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used as much as possible ; the second question had reference to
the date of the meeting. Although we fear that some of our
most valued and distinguished colleagues and professors have
been unable to be with us in consequence of the early date, yet
there would have been so many serious inconveniences in fixing
a later period of the year, that after much anxious consideration
the committee fixed upon the present time. It only remains
for me to state that at a preliminary meeting of the permanent
committee it has been recommended to this meeting to elect the
following gentlemen to fill the offices of President, Vice-Presi-
dents, and Secretaries. I feel sure that I shall only be antiei-
pating the thought and the wish of every one present when I
state that Professor Donders is nominated as your President.
The voice of Europe proclaims him as the recognised chief in
the science of ophthalmology. His profound erudition both as
a linguist and as a pioneer and original discoverer inour art
peculiarly set him apart as the President of this Congress, and
as the mouthpiece of this assembly I request that he will
oceupy the Chair.

M. Warlomont, of Brussels, has been nominated one of your
Vice-Presidents.

When we recall how active a part was taken by this
gentleman in the inanguration of ophthalmic congresses, how
influential he has been through the agency of the journal
in diffusing far and wide a koowledge of ophthalmology,
and how extensively he is known by the eminent members
of our profession in every part of the civilized world,
it will be felt by all present that this compliment is well
deserved. In selecting as our other Vice-President Mr. Williams,
of Boston, we have been anxious to recognise the high scientific
position of this gentleman, and also to mark our respect and esteem
for our Transatlantic brethren who have come over so numerously
to attend this Congress, and who are doing so much to advance
the science in which we are all so deeply interested. Mr.
Soelberg Wells, to whom we are so much indebted for acting as
secretary to the provisional committee, and who has devoted so
much time and attention to the organization of this Congress,
will continue to perform the duties of Secretary, assisted by
Professor Zehender, so well known for his scientific and literary
labours. (Cheers.)

At the conclusion of the address the President, Vice-Presidents,
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as possible conducted in French. It is the language which
probably divides us the least. But for the accommodation of
those who desire a translation, a brief analysis in English shall
be given when required. The new candidates—those who have
joined us to-day for the first time—must present their cards, so
that their names may be proposed as members of Congress,
according to custom.

The new members put their cards of admission on the table,
and their names were severally called out from the Chair.

The rule upon the election of new members says—

(Here the paragraph of the statutes referring to election,
scrutiny, &c., was read.)

M. Donders: Is there any one in the assembly who wishes
that there should be a scrutiny ?

There being no reply,

M. Donders said: Then these gentlemen are named members
of Congress. They are MM. White Cooper, Charylin, Giraud-
Teulon, Cervera, who are all present. There are amongst us
those to whom our sincere thanks are due for the manner in
which they have acquitted themselves in the offices conferred
upon them, Amongst those I must name Critchett, Bowman, and
others. There are also names whose absence we can only
regret. Let us now commence proceedings. I call on Mr. Joy
Jeffries.

Eraer 1y OrPuTHALMIC SURGERY.
By Jox Jerrries, M.D., Boston, United States.

Every week gives us some substantial proof of the fatality of chloro-
form in operative surgery. A certain degree of anxiety therefore must
always be present in the operator’s mind, from which he cannot free
himself, even if an equally competent perszon administers the anzesthetie,
If these propositions are not true, then there is no force in what I have
here to say. I do not advocate the use of ether because I come from the
city where its employment in surgery was discovered and promulgated,
but because I believe that there are others like myself who do not desire
to run the risk of killing a patient with chloroform, and who perhaps
would gladly avail themselves of ether were they rendered as familiar
with its administration and harmlessness as we are in America. Let me
be clearly understood. I use and advocate ether because it is as effectual
as chloroform, and not dangerous to life. 1 should not hesitate to use
chloroform, though perhaps not so freely as ether, did the latter not exist.
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to interfere with the usual course of the recovery or the final result,
Some three hundred other operations are also performed under ether.
We never use chloroform. 1 will say nothing of the use of ether in
the general hospitals of my own city, as I desire to confine my remarks
to ophthalmic surgery, in which I consider ether a blessing to both
surgeon and patient, Finally, I would sum wp what I mean, and would
observe that ether is never fatal in surgery, but that it can always be used
in ophthalmic practice, as it does not interfere with the operation or its
results, it allows the operator to work alome, if compelled to, and free
from thought of the patient's condition. T admit that it is not so pleasant
to give or take as chloroform. With those who can administer this latter
without anxiety, and can rest at peace with their own conscience and the
community in which they live after a fatal case under their hands, my
remarks can of course have no foree, and for such they are not intended.

Mr. Brudenell Carter said: I much regret, sir, the absence
from among us of a gentleman who, more than any other in
London, is in the habit of administering ether—Mr. Warrington
Hayward, the surgical registrar and chloroformist to St. George’s
Hospital. He has advocated very strongly the use of ether in
general surgery, but his experience is, and I must say that mine
entirely coincides with it, that ether as an anmsthetic agent does
not produce sufficient muscular relaxation to fulfil all the require-
ments of the ophthalmic operator. As we have had it adminis-
tered at St. George’s Hospital, we have certainly found that the
recti muscles have not been rendered passive in the degree that I
should desire, and, after some experience, both Mr. Hayward and
myself have determined to lay it aside, and return to our old and
trusted friend chloroform, of which I must say we have no fear,
and which we have never had any reason to regret using. It is
with great deference that I venture to question the statement of
Dr. Joy Jeflries about the safety of ether, but, unless my memory
plays me altogether false, there have been deaths from ether
recorded in surgical history. I think that when anssthetic
agents were first introduced, and ether was the only one con-
sidered to be of any practical value, certain deaths did oceur. 1
shall be grateful, sir, if Dr. Jeffries will come to St. George’s
Hospital and administer ether for us, that we may see whether
our past dissatisfaction with it may be in any way due to our
faults of administration.

Dr. O’Leary observed that many differences in the effect of
ether, when admiuistered as an anwmsthetic, were due to diffe-
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rences in the purity of the drug. He believed it to be a perfectly
safe remedy, provided it be pure.

Myr. Jabez Hogg said that after much experience with various
angsthetics he preferred to operate without any. The re-
sistance of the recti muscles was the best possible aid to ex-
traction.

Dr. Jeffries: T would say, in answer to Mr, Carter, that the
Medical Society in Boston appointed a committee some years ago
to investigate all the reported cases of deaths by ether. That was
done, and they could not find that any one of those reported
deaths was due to the anwmstheticc. "When the muscles are too
tense for the operation I doubt if ether enough has been given.

The next paper was—

Or Imcision oF THE Orric Nerve 1w Cases oF NEURO-RETINITIS.
By L. pE WECKER,

Mg. PrESIDERT AND (GENTLEMEN,

I beg leave to submit to you a short account of certain
observations that I have lately made at my clinique, on a new
treatment for neuro-retinitis, I am as yet unable to give you com-
plete resnlts, but simply some idea of a new operation, with the
hope that, with your co-operation and further experience, it will he
admitted into ordinary practice. You are aware that the investigations of
Schwalbe, continued by H. Schmidt, Manz, and others, have shown that
the liguid contained in the arachnoidal space can in cases of exaggeration of
the intercranial pressure be forced through the optic foramen between the
two coats of the optic nerve up to its insertion into the eye. Here the
liquid meeting an obstacle in the sclerotic ring produces distension of the
external coat on the one hand, and on the other, strangulation of the
contents of the nervous sheath (fibres and vessels), which would explain
the disturbance of wvision, and the secondary atrophy of the nerve itself*

I shall not here enter into any discussion as to whether Schwalbe's
theory is applicable in all cases, and as to whether the dropsy of the
optic nerve is constant in every case of confirmed neuro-retinitis, It
seems to be indisputable that in the great majority of necroscopis this
distension of tlie external sheath near the eye has been met with, and
that Schwalbe's theory affords the most satisfactory explanation of the
production and symptoms of neuro-retinitis,

According to this theory, 1 consider that there are two indications to
be fulfilled : in the first place, to give issue to the accumulation of the
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agree in the opinion of Schwalbe, that in all cases of optic
neuritis there is dropsy of the sheath of the optic nerve. 1 have
myself made more than fifteen autopsies of cases of optic
neuritis where cerebral tumours have existed, and I have only
met with serum in the optic sheath in one solitary instance, and
that was in a case of cerebral meningitis. In none of these
cases then would the operation have been appropriately under-
taken.

M. Donders: Where do you make the incision? I should
imagine it to be dangerous to divide the scleral ring. The in-
cision into the sheath is of very great importance. As regards
the theory of Schwalbe, I believe his statements to be correct.

A Member: Why do you divide the scleral ring at all ?

M. Wecker: I divide the scleral ring to avoid the possible
strangulation of the nerve. (M. Wecker here made some
sketches on the blackboard showing the exact position of the
incision he recommended.) Obviously there is some danger in
dividing the scleral ring, and I regard this part of the operation
as the most difficult, though it cannot be considered as the most
important. I agree with M. Donders that the making of the
incision where the optic nerve divides must be kept in view as
the most essential point of the operation. In regard to
M. Galezowski’s observations, I do not for a moment suppose
that this operation, like every other new method, will be adopted
without much examination and circumspection, but I have not
given the least encouragement for its employment in cases of cere-
bral tumours. I selected these cases because they were desperate
and I did not anticipate any good results from the employment
of other measures. I have said nothing in favour of the opera-
tion in cases of cerchral affections. I would remark in addition
that the above cases include my experience alone, and that the
selection of others must be left to the operators. M. Galezowski
believes he has only met with one case of @dematous swelling of
the sheath of the optic nerve in sixteen that he has examined,
but this result is in opposition to the statements of most authors
on the subject. M. Schwalbe’s theory certainly admits of dis-
cussion when applied to some cases, but it offers the best ex-
planation as yet advanced of most instances of optic neuritis,

M. Donders: Our best thanks are due to M. Wecker,

(Applause.)
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Ox StuMPATHETIC OPHTHALMIA.
By De. WARLOMONT.

When we make use of the term Sympathetic Ophthalmia we now mean

to indicate a disease affecting a previously healthy eye, consequent upon
injury to the opposite one. Originally clearly defined by Mackenzie in
the year 1843, it has since been generally known under this name, and
is now recognised by a definite Symptomatology. For the great Scotch
oculist Sympathetic Ophthalmia is an inflammation which, commencing
in the retina, terminates by invading gradually all the internal tissnes of
the eye, especially the iris, the erystalline lens, and the vitreous; which
develops itself in general from five to six weeks after the other eye has
received an injury, and terminates in most cases in atrophy or complete
amaurosis of the eye secondarily affected.
" From the moment that attention was seriously called to this interesting
point of ophthalmic pathology, observations were made wupon large
numbers of cases, and very soon the line of treatment to be adopted
received careful consideration. Mackenzie already advised the eye
originally affected to be opened, and either its removal, or at least the
abscission of its anterior parts; a plan that was very generally recom-
mended and adopted, especially by the English.

The enucleation of the eye first affected is then the ultima ratio of
modern treatment in Sympathetic Ophthalmia, whether it be applied as a
eurative measure, or as affording a chance of success ina prophylactic and
preventive point of view. »

But what does the term Sympathetic Ophthalmia really mean? Is
its signification limited to that which was given to it by Mackenzie and by
nearly all authors who have written since his time? Must we confine
it only to the irido-cyclitis that usnally manifests itself in an eye
which has become affected as a consequence of the disease of the other?
I do not think so. I admit without restriction the fact, that when a
wounded eye, or even a stump constituting the remains of a more or
less recent lesion, is acutely sensitive, or is the seat of pain specially
affecting the ciliary regions, the other eye is peculiarly liable to
eyclitis or irido-cyclitis. In other cases, as in those, for example, where
the sympathy expresses itself as the result of wounds or of traun-
matic inflammation of other regions of one eye, producing slow atrophy
of the globe, the injured eye becoming progressively reduced to the
smallest dimensions and enclosing a eretaceous lens which acts asa foreign
body—in all such cases, whether acute pain supervenes or it remains per-
fectly indolent, the opposite eye is alike threatened with this and other dis-
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the palpebral conjunctiva being swollen and hypertrophied and the cornea
being covered with an extensive and thick pannus that prevented any
conclusion from being drawn of the state of the pupil. The visiun was
much impaired and peri-orbital pains were very often experienced.
Having no conception that there was anything of a sympathetic nature
in this case it was treated on general principles, and when the condition
seemed favourable peritomy was performed, the surface being cauterized
by nitrate of silver. This happened the 25th of July, 1871.

Contrary to all our expectations in regard to the benefits to be de-
rived from this operation, which in our estimation has nearly supplanted
inoculation, no amelioration took place in the state of the patient after
the three months which are usually required for the beneficial effects to
be produced ; the cornea remained vascular and nebulous; a kind of
fleshy growth which had long occupied the internal side of the cornea
and extended over four-fifths of it, as well as over the sclerotie, persisted
with a discouraging obstinacy. No good results followed, and after four
months waiting, having absolutely gained nothing, the patient desired to
leave and we did not attempt to keep her in. Her mother, however,
who came to fetch her, had more perseverance and implored us to try
other means. In accordance with this request, the next morning, 14th of
November, we enucleated all that remained of the right eye, the opera-
tion being justified by the necessity that exists in all cases of removing
the remains of the cornea, upon which we can never without imprudence
apply an artificial eye. At this period the pannus was very thick, there
were numerous radiating and congested vessels with conjunctival vegeta-
tions on the inner side of the cornea, Large tortuous vessels, rising
from the cul-de sac, broke up at this point. She had frequent headache
and peri-orbital pain, but neither the ciliary region on the right or left side
presented the slightest sensitiveness on pressure, The enucleation was
performed on the patient under chloroform and was marked by no
incident. The results of it were really magical. The very next day
the peri-corneal injection had disappeared, the corneal vessels had di-
minished in size; all sensation of pain had ceased, and a year had elapsed
since the patient had felt so well. Was this a simple coincidence ?
Was it the effect of the peritomy now pronouncing itself, or might we
admit unreservedly, * post hoe,—ergo propter hoc?"  Most will, we
think, agree with ourselves in replying in the affirmative, when they learn
that this amelioration has continued, that il has made daily progress,
and that three months and a half after the enucleation our patient
can see to read, and has taken a place as lady’s-maid, reading and sewing
without difficulty.

But I have now to mention a fact which augments the interest of this

C






FOURTH OPHTHALMOLOGICAL CONGRESS. 19

middle of the margin of the iris and at its inferior and outer side there
appeared to be a trace of the wound, which further corresponded with a
mark in the cornea ; the two membranes seemed adherent at this point,
so far as the blood gtill remaining in the anterior chamber permitted any
conclusion to be drawn. No pain was experienced in moving the globe
and the tension was not greater than natural, but it was extremely sensi-
tive to the touch. The patient was very nervous, which he freely
attributed to the sufferings he had endured during the previous three
weeks. Some perception of light was still retained; he observed
luminous spots. The other eye was healthy, presenting only some old
and scarcely perceptible nebulosities in the cornea. It was impossible to
form any conclusion as to whether the shot was lodged in the eye or not,
and still less to discern the place where it had been arrested. The move-
ments of the eye were not painful, and the eyeball was not hard. It
was quite possible that the foreign body might have traversed the eyeball
and penetrated into the orbit. Yet there were evident signs of irrita-
tion in the retina, and the subconjunctival wessels were swollen and
tortuous. Whatever might have been the nature of the lesion, it was
probable that the eye would be completely lost. The patient even whilst
under examination declared he would not submit to any operation.
Nevertheless, as I could not for a long time see the patient again, I
told him that, if the eye continued to be painful for weeks or months,
and especially if the sight of the other eye should become impaired, or
any other inconvenience were felt, he ought directly to consult an
oculist. I particularly impressed upon him that in this case the removal
of the diseased eye would be the only means to save the other.

I had no opportunity of seeing the patient again until the 16th of Nov.,
when I received a letter from his wife, telling me that the eye which
had not been wounded had been suffering for eight or ten days ; that the
other was quite lost, and that the man was with difficulty able to guide
himself. In my reply I directed her to come immediately to Brussels
with him ; and having satisfied himself in regard to the correctness of my
prognostication, he resolved to follow my advice and soon made his
appearance. On examination I found that he could searcely see to guide
himself, and that he could only with dificulty distinguish the windows
of the room into which he had been led. The right eye (the wounded
one) was still suffering from chronic inflammation, with uniform
perikeratitic injection ; the vessels towards the conjunctival cul-de-sac
were large and tortuous. The cornea was transparent enough, and the
iris, presenting an anterior synechia at the place of the scar of the wound,
had the colour of a dead leaf, and the pupil was completely obliterated.
All perception of light was lost. The globe was softer than natural, and

c 2
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dulness near its inferior border. And now the season becoming warmer,
he began again to work. I saw him once more on the last day of May.
The improvement in vision had continued, but a fortnight before, having
worked with wet feet in a ditch, he took cold—a wviolent catarrh. This
led to a severe attack of keratitis, with fresh interstitial exudation,
followed by an abscess in the lower part of the cornea. The vision had
consequently deteriorated, and so much the more as the keratitis was
most marked towards the central part of the cornea. The condition
established was evidently c¢hronic, and I have not since had an opportunity
of seeing the patient.

