THE BRITISH JOURNAL

OF

OPHTHALMOLOGY

Limited, opticians, of London, Liverpool, Manchester, and elsewhere, and a Mr. John Cawley, of Didsbury, who ordered on
December 6, 1919, from Bloom's local branch, a pair of bifocal
spherical spectacles for six guineas, sight testing free. Mr. Cawley,
thinking the price charged excessive, secured quotations elsewhere,
and found that the average cost of glasses as supplied by Bloom's,
Limited, to him was £4. He placed the matter before the local
profiteering committee, which ordered a refund of £2 6s. and
directed a prosecution. Bloom's, Limited, appealed against the
decision, but the appeal was dismissed by the Tribunal, and the
prosecution took place. In the upshot the defendant was fined
£50 and £25 costs. It was brought out in evidence that although
styling themselves " eyesight specialists," the folk who ran the
Manchester branch of the business were all quite without qualification as opticians, the only qualification they might be said to possess
was that of being able to sell spectacles. The manager of the
Liverpool branch, who was called, had to admit that the "most
enlightened and complete optical service ever known in this old
country,"' was conducted by three girls, one lad, and himself, and
he was unqualified from an optical point of view. It was brought
out in Court that the glasses supplied by Bloom's, Limited, to Mr.
Cawley were of very defective workmanship-the edging of one
lens showed two gaps, and the other lens was decentered 5 mm.
down and out, producing the effect of a prism. One expert witness,
indeed, stated that he had "never seen such a badly made pair of
Kryptok spectacles."

ABSTRACTS
I.-METHODS OF MEASURING HETEROPHORIA
(I) Weymouth, Frank W. (Leland.Stanford Junior University.)
An experimental comparison of three common methods of
measuring heterophoria. Ophthalmic Record, June I9I6.
(i) Weymouth made a comparison of the results obtained in
measuring the heterophoria, at a distance of 7 metres, of twelve
persons by the von Graefe test, the Maddox rod, and by a
modification of the parallax test. The results show that, when
conducted with certain precautions, all the methods give accurate
and consistent measurements Which differ sq little as to make the
choice of method a matter of indifference. In the matter of
variability the von Graefe test showed a swnall but constant
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superiority. The von Graefe and the Maddox roct gave practically
the same degree of heterophoria, but the parallax test showed about
1 prism diopter more exophoria.
The most important precaution to be observed is the use of a
dark-room, particularly with the von Graefe test or with the Stevens
phorometer; lacking the dark room the test object should be placed
against a large unfigured wall or screen.
The ordinary tests may be improved or checked by alternately
covering the eyes occasionally during the observation as suggested
by Duane. The variation from day to day will usually greatly
exceed the variation between the results of the various methods and
a reliable picture of the muscular condition can only be obtained by
several observations under varying conditions.
J. JAMESON EVANS.

