence of
anisocoria is more frequent and accentuated. Thev examined
100 cases taken from the University Ear Clinic, Jena: 29 per
cent. of these showed unequal pupils; 63 of the cases were of
middle-ear disease; 31.4 per cent. of these had anisocoria. Of the
63, 46 were of unilateral disease with 30.4 per cent. of anisocoria.
From this analysis the authors conclude that in middle-ear disease

anisocoria is neither more frequent nor more accentuated than
otherwise found. Above all, the difference in the size of the two
pupils was by no means striking. Thus from cases of middle-ear
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disease no conclusion can be drawn regarding the course of the
sympathetic pupillary fibres in man. Conversely, anisocoria can-
not be reckoned as a sign of middle-ear disease.

D. V. GIRI.

(3) Ramsay, A. Maitland (St. Andrews).-Diathesis, or the
influence of soil in the causation and treatment of disease.
Glasgow Med. Ji., August, 1927.

(3) The reviewer is inclined to think that Ramsay has not
chosen his title well. One's first impression is that the word "soil"
is used in its primary sense and one's second is that the article
does not deal with ophthalmology.. Both assumptions would be
wrong for "soil" is used figuratively and a large portiQn of the
article deals with strumous ophthalmia and the scrofulous
diathesis. A diathesis is defined as a bodily condition predisposing
to a particular disease. There are three distinct types, the neurotic,
the arthritic, and the scrofulous. The author gives a clear and very
graphic description of these and illustrates the third by a close
description of the symptoms, ocular and general, of strumous
ophthalmia. He divides the scrofulous diathesis into two types,
the "ugly" and the "attractive." Both are well known to us, but
it is doubtful whether anyone has hitherto employed these terms
to describe the types. In the ugly type the children are described
as slow and lethargic, with pale skin, coarse features, snout-like
mouth and short neck thickened by masses of enlarged suppurating
glands. In the attractive type the children are quick and alert both
physically and mentallv. As a rule they have regular features
with a delicate pink and white complexion, long, silky eyelashes,
and although the glands in-the neck are usually enlarged they do
not form the large suppurating masses characteristic of the ugly
form.
The key to the treatment of strumous ophthalmia is the con-

stitutional state. The patient rather than his eyes requires
attention. The essence of the disease lies in malassimilation, the
result of the inborn error of metabolism aggravated by improper
feeding. Precise directions regarding diet must be given, and,
in particular, sugar in every shape and form, biscuits, pastries,
potatoes and such like foods must be rigidly excluded. In this
article, which represents a paper read before a general medical
audience, many useful words are said and many hints given which
may be commonp-lace to the man who never forgets anything but
which are invaluable to the ordinary, mortal who, when his patient
has departed "remembers that he has forgotten" to give such-and-
such an instruction.

ERNEST THOMSON.
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(4) Terrien, F., Sainton, P., Veil, P. (Paris).-Two cases of van
der Hoeve's syndrome: blue sclerotics-fragility of bones-
deafness. (Deux cas de Syndrome de van der Hoeve: Oeil
bleu-fragilite osseuse-surdit6.) Arch. d'Ofhtal., May,
1927.

(4) The occurrence of blue sclerotics in individuals prone to
fracture of bones following slight injuries, is not very uncommon.
The co-existence of auditory defects was pointed out by van der
Hoeve, who believes that this symptom, due to sclerosis of ossicles
or vestibular lesions, is almost constantly present. The two cases
here reported occurring in Mme R. and her daughter were shown
to the Ophthalmological Society of Paris. Full clinical details are
recorded. The mother, aged 35 years, was very deaf, and had very
blue sclerotics; she had had several fractures of bones, almost
spontaneous; her teeth were friable and invariably broke during
attempts at extraction; there was noticeable deficiency of calcium
salts in the blood.
The daughter presented similar symptoms at 121 years of age;

hearing was already defective; the blueness of the sclerotics was
less accentuated than in her mother; radiography revealed unusual
transparency of some of the bones and a fracture of the ulna in the
lower part.

