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Since Fdrster’s work, on the relation of the eye and
its ciseases to the diseases of the rest of the body,
appeared in the "lHandbook of Ophthalmo]ogy" by Craefe
anc¢ S3aemisch, many workers have bheen steacily adding
to the store of our knowledge on that. subject, and
their investigations have provec of great service to

the advancement of the science and art of medicine.

In this thesis the author purposes to limit his ob-
-servations to a study of the relations of syphilis
to the diseases of the eye, and hopes to be able to
show, by detalling observed cases, that this malady
plays a very important part in the causation of eye

disease.

Refore the cdiscovery of the ophthalmoscope, the af-
fections of the eye known to have a common syphilitic
origin were limitec¢ to those diseases which could be
recognized by inspection.‘ Since the introduction ang
perfecting of that instrument,more cdefinite knowledge

has heen attained regarding the pathological changes



L0 be met with behin¢ the lens, and the statement, that
Yamaurosis is a disease in which the patient is blindg,
anc¢ the physician sees nothing", has now lost much of

its sting.

The examination of the lesions affecting the deeper
parts of the eye being thus rencered possible,
surgeons have been enabled to arrive at fairly defin-
-ite conclusions as to the interpretation of the ap-

-pearances seen, and to estimate more precisely their

aetiological significance.

Syphilis, is a specific infectious disease, acquired
by direct or meciate contagion. At, the point of en—
-trance ofvthe poison, after an 1interval (the first
perioc¢ of incubation), the local lesions (the chancre
or primary sore and the primary adenopathy) develop,
and from the local sore the virus 1is passed on in
small quantity into the body, where it proliferates,
and after a certain length of time (the second period
of incubation), its toxins cause symptoms of poisoning
(constitutional syphilis), the first prominent symptom
of which 1is a cutansous rash, associateé¢ with slight

fever andéd sore throat.



Syphilis, therefore, resembles the exanthemata in its
moede of onset, ané also in the protection commonly
afforceé¢ by one attack against subsequent contagion;
but differs from them in being essentially chronic in
duration and liable to relapse.

In many of the exanthemata, smallpox,measles,scarlet-
fever, &c., which are recognizec¢ to be infectious, the
cavusval micro-organism has not yet been cemonstratec
although the disease can hardly be explainec except
on the theory of infe~tion. In each of these diseases
there is a markec¢ uniformity in the perioc¢ of incub-
-ation, the course of the disease, anc¢ the complicat-
-ions anc sequelae; and variations in the severity of
the attack or immunity from attack in c¢ifferent indiv-
-icvals may be explained by similar reasons as we ex-
-plain the differences of growth in any particular
micro-organism in the various artificial media.

’

Tn syphilis,althouch at prasent it is equally imposs-
-ible to definitely state what the characters of the
syphilitic virus are, the local reaction after inocul-
-ation, the local lesions, anc¢ the course of tre con-
-stitutiona? symptoms are thoroughly characteristic of
a definite toxaemia due to the entrance into the blood

of a specific contagiuvm vivum.
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Two organismshave been described as the bacillus of
syphilis.'
- Lustgarten in 1884 c¢escribed a bacillus founc¢ both in»
the primary sore and 1in the lesions of the internal
organs. Tt has also been found 1in tertiary lesions,
which are generally believec¢ to be non-infectious.

His observations bave both been confirmed and denied.

The Lustgarten bacillus has not yet bheen cultivated
outside the body. It resembles the smegma bacillus

closely, ané also the tubercle bacillus. Jts causval

ralation to syphilis is still highly problematical.

Tan Neissan has described a p]eomorphbus bacillus
which he found in syphilitic lesions, ané claims to
hava cemonstrated it Dboth in the tissuas anéd in the
blood, ané also to have obtainec¢ it in pure culture
from a number of cases, but his work is uvncorroborat-

-ed.
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Syphilis may be acquirec¢ or it may be transmitted by

inheritance. In both acquirecd and inherited syphilis eye
affections may supervene in the course of Lhe'disease.
» The lesions of acquired syphilis are generally classi-
-fiec¢ according to their time of occurrence in the course
of the cdisease, as primary, secondary, and tertiary
syphilitic affections.

Hereditary syphilis 1s 1likewise subdivided into second-
-2ry and tertisary, or early and late stages.

In each of these artificial divisions we may find dis-

-tinctive, anc often characteristic eye lesions.

Acquire¢ syphilis 1in the great majority of cases de-
-velops after i1mpure sexual connection, and consequently
the primary sore is usvally on ﬁhe genital organs.

YWhile this is the common site of invasion there is a
large class of cases, which have been described by
Tournier as "Syphilis in the Innocent", and by Hutchinson
as "Erratic chancre", in which the primary sore does not
occur on the genitals, and in which the sexual act plays

no direct part in the transmission of the disease.

Amongst this class of cases chancre of the eyelids and
conjunctiva occasionally occurs, so that the eye may be
the point of entrance of the syphilitic virus into the

body.



Chancre of the eye structures is not by any means of
frequent. occurrence. In the author’s clinique 1in the
Glaspow =ye Infirmary, chancre has only %neen met with
five times out of a2 total of over 20,000 cases, and in

four of these cases the chancre was on the lower lic.

The most freqguent site of chancre in connection with the
eye is on the 1lids, and the site of selection i8 on the
richt lower 11d close to the internal canthus (Cases 2.3)
This is mno doubt cue to the fact that in rubbing the eye,
the skin at this point is most easily reached.

The chancre may appear on the outer aspect of the 1id
involwing the skin alone (Case 3),or 1t may implicate the
1id margin anc palpebhral cOnjunctiva‘or carincle (Case 2)

It may be limited to the palpebral conjnnctiva,geherally
of the lower 1ic¢, although cases have been recorced in
which it has been found on the palpebral conjunctiva of
the upper 1i¢ quite clear of the 1i¢ margin.

It also occurs, but rarely, on the bulbar conjunctiva,

and cases of chancre of the cormea have been recorded.

Chancre of the eyelic¢ gemerally begins as a papule which
sometimes runs its course as an indurate¢ non-uvlcerat-
-ing swelling. More commonly it breals down.

These ulcers are generally small, and have a Lypicélly

har¢ and 1induratec¢ Dbase. These characteristics, along



with the scanty secretion, anc¢ the painless enlargement
of the preavricular gland, are generally sufficiently
pronouncec L0 suggest the true origin of the destructive
process. Chancre of the 1id has to he differentiated
from other forms of viceration of the eyelids, particul-
-arly, lupus, tubercular ulcer, rodéent uvlcer, epithelioma
an ulcer following the Dbresking down of a gumma, anc
vaccine ulcer. The avthor has notes of a case of ulcer
causec¢ by accicental vaccination, anc¢ seen for the first
time about the tenth day, which had all the ahove
characteristics well marked, and whose nature was only
identifiec¢ after careful 1inquiry into the history of.
the early appearances anc the Geveiopmeht of the ulcer,
and after ascertaining thatrthe possihility of accidental
vaccination was present. The diagnosis was Tater cofrobor—
-ate( by the rapicity of " healing vundéer non-specific
treatment,and the non-appearance of secondary. sympt.oms.
Sometimes the characteristic appearances of chancre in
this position, specially the dincuration ancd the primary
acenopathy, are not at all well marked, and occasionally
the cdiagnosis 1is a matter of extreme c¢ifficulty, not
infrequently only positively made on the appearance of
the constitutional symptoms. In these doubtful cases it
is always possible to make a positive diagnosis by
excising a small portion of the lesion,and examining a

section under the microscope.