I will now adduce a third ecase, that will enable us to look at
sympathetic ophthalmia from a different point of view, In this case the
primary disease was of idiopathic origin, though it exerted a marked
sympathetic disease in the opposite eye, which was naturally benefited by
the enucleation of the eye first affected.

Case III. Atrophy of the right eye, with ossification of the cho-
void, consecutive to an attack of inflammation. Irido-choroiditis punctata.
Keratitis of the opposite eye.  Enucleation of the atrophied eye.  Great im-
provement.—Madame E. D, ®t, forty-one, of a lymphatic temperament, had
suffered from indifferent health for years. She had an ovarian cyst of con-
siderable size and of ancient date. She had never suffered from any disease
of the eye until about ten years previously. She had then been attacked
by violent ophthalmia, with swelling and suppuration (probably purulent
ophthalmia). This attack proved very intractable, and the vision was
only imperfectly re-established, a macula remaining at the inferior part
of the eye. Buch was the only positive information I could gather in
regard to antecedent disease.

After a short time this eye became the seat of chronic inflammation,
accompanied by headache. After several attacks had oeccurred vision
was completely lost, and from this time onwards—that is to say, for three
or four years—this eye scarcely gave any suffering to the patient; it,
however, became reduced in size, and at the same time it retreated into
the orbit. I was consulted by this lady towards the end of April, 1871,
for the other eye, which had for several months been painful, I found she
was suffering from an attack of acute parenchymatous iritis, with complete
posterior synechia with exudation in the pupil ; the vision was enfeebled
to such a point that she could distinguish only very large printed characters.
A perikeratitic zone surrounded the cornea, large tortuous vessels sprang
from the conjunctival cul-de-sac, and were lost in this zone. There were
signs of choroiditis, but I was unable to establish the existence of this
condition by means of the ophthalmoscope on account of the lymph
exuded into the pupil ; there were some floating bodies in the vitreous,
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confrére whosaw the patient with me, there was some indication of former
specific disease, it was resolved to administer syrup of iodine and iodide
of mereury. Under the influence of this treatment, persisted in for two
months, the state of the eye rapidly improved, and after the lapse of about
three months led us to hope that the case was cured. At this time,
however, the atrophied eye began to be occasionally painful, and when it
was touched through the upper eyelid she drew back as far as possible.
Very soon the iris and the choroid of the other eye were again attacked
by inflammation, and interstitial exudation again appeared in the cornea.
From the first symptoms of irritation in the atrophied eye I had
expressed myself strongly in favour of enucleation, and at last persnaded
her to submit to the operation. It was accordingly done on the 18th
December. The extirpated eye was found to be considerably diminished
in size and deformed. Apart from the muscular impressions and the
indentations already referred to, it presented a kind of staphylomatous
protrusion above and on the outer side, between the insertion of the right
inferior rectus and the external rectus. PBut what was more remarkahle
than this deformity was the discovery of a hard body within the eyeball,
situated near the superior projection and the surface, which formed the
external side of the inferior indentation. Besides this, the eye was soft,
at least at its surface, though when a little firmer pressure was applied a
hard body ecould be felt. I then made a small opening on the side
opposite to the hardness. A turbid and yellowish, but not viscous,
liquid escaped. The interior was still pigmented in certain points, but
was generally of a dull grey colour, with a bluish reflex. I found no
trace of retina nor choroid. The optic nerve was reduced to less than
half its natural size, and was atrophied and cupped. The crystalline
lens occupied its ordinary position, and was completely hard and calcified,
though softer behind, where it was covered either by its own thick
capsule, or by lymph. Immediately under the sclerotic, but separated
from it at certain points by a little pigment, was the hard, irregularly
shaped and vascular body, which was felt through the sclera, and which
was no doubt only an ossification of the choroid, an ossification resulting
from chronic inflammation, and dating back to a long antecedent period.
The irregular mass distantly resembled the shell of a hazel nut, the base
of which was below, whilst the apex corresponded to the upper staphy-
lomatous projection. Let us note in passing that it was the contact with
this last projection which had latterly rendered any pressure so painful.
Moreover, it was towards this side, as well as towards the interior, that
the growth of the bony projection had chiefly taken place, for it was there
that it was the least dense, whilst it was most condensed and presented fewer
pores and vessels towards the inferior and outer side. Under the micro-
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sympathetic affection may manifest itself even in the absence of all per-
ceptible irritation of the organ originally injured. In both cases enuclea-
tion is indicated. 2. It is important to perform this operation as soon as
possible after the manifestation of the first symptoms. When the
sympathetic irritation has already advanced to an irido-cyclitis with
exudation, enucleation is almost always useless, for it is slow in progress,
8. When an eye is destroyed by injury, we should at once proceed to
enucleate it under chloroform, for we thereby render a great service to
the patient, freeing him, on the one hand, from the immediate effects of the
injury, as ophthalmitis, &c., and enabling him to return to his work on
the next day, if we may so speak; and on the other, certainly preserving
him from all consecutive sympathetic mischief. This preventive enuclea-
tion ought always to be recommended when there is reason to suspect the
presence of a foreign body in the eye.

I desire M. Donders to submit these propositions to the Assembly, and
if they give their sanction to them, these precepts will I think be useful.
The question is indeed of great importance in different points of view,
especially in medico-legal cases and in the responsibilities of military
service. Thus in Belgium a soldier losing an eye in the service, if the
other eye is good at the time of discharge, the lost eye is paid for and
all is done. But when later the second eye be attacked, it is obvious
how important it would be to him were he able to establish the con-
nexion between the two affections. I think the members of the Congress
may, without compromising themselves in any way, express their opinions
in regard to these propositions. I do not ask them to vote on a scientific
question, but on a practical point in regard to which the actual state of
science allows them to express themselves positively. Fixed rules, de-
creed by them, would serve as a useful basis for many judicial decisions,
which has hitherto been wanting in this matter.

M. Donders: M. Warlomont has made a proposal which
appears to me to be very dangerous. It is to submit to the
vote the propositions we have just heard, but this is a proceed-
ing which I think the Congress cannot readily adopt.
Perhaps M. Warlomont will be satisfied if no one raises any
objections to his propositions. Does any omne object to them ?
(Pause.) Well, then, it may perhaps be admitted that no ob-
jections readily occur to any member of the Congress on these
points, and M. Warlomont will readily understand that this is
all that can be conceded to him at present. M. Warlomont will
perhaps again read his three propositions.

M. Warlomont read them in French and English.
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Mr. Critchett : The question of advisability of enucleation in
traumatic cases is the most difficult that can be proposed to us;
it is so difficult, that in point of fact it is impossible to lay down
any rules that can be followed in every case. If inflammation is
caused in the eye not affected, it is very probably caused by sym-
pathetic action ; prolonged irritation will certainly cause the loss
of the uninjured eye, and the question is what is to be done in
these eritical cases. We cannot give in answer that the operator
must adopt one general method alone. Each case must be con-
sidered on its own merits, and the arguments pro and con. be
balanced. There are cases, and many could be cited, where enuclea-
tion affords the only chance for the patient. I shall not attempt
to lay down any rule, or indicate the symptoms which require the
application of this or that proceeding. I would only observe that
in all these cases it is necessary to think well before operating.
At the same time broad distinetions may be drawn, and I should
make a difference in the treatment of a young person and one of
advanced age. Complete enucleation is not always necessary ;
we may perform ablation, and I should adopt partial ablation, and
not complete enucleation, in the case of young persons. In re-
gard to the observations that have been made on the subject of
suppuration, I am of the opinion of M. Wecker, that in cases where
we have to combat inflammation it is generally sympathetic.

Dr. Noyes : I do not propose to discuss the propositions of
M. Warlomont, but to mention my experience in reference to
the cases of suppuration of the eye. I have adopted another
proceeding for the purpose of relieving the sufferings to which
the patient was exposed, and at the same time preserving a
better cosmetic condition for the adaptation of an artificial eye.
I have contented myself with simply freely incising the globe
and letting out its contents, and with a sponge wiping out every-
thing pertaining to the eyeball save the cornea and sclera, leaving
thus open the cavity of the sclera, which gradually granulates
together, forming a stump which is certainly better than the
entire absence of the globe. None of these cases have ever come
to me again with sympathetic trouble, and I quite agree with
the proposition that suppuration of the eye is unlikely to cause
sympathetic affection, but I think this proposal to eviscerate the
eyeball so suppurating is worthy of adoption where a good
cosmetic effect is afterwards desirable.
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Thursday, August 1.—Aflernoon Sitting.
M. DONDERS IN THE CHAIR.

Mr. Bader : The first case I wish to show is one of pannus with
granular ophthalmia, treated by the local application of sulphate
of quinine, which was powdered over the granular surface of the
conjunectiva. The immediate effect of this proceeding is to cause
a profuse suppuration, which lasts from one to three or four
minutes. After that has subsided there is no more inconvenience.
Here is a case which was such as I used formerly to inoculate
with gonorrheeal matter, the papillee being highly hypertrophied
and the cornea vascular, so that no iris was visible. The patient
could not see his way about. I tried the effects of quinine upon
him in the mode deseribed, and in about three weeks he became
able to see to go about. I have here a sketch of the state of his
conjunctiva when he came into the hospital. 1f you look at him
now, you will see that the cornea is clear, and I believe that by
persevering he will get well. Quinine seems also to do good in
cases of intolerance of light when caused by granular deposit,
whether in clusters on the cornea, or granulations on the con-
junctiva.

Mr. Bader then brought forward two cases of conical cornea,
and said : This first patient came to me in February, 1872, with
conical cornea in both eyes, and I show the ecase in order to
bring before you the result of tinting in cases of corneal opacity.
You will have some difficulty in detecting the existence of any
corneal opacity, although there is one as large as two pins’ heads.
It has been tinted with Indian ink. The second case is one of
conical cornea, in which the sight of the patient has become so good
that she will not allow me to remove the opacity by tinting. She
came to me originally with myopia of one half. No concave lens
improved her. She could not work, or even see to go out.
The right eye, the worst, was first operated on. It quickly
cicatrized—in about three weeks—and three weeks afterwards
the second eye was operated on. She has been in service now
for several months, and she can read Snellen’s No. 2 at twelve
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inches. There is still a good deal of astigmatism, but she does
her work without the consciousness of anything being wrong.
If you will allow me I will describe the operation. It con-
sists in cutting off the apex of the cornea. How it is cut off is
immaterial. I used to take a cataract knife and make a flap
section, take hold of that with forceps and then cut through the
remaining part with scissors. A piece came off about the size
of a pin’s head. Thus an opening was cut into the anterior
chamber, the aqgueous humour escaped, the eye was then bound
up and kept bound up until it had healed. The peeuliarity of
these cases is that we cannot say how much improvement will
result. I have had seventeen cases, and all are s0 much im-
proved that I shall always adopt the same operation. In
some cases it happens that after the wound has healed up, a
slight amount of myopia remains; in this case it amounted
to +5th. In some cases a high degree of hypermetropia was the
result. In the cases on which I operated first I used to stitch
up the opening with a fine suture. This case is the first in
which no sutures have been inserted, and it is the most perfect
case of all. Since this one I have had several cases in which I
did not use sutures.

In reply to the President, Mr. Bader said that he had some-
times to perform an iridectomy afterwards, but in many this had
been done hefore the case came under his notice.

In answer to Mr. Cooper, he said that he had had no case in
which the lens became opaque.

Mpr. Critchett : I think the subject of conical cornea ought
not to be allowed entirely to drop without once more rendering
homage to our revered colleague, Von Graefe, who was the first
to suggest the treatment of the affection by treating the come
itself, and I believe it was the subject of the last communication
he gave to us. Although the treatment has been modified in
various ways, yet the idea originated with him. I have a case
here which illustrates, I think, very well the plan which he
himself proposed to follow, and shows that there are several ways
which lead to the same result. I quite admit that when put
into comparison with the very beautiful case I have just seen
of Mr. Bader it does not in all respects bear comparison. When
it has been treated by tinting I think it will be greatly improved.
A thin layer of the centre of the cone was removed without
entering the anterior chamber. The wound was then touched
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with nitrate of silver, which formed a considerable ulcer,
that afterwards contracted, and, as it contracted, completely
removed the apex of the cone, and reduced the curvature of the
cornea. The ulcer being, however, the same size as the pupil
itself, it was afterwards necessary to make an artificial pupil,
which was done by iridodesis ten days ago, and he is now able to
read No. 2 of Jiger and No. 2 of Snellen with a 4;th concave,

In reply to a question by the President, Mr. Critchett said
that the idea of Graefe was to take off a thin shaving of the
cornea without entering the anterior chamber, and then to apply
nitrate of silver to the scar, thus producing an ulcer, which after-
wards healed. The great difficulty of the operation is to avoid
entering the anterior chamber, and it requires perhaps more
dexterity than any other operation.

Mr. Soelberg Wells : I have done the operation for conical
cornea, and I agree with Mr. Critchett that it is one of the most
difficult operations we are called upon to do. It has lately struck
me that we may perhaps attain the same end by a more simple
and safe method, by doing what we are often called upon to do
in removing a foreign body—namely, merely scraping off with a
knife a sufficient quantity of epithelium and a little corneal
substance, and then touching it with a stick of nitrate of silver.
In that way we can exactly estimate the size of the ulcer we
wish to produce, and we run no risk of perforating the cornea.
I have not had an opportunity of performing the operation, but
shall endeavour to try it when a suitable case presents itself.

Mr. Hulke asked if he was correct in understanding Mr.
Bader to say that the immediate effect of the application of
quinine was to cause suppuration, lasting four or five minutes
only.

Mr. Bader : Such is the case, and I believe that that is really
the reason why the cases get well so quickly.

Mr. Hulke: Tn what proportion of Mr. Bader’s cases of
conical cornea has there been prolapse of the iris and anterior
synechia, and may it not be that in many of the cases the im-
provement of sight has been the effect of some alteration in the
shape and position of the pupil rather than of the reduction of
the conicity of the cornea ?

Mr. Bader: In none of the cases in which no suture was
used was there any adhesion or prolapse of the iris. When 1
used a suture I got prolapse of the iris and did an iridectomy
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afterwards. In some cases the iridectomy had been performed
previously at another hospital.

M. Delgado : May I ask Mr. Bader whether he has obtained
a complete cure of granular pannus by treatment with sulphate
of quinine alone, and has he seen both the opacities and the
vessels disappear ?

Mr. Bader : My experience has not been sufficiently great to
enable me to reply to you, but I would observe that the sulphate
of quinine certainly causes the photophobia to disappear at the
end of three days, which gives time for the granulations to be
otherwise acted on.

Dr. Williams (of Cinecinnati): The case of keratitis treated by
sulphate of quinine is one that interests us who come from a
country where such diseases are very common. I have examined
the two eyes treated, the ome, as I understand, exclusively by
quinine, and the other by cansties of various kinds. I understood
Mpr. Bader also to say that he had treated them with the sulphate
three times a day for a year. (Mr. Bader, nine months.) This
is hardly enough to induce us to deride on the propriety of the
treatment, for we often see that of two eyes of an individual one
will remain stationary, while the other, under the same treat-
ment, will get well. The treatment of such granulations for
nine months without producing more impression than is pro-
duced on the one eye does not seem to me, under the best view,
very encouraging. I have used the sulphate of quinine both in
substance and in solution in many cases for some time since it
was first proposed, and I must say that I have been disappointed
in its effect, and I have gone back to other modes of treatment,
about which I shall speak to-morrow. I am convinced that
taking that case, and treating it with sulphate of copper, or nitrate
of silver, or chromie acid, brushing the lids once a day for three
months, they will be rendered smooth without any destruction of
the conjunctiva. In a case of conical cornea I did Mr. Bader’s
operation on one eye, and on the other eye of the same patient
I did Graefe’s operation—the latter eye being the worst, I
excised a thin layer of the cornea without opening the chamber,
but did not cauterize it. I used compression for a few days, and
the eye recovered so far that the patient was able to read ordinary
print at five or six inches distance, while before the operation
she was hardly able to read very large print even when touching
her nose. In the other eye, in which Mr. Bader’s operation
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was done, the aqueous escaped, the eye was bandaged, and there
was no prolapse, yet, although I did not excise a large piece, the
wound remained open for six weeks. I had complete anterior
synechia of the entire pupil, and the patient suffered severely
the whole time. I have made an iridectomy, which has relieved
the condition of the eye, but that on which I operated by the
other method, although the worst originally, gave me least
trouble and the best result. Thus I think we shall have to come
back to the method of our immortal Graefe.