(2) Dolman, Captain Percival (Mineola, Long Island, N. Y.).
Maddox Rod Screen Test. Trans. Amer. Ofhthal. Soc., Vol.
XVII (1919), p. 235.
(2) It is generally recognized that the safety of the aviator depends
more upon good muscular balance than upon good visual acuity.
Under the stress of flying, the aviator with a hyperphoria or a
divergence excess is apt to have the error become manifest as a
d'iplopia, which would make a safe landing nearly impossible.
Hence the importance of examining the extraocular muscles in the
air service, in order to discover any defect which might 'jeopardize
the life of the'aviator. Several tests for' the detection of' heterophoria were approved by the Ophthalmological Depart'ment of the
American Medical Research Laboratory at Mineola, New York, but
all of these were finally eliminated in favour of the Maddox rod, the.
screen, and the parallax tests. On account of its' simplicity'the
Maddox rod test led to the'partial exclusion of the' others named.
But questions arose as to the accuracy of the test in question, ass
for example: (a) some aviators were unable to see the light and
the line at the same time; (b) others complained of the line moving.
about so erratically 'that measurements 'could not be taken; and (c)
still others showed a tendency to fuse' the line with the light, thus
indicating orthophoria when some form of heterophoria was known
to be the condition. In civil life many criticisms have been 'levelled
against the test-th'at it is apt to indicate' an excess of esophoria
(Duane, Weymouth); that some patients show a tendency to fuse
the line with the light (Duane, Stevens); that''certain patients
have' experiended difficulty in seeing the line of 'light' (Weymouth),
and so forth. Dolman has now investigated the alleged defects of
the 'Pod, mainly upon aviators, the screen and the parallax tests,
being used as controls. The apparatus used was a De Zeng
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phorometer trial frame equipped with a pair of Maddox rods and a
pair of Risley rotary prisms. The spot of light was obtained from
a frosted Mazda lamp surrounded by an opaque chimney, perforated
by an iris diaphragm. The tests were rnade with the eyes in the
primary position, looking at the light twenty feet away.
The criticisms directed' against the Maddox rod are grouped
under the following four heads:
I. Excessive esophoria.-100 men were examined, and an
analysis of the results showed that 72 of them had ' to 2 prism
diopters more esophoria or less exophoria by the Maddox rod than
by the control tests. The various factors entering into the test
were eliminated by experiment until two remained: A. latent
hypermetropia, and B. false projection of the line. A. Emmetropes
free from heterophoria were rendered artificially hypermetropic by
placing a 1.D. concave lens before one eye, and then the Maddox
rod was placed before the other eye. The test at once registered
esophoria, which changed to orthophoria on removing the concave
lens. Dolman calls attention to the fact that those with unequal,
uncorrected hypermetropia usually employ the eye with the smaller
refractive error for the purpose of clearest vision. If the eye be
covered with the Maddox rod, the result of the test will be based
upon the greater amount of hypermetropia in the light fixing eye,
and such a finding will show more esophoria than actually exists.
Hence a patient should wear his refraction correction during the
test for heterophoria. B. Falsefprojection of the line.-Most patients
say they see the line of light nearer than the source of light-that is,
20 feet away. Some see the line a few inches from the face, but the
majority project it from 3 to 10 feet away. A special effort is
therefore made to focus the eye for that distance, so that the
accommodative effort brought into play produces a convergence
which in turn increases the amount of esophoria. If the line is seen
indistinctly, false projection is more apt to occur. The obvious
precaution against false projection is,to keep the observer's attention
fixed upon the light as continuously as possible during the
test.

