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WVHEN I was asked to give this Lecture, I accepted without hesi-
tation, because I felt it was impossible to forego such an honour,
but I was not so decided as to my subject.
As you know, I am not an ophthalmic surgeon, and when I

looked back on the list of former Lecturers I realised my own
shortcomings in comparison with these men of fame and repute.

I have, however, been Visiting Pathologist to the Birmingham
and Midland Eye Hospital for many years, and from that view
point I have been able to see much, if not all, of the " game."

In addition I have been associated in the study of syphilis- in
Birmingham and elsewhere, and I decided that perhaps you may
be interested in my views and experiences of syphilis in ophthal-
mology. I further thought, I hope rightly, that you would prefer
that I gave you for the most part my own experience, and in the
main my own observations, rather than a collected mass of ideas,
figures and statistics, from medical literature.

Incidence, and perhaps even type of lesion may vary in different
towns and countries; what I intend to give you to-day is my
observation over the past fifteen years in the town of Birmingham.

Preliminary
When one considers medicine and surgery over the past fifty

years or so, it seems to me that one of the most remarkable things
is the gradual but enormous growth in what one might call

* The Middlemore Lecture, September 26, 1941.
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ERIC W. ASSINDER

scientific medicine, as distinct from clinical medicine, and of all
the advances and discoveries which have been made, surely none
has exceeded in value or brilliance, the discovery of the spiro-
chaeta pallida, by Schaudinn, and the application of the Bordet-
Wassermann reaction early in the twentieth century.
You have only to read text-books, and articles of the past by

various clinicians, to realise how very wide of the mark clinical
diagnosis may be.

I well remember, more than twenty years ago, seeing a member
of our own profession who had been advised by the best surgical
authorities in the country to have his leg amputated through the
hip joint without delay, for sarcoma. He gave a positive Wasser-
mann reaction and is walking about on two good legs to-day.
'I could give you many such examples with the intention of show-
ing that clinical observation in these days is not enough. We
must have a confirmation of our suspicions if possible by a
scientific test.

History, also, in a particular case is oftfn very misleading.
Many people who have syphilis are entirely ignorant of the fact,
and others who know that they have been infected will deny it
strenuously.

I contend that our most reliable method of diagnosis of syphilis
is (apart- from finding the spirochaeta in some of the acute cases)
the Wassermann test or some reputable flocculation test.

I do not say that in these serological tests we have 100 per cent.
reliable diagnostic results. I know that the findings appear to be
sometimes incorrect, and then the clinician comes into his own
again. But I do ask you to pause if your diagnosis does not agree
with the Wassermann reaction in a case of suspected clinical
syphilis; you may be right, but you are probably wrong.

Again, do not be misled by the so-called " weakly " positive
Wassermann-I much prefe.r the term " doubtful "-it is not
diagnostic of syphilis, but it may be of the greatest importance.
There is one other point which I hesitate to mention, but I

think I must. In some laboratories the tests are not carried out
in a way to give the same reliable results as in others, so that
false results are obtained, which is worse than no result at all.

It may be advisable to have two tests-a Wassermann and a
flocculation or Kahn test, done as routine. But whatever the test
I ask you to remember that you are not dealing with the infallible,
and that it is not difficult to have a test repeated.

Incidence of Syphilis in the Eye Hospital
During the past fifteen years I have been asked to see practically

every case suspected of the possibility of syphilis which has
attended the Birmingham and Midland Eye Hospital, for the
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SYPHILIS IN OPHTHALMOLOGY 3

purpose of a Wassermann test, and I propose to give you the
figures obtained, and to discuss briefly some questions which arise
as regards diagnosis, prognosis and treatment.

I wish at the outset to emphasise that the diagnosis has been
made by ophthalmic experts-the honorary surgeons of the Bir-
mingham Eye Hospital-and I personally disclaim any share or

responsibility in the diagnosis.
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ERIC W. ASSINDER

YEARS

1926 197 M 1919 MO 191 1932 19)) 1934 195 1936 19)7 1936 1*9 1940

\>___4Ao __L_4o

Cases aged 16 or under 19298 17 1930= 6

Total Number of Cases Tested-6839
The total number of cases has been 6,839: of these, 1,015 have

given positive (or weakly positive) Wassermann results, and it is
these positive cases that I propose to consider in some detail.
The charts showing positive, negative and total number of

cases, are instructive.
The positive cases show, from 1928, a persistent decrease, so

that by 1940 the actual number is less than half the average number
of cases, and less than one-third the figure reached in 1928. As
will be seen, this is not due to the smaller number of cases sent
for examination; these in fact have increased, for in 1940 the
gross number of all cases was practically equal to the average,
and the number of negative cases was above the average for the
fifteen years under review. The remarkable decrease in positive
cases must be due to some factor or factors, and I suggest to you
that it is undoubtedly chiefly due to the enormous amount of
routine offensive effort made by the V.D. clinics in Birmingham,
and all over the country, under the control of the Ministry of
Health.
Some cases are of course slipping through the net, but I am

convinced that had it not been for the V.D. clinics, the above
charts would show an ever-increasing rise, rather than a continual
fall, in the positive cases.
From many years' experience of various Hospital Departments,

I am quite sure that the proper place for the treatment of syphilis
of any and every type is the V.D. clinic.