M. Galezowski: In granular keratitis I practise excision of
the superior or inferior cul de sac of the conjunctiva, according
to the lid affected. Three days after this operation has been
performed I cauterize the eyelid with sulphate of iron, and I find
that by these means the cornea becomes clear, and that granu-
lations which have resisted every treatment for years heal in
three, four, or six months. With regard to kerato-conus, I have
twice done an operation, which consists in making a small inferior
flap very near the apex of the staphyloma. I then cut away a
small semicircular-shaped piece, corresponding in length to the
wound, and apply compression for two or three weeks. By these
means I obtain excellent results. In one of my cases the
invalid could read No. 5 of Giraud-Teulon’s test types, and in the
other No. 7, although the wound was not then perfectly healed.

M. Donders: The next paper is by Dr. Taylor,

ON THE PRrEVEXTION oF Provarse AFter Cararact Exrraction by
SEPARATING THE IRIs From ITS PERIPHERAL ATTACHMENT, INSTEAD OF
Removizg A SeGMENT OF THAT MEMBRANE.

By Caagres Beirn Tavvor, M. D., F.R.C.8.E., and Surgeon to the
Nottingham and Midland Eye Infirmary.

In spite of the almost universal performance of an associated or
preliminary iridectomy as a part of the modern method of extraction
for cataract, I think it is evident that no method will be permanently
retained that involves a mutilation of the pupil. The cosmetic defect, the
dazzling and the defective accommodation occasioned by the sacrifice of a
portion of iris, though defects perhaps little to be considered when we
appreciate the comparative safety of modern methods of extracting, are
still defeets which leave something to be desired both on the part of the
patient and operator; and it is clear that while this is the case we must
constantly expect a restless aspiring after improved methods and a con-
stant effort to save the pupil; it may be, [ grant, at the sacrifice of more

D
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Dr. Taylor, in answer to a question, said that it was necessary
to make a very small incision at first and to enlarge it afterwards.
Ultimately the new pupil was scarcely to be seen, being merely
a little gap at the periphery. The original pupil became quite
natural, and was not displaced at all.

In reply to Mr. Jabez Hogg, he said that the early escape
of the aqueous humours did not interfere with the subsequent
steps of the operation.

Mr. Critchett: Is the capsule opened behind the iris or
through the natural pupil ?

Dr. Taylor : Through the natural pupil.

Mpr. Critchett : Then the part of the capsule corresponding
to the escape of the lens is not opened. Would not the
capsule remain as a barrier to its escape ?

Dr. Taylor: Not more than in ordinary extraction.

Dr. Wolfe observed that this operation was the old story of
trying to force out the lens through a small opening which is
not dilatable, and he believed it would be far better to force it
out through the dilatable natural pupil. Another objection was
the difficulty of making a hole in the iris of the proper size.
He believed the operation was an nnnecessary complication in
the operations for cataract.

Dr. O’Leary remarked that a hole of considerable size, while
the iris was contracted by Calabar bean, would shrink to insigni-
ficant dimensions when the effect of the Calabar bean had

passed off.
The next paper was by Dr. Bribosia, and was entitled—

MoDIFICATIONS PROPOSED FOR ADOPTION UNDER CERTAIN CIRCUMSTANCES
1 THE OPERATION OF CaTaract BY Lixear ExTracTiow.

By Dg. Brinosia, Surgeon fo the Oplthaliic Institution of Namur (Belgivm),*

Amongst all the operations performed on the eye none has received
more earnest attention from medical practitioners than that of removal of
cataract. After but a short contest linear extraction combined with
iridectomy has become the method universally adopted, and it is only right
to state that the profession owes, to a considerable degree, the first steps in
the path of this progress to an Englishman. If the operation of cataract,

* Translated by Mr., Vernon,
D 2
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set. Toadd to the difficulty, it was impossible to obtain anwsthetics ; the
agitation of the patient was only inereased by chloroform. In the face of
such unconquerable indocility the situation became a serious one. The
moment of iridectomy and that of opening the capsule were especially
fraught with danger, rendered still more complicated by the depression
of the eyes.

The following process was then carried out; its result was a complete
success :—

1st step.—The patient lies down (his head resting on a somewhat
hard pillow), the pupil being pretty fully dilated and the conjunctiva
seized by the forceps; one of Mr. Bowman’s very fine stop-needles is
introduced rather obliquely through the cornea into the anterior chamber
(about three millimetres from the corneo-sclerotic margin), and a little

Fie. 1.

below the transverse diameter ; a crueial ineision is then made through the
capsule ; this is done very rapidly, to avoid the escape of aqueous humour.

2nd step.—Immediately afterwards one of Graefe's very slender knives
is introduced, according to his ordinary method of upper incision.
Puneture and counter-puncture are rapidly performed, after which an
instant of repose is allowed. The operator then communicates to the
knife a few slight rotatory movements on its axis, which facilitates the
escape of a certain quantity of the aqueous humour. This mancuvre
brings in front of the blade of the instrument the portion of the iridian
veil which overlies it, a portion more or less considerable according to the
quantity of the liquid which has been allowed to escape before continuing

the operation,
8rd step.—The middle part of the blade of the knife, which is in the
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and I trust that for such cases the distinguished colleagues who listen to me
will give it a favourable reception.

Returning once more to different stages of the operation, we will briefly
notice the advantages they respectively offer.

* 1st. The opening of the capsule performedin the first instance with
the stop-needle possessesthe advantage that it can be executed in the most
complete and finished manner. The operator is not impeded by the
presence of blood, which frequently occurs in Graefe's process after the
section of the sclerotic, and iridectomy. In the ordinary linear method,
to perform this discission while there is a gaping wound in the eye,
requires great docility and perfect calm on the partof the patient. Be-
sides this, the crucial aperture of the capsule with the stop-needle is
more easily performed, than by the introduction of the cystitome into
the upper part of the anterior chamber, as is practised in Graefe's
method. Have we not all experienced difficulties at this stage of the
operation? The oblique incision of the capsule in the shape of a V, as
practised by the Berlin oculist, is an easy matter certainly. But the
transverse openings, so desirable to prevent secondary cataracts, are not
so soon executed. This, however, is not my principal motive for altering,
in certain cases, the epoch of opening the capsule. The strongest reason
for its adoption exists when we have to deal with an unmanageable
patient, and must expect spasmodic movements and agitation of the eye-
ball. In such cases, as you are well aware, the movement is a eritical
one. The eye is open, the wound often gaping ; and the slightest move-
ment of the eyeball may give rise to an escape of vitreous humour,

2nd. Iridectomy performed simultaneously with the opening of the eye.
The idea of making the excision of the iris with Graefe's knife at the same
time that the globe of the eye is cut must have presented itself to many of
you. Every operator, indeed, accustomed to the linear extraction must have
sometimes found the iridian diaphragm meeting his knife, and have been
forced to continue the operation by excising it at once. For my own part,
I do not consider that traumatism of the iris thus performed presents any
greater danger than when done in the Fia. 3.
usual way with scissors and forceps. It '
is true that in ordinary cases it is better
to aet according to Graefe's rules, which
give a neater wound in the iris and allow
us to measure more easily the portion
to be excised. But experience has con-
vineed me that iridectomy performed with
the linear knife at the same time as the
sclerotic incision, notwithstanding its fringed shape (fig. 3), does not
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two steps which I have sought to render easier for the operator and less
perilous for the patient.

In consequence of this, I recapitulate the advantages of my plan as
follows :—1. Facility and rapidity of execution, the eye being throughout
fixed by the operator himself. 2. The opening of the capsule performed
with more thoronghness and neatness. 3. Less frequent escape of the
vitreous humour, on account of the rapidity of the operation. 4. Adap-
tation to persons of a nervous and susceptible temperament, whose docility

cannot be depended upon, as also to those patients whose eyes are very
much depressed in the sockets.

Mr. Hogg remarked that the operation possessed the same
disadvantages, in allowing the early escape of the aquecous, as Dr.
Taylor’s.

A New Memnop vor THE EXTRACTION oF CATARACT.
By De. WarLOMONT.

The history of the extraction of cataract isastrange one. Originally
performed by Daviel, in the year 1748, it took a century to perfect. To
attain this perfection the ancient methods of reclination and of depression,
of which happily nothing remains now-a-days but the sad remembrance,
were successively adopted and discarded. In possession during twenty-five
years of the exclusive favour of all ophthalmologists, it was widely spread
and universally accepted as the best method ; from 1840 to 1865 the ex-
traction by the large flap was the general method of operating on senile
cataract, The operators disputed timidly respecting the place to be
selected for the section, some cutting upwards, some downwards, and
others again on the side, but this little question of detail settled, the
operator hesitated no longer. A senile cataract being given, a large
eorneal flap was made, and each step of the operation was mathematically
laid down, The starting-point was indeed known, but the method had
been determined upon and hesitation was impossible. The patient was
certain that he was about to be operated on by the best method known,
whilst the practitioner felt that this method alone could lead to a successful
1ssue,

Great changes have occurred in the course of a few years; innumer-
able modifications were made in the operation of Daviel: extraction by
means of the large flap was discarded for a time by the proceeding of
linear incision, which though resisted by some obstinate adherents of the
old method was warmly approved of by others. This was the com-
mencement of a period of indecision and perplexity. But now, having
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dispensed with, or whether we are interdicted from leaving the pupil intact,
even with the smallest cataract.

This state of things encourages me, gentlemen, to lay before you the
planof a new method of proceeding ; the need of it, as you know, being felt
by all, gives me, without affecting pretension, a vague hope, whether rightly
or not you shall judge, that it may deserve a high rank in the future
operations for cataract. This proceeding, due to M. Lebrun, has originated
at the Ophthalmic Institution at Brabant, and is described by the author
in the appendix, under the name of * Extraction by a small median flap.”
It consists in the extraction of a cataract through a flap wound of a
special form in the middle part of the superior segment of the cornea,
and without the necessity of an iridectomy. The eye being fixed by
means of forceps or a hook, the knife of Graefe is introduced in the
cornea a millimetre or two beyond the external border of its transverse dia-
meter, the edge of the knife turned npward and slightly in advance, in such
a manner that the plane of the instrument forms with that of the iris an
angle of about 30°. It enters and traverses the anterior chamber rapidly, in
order to make the counter-opening at the corresponding point on the other
side of the cornea. The incision after that is continued by a movement
with the knife, so that its edge describes insensibly a curve, which
terminates by the section of the cornea at the height of the juncture of its
superior third part with its middle third part. There remains then
nothing more than to make the opening of the eapsule and to remove
the cataract by the customary maneuvres. This incision is not in a
plane. It is not parallel to the iris, as is the case in the other methods
of extraction. It is a curved surface, which can be represented by the
intersection of a eylinder (curved line, traced by the knife) with a section
of a sphere (the cornea). The segment is from three to four millimetres in
height, but becomes large on account of the curved line of its surface.
The lateral parts are cut obliquely in the cornea, its summit alone is
perpendicular, and is situated a little lower than the superior border of
the pupil when moderately dilated. This section offers the following
advantages :—

1. It is an easy method of extraction, and does not permit the
escape of the erystalline until the proper moment.

2. Its situation in relation to the opening of the pupil permits the
crystalline to be touched without obstacle, and without having, as in the
extraction by large flaps, to push the iris before it, by which it is covered,
and of whichit is disembarrassed only by interfering more or less violently
with the posterior face of the border of the pupil.

3. The opening made in the cornea adapts itself readily to the curved
surfuces of the crystalline, causing the minimum amount of distension.

o,
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that oculists very seldom allude to it. It appears to me that in
every case in which we are going to operate on hoth eyes we
should always divide the risk by performing the operation of
Graefe on one eye, and the operation just described by M.
Warlomont on the other, the former operation being more likely
to produce iritis, and the latter suppuration of the eyeball. In
that way we may double the chance of success. It has occurred
to me on two occasions to lose an eye by the two opposite ways.
One in which I had performed M. Warlomont’s operation I lost by
suppuration ; the other by secondary iritis. Therefore, when we
have operated on one eye with bad result, always choose the
other operation for the opposite eye. The great advantages of
the operation M. Warlomont has suggested are—first, its absolute
painlessness, It is the least painful operation that can be per-
formed on the eye for extraction. It can almost invariably be
performed without chloroform. The cataract escapes with ease,
and there is less rough violence done to the eye than in any
operation. The line of incision is scarcely visible afterwards,
the pupil is perfect, and the optical results are as good as can be
desired., The chief risk is the possibility of purulent infiltration,
Prolapse of the iris is almost impossible. In both this operation
and in the operation of Graefe it scems to me that the one
principle is this—instead of making the flap a segment of a
small circle we make it a segment of a large circle, of a circle
about double the size of the cornea. That 1s the case in the
operations of Graefe and of M. Warlomont, only in that of
M. Warlomont the section is made lower down on the cornea.
They seem to me to do away altogether with the plan of making
the curve of the section correspond with the curve of the edge of
the cornea. That involves, it seems to me, an unnecessary
danger. Whether that larger section should be made in the
sclerotic and border of the cornea is still sub judice. It seems
to me that we may select a particular position for a particular
case with very great advantage.

M. Hansen : I do not think we can speak of this without
speaking at the same time of Licbreich’s operation, which is to
a great extent the same thing as that which has been proposed.
The only difference is that Liebreich’s is performed downwards
and this is performed upwards. Liebreich’s operation appears to
be a little more linear than this, but the resemblance between
them will be obvious to any one who has read Lichreich’s hook
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considerable contusion. Now, since the lens does not perform any
rotation on its horizontal axis, no further enlargement of the opening in
the capsule occurs during its escape, whilst an insufficient opening, made
by means of the cystitome, immediately contracts. Again, when the
incision is peripheric the subsequent extraction of the remains of the
lens at the opposite side isrendered difficult. I believe, however, that the
chief merit of Liebreich consists in the fact that he had the courage to omit
the iridectomy. It requires courage because it is difficult to acknow-
ledge that the numerous arguments advanced in order to prove the
excellency, or rather the necessity, of the iridectomy are of no value
when opposed by the results of actual practice. Yet I believe this is
indeed the case. Certainly no operation has been so much abused as
iridectomy, not only in cases of cataract, but in general diseases. In
how many cases of mistaken diagnosis—in how many in which there
were no indications for its performance—has it not been employed ? Even
in those cases in which its great discoverer, if I may say so, considered it
indicated, and where its application has been generally adopted, expe-
rience has taught us that it does not quite fulfil all our expectations. I
am of opinion that we may best show our respect for: the memory of
Graefe by following him in the path of sincere and independent observa-
tion, even if we should arrive at the conclusion that he has been some-
times mistaken.

I would here call attention to the fact that the relative value of
iridectomy and non-iridectomy, in cases of cataract, could not he
sufficiently examined before the form of the cut had reached its present
perfection. Flap-extraction has been tried both with and without
iridectomy. The difference in the result has been so small and uncertain
that no conclusion could be arrived at. Linear extraction with iridectomy
has also been performed. It still remains to perform linear extraction
without iridectomy. I am of opinion that the advantages of iridectomy
will be found much smaller than has been supposed. In order to do
justice to iridectomy, I beg to observe that the ordinary practice of
executing this operation coincidently with the extraction is altogether
inadequate to prove that it possesses any real advantage. Firstly,
there must be some engagement of the iris, and thus an unfavour-
able condition is introduced into the healing process; sccondly, and
this is of more importance, a fresh wound, corresponding in size to
the margin of the coloboma, constitutes a not unimportant enlargement
of the entire extent of the wound—not to mention the contusion of the
new iris wound-borders during the escape of the lens. This contusion
of the borders of the fresh wound of the iris is at least of as great impor-
tance as is the contusion of the uninjured iris in extraction without iri-
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accident. In thirteen cases the pupil appeared, after the discon-
tinuance of the dropping in of atropine, perfectly round; at least it
departed so little from a circular form that only a minute examination
by means of oblique illumination revealed any irregularity. Neverthe-
less there existed in all these cases synechia posterior, which became
perceptible after the instillation of atropine. Consequently, in nearly all
the cases—four excepted—adhesive iritis_existed, though in most of
them only to a very small extent and without any inelination to effusion.
Prolapse of the vitreous did not in any case appear as a consequence of
the mode of operation. In two cases of cataract, however, with conside-
rable separation of the cortical layers (in the same individual), some
of the vitreous was lost ; but this was in consequence of the extraction of
the capsule after the extraction of the lens had heen accomplished without
accident. In every method of extraction some of the vitreous might have
been lost by such subsequent extraction of the capsule. On account of
the small number of my cases I abstain from further statistical details.
In like manner, the small number of the cases prevents any conclusions
from being drawn in regard to the influence exercised upon the oceur-
rence of prolapsus or the formation of adhesions by the size or con-
sistence of the cataract. Several of the most fortunate cases were
large sharp-bordered cataracts. I must also ohserve that no inconside-
rable number were cases of unripe cataracts—two were black eataracts,
two were posterior capsular cataracts, with a transparent nuclenus and
cortex anterior, ohe ecataract with transparent cortical-substanceand ex-
treme myopia—and, therefore, cataracts in which more or less complication
might have been anticipated. I must leave every one to draw his own
conclusions from the scanty material here presented. We must, moreover,
bear in mind that earlier operations are always less favourable than later
ones. But'not one case has been lost, all obtained good vision ; though there
were adhesions of various kinds present in most cases, I doubt not at all
that we may yet considerably reduce the number by increased practice.
I do further believe that much less importance must be ascribed to small
adhesions in cases of aphakia than in cases where the lens is still present.
It is not my intention in furnishing these communications to recommend
the method of Liebreich, for that purpose my experience is as yet too
limited ; but I wish to prove that it is certainly a permissible method of
operation, which well deserves to be further developed.