The secondary stage of syphilis follows rapicly on the
primary, an¢ tha prominent., 1lesions of this stage are
inflammatory in nature. They are generally wicespread

-

an¢ symetrical, showing that a systemic infection is
present. They are characteristically transitory, and
there 1is a markec¢ tendency towards spontaneous cure,
although, in the process of cure, the functional activity
of the part may bhe permanently interfered Qith.

Symptoms and lesions appearing later than the endg of the
seconc.  year, but bhefore the wusual onset of tertiary
manifestations, which as a rule do not appear till about
the fifth year after infection, are often spoken of as
helonging to the intermediate stage, because if lesions
occur at all during this ‘period they partake of the
characters‘of both the secondary and the tertiary étages,
wiLH 3. distinct leaning towards beinge milder and less
aggressive than those of the pure tertiary stage, and

they are frequently symetrical.

During the early stage of secondary syphilis the macular
roseola 1is generally present on Lhé ligs, aﬁd the occurr-
-ence of mmcous patches on the conjunctiva, anc¢ ulcer-
-ation of the 11¢ margins have heen cdescrihed.

Commoﬁly there is a slight falling ouvt of the eyelashes

and hair of the eyebrows.






The place of election however for the ocuvlar manifest-
-ations of syphilis 1in the seconéary perioc¢ is the uveal
tract, anc¢ especially the iris anc¢ ciliary body.

In all c¢iseases of microbic oricin the seconcary Ilesions
show a tendency to occur in special structures.

The micro-organisms seem to possess the power of select-
-ing certain tissues for attack, and this ﬁay possibly be
explained by the special tissue affectecd affording to the
micro-organism more suitahle conditions of nutriment.

Leber'held the wview that the inflammation of the uveal
tract was determinec by the entanglement in the capill-
-aries and small bloodvessels of the i1ris, of minute
coagula containing the specific virus. By this theory
he triec¢ to explain the comparative infrequency of iritis
in Syphilis and also the occurrence of unilateral iritis.

There 1s however mno anatomical proof of the correctness
of this theory, anc¢ it seems 1impossible to regard the
localization as embolic 1in nature, for the site of
selection is far too constaﬁt Lo be accountec for by any

mechanical agency 1ike that.

The wuveal tract 1ies for the greater part between the
sclera ané the retina, anc is a vascular, pigmented, andg,

in part also, a muscular membrane. Jt has been subdiv-
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-iged into three main parts, the choroid behinc and the
ciliary hody and iris in front. In addition to these
parts the uveal tract must be held also to include the
corneal endothelium anc¢ Descemet’s membrane. "The study
of the development, of the eye shows that the 1o0se tissue
-the ligamentum pectinatum iridis- in which the spaces of
Jontana occur, as well as the encothelivm of Descemet’s
membrane and the membrane itself, belong to the vascular
layer of the mesoblast which 1s continuous with the chor-
-0ic¢al layer of the embryonic eye, but which,as cevelop-
-ment proceeds, hecomes separatec¢ from the wascular layer
and then comes to form a part of the cornea owing to the
formation of the anterior chamber"(Quain?s Anatomy)!

This developmental origin of Descemet’s membrane and its
encothelium shows us why descemetitis, which usec¢ to bhe
looked vpon as an indepencent disease, should be regarded
as symptomatic of an affection of the uveal tract.

Jt may be met with 1n any involvement of the iris,

ciliary body, or choroid, and is never a cdisease per se.

While it is customary to speak of iritis, cyclitis andg
choroicditis as separéte Ciseases, all these ¢divisions of
the uveal tract may be affectec at the same time -general
uveitis-, although the inflammation may originate and be

most severe in any one of them.
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The combination of 1iritis and cyclitis 1is specially

-

freguent, anc it is difficult to understand ‘how it could
. be otherwise.

Anatomically the iris anc¢ ciliary body poOssess a common
vascular supply from the anterior ciliary anc the long
posterior ciliary arteries. In superficial extent they
are relatively small structures, and -@re in intimate
association, and besides, the ciliary body, bouncding the
posterior agueous chamber,takes a large part in secresting
the agueous, which, surrouncing the 1ris on all sides,
can scarcely fail to influence it by changes in its
chemical composition.

The choroic¢ proper on the other hand, although anatomic-
-ally continuous with the ciliary bocy, is supplied by
the short posterior ciliary arteries, ané a choroicditis
is more gemnerally an affection by itself,or at all events
the inflammatory process 1is more apt to extend to the
overlying retina anc¢ to the vitreous than to the ciliary

boCcy anc 1iris.
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The statistics of syphilologists differ wicely as to the
frequency with which 1ritis and irico-cyclitis occur in
syphilis. Siegmund‘states that they occur only in 1% of
‘the cases, and the latest writers, Lubarsch anc Ostertag?’
cive the percentage as 8, while Hebra' ana Zournier both
put it down at 4.

The same difference of opinion is shown when we examine
the statistics relating to the cawvses of iritis.

Aritdstates that 25% of all cases of iritis are due to
syphilis. De Schweinitz and Randall” put.  the percentage
at 75. In the author’s practice at the Clasgow Eye
Infirmary, about G&0% of the cases of iritié give a
history of recent syphilis. These percentages, whilé
varying largely, at least show Lhat;of the constitutional
éauses of 1iritis ancl irico-cyclitis, syphilis ' stancs
easily first.

* has found, by microscopic examination, that all

Baas
syphilitic d1ritis 1is characterized by thes presence of
little parenchymatous nodvles in the iris tissue.

Clinically we ares unable to find, in the majority of
cases, evicence of that contention, an¢ it 1is customary
Lo divice the iritis of early seconcary syphilis into two

main forms (1) iritis plastica.

(2) dritis papulosa v. concylomatosa.



Triois or irico-cyclitis comes on 2s a rvle between the
thirc anc the sixth months after infection,anc¢ by far the
most common type in syphilis is simple plastic iritis or
iridocyclitis. If the inflammatory process be vVery
acute, the exudate thrown out by the iris may be excess-—
<ively fibrinous, and may form a coaguvlum in the anterior
chamber similar to that frequently seen in traumatic
iritis. To this form the name iritis pelatinos»s is
frequently appliec. The cellular elements in the exucate
may he relatively in excess, and, depositing to the lower
part of the anterior chamber, a hypopyon is formed.

Generally, in simple plastic iritis or irldo-cyclitis
of syphilitic origin, ( Cases 6, 7, 8, 9, 10, 11, 12, 13)
the exudate is fibrinous and moderate in amount, and does
not pass readily from the surface of the iris into the
aqueous. Tt acheres to the surface of the iris, anc. it
is owing +to this fact that the 1ris surface early looks
dull and lustreless. Tor this reason too, achesions form
very raplcly between the pupillary horcer and the lens
capsule, and, unless soon influenced by treatment, the
pupillary horder becomes permanently anchorec by these
posterior synechiae.

In mocderately severe inflammation, the exucate frequently
spreads out in a layer across the pupillary area, and

leaves a permanent thickening on this part of the lens
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capsule. This is renderec¢ all the more easy by the fact
that the pupil is usually small owing to the hyperaemic
condition of the 1iris tissue. Tven after the achesions
at the pupillary boréer are broken cown, and the pupil
has been déilated, this exudate often remains as a perman-

—ent. crey organized opacity.

In a typical case of plastic iritis or dirido-cyclitis
the eye, without apparent cause, begins to feel uncom-
—fortahle, with aching along the supraorbital margfin and
Tachrymation, soon the conjunctival vessels become
hyperaemic, hut the characteristic appearance at this
stage 1is a narrow uniform'ring of circumcorneal vascular-
-ivy, due to the engorgement. of the anterior.ciliary
veSse}s. As the inflammation acvances the pericorneal
zone bhecomes deeper 1in colour, and the pupil becomes
contracted and small, and very often eccentric, and the
iris bécomes'discoloured anc¢ its surface dulled.