4
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SYPHILIS IN OPHTHALMOLOGY

WASSERMANN REACTIONS IN OPHTHALMIC CASES

Analysis of 1,015 Positive Cases

1 Gumma in orbital area
2 Scleritis ...

3 Keratitis ...

4 I ritis ... ... ...

5 Choroiditis. Retinitis
6 Optic atrophy ...

,, neuritis ...
7 Nerve Palsies ...

Miscellaneous ...

Total ...

Positive \VeaklyPositive

19 -
17

505 48
93 3
72 15
69 5
12 7

113 6

900 84
31 _

931 84

1,015

I wish to repeat what I have already indicated: that I do not
claim that every case that gave a negative result was not syphilitic;
there are no doubt a few which have not shown " Wassermann-
reacting-bodies," but I contend that they are few.

Again, I look with suspicion upon the weakly positive cases,
and I can tell you that those included in the above list have been
considered carefully from a clinical as well as a serological stand-
point, and I believe these cases to be genuine " positives."

Cases in Detail

General.-Syphilis may be divided into acute (congenital and
acquired), and chronic (congenital and acquired).
At the present time one sees very little acute syphilis in ophthal-

mology. In the past fifteen years I have seen only one primary
sore of the eyelid.

Acute iritis due to secondary syphilis is more common, but as
I shall mention later, I have seen probably fifteen of these in the
same period.

I have also seen one case of third-nerve palsy associated with
a secondary rash.
Of course there are also the cases of secondary rash involving

the lids and conjunctiva.
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ERIC W. ASSINDER

The very great majority of cases therefore are associated with
chronic syphilis, and at the outset I wish to emphasise a very
important point: it is often difficult and sometimes- impossible
to decide whether a particular case is of the acquired or congenital
variety. Age may help, or if you have the well known signs, such
as Hutchinson teeth, depressed bridge of nose, etc., or a reliable
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III nerve palsy in secondary syphilis. Note papular rash of arm.

.history of infection, a diagnosis may be easy; but on the other
hand you may have no such indications, and I would remind
you that the lesion in both congenital and acquired syphilis is
basically the same, and is the result of the response of the tissues
to the irritation of the spirochaete, consequently the resulting
clinical conditions may be identical.

In some cases more than one site may be affected, e.g., quite
a number of cases of interstitial keratitis have, in addition, choroid-
itis, but in such cases I have taken the diagnosis as given by the
Honorary Surgeon.
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SYPHILIS IN OPHTHALMOLOGY

Secondary syphilis showing ulcerating papules of lids.

(1) Gumma in Orbital Area (19 cases)

A lump or an ulcer in any situation should make one think of
the possibility of gumma. Thirty years ago gummata were seen
much more frequently, and consequently thought of more often
as routine: to-day, being less common, they are sometimes not
thought of.

In this small number of cases the commonest has been the
gummatous infiltration, often with ulceration in and around the
lachrymal sac. A gumma may also cause proptosis and displace-
ment of the globe from a gummatous periostitis of the orbit or,
again, the region of the lacrymal gland is sometimes the site of
the swelling.

But whether in child or adult, tumours of the orbit demand a
blood examination as one of the first investigations in a differential
diagnosis.

7
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ERIC W. ASSINDER

(2) Scieritis and Episcleritis (17 cases)
Here again the number of cases is small, and the process is

gummatous. Apparently the condition may actually start in the
sclerotic, or else it may be a spread of a cyclitis or choroiditis
from beneath. I have not seen a case of the ulcerative type, but
they undoubtedly occur if the condition is left untreated. The
cases here reported cleared up rapidly with treatment.

Keratitis (553 cases)
The majority of cases of syphilis of the eye come under this

heading, and are of the diffuse interstitial type.
You will see from the chart that the numbers have fallen from

a maximum of 68 in 1928 to 15 in 1940.
It is well recognised that only a small proportion, probably

2 or 3 per cent., occur in acquired syphilis, the remaining 97 per
cent. are of the congenital variety. I have never heard a good
explanation of this most remarkable fact.
One must be careful of assuming that a particular case is con-

genital. I well remember showing a woman aged 27 years to a
class of students: she had interstitial keratitis, and I said that
it was almost certainly inherited. After the class the patient said,
" You were wrong about the condition being inherited; I acquired
syphilis six years ago from my husband."