In consequence of there being no turning of the lens in Von Graefe's
operation it pushes against the posterior surface of the cornea, and often
produces a severe contusion. Often at the first evening visit after one of
these operations the part of the cornea corresponding to the natural pupil
and to the coloboma is quite grey and canses anxiety as to the result, In
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then proceeded to call upon Mr. Dudgeon, who accordingly com-
menced reading the paper of which an abstract is here given.
After reading a few lines the President observed :

I think I have heard or seen this before. Are you certain
that what you are reading is new ?

Mr. Dudgeon continued to read, but was again stopped by
the President, who said ;

I am sorry to interrupt you, but is not what you say con-
tained in a brochure you sent to me ? I think I remember the
phraseology ; the views expressed are certainly the same. Unless
you have something new to communicate I cannot permit yon
to go on.

The speaker still continuing to read, the President in-
terrupting said : Will you be so kind as to give us a short
explanation of the remainder of your paper? This Mr. Dudgeon
after some demur proceeded to do.

Ox e Mecnanesy oF VisvaL AcCoMMODATION.
By R. E. Duparon, M.D.

It is with mich diffidence that I venture to dissent from the prevalent
opinion, in regard to the mechanism of visual accommoedation, supported
as it is by the authority of the great physicist Helmholtz, and accepted as
it has been by almost all recent writers on ophthalmology.

My observations and experiments have been limited by my oppor-
tunities, and these have not been as frequent as I could have wished ;
but I think they have been sufficient to show that the prevailing view
as to the changes occurring during accommodation, is not altogether
reconcilable with all observable facts, and to enable me to offer another
explanation which I think is more in conformity with these facts, I
constructed an instrument for observing the reflected images of the
candle-flame, similar to that described by Cramer, but so arranged
that I could transpose light and microscope, and use the latter at various
angles.

Placing the light on the temporal side of the right eye, and looking
at it from the nasal side, whilst the observed eye looking straight in front
was directed to a distinet object, the appearance represented in the
diagram (A) was observed, and when the sight was suddenly referred
to an object on the same line, at 10 inches distance, the middle dim
image reflected from the anterior surface of the erystalline moved through

E 2
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an appreciable space, towards the large corneal image (B), just as
described by Cramer and depicted by Donderz. Of course I saw them
inverted through the microscope, but I have drawn them in their actual
position,

I now transposed candle and microscope, and observed the same eye
from the temporal side, while the candle flame impinged on it from the
nazal side.

A |
C 1

The obzerved eye looking at a distant object, the three images were
seen as in C. I now caused the observed eye to look at the near
object. If the change produced in the dioptrical apparatus of the eye
were an increase of the convexity of the anterior surface of the crystalline,
and if the motion towards the corneal image in the first case were indica-
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tive of that increase of convexity, the image reflected from that surface
should have again moved towards the corneal image. But instead of
doing so, it moved away from the corneal image and approached the
image reflected from the posterior surface of the erystalline, as shown
in D.

The only explanation of this seemed to me to be that the whole
surface of the crystalline moved slightly in one direction—that in fact
the crystalline lens executed a slight movement of rotation on its vertical
axis from without inwards. If that was so, then the small posterior
image should move also; and most probably it does move. Only as the
curvatures of the anterior and posterior surfaces of the erystalline differ
so greatly, it is quite possible that a movement of the image reflected by
the comparatively flat anterior surface may be appreciable, while that
reflected by the very convex posterior surface may be quite imperceptible,

In order to see whether a movement, such as [ have described, would
have the desired effect of shortemng the focus, I tried it with an ordinary
camera lens, and found that when the picture of a distant object was
correctly perceived on the screen, and then thrown out of focus by the
object being brought nearer, a slight turn of the lens on its axis would
restore the pupil image of the near object, provided a diaphragm were
placed before the lens to arrest aberrant rays, which would otherwise
produce a blurred image of the object.

The eye has in the iris a diaphragm prominently placed in front of
the crystalline, the opening of which diminishes when the eye is adjusted
to near vision, go that any aberrant rays which might mar the proportions
of the image would be cut off. But as the curvatures of the lenticular
apparatus of the eye are not spherical but ellipsoidal, and as Descartes
long ago showed that such a form of lens obviated the aberration which
occurred in lenses with spherical curves, it will be seen that the lenses
of the eye require this diaphragm even less than ordinary lenses with sphe-
rical curves. In young people we often find very dilated pupils in both
distant and near vision co-existing with excellent sight at all distances.
In them, no doubt, the normal ellipsoidal shape of the curvatures of the
lenses must exist in perfection. Probably contraction of the pupil in
many cases serves rather to correct defects in the shape of the erystalline
lens than to exclude too bright a light. It contracts to exclude rays of
light, not because they are too many, but because they would disturb the
proportions of the image on the retina.

From observations I have made on short-sighted eyes, I am of opinion
that myopia may often be due to an abnormal convexity of the anterior
surface of the erystalline. At all events, I have noticed that the image of
the candle flame on the anterior surfuce of the crystalline is in some
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of the adult. The principal difference lies in the circumstance
that here (i.e,, in children) the distances of the refracting surfaces
from each other are smaller than in adults, whilst the eurvature
of the refracting surfaces and the exponent of refraction are
identical. In the act of accommodation the eye of the child
undergoes the same changes as that of the adult. It may be
seen, however, that during accommodation the posterior surface
of the lens moves backwards.

A¥ AccousT oF A REMarkapre Case oF CrsticErcus CELLULOSE
WITHIN THE RETINA.

By D&. L. CAREERAS ¥ ARAGO, of Burcelona,

Up to the present time, Cysticerci within the human eye have not
been observed in my country, Spain; and the case which I wish to
communicate is interesting, both because I have been able to observe it
from its first appearance in the retina, and because it explains, from my
point of view, its origin, and the manner in which it made its appearance
within the eye.

The patient, Andre Saladrigos, a native of Barcelona, aged thirty-eight,
of lymphatic temperament and robust health, a coachman, had suffered in
infancy from a plastic iritis in the left eye, which left several adhesions—
Poa.tariu‘r Bjrnech.im—mt did not materially impair his sight, The right
eye, when sound in every way six weeks previously, had received a violent
blow over the upper lid with a fir pole. At the moment the patient felt
severe pain, but though this was not followed by any inflammation of the
eye, at the end of ten days he found his vicion was impaired with the
appearance of a mist before the sight ; and, as he got worse from day to
day, he came to me for advice.

A minute examination of the right eye showed the conjunectiva, the
cornea, and the sclerotic to be guite normal, the pupil slightly dilated and
rather inactive, the lens and vitreous humour perfectly transparent, so
that I could examine the retina with the ophthalmoscope. This I found
covered with white exudations, which in places interrupted the continuity
of its blood-vessels, and at the lower part there appeared a serous pouch
surrounded by engorged blood-vessels, completely analogous to the serous
bulging which attends detachment of the retina; neither the optic
papilla nor any central vessels were to be seen.

The patient complained of no pain, but merely experienced a sense of
weight in the eye, some supra-orbital pain, with occasional flashes of
light. The acuteness of vision and the visual field were so diminished
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ment to watching for an opportunity to extract it, whenever it should
give me a favourable chance of so doing; for, owing to there being some
posterior synechiz in the pupil of the left eye, I was afraid of provoking
an inflammation of the right eye, which might embarrass me; and in case
pain should oceur, I should have preferred to remove the eye rather than
to set up an ophthalmitis, which might be the forerunner of sympathetic
ophthalmia. .

I saw the patient on several occssions, and was able to ratify my
dingnosis, having had the honour of presenting him to the Academy
of Medicine at Barcelona, where my illustrions colleagues and the
distinguished observers, Drs. Osio and Caratt, who have examined him,
were highly interested with the various shapes the cysticercus assumed, at
one moment by becoming globe- shaped by retraction of its narrow neck,
at another moment by elongations of both its body and its neck. I
was remarkable, too, what a difference there was between the whitish
semi-transparent blue colour of the neck itself and the glistening milk-
white colour of the rest of the entozoon,

After some months the cysticercus had considerably increased in size
without causing the patient any pain, and the retinal exudations covered
it so completely that one could hardly perceive its movements. At the
present moment, at the end of eight months, it appears completely en-
cysted, having the appearance of a spherical mass, formed by the vesicle
and the exudations which surround it ;: but the latter are so thick that it
is very difficult to distingunish the vesicle itself from the neck. Asthe patient
was in no pain, and as there was no hope of his saving any vision, I made
use of some anthelmintics—amongst others, phenic acid—and I resolved
try no further surgical treatment until a more favourable opportunity for
removing the entozoon should present itself.

The cysticercus cellulosse is more or less common in different
countries. Thus, in Germany, for example, Graefe has found it in eighty
eases, from amongst eighty thousand patients; while in Spain, amongst
thirteen thousand patients, whose names are upon the registers of our
pra.ct.inu, we have only found one single instance, and we do not know,
strictly speaking, whether any other professor has, up to this time, ever
met with a case. For the entozoa which Morillas has deseribed in his
Monograph, published at Havannah, in 1870, without doubt may be
referred to Filiaria medinensis ; and Chirilt of Seville, though he believes
that he has seen one such case, was unable to make a second examination,
so that he was not quite certuin of his diagnosis.

Ever since 1784, when Goeze first observed a cysticercus in a measly
pig, and two years later, when Werner observed it for the first time in
man, we have been able to study the creature in human beings, The
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The egg or larva of a teenia contains an embryo which is short, withont
joints, and provided from its birth with three pairs of hooks in order to
fix itself to the tissues of its choice, and when once established in the
substance of any tissue is eapable of giving origin to a second individual,
shut up in its own sae, in the same manner that a silk-worm shuts itself
in its cocoon in order to change into a chrysalis, to use a happy com-
parison of Van Beneden,

When thus formed, the new individual passes from the egg to become
the cysticercus, whose characters are so well known that it is not easy to
confound it with any other animal ; for instance, the delicate, fragile, and
semi-transparent vesicle filled with fluid, in order to facilitate the move-
ments of the animal, whose body is long and slender, with a narrow and
delicate neck, which terminates in a head with four suckers and a double
row of hooklets. The cysticercus can produce other animals like itself;
but in order to complete its development, and to change into a tenia, it is
necessary that it should pass into the alimentary canal, and that it should
attach itself to the mucous walls by means of its hooks. In this condition
it loses its vesicle, becomes transparent, and acquires many segments or
articulations, one after the other, which are complete organisms, provided
with elements indispensable to their individuality. It then lengthens like
a riband, and enters its third stage of development, that of tenia. When
the period of generation arrives, the ovaries contained in the segments of
the tenia become filled with small eggs; and as these swell and grow,
the segments become separated, each one becoming a special and complete
structure. These, carried away by fwecal matter, live for some days in
their entirety, and then, becoming broken up, disseminate the minute
eggs which they contain. These eggs possess this peeuliarity, that
they retain for a long time their germinative power, resisting for a
long time the action of alcohol, as well as the extreme degrees of heat
and cold, of dryness and of moisture; and then, when taken into the
body again with food, they undergo the transformations mentioned above.
No wonder, then, at their remarkable propagation.

Cysticerci are generally found in the cellular tissue of the pig, and also
that of other animals, as the ox, mice, the eat, &e.; and from the resem-
blance which Siebold found to exist between the head of the Cysticercus
Jascicolaris of the mouse and the head of the T@nia crassicollis from which
cats suffered, he divined the relation existing between the two animals.
In order to admit this hypothesis, it was necessary to prove it by different
experiments. When the minute eggs, with their membranous coverings,
or, better still, the eysticerci themselves, were given as food, it was seen
that the former became cysticerci, and the latter, by lengthening them-
selves like ribands, became transformed into tenia. Later on experi-
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M. Donders : I have not seen a single case in Holland,

M. Warlomont: Nor have I seen any in Belgium,

A Member : There have only been two in France.

M. Donders: Tenia may be introduced, not with the pork
alone, but with the salad eaten with it; in the latter case de-
rived from the excrement of animals discharged near or upon
the vegetables,

M. Secondi : In Italy neither my colleague, M. Quaglino,
nor myself have met with a single case of cysticercus in the eye,
but I have cases which justify me in believing that tenie not
unfrequently occur in the intestines, in Italy, where salad and
salted pork are freely caten.

M. Donders: That is very interesting. Sometimes they
are found in the oil taken with the salad.

AXEURISM OF THE CENTRAL ARTERY ofF THE RETINA.
By M. GALEZOWSKL

I desire to bring before the meeting two cases, one in
which there was an aneurism of the central artery of the
retina, and another in which there was an aneurism of the
orbit. In the former case I observed a wvascular roundish
tumour, sitnated at the inner border of the optic papilla of the
left eye, in a young woman, aged twenty-four, who had for some
months suffered from impaired vision in this eye. Her vision
had previously been excellent, she had never received any injury,
her general health had been good, and there was no cardiac
disease. In April, 1872, she was sent to me by Dr. Maurice
Raymond (of Paris), as she complained of some defect in her
left eye. I found that her vision was so far impaired that she
could only read No. 7 of Girand-Teulon’s test types; the field
of vision was of normal extent, she could distinguish colours
perfectly, but at times experienced an obscuration of the vision.
On ophthalmoscopic examination I observed a well-defined red
spot, occupying the inner half of the papilla. In the first
instance I imagined it to be an apoplexy, and treated the
patient accordingly, but I was astonished to find the same spot
unaltered in appearance at the end of a month. I then noticed
that the spot projected to some extent into the vitreous, and at
once began to examine it more attentively, and having dilated
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the pupil, I made, whilst using the ophthalmoscope, light pressure
on the globe of the eye with the finger. The tumour then pre-
sented well marked pulsations. TEach pulsation was observed
simultaneously in the central artery over the whole extent of the
papilla, and it became evident to me that it was a case of true
aneurism of the central artery of the retina. MM. Charcot,
Raymond, and Daguinet, who have since seen the patient, entertain
the same opinion. The second case to which I wish to call the
attention of the meeting is one of aneurism of the orbit, in
which I have eflected a cure by digital compression continued
for four months—not indeed without interruption, but for periods
of thirty or fifty minutes, or even for an hour at a time, every
or every other day. The following is an outline of the case,
which has already appeared in extenso in the Gazefle des Hipitaux
de Paris. 'The patient, whilst young, feeble, and an®mie, at the
end of December, 1870, heard a noise as of something eracking
in the head, and immediately afterwards the sound as of a
railway train, which continued to augment in violence. The
patient came to consult me towards the end of February, 1871,
and then presented a considerable protrusion of the globe of the
left eye, ptosis of the upper eyelid, and an ectropion of the lower
lid. The conjunctiva, which was much swollen, protruded be-
tween the lids. On raising the upper eyelid I found the eye
injected, but the cornea and pupil natural ; all the muscles of
the eye were paralysed, vision was much impaired, and she
could scarcely see the largest test types. On ophthalmoscopie
examination 1 discovered that there was optic peri-neuritis ; the
patient complained of severe peri-orbital pain. On applying the
stethoscope to the head T heard a bruit coincident with the
pulsation in the exophthalmic eye. The bruit was audible
throughout the whole head, and even in the right eye, though
it was here feeble. It was an aneurism of the orbit, which had
bheen hitherto considered as an aneurism of the ophthalmie
artery, and was in my opinion dune to rupture of the carotid in
its passage through the cavernous sinus., I have shown this
patient to MM. Richet, Gosselin, and Guéneau de Mussy, who
have all corroborated the existence of an aneurism. Some years
ago Professor Nélaton demonstrated that in a large number of
cases of aneurism of the ophthalmic artery, it was not really the
ophthalmie but the carotid artery during its passage through the
cavernous sinus that was primarily affected, and that the arterial
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blood entering the ophthalmic vein occasioned the exophthalmia.
Two cases on which M. Nélaton made post-mortem examinations
established the occurrence of this lesion. The cases in question
will be found reported in the theses of two pupils of M. Nélaton.
One by M. Henry, the other by M. Delins. I agree with
M. Nélaton in thinking that in a large number of these cases
the carotid is affected. I submitted the patient to the following
treatment. I applied a compress bandage to the exophthalmic
eye, and at the same time directed that digital compression should
be made upon the carotid in the neck, for the space of half an
hour or an hour every day. This was done either by myself or
by one or other of the surgeons attending my eclinique. This
treatment has proved perfectly successful.  The patient felt
herself improved after each compression, the projection of the
eye diminished, the bruit entirely disappeared during the com-
pression, and returned only when the pressure was intermitted.
In the month of July the bruit was scarcely audible, and in
September she was cured. No relapse has sinee oceurred.
Vision has become almost normal, as she can read No. 8 of Giraud-
Teulon’s scale. There remains, however, a little infiltration
around the papilla.