II. Fusion Tendency.-Dolman's experiments have shown that the
fusion tendency is increased by certain conditions that may occur in
the Maddox rod test. They include: A. The exclusion of extraneous
retinal images. B. Horizontal and vertical lines in the background.
C. Additional sources of light. D. The intensity of the spot of
light. A. When the room in which the test is being made is
darkened completely, the fusion tendency is very strong. On the
other hand, when the room is not darkened the fusion tendency is
decreased. B. The line of light fuses readily with horizontal and
vertical lines situated near the point of light, as the vertical
lines of door and window casings, cabinet edges, etc. The vertical
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standard made particularly to support the lamp used in the experimental tests acted in this way and escaped notice for several
months. c. The spot of light arranged for the purpose of the test
should be the only source of illumination visible to the observer.
D. When the spot of light is very brilliant, an intensely bright line
is formed and the fusion tendency is greatly increased. A spot of
light of very moderate intensity is sufficient for the purposes of the
test in a semi-darkened room.
III. Instability of the line.-The line, is frequently observed to
lack stability, or, as patients say, it " wavers " or " dances."
Experimental studies demonstrated that the movement was checked
when the observer concentrated his attention and fixation on the
light, and at the same time disregarded as much as possible the
image of the line, and similarly the movement was checked when
the line was fixed and the image of the light disregarded. From
those facts it follows that movement of the line may result from an
effort to fix both the line and the light at the same time or as a
result of fixation which alternates between the light and the line.
In simultaneous fixation tue movement may be due to-(a) the
fusion tendency. In alternating fixation it may be due to-(b)
unequal hypermetropia; (c) false projection of the line.
IV. Inability to see the line.-The causes may be grouped as
follows: (1) malposition of the Maddox rod; (2) bright illumination
of the room; (3) dimness of the spot of light; (4) non-essential
sources of light; (5) poor vision in one eye; (6) habitual suppression
of one image; (7) poor vision in both eyes.
The author then describes the Maddox Rod Screen test, which
has been adopted by the Medical Research Laboratory as giving
accurate results, although he claims no originality for the general
idea. The patient is seated facing the light, arranged at the height
of his eyes and at six metres distance from the last-named.
The Maddox rod may be held in position by a trial frame
and the measurements made with square prisms or with those
found in the trial cast. The test is much simplified by the
use of a modern phorometer trial frame, equipped with a
double multiple Maddox rod and a double Risley rotary, prism.
This apparatus is fixed close to the patient's eyes and
adjusted to a horizontal position by means of a spirit level. Both
the rod and the prism are swung into position before one eye.
A card-screen (about 6 cm. by 9 cm.) is moved fr'om one eye to
the other a few times to ascertain if the patient sees both the line
and the light, and if the line is not seen readily the rod is readjusted
by centering it carefully, or some further darkening of the room
may be necessary. When the patient sees both line and light
easily, the test is begun by holding the screen in front of the rod,
so as to shut out the image of the line. After he has fixed the
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light for several seconds the screen is removed for an instant and
quickly replaced. In the brief interval the patient should be able to
see the line and to locate it with reference to the light. After one or
two brief exposures he will be able to say in a test for lateral
imbalance that the line is to the right or left of the light or possibly
through it. He is next told to turn the milled head that rotates
the prism and to bring the line directly through the light. To
enable him to do this, the screen is removed from the eye at
intervals and quickly replaced. The measuring prism is always
placed before the eye that'is covered by the Maddox rod.
Dolman's conclusions are as under:
1. The Maddox rod test, because of its easy application and the
simple nature of the observation required, enjoys a popularity and
wide-spread use among ophthalmologists.
2. Studies of heterophoria, based wholly or in part on Maddox
rod findings, are constantly being' reported in ophthalmic literature
in spite of some serious criticisms of the test.
3. The test has been condemned chiefly because it shows
excessive esophoria, a tendency to fusion,6 and an instability of the
line of light.
4. These faults of the test have been verified and the underlying
causes studied.
5. The Maddox Rod Screen Test, a simple modification of the
usual procedure, gives results that are accurate and free from the
above criticisms.
S. S.

II.-KERATITIS DUE TO MELINITE
Perrin, Robert (of; the French Army.) A study of a form of
keratitis due to melinite. (Etude de la keratite due 'a la
m6linite (avec presentation du malade). La Clin. Opft/al.,
September, 919.:
Perrin appears to have discovered a new type of diffuse subepithelial keratitis'due to the fumes of melinite. The patients, 32
in number, were all soldiers engaged in filling shells with 'melted
melinite. They all presented practically the same appeara'nces of'
the cornea and the same. symptoms, and they all were completely
cured in from six to nine weeks. In the case of a first attack this
does not come on 'until at least eight months' exposure to the
Afume's, though, in the' case 9f relapses due to going back to the
work, a fresh attack may come on after one month.
The following is the description of the condition, slightly
abbreviated:
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The appearance of the cornea is characteristic. It is infiltrated,
and the greatest infiltration is at the central and lower portion.
This infiltration is " milky." It appears as a small, localized,
rather thick cloud, as if one had dusted (saufoudre) this part of the
cornea. The infiltration takes a triangular form, the apex of the
triangle at the limbus. There is no pericorneal reaction and no
abnormal vascularisation. In fact there are none of the phenomena
accompanying acute and subacute keratitis. There is no pain, only
a little pricking and itching. The affection is bilateral. No other
part of the eye is affected. Subjectively, the patient has foggy
vision, and can hardly find his way about. The V.A. (of the actual
patient shown) is R.E. 1/20, L.E. 1/16. ,
The visual field is normal; central vision is worse than peripheral. No dyschromatopsia. But a phenomenon characteristic
of all the cases is the appearance of a halo around lights. This
halo is in three colours, green, yellow, and red, from the centre
outwards; a regular rainbow in fact. Bacteriological examination
is entirely negative. The treatment has consisted in the application
of yellow oxide ointment, methylene blue lotion, and bathings with
borate of soda. Cure is complete in about six weeks. Absolutely
nothing remains of the affection. The principal treatment, however, is the removal of the patient from the fumes of the melinite.
The author states that he has only given a summary of the
affection. It remains to be determined, especially, what exactly is
the harmful chemical element in the vapour from melinite which
gives rise to the keratitis.
ERZNEST THOMSON.