Reliability of the Wassermann reaction in congenital syphilis.
-On looking through 100 consecutive cases of congenital syphilis
with keratitis at my General Hospital Clinic, I found that 85 per
cent. gave a positive Wassermann reaction and 15 per cent. were
negative, but on further investigation I found that of those 15 per
cent. 14 had had previous anti-syphilitic treatment. The only
patient who gave a negative Wassermann and had not been treated
was a girl aged 20 years with active interstitial keratitis of one
eye, whose mother gave a strongly positive Wassermann.
According to my reckoning the Wassermann reaction would

thus be reliable in nearly 99 per cent. of the cases of syphilitic
interstitial keratitis, if we exclude the treated cases.

Character of the Lesion
Much has been written on this subject; MLcIntosh and Fildes

(Syphilis, 1911) and others say that the spirochaete is found in
the cornea in early syphilitic keratitis.

Loewenstein (Klin. 1llonatsbl. f. Augenheilk., August 1997)
says that the uveal tract is the primary focus, and that the keratitis
is secondary.

8
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SYPHILIS IN OPHTHALMOLOGY

The anterior ciliary vessels have been blamed; Michel (Ber.
ophthal. Gesell., Heidelberg, 1895) considered that the interstitial
keratitis was due to a periarteritis in that region.

Allergy has also been suggested.
It would seem not improbable that any one of these suggestions

may have a part in the production of this strange condition. The
usual case with the positive Wassermann is probably directly due
to the spirochaete; the case with the negative one may be due to
the periarteritis causing consequent interference with the normal
circulation around the cornea.
The case which develops following specific treatment might well

be allergic.

Injury
Injury of all kinds may be the exciting cause of keratitis. During

the last war I saw several soldiers in whom gas attack started
interstitial keratitis in those with a positive WVassermann. I have
seen many cases in which the patient has thought that dust in
the eye started the condition.

Pregnancy may occasionally be a factor by its general metabolic
upset.

One or both Eyes
In 1863 Jonathan Hutchinson wrote a very remarkable book,
Diseases of the Eye and Ear consequent on Inherited Syphilis."

He states in 91 out of 102 cases both eyes were affected. In my
series of cases 43 per cent. are limited to one eye; I shall refer
to this again in a moment.

Age of Onset
In Hutchinson's 102 cases the average age of onset was 10 years.

In 1940 the average age of my cases was 18 years for congenital
interstitial keratitis, and as will be seen on the chart only 6 were
aged 16 or under.
The youngest child I have seen with this condition was one

aged 1.1 years.

Other Signs of Congenital Syphilis
Again quoting Hutchinson: he says that peculiarities of teeth

and physiognomy are the almost invariable concomitants of the
true disease.
On looking through 100 cases I find that only about 65 per cent.

show these signs, although artificial and decayed teeth may
account for a number of negative findings.

9
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Deafness also is only apparent in about 10 per cent. of my cases.
Clinical findings.-I do not propose to enlarge on clinical

features; they are well known to you, so is the association of
the cyclitis or iritis which generally appears to me to be present.
But I would remind you that, although infiltration of the deeper
layers of the cornea is usually seen, superficial types may occur,
sometimes with ulceration of the corneal epithelium, and some
look very much like a phlyctenular condition.

Treatment
I now come to the very important question of treatment in this

type of case. It is a matter upon which I feel rather strongly, and
in which I have been interested for very many years. I have noted
the opinions of various authorities, and I have watched the effects
of various treatments.

I have always tried to keep an open mind, but I propose to speak
very frankly about my conclusions.

First, I will quote to you what Hutchinson said in 1863:
After advocating the " cautious " use of mercurials and iodides,
he continues, " The duration of these cases is very unequal. I
have seen the corneae cleared and the attack over within two
months or even less, but this is rare. More frequently from six
to eight months are consumed before the corneae are restored to
fair transparency."

Secondly, I read from Duke-Elder's recent text book: " No
substantial progress has been made since Hutchinson's day, and
little or nothing can be done to alter the course of the disease
or alter its duration." Again (p. 1,967), " Interstitial keratitis
is intractable to treatment with arsenicals," and on page 1,977,
" local treatment should consist of frequent hot bathings or elec-
trical heat." As a result Duke-Elder finds that the " florid "

stage lasts from two to four months (p. 1,974). I will state quite
definitely what I consider to be the proper and necessary treatment
for these cases.

1. The immediate and prolonged use of arsenicals and bismuth.
2. The constant use of atropine.
3. The "religious" avoidance of all forms of heat applications

to the eye.
4. A simple shade and the avoidance of all interference such

as washing out the anterior chamber, which I have seen practised
with shocking results.
Now I assume that our objectives in the treatment of interstitial

keratitis are
1. To relieve the local condition.
2. To eradicate the general infection.

