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Glaucoma: A Text-book for the Student of Ophthalmology. By
ROBERT HENRY ELLIOT, with 158 illustrations. London:
H. K. Lewis & Co., 1918. Price, 21s.

Colonel Elliot's previous work has proved so valuable that a
widespread interest in his new book is ensured beforehand: his
many followers in the matter of sclero-corneal trephining will be
eager to hear him on the whole subject of glaucoma. Outside the
limits of clinical work he does not claim to speak as an original
investigator, but adopts the attitude of an earnest student who, on
carefully studying the vast literature of glaucoma, has realised
"how chaotic are many of the prevailing views." For three years,
he tells us, he has striven to " unravel the tangle "-to winnow the
chaff from the wheat, giving everyone a fair hearing, giving credit
where it is due, rejecting what seems unworthy of credence, be the
authority what it may, and thus, while helping himself to a clearer
comprehension of the subject, to be of use to others. The result is
an important volume of 540 pages which deals in a comprehensive
way with a mass of material gathered, with ample acknowledgment,
from many sources. Only an outline of the contents, together with
a few comments on salient points, can be given here.

Chapter I is preliminary. The subject is defined. The term
glaucoma is "a convenient clinical label for a large group of patho-
logic conditions, the distinctive feature common to all of which is
a rise in the intra-ocular pressure." "To this rise all causes of
glaucoma lead up: on it every sign and symptom depends." Primary
and secondary forms are distinguished in the usual way. The terms
simible (non-congestive) and congestive are adopted: the term in-
flammatory is condemned. The designations acute, sub-acute, and
chronic, have caused confusion through being used in difterent ways;
they apply properly to difterent stages of the same condition and not
to difierent clinical entities. A short account of the anatomy of
"the parts concerned in glaucoma" follows: then a brief history
of the subject.

Chapter II deals first with certain terms in frequent use. The
difference between pressure and tension is pointed out. The words
elastic, rigid, closed, are defined, and the fact that the eyeball is not
strictly speaking a closed sphere and has not a rigid envelope is
elaborated. The existence of "filtering" as distinguished from
" fistulous" scars is questioned. \Ve admire precision, but does
not the author fall a little below his own high standard when he
says that what the finger or the tonometer tells us is the tension of
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the tunic rather than the intra-ocular pressure ? Really it is neither
the one nor the other, but just the impressibility of the eyeball,
which is a resultant of these two factors and some others. But the
use of the word tension in this connection, though not strictly
correct, is far too convenient to be dropped.
The flow of fluid through the chambers, pressure-changes in

some forms of glaucoma, and the production of the intra-ocular
fluid, are next discussed. Lastly, we have the important subject
of the relation of chamber-pressure to systemic and to intra-
ocular blood-pressure respectively. All will accept the conclusions
that a change in systemic blood-pressure is not necessarily
associated with a similar change of chamber pressure; that the high
blood-pressure of arterio-sclerosis is not usually associated with
high chamber pressure; and that osmotic action plays a large part
in the transference of fluid from the anterior chamber into Schlemm's
canal and the iris veins. That this osmotic action is "strongly
reinforced" during the waking hours by the "pump-action "
described by Professor Arthur Thomson is, we think, a less safe
conclusion.

Chapter III is concerned with the aetiology of glaucoma. A
sound plea is made for distinguishing between the tissue-changes
which are causative of and those which are consequent upon the
morbid process. Further we read that "there is a widely existent
confusion between the aetiology, the pathogeny, and the pathological
anatomy of the disease," and that this is " fatal to clear thinking."
We will not dispute it, but has our author noticed that on almost
the next page he invites us to study pathological anatomy under
the general heading, " Aetiology," and that under the sub-heading,
" Pathological Anatomy," he tells us about the normal growth of
the lens ? The truth is that matters of this kind cannot always be
sorted out and grouped in a rigidly logical way; indeed we will
venture the criticism that our author, in his desire to be strictly
systematic, has disarticulated and parcelled out his subject rather
more than is really helpful. But this is mere by-play; let us keep to
the essentials. In this chapter are discussed the many factors that
take part, or are supposed to take part, in the glaucoma-process-
changes in the vessels, cavernous atrophy of optic nerve, fibrosis of
pectinate ligament, hydrophyllism; closure of filtration-angle,
shallowing of anterior chamber, dimensions of eye, continuous
growth of lens; age, sex, heredity, refractive errors, mydriasis,
nerve-shock, febrile diseases, injuries. Here, as elsewhere through-
out the book, evidence is carefully weighed, and dogmatism is
avoided. Some questions, of course, are prudently left open.
On one important and much disputed point Elliot speaks

positively: " There is no essential difference between the most
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chronic form of simple glaucoma and the most violent type of the
congestive," (p. 383). "If the pressure rises slowly the circulation
can adapt itself . . . and the glaucoma remains simple. If
the increase of pressure is a rapid one, no such adaptation is
possible, and an attack of congestive glaucoma is the result " (p. 6).
" Simple glaucoma frequently passes into the congestive form "

(p. 381). "Very few cases, if any, are absolutely innocent of a
congestive element throughout their course" (p. 244). We feel less
sure of this essential identity than formerly. The ultimate con-
gestive stage of a simple glaucoma is different anatomically from an
initial congestive attack, and although certain predisposing conditions
are common to both types of the disease, we think an essential
difference in causation may yet be established. Heerfordt's
discrimination between a lymphostatic and a haemostatic condition
has perhaps received less attention than it deserves.