These changes 1in the 1iris are cue to the increase of
blood in the vessels, to changes in the epithelium on the
anterior surface of the iris,and to the fibrinous exudate
on its surface and suspended in the aqueous.

The pain associated with the inflammation becomes more

severe as a rule, especlally at night, and is sometimes



referred Lo the eye, but more often to0 the eyebrow, dovm
the side of the nose, or to the temple, fqllowing the
distribvtion of the ophthalmic division of the fifth
nerve.

The pupil forms adhesions to the lens capsule, anc¢ these
posterior synechiae are best seen on using a mydriatic,
which causes the parts of the pupillary borcer of the
iris Dbetween the adhesions to dilate, rencering the
pupillary margin irregular and crenated.

Synechiaes may clear up entirely, oOr may leave more or
less c¢efinite permanent change. Tf recent,the adhesions
may give way as the pupil dilates, sometimes leaving
traces of their occurrence on the lens capsule as opaqgue
pigmented spots, valuable Jlater as an incdication that a
previous iritls had existed.

They may become stretehed anc organized as fine threacs,
which, while allowing a certain amount of play, remain
as permanent achesions, or they may, not yielcding at
all, hecome organizec¢ into firm connective tissue which
holds the pupillary borcer firmly anc immovably bounc
down to the 1lens capsule. These synechiae may be few
in number and incividuvally small, or they may form a
confluent ring attaching the whole pupillary border to

the lens capsule (exclusion of the pupil). This concdition
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shuts off the posterior chamber from the anterior, anc
unless relieved by operation 1s likely to be followed by
secondary glaucoma and destruction of the sight.

Tn the milder cases 1in which the exucate 1s mnot SO
fibrinous or abuncdant, and in which there 1is less tenc-
-ency to form permanent posterior synechiae, the exucate
passes more reacily into the agueous, and often depoOsits
on the endothelium of the cornea. At first- these punct-
-ate ceposits are mot firmly acherent, and it 1is easy
to note that they change their position from time to
time. This cifference 1s well seen 1if +tLhe cornea be
inspected, an¢ 1ts concition noted, in the morning and
again at night. Tn the morning there 1s scarcely any
¢eposit to be seen, but aL.nighL the typical triangular

patch of spots is often well markecd.

In a pure iritis the vision 1s generally impairec¢ but
slichtly, anc the impairment 1is in proportion to the
denseness of the exudate over the pupillary area, the
mucciness of the agueous, and the degree of descemetitis.

If the iritis is combined with cyclitis the impairment
of vision 1is much more marled as the exudation also
spreads into the anterior part of the vitreous behing
the lens. In the absence of markecly increased pain,

oedema of the 1ids, increasec intraocular tension,
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cescemetitis, retraction of the 1iris periphery, or
ciliary tenderness, which are always assoclatec¢ with
cyclitis 1if at all acute, vision, impalred beyond what
one would expect from the external appearances, shoulc
always suggest the necessity for very careful examination
of the vitreous and funcus. If the anterior part of the
vitreous is full of opacity,the ciliary bocy is certainly
implicatec, andé later when this opacity clears up suffic-
~iently to allow of an sxamination of the funcus,choroic-
-al changes or chorio-retinal anc¢ neuritic changes may

alsn he cdetectec.

Tthile simple plastic iritis is thé most common form of

iris inflammation 1in secondary syphilis, iritis syphil-
-1tica also occurs in about 15 to 20% of the cases as a
parenchymatous inflammation of a special form.
The symptde‘anG progress are practically similar in both
forms, but this 1latter type is assoéiatec with the
presence of one or several yellowish rad or dirty orange
coloured nocules in the tissue of the inflamec iris near
the pupillary horcer (Cases 14, 135).

In other cases the swelling at the pupillary border
apprars as A slightly raised yellowish rea ring, anc¢ in
both the infiltration is in the depth of the iris tissue

And its colour is due to the presence of small visible
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wvessels on the surface of the iris and the infiltration.
These cases are spoken of as iritis papulosa or concyl-
—omatosa, anc the existence of this form of iritis is
hel¢ by many to be absolutely characteristic of syphilis.
At all events it should mAake one strongly suspicious

Aid

of the existence of syphilis, although !c enzie/ recorcs
one case of pure rheumatic iritis, in which iritis pap-
-ulosa was typlically present. Accoréing to Beers” this
form of iritis, if associated with eccentric position of
the pupil, is abhsolutely characteristic of syphilis.

The author, in hisg cliniyue in the Glasgow Ty=s Infirmary,
has mnever met with a case of iritis papulosa >without
heing able to0 establish a history of recént svphilis. |
Eccentric position of the pupil he 1looks upon as due toO
compression of the iriéian nerves as they pass over the
clliary hody, and as an 1indication that the disease
present 1s an irido-cyclitis, though not necessarily

syphilitic.

The inflammatory process occasionally never extends
beyonc the 1irls (Cases 6,7,8.), mut if typically acute it
very seldom runs its course without involvement, of the
ciliary hody to a greater or less degree, and an acute
inflammation beginning in the ciliary body even more

rapicly extends to the iris.
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Acnte cases generally last about four weeks Defore
beginning to thorourhly quieten cown, and even then there
is great 1risk of relapse 1f the treatment he stopped
prematurely ( Cases 9,16.).

The final resvlt depsnds to a considerable Cegree on the
stage at which treatment has been brought into play, anc

on the efficiency of the treatment.

Resolution may take place with complete clearing up of
211 the signs of the inflammation, anc rastoration of
finction, or there may be a fairly complete restoration
of function, with somé pigment. spots remaining on the
capsule of the lens, marking the site of the temporary
synechiae, or aven some fine posterior synechiae may
remain permanently. On the other hand there may be
permanent Joss of function an¢ impairment of vision due
to posterior synechiae, which 1in their gravest. forms
occur as a ring binding down the entire pupillary border
to the lens capsule ( exclusion of the pupil ), or as
total posterior synechia, in which the whole posterior
surface of the iris is attached to the ]éns capsule.

The exudate across the pupillary area may become
organized leaving a thickened membrane, which gives rise
Lo permanent visual defect in proportion to the dense-
-ness of the opacity, and if the pupillary border has

remained undilated and bound down, this membrane is



continnous with the annular synechiae ( occlusion of the
pupil ).

The exuéate aroumdé the eguator of the lens and 1n the
vitreous may fail to clear wup, ultimately leading to
opacity of the 1lens by interfering with iLs proper
nutrition, an¢ often to softening of the eyeball as the
exudate hecomes organizec anc¢ cicatricial. .

The contraction and organization of the inflammatory
exudate 12acls Lo the softening of the eyeball by destroy-

—ing the secreting clandcs in the ciliary processes.

Usually both eyes are affected, but not simultaneously.

Inflammation of one eye alone 1is by no means rare,

anc he kept sufficiently long in play. Xore commonly
however one eye suffers acutaly, and while the treatment
of that eye 1is being carriecd out, the second eye becomes
inflamec but much less saverely.

After the inflammation quietens down there is not much
tencency to relapse 1if the treatmant be kept up suffic-
-iently long, but recurrence is not uncommon when the

treatment 1s left off too soon (Cases 9,16.).