10 ERIC W. ASSINDER
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SYPHILIS IN OPHTHAIMOLOGY

I think that few will dispute that, generally speaking, our best
drugs in the treatment of syphilis are arseno-benzol and bismuth.
On theoretical grounds alone therefore, one would give these drugs
in congenital syphilis; but I would go further than that and say
that I believe, without a shadow of a doubt, that these cases do
infinitely better when they are used than without their use.

I said I should refer again to the question of one or both eyes;
I contend that one eye only is affected in 43 per cent. of the cases
in my series chiefly because of the treatment adopted. Had that
treatment been withheld both eyes might have been affected in
nearly every case.

Again, as quoted above, Duke-Elder says, " the florid stage
lasts from two to four months." With treatment such as I have
indicated the duration is generally 2-6 weeks. When such a period
is exceeded it is nearly always due to the fact that someone has
been applying hot pads, or hot bathing. In my opinion these
applications of heat cause congestion-the very thing one wishes
to avoid. Do you foment a gumma, or even a sprained ankle?
No! Why then foment an inflamed and injured cornea?

Atropine is undoubtedly necessary but I doubt whether its use
should be prolonged more than three weeks or a month.
Now I am not going to suggest that the results with arseno-

benzol and bismuth are the spectacular successes which one obtains
in acute syphilis; the conditions are not 'parallel. The minimum
duration of treatment I should say is three years, and in most
cases it is very considerably longer. Among other things a nega-
tive Wassermann reaction is aimed at, and I say that as long
as a positive Wassermann reaction is present, some sort of specific
treatment should be given.

I know from experience that it is wearisome both to the giver
and to the recipient, but I am sure that it is advisable. I admit
also that relapses in the other eye do take place whilst the patient
is on treatment, and I suggest that they are allergic-they occur
in about 2 per cent. of my cases.

Clinically I find that in cases with a negative Wassermann the
cornea does not appear to clear as well under treatment as in those
with a positive reaction, and it may be that in these there is a
chronic sclerosis around the ciliary vessels, interfering with the
normal corneal metabolism.

Clinical Results
The clinical results obtained will, in my opinion, depend very

much on the early treatment, and on the nature of the treatment.
Default from treatment may be responsible for relapse. I say
again that hot pads and the like are conducive to permanent
opacity.

1 1
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ERIC W. ASSINDER

But looking through case sheets where the patient has been
under treatment and observation for 10 or 15 years, the figures
as a whole show:
Obvious permanent opacity, 8 per cent.
Haze of cornea, or slight opacity, only seen on close examina-

tion, 37 per cent.
Macroscopically clear corneae, 55 per cent.

The Uveal Tract
The spirochaete in chronic syphilis seems to have a particular

liking for mesoblastic structures and, as one would expect, -lesions
of the vascular coat of the eye occur frequently. I have already
mentioned that many cases of interstitial keratitis are associated
with iritis and choroiditis, but I am not including those cases
here.

Iritis (including cyclitis)-96 cases

Although iritis in young children (under one year) caused by
congenital syphilis appears to have been fairly common in
Hutchinson's day, I cannot remember a single case referred to
me in the past 15 years. The occasional case has been seen in
older children due to congenital syphilis (the 'youngest in this
series was 6).
The great majority of cases are in older patients, and are of

the acquired type.
I read in Burke's Venereal Diseases, 1940, that: " Syphilis

is the commonest cause of iritis-70 per cent. of all cases." That
is a statement with which I cannot agree; for example, in 1939
out of 07 cases of iritis tested only 5 gave a positive Wassermann,
and I think that is a fair picture of the incidence of syphilis in
cases of iritis.
Of the 96 cases, only 15 have been associated, as far as I can

gather, with acute syphilis, in which one may get the very dis-
tinctive condyloma iris, together with the secondary syphilitic
rash.
The majority of cases have nothing to distinguish them clini-

cally, and my conviction is that a Wassermann should be done
in every case. Erle Moore (Modern Treatment of Syphilis, page
27) describes a fulminating type of case. He says " it may be
so fulminating as to destroy vision within a short time." I have
never seen this type of case, neither have my colleagues here, from
whom I have enquired.
No doubt early treatment of secondary syphilis will have a

marked effect in the incidence of iritis. If treatment is delayed

12
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SYPHILIS IN OPHTHALMOLOGY

for months through, perhaps, lack of diagnosis, as is sometimes
the case, then iritis is likely to be commoner.
Again it is difficult to draw a sharp line between late secondary,

early tertiary disease, and the half-treated relapsing case.
As regards treatment, I feel surely that there can be no doubt

that syphilitic iritis is best treated on the lines of a syphilitic
infection-with routine arsenic and bismuth.
The pupil should, I believe, be dilated with atropine, and in

my experience the results in all cases are excellent; always pro-
viding that dense synechiae have not been allowed to form through
delayed treatment.