M. Wecker : The anomalies that M. Galezowski has brought
before us have been described by M. Lans of Bordeaux, and
M. Martin of Marseilles, The special case of which he has
here given us an illustration seems to be “un lacet” (plexus?)
simply, in which mwovement is produced by pulsations. As to
the aneurism of the orbit, I showed four years ago that these
enlargements resulted from disease of the veins, and that dilata-
tion of the arteries does not oceur in the orbit. 1 learn with
much pleasure that the method of compression adopted by
M. Galezowski has effected such a complete cure, beeause at the
time M. Galezowski published this case in the Gazelfe des
Hipitauz, and spoke in favourable terms of compression, the cure
was not perfect.
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the retina is certainly one of those dangers, and with that re-
source I think one is hardly justified in incising the eyeball of a
patient who has no other ailment.

The President: I do not think that the figures before us
prove that there was any diminution of the myopia. The only
way to determine that is to ascertain the point at which a glass
18 necessary. The figures only show the relative difference in
the furthest point of distinct vision, which is easily accounted for
by a difference in the size of the pupil. What we want to know,
is the glass which would enable the patient to read print at a
great distance. Until we know that the myopia was really
diminished we can hardly discuss the operation. These cases
might be, as Mr. Carter said, cases of spasm, and therefore
atropine should first be wused, but I do mnot agree with
Dr, Dobrowolsky that the cases of spasm are common. I have
used atropine in a large number of cases, but have not found
diminution of refraction in more than one or two out of every
fifty cases. Those cases then are exceptional, but at all events
we should, befare performing such an operation, after applying
atropine, always determine exactly what is the refraction of the
eye, and repeat the observation after the operation.

Mr. Solomon, in reply to Dr. Roosa, said he did not advocate
the operation to the exclusion of spectacles, but only for those
cases in which spectacles were objectionable, as in the case of
servants, among whom he had had many who after the operation
- were much more capable of earning their living than before.
He agreed with the observations that had been made as to the
use of atropine, but considered spasm rare and easily to be over-
come by simple rest. The dangers of the operation, he repeated,
were inappreciable if the eye were simply myopic and there were
no posterior staphyloma and the patient’s health good. Before
he used the operation he had found prussic acid of great ser-
vice as a drop, one part of (Scheele’s) acid being mixed with
two of distilled water.

Description oF AN ImprOVED DEMONSTRATING OPHTHALMOSCOPE,
AXD OF A PEHIMETER,

By Roeert BrupeNELL CaRTeR, Ophthalmic Surgeon to St. George's Hospital.
Mr. Brudenell Carter showed an improved demonstrating

ophthalmoscope. ~The apparatus requires the use of a table,
which should be four feet long, and which need net be more than
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its stem, or upon the horizontal axis on which it swings in its
gimbal, By means of the handle () with its terminal pillar (»),
he may move the lens nearer to or farther from the patient, or
across the table in such a manner as to transfer the light even
from one eye to the other. By caunsing the pillar (¢) to move in
an arc he may render the plane of the lens oblique, so as to
displace reflected images, and, by the fine adjustment governed
by the screw (k), he may regulate the height of the lens with
exactness. So complete is the mastery over all parts of the
apparatus that a very little practice renders it possible to follow
all slight movements of the eye as readily as with a hand-ophthal-
moscope, while the resulting image is about four times as large
as any that an ordinary hand-ophthalmoscope will afford. The
large mirror and the position of the lamp combine to furnish a
very powerful illumination, and the absorption of yellow rays by
the blue glass renders the light so little irritating that it has
scarcely any tendency to produce contraction of the pupil, and

Fia, 4.
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that the use of atropine is therefore in most cases unnecessary.
The arrangement of the apparatus is shown in ground-plan in
Fig. 2, where » shows the position of the mirror, & that of the
chin-rest, ¥ that of the flame, with its screen s, and its blue glass
6 ; L shows the lens, and 1 the position of the inverted image.
Mr. Jabez Hogg thought the image inferior in distinct-
ness to that which those accustomed to use the ordinary
ophthalmoscope are familiar with, and he suggested the use
of a tube containing two plano-convex lenses, each of eight inches
focal length, and with their plane surfaces outwards, instead of a
biconvex lens. He showed such an apparatus.
Mr. Carter said that any indistinctness in the image produced
by his ophthalmoscope would be solely due to want of habitude
in its management, and to such an error as giving the lens too

great a degree of obliquity. He pointed out that Mr. Hogg’s
compound lens was practically the same thing as the well-known
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double ocular of Coccius, now fallen into general disuse; and
said that it would certainly cause great trouble from reflected
images of the mirror if the lenses were placed at right angles to
the axis of the tube, He believed it would be found necessary
to place them obliquely, as Coccius had done. He further
objected that Mr. Hogg’s lenses would practically be a four-inch
lens, and that they would therefore give a much smaller image
than that of his own instrument, in which the great enlargement
was one of the most noticeable features.

My, Brudenell Carter showed an improved perimeter, consist-
ing of a simple tripod, supporting a hollow stem (Fig. 8, a), in
which a second stem (B) moves up and down, and can he fixed
at any desired height by the screw (c). At the top of the stem (B)

Fre. 8. is a short horizontal axis (p),
carrying a quadrant (E ®°),
which turns in a complete
circle, and can be fixed by a
screw at any point. On the
quadrant is a travelling slide
(¥), with a white spot; and a
second independent axis is in-
serted in the axisof the quadrant
at G, and carries a short tube,
in which may be placed a stem
to support the fixing point.
The second or inner axis makes
a complete revolution without
affecting the position of the
quadrant, and without being
_ affected by it. At its attached
- extremity the quadrant termi-
nates in a ecircular dise (&), which is graduated into degrees at
the back; and a fixed index allows the exact position of
the quadrant to be read off. The quadrant is graduated
on its concave face, from ten degrees to ninety, so as to
show the exact position of the slide. The fixing-point may
be an ivory knob at the end of a wire, or, what is for most
purposes better, a small disc with a central perforation, as shown
at H, through which the patient looks at an object on the other
side of the room, and obtains fixation without exercise of the
accommodation and consequent fatigue of the eye. The travel-
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ling slide (r) may be made to carry a spot of any colour or size
that is desired, and is furnished with a ring at the back, by
which it may be moved by means of a hook set in a handle, so
that its position may not be indicated by that of the hand of the
operator. For the purpose of taking exact measurements of the
blind spot the quadrant is graduated at the back, from eight
degrees to twenty-five, in degrees and sixths of a degree; and a
white spot is placed on the centre of the axis (c), to serve as a
fixing-point for this special purpose.

Mr. Soelberg Wells: During the last three years I have
used one of Firster's perimeters with great satisfaction, the
only exception being that the strings are apt to get crossed. 1
have had no practical experience with Mr, Carter’s, but it does
seem to me to offer great advantages, and to be more useful for
minute investigation, especially with regard to the blind spot,
than is the other. It has moreover the practical advantage of
not being more than half the cost. :

In answer to a question about the position of the patient,
Mr. Carter said that it had oceurred to him that, in addition to
the chin-rest, a rod might be provided to carry a ring which should
fit the edge of the orbit, and through which the eye might look.

The President asked Mr. Carter to explain how his instru-
ment differed from Professor Firster's.

M. Brettauer: In comparison with Mr. Carter’s instrument,
the perimeter of Forster has this advantage, that it effects the
fixation of the head more perfectly ; which, where exact measure-
ments are required, is an important point. Landolt suggests for
this purpose—viz., to secure the position of the patient—the
centre of the perimeter should always fall upon Marriott’s spot,
Besides this, the circle appears to me to be scarcely firm enough,
and hence the distance of the object of vision from the perimeter
is itself variable. It seems to me that it is high time, after the
. many changes in the mechanism of the perimeter suggested by
Landolt, Schacken, and Carter, to search for the types of the
limitation of sight in the various diseases of the eye. In ex-
plaining this observation, I would adduce [M. Brettauer here
exhibited a number of diagrams] a series of cases; and first
those who are amblyopic from aleohol and tobacco-intoxiea-
tion—in which cases the exfernal part of the field of vision is
always much more circumscribed than the infernal, apart from
the scotomata well known to exist in such cases. Equally
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Fig. 1 represents the linear extraction with lance,

The patient being under chloroform, and the eyelids held open by a
speculum, I seize the conjunctiva and the subconjunetival tissues with a
blunt forceps, either in the upper or in the lower vertical meridian, at a
distance of about a sixth of an inch from the corneo-sclerotic junction, 1
then introduce the lance obliquely through the cornea into the anterior
chamber and behind the lens, pushing the iris out of the way. The
aqueous humour escapes, and the lens advances forwards, and is thus
pumped out by alternate pressure and relaxation with the forceps on the
one hand, and depression of the lance on the other.

If the incision be found in- o
‘sufficient, I enlarge it on each side,
and direct the point of the lance
towards the débris of the lens which
may have remained behind.

The lens is thus extracted with-
out interfering with the integrity
of the pupil.

If, however, the state of the parts
is such that an iridectomy is thought
necessary, I introduce the lance in
the first instance, more horizontally,
making an opening of about a
quarter of an inch, and excise the
iris,. I then re-introduce the lance, and enlarge the opening on
either side, enlarging the incision to the extent of about three-eighths
of an inch (either by pushing the lance forward, or by pressing it first
on the one side, then on the other), and pump out the lens as already
indicated.

The reason of limiting the puncture in the first instance is, that after
the iris has lost its support from behind, and some of the lens substance
has lubricated its anterior surface, it is both apt to fall back and to
become slippery, so that it becomes difficult, if not impossible, to seize it
with the forceps. '

This operation is applicable to cases of young and middle-aged per-
sons, who form the largest class subject to Traumatic Cataract. I have
adopted it in forty-nine of the cases referred to.

Fig. 2 represents the corneo-conjunctival flap in the first stage (part
of the iris having been previously removed). £

It shows at a glance the advantage which we derive from that section
in partial opacity of the cornea, when it is our object not to encroach
upon any transparent portion,
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2. When I judge that the whole lens cannot be removed, I perform
iridectomy, removing only the broken fragments, and leaving the rest,
which, if not removed by the action of the aqueous humour, may be
dealt with subsequently; but in no case would I use a spoon or any
traction instruments to remove lenticular débris.

3. When the capsule is but slightly torn, I open it freely with a
needle, and then I remove it subsequently.

4, When the iris has been lacerated, I remove the injured portion,
and leave the lens, if not dislocated, to be dealt with at a future period,

I would here eall particular attention to hernia iridis. If the lacera-
tion extend to the ciliary processes, I remove only the injured portion of
the iris, and in no case do I interfere with the ciliary processes; but 1
rather favour their retraction either by compress or suture.

5. In patients of forty-five or thereabouts, where the lens is not broken
up, I make an iridectomy, and extract the lens by the small flap at the
same time, when urgent, or else at a subsequent period.

In short, the principle on which I act is to stand by the eye as long
as possible, and not to do too much at a time, but to proceed safely as
far as the recuperative powers of the organ will admit.

6. In a case of dislocation into the vitreous humonr, complicated with
glaucomatous symptoms, the zonula being ruptured, and the lens within
its capsule floating in all directions, following the movements of the eye-
ball, I operated in the following manner :—

The patient being seated upon a chair, with his head bent slightly
downwards, so as to cause the lens to gravitate towards the anterior
chamber, whilst I, sitting in front of him upon a lower chair, kept the
eyelids open with the finger of the left hand, and with the right I
introduced a needle through the sclerotic behind the lens, which I
brought forward into the anterior chamber, Ithen handed over the needle
which fixed the lens in that position to an assistant, and made the patient
decline his head backwards. I then extracted the lens with the lance.

In speaking of dislocated lenses, I may
mention a curious case of dislocation which
I have at present under treatment.

Fig. 4 represents a case which I
admitted into the Ophthalmic Institu-
tion. The patient is a puddler from
West Hartlepool, aged thirty-five, whose
right eye was injured seven weeks ago by
a scrap of iron. At the outer margin of
the orbicularis there is a large nodulated cicatrix where the stroke was
inflicted. The anterior chamber is shallow, and the iris dragged

Fro. 4.
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the other all the deep structures are more or less implicated, and the lens
itself becomes atrophied, and has no active share in the inflammatory
process, Permit me to remark here, in passing, that the greatest objec-
tion which can be urged against all those methods of extraction of the
lens by a small incision is, in my estimation, to be found in the phe-
nomenon just referred to, for wherever extreme pressure is requisite for
the accouchement of the lens, we can never be certain that the entire lens
has been removed; and when considerable fragments of cortical sub-
stance remain behind they are sure to show their existence by the appear-
ance of slow iritis.

The Second cause of failure may arise from the severity or peculiarity
of the injury.  As an instance I may refer to cases of accident with coal.
Generally, when a piece of iron or granite lodges in the lens, even after
laceration of iris, or even when the eye has been contused, the lens is
extracted, and all ends well. But I have observed that when an eye has
been struck with a piece of coal, however slightly, onyx and hypopion
are the result; and when the coal had penetrated the anterior chamber,
suppuration of the globe iz certain to ensue. Indeed, I have such a
respect for coal aceidents that whenever they present themselves I am
inclined to abstain from surgical
interference, and would wait for Fie. 5.
weeks to see the issue of the case,
rather than share the respon-
sibility with this potent agent.

I'n comparing the issue of these
accidents, therefore, with the treat-
ment which the cornea receives in
the processof tinting, or in gun-
powder explosions, when the epi-
thelium is singed, and particles of
powder are embedded even in the
- cornea proper, without causing
suppuration, I was inclined to
ascribe the serious results from
coal accidents to chemical causes ;
but on consulting with our eminent chemist, Professor Bischofl, of
Glasgow, he expressed it as his opinion that the effects of coal dust upon
the cornea must be due to their physical or mechanical characters—viz., to
the shape of the fragments of coal dust. He says, “ In order to ascertain
this I pulverized a lump of coal, separated the finest particles by repeated
decantation. After allowing the liquor to stand for twenty minutes, I
filtered it through paper, and thus obiained the very finest particles. 1

G
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free the eye may be from inflammation, the lens should be ex-
tracted without a moment’s delay.

Mr. Hulke: Did Mr. Power say that the presence of a
minute foreign body in the lens, no other structure being
damaged, opened up the question of the removal of the eyeball ?
I would also ask Dr. Wolfe whether he said that the presence of
a foreign body in the lens with supervening iritis justified the
excision of the eyeball. If I understood him right I think he is
going much further than we are warranted in going. Many an
eye may be saved in which a foreign hody is embedded in the
lens and in which there is some iritis.

Dr. Wolfe: I quite agree with what Mr. Hulke has said that
slight iritis setting in after a foreign body is embedded in the
lens is an indication for the removal of the lens. What I in-
tended to say was that there was a peculiar physiognomy of the
affection of the eyeball in which the iris gets a peculiar dry look,
not seen in ordinary inflammation, which indicates a condition of
choroido-iritis. The capsule is thickened, and we see that there
is much acute inflammation. The lens is rather shrunken than
inflamed, and an attempt at extraction is useless because the lens
will not come away. It remains strongly adherent. It is my
practice to stand by the eye as long as possible, but in such cases
I have found enucleation to be the only course.

Mr. Hulke: It seems to me that in all cases of traumatic
cataract in which Dr. Wolfe removes the lens he does so by a
large section. In a large number of cases in which operative
interference is necessary we may get a better result by another
method. In young persons in whom the lens is soft we have an
admirable method of getting rid of the lens by a small corneal
incision and the use of a suction instrument. 1 am not disposed
to recommend the indiseriminate use of suction instruments, be-
cause 1 have seen it attended, in the hands of others, by very
disastrous results. I would reject in fofo all kinds of syringes,
falling back on the original instrument of Mr. Teale, which is a
simple tube with an india-rubber tube attached by which you
can suck by the mouth and appreciate nicely the tension put on.
Working thus, and only in the area of the dilated pupil, I have
never seen any ill-effect. In a large number of cases to remove
a lens rapidly swelling and causing tension and pain there is no
better method.

Dy, Wolfe : Out of eighty-two cases forty-nine were operated

o 2
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on by a very small corneal incision ; only in old persons did I
make a large corneal incision. There is not much difference
between the small incision made by an iridectomy knife and the
incision made for the suetion instrument. For my own part
I object to the suction instrument on principle. I have never
tried it and I never will.