At, A late perioc¢ of the seconcary stac=s or 1in the
tertiary stage, a less sthenic type of inflammation some-—
-t,imes comes on. There is little aAapparent iﬁfTammaLory
s&mptom heyon¢ the appeAarance of a narrow pericorneal
vascular zone, but the patient complains of impairec
vision, and the presence of a punctats deposit on the
back of the cornea is notec.

On cilating the pupil there may be one or two synechiae,
showing that the iris 1is slightly involvec. These as a
rile Dbreak down readily uncer the 1instillation of a
mycriatic. On examination with the ophthalmoscope, the
anterior part of the vitreous is foune to be full of fine-
opacity, an¢ very often if you can get a view of the
fundus, spots of recent choroidal inflammation are readily
detected. Incdead some degree of choroiditis, chorio-
-retinitis or neuritis is not an infreqguent accompaniment
of an irico-cyclitis, acute or subacute, ané after the
inflammation in the anterior part of the uveal tract
quietens down, the deeper choroidal affection may g£o6 on
acvancing.

The most prominent sign of this subacute uveitis is the
punctate deposit on the back of the cornea.

Under the

belief that +this condition indicatec an incependent

disease it has heen varlously callec¢ serous iritis,
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keratitis punctata, aguo-capsvlitis, simple cyclitis, Aanc
Cescemetitis.

The terms serous iritis anc¢ simple cyclitis have mothing
to recommend them as they give a wholly mistaken notion
of the pathological condition of such an eye.

Keratitis punctata, aguo-capsblitls, anc descemetitis’
imply that the inflammation 1is a 1local disease of the
anterior chamber, anc are thus 1naccurate.

Tt is however convenient, to retain a distinctive name
to denote this pumctate opacity, and of a1l the terms
nsec é¢escemetitis seems the most suitable, so long as
we remember that primarily it only refers to a symptom
which may be found with a general uveitis or with

implication of any division of the uveal tract.

The typical involvement of the cornea 1is best seen in
herecitary syphilis, but in the 1late seconcary stage of
acQuired syphilis,a parenchymatous keratitis is sometimes
founc¢ assoclatec with an inflammation of the anterior
vveal tract. In these cases the corneal inflammation
is incline¢ to ©be more patchy in distrihution than in
herecitary interstiiial keratitis, and rarely involves
the whole area of the cornea (Cases 16,17,20.).

The keratitis generally begins at the corneal margin.

There is an 1increasec pericorneal vascularity at the
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hase of the patch of opacity, anc from this vascular zone
new formec vessels pass in for a short cdistance uncéer the
-Corneal'epithelium anc¢ into the cormea proper.

The opacity is not wuniform, but 1is often distinctly
spotty, fspecially mnear the periphery of the cormea, anc
it is always sitvatec in the cormnea proper, more commonly
in the ceeper layers,anc fréquent?y there 1s a coincicent
cdescemetitis.

The auvthor has never seen this inflammation occurring
without primary involvement of the iris anc¢ ciliary bocy
TL ciffers from the more common hereditary parenchymatous
keratitis 1in Theing much more amenable toO Lreatment;
improvement at once setting 1in ‘as soon as the iricdo-
—cycliﬁis bhegins to gnieten cowm.

In the author’s experience in Dispensary practice, the
interstitial keratitis ‘of acyuirec¢ syphilis 1is most
frequently associatec with a relapse of the iridocyclitis
the patient having stoppeC treatment too soon owing to
his having considerec¢ himsel? well, because of the markec
improvement in the initial attack of the iricocyclitis.
(Case 16.). |
Case 17 1s an example of exceptionally early onset,the
primary iricocyclitis anc the keratitis coming on about

the same time.
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Choroicitis may accompany a2n acute 1iritis or irico-

-cyclitis, but more usually changes in the vveal tract
‘behinc the ciliary body come on not earlier than the
late secondary or intermeciate stage of syphilis, that is,
choroicitis rarely heocins as a primary affection before a
year after infection. Plastic choroicitis 1s always a
much more chronic affection than a plastic .irido-cyclitis
an¢ the greater 1iability of the choroid to chronic anc
progressive forms of inflammAation 1s prohably due to the
slugcishness of its circulation.
As has alreacy been pointec out, an inflammation starting
in the choroid cdoes not commonly involve the ciliary body
or iris Seoondarily, the more usual extension being in
the direction of the overlying retina anc vitreous, which
are largely nourishec¢ by the vessels of the choroid.

In choroidal affections however it 1s not uncommon to
find traces of past iritis, such as synechiae or pigment
spots on the anterilor capsule of the 1lens, anc the
presence of these signs of past iritis strengthen the
diagnosis of a syphilitic affection of the choroic.

It is well to remember that the incications of past
disease may bhe present in the other eye from the one now

affected.



The most typical syphilitic affection starting in the
choroié¢ is a chorio-retinitis. This begins as a diffuse
choroicitis, which spreacs éver the whole chorold, and
-rapidly extends to the Dbacillary layer of the overlying
retina. It appears to be always most severe behinc¢ the
equator, and in the neighhourhood¢ of Lhe macula it is
often assoclate¢ with circumscribed patches of censer
exudate (Cases 31,732,33). Baas states that the reason
why syphilitic choroical affections show such a manifest
prec¢ilection for the posterior pole of the eye, 1s due to
the fact that the posterior ciliary arteries pass, at
this point, through the sclerotic in penetrating to the
uvea, and that these vessels are often the seat of
syphilitic endarteritis. .

Chorio-retinitis is accompanied as a ruvule by no pain or
outwarc appearance of Iinflammation. A patient’s chief
complaint is the defect of vision, and probably he may
complain of dyschromatopsia or night-blindness.

On ophthalmoscopic examination, in severe cases, one can
often only see an abundant fine punctate cloudiness of
the vitreous, which obscures all fundus details (Case 32)

In other cases where the inflammation 1is not so severe,
the dust-1like opacity 1s confined to the postérior part
of the vitreous. It is then generaaly possible to see

that the retina 1is involved in the inflammation as well
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as the choroid, although the vitreous opacity always
veils tha funcus to some eXtent.
-In these cases the whole fundus is sesn to he paler than
normal,as the colour impartec to the funcus Hy the larger
choroical vessels 'is clouced by the exucate 1in the
chorio-capillaris, anc¢ the retina is hazy and gray from
oecema, anc¢ infiltration hy inf]ammatorylexhdate from the
choroic. |

The opLic cisk generally appears to b2 hyperaemic from
the encorgement of the capillary vessels, the dlsk being
larcely suppliec¢ by branches from the short posterior
ciliary vessels, and often there is bsome degree of
neuritis, although it 1s "not alwéys easy to satisfy
oneself as to the adLUa] condition of the c¢isk, and
2specially 1ts margin, owing to the vitreous opacity
being most abundant in the neighbourhood of the papilla.
As the opacity in the vitreous clears up, ané the exudate
in the retina an¢ choroid becomes absorhed, the most
notahle chanée is a proliferation of the pigment cells in
the choroid and retina, and their migration towarcs the
inner surface of the retina. This pigment ﬁeaping is
always best seen towarcs the periphery of the retina, anc
often the arrangement of the pigment produces an appear-

-ance very similar to retinitis pigmentosa. Often too

disseminated spots of atrophy make their appearance in



the funcus after the chorio-retinitis subsices, showing
that although the inflammation was diffuse, there were
isolatesd foci 1in which the inflammatory process was more

acute and destructive (Case 33).

YThile chorio-retinitis 1is the most typical form of
choroidal inflammation in syphilis, the most common form
is a choroiditis disseminata (Cases 34,335, 36, 37).