Chapter IV is entitled The Diagnosis of Glaucoma, and consists of
six parts. The most valuable, perhaps, are the two which deal with
glaucoma-defects in the visual field. Methods of perimetry, varieties
of defect, and anatomical reasons for the latter are ably discussed
with the help of original diagrams. Bjerrum's sign, though
appreciated late in this country, is now of course well known.
Roenne's step attracted general notice later still. "It is very
frequently present" says Elliot, and only overlooked because
" many surgeons are in the habit of moving their test-object along
a few only of the radial diameters." To find it he advises first a
careful examination of the radial meridians above and below the
horizontal one, and then a movement of the test-object in successive
concentric arcs across this line. The reviewer has long urged, and
does so still, that for the glaucoma-field the circular method is
preferable to the radial and usually renders the latter superfluous;
to those who use it the "step" has long been a familiar finding
and a " characteristic concentric contraction" of the field is
unknown.

Seidel's sign-a small extension of the blind-spot upwards, down-
wards, or both ways, following the course of the nerve-bundles, is
a matter of great interest if, as as,serted, it is frequently the first
discoverable defect in the field. One would not expect that when
an isolated fibre-bundle is damaged at the disc the loss of function
would be equal and simultaneous over the whole of the arcuate or
comet-like area which it serves; the question is whether the head
or the tail of the comet is usually the first to show itself. Elliot
says it is the head; in other words that scotomata caused in this
way usually begin at the upper or lower margin of the blind spot
and spread later to the periphery. He gives two illustrative charts,
which, however, as he points out, are not entirely in line with
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Seidel's. The point is of great diagnostic interest. We hope he
will give us further findings. This chapter concludes with a section
on Tonometry and on the Examination of the Light-sense. The
author describes and figures a lantern he has devised for the
latter purpose.

Chapter V describes many forms of secondary glaucoma, and
discusses possibilities of treatment in connection with each.

Chapter VI treats of congenital glaucoma and some allied con-
ditions-buphthalmos, juvenile glaucoma, megalocornea. Causes,
essential changes, complications, and possible modes of treatment,
are considered. "The writer believes that there is no surer, and
at the same time safer, method in buphthalmos than the use of the
trephine."

Chapter VII discusses in an instructive way the measures other
than operative, which are useful in combating the disease. Stress
is laid on the regulation of the patient's mode of life. The
opinion expressed on the advantages and disadvantages of con-
tinuous treatment by miotics will be generally accepted. Massage
is commended more highly than we should have expected. Its
value "in the treatment of glaucoma, altogether apart from any
operative interference, has been greatly under-estimated in the past
by the medical profession. The tension of an eye can be quickly,
painlessly, harmlessly, and repeatedly reduced, by this means
without the intervention of the surgeon; for the patient can learn,"
etc. Is it quite safe for glaucomatous eyes in general ? When a
bundle of nerve-fibres at the disc is already stretched and compressed
nearly to its limit of functional endurance, may not a little added
pressure, however brief and skillfullv applied, occasionally act like
the last straw on the camel's back ? We have used massage
almost habitually after lowering the tension by operation, but have
been chary of it in unoperated glaucoma for fear of doing harm-
perhaps without sufficient reason.

In the last three chapters we read of the operative treatment of
glaucoma, and first of the work and writings of the " Old Masters,"
especially of von Graefe and his ardent follower, de Wecker. To
the latter belongs the credit of insisting on the importance of a
filtering cicatrix, and of expressly attempting to obtain it. But in
simple glaucoma, just where it was most needed, it was obtained
only in a minority of cases. Statistics are given to show that in
"the iridectomy period" the treatment of simple glaucoma was
unsatisfactory. Of the successes obtained in early congestive cases
not very much is said. Remembering what iridectomy has done
for acute glaucoma during the last sixty years, and that four
years ago (International Medical Congress) a large majority of
British ophthalmic surgeons were still employing it in preference

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bjo.bm

j.com
/

B
r J O

phthalm
ol: first published as 10.1136/bjo.2.6.343 on 1 June 1918. D

ow
nloaded from

 

http://bjo.bmj.com/


CORRESPONDENCE

to any substitute, we think that "the case for iridectomy"
is somewhat stronger than the author makes it. Then
follows an interesting account of the introduction of " the newer
operations "-partly quotation from the well-known article by
Ballantyne. Lastly, after descriptions of other forms of sclerectomy,
we have a lucid'account of sclero-corneal trephining, with all the
details relating to it. Colonel Elliot's work in this field is known
to all.
We have commented on the book chiefly as a critic and a

questioner, but that is far from being our whole attitude towards it.
It is a work of high value. It represents not only a wealth of
clinical experience, but a vast amount of thought and reading. In
its pages, and by means of its many references, one can survey the
whole subject of glaucoma more thoroughly than has been possible
for many years without great labour. Every earnest student of
ophthalmology should be grateful to its author.

PRIESTLEY SMITH.

CORRESPONDENCE

ATROPIN IN CATARACT EXTRACTION

To the Editor of THE BRITISH JOURNAL OF OPHTHALMOLOGY

SIR,-With reference to Mr. Fisher's suggestion that atropin
should be instilled into the conjunctival sac previous to cataract
extraction, I desire to inform you that it was the practice at the
Egyptian Ophthalmic Hospitals for many years, and until recently,
to instil atropin into the conjunctival sac of patients on whom
extraction with iridectomy had been performed, immediately the
operation had been completed and previous to covering the operated
on eye. Whether atropin is instilled previous to the section or
immediately after the iris toilet obviously makes no difference.
This procedure was stopped a year or two ago because it was found
that it rendered the liability to adhesion of the periphery of the
pillars of the iris to the wound more frequent. The number of
extractions of senile cataract performed at these hospitals last year
was 477.
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