III. ORGANIC MUSCLE FIBRES IN THE CHOROID
Fuchs, Ernst (Wien).-Organic muscle fibres in the choroid.
(Ueber organische Muskelfasern in der Aderhaut.) Archiv
f Op/zhhal., Vol. XCV, Part IV, i9 8.
The offshoots of the ciliary muscle lie in the anterior part of the
choroid immediately adjoining the ciliary body, but it is a debated
question whether muscle fibres are present in other portions of this
layer. According to some writers they occur in the long posterior
ciliary arteries or in the innermost vascular layer, while others have
failed to find them in the posterior parts of the eye. Fuchs found
muscle fibres in the choroid in the neighbourhood of the papilla in
frontal sections through the optic disc. He was unable to observe
them in sections made parallel to the surface from preparations
obtained by separating the choroid into its various layers, or in the
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usual cross sections of the choroid, owing perhaps to-the fact that
they are flattened in keeping with the plane of the choroid, and
hence in transverse sections are too thin to be recognized as muscle
fibres with certainty, and also because they may be hidden by the
chromatophores. He is therefore compelled to leave it an open
question, whether muscle fibres regularly occur in the choroid or
not.
Fuchs describes the appearance of these fibres, which are
recognizable by their shapes and staining properties, their tendency
to break up at their ends into a brush of very fine fibrils; an
illustration in the text shows their course as single fibres or
arrangement in bands or fine meshworks.
In their behaviour to staining reagents they resemble the muscle
fibres of the posterior ciliary arteries.
As regards their situation, they. lie for the most part in the suprachoroidea or slightly in front of it, between the arteries in the
outermost layer of the choroid, and only exceptionally between
these arteries and the veins.
As to function, the muscle fibres may perhaps serve to give the
choroid a certain tone, which it would be necessary to assume if, as
Straub asserted, this layer has to bear a part of the intraocular
pressure.

THOMAS SNOWBALL.