Choroido-retinitis (87 cases)

Going further back in the tract it is difficult to separate choroid-
itis from retinitis. I have therefore included the choroid and retina
together.

Here is a picture of the choroid and retina from a case of con-
genital syphilis. You will see the massive scarring of the choroid
with formation of dense fibrous tissue, and the thin, grossly de-
generated retina.

Eighty-seven no doubt is an understatement of the actual
number of cases. As I have already said, this condition is often
seen with interstitial keratitis, and it is also seen with some of
the cases of optic atrophy.

I personally have never seen a case of choroiditis or retinitis
associated with acute syphilis, and I must confess at once that
I am quite unable to say definitely what proportion of the cases
I now refer to is acquired. I am convinced that the great majority
are congenital. For example, I saw a man of 60 recently, who
was diagnosed as tertiary syphilis on account of a choroido-
retinitis. He was indignant and told me that he knew that he
was seen as a child of eight for trouble " at the back of his eye,,"
and that he never had had syphilis of the acquired type. It seems
to me that most of these cases are seen in the degenerative state,
when some healing has taken place long after the acute invasion
has subsided.

I assume that the pepper and salt diffuse type is practically
always congenital and that the patchy type, in which one sees
large or small pigmented areas, or, on the contrary, white areas
of degeneration, may be either congenital or acquired.

I have no doubt that in not a few cases of choroido.retinitis a
negative Wassermann has been obtained where the actual infection
has died out or been killed. We are then dealing with a post-
syphilitic degeneration.

13

 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.26.1.1 on 1 January 1942. D

ow
nloaded from

 

http://bjo.bmj.com/


ERIC W. ASSINDER

There are, however, a number of cases seen in which, I am
told, there is active disease, and here it is of first importance tc
the patient to make a correct diagnosis and to stop the progress
of the trouble. From the courteous co-operation of my colleagues,
who have examined many of these cases for me during and after
treatment, I am sure that much can be done by proper treatment
to limit the extension of damage, and, as before, that treatment
is arsenic and bismuth, over a prolonged period-not simply hope
and a few bottles of mercurv and iodide.

Again, I am told by the ophthalmologist that in the majority
of cases it is impossible to say clinically that a particular case is,
or is not, syphilitic. For example, some will say that the clinical
diagnosis of retinitis pigmentosa can be made with certainty.
Others are not so sure when differentiating between that condition
and syphilitic choroido-retinitis. I think that the wise clinician
will rely on the Wassermann test in such cases.

Nerve Lesions

Optic atrophy 74: optic neuritis 19: nerve palsies
(including Argyll Robertson pupils) 119.

These lesions must, I think, be regarded as part and parcel
of an affection of the central nervous system, for with the excep-
tion of a few cases of nerves involved in a gummatous process in
the orbit, and some cases of retinitis, they are practically all part
of gross involvement of syphilis of the brain and spinal cord.
Here is a table of 100 consecutive cases of cerebro-spinal syphilis

which attended my Clinic at the General Hospital, with the result-
ing blood and spinal fluid tests.

Wassermann Tests in Cerebro-Spinal Syphilis (100 cases)
Pos. in blood and Neg. in blood and Pos. in blood and Neg. i)t blood and

Pos. in C.S.F. Pos. in C.S.F. Neg. in C.S.F. Neg. in C.S.F.

80 6 8 6

Of the six cases which were negative in blood and C.S.F., four
were known to have had considerable anti-syphilitic treatment.
The two with complete negative results, not definitely known to
have had treatment, were cases of locomotor ataxy aged 67 and
68. It is highly probable that both had had treatment, but, even
if they had not, the active disease may have died out, leaving the
post-syphilitic symptoms and signs of clinical tabes. In any
event, such results show the extraordinary reliability of the test,
and the necessity for an investigation of both blood and spinal
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SYPHILIS IN OPHTHALMOLOGY

fluid. I have to confess that this has not always been done in
cases which show a negative Wassermann in the blood at the
Eye Hospital.

Early Infection
I would ask you to consider what happens when a patient is

infected with syphilis.
In the primary stage alone in from one-fifth to one-third of the

cases, the cerebro-spinal fluid shows pathological changes.
In the secondary stage more than half the cases show patho-

logical abnormality in the fluid. With proper treatment this
condition subsides in practically every case. Unfortunately every
case does not get proper treatment, and it is the " half-treated "
case which develops neuro-syphilis.
We must look very broadly at the invasion of the central nervous

system. I have already noted the attraction of the spirochaete
for vascular tissue. It also appears to find a comfortable home in
the meninges.
Nervous syphilis might indeed be divided into vascular and

meningeal. The patient who has a " stroke " due to syphilis is
typical of the vascular type, which has started as a periarteritis.
May not the brain in general paralysis be regarded in the first

place as a meningeal and a diffuse vascular lesion of the smaller

A B

Syphilitic choroido-retinitis showing Normal.
gross degeneration of retina and
choroid.
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ERIC \V. ASSINDER

vessels, spread over a large area of the cerebral cortex, and giving
rise to a gross cerebral degeneration?
The case of locomotor ataxy in my opinion starts as a syphilitic

inflammation around the posterior nerve roots, which literally
strangles the nerve fibres. Here is a slide which shows the early
condition. You will see the gross round-celled infiltration around
the posterior nerve roots in the pia-mater and the subarachnoid

