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tent. The pupillary opening thus made was a long
oval slit, horizontally placed. " He has I‘E‘.}H.Jl‘lf_":-ll two umc:
cessful cases® (Figs. 1 and 2), occurring in ]I’lLitlﬁui-j
who had previously undergone couching of the !vlf;: i];i:
mmstrument, strange to say, was praetically of the same
general shape as the Hays knife-needle, but was iall:rrer
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Portrait of William Cheselden, 16858-1752. Painted by Richardson.

and judging from the deseription more clumsily con-
structed, as there was danger of leakage of the aqueous
and sometimes of the vitreous when it was used. Its
form resembled a combination of a bistoury and a sickle-

8. Ibid, abrldged, vil, pl. v, Flgures 2, 3 and 5.
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Thiz method is simply an elaboration of the one pro-
posed by Maunoir, in which, instead of forming one di-
vergent V, Bowman has made a duplicate incision on the
opposite side, and by joining the bases of these two re-
sultant triangles has caused them to take the shape of a
rhomboid, thus <>.

Mg, 27. — Stop -keratomes 1

g, i g, 28, — Iorceps-scizsors
.q.t}ui;,ltl aod  angular (De (pinees-ciseaux) (DeWecker)
Weeker). l

]Jc'\"r"m;]-;_er",“ in 1873, published his admirable mono-
graph on iridotomy, in which he proposed the operation
which bears his name, and which has long stood as the
best recognized method of this procedure. He advo-

—

28. De Wecker, L : 'Op :
6o T ecker, Louls: Annales d'Ocullstique, Sept., 1873, p.
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Fig. 33.—Double edged lance-knife (modern model).

§.—ITouble edged lance-knife (Beesr).

Fig,

12, —Iris-knife (Walton, after Beer).

Flg.

Tue Vartous KNIFE-NEEDLES AND IRIS-K¥i1vEs MENTIONED IN THE TEXT.

(Grouped together for study and comparison.)
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this. (Guérin made a crucial inecision, Maunoir and De-
Wecker adopted the triangular flap, while Galezowski
advocated the T-shaped cut. Our choice is the V-shaped
incision, which is undoubtedly the only one that will cut
through all the iritic fibers in such a way as to give us
the greatest retraction of the membrane.

3. Absolutely no pressure should be made in cutting
with the knife-needle. This must be recognized as the
main secret of success, whether you are incising a dense,
felt-like iris-membrane, or a thin filmy capsule. If this
rule is ohserved all traction on the ciliary body will be
avoided.

4. The knife-needle should slide backward and for-
ward through the corneal puncture with a gentle saw-
ing movement. :

5. The corneal puncture and membrane counter-
puncture should be far enough apart to make.the corneal
punecture a good fulerum for the delicate leverage neces-
sary in executing the iris incision. :

6. The knife-needle should be so manipulated that no
aqueous shall be lost, as this accident may prevent the
completion of the operation, and may increase the ten-
dency to iris hemorrhage by lowering the ocular tension.

7. Every incision should be made a thoroughly clean
cut, and all tearing of the tissues should be avoided,

8. The most perfect artificial illumination should be
secured, either by an electric photophore or a condensing
lens, as both iridotomy and capsulotomy require con-
stant and close inspection of the operative field.

AUTHOR'S V-SHAPED IRIDOTOMY.

_The method of V-shaped iridotomy, performed by me
w1t}1 1]111;,r modified Hays knife-needle, may be described
a3 Tollows:

First Stage—With the blade turned on the flat, the
knife-needle is entered at the corneo-scleral junction, or
through the upper part of the cornea (Fig. 38), and
passed completely across the anterior chamber to within
¢ millimeters®* of the apparent iris periphery. The knife
is then turned edge downward, and carried 3 millimeters
to the left of the vertical plane (Fig. 39).

Second Stage—The point is now allowed to rest on
the iris-membrane, and with a dart-like thrust the mem-

32. Compare with millimeter scale beneath each diagram.
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Occasionally, the apex of the triangular flap will hold
fast, because the last fiber of tissue has not been severed.
If the leverage is too short to incise it from above, with-
draw the knife-needle and reintroduce it far enough
from the apex to secure the proper leverage, and again
incige it gently, until it falls back.

Traction on the ciliary processes, accidental puncture
of the ciliary body, or the tearing of the membrane from
its ciliary attachment may all set up iridocyclitis or
glaucoma, and should therefore be avoided. As tense
capsular bands are liable to engender a similar condition
they should be incised. If any of these traction bands
should remain in the edge of the coloboma, we may enter
the knife behind them and gently saw through into the
already cleared pupil, before withdrawing the knife.

Fig. 42, (Casg 1) —Iridotomy in a stiff Iris-membraneé (author's
original case).

ILLUSTRATIVE CASES.

I will briefly cite a few examples of the V-shaped oper-
ation, two that were my first efforts, and two that were
recent cases. They were all of the class that are often
abandoned as hopeless ; hence the visual result is far be-
low the operative success.