In this inflammation the disease attacks minute isolatec
areas of the choroic, which appeesr 1in their early stage
as yellowish, indistinctly outlined spots, lying deeper
than the retinal vessels. The inflammAtLory process begins
gen=srally 1in the chorio-capillaris; anc the retina over
these areas of exucation is a]wéys involvec.

As ~the exudatioh becomes absorbed the spots become
cicatricial, and take on a white loo¥. If the spot of
egudation has infiltrated +the whole thickness of the
choroic, after absorption the area bhecomes absolutaly
white, owing to the sclera shining through. In other
cases,where the subsequent atrophy had not been complete,
remains of the ceeper choroidal vessels may be seen
crossing the atrophied area.

Later on the pigment cells proliferate and become heaped
togéether round the margin of the atrophied area or

irregularly scattered over its surface.
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The vitreous also contains a varying amouni of opacity,
which renders it often difficult, in the earjy staces Lo
get a cleaar view of the funcus.

The vision is ciminished at first in proportion to the
amount of vitreous opacity, and to the cegree of retinal
involvement. 'There tha foci of inflamm~tion are large,
or run together, it 1is often possible to make out
scotomata in the vwvisuval field, anc owing to the exucate
in the choroid pushing forward the retina and disturbing
the regniar arrancemesnt of the eleamemts in the layer of

-

roés and¢ cones, patients often complain that ~objects
appe~r distortecd (metamorphopsia). Yarly in the course
of the c¢isease a frequent CQmp]aihL— 1s the occurrence of
subjectivevsensations of light, cCue to retinal irritation
from the inflammatory process. Later on these photopsiae
pass away, anc defective vision, with changeés 1in the
fiel¢ of wvision, is the most prominent symptom of the
consecutive atrophic changes 1in the choroic¢, retina, anc

optic nerve.

Choroiditis c¢isseminata 1is apt to run a 7ery chronic
course, with fresh recurrences of the inflammation till
the whole fundus Appears to be dotted over with

irregularly pigmented white areas, very little of the

original choroid being distinguishable. It is often a






source of surprise to find fairly gooc central vision in
such cases, as by the ophthalmoscope. the whole macular
érea seems destroyec. Some cases QO on to complete
blincness, - the retina and optic nerves hecoming atrophiec

anc the lens often cataractous.

?6rster' has ¢éscribed¢ a special  form of choroicitis
disseminata, which he calls choroiditis areolaris, And
which he gtates 1s almost invariably cdue to syphilis.

This choroicitis begins first of 271 in the neighbour—
-hoo¢ of the yellow spot, AnC the more recent  sSpoLs
appear round about this in a gradually enlarging circle.

In the early stage the oharaoteriétic feature of this
form of inflammation d1is the proliferapion of the pigment
cells; the recent spots appear quite hlack, but lose
their colour to a large extent as they become older anc

atrophic.

It has long been a dispute¢ point as to whether a
primary specific retinitis ever occurs in syphilis.
Jacohson® asserts that it doess, and Fﬁrstefgmaintains as
strongly that in all specific retinal affections, the
retina is affected secondarily to the choroig.

B o, . . . . .

5Aas  malintalins, 1n accordance with his views on the

starting point for +the localization of all syphilitic



30

lesions, that the specific process begins in the arterial
walls as an endarteritis or a periarteritis, anc¢ that
consaguently the retinal vessels may be 1involvecd

incependently of the choroidal ones.

In the author’s experience the retinitis of secondary
syphilis is invariably associated Wwith gisease of the
choroid, although the retinal part of the inflammation
may be so prominent gvite early as to make the
recognition of the accompanying ohoroiditis very
¢ifficult by the ophthalmoscope, Such cases are often
spoken of as retino-choroicditls (Cas= 33).

The 1retinal part of +the inflammation 1s generally
c¢iffuse, but there may bhe dreas in the neighbourhood of
the macula in which the cloudiness and opacity in the
retiﬁa is much more dense. This retino-choroidal
affection runs much the same course as the typical
chorio-retinitis, but with greater liability to deterior
-ation of vision. It has the same tencency as it subsides
Lo take on the appearance of retinitis pigmentosa.

Owing to wvitreous opacity it 1s often difficult to
determine ophthalmoscopically to what extent the retina
and choroid are incividuvally involvec. While from the
ohjective appearances it is often difficult to arrive at

a satisfactory diagnosis regarcing this point, valuable



£

(A

Aes Deolostis. de/;éw
froge 162



31

assistance 1is gainec by a careful inguiry into the
suhjective symptoms present, and rspercially by the result
of an examination of the colour sense.

In a pur% choroical affection the chromatic sensg
remains intact, bﬁt if the retina be involwved, the colour
sanse shows mArked impairment, varying in Eegree with the

severity of the retinal affection.

A cilrcumscribed form of syphilitic retinitis is
occasiomally met with. In this form, large patphes of
2xucation are founc 1lyling close to on=a or other of the
largér retinal vessels, partially hiding it,and generally
situvatec¢ in the posterior part of Lhé funcus not far from
the disk. |

This form of retinitis 1s more apt toO come on as a
tertiary lasion, anc it is often possible to recognize
that the retinal vessel 1is diseased. Haemorrhages are
frequently met with if the disease Teads to obliteration
of the lumen of the vessel (Case 41).

Galezowskl states that in these cases the walls of the

veins are more subject to diseasa, than the arterial

walls.

Associated Wwith an affection of the uveal tract 1t is

often possible to make out a hyperaemia of the retinal



vessals and optic é¢isk. Althouch a tru2 nevuritis is more
freguently an indirect affection in syphllis, due to
intracranial or intraorbital causes, still the optic
narve may be attackec directly by thea syphllitic cisense,
ané a typical mneuritis may develop without any associatec

choroidal or retinal involvement (Cases 33, 39).

TL is always difficult to c¢efinitely separate the late
seconcary lesions of syphilis from the tertiary.

Usually there is a well definecd interval Detween these
TwWo periods, seconcary 1¢siohs being. rare after the enc
of the s=scond year, and tertiary lesions uncommon before
the neginning of the fifth year after infection.

Ixceptions to this statement are by no means infrequent.

There are often '"reminders" during the intermediate
perio¢ which are suggestive both of secondary anc
tertiary lesions. On the other han¢ dafinite tertiary
lesions may he precocious, occurring‘ very early, or they

may not come on for twenty years or more after infection.’

In the tertiary stage syphilis 1is a disease of the
tissues and not of the blood, hence its manifestations

are local and irregular, andg generally unsymetrical.
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They show a markec tencency Lo spread and no tenc¢ency Lo
spontaneous cure, although reacily amenable tLO treatment.
This serpiginous tendency 1s Dest seen in superficial

pummata which go on to ulceration.(Case 5).

The occurrence of tertiary lesions largely depends On
insufficiency of treatment, an¢ constitutional want of
stamina. Patients mnow a days run a QIQALer chance of
escaping the onset of tertiary lesions, as the necessity
for prolonge¢ treatment in the seconcary stage 1s now
more fully recognized. Mauriac' states that in cases 1n
which the primary anc seconcary stages are milé, tertiary.
lesions, and especially cerebral Iesions, are mor=s likely
to cdevelop; But the probab]é axplanation of this observ-
-ation is that, owing to the mildness of these stages, 2,

sufficiantly vigorous anc prolonged course of treatment

had not, heen enforcec.