Mr. Power: The cases to which I referred are those in which
a minute fragment of metal had entered the lens, but had not
rendered it entirely opaque ; there being only a little opacity
around the piece of metal. But coincidently with that, iritis
and sclerotitis are established, and, in fact, general inflam-
mation of the whole globe. The patient, however, may not have
lost his sight, and the question is whether you are to recommend
him to have the globe removed or the cataract extracted? If
the latter there is great risk of failure; whilst if the eye he
allowed to remain there is the risk of sympathetic ophthalmia,
which I think highly probable in such cases.

Mr. Jabez Hogg mentioned a case in which the removal of
a lens in which a piece of metal was embedded had been followed
hy complete sueccess.

Mr. Hulke : The question just put by Mr. Power is widely
different from his first question. His first was, what do you
do in the case of a small forcign body in the lens with partial
opacity, the other tissues being healthy # The last was, what do
you do in the case of a foreign body in the lens, the lens
becoming opaque, and all the tissues around inflamed ?

The President: I think that in the case Mr. Power men-
tions, if there be no irritation you need not immediately perform
the operation. It has been observed that there is a reason
why an exudation into the anterior chamber, with wound of the
lens, always has such bad results for the eye. The exudation into
the anterior chamber is of plastic substance, and there is a second
substance from which fibrin is formed, which is supplied by the
globulin of the lens, If the lens were not wounded much less
serious results would follow.

Mr. Teale: I should like to make a few remarks on the
question of traumatic eataract bulging into the anterior chamber,
with affection of the iris without much exudation. My ex-
perience confirms what Mr. Hulke says, that the most casy and
simple method is by the employment of a suction instrument.
It is nothing that many have tried it and failed—we must take
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it on the evidence of those who have tried it and succeeded.
Where there is so much exudation and alteration of the lens,
that it does not readily come out, my own experience has been
that it is better to iridectomize, and leave the lens, and to
remove the lens at another time, than to try and get the iris
quiet by removing the lens altered by exudation.

The President: I will now call on Dr. Pagenstecher to
speak.

Dr. Pagenstecher : I have the honour to submit to the Con-
gress a work upon which I have been engaged for some years
past, in conjunction with my friend, Dr. Carl Genth, of Langen-
Schwalbach. It is an attempt to give a faithful representation of
the anatomical and pathological changes that take place within the
eye; and the Atlas containing our drawings has been exhibited
during the present session on the adjoining table. We have
been fortunate in having at our disposal not only the rich
material of the Augenheilanstalt of Wiesbaden, but the large
collections of the museum at the Ophthalmic Hospital, Moor-
fields, as well as those of Dr. Baden and Dr. Licbreich, who
have most liberally placed their specimens at our disposal, and to
these gentlemen we desire to express our grateful thanks. We
have also received the kind co-operation of several German and
French colleagues. We have been particularly anxious to re-
produce the exact appearances presented to the naked eye, or
in the very slightly enlarged image, and the microscopical cha-
racters have been only so far depicted as to give a clear idea
of the various stages of disease. We are convinced that both
teachers and students will reap great advantage from this work,
inasmuch as the larger number have only the opportunity of
observing a relatively small number of specimens, Unfor-
tunately, as may easily be conceived, the expense of publication
is considerable, though this might easily be removed if we
could obtain the promise of subscriptions to the work by a
certain number of oculists. The present Congress appearing to
afford a favourable opportunity for such subseriptions, we have
ventured to place the work before the meeting. The plates
will be accompanied by an explanation in the English and
German languages.
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shade. The same experiment with the left eye, whilst the right is shaded,
does not produce the slightest change, The left eye therefore is quite
blind ; the right, on the contrary, has active, quantitative sensation of light.
On making the same experiment with a candle, the child moves her hands
towards the place from whence the light comes, as if the light was dis-
agreeably felt, and also by other gestures shows the same sensation.

Some other abnormalities are found in the child :—1. A gastrocele,
larger than a man's fist, extends from the umbilicus over the mons veneris,
and shows elearly through the fine bluish-red integument the winding of the
intestines, 2. The genitals are undeveloped, but sufficiently so to enable
us to recognise a female child. 3. There seems to be no perineal sphincter,
as there is incontinence of urine and feeces (the latter are always fluid).
4. On the right hand the three last fingers are grown together, the fore-
finger with the middle finger as far as the third phalanx, and the thumb
with the forefinger, On the left hand the deformity is not so great;
nevertheless, it extends to the first and second phalanges of each finger.
On the toes the same anomaly is present; the great toe on both feet is
free. The child's voice is heard only in short high tones, which at times
have a peculiar mixture of hoarseness, and are apparently uttered with
some difficulty. They are heard only when the child is incommoded.
The whole face then presents the appearance of that of a erying child,
tears being naturally out of the question. In such moments the child
strains violently, the respiration becomes laboured, and the gastrocele is
pressed forwards, so that the thin skin covering it becomes tense and
shining. The child takes the mother’s breast willingly, and its body is
otherwise well developed.

The child died in consequence of disturbances of digestion on the 4th
of December, at the age of nine months,

Dizsection twenty hours afler death—DBody well nourished, 60 cen-
timetres in length; rigor mortis fairly marked; skin pale; slight hypo-
stasis., Skull short and broad, covered with scarce, thin, light hair.
The frontal hene in its lower half takes a strongly marked direction
backwards, making the root of the nose appear much depressed. The
eyebrows are absent, but in place of them there are on both sides a few
short, ‘thin, pigmentless hairs, Both orbits are covered by the continua-
tion of the cutis, without palpebral aperture. The skin over the orbit is
thin, slightly transparent, and almost destitute of fat. It shows a similar
condition on the left side of the nose, where it forms a small somewhat
deep fold. At the outer and lower part of the right orbit, near the
upper angle of the malar bone, the cutis forms a prominent fatty fold.
The nose is rather large, and between its middle and lateral cartilages a
slight interruption is felt. The external ears are normal. Throughout nearly
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the whole length of the linea alba there is a considerable separation in the
skin of the abdomen, which is vaulted over by a gastrocele larger than a
goose’s egg, through which the winding of the intestines and the bladder
can be felt, The ovaries are both well developed ; the right is two centi-
metres long, 0-75 broad ; the left 1:72 centimetre long, 1 centimetre broad,
and its upper border is level with the erest of the ilium. Inthe right ovary,
microseopically examined, numerous follicles are found. The Fallopian
tubes are at their outer ends distinctly fringed, and at their inner ends,
near the lower border of the ovaries, both show as indication of a uterusa
solid club-like swelling, which is continued on both sides to the inguinal
canal as the round ligament. The recto-vaginal pouch, lined with peri-
toneum, is empty. The nympha® and clitoris are normal, and behind the
clitoris there is a blind folded pouch, into which the urethra opens, but
surrounding these are two widely separated prominent protuberances
continuing into the nates.

The parietal eminences are well marked ; the dura mater is every-
where strongly adherent, but transparent, and the sinuses are filled with
blood. The pia mater is a little cedematous and congested. At the base
of the brain it is remarkable that the anterior border of the pons Varelii
approaches the optic commissure. The position of the pons, the medulla
oblongata, as well as that of the optic commissure, is also remarkably
steep; and even the anterior lobe lies less horizontally than usual, so that
the angle at the corpora mammillaria is less than normal, and is about
equal to a right angle. The optic tract is somewhat flattened, and the
brain substance is a little cedematous, firm, and contains a medium quantity
of blood, The lateral ventricles, not specially wide, contain no serum.
All the parts at the base of the brain and the cerebellum are well
developed. The base of the skull is normal. The right optic nerve is,
as far as it runs in the skull, a little thicker than the left. The ethmoid
bone is strikingly deep; on each side of it, the roofs of the orbit project
a little in the form of roundish prominences, the right being higher and
broader than the left. The cuticle which covers the orbits having been
removed, the orbits are found to contain a transparent bag, about the size
of a hazel nut, filled with a pale yellowish fluid, behind which on the left
side, grown together throughout, is the globe, quite atrophie, and about
the size of a bean. The apparently normal muscles are attached to the
rudiments of the globe, On opening the bag, which is filled with pale
yellow serum, and which may be regarded as the conjunctival sae, the
shrunken globe appears at the bottom, the anterior surface of which
shows the cornea in folds. In the right orbit the same appears, but the
globe is less atrophic. The globes, with their surrounding parts, were
preserved for special examination,
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ANATOMICAL DESCEIPTION OF THE EYES BY PROFESSOR MANZ.

The eyes of the monster were sent to me in January last year, after
they had been lying in Miiller's liquid since the beginning of December
of the preceding year. The measurements of the unopened globes were
as follows :—Right eye.—Antero-posterior diameter, 30 mm.; transverse
diameter at base of cornea, 17 mm.; largest diameter across cornea,
19 mm. ; transverse diameter near the equator, 18'4 mm.; diameter of
optic nerve without sheath, 26 mm. Lt eye—Antero-posterior
diameter, 10 mm. ; transverse diameter, 16 mm.

There is nothing abnormal in the size and arrangement of the outer
muscles of the eye, which are enveloped in cellular tissue containing fat,
or in the nerves and blood-vessels belonging to it. The muscles may be
said to be strongly developed, but the point of their insertion into the
sclerotic is further from the cornea than usual. For the recti, for instance,
the distance is 10 mm. instead of 56 mm., the usunal distance in new-born
babes. The sclerotie, posterior to the insertion of the tendons, is of firmer
texture than the anterior portion of the sclerotic and the cornea. Of
special interest in reference to the ocular muscles is the extraordinary
development of the levator palpebrs, the insertion of which is not
in a free eyelid, but in a fibrous plate, which becoming thickened by
the addition of many transverse bands, unites by a loose tissue with
the surface of the cornea—a union which becomes narrower and more
intimate, and extends far into the cornea.  Beneath this plate a soft
fatty tissue is interposed between the insertion of the muscles and the
parts surrounding the cornea. In the left eye, where the muscles have
been more disturbed, no levator was found.

For the purpose of examination, the right eye, after having been
two months longer in the Miller's liquid, was cut in its horizontal
meridian. Only a small collapse followed and no visible derangement of
its contents. The anterior chamber was very large and the lens was absent.
Between the anterior chamber and the rest of the cavity of the globe
was an iris-like septum. The depth of the anterior chamber was 12 mm.,
and that of the posterior was 14 mm. The diameter across the septum
was 12 mm., showing a constriction between the two divisions, which
was scarcely recognisable on the outer surface of the glebe. The septum
was nearly opposite the commencement of the cornea, and appeared asa
greyish membrane stretched across the globe about the thickness of an
iris, containing an irregular excentric opening 4 mm. in breadth. The
naszal part of the septum measures 6 mm.; the temporal only 2 mm.
Both chambers are equally filled with a jelly-like, laminated, slightly trans-
parent mass, resembling a vitreous body as generally scen in a hardened
eye. No difference can be recognised, even with the microscope, between
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layer of epithelial cells are short curved lens fibres, increasing in width
according to their distance from the capsule, and containing each an oval
nuclens. The direction of the lens fibres is from behind forwards, the
inner ones losing their curve and running parallel to the septum. We
have then here the *whorl” long known from the account of the de-
velopment of the lens by E. O. Becker (Arch. f. Ophth. ix. 2).

A number of consecutive sections at different parts of the border of
the septum show the same conditions, and we may admit in our case
the existence of a completely closed zone (the so-called nuclear zone,
1. Meyer), as is normally the case.

Internal to the border the appearances presented differ, and this is
most marked where the septum emerges from its furrow and increases in
thickness. At some distance from the capsule the lens fibres become
suddenly broad, retaining parallelism for a time and then losing it. The
flat fibres become larger tubes, presenting the characteristic round nucleus.
The latter is larger here than in normal fibres, moderately finely granu-
lated, and contains from one to six nucleoli with sharply defined cell-wall.
The contents of most of these tubes are homogeneous, often more or less
divided ; others, on the contrary, are wholly or partly filled with round
smooth little bodies, of the size of colourless blood cells. The membrane
is here also fine and structureless. To the inner side of these tubes and
also between them lie large and small amorphous masses, which approach
more and more the albuminous spheroids before seen in the fore part of the
vitreous body. Nueleus agd cell-wall are only exceptionally to be found,
the former, however, mure‘i*rﬂqumltl}r than the latter. With these layers
the specimen for the most part ends towards the centre. DBut in
- many I found, as a slight deviation from the above, roundish groups of
smaller cells or degenerate lens fibres, completely enclosed by normal
ones or somewhat enlarged. Such groups were not rare, and were
scattered through the whole septum. According to this description it
cannot be looked upon as an iris, to which from its position and form it
would seem to correspond, but as a rudiment of the erystalline lens, com-
pletely perforated at one place, producing apparently a pupil, through which,
leaving the separation by the zonula out of the caleulation, the similar
contents of the anterior and posterior portions of the globe communicate,
There is no real iris, but at most the projecting ridge between the cornea
and sclerotic could be regarded as an indication of one., This pos-
sesses, moreover, a similar structure, mainly formed of bundles of con-
nective tissue, which bend in acute angles towards the cavity of the globe.
There are no cellular elements or pigment. From this ridge a thin skin
can be drawn off, which forms the back layer of the cornea, and first
appears as a slightly developed * ligamentum pectinatum,” which more
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longations and oval nuclei, as well as dark-edged nerve fibres. The latter
mostly lie together in bundles, and hold between them spindle-shaped
cells, with long fine thread-like processes. On closer observation, fibres
are found here and there, which enclose stroma, by or in which lie
longish nuclei, enveloped in a little finely granulated protoplasm.

The choroid proper is a dense tissue, rich in cells, and containing
larger blood-vessels and many nerves. Its fibres nearly all contain
stroma, and form interstices in which there are many divisions of fibres.
There are no fibres holding pigment.

The relation of the choroid with the ciliary body is normal in all
essential points; to this the outer layer is firmly attached, and in it many
pale longitudinally striated fibres are found, which are partly very long,
and as much as *018 mm. broad, and represent bundles of organic muscular
fibres, which cannot well be isolated, and do not show clearly the nuclei,
as can hardly be expected after the continued effect of chromic acid.
The ciliary body is on the whole much spoilt; the processes—I counted
about forty of them—are low, 2 to 3 mm. long, covered by a layer of
pigment. On removing the inner layer of the choroid with the ciliary
processes, it is seen that this is continuous with a very fine membrane
which covers the posterior surface of the septum, and throughout
which also some pigment striz extend, A little behind the cornea
the outer layer of the choroid is more closely united with the sclerotic;
at this peint lies a wide annular sinus (Canalis-Schlemmii), and much
genuine fibrillar connective tissue.

As far as the retina was accessible to microscopic examination it
appeared to be normal. Whilst the inner layers appeared to be pretty
well preserved, only the remains of the rods and cones were left, bearing
witness to their existence, though their structure could not be clearly
made out. Vertical sections treated with weak carmine solution showed
the well-known three coloured stripes, the radiating fibres well-developed,
the internal and external limiting membrane markedly standing out; and
amongst the fibres of the optic nerve are somewhat shrunken ganglion
cells, and undoubted nerve fibres. The existence of the latter is shown
in the examination of both optic nerves, of which transverse sections
treated with carmine or chloride of gold gave decisive colouring. Both
optic nerves are surrounded at their entrance with a strong sheath
3'5 mm. in thickness.

The left eye, which had been opened when it was removed, shows a
globe shrunken in all its diameters, with an irregular opening near the
iris, through which project fragments of a mmPletﬂl}r separated retina,
The inner space covered with a shrunken choroid contains a little watery
fluid and the retina. Upon the inside of the ciliary body lies an amorphous
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broader, and the distance between the margin of the lens and the eciliary
processes greater. The effects were most marked. Twenty-five minutes
after the application of the Calabar bean the line corresponding to the
circumference of the lens being still broader, and the lips of the ciliary
processes appeared to project more distinctly and prominently. The
patient could read somewhat smaller type held close to his eye than prior
to the application.

One point of interest in this case is the nature of the injury which
appears to have caused the irideremia. The injury with the knife in early
childhood could searcely have caused such a deformity without the patient's
attention having been drawn to it before he was eighteen years of age.
On the other hand, the insertion of a finger into the orbit cannot be viewed
as an aceident likely to give rise to such a condition. I am inclined to
believe that a perforating uleer of the cornea must have existed, with
prolapse of iris, and that during some manipulation the whole of the iris
must have been drawn out through the uleer, as in Von Graefe's well-
known ease.

The man's vision, unfortunately, was very defective, and probably his
power of accommodation not so good as in a normal eye. I could not
therefore expect such marked effects from the local application of atropine
and Calabar bean as might be anticipated in a more healthy eye, but still
the changes that were observed after the use of the Calabar bean in
the position and prominence of the eciliary processes appear, in my
opinion, to corroborate the views of IHelmholtz regarding the mechanism
of accommodation.

The President then asked Dr. Doyer to describe a similar case
which had been under his care.