IV.-ARTERIAL BLOOD PRESSURE IN THE RETINA
(i) Duverger; C. and Barr6, J. A. (Strasbourg).-Arterial
blood pressure in the retina. (Tension art6rielle r6tinienne.)
Arcli. d'Ophtal., Februlary, 1920, p. 71.
(2) Velter, E.-Some measurements of arterial blood pressure
in the retina. (Quelques mensurations de la tension
art6rielle r6tinienne.) The saiiKe, p. 88.
The authors of these papers followed Bailliart's method1 of
measuring retinal arterial blood pressure; their results do not
entirely agree with his.
(1) Duverger and Barr6 examined 56 hospital patients, proceeding as follows: Homatropin, and half an hour later cocain,
having been used to the eye, (1) the tension was taken with the
Schiotz tonometer. (2) In a dark room, the Thorner ophthalmoscope was focussed on the eye so as to give a highly magnified
picture of the vessels of the papilla. Bailliart's dynamometer was
1 See Brit. Jour. of Ophthal., 1918, p. 487.
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applied directly over the external rectus with gradually increasing
pressure until pulsation of the artery appeared, and the pressure at
that moment was noted. The pressure was then increased until
pulsation disappeared through persistent closure of the artery, and
its amount was again noted. (3) The patient having returned to
the couch, these pressures were reproduced by re-applying the
dynamometer, and at the same time the intraocular pressures
associated with them were measured by means of the tonometer.
These latter represented the diastolic and systolic pressures in the
artery. In each case an independent observer, who knew nothing
of these results, measured the brachial blood-pressure by means of
an apparatus acting on the Marey-Pachon principle for the
minimum pressure, on the Riva-Rocci for the maximum. In
comparing the brachial with the retinal blood,pressure an amount
of 20 mm. Hg. was always subtracted from the former to eliminate
the difference caused by difference of level.
The artery was considered to pulsate only when it was seen to
empty and fill, i.e., to become white and- red alternately; minor
pulsation, such as, doubtless, occurs in the retinal as in other small
arteries, but which is invisible or only revealed by a change in the
light reflex, was disregarded. Thus, to simplify the question, the
authors say: When the arterial pressure is greater than the intraocular, the artery remains fixed; when it is less the vessel empties;
when it is alternately greater and less, it pulsates.
The authors declare the proceeding to be complicated, exacting
much docility in the patient, sometimes impracticable for that
reason, sometimes painful, and, perhaps, not always free from risk
of injury. They lay stress on certain obvious sources of
uncertainty which need not be detailed here. One such, and,
perhaps, an important one, they do not mention-the doubtful value
of the mercury-equivalents ascribed to the Schibtz tonometer.
Despite these uncertainties their numerous measurements are so
far in agreement among themselves as to lead with apparent reason
to the following conclusions:
1. The normal blood pressures in the human eye are on the
average: minimum (diastolic) 50-60 mm. Hg.; maximum (systolic)
80-100 mm. Hg.
2. Excess of pressure of long duration in the retinal artery does
not augment the intraocular pressure.
3. Excess of intraocular pressure does not augment the pressure
in the retinal artery.
4. The pressure in the retinal artery, apart from the difference
due to vertical elevation, appears to be equal to that in the brachial;
in any case its variations are parallel with those of the general
arterial pressure. There is no such thing as a local retinal pressure
different from the general pressure.
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5. If these results are verified we shall be able to estimate the
arterial pressure in the retinal artery with sufficient accuracy by
measuring that in the brachial-making allowance for the difference
of level.
A case of non-congestive glaucoma is given in detail, with charts
showing maximum and minimum arterial pressures in retina and
arm, with the associated intraocular pressures found at intervals
over a period of 14 days. Between the blood pressures in the
two regions there was on the whole a pretty close correspondence,
while between these and the intraocular pressures there was a
decided want of correspondence. Moreover the patient's two eyes
had nearly equal arterial pressures at the times when their intraocular pressures differed widely-a highly significant observation.
(2) Velter's results agree pretty closely with those just cited,
except that he found lower averages for the normal retinal diastolic
and systolic pressures, viz., 35 and 65 mm. Hg. respectively-a
difference which he thinks was perhaps due to his not having a
Thorner apparatus at disposal. He accepts the Bailliart principle
as good, but lays stress on the difficulties and uncertainties attending
it.
He, too, found fairly close parallelism, though not equality,
between the arterial pressures in retina and arm, the retinal being
the lower of the two-allowance being always made for difference
of level. On the other hand, he found no evidence that increase
of intraocular pressure augments retinal arterial pressure. If such
augmentation occurs, he says, it is minimal, being smaller in
amount than the errors of measurement which are inevitable,
especially in hard eyes requiring high pressure of the dynamometer.
If it occurs, moreover, it is explicable in a purely physical way, and
does not justify any assumption of a hypothetical pressure-regulation
centre. In his series of cases showing measurements of fellow
eyes having different intraocular pressures, some do show a higher
arterial pressure in the harder eye, but others do not.
Not as contradicting these interesting observations, but as tending
to modify the inferences to be drawn from them, two indisputable
principles should be borne in mind: (1) When an artery is
gradually compressed, whether by a finger, by an airbag, or by a
dynamometer in the manner of Bailliart, the blood-pressure above
the compressed part rises, and when the artery closes the pressure
above the closed part is higher than it was when the blood was
moving. The amount of the excess varies with several separate
factors (see Brit. Jour. Ofhthal., Vol. I, p. 658). Measuring
in this way, we measure the pressure; of the arrested bloodcolumn, not the pre-existing pressure, and the same is true of a
manometer tied into a severed artery. (2) A rise or fall of pressure
in the afferent arteries of the eyeball, unless it is counteracted by
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some other change, induces a similar but much smaller change of
pressure in the chambers (see, for example, the observations of
Foster Moore on human. eyes).2 But if their conclusions are,
perhaps, rather too rigid, the authors certainly give us fresh proof
that high intraocular pressure does not commonly depend on high
blood pressure.