The typical tertiary lesion of syphilis is the gumma,
anc while gummata may occur in ang around the eyevall,
anc often give rise to grave local c¢isease of the eye, by
far the Jarger portion of eye affections arising in
tertiary syphilis gain their importance, not on account
of involvement of the ey® structures, but becanse the eye
disease 1is symptomatic of lesions occurring elsewhere,

anc specially of lesions in intracranial cisease.



bWastic iritis, a2lthough nearly always a manifestation
of seconcary syphilis, sometimes occurs 1ate enouch after
infection to he classec as a tertiary lesion, anc when it
does occur late it is often coincicent with choroicitis
or retino-choroicitis. Tt mAy however occur in the purely

tertiary period.

Gummata may affect the.eye2lics. There mAy be 2 diffuse
gummatous infiltration of the tarsal cartilage, generally
of the upper 1id, ané most mArked a2long its free borcer,
which persists as a chronic thickening; or there may be a
localized gummatous swelling on the tarsal cartilage,
very' lianle Lo be mlstaken for a chalazion, when seen
before wulceration (Case 4). When " breaking c¢own does
occur' an ulcer 1s formec¢ (Case 5), which has to be
differentiate¢ from the other special ulcers of the
eyelid, more particularly from an ulcer cause¢é¢ by lupus,
tubercle, epithelioma, or chancre.

Usual1ly the skin afound these gummatous ulcers is coppery
in colour, anc¢ this appearance at once suggests the

¢irection for further inquiry.

In some cases of Iinterstitial keratitis coming on late

in acquired syphilis, besides the fairly uniform haze of
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that part of the cornea 1involved, there may be spots of
¢enser opacity in this area which may be uulte properly
Tooked upon as cummatous &=posits if rounc anc large, and
if they give the surface of the cornea an elevatec look

(Case 20).

Cumma, of the iris also occurs, hut is not at all common.
Tritis gummosa differs from iritis papulosa 1in so far
as the deposit is generally single and sitvatec near the
periphery of thes iris. It is mnot nearly so rapidly
amenable LO treatment as iritis papulosa,and occasiona]ly
l2acs to cdestruction of the eyehall. Iritis gummosa 2al1so

occurs in hereditary syphilis (Case 19).

Gumma of the ciliary bocy cannot be distinguishecd at the
onset from an irico-cyclitis, anc if quickly influencec
by treatment the diagnosis mAay remain -uncertain. JIf it
goes on developing 1t either comes forward into the
anterior chamber through the cornzo-iritic angle,
appraring as a yellowish-white rounce¢ nodule, which goes
on enlarging and may leac  to complate cdisorganization of
the eye; or it may involve the sclera over the ciliary
body, and by a process of infiltration anc¢ distention,
appeAar-as a distinct rounded prominence in this region,
associated with marke¢ ciliary anc conjunctival hyper-

-aemia (Cases 20,21).
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Prohahly Lha majority of anterior scleral inflammations
¢vue to syphilis, have their oricin in gummatous infiltr-
-ation invé]ving the ciliary bHocy and sclera, as these
inflammations are always associatec with cisease of the
uveal tract (Cases 30,21).

Tn the worst cases the new formation protrucas through
the sclera, and leacls Lo destruction of the eyebhall, hut
in.the majority of cases ahsorption takes place Dbefore
the sclera is perforatac.

As the scleral thickening bhecomes absorbed and the
inflammatory symptoms pass away, the site of the sWeTling
is markec by a dark coloure¢ cicatrix, causec by the
uveal pigment shining through the thinnec¢ and cicatricial
sclerotic. This cicatrix may bnlge from intraocular
pressure, and as the eye (uietens down, one 6r more
ciliary staphylomata are formed. Ciliary staphyloma,
however, 1is not nearly so freyuent.  a sequela of acyuirec
as of inheritec¢ syphilis, for in children the tissues are
much softer and more apt to undergo distention when
further weakened by an inflammatory process.

The 1Involvement of the uveal tract in scleritis is
further shown hy the presence of iritis Aanc¢ synechiae,
an¢ often the Iinflammation extends to the neighbouring
section of the cornea, anc  permansnt opacity remains in

the cornea after the keratitis quietens down (Case 20).
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cumma, of +the choroic¢ has also been cescribec. It 1s
extremely rare, anc¢ woulé require to be cifferentiatec

from solitary conglohatec tuhercnlous choroicitis.

Guﬁmata of the orbit originate in the periqsteum or in
the tendinous attachments of the muscles, ancd are always
aggsociataed with swelling anc peain, the pain often heing
violent, At night. Often there 1is exophthalmos, anc
sometimes paralysis of tThe extraocular muscles from
pressures on the nerves, hut these symptoms depend on the
position of the gumma or the gummatous periostitis.

If resolution does not take place, the gumma, hefore it
ceases L0 acvance, may perforate the bone, and then may
cdegenerate and become absorhecd, oOr suppuration may occur
with caries anc necrosis. '

The ordinary form of gummAtous periostitis is essentially
chronic. Sometimes an orbital? periostitis may be an
early symptom of constitutional syphilis. It is then A
fairly acute inflammAation, but yielcs reacily to
treatment. In hereditary syphilis a periostitis of the

same type 1s much more common, anc g¢enerally encs in

suppuration and cario-necrosis.



Cerebral syphilis occurs very frequently, more
particularly as a tertiary affection, anc the recognition
of any assocliated or consecutive eye symptoms Or
ophthalmoscopic appearances hecomes very important, not
because the eye concition is at all pathognomonlic, but it
often affords valuable help towards establishing the
édiagnosis, and¢ 1in localizing the site of the cerebral
lesion. in eye condition may also occur as an early
symptom ané point to the possibility of cerebral symptoms
ensuing, or it may Appear late, an¢ throw light on the

causation of other ailments, cerehral or elsewhere.

The eye symptoms in cerebral syphilis are chiefly
depencent on involvement of the optic nerves or they are
paralyses arising from implication of the motor nerves,
ané the particular symptoms presenﬂ vary with the site

anC. character of the cerebral lesion.

n examination of Lhe eye may also reveal evicence of
past syphilitic disease, such as synechiae or spots of
choroic¢a atrophy, ané the discovery of such associatec
syphilitic changes are of c¢irect help in completing a

diagnosis.
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cyphilis may attack the brain in the form of: -

(1) a diffuse gummatous infiltration of the meninges at
the base of the hrain, with or without =xtension Lo
the brain suhstance.

(2) gummata or circumscrihecd tumours in the meninges or
hraln substance in any position, Dbut - generally
cortical.

(3) arteritis or eéndarteritis, with their concomitant
hrain IJesions, anc chiefly affecting the hasal
cerehral Aarteries.

(4) post-syphilitic cdegenerative changes, most common]y
arisine from diminisheac ©Bblooc¢ supply causeé by past
syphilitic endarteritis,.or, as . attributeé¢ by some

observers, to the action of a post-syphilitic poison.

The brain lesions occurring in syphilis mainly belong to
the tertiary period, but a meningitié may occur as an
early seconcary 1lesion, and during its course very
pronounced chokec¢ disk may he present (Case 40).

In the tertiary perioc basal gummatous meningitis is one
of the most freguent Jlesions causing paralysis of the

extraocular muscles.

A common feature of. all syphilitic diseases is an

affection of the small arteries, which leacs to narrowing
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an¢ finally to occlusion of the vessels. Baas malntalns
that syphilitic encarteritis 1s the starting point of all

syphilitic lesions in constitutional syphilis.