Dr. Doyer: A student in Leyden came to me to show
me his right eye, which was painful. On examining it I
saw that there was total absence of the iris, as far as 1 could
judge. On looking still closer, I found a cicatrix on the upper
margin of the cornea, and there was an opacity of the lens,
which however did not prevent me from seeing well the fundus
of the eye. The eye was a little hard to the touch, more tender
than it ought to be, and there was a slight excavation of the
dise. He could not see well, which I think is to be ascribed to
the opacity of the lens. The absence of the iris is very curious.
In my opinion the iris must be somewhere in the eye. He had
had a wound of the eye when young, but had not suffered very
much. Now and then he had had slight pain in the eyeball and also
aronnd the eye. The great object was to take away the pain.
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his acuity of vision is about :, It is an instance in which a
damaged eye becomes useful after a considerable lapse of time.
M. Galezowski: If you will permit me, 1 should like
to make a few remarks in reference to Dr. Robertson’s case
of irideremia and to your own observations upon it. I
have had two remarkable cases of irideremia wunder my
observation, the one consequent upon an operation, the other
oceurring spontaneously in glaucoma. In 1866 I had under my
care a patient suffering from irido-choroiditis consecutive upon a
partial adhesion of the iris to the cornea. The patient was
scarcely able to count his fingers. I did an iridectomy, and
made the incision close to the lencoma, but on seizing the iris
it separated from its attachments and came away. 1 simply
cut through the adhesions to the lencoma, and the operation was
finished. The hmmorrhage which followed was inconsiderable,
and at the end of a fortnight the blood was absorbed and the
wound was cicatrized. Under ophthalmoscopic examination the
fundus was very distinet ; the disk was normal, but there was a
posterior staphyloma and no trace of iris. The patient complained
of being dazzled for more than four months, but he was able to
read No. 3 of the typographic scale with the aid of No. 8 con-
cave spherical and No. 12 cylindrical with axis inclined from the
vertical. The second case was equally interesting. It was that
of a woman in Mr. Broea’s clinie, suffering from acute glau-
coma. In this case the iris was separated to a large extent
from its attachments above, causing the pupil to be displaced
downwards and to be of an oval form. After some days the
separation of the iris increased, and it ultimately fell to the
bottom of the anterior chamber, when it appeared to be per-
fectly atrophied. Vision was lost, and the eye remained inflamed,
causing protracted pain in spite of well-directed treatment.

Practical OpseErvATIONS oN DIFFERENT SUBJECTS.
By E. WitLians, M.D., of Cincinnati, Okio,

ULCUs CORNEE SERPENS.

This well known disease of the eye often prevails to some extent
epidemically. A series of such cases coming in rapid succession will be
followed in a few weeks or months merely by sporadic forms. There is
certainly some condition of the atmosphere, perhaps present at such
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conspicuous ones, and washing off more quickly. This ought not to be
done more than once in four or five days, the solutions being used in the
intervals once a day.

The pannus and other troubles of the cornea, except when acute and
painful, T disregard till the lids are smooth, or nearly so. If they
persist, then I dissipate them by strong local astringents. The powdered
sulphate of copper, after the manner of our excellent confrére M. Warlo-
mont, is for this purpose the safest and best of all. The mere rubbing
the lids with the erystal, or even the cornea itself, does not suffice. The
impression must be made stronger. The copper must be scraped down
with a knife, and applied freely to the inside of the upper lids, or directly
to the cornea. Of course the lid, if everted, is let down quickly, and
without washing. Nature's hydraulics will do that sufficiently. By the
aid of this, once in two or three davs, and other astringents, the cornea
may often be cleared up to a surprising degree. 1 seldom now find it
necessary to resort to peritomy or inoculation.

In conclusion, I wish to say that I never treat a case of chronic con-
junctivitis, however slight, or of granulated lids, very long without deter-
mining the exact state of the patient’s refraction under the full effect of
atropine. If I find an anomaly I neutralize it with the corresponding
glass, tinted if spherical, and make the patient wear it constantly, This
often adds greatly to the recovery, and in slight cases may be all that is
necessary. It is astonishing how many cases of chronic conjunctivitis are
perpetuated by some anomaly of refraction, especially hyperopic forms,

KEURO=-PARALYTIC CONJUNCTIVITIS.

For some two years I have had a peculiar case under treatment, which
I wish to present to the Congress. An unmarried woman of twenty-five
years, tall, delicate, nervous temperament, with a chronic dry cough, and
evidences of tubercles in the lungs. IHer father had once an apoplectic
attack, followed by permanent paralysis of the face on one side. Some
three years since the patient began to have attacks of great pain over the
malar bone of the left side, attended by some swelling, vivid redness, and
extreme sensitiveness to the touch. In some of the paroxysms blood is
extravasated under the skin in that region. The attacks last usually
from one to three weeks, but become more frequent and last longer,
so that now she iz never free from some trouble in the cheek, lower
lid, and inferior cul-de-sac of the conjunctiva. It now changes from one
cheek to the other, but never affects both at once. At its worst the face
presents the appearance of purpura hemorrhagica, and the patient suffers
extreme torture. Within the last six months the lower conjunctiva
becomes intensely inflamed, swells, and is soon covered by a tough false
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the risks of hemorrhage into the eye, plastic exudation, secondary cataract,
and closure of the pupil. For these reasons 1 use it freely both before
and after all my cataract operations. Besides its action on the circulation,
atropine is invaluable for its effect on the sphineter of the pupil, and the
ciliary musele in iritis, spasm of accommodation, blepharspasm, and
numerous other affections of the eye. To secure its prompt and thorough
effect, I often use it in substance.

GRAEFE'S CATARACT OPERATION.

Since this operation first became known to me, I have adopted it
exclusively in all cases with hard nucleus. In very old or feeble patients
it is wise, I think, to confine the entire incision to the sclerotic, but in
others I prefer to come out in the cornea. To avoid haggling I enter
with the edge of the knife a little forward, and make the whole cut in the
same plane. I make the upper incision, a large iridectomy, free discission
of the capsule, and then press out the lens in the usual way. Incasenoirs
is left in the angles of the wound, all the cortical substance worked out so
as to get a perfectly clear pupil, and perfect coaptation of the incision
procured and maintained, healing and success are almost certain. The
numerous modifications of the incision propoesed do not, L apprehend, affect
the results much, when the above conditions are secured. I never give
anmsthetics except to excessively nervous patients, or those who refuse to
have the operation without.

In one patient, shortly before leaving home, I had a very ununsual
phenomenon following the extraction in one eye. The patient was a
German, sixty-five years of age, with bard cataract in both eyes. I
operated first on the left eye, and had a little loss of vitreous following the
lens, on account of great prominence of the eye and severe straining.
The result, however, was good. Ten days after I extracted the other
under chloroform, without the slightest difficulty. For a week the eye
was beautiful, and the vision sharp. The eye suddenly reddened and
became painful, with edema of the lids. 5till the pupil remained largely
dilated and perfectly circular below. A round yellowish mass appeared
behind the iris below, seeming to be connected with the corpus ciliare at
that point. In the course of three or four days it was as large as a small
green pea. After about a week this mass began to diminish and dis-
appeared, leaving the vision again good. It was an abscess of the ciliary
below, but why it should have occurred then and there I do not know,

ANOMALIES OF REFRACTIOXN.

With many years' experience in the treatment of large numbers of
these cases, I appreciate more and more the value of atropine in their
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line. If the axis coincide with the line, there is no deviation of the
image, but if the glass be rotated so that the cylinder axis encloses an
angle with the line the image of the latter deviates in the direction of the
eylinder axis. I have found that when viewed from a sufficient distance,
the same apparent deviation takes place both in the ercct and in the
inverted image of the retinal vessels.

These two points may be best illustrated by simple myopic astig-
matism. Let the meridian of greatest refraction be vertical. If the
myopia in that meridian amount to 4%, then an inverted image of horizontal
vessels forms at a distance of three feet from the eye, and can be readily
seen from a distance of three and a half to four feet by illuminating with
a mirror of thirty inches focus, All that is visible is a greatly enlarged
image of a {ragment of vessel or of the periphery of the dise having the
direction of the plane of least curvature of the media. Should there be
no vessel running precisely in this course the image of one which
approaches most nearly to it is distorted and coincides with it. On the
other hand, as rays that issue from vertical vessels in the horizontal
meridian are parallel after leaving the media, the image of these vessels
is in infinite distance and too large to be visible within the area of the
pupil. In such a case therefore an inverted image of horizontals only is
- seen, all other details being invisible, and no erect image is obtained
until the examiner brings his eye as close as possible to that of his
patient. He then sees only vertical vesscls provided he be emmetropic
and his own accommodation as well as that of the patient be relaxed.

There can be no simpler method than this for detecting and measuring
simple myopiec astigmatism. I need hardly here add that by ascertaining
the least distance at which the inverted image is distinetly visible while
the observer accommodates for his near point the degree of myopia in
the meridian of least refraction can be estimated with as much ease and
with as much precision as when all meridians are symmetrically myopie.
When this has been done the focus of the correcting cylinder, as well as
the pogition of its axis, have been ascertained.

Even without taking pains to ascertain the distance from the observed
eye of the inverted image, the degree of myopia in a given plane of the
media may be roughly computed from the size and illumination of the
image. Degrees of 3!; and 4\ correspond to large size and faint illumina-
tion, e.g., a fragment of vessel the breadth of which considerably exceeds
the semi-diameter of the pupil. The smaller and brighter the image the
higher the degree of myopia.

In selecting a vessel for this observation it is desirable to avoid those
that traverse the floor of the central physiological dimple of the disc.
This excavation is sometimes deep enough to give an excessive measure-
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what higher degrees of astigmatism (simple myopic {!¢ to ;). especially
when the chief meridians are oblique (to the extent of 45). When such
a fundus is viewed from a distance of four feet the inverted image dis-
closes a series of very large nearly parallel vascular trunks, running at
an angle of 45° with the horizon, giving the impression of an abnormal
distribution of the retinal vessels. When the fundus is now examined in
the inverted image in the usual way—viz., by means of an eight-inch
mirror and a + 21" object lens, this error is corrected. The dise, together
with the main vessels in the adjacent retina, being all in view, the actual
course of the vessels is perceived, no apparent deviation being appreciable
by this mode of examination, and the absence of an abnormal arrange-
ment demonstrated. It may even happen that no branch at or near the
dise actually coincides with the plane of least curvature of the media, and
yet at maximum distance numerous large branches seem to run this
course. This appearance results from the distorted image of angular
bends in the vessels; the rays from these being dispersed in the meridian
of least curvature of the media and brought to a focus in that of maximum
curvature produce an image with linear extension in one direction
only. In a similar way simple hypermetropic astigmatism is charac-
terized by the fact that an erect image of wvessels in one particular
direction is alone visible at maximum distance, which in low degrees of
asymmetry is considerably less than four feet, inasmuch as the image lies
behind the observed eye. As in the previous case, no image is seen in
the emmetropic meridian. In simple hypermetropic astigmatism of .Y,
with the plane of least curvature horizontal, an erect image of large vertical
vessels iz distinetly seen at from thirty inches to three feet. Of course the
nearer the observed eye is approached the more will other large vessels
be dimly seen, with a course more and more divergent from the vertical
until finally at minimum distance (2" from nodal point to nodal point)
even horizontal vessels, by a scarce appreciable relaxation of the observer’s
accommodation, become distinet, Of course the accommodation of the
patient’s eye must also be reluxed during the examination. Even at a
point (say one and a half feet) considerably within the utmost distance at
which an erect image can be seen in the case supposed, it is not difficult
to estimate with accuracy the position of the chief meridians, in spite of
the vessels other than vertical which are then dimly visible. The latter
are brightly illuminated and well defined; the rest are pale and diffuse,
and their faintness increases with their divergence from the vertical. At
the same time a maximum distance should always be sought, in order to
eliminate from view all vessels except those in one particular dirvection,
which in this case coincides with the plane of greatest curvature of the
media. What has been said as to the deviation of the image from the
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when the ametropia in each chief meridian does not exceed %, Both an
inverted and an erect image are visible by simply illuminating with a
mirror of 30" foens, and without aid from glasses, according as the retinal
vessels are viewed in the myopic or in the hypermetropic plane of the
media. The examination is commenced at five feet. Successive portions
of the large vessels at and near the disc are brought into the field until an
inverted image is perceived of those having the direction of the meridian
of least refraction. The observer then approaches the examined eye, and
notes the vanishing point of this image. Having thus determined the
degree of myopia in one chief meridian, he reduces still further his
distance from the patient, and easily brings into view an erect image of
vessels running at a right angle to those first seen. They are rendered
distinet by an appropriate change in his accommodation. The degree of
hypermetropia in the weakest meridian is now measured at minimum
distance in the manner already described, and the foei of the correcting
cylinders, together with the position of their axes, ascertained with
approximate accuracy.

The examination is completed in far less time than is oceupied in
describing it, and demands no special aptitude on the part of the observer.
If at the outset a marked case be selected (e.g., vertical myopia ', and
horizontal hypermetropia 4%;), and, if atropine be used, both images are
seen without any change in the observer's distance from the patient. It
18 only necessary that he shall accommodate in turn for the distances of
the erect and inverted images. Ile places himself thirty inches from the
eye under examination, which is directed to his forefinger held in such a
poeition that the disc is in the field. By slow vertical movements of the
finger, followed by those of the examined eye, horizontal vessels sweep
through the pupillary field, and are distinctly seen as an inverted image
(recognised as such by its reversed apparent movement), provided the
observer accommodate for the point ten inches from his eye at which the
airial image is situated. Vertical vessels are next made to pass across
the field by causing the eye to follow slow horizontal movements of the
finger. The examiner's accommodation being now relaxed (strictly speak-
ing, he must adjust for a distance of rather more than four feet), these
vessels are seen as an erect image, with an apparent movement charac-
teristic of it.

I have now to speak of the method of detecting astigmatism by the
change of form produced in the inverted image of the disec when the
distance of the object lens from the observed eye is varied.

My first observations on this subject were made at Moorfields during
the years 1869 and 1870, and communicated to the British Medical
Association at their meeting in Newcastle in August, 1870 (vide Journal
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By the arrangement deseribed above, the surgeon is enabled to turn
the dise round without removing the ophthalmoscope from his eye, thus
securing the great advantage of an uninterrnpted succession of images of
the fundus ; by this means he computes with ease the exact amount of
ametropia in cases either of hypermetropia or myopia: an advantage of
especial value in estimating the relative refraction of each meridian in the
case of an astigmatic patient.

The mirror, which unscrews from the handle, is about the size of a

pennypiece, and is so flat that it can be easily earried, together with its
discs, in an ordinary purse or pocket-book, thus obvialing the necessity
of a separate case.

I have also had an ophthalmoscope made on the same principle, with
one unchangeable dise, containing three convex lenses of the respective
values of 80, 20, 10 Paris inches; and four concave lenses—viz,
30, 20, 10, 5 inches focal length, as being the most useful aids in ordinary
ophthalmoscopic examination.
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Test Tyres AND Acviry ofF VIsION.
By B. Jor Jerrmies, M.D.,, Boston, U.S5A.

Visual perception is so much a mental act, that of course all answers from
test types have elements of error in relation to the condition of retinal
impression. Everything which affects the two elements of sight—namely,
retinal impression and mental perception, affects the distinguishing test
types. -

I have often felt a doubt whether the reading XX at 20 feet in a fair
light was a strict enough test. In general we should be satisfied if a
patient, after choroiditis or iritis with synechia posterior, read for us
XX at 20 feet, and Jiiger No. 1 at 10 inches. DBut this for me would
be a reduction of vision to less than one-half. In comparing Dr.
Green's with Dr. Snellen’s test text, I endeavoured to see how far above
normal, or XX at 20 feet, Icould go. The following results were from

_three separate trialg, on three several days, when not feeling below par
in general sensation of health. My examination of recruits (not drafied
men) during the late rebellion, had taught me how much vision might
vary in the same individual within a short time, from mental or cerebral
causes, The same man who the day after a * spree” could not read my
Snellen XL or L, would come back the following day and read XX fluently.
Therefore I selected days when the eyes and body were, so to speak,
normally used. In testing patients I employ the same Argand gas-burner
and partly darken the room. BStanding at exactly 20 feet, and avoiding
mental and physical interruption—I mean thinking of nothing else—
holding the head still, the eyes carefully fixed and not irritated by side
light, I succeeded in reading Snellen’s XV. I, R, and U were not good
letters to distinguish. I read Snellen XII, except S=1. I use the sign of
equality to signify that they could not be distinguished from each other.
Of Snellen X, Iread V, Z, O, U, Y. A and BB were bad letters, and P =TF,
also H=K=R. Snellen's VIII was the lowest I could read any letters
of at 20 feet. I read C, L, P, V=Y. If a cataract patient, after
operation, read as many letters of XX at 20 feet I should be satisfied.

Of Dr. John Green's new card I read down to X without much
difficulty at 20 feet; XVI pretty fluently; XIII, 0=C=G. P is bad.
Some of the letters of X I could make out, none of VIII. The result,
as is seen, was not so good as with Snellen’s text.