PRIESTLEY

SMITH.

V.-THE PROGNOSIS OF THE ARGYLL ROBERTSON
SIGN
Rasquin, E. (Namur), and Dujardin, B. (Brussels).-The
prognosis of the Argyll Robertson sign. (Le pronostic du
signe d'ATgyll Robertson.) Arch. Med. belges, Jan ., 9I9.
Rasquin and Dujardin believe that the Argyll Robertson pupil
does not occur without a syphilitic taint. They have found the
characteristic reaction in many cases in which there was no other
clinical sign of syphilis or post-syphilitic disease of the nervous
system.
The ophthalmic surgeon may meet with cases of- Argyll
Robertson pupil in the course of routine examination when no
complaint of any symptom is present; it is, therefore, of considerable importance that he should be able to recognize its precise
significance. The authors recommend that in all such cases the
following tests should be made: 1. Bordet-Wassermann blood
test. Quantitative estimate of the intensity of this. 2. Reactivation
in cases in which Bordet-Wassermann was negative. 3. Lumbar
puncture with examination of the cerebro-spinal fluid as regards
tension, lymphocytosis, quantity of albumen, nature of globulins,
Bordet-Wassermann test. 4. As an accessory the luetin test.
Considerable importance is to be attached to the permeability of
the meninges for syphilitic anti-bodies since this is in direct relation
with the degree of inflammation and serves to measure the
importance of the meningeal inflammation which is responsible for
most of the nervous syphilitic diseases. The degree of permeability
is readily ascertained by comparing the concentration of anti-bodies
in the cerebro-spinal fluid and in the blood. The authors examined
85 cases of Argyll, Robertson pupil which exhibited no other
symptom of syphilis. They were able to divide these into three
main groups: 1. With meningeal reaction (Babinski's syndrome).
2. Without meningeal reaction, but with positive Bordet-Wassermann blood reaction. 3. Without meningeal reaction and with
2 Roy. Lond. Ophth. iiosp. Reports, Vol. XX, p. 108, 1915, and abstract in
Ophthalmic Review, Vol. XXXIV, p. 245, 1915.
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negative Bordet-Wassermann blood test. They further sub-divide
group 1 into those in which Wassermann is positive in blood and
cerebro-spinal fluid, is negative in both, and is positive in one only.
In group 3 they differentiate those cases in which reactivation
produces a positive blood reaction and those in which it fails to do
so. Naturajly the prognosis as regards serious progressive nervous
disease is worst in the first group and may be considered quite good
in the third group, while those in group two occupy an intermediate
position. Several illustrative cases are quoted in the paper.
E. E. H.