XAVith the corneal microscope nothing abnormal was detected
in the corneae or irides of either patient: the conjunctival and
episcleral circulation was not scanty, the number of blood-vessels
appearing to be rather in excess. Light focussed on different parts
of the sclera g,ave rise to pupillary reflex of untusual brilliance,
indicative of thinning of the scleral coat. The family history is of
interest: Mime R.'s maternal grandmother had blue sclerotics but
no deafness and no fractures of bones. Her mother has blue eves
and is blind from glaucoma: she is not deaf and has been free from
fractured bones.
Mme R. has two sisters and three brothers: one brother and one

sister have blue sclerotics; the former hears well but has had three
fractures of long bones; the latter is deaf but has escaped fractures.

Terrien, Sainton an(i Veil hold that without doubt van der
Hoeve's syndrome is dependent tipon disturbance of calcium
metabolism consequent on defective action of endocrine glands;
there is no available evidence as to the glands at fault.

J. B. LAWFORD.

(5) Gaudissart, P. (Brussels).-Quantitative perimetry. (La
perim6trie quantitative.) Ann. d'Ocul., Vol. CLXIII, p. 730,
1926.

(5) Gaudissart emphasizes the importance of quantitative
perimetry. The visual field is composed of zones bounded by

MISCELLANEOUS 341
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almost circular lines known as isopters. Each isopter has a
minimum visual angle which represents its visual acuity. The
minimum visual angle for the centre of the macular region is 1',
for the isopter at 30° it is 4', and for that of 50° it is 8'. The visual
angle, however, varies for any particular isopter according to the
attention of the patient, the illumination, etc. Two essentials
demanded of perimetry are (1) the discoverv ot defects of small
extent, (2) the demonstration of the slightest diminution of visual
acuity in any area. The latter can only be accomplished by keeping
in close proximity to the minimum.visual angle for the region
examined. The field of vision can conveniently be divided into
three zones for purposes of examination.

Zone I from 900 to 550 minimum visual angle approximately 15'
Zone II ,, 550 to 250 ,, ,, , ,, 8'
Zone III ,, 250 to 00 ,, ,, ,, ,, 4'

For the outer zone an object of 2.5 mm. used at a distance of
300 mm. is suitable (2.5/300). It is practically impossible for ain
object to be manufactured sufficiently small to provide a suitable
visual angle at 300 mm. For an angle of 3' an object of 0.3 mm.
diameter would-be required.' The carrier of the object would deflect
more light'than would such a minute object. It is necessary, there-
fore, to increase the distance between the object and the patient.
Bjerrum's screen of 2.5 x 2 metres is satisfactory for the area
immediately surrounding the point of fixation, but leads to in-
accuracies in the visual angle at a short distance therefrom.
Gaudissart describes modifications of the combined screen of
Clifford B. Walker which largely overcomes the defects of
Bjerrum's screen. The screen is a hollow pyramid stood up
vertically on one side of its base. It is 2.5 metres wide x 2 metres,
and the depth of the pyramid from the plane of its base to its
summit is 30 centimetres. Whereas with a plane screen at one
metre distance the error of the visual angle on the isopter of 50°
is 55 per cent., with the pyramidal screen it is only 7 per cent. At
the distance of two metres, a field of 27° from the fixation point is
obtainable with this screen, and the error is practically nil. 'rhis
screen is mounted on a frame composed of light metal tubes and
fixed to a triangular metal base moving on rollers. Objects of
1.25 to 50 mm. are available. The observer is advised to carry out
the examination dressed in a black coat with long black sleeves
and gloves to avoid distracting the patient's attention. This is
considered very important when such minute objects are employed.
For the intermediate zone (550 to 300), a 2.5 mm. object is used at
a distance of one metre (2.5/1000). For the outer part of the central
zone (300 to 10°), a 1.5 mm. object is approximately near the
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minimum visual angle when used at a distance of two metres.
Within the 10° circle, a white object of 0.6 or 0.7 mm. would be
required at this distance, which is manifestly impossible. An
increase of the distance to three mnetres is not practicable for several
reasons. It is suggested that probably the most satisfactory way
of testing the central field, i.e., within the 10° circle, is by means
of coloured objects. As in the examination of the intermediate and
outer zones it is important to use a white object approximating to
the minimum visual angle, so in employing a coloured object for
the central field the same principle should be observed. By
examination of normal subjects it was found that at one metre
distance a 10 mm. object gave the following peripheral limits-for
blue 15°, for red 190 to 1.30, and for green 100 approximately. At
one metre, 5 mm. coloured objects are not distinguished beyond
the 50 circle.