Casg 1.—History—F. M., aged 65 years. O. D. complete
membranous occlusion of pupil from iridoeyelitis, following
eataract extraction. The iris and capsule are tensely drawn up
toward the cilinry border. Light perception and projection
good. Several efforts have been made to incise the membrane,
but without success. Admitted to Wills Hospital by the late
Dr. Goodman, through whose courtesy I operated. 3

Operation—On Jan. 15, 1889, 1 made two long inecisions,
almost erucial, and extending beyond the apex u:f the VY, Te-
sulting in a W-shaped pupil, on account of the stiff iris mem-
brane (TFig. 42). With 8, 4+ 10 D. he saw 20/50.

CASE 2. —History—J. S., aged 30 years. O. s. i1r1_1:um-:1 and
enucleated. 0. D, sympathetic inflammation, chorioidal cata-
ract; three diseissions and one iridectomy, down and in.
Membranous ocelusion of pupil. T first saw him 1n 1888 while
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house surgeon at the Wills Hospital, where iridotomy was skil-
fully performed pine times by one of the surgeons, the methods
being varied and ingenious, but without success, as the in-
cision was invariably closed by plastic exudate. My interest
in this series of operations first drew my attention to the
subjeet of iridotomy, and stimulated me to develop the method
I have here submitted and which T first tried in Case 1.

One year later this patient came to my clinic at St. Joseph’s
Hospital. Iris was discolored, eapsule thickened and visible
through the eoloboma, down and in; areas of secleral thinning,
with pigmented chorioid showing through. T—3. Light per-
ception good, projection only fair.

Operation—0On June 17, 1889, I made a V-shaped iridotomy
along the outlines of the former iridectomy. The membrane
freely opened up into a triangular or pear-shaped pupil (Fig.
43), which proved permanent, but was only useful for quanti-
tative wvision, about 5/200, No further test could be made

IFig, 48, (Casg 2).—Iridotomy in a soft eyeball, with dense iris-
membrane,

because the disorganized vitreous was filled with floating
masses. I have seen him within a year, going about and earn-
ing his living. From an operative standpoint I have always
considered this early effort one of my most successful cases,
chiefly because of the great denmsity of the iris-membrane and
the lowered tension of the eyeball.

Case 3.—History—Mrs. A. D., aged 45 years., O, D. iridect-
omy for glaucoma seven years ago. 0. 8. iridectomy two years
ago by another surgeon, at which time there occurred slight
incarceration of iris, followed by sympathetic ophthalmitis in
0. D. The severe iridochorioiditis resulted in cataract and
some shrinkage of globe. The cataracts were extracted from
‘both eyes in 1907, followed by dense opacity of cornea above,
iris bombé, shallow anterior chamber, T—2. Here was a
soft, distensible, iris tissue with shallow anterior chamber and
greatly lowered tension of the eyeball, constituting one of the
most difficult conditions to operate on,

_ Operation—On May 13, 1907, the eyes being quiet, and
light perception and projection fair, V-shaped iridutum'_;' was
performed on both eyes, The leucomatous areas in the upper
part of cornea necessitated making the pupil below. In O, D
the pupil opened up beautifully (Fig. 44), but in 0. 8. a taé
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0.D.8S+ 12D =g + 1.25 D ax. 135° = 20/50.

0.S.8-F12D&C -+ 126 D ax, 1835° = 20/70.
Add

0.D.8S+5D=J.6

0.8.8+5D=J. 12

These were ordered in biconvex torics, which she now wears
with great comfort. It is worth noting that 0. 8. still retained
good visual acuity, although blinded by an injury nearly fifty

years before.
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Fig. 46, (Casg 4).—Irido-cap- Fig. 47, (Case 4).—lridotomy
sulotomy, with band of iris, and . with round central pupil in a
capsule in coloboma above. resilient fris-membrane.

CAPSULOTOMY BY THE V-SHAFPED METHOD.

The application of the V-shaped method to capsu-
lotomy shows an even greater field of usefulness, as this
method is par excellence the best way of incising a deli-
cate secondary capsular cataract. This should be done
under artificial illumination. The pupil should be di-
lated, as the area of incision is necessarily smaller than
in iridotomy, and unnecessary wounding of the iris

Fig. 48.—Author's Fig. 49. — First Fig 50. — Puplil
¥ -shaped capsulot- inecigsion completed. resulting from V-
 omy. Plan of filrst Plan of second incil- shaped capsulotomy.

incision. slon,
should be avoided. The proposed capsular opening must
be so calculated as to fall within the area of the undi-
lated pupil; or partly within the coloboma if an iridect-
omy has been previously performed.

The knife-needle is entered at the upper corneal mar-
gin, passed across the anterior chamber to a point 2 mm.
to the left of the vertical plane (Fig. 48), the capsule
