VI.-EYE AFFECTIONS OF LETHARGIC
ENCEPHALITIS
(i) Woods, Hiram (Baltimore, Md.).-Some cases of lethargic
eneephalitis. Trans. A.mer. Ophthal. Soc., Vol. VIII (i919),
p. 306, and La Clin. Opkthal., January, 1920.
(1) As Woods is under the impression that heretofore the eye
manifestations of lethargic encephalitis have not been made the
subject of special study, he reports at length six cases that came
under his notice during the months of February, March, April, and
May, 1919. It is impossible to go into the details of these cases,
but we give the author's summary as follows: " A peculiar disease,
termed lethargic encephalitis, has been appearing sporadically
'throughout Europe during the last six months. The disease is
characterized by an insidious onset, lack of symptoms of an infectious
nature, stupor, and -involvement, sometimes paralysis, of various
muscles, but chiefly the muscles of the eye or face. The ocular
symptoms consist of either relative or total paralysis of the intrinsic
or extrinsic muscles, ptosis, and nystagmoid movements. One or
several of these symptoms may be present. The ocular symptoms
have a definite tendency toward spontaneous recovery." How far
Woods's statement made early in the course of the communication'
(page 306) that "the disease appeared first during the winter of
1916-17 in Vienna" is correct may be judged from the abstract of
Dor's article given below.
S.S.
(2) Dor, L. (Lyon). -The eye affections of lethargic encephalitis. (Les troubles oculaires de 1'enciphalite ldthargique.) La Clin. Ophtal., January, 1920.
(2) Dor's short article is worthy of close attention. "The
disease, improperly called lethargic encephalitis and which is
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nothing else than a mesencephalitis with narcolepsia as designated
by J. L'Hermite and St. Martin, presents ocular affections which
are almost constant, and may even develop with eye affections
alone without narcolepsia or with actual insomnia. Ophthalmologists should be well informed about this disease, which is by
no means new. Gaget described a case accurately in 1875.
Wernicke called it acute haemorrhagic superior polioencephalitis.
It was called nona by the Italians in 1889, while Gillet de
Grandmont recorded a case in 1890."
The pathogenic agent is unknown but it is clear that the disease
is transmitted, like cerebro-spinal meningitis, by rhino-pharyngeal
secretions. Like meningococcia (meningococcie) lethargic encephalitis is a paragrippal disease and. some day it will be called
somnococcia, when its parasite has been isolated and called the
somnococcus. This expression will be a more exact one since,
while the patients sleep often, it is quite the exception for them to
be lethargic. The disease must not be designated sleeping sickness
for this would confuse it with trypanosomiasis due to the tsetse fly.
The most striking fact as regards the ocular affections is the
bilaterality of the muscular paralyses. The author has recently
come across three cases with convergence and satisfied himself that
this was due not to double paralysis of the external recti, but to
paralysis of divergence. He gives his reasons based on the usual
tests of eye movements and the study of the diplopia. " These
lines are written," says the author, " in order to put ophthalmologists
on their guard against the temptation to make a diagnosis of
paralysis of both external recti in cases in which the paralysis is
really of divergence function." The distinction is of importance,
since autopsies may thus result in the discovery of the centre for
divergence. It is of importance also in the matter of the
nomenclature of the disease, since it shows that the disease cannot
be, as has been said, a polioencephalitis, but is indeed a diffuse
mesencephalitis. "All cases of bilateral ptosis, of paralysis of
accommodation, and of diplopia coming on suddenly and
accompanied by slight fever, should be followed out with interest
and the patients questioned regarding their sleep. One will, in this
way, discover doubtful cases (cas frustes) and will find out whether
ophthalmoplegia without narcolepsia is here more or less frequent
than narcolepsia without ophthalmoplegia."
ERNEST THOMSON.
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EYE AFFECTIONS OF LETHARGIC ENCEPHALITIS