It is admitted that there are great difficulties in the employment
of coloured objects, for example the difficulty that is experienced
by the patient in determining the'exact place at which a coloured
object is appreciated for its colour as opposed to its movement.
To summarize: for the outer zone, 900 to 550, white object,

2.5/300; for the intermediate zone, .550 to 250 combined screen
(pyramidal), white object, 2.5/1000; for the outer part of the
central area, combined screen 250 to 10°, white object 2.5/2000 or
1.25/2000; for the central 100 zone, combined screen, coloured
object 10/1000 or 5/1000. Some charts are reproduced showing
marked differences in the fields taken by the different methods
described.

HUMPHREY NEAME.

(6) Roenne (Copenhagen).-The different types of defects of the
field of vision. Jl. Amer. Med. Assoc., November 26, 1927.

(6) In this useful address to the Section of Ophthalmology
of the American Medical Association, Roenne reminds surgeons
of several points -which are sometimes forgotten. Among them
one or two may be instanced. The reason Bjerrum's sign of a
curved scotoma above or below the point of fixation is not more
often seen marked on the charts of visual fields in cases of glaucoma
is that it is not detected unless speciallv searched for. It is
perhaps the earliest sign of glaucoma, and is of as much importance
as Roenne's nasal step.+ When there is a suspicion of a tumour
of the hypophysis it is not sufficient to examine the temporal
periphery of the visual field. A special examination for a

temporal scotoma must be made, as the condition is often heralded
by bitemporal scotomata.

A. F. MACCALLAN.
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(7) Stubl, Ada (Jena).-The question of foetal ocular inflam-
mation. (Zur Frage der fotalen Augenentzundung.) Arch.
f. Augenheilk., Vol. XCVIII, May, 1927.

(7) In this communication Stubi gives a detailed account
of two cases, one of membrane formation in the vitreous and one
of congenital non-specific irido-cyclitis. The first was a girl, aged
14 years, whose right eye was blind from infancy. She was said
to have had no disease whatever of the eyes; the right eye in
particular had never been reddened or inflamed. The left eye was
normal, except for about 1() of divergence, externally the right
eye resembled the left eye in every way. The right pupil did not
react directly to light but its consensual reaction was normal.
With the corneal microscope and slit-lamp, numerous old, evenlv
distributed precipitates were discovered on the back of the cornea;
there were little pigment clumnps and stars reminiscent of the
pupillary membrane on the anterior cap,sule of the lens. The
lens was clear and had well demarcated zones but no retrolental
space was visible. The vitreous chamber was filled with a veil-
like membrane whose meshes held coarse white particles. A
second denser membrane ran sagitally and was moored by tough
strands to the pupillary region, and to the ciliary region near the
equator of the lens. The posterior strand emerged from a de-
tached fold of retina. The retina itself had a peculiar dullness
and did not show the normal reflexes. There were small clear-
cut white spots. No macula-reflex and no macula-yellow could
be seen with red-free light. The patient was otherwise bodily
and mentally well developed. Wassermann and tubercle bacilli
reactions were negative. No illness apart from measles. Nothing
noteworthy in the family history.
The second was a baby girl, aged 14 days, brought to the clinic

by the parents because of the child's eyes having been lustreless
from birth. The history revealed nothing of importance. An
elder brother and the parents healthy. No family history of
tubercle. The Wassermann reaction was repeatedly negative in
both parents and children. The pregnancy and confinement were
normal in every wav. The child looked perfectly healthy and
had no stigmata of congenital svphilis and her further develop-
ment was normal. The findings gathered by repeated slit-lamp
examination, partly under hedonal stupor, were: right eye milky
dullness of cornea with stippled surface. On Descemet's membrane
there were coarse flakes of exudate, and the iris was very hyper-
aemic with posterior synechiae and exudate on the lens. View
further back was blocked. Left eye: cornea densely dull with
numerous precipitates on the back. Iris dimly seen; with
numerous posterior synechiae. Both globes normal in size and
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form. No ciliary injection. Movements full. Pupils active to
light. Tension normal.

