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Ziegler: Oration in Ophthalmology,

refraction, which often gave the desired relief, he
proceeded to examine all cases of reflex neuroses for
muscular imbalance, and to perform tenctomies for
their relief. He stated’ that he had cured many cases
of epilepsy, chorea, and weak mentality. So careful
an observer as the late Dr. Noyes”, who was then
one of our leading ophthalmologists, placed himself
on record as being conversant with many of Ran-
ng}r’s successful cases, and in part endorsed his
Views.

Following this came a veritable cyclone of hetero-
phoric studies on the use of prisms, muscular gym-
nastics, and partial tenotomies for the correction of
muscular errors and the relief of these complicating
systemic reflexes. To this “symposium” Savage”
contributed much original research in muscular
anomalies, operative methods, and the demonstra-
tion of new theories, always conceding, however,
the therapeutic value of properly corrected ame-
tropia® in relieving headache, migraine, and other
reflex disturbances.

Gould” tried to stem the tide of “tenotomies” by
advocating a return to the older method of prism
exercises, but, not succeeding, declared “surgery the
despair of medicine,” abandoned all ophthalmic sur-
gery, and devoted his attention wholly to refraction.
EHe, however, adopted the entire symptomatology of
his foes, the “muscle faddists,” and stated that com-
plete relief from this host of reflex neuroses could
only be obtained by properly adjusted glasses. He
undoubtedly alleged too much. Nevertheless, there
is much of undisputed truth in what he says, which
is all the more reason for calm, dispassionate state-
ments,

®Lecturcs on Nervous Diseases, 1888, pp. 451, et seq.
iseases of the Ege 1800, }) 191.

UNew Truths in p?:-l-‘lafma ogy, 1893

BMedical and Surgical Reporter, July 29, 1882,
BMedical News, October 14, 1893,
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tion which does not embrace a consideration of the
ocular apparatus is unscientific and open to criticism.
There are incessant demands on the peripheral or-
gans of vision which are in direct connection with
the central nervous system, and the many ways in
which this connection is provocative of disordered
function is a fact of deep significance in the causa-
tion of disease. The cause or association is, more-
over, continually active during the life of the indi-
vidual.”

Many distinguished neurologists, such as Wood",
Gray”, Starr”, Féré”, and Pritchard®, have endorsed
these views in part, by acknowledging the ztiologi-
cal entity of uncorrected refractive errors, but not
conceding the equally deleterious effects of mus-
cular imbalance ; while others, whose experience has
been different, still remain unconvinced that ocular
defects can excite reflex disturbances.

The unbiased observer must concede at least four
ocular factors which may become the exciting cause
in producing reflex neuroses: 1, Ciliary spasm, or
strain from uncorrected ametropia; 2, accommo-
dative effort, whether in youth or old age (presby-
opia) ; 3, muscular imbalance ; and, 4, painful ciliary
scar, or shrunken eyeball. As has been previously
pointed out, the underlying, - predisposing cause
must be present and active. Hence these factors are
most liable to originate reflex symptoms in the neu-
rotic subject, while the phlegmatic individual may
wholly escape their deleterious action.

1. Eyestrain from uncorrected ametropia stands
at the head of the active factors causing these an-
noying reflexes. It takes its origin in the ciliary
“-”Pl:ppc:';"s American Textbook, 1893.

¥ Nervous Diseases, by American Authors, 1895, p. 3iz. :

WPosey and Spiller, p. 799, and Familiar Forms of Nervous Dis-
eases, 1800, p. 270, :

20T wentieth Century Practice, 1897, x.

NSajous’s Annual, iii, 1800.
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Ziegler: Oration in Ophthalmology. .

ment, are, nevertheless, most persistent in causing
these perverted nerve impulses. We have at our
command four different ways of remedying these de-
fects: 1, Correction of the error through correction
of the refraction; 2, correction of the deviation by
the adjustment of prisms for constant wear ; 3;.
orthoptic training or prism exercise; and, 4. read-
justment of the tendinous insertion by partial
tenotomy. Some may escape these deleterious ef-
fects through monocular vision, while others with
good vision in both eyes may not possess the power
of binocular fusion. The physician who ignores the
proper correction of muscular errors simply courts
failure to relieve many systemic reflexes, by over-
looking a most important exciting cause.