4~~~~~~~~fr ~~~~~~~~~~~~~~ ~"-' .1r

Retina normal. Retina. Primary optic atrophy.

space. Later on the active process may be gone, leaving only
the subsequent scarring and degeneration.
Much the same condition occurs in the optic nerve.
Igersheimer (Deutsch. Med. Wochen., 1926, Vol. 52) states

that every case of syphilitic primary optic atrophy shows round-
celled infiltration around the nerve.

" Primary oPtic atrophy " is a remarkable condition. I should
like you to look at a section of the retina from such a case. You
will see that the nerve cell layer is practically non-existent. It
would seem that this condition certainly has not started as an
inflammatory area in the retina. I cannot accept that this nerve
cell atrophy is toxic, and to say that one gets a peculiar proximal
and distal degeneration in the optic tract, as distinct from other
nerve tissues in disease, appears to me to be rather far-fetched.

16

 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.26.1.1 on 1 January 1942. D

ow
nloaded from

 

http://bjo.bmj.com/


SYPHILIS IN OPHTHALMOLOGY

The facts which appeal to me are, that in the optic nerve, just
as in the posterior nerve roots of the cord in tabes, we have a
slow strangulation of the nerve and vessels in the nerve, combined
with an arteritis causing perivascular scarring and thickening with
a resulting atrophy of the nerve cells in the retina, leading to
atrophy of the fibres as shown at the disc; in fact, is the atrophy
of the disc really primary at all ?

Syphilitic meningitis around posterior nerve roots.

I suppose that optic neuritis occurs in some cases where it is
not recognised, and that a secondary optic atrophy results, but
the number of cases of optic neuritis (19) is certainly small.
These optic atrophy cases may of course occur either in acquired

or congenital syphilis, and in association with the latter consecutive
atrophy associated with a choroido-retinitis appears to be fairly
common.

Prognosis in Optic Atrophy
If one reads records of expectation, you will be struck with the

dreadful prospect in store for the case of primary optic atrophy.
Lehrfeld and Gross (Arch. of Ophthal., 1937) say that 100 per
cent. are blind within eight years whatever the treatment.

If you take the advanced case, this may be true, but I would
urge the investigation of every case with, even a suspicion of a
pale disc. I know that opinions may differ in expert circles as
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ERIC W. ASSINDER

to whether a disc is normal, and in those relatively early cases
I am sure that, if syphilis is the cause, progress of the degeneration
can be hindered or stopped. You cannot expect the old case with
gross destruction of cells and nerve fibres to regenerate.

Ocular Palsies (119 cases)
These palsies, both internal and external, are often due to

syphilis.
Of the internal variety, the commonest by far is the Argyll

Robertson pupil, which, I should imagine, is nearly always due
to syphilis. There is considerable difference of opinion as to the
site of this common lesion, and I have no original ideas upon
the matter, but I do know that the " myotonic pupil," accom-
panied with the loss of other reflexes is very difficult to distinguish,
and that a blood and spinal fluid test is essential in all such cases.

I have said that the Argyll Robertson pupil is nearly always
due to syphilis. I believe that statement to be true and I believe
that one meets with the occasional case that is not caused by
syphilis.

I saw a young woman some months ago with typical Argyll
Robertson pupils. Her blood and spinal fluid gave negative
Wassermann reactions. The only history she gave was that at
eight years of age she had St. Vitus's Dance. I regard St. Vitus's
Dance as a meningitis, caused by the streptococcus of rheumatic
fever. I have seen sections of the brain from such cases.

After all, these Argyll Robertson pupils are the result of an
inflammatory condition-a meningitis-and I suggest that occa-
sionally conditions other than syphilis may be the causal factor,
for just as the lesions caused by syphilis may simulate other patho-
logical conditions, so other infective processes may simulate those
lesions found in syphilis.

Total internal ophthalmoplegia is much less common-as far
as I can estimate, less than 1 per cent. of all cases-and I should
say that syphilis is the most likely cause of such a condition, the
lesion probably being in the third nerve nucleus.

Extra-Ocular Palsies
Looking through 50 consecutive cases of this type I find that:

the third nerve lesions are seen in 68 per cent. of cases;
the fourth nerve lesions are seen in 8 per cent. of cases;
the sixth nerve lesions are seen in 24 per cent. of cases.

