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CORRESPONDENCE

To the Editors of THE BRITISH JOURNAL OF OPHTHALMOLOGY.

SIRS,-The interesting essay on Trachoma in the British
Empire by Dr. MacCallan which appeared in the November issue
contains reference to the extent of trachoma in Australia. Fifty
years ago the principal work of an oculist, certainly in Victoria
and South Australia, was the treatment of trachoma, or as it was
called in the country "sandy blight."
On September 20, 1909, in the Intercol. Med. Ji. of Australia

Dr. Orr and I, with the aid of Dr. M. Lynch, published a map
of Victoria showing the districts most affected, together with
metereological and other details. This map was reproduced in a
work of mine the "Twin Ideals," 1918.

It was during the course of that inquiry that one became aware
that trachoma was diminishing. The steady disappearance of the
disease has become obvious in recent years. In the larger cities
new cases are rarely seen and much the same comment applies
to the country. My colleagues at the Eye and Ear Hospital,
Melbourne, inform me that they do see new cases, but mostly in
recent immigrants.
My recently published analysis of the causes of blindness as

in the Royal Victorian Institute for the Blind tells the tale in
unmistakable fashion (Med. Jl. of Aust., December 30, 1933).
What may be the reason for the practical disappearance of

trachoma as a major disease it is difficult to say. The conditions
of life have certainly improved, but there was no lack of vigorous
and fine physical development 50 years ago.

Elsewhere, both Lieut.-Col. Eason and I have drawn attention
to the fact that during the war when British soldiers, to the number
of some hundreds of thousands, were in contact with the Egyptians,
who are almost universally affected, certainly less than 100
infections took place. Probably a very small number.
There are three diseases which cause much thought and raise

biological problems of difficulty, viz., trachoma, gonorrhoeal
ophthalmia and leprosy.
Trachoma seems to be, with Anglo Saxons, very feebly con-

tagious. At all events infection is rare. During the war the cases
of gonorrhoeal ophthalmia in Egypt were almost negligible, and
yet amongst the Turkish prisoners clinical gonorrhoeal ophthalmia
was a deadly, contagious and widespread disease.

In Hawaii the Medical Officer at the Kalihi Receiving Station
for Leprosy informed us that live organisms had been injected
in a few cases and had failed to produce the disease. He added
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CORRESPONDENCE

that he did not know how leprosy was communicated; to which my
comment was that I did not know how trachoma arose. In all
three diseases there is an unknown factor (as in so many biological
problems) which renders their spread possible. Yet we do know
that true trachomatous material grafted into the conjunctiva will
produce trachoma, and we have always assumed that gonorrhoeal
pus would produce gonorrhoeal ophthalmia. At all events what-
ever be the explanation there is no doubt that trachoma is
disappearing in Australia, to my own knowledge in Victoria and
from the reports of oculists in other States.

I am, etc.,

JAMES W. BARRETT.
MELBOURNE,

December 27, 1934.

CONJUNCTIVOPLASTY

To the Editors of THE BRITISH JOURNAL OF OPHTHALMOLOGY.

SIRS,-This very brief communication refers to a small but
important point in effecting a satisfactory conjunctival support to
clean corneal wounds, corneal fistulae, etc., which I do not think
is generally known or practised and which I have for a considerable
time found most efficacious.
The object of placing a conjunctival flap over a wound of the

cornea is, of course, to support by means of a natural bandage
Lhe edges of the wound until coapted there is a sealed junction,
though not necessarily a firmly healed wound. Now ordinarily
the conjunctival flap dissected from the limbus and undermined
is brought up or down as the case may require, and its lateral
margins are sutured to the conjunctiva which has not been separated
from the subjacent tissue. The result is that the friable con-
junctival membrane allows the stitches to cut through sometimes
in 24 hours causing the flap or apron to recede and the wound is
no longer sealed or supported. Should this occur the primary
object is not achieved. The proper procedure is to incise and
slightly undermine the bulbar conjunctiva at the sites where it is
desired to attach the free edges of the flap, these are then drawn
under and anchored by suture in precisely the same way that
the apex of a pterygium is anchored in a transplantation operation.
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