4. All observers agree that painful scars may
cause annoying refiexes, and scars in the ciliary re-
gion are no exception to this rule. Traumatism of
the ciliary body, pressure on the sharp spicules of
a chorodial bone, or the undue shrinkage of an old
phthisis bulbi have all demonstrated the necessity
of enucleation in order to remove the exciting cause.
Numerous cases of epileptiform seizure have been
relieved in this way (Stevens®, Stoewer™, Galezow-
ski*), which simply goes to prove the contention
of Landon Carter Gray that epilepsy is only a symp-
tom,and may be either central or peripheral in origin.

NASAL ORIGIN OF REFLEX NEUROSES.

Although but little attention has been given to the
nasal origin of systemic reflexes, many well known
observers have recorded their affirmative views.
H. C. Wood® has expressed the opinion that diseases
and malformations of the nasal cavity, and aural

::.'”'HIJ'J‘;_ and Neurelogist, January, 1880.
'-"‘h’!:'m'.frl'm Monatsblitter fiir Augenheilkunde, 1896, p. 280.
“feecentl o' Ophtalmelegie, January, 1886,
2 Pepper's American Textbook, 1, p. b20.
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most active ztiological factors are: 1, Pressure con-
tact; 2, hyperasthesia; and 3, nasal obstruction.

1. The first and most important causative agent
15 a condition which we may term pressure contact.
The middle turbinate bone is usually the offending
member, and is so often wedged in between the two
vascular cushions of an engorged inferior turbinate
and a sensitive septal puff that many mystifying
reflex impulses are originated, the most pronounced
of which are localized muscular twitchings or
choreiform movements of the face, head, and neck,
while intense frontal headache and eyeache are more
frequent effects. The middle turbinate, however, is
not always the offending member. I have seen the
pressure contact of a sharp saptal spur digging into
an inferior turbinate cause similar disturbances,
which were promptly relieved by the removal of the
spur. The pull of a contracting adhesion between
the middle turbinate and the septum may also cause
annoying reflexes.

2. Another important tiological element is
hyperzsthesia of certain areas in the upper air
chambers of the nose. These sensitive points I have
found to be most frequently located in a hyper-
sesthetic area covering the tubercle of the septum,
which, when irritated, quickly becomes engorged by
vascular dilatation, and thus makes pressure contact
against the closely approximated middle turbinate.
Irritation of this sensitive area is so provocative of
distinctly localized eye symptoms that I have long
since dubbed it “the eye spot of the nose.” Supra-
orbital neuralgia, referred eyepain, lacrimation,
burning or smarting of the lids, blepharitis, con-
junctival congestion and other similar disturbances,
may result from this reflex manifestation. The
“therapeutic test” of this oversensitiveness may be
verified by the simple act of making a local applica-
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tion to this area. This will frequently precipitate
an attack which the patient will recognize as very
similar to the condition from which he seeks relief.
If this area is so sensitive to the mild touch of an
applicator, what may we not expect as the result of
prolonged pressure contact? In fact, we must accept
as an infallible rule the dictum that pressure contact
in the nose will always excite some reflex disturb-
ance when any hyperaesthetic area is impinged upon.
If, therefore, the middle turbinate interferes, 1t must
either be removed, or broken and set over. On the
other hand, if the sensitive septal puff is too large
or becomes too easily engorged, it must be reduced
or “pinned down” by interrupted linear cauteriza-
tion:

3. The third active agent is nasal obstruction,
which, as Pritchard observes, may become an im-
portant pathogenic factor. We should never forget
that normal respiration occurs only through the
superior meatus of the nose. Interference with free
breathing necessarily produces suboxidation, which,
by increasing the sensitiveness of the whole system,
renders it more liable to reflex disturbances. In
order, therefore, to restore nature’'s supreme func-
tion of umimpeded respiration, it may be found
necessary either to remove the middle turbinate,
to shrink the inferior turbinate by cauterization, or
even to excise the tonsils, if too large; for without
free breathing health cannot exist.