Paracentesis and washing out of the anterior chambers led to
appreciable clearing of the corneae. The washed out exudate was
examined for splirochaetes by Burri's method, and for bacteria
with the Gram stain. The exudate was also implanted into a
rabbit's anterior chamber. The tests were all negative. Hcowever,
an inunction treatment was carried out for three months and every
attempt made to break down the synechiae with mydriatics.
Gradually the corneae became clearer, the precipitates absorbed
and the exudate on the lenses became smaller; but the synechiae
remained practically unbroken. The iris in both eyes was tightly
stretched and very atrophic. The hyperaemia. disappeared
gradually. At this stage the clearing pupillary regions brought
to light shrinking complicated cataracts with calcareous deposits.
Severe bilateral nystagmus was noted from the child's seventh
month. Discission being impracticable the right cataract was
extracted with escape of vitreous and subsequent phthisis bulbi.
No operation was done on the left eye, but the lens shrank
sufficiently to enable the child to get about with a correcting glass.
So far as could be made out the fundus was not diseased. From
this the author assumes that probably the right fundus was also
free from disease. In this case neither histologically nor by animal
experiment was the cause of the affection discoverable. Judging
from the condition of the fundus the inflammation occurred
probably not very long before birth.
The only other similar case on record comes from Thier, who

had the opportunity of examining histologically the eyes of a
child which died when three weeks old, and had been under the care
of an ophthalmologist from birth because of compilicated cataract.
Microscopically, anterior synechiae, shrinking of the ciliary body
and a complete cataract embedded in dense exudate were found.
Thier labelled the condition "cyclitis foetalis," but did not tackle
the question of its aetiology. From the early death of the child
Stiibl surmises it was a case of congenital syphilis.

D. V. GIRI.

(8) Favory, Albert (Paris).-Concerning annular scotoma. (A
propos du scotome annulaire.) La Clin. Okhtal., January,
1928.

(8) After crediting v. Graefe with the discovery of annular
scotoma Favory complains that in France much less importance
has been attached to this condition than elsewhere. At the present
time, he says, annular scotoma is synonymous with retinitis
pigmentosa. W\ithout disputing the importance of retinitis
pigmentosa he wishes to show that annular scotoma is frequently
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due to other causes. It will suffice to abstract from the text-a list
of these in the order in which they are mentioned: (1) chronic
choroiditis of syphilitic and myopic origin; (2) Jensen's chorio-
retinitis juxta papillaris (van der Hoeve); (3) phototraumatisms
such as those due to fulg,uration, eclipses and the prolonged fixation
of the sky or of bright lights (Hancock, Jess, Frank); (4) chronic
glaucoma (Lagrange, Bjerrum, Roenne, Elliot, Traquair); (5)
disseminated sclerosis (Wilbrand and Uhthoff, the author himself),
encephalitis (Wardenburg's case in thesis by Vialeix). Tabetic
optic atrophv (Fuchs). Lead poisoning (Landolt). Papilloedema
(v. Szily); (6) lesions of the chiasma (Cushing, Traquair, the author
himself); (7) traumatisms of the skull (Wadsworth, Kalt,
Beauvieux, Leblond, the author himself).
Favory points out that just as in the case of retinitis pigmentosa

there had been long discussion as to the origin of the trouble,
so now each category requires to be explained by a particular
mechanism. These mechanisms are not discussed by the author
in any detail. Several visual fields are illustrated and there is
a bibliography which does not contain all the names mentioned
in the text. Further, such misprints as Nittleship, Hancok,
Eliote, Cusheng, Hirshfeld are peculiarly irritating.

ERNEST THOMSON.

NOTES

As 'we go to press we hear, with great regret,
Deaths of the deaths of three eminent French ophthal-

mic surgeons; Marc Landolt, Felix Lagrange
and Camille Fromaget. We hope to publish further details at a
later date.

* * * *

Treatment for an BENVENUTO CELLINl,il his Memoirs, tells the
intra-corneal foreign following story of an intra-ocular foreign body
body in the XVIth and its treatment. As he was preparing some

century tools to work upon his statue of Perseus, "a
little bit of steel flew into my right eye, and entered so far into the
pupil that it was impossible to get it out, so that I was in very great
danger of losing that eye. Several days after I -sent for Maestro
Raffaello de' Pilli, a surgeon, who took two live pigeons, and making
me lie upon my back, with a little knife opened a vein in each of
their wings, so that the blood ran into my eye, and I was thereby
greatly relieved. In the space of two days the bit of steel issued
from my eye, and I found that I had received considerable ease and
in a great measure recovered my sight."
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