Syphilis appears to me to be the commonest cause of these palsies,
and a gummatous infiltration of the meninges at the base of the
brain seems to be the commonest site of the lesion.
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SYPHILIS IN. OPHTHALMOLOGY

What I should like to emphasise here, is the need for early
treatment. I have seen cases left for weeks or months without
proper specific treatment. The longer the delay, the less the
chance of permanent recovery.

Here is a picture of a patient with third nerve palsy due to
syphilis. Her blood gave a positive Wassermann, and her C.S.F.
gave a positive Wassermann with 84 cells per c.m.m. With active
treatment the recovery was rapid. She has been under observation. . . ~~~~~~~~~~~~~~~~~~~~~. ......I|I,II

.:..'> ..t jjR ........

Condyoma........i.s.F. of seconday sy
fluidSS have been consistently negativefor.pal .e. : :

.
'

...:

,,2~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~.. .......t.-
..e.......erfetly.w abn.rmw.:c .......c ..

slgtieult of th pupis.
.........-. ^s.

Mihscellaeos CasesC-glBt

..# .. .........:~~~~~~~~~~~~~~~~~~~~~~~~~ ... '..:..,
Condyloma iris~~~~~~~~~~~~~.Froof .eodr .syphilis.

flidshould liee tonsmakenatfe obserivationsuptonoiatheses.cases.

beenperfectly well. The only abnormality which I canseeisa~~~~~~~~~~~.......

First I am surprised that we do not see cataract and glaucoma
more often caused by syphilis. These two conditions, it seems to
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ERIC W. ASSINDER

me, ought to be far more frequently caused by syphilis, and al-
though a fair number of cases have been tested, the number of
positive results in both these conditions has been very small, even
if we include those cases which follow an obvious kerato-iritis.

Retro-bulbar neuritis as a definite entity also appears to be only
infrequently caused by syphilis, but I think that there is no doubt
that the spirochaete is responsible for a few cases..

Vitreous opacities, arteriosclerosis, hemianopia, nystagmus and
thrombosis of the retinal vessels, are all sometimes associated with
syphilis, and have given a few positive Wassermann results.

Treatment
This is not the place, nor is there time for a detailed statement

on the treatment of syphilis. I should, however, like to make a
few general remarks on the subject.

I think that all authorities agree that every case of syphilis in
the acute (primary and secondary) stage should receive arseno-
benzol compounds in conjunction with bismuth metal or salts.
There is naturally some difference of opinion as regards dosage,

duration, and as to whether the drugs shall be given continuously,
intermittently or concurrently.

Briefly the treatment I am adopting at the present time is shown
in this table:

COURSE OF TREATMENT GIVEN TO PRIMARY
AND SECONDARY SYPHILIS

WEEKS

1 { Neoarsphenamine 0'6 gm. or 0'45 gm.
Neoarsphenamine 0 3 gm. or 0 45 gm. Bismuth 0'2 gm.

2 Neoarsphenamine 0A45 gm. Bismuth 02 gm.
3 Neoarsphenamine 0A45 gm. Bismuth 0'2 gm.
4 Neoarsphenamine 0 45 gm. Bismuth 0-2 gm.
5 Neoarsphenamine 0A45 gm. Bismuth 0'2 gm.
6 Neoarsphenamine 0 45 gm. Bismuth 0'2 gm.
7 Neoarsphenamine 0 45 gm. Bismuth 02 gm.
8 Neoarsphenamine 0.45 gm. Bismuth 0'2 gm.
9 Confection of sulphur one drachm o.m.
10 Blood W. R.

12 } Pot. iodide 5 grains t.d.s.
Urine to be tested for Urobilinogen each week before injection.

13 t 6 weekly injections neoarsphenamine 0'45 gm. with 6to
18 bismuths.
19 Confection of sulphur one drachm o.m.
20 Blood W.R.
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SYPHILIS IN OPHTHALMOLOGY
WEEKS

2 } Pot. iodide 5 grains t.d.s.

23 6 weekly injections of neoarsphenamine 0 45 gm. with 6

28t bismuths.
29 Confection of sulphur one drachm o.m.
30 Blood W.R.
3 } Pot. iodide 5 grains*t.d.s.

to 16 weekly injections of neoarsphenamine 0 45 gm. with 6

38 bismuths.
39 Confection of sulphur one drachm o.m.
40 Blood W.R.
41 } Pot. iodide 5 grains t.d.s.

43
to 6 weekly injections of neoarsphenamine 0A45 gm. with 6

48 bismuths
49 Confection of sulphur one drachm o.m.
50 Blood W.R.
5 } Pot. iodide 5 grains t.d.s.

to 6 weekly injections of neoarsphenamine 0G45 gm. with 6

58 bismuths
59 C.S.F.

For the rest of the second year a blood test each month,
provided that the previous two tests at least have been negative,
and that the treatment has been satisfactory.