Out of doors with sunshine on the card and I myself in the shade,
I found I could do better.
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the eyeball receded gradually, leaving a sinus which discharged for some
time afterwards.

Remarks—The history of this case makes it clear that the cyst was
of the true dermoid character, that it remained comparatively harmless
for many years until the date of the injury; increased action and perhaps
suppuration was set up by the blow, and the eyeball was protruded and
inverted ; the depth and large size of the cyst-wall and the sequelm of
the accompanying inflammation made it difficult and even hazardous to
attempt to remove the whole of the cyst, and hence the treatment adopted
was the best under the circnmstances that eould have been employed.

I bave recently had a case under my ecare in some respects similar
to this.

A boy, w®t. twelve years, was brought by his mother with the right
upper eyelid and orbital tissues enormously swollen and inflamed, the
eyeball being protruded and thrust downwards and inwards. There
was no history of any injury, but his mother had noticed ever since his
birth a minute orifice near the centre of the outer third of his upper
eyelid, from which a thin serous discharge exuded from time to time.
On examining this spot [ found an opening admitting a small probe to
the depth of } inch, and projecting from it three or four hairs like those
of the eyebrows. There was then no discharge and the sinus appeared
to be a mere cul-de-sac.

The boy being in a high state of fever and in considerable pain, I
made an incision into the swelling through the eyelid at this spot, and let
out about half a drachm of thin pus. This gave great relief. The swell-
ing subsided, and the eyeball soon regained its normal position. Diplopia
had been observed, but this soon disappeared after the opening of the
abscess. A circumscribed hard nodular swelling remained in the position
of the abscess, and on a subsequent occasion the eyst was dissected out.
It proved to be thick walled, with a small contracted cavity, the lining of
which was smooth and mucoid, and covered by minute hairs. The wound
made in this operation healed guickly, and the lad had no further trouble.

Remarks,—This case resembles the first in the circumstance that the
presence of the cyst gave rise to mo inconvenience until an accidental
inflammation was set up in and around it. It points, however, to the
advisability of removing such a cyst before any similar aceident can arise,
and the difficulty experienced in dissecting it out from the matted and
indurated cellular tissue of the orbit is an additional argument in the
same direction.

Mr. Taylor had a case of the same kind in the Central London Oph-
thalmic Hospital in the year 1870, in which be operated with great success
in the early stage of the disease and before any inflammatory thickening
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cause edema of the lamina cribrosa. This, however, exerted
pressure on the vessels, and especially on the vena centralis
retinge, and the phenomena of pressure with exudation ; in short,
the neuritis intraccularis optica were produced. I will just
mention to refute an objection that has been raised against this
theory. It has been maintained that the pressure requisite to
force fluids experimentally injected into the optic-nerve sheath
from the arachnoid cavity was too high to permit the functions
of the brain, or even life itself, to continue. But, in answer to
this, it may be said that the conditions present during life are
entirely different from those that exist after death. During life
only a very small increase of the intracranial pressure is required
to foree the fluid sitnated nearest to the foramen opticum through
its aperture of exit into the optic sheath. DBut in experimental
investigations we are necessarily compelled to use greater pressure
to force the coloured fluid from the point of puncture through
the entire arachnoidal sac into the sheath of the nerve. Yet this
is the only means by which we can satisfy ourselves of the
existence of an intercommunication between the two. Some
very interesting experiments on living animals were made by
Manz, who injected fluids into the arvachnoid space, and noticed
that perceptible changes were produced in the papilla optica
when examined with the ophthalmoscope. It mnow becomes
necessary to inguire whether this theory be supported by patho-
logical researches. I may pass over the changes in the optic
nerves themselves, which, in the majority of cases, have their
chief seat in the vicinity of the lamina cribrosa. The absence of
any intelligible continuity between this process and the brain led
to Von Graefe’s and Benedikt’s explanations. In order to demons
strate a rise of the intracranial pressure it is necessary on post-
mortem examination to take into consideration the temsion of
the dura mater. In all cases that have fallen under my notice
of cerebral tumours with simultaneous neuritis intraocularis the
tension of the dura mater has been considerably increased. An
inspection of the reports of the post-mortem examinations made
during several years in the Pathologiecal and Anatomical Institute
of Berlin, which Professor Virchow kindly permitted me to make,
showed the frequency of this condition in cases of cerebral tumour.
In regard to the communication between the arachnoid space
and the optic-nerve sheaths, additional evidence of its existence
was derived from a case in which, coincidently with purulent
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traction of the pupil towards the section which is apt to oceur when such
false membranes exist. The inflammation following the operation is apt
to occasion new deposits on the old, with so much retraction afterwards,
that eventually we find the pupil closed and at the margin of the cornea.
Where that may be anticipated I introduce the ordinary iridectomy knife,
running its peint through the iris into the surface of the lens. Then I
introduce the sharp point of a little pair of scissors through the open-
ing made in the iris, and the blunt point of the other blade in front of
the iris and behind the cornea, on one side of the pupil, and then, bringing
them together, I divide everything between them. The same thing is
done at the other side of the pupil. These two incisions meet at
their apex. Then this portion of the iris, including all the pupil, is
withdrawn by forceps, and, we suppose, also with it some of the lenti-
cular substance. Then the cataract comes away, and we have only the
posterior capsule and a marginal part of the iris left. The future chance
of such a patient getting good sight from a single operation is better than
if such a proceeding had not been done. I have done this for several
years, and occasionally the result has been very satisfactory.

That led me to treat in a somewhat similar fashion the cases in which
there is a dense false membrane after iritis (the lens perhaps having to be
removed) which with great difficulty yields to the knmife. It is rather
desirable to get it away by cutting round it with scissors. We may take
up a triangular portion in the same way, but in order to get away as
large a portion as possible I have followed another plan, either with two
triangular knives or with a stop iridectomy knife, the stop being near the
base, so as to check its advance beyond a certain point. With one of
these in one hand, and an ordinary knife in the other, we make a double
opening simultaneously on opposite sides of the cornea. It is more con-
venient of course to make these two openings on opposite sides of the
cornea in a horizontal than in a vertical direction. I then run a pair of
scissors in two diverging lines from each incision, in the same way as
before, thus enclosing between the incisions a large square or rhomboidal
portion of the irideal region including the pupil, and all the structures
there. You then withdraw the portion thus cut out. There is no drag
on the ciliary region : whatever is withdrawn has been cut away from its
connexions beforehand.

In these cases we are often obliged to operate with a verysmall chance of
success. In many the false membrane forms again in front of the vitreous
humour. Still we have done what we can, and in a certain number
of such cases we have a satisfactory result.

This stop iridectomy knife I have uszed for cases of glancoma, We
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most admirable operations, I have had some cauteries made of different
sizes and shapes so that the area destroyed may be accurately defined,

In passing from this subject I may say for a moment, in conelusion,
that these trephines of larger size I have used from the first period of
their having been made, viz., in 1869, for the treatment of staphyloma,
generally in children, following purulent ophthalmia; where a consider-
able bulbous staphyloma oceurs, I have been gratified by the extreme harm-
lessness and painlessness of the treatment. The patient having been put
under chloroform, with a large trephiue, an eighth of an inch in diameter or
even larger, a central portion is removed. In this case you push it well in.
There is no lens to trouble ourselves about, or if there be, we do not mind,
and the part within the trephine is removed. Afterwards thereis no irri-
tation. The child will not ery at all after the operation. Ina week or two
the aperture is closed up again, Ifthen there be still a bulge we can repeat
the operation, taking away really a much larger portion, although the instru-
ment is the same, because the external parts have become drawn towards
the centre. Thus these cases may be treated with great simplicity, and I
can answer for it that it is a very harmless proceeding, and satisfactory in
its results. No wvessels can be wounded which will give any trouble.

M. Meyer: I believe that in order to cure keratoconus it is
necessary to remove a part of the cornea in its entire thickness,
and I am of opinion that this may be done quicker and more
safely by the method of Graefe than by that we have heard
described. The method of Mr. Bowman, as has been just ob-
served, renders the occurrence of an anterior synechia of the
pupillary border probable ; and there is also perhaps some danger
of injuring the anterior capsule, the central part of which is in
direct contact with the wound, and the lymph which fills the
same, The irritation of the eye, from the cauterization, which
Mr. Bowman fears, and which is an essential part of the method
of Graefe, I have in the eight cases on which he operated had
no opportunity of observing. I believe it may be avoided if the
cauterization be carefully condueted ; and if the disposition of the
eye to reaction be centralized in each case, by means of salt-
water ; and the eye kept under the influence of atropirve, and
closed by a light pressure-bandage.

Dr. de Wecker : My instrument is for another purpose. 1
use it to make a fistula in a cicatrix, which is usually very thick,
and opposes considerable resistance. I think it has the advan-
tage that it ean be stopped, and so the escape of the aqueous
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from the anterior surface of the lens, the thickness of the iris being
compensated by the prominent lens. The depth of the anterior
chamber of the eye measured in this manner is smaller than has
hitherto been supposed. For the purpose of measuring the cur-
vature of the cornea a small plane mirror is required (attached to
the middle of the object lens) in addition, which reflects the light
of a flame into the eye of a person under examination. If the
light be placed at a sufficient distance it may be admitted that its
image in the mirror projected from the cornea occurs nearly at
the half distance of the radius of its curvature. If the distance
of the anterior corneal surface from the reflected image of the
cornea in the mirror be thus measured the length of the foeal
distance is obtained, which, multiplied by two, gives the radius of
the corneal curvature. The right place is secured to the eye by
seeing the reflected flame in the middle.of the very small mirror,
Looking now at the reflected light, the eye is accommodated for
distance. Looking at a black point in the middle of the mirror,
it i1s accommodated for that distance, and in both conditions the
depth of the anterior chamber can alternately be measured.

M. Donders again, in reference to the publication of Firster
(* Klin. Monatsblitter f. Augenheilk.,” Band x. p. 39), returned
to the subject of accommodation in aphakia, and reminded his
hearers of the methods by which the tests taken by himself were
obtained. M. Donders holds the absence of all power of ac-
. commodation in aphakia to be established by these tests, and
observed that the statements lately made calling that fact in
question were obtained by no better method, as that of Ramsden
and Sir Everard Home, which was proved to be quite unsatis-
factory already by Thomas Young.

M. Donders then mentioned some researches that had been
made in his laboratory by Dr. Talma, supplying sufficient proof
that the fixed corpuscles of the cornea do not take any direct
part in suppurative processes occurring in the cornea itself. By
the addition of a 7 to 10 per cent. solution of sugar, the difference
between the fixed and wandering cells can be established with
sufficient certainty.

M. Wecker: It is my pleasant duty to return our warmest
thanks for the reception we have met with here. I will not
enter into details. (Applause.)

M. Douders : The time has now arrived, gentlemen, that the
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possible your exertions, and do all in our power to render your
visit agreeable.

M. Cervera: Madrid, gentlemen, gives you an invitation for
the next meeting of Congress; we have nothing but our
hospitality to offer you, and that we offer with all our heart.
Spain at present is in a state of revolution both political and
seientific, and we would wish you to see the earnest efforts we
are making for the progress of humanity. Your presence
amongst us will have a civilizing influence and will assist us in
regenerating the country which we cherish. 1 leave this question
for the Congress to decide. (Applause.)

M. Warlomont: I wish to make a proposition. If this
Congress decide that there shall not be a meeting on the Con-
tinent in 1876, then this year will be left for New York ; but if
we go to Madrid the year previously, that is to say in 1875, then
we could avail ourselves of both offers.

Dr. Delgado Jugo : This is the fifth year that Spain has been
passed over. I regret that it has not been chosen, for lately it
has made many improvements, and at present it is progressing.
Gentlemen, we do not forget that Spain has remained inactive
for a long time, but she will recover herself. 1 repeat, with all
the cordiality of the invitation before presented, that the next
meeting be held at Madrid.

Mr. Williams, V.P.: We should have no reason to insist
upon the arrangement which we have proposed, if it were not
that the year 1876 will be one of great national importance for
us, otherwise we should have no right of precedence. This is
an exceptional case.

M. Donders : I wish to ask if there are any other invitations
for the next Congress. It is possible that some one may choose
another Capital in preference to either New York or Madrid.

M. Warlomont: Allow me to read article 7 of the rules.
(Reads.)

M. Galezowski: T do not know if my proposition has been made
before, but it appears to me that it would be as well to hold a
Congress at Utrecht, it being the place of residence of our
honourable President.

M. Donders: Your proposition is very flattering, but I fear
that it is a thing impracticable ; we have not the least pretensions
to such an honour, and I dare not even think of it. My friend,
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preference was given to the plan of dilating the passages with graduated
tints after previously slitting up the eanalienli. T have practised surgery
for upwards of twenty-seven years, and for fifteen I always treated fistula
of the lachrymal sac by the old method, with small elastic probes (cordes d
boyan), or with Scarpa’s styles. The treatment by these methods, now almast
forgotten, was protracted. I resolved to adopt the plan of cauterization
recommended by Vannoni, and employed by various Italian and French
surgeons, as by MM. Magni, Sperino, Secondi, and others. I have
practised it in blennorrhea, in hernia, and in dropsy of the sac, and
when a fistula has been present, and I can vouch for the fact that I have
never experienced any ill effects, and that the cure has generally been
complete in a month or a little more. The cicatrix has been linear and
searcely visible; coincidently the amount of secretion has diminished and
all Jachrymation has ceased or has only occurred to an insignificant extent
when the patient has been exposed to a cold wind. The proceeding I adopt
is as follows: I make a long semilunar incision with a sharp straight knife
from the convexity of the sac to the border of the orbit, and opening the sac
freely insert some charpie to absorb all blood. This is a matter of great
importance. On the following day the charpie is removed, and the
mucous membrane of the sac can then be seen, which is always more or
less diseased, thickened, lardaceous, or papilliform, The cauterization is
now performed providing there is no bleeding, if there be any, I reintroduce
the plug and wait till the following day. I cauterize with a piece of wood,
the end of which, with a little charpie wrapped round it, has been dipped
in the liquid chloride of antimony, taking especial care by dilating the
wound with Manfredi's speculum to touch the upper part. When the
membrane is completely whitened the cautery is withdrawn and the sac
filled again with charpie. The eschar produced comes away either in
fragments or as a whole after the lapse of a week or two, and sometimes
the whole sac becomes detached. I have several such cases under ob-
servation. Suppuration continues to take place, the cavity gradually
contracts, and at the end of about a month the wound cicatrizes, leaving
only a slight redness near the inner angle of the eye. When the
cauterization has been well and thoroughly done, no relapse oceurs. I
ought at the same time to say that I do not practise cauterization when
there is a simple catarrh of the sac and there appears to be no reason for
considering the mucous membrane to be degenerated. I then merely
endeavour to irrigate through the puncta lachrymalia. This I effect by the
introduction of graduated tents, the points of which are all as fine as that of
Bowman's No. 1, in order that they may penetrate easily into the aperture,
I ravely find it requisite to slit up the canaliculi, and only do so when I
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millimetres in length at least, with a sharp linear knife and a
sawing movement, without penetrating into the cavity of the
globe, and without touching the choroid. In one case that I
had occasion to send to a German confrére, M. Schiess, of Bile,
who, I regret to see, is not present, I observed not only diminution
of the ocular tension and of the other symptoms of glaucoma,
but I noticed recovery of central vision, which had been altogether
lost before the operation, that is to say, the patient who before
the operation had only quantitative perception of light, after the
lapse of some days was able to count his fingers at the distance
of half a yard. This improvement lasted, however, only for some
weeks, but in this instance the atrophic state of the optic papilla
afforded little chance of any greater or more permanent improve-
ment. The tension of the eye, which had been diminished by
the operation, did not again exhibit any tendency to increase.
The wound of the sclera appeared a few days before my departure
merely as a black line, with clearly defined scleral edges. I am
therefore of opinion that one of the factors in the curative action
of the iridectomy is the sclerotic wound. I ought to say that
from the effects of the escape of the aqueous humour made by
the corneal paracentesis by thirty consecutive operations in eyes
which I found in the same condition, I see in the evacuation of
the anterior chamber, made simultaneously to the incision in the
sclerotic, a second factor in the salutary action of iridectomy.

Ox t™HE TreEaTMENT oF KERATOCONUS.
By RicarDo SECONDI.

I desire to speak, not for the purpose of passing any judgment on
Bowman's method of treating keratoconus, but in order to make a short
communication on a mode of treatment that I have employed with great
success. This is the lizht but methodical application of cauterizing agents
to the centre of the projection after removal of the epithelium, but with-
out the prior detachment of the small square flap recommended by Von
Graefe. I have been led to adopt this method partly from the great difficulty
1 u.lwa._',rﬂ experienced in Effeﬂting the removal of the flap without pene-
trating the anterior chamber, an accident which is not altogether indif-
ferent in nervous and cachectic subjects, partly from observing that the
amelioration of the vision by the method of Graefe continued to take place
more rapidly when the canterization was continued for a long period after






















