THE BRITISH JOURNAL OF OPHTHALMOLOGY
VII.-BLOOD EFFUSION INTO THE CORNEA

Pisarello, Carlo.-Blood effusion into the cornea. (Apoplessia
della cornea.) Arch. di 0/al., June-July-Aug., 19I8.
Pisarello reports three cases of this uncommon condition.
The first was that of a child of 9 years of age who had received
a blow from the corner of .a towel. Pain did not come on for a few
hours. She was not seen by Pisarello till nine days later. He was
then unable to find any trace of a wound. The left eye was
intensely injected, slightly proptosed and stone hard. The corneal
sensibility was diminished, the anterior chamber was filled with
blood and there was also intralamellar haemorrhage into the cornea.
Paracentesis repeated twice on the two following days was followed
by the exit of a large quantity of blood, partly fresh. Two days
later the tension fell and the cornea began to show a green colouration. At a ]ater period when the cornea had become transparent
near the edge, considerable damage to the interior of the eye could
be made out. Cyclodialysis was present over a large area of the
root of the. iris. Ten months later a central disc of opacity was
still present and the iris was atrophic. Vision was 1/10.
The second case was that of a man, aged 17 years, who had
injured the eye by a blow with a nail causing a wound running
vertically from the centre of the cornea to a point 3 mm. beyond
the limbus. The anterior chamber was full of blood and there was
a small prolapse of the iris. The removal of the prolapse caused a
considerable fresh effusion of blood into the anterior chamber. The
eve was stone hard on the following day and no improvement
followed two paracenteses, as fresh haemorrhages always followed
the operation. Two days later the tension fell and a central disc
of haemorrhage into the cornea became defined. Six months
later the central opacity was still well defined and the vision was
only light perception. The opacity and the scar prevented any
ophthalmoscopic examination.
The third case was that of a soldier injured by a mine explosion.
The eye had an extensive wound in which a piece of stone was
lying. Ten days later the cornea was invaded by an extravasation
of blood with the characteristic green colour, the resorption of the
extravasation began in the usual way from the periphery and had
advanced so far as to leave a transparent ring at the'end of a fortnight. The eye was soft all the time and, as there was now
no perception of light, excision was advised. This the patient
refused and was subsequently lost sight of on his discharge to a
reserve hospital.
Pisarello gives a good bibliography and a review of the various
theories that have been advanced to account for the condition.
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He advances no new one, but considers that no one theory will
account for all the cases, but that there is some truth in all the
suggestions. His pathological views are in accordance with those
expressed by Treacher Collins at the Ophthalmological Society.
E. E. H.

CORRESPONDENCE
CENTRALBLATT F. PRAK. AUGENHEILKUNDE
To the Editor of the,BRITISH JOURNAL OF OPHTHALMOLOGY.
SIR,-When the war broke out Professor Hirschberg, of Berlin, at
once removed my name and the names of his other enemy collaborators
from the Centralblatt fur 5raktische Augenheilkunde. At the same
time he printed a note regarding the terrible war which its enemies
had wickedly brought upon the Vaterland; a note which drew a
very forcible rejoinder from Dr. Darier, of Paris', in La Clinique
Ophtalmnologique. The matter ended there, satisfactorily, as far
as I was concerned.
You may imagine my surprise and annoyance to find, on
returning to England after eight years absence, and once more
seeing copies of the Centralblatt, to find that my name has been
printed on its title page, without my consent, since 1915. I have
written and requested Professor Hirschberg at once to remove it,
and think I may in fairness ask you kindly to print this letter in
explanation of my apparent connection with this Journal during
four years of war.
Yours etc.,
F. P. MAYNARD,
CREWFE,-S
Rt.
Lt.-Col., I.M.S. (Retd.)
July, 1920.

ONE-EYED MOTOR DRIVERS
To the Editor of the BRITISH JOURNAL OF OPHTHALMOLOGY.
SIR,-The Committee vho drew up the report on vision for
motor drivers, fotmnd considerable difficulty in obtaining evidence of
the danger of men who had lost one'eye driving motor vehicles.
The following instance, first hand, i's direct evidence:
Whilst motoring 'I' was stopped on the road to find a man
had been thrown off ihis motor bicycle" and was evidently suffering
from 'a cut head., 'fractured base, and several other injuries.
The man had a glass eye on the' righit' side. As far -as I could tell
from the history of th' accident, he' was passing between a cart
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