While it is not my purpose to unduly emphasize
the nasal phase of the subject in an address on oph-
thalmology, I shall, nevertheless, call attention un-
der each individual heading to the possibility of
such error, and where necessary, cite illustrative
cases or draw comparative inferences.

INDIVIDUAL MANIFESTATIONS OF REFLEX NEUROSES.

Fleadache.—Headache has been conceded by all
to be the one prominent symptom of eyestrain. QOc-
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casionally it is wholly absent. It is usually frontal
mn ﬂhﬁaracter and exaggerated by use of the eves,
growing worse as the day advances, reaching its
crisis in the evening, and often superinducing in-
somnia. There is a great variation in the tolerance
of the eye to high errors of refraction, but in neu-
rotic subjects even low grade errors may create a
veritable “nerve storm.” This pain frequently shifts
from the supraorbital to the temporal region, and at
times may become vertical. More infrequently the
eyeball itself develops a feeling of soreness. Occip-
ital headache, on the other hand, is the salient symp-
tom of disturbances in the balance of the extraocu-
lar muscles. It may be a deeply seated, boring pain,
or only a stiffness at the back of the neck. It is
usually accompanied by carsickness (panorama
headache) and light annoyance (theatre headache),
and can thereby be distinguished from a similar
headache caused by certain intranasal lesions.
Intense frontal headache on first awakening in
the morning occasionally arises from eyestrain,
but is usually nasal in origin, and can some-
times be differentiated by the mere act of bend-
ing forward. If there is intranasal pressure
this suddenly increased flux of blood will cause ex-
aggeration of the pain. If the patient is awakened
during the night by a sudden, stablike, frontal
pain, we may consider this of nasal'ong_m, as mouth
breathing allows vascular stagnation in the nasal
~hambers, and the long continued pressure contact
often precipitates an attack of neuralgic pain. This
attack may disappear on awakening, may continue
throughout the day, or may be quiescent during the
day and reach its crisis at the twilight hour. A
“Sunday morning headache” is usually nasal in ori-
gin, the result of prolonged pressure contact follow-
ing overindulgence in sleep. A “Monday morning
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Ziegler: Oralion in Ophthalmoelogy.

may excite nausea and vomiting. The wearing of
prisms, muscular gymnastics, and the use of too
strong lenses may set up a similar condition. It is
casy to demonstrate this to one’s.own satisfaction by
wearing such lenses for a short time. Per contra,
when some high refractive error has been properly
corrected, the accidental removal of the correctine
glasses will often precipitate a recurrence of the
gastric disturbance.

Case XIL—A neurotic female had worn high correcting
prisms for a double muscular error (hyperexophoria) for
many years. [f glasses were hroken she had to go to bed,
and in a short time suffered from profound sick headache
accompanied by nausea and vomiting. Instead of submit-
ting to a proper tenotomy for restoration of the muscle
balance, she now carries several pairs of glasses with her
as reinforcements in case of accident.

Dizziness, or gastric vertigo, is probably the only
symptom that would naturally suggest the necessity
for an ocular examination to the ordinary prac-
titioner ; and yet, as Musser says, there are many
other symptoms, such as bilious attacks, periodical
vomiting, anorexia, and indigestion, that may be re-
lieved by a careful test of the eyes. Alger” has re-
cently reported a case of severe abdominal pain in
which low grade plus cylindrical glasses gave
prompt and lasting relief. Two surgeons had made
a diagnosis of either gallstones or appendicular in-
flammation, but fortunately for the patient the con-
dition was correctly diagnosed by Morris as a re-
flex neurosis due to eyestrain. Refraction under
complete cycloplegia and the wearing of the proper
glasses quickly relieved the gastric suffering. The
number of such cases now being placed on record
should make us pause, reflect, and give the oculist
the henefit of the doubt, before inflicting lavage or
exploratory incision upon suffering humanity.

WA aew York Medical Journal, June 8, 1g007.
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