Patients are asked to attend for observation over a Period
of two years, after completion of treatment as a minimum.

Patients over 50 years-Dosage of neoarsphenamine not to
exceed 0 3 gms.

You will see that it is a concurrent, intermittent course of treat-
ment, lasting some 60 weeks, and the main items are as shewn
on the chart. I should like to emphasise here that intervals of
more than a month without arsenic and bismuth should in my
opinion be avoided in the treatment of early syphilis.

I believe that with such treatment in acute syphilis, somewhere
in the region of 100 per cent. cures may be expected, provided
that the patient gets and can tolerate such a course.

21

 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.26.1.1 on 1 January 1942. D

ow
nloaded from

 

http://bjo.bmj.com/


ERIC W. ASSINDER

As I have already pointed out, most of the cases seen in oph-
thalmology are chronic syphilis, and here we have a very different
proposition from the acute cases. The patient may be elderly,
or if young in years, his tissues may be " elderly " and unable
to tolerate these toxic drugs: the spirochaete is probably embedded
in granulation tissue and not easy of access, and almost certainly
permanent damage has been done, and tissues such as nerve cells
may have been destroyed and cannot be replaced. Treatment will
have to be very much prolonged and dosage perhaps modified,
but I am sure that the chronic case, no less than the acute, should
receive his best chance with arsenic and bismuth on the lines of
the course for acute syphilis, but prolonged for three or more
years.

If the meninges show evidence of chronic inflammation, the
routine may be altered.

In non-meningeal cases, the drug in general use is neoarsphena-
mine-a trivalent compound. I have seen a large number of cases,
where there has been syphilitic meningitis, do extremely well with
this drug, but I think that the results are probably better in chronic
cerebro-spinal syphilis with the pentavalent arsenical-tryparsa-
mide. This drug, which can be given in large doses, contains
2457 per cent. arsenic. I find that patients tolerate 1 gm. intra-
venously once a week, combined with bismuth intramuscularly,
very well indeed. I have seen none of the visual disturbances
which have been recorded (e.g., Moore Mod. treat. Syph., page
104-5) when larger doses such as 3 grammes are used, and I firmly
believe that the clinical and serological results are as good with
1 gramme as with 3 grammes.

Iodides.-Iodides by mouth may be given between courses, but
I see no advantage in very large doses. On the contrary, they
are apt to make the patient depressed and miserable.

I have tried iodides as routine intravenously without any striking
success.

Fever therapy, whether by malaria or with a hypertherm
machine, has been strongly recommended, and I can only repeat
what I have said before, that my experience is limited, and al-
though some cases do seem to do well in the hands of experts,
I have seen many others with which I have not been impressed,
and I should doubt whether, on the whole, there is any advantage
over ordinary methods with arsenical compounds and bismuth.

I have already said that, in my opinion, three years is the
minimum duration for the treatment of the chronic syphilitic, and
in spite of contrary opinion, I firmly believe that the patient who
retains a positive Wassermann reaction in blood and spinal fluid
should be kept under some sort of specific treatment, if necessary
for the rest of his life.
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CHORIo-RETINITIS JUXTA-PAPILLARIS

Relations
There is one last point which I should like to make. In dealing

with the congenital syphilitic you have not discharged your duty
when you have treated him. His parents and brothers and sisters
ought to be tested and if necessary treated.

Fourteen years ago I treated a child for interstitial keratitis.
I advised the doctor that the mother's blood ought to be tested.
It was not done: I saw her this year-she now has an aortic
aneurysm. There is little doubt in my mind that such a tragedy
could have been avoided quite easily. And, as with the congenital,
so with the acquired. The wife or any other contact of acquired
syphilis ought to be considered, and not left to rot for fear of a
social or family trouble. I know the difficulties, but I also know
that they ought to be faced.

The Future
War brings many horrors in its train; not the least of these

is an increase in syphilis.
I indicated at the outset that syphilis had shown a definite

annual decline in the years preceding the present war. I. regret
that the number of new acute cases is now beginning to show
an alarming increase; this will not be seen in ophthalmology until
later on, but unless the acute cases are properly treated it will
surely occur, it may be not for ten or fifteen years, when the
congenital syphilitic children reach puberty or the half treated
cases arrive with lesions of the central nervous system.

CHORIO-RETINITIS JUXTA-PAPILLARIS
(E. JENSEN)*

BY

DR. R. G. POSTHUMUS
HAARLEM

THE above-mentioned affection has of late years been brought
comparatively little to the notice of the readers of great ophthal-
mological periodicals, though its syndrome is not yet completely
known to its full extent and in all its details. This is apparent
from the mere fact that besides the one mentioned above no less
than three other names have been suggested, on the assumption
that these names give a better description of the said syndrome.
Thus we can also speak of chorio-retinitis para-papillaris of

* Received for publication, 1939.
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