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feeprinted from the ** Glasgow Medical Journal® for February, 1904.]

TUBERCULAR IRITIS.

By W. B. INGLIS POLLOCK, M.B., Cn.B.,

Clinical Assistant, Glasgow Eye Infirmary ; Member of the Ophthalmological
Society of the United Kingdom.

TUBERCULAR IRITIS is only given a small place in the current

text-books of diseases of the eye. Many deny its existence,
except in a small percentage of cases. This is due to the lack
of absolute proof in so many instances, as both elinically and
~ pathologically the opportunity for mieroscopic or inoculation
tests is rare, and the difficulty of a positive result 1s sometimes
%reat. V. Michel 2 (1881) was the first to insist on the relative

requency, yet Axenfeld?® (1901) and Ginsberg* (1903), in his.

text-book of pathological anatomy of the eye, hold that many
eases of iritis must not be attributed to tuberculosis without
actual proof.

I am indebted to Professor Greef, director of the eye

department in the Charité, Berlin, for the eyeball from the
following case, and for permission to use it and the clinical
notes of the case :(—

Alice L., @t. 16, without any occupation, was admitted on
Ist March, 1901, into the eye department of the Charité,
Berlin.

She was the illegitimate child of a ballet-girl who had died
ten years previously of consumption. She herself, apart from
repeated colds, had not suffered from any severe illness,
Since childhood her sight and hearing had been bad. Two
years previously she had been in the Charité for a short time
on account of severe interstitial keratitis in the right eye,
followed by a milder attack in the left. A course of mercurial

! Read at a meeting of the Glasgow Pathological and Clinieal Society
held on 9th November, 1903.

3V, Michel, v. Graefe's Arch. f. Ophth., 1881, Bd. xxvii.

P Axenfeld, dllgemeine Pathologie wund pathologische Anatomie des
Auges, from Lubarsch-Ostertag’s Ergebnisse der allgemeinen Pa thologie, VI
Jahrgang, i .

* Ginsberg, Grundriss der pathologischen Histologie des Auges, 1903,
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Tension was deereased, and sligchtest pressure on the globes
caused pain. The right remained unchanged, but left became
softer and more painful and inflamed, so on 27th July the
left eye was enucleated, |

She was dismissed on 11th September with V.A., right =
fingers at 31 feet, and tension minus also.

The left eyeball was placed in Miiller’s fluid and preserved
m 70 per cent aleohol, then embedded in eelloidin for cutting
info sections.

Naked-eye examination.—The anterior chamber is shallow ;
the vitreous shrunken to two-thirds; the retina in position ;
and a number of tubereles the size of pinheads visible in the
choroid. A slightly larger one, lying at the inferior part, I
returned to Professor Greef for the museum.

Microscopic examvination.—There are numerous broad
peripheral adhesions of the iris to the cornea, but internally

cand superiorly the angle of the anterior chamber is free. At
‘almost all parts the iris is attached to the anterior surface
‘of the lens at the pupillary margin (posterior synechim),
‘A fine connective tissue membrane lies across the pupil,
‘representing an exudation of some considerable age, which
has been replaced by fibrous tissue. That its origin is not very
old is shown by the presence of oval cells which are passing
mnto spindle cells, and by the absence of shrinking. At the
centre of the lens it is thicker, but for the most part it is little
more than a single layer of cells. There is considerable
bulging of the iris forwards near its peripheral attachment, a
condition termed clinically “iris bombé.”  All these show that
increased tension has caused the destruction of the eyeball,
and led to the atrophy of the ciliary body to be described.

The mnodules projecting on the surface of the iris are
composed of epithelioid and round ecells, the latter in pre-
dominance. They have no capsule nor vessels in the interior.
:{l‘;‘rmnt cells and tubercle bacilli were not found. Other nodes
lie deep in the stroma of the iris, and a number are present
near the;periphery of the anterior chamber in the ligamentum
pectinatum or the iris. Most of them lie about one to two
millimetres from the pupillary margin. No caseation was
noted. The remaining changes in the iris are mainly those
of atrophy. The delicate reticulated stroma of branching
cells has been almost entirely lost, especially in the ciliary
4one, and is replaced by a tissue rich in round- and spindle-
shaped elements. The posterior pigment layer is in position,
Small hEEl‘ru_:}]E‘I‘]ngtﬂ are seen at one or two places (Fig. 1, p. 4).

In the ciliary body are also seen the same circumseribed
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