Syphilitic encarteritis of the cersbral vessels is

common, but until 1t has reachec a stage in Whiéh the
JumAen  of the blood vessel 1s so much obliteratec that
thrombosis reacily occurs, it gives rise to practiéally
no symptoms, unless the vascular cisease has lasted for a
long perioc of time, as the functional activity of the
hrain sooner or Jlater suffers from diminished blooc
supply.
Disease of the retinal vessels can occasionally be
recognized hefore it reaches the acvance¢ stage of total
obTiteration, the affected vessel having a brilliant
metallic-1ike appearance, with an abnormally conspicuous
light streak, very much resembhling in appearance vessels
which have undergone hyaline cegeneration, anc sometimes
there are patches of circumscribed retinitis or retinal
cegenerative change. The change in the vessel walls is
dve to thickening 1in the outer coats as well as in the
tunica intima, and so long as the vessel remains patent
there is rarely any visual disturbance.

Whenba retinal vessel hecomes completely obliteratec,

the artery, owing to0 the ahsence of the blood column, is
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replacec hy a white banc¢, which is seen to 1ie in the
course of the original vessel, ané often if the final
ohstruction has been sudéen, as by the formation of a
thrombus, retinal haemorrhagss appear along the 1ine of
its c¢istrihution. The recogcnition of such a change 1in
the retinal vessels affords strong presumptive evidence
that a cerebral lesion arising in such a case will also

he due 1o endarteritis ohliterans (Case 41).

If a thrombus forms dimmecliately hehinc the papiila in
endarteritis of the central artery or phlebitis of the
central vein, a meuvuritis may d¢evelop anc bhe present in
acdition to the changed appearance of the fundus due to
vascular obstruction, but as a rule inflammAatory changes
in the optic disk in syphilis arise through involvement
of the merve in its orbital or intracranial parts, or of

the tract anywhere behind the chiasma.

The orhital part of the nerve may he involvec Cirectly
by a primary gummatous neuritis, or seconcdarily, a gumma
or gummAatous periostitis implicating the nerve by
compression at the apex of tha orbit. In such cases the

PApillitis will he monocular.



When the syphilitic lesion 1s intracranial, axcept when
the narva is involvec¢ immeciately in front of the chiasm,
the papillitis is wusually hilateral, although the
neuritis may be much more markec on one sicde than on

the other. .

On ophthalmoscopic examination, the <¢isk may either
present the appearance of an intense papillitis in which

-

the cegre~ of prominence from oecema =2anc¢ hyperaemia 1is
reyy mAarked, or it may show well marted inflammatory
chances without such prominent swelling. In hoth cases
the circulation in the retinal vessels 1s more or less
interferec with, but in the latter, if the neuritis is at
a1l intense, the Signs' of venous pressure are likely to
be more d¢istinctive, as is seen in the greater cegree of
turgescaence anc tortuosity of the wveins, anc¢ 1in the
greater liability to haemorrhages on the disk and into
the surrounding retina. In other cases the inflammatory
change may overflow on to the surrounding retina, anc a
pronouncac retinal involvement, limited to the area roundé

about the c¢isk, and generally most marke¢ on its macular

sice, may he associated with the inflammation of the

nerve.

These types of optic nerve lesion - chokec¢ disk, neuritis
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cescencens, and neuro-retinitis - met with 1n cerebral
syphilis, differ 1in no respect from the types of
inflammation of the optic nerve ending arising from other
causes, and a correct reacing of the aetiological
significance of any optic meuritis can only be arrivec at
after a consideration of the whole comhination of
symptoms present, and the history of a given case.

As has previously bheen pointec out, optic neuritis of a
milc type may He ~2nd usvally is associatec with cisease
of the uveal tract and retina. Ags the uveitis anc the
retinal inflammation subsice atrophy of the disk 1s
likely .0 supervene, with further lowering of +the
visval acuteéness, anc the atrophic changes in the cisk
are assoclatec with a corresponding diminutieon in the.

calibre of the retinal vessels.

Papillitis 1s also followed by consecutive atrophy,
which varies in its degrees of completeness.

‘The appearance of the ¢isk by itself often gives one a
mistaken icea of the degrees of the functional ¢isablement,
‘0of the nerve. This can he estimated more correctly by
ascertaining the 1mpairment in the central visuval
acuteness anc the cegree of concentric loss in the fiele

of vision, especially the contraction of the visual fielc

for colourec ohjects.
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The wnltimate visual result may only show =2 slight
impairment 1n the central visual acuteﬁess with very
slight concentric contraction of the fielg of wvision, or
the atrophy may he total and lead to absolute hlindéness.

The appearance of the c¢isk in pronounceg post-neuritic
atrophy 1s as a rule characteristic. The genefa] surface
df the disk appears 1level ané of an unglaied porcelain
white colour. There are often atrophic changes 1in the
retina anc¢ choroid rounc ahout. The retinal vessels are
diminishec¢ in size anc¢ often on the disk appear veilec,
while beyond the d¢isk, the wvelns especially, remain

tortuous to some degree (Case 42).

An atrophy of +the disk may follow a gummatous
inflammation of the nerve behind the eyehall, ancd there
may newver bhe any manifest nevritic change in the ¢isk
itself. At the most there may be a doubtful hyperaemia
of Lbe papilla, but even that c¢epends on how far behing
the eyehall the meuvuritic process is situatec.

The characteristic symptoms of such a retrobulbar
neuritis at the onset are rapid anc complaete failure of

central vision, due to central scotoma, with a normal

peripheral visual fielc.

itrophy of the optic mnsrve an¢ disk may occur from



simple pressure by a2 gumma On the optic nerve Or tract.

There 1is ho prececing neuritis, but there is always
marked visual disturbhance,. monocular or binocular,
accorcing to the position of the lesion.

Generally when first seen, while there 1s grave loss of
sight, there is mo change in the appearance of-the funcus
as the atrophic process has mot reachec¢ the disk. Later,
especially when the pressure 1s exercised on the nerve,
the ¢isk hecomes pale with clear cut outline, and the

vegssels ciminish in size.

A unilateral wviswval defect can only occur when the
lesion 1is situated on one sice of the optic chiasma, or
affects one nmerve in front of the chiasma.

If the lesgsion he situéted hbehiné the chiasma, the visual
defect 1s homonymous, anc a partial atrophy of each disk
can only appear late oOr never at all, according as the
lesion 1s situatec in or in front of, or behinc the
primary optic centres.

The typical éefect occurring in such a lesion 1is
homonymous hemianopsia, ané this may bhe present if the
lesion 1s situatec anywhere along the optic tract, in the
primary optic centres, in the optic raciation, or

in the
cortical visual centres.
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If in the tract or primary optic centres, the hemianopsia
is usually associated with symptoms of diseése at the
base of the brain, especially with paralysis of some of
the cranial nerves, anc the ’hemiopic pupil reaction can
be elicitec.

If in the optic rédiation, hemiplegia or hemiana=ssthesia
is rarely absent, and with a right hemianopsia, due to a
lesion in +this position, there 1s usually aphasia
(Case 47%.
ith a lesion in the cortical wvisual centres, a complete

or relative hemianopsia may be the only symptom present.

A bitemporal hemianopsia may occur if the lesion affects
the decussating fibres in the chiasm alone, anc¢ Oppenheim
Tooks upon an "oscillating" bitemporal hemianopsia as

particvlarly characteristic of a bhasal syphilitic lesion.

Frimary atrophy of the optic nerves is also saic to be a
¢irect sequela of syphilis. Primary optic atrophy 1is
usually hilateral, anc is so often an early sien pointing
Lo degenerative lesions of the spinal cordé, some of which
may he due to syphilis, anc 1its onset so freqguently
occurs in the preataxic stage, the atrophy existing for

years before the éevelopment of any other symptoms, that

the correctness of a ciagnosis of primary atrophy as a
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direct symptom of syphilis must remain always doubtful.
Ataxic symptoms may not come on till years after the
étrophy of the disk has heen récognized, and 1in such
cases the true significance of the prececing atrophy
remains-for long uncertain.

Oppenheim’ states that 1t occurs '"perhaps rarely in
syphillis as a direct symptom", and Uhthoff & regarcs 1its

occurrence as "douhtful".

Paralyses of tLhe ocular muscles may be cue LO gummAatous
infiltration of the muscle 1tself, to a gumma of the
orbit pressing on the mﬁsc]es or nerves, or o the
pressure of the effusion in a syphilitic periostitis.

Gummata affecting a muscle most freguently attack it at
its tencinous attachment to the hone, and conseguently in
the orbit gummata are very apt, owing to the close
approximation at the apex of the orbit of the cifferent
muscular origins an¢ the motor nerves as they enter the
orbit through the superior orbital fissure, to speedily
involve the motor nerves by pressure.

In cases arising from a gumma or periosﬁitis in thie
situvation, there is 1ikely to be a total ophthalmoplegia

or, at all events, an implication of more than one nerve,
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some degree of proptosis, and often deep seatec pain or
pain elicited on pressing the eyeball back 1into the

orbit. (Case 51).

A primary gummatous neuritis or a ’‘primary syphlilitic
atrophy of the motor nerves 1s very rare, although cases
of paralysls arising from both of these causes have been
recorced.

More commonly ocular paralyses are due Lo intracranial
lesions. The motor nerves may he compressecd at the base
of the brain by a gumma, by ﬁhe exucate 1in a diffuse
gummAatovs meningitis, or involwec 1in the swelling of a
syphilitic periostitis.

The merve roots anc¢ nuclei may be injure¢ by an intra-
-cranial growth, by syphilitic endarteritls, or by

post-syphilitic degenerative changes.

If the lesion be situvate¢ above the nuclei, in the
corona raciata oOr cerehral cortex, conjugate paralyses

-

AnC conjugAate ceviations may arise (Case 43).

Like affections of the optic mnerve these muscular
paralyses, which arise from syphilitic intracranial
lesions, present nothing cistinctive to differentiate

them from paralyses arising from other intracranial

affections.
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The muscle or group of muscles affected also gives
information, as although in syphilis every muscle may be
occasionally paralysec, the muscles supplied by the
oculomotor nerve are most freguently involved alone.

Inh paralyses of the extraocular muscles, as a whole, the
external rectus 1s most often affected, as the sixth
nerve 1s the nerve 6f rheumatic paralysis.

It is not uncommonly affectecd alons in syphilis, but more
often 1in combination with the third, or one or other of
the cranial nerves.

The fourth nerve 1s 1rarely affected 1in intracranial
syphilis, an¢ when it is it is almost always implicated

along with the third nerve.

Total ophthalmoplegia 1is due generally to a lesion at
the apex of the orbit, or at the base of the brain, but
it may be nuclear from a degeneration of the nuclei in

syphilitic endarteritis. (Case 31).

Ophthalmoplegia externa 1s generally due to a nuclear
affection, but it may be basal, the fibres to the ciliary

muscle anc the sphincter pupillas escaping the lesion.

A preexisting neuralgia of the ophthalmic division of

the fifth nerve 'is often associated with a basal brain



lesion causing ophthalmoplegia externa, or involvement of

ona or oOther of the motor narves (Case 44).

»Isolateé paralysis of a muscle supplied by the thirc
nerve 1is mainly nuclear, although numerous cases O0f
partial paralysis of +this nerve 1in basal lesions are
recorded. )

A paralysis of the levator palpebraes often occurs as an
isolate¢ symptom 1in a 1lesion of +the higher cortical
centres, but, when due to nuclear dlsease, the sphincter
pupillae is commonly paralysec¢ along with it. This com-
-hination 1is cdue to the fact that these c¢entres 1in the
thiré merve nucleus have the same vascular supply.

The distinction hetween paralyses due to peripheral anc
paralyses dve to nuclear lesions 1is not always an easy
one, an¢ in all cases of isolated paralysis it 1is
important to remember that the lesion may have been a
peripheral one, and the existing paralysis may be the
residuum of a past total paralysis, the muscles supplied
by the other branches of the nerve having regainec their
function.

An isolated paralysis of a muscle supplied by a branch
of the thirc nerve, associatec with involvement of a

neighbouring cranial nerve, points to A peripheral

lesion.
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Unilateral mydriasis with paralysis of the accommocation
i.e., ophthalmoplegia interna, as an isolateC symptom, is
Speciaily typical of a syphilitic lesion, the vascular
supply of the centres governing the motor nerve supply of
the sphincter pupillae anc¢ the ciliary muscle being
interfereé¢ with by an endarteritis.

-

This conjunction of iridoplegia and oyo]bp]egia has an
anatomical basis, as the vascular supply t0 the anterior
part of the third nerve nucleus, in which these centres
are sitvated, comes from the anterior communicating
artery of the circle of Willis, while the posterior part:

of the nucleus 1s supplied by vessels arising from the

posterior communicating artery.

Another pupillary phenomenon frequently met with in
syphilis is the Argyll-Robertson pupil. Here the pupil
shows no myériasis, more often myosis, but it gives no
direct reflex to light stimulation, while the associatec
contraction on convergence and¢ Aaccommodation remains
active. The Argyll-Robertson pupil is generally helc to
be caused by a lesion in the afferent fibres Just Dbefore
entering the third nerve nucleus, and its presence proves
that a degenerative process is at work in the nervous

system. Harris writing in the British Medical Journal
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(Sept.20-00) On the significance of the Argyll-Robertson
'pupil says, '"the loss of the pupil contraction to light

may .be 1looked¢ upon as a certain sign of antecedent

syphilis, congenital or acaquired". (Case 43).



Chilecren of parents who are suffering from syphilis have
frequently the C(isease transmittec to them. In these
cases we speak of congenital or hergdiﬁary syphilis.

Yhile some chiléren at birth show unmistakable appear-
-ances suggesting congenital syphilis, the great majority
of the children who survive intrauterine 1life are born
apparently healthy, and only show signs of syphilis, if
we exclude 1infantile pemphigus; three weeks or a month

after birth.

1

B3

ye affections in herecitary syphilis are not common in
early life.

The auvthor has frequently suspacted . congenital syphilis
before symptoms manifested themselves, in children ‘under
treatment, for conjunctivitis neonatorum. In such cases,
although the most scrupulous cleanliness was observed anc
treatment vigorously carried out, the corneae early and
rapldly became infiltratec anc completely destroyed.

Such a result can only be explained by the cisease,
though mot actively 1in evidence, rencering the cornena
more vulnerable by c¢iminishing its power of resistance to

microhic invasion.

Corneal opacitiss as a result of antenatal keratitis are

very rarely met with. During the past year the author
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has seen five cases of corneal opacliy, arising from
instrumental injury at birth. In each of these cases the
delivery hac¢ heen very difficult. Tour of the cases
dccurred in the practice of the Glasgow Ilaternity
Hospital, and the corneal opacity was noticec in three
shortly after birth, an¢ in the fourth two days after
birth. Jach of the cases, except the fourth Ilaternity
Hospital case, presented 1identical featureé, an¢ in all,
with one exception, one eye alone was affectad.

In the fourth I!aternity Hospital case there was d fine
wmiform interstitial haze over tLhe outer half of the
richt cormea, bhut in each of the other cases the affectec.
eye presented a limitec banc of Adifque interstitial
opacity running more or less vertically across the cornea
with a dense linear opacity running through the centre of
the finer haze;

The opacity is cdue to0 a traumatic keratitis arising, in
the author’s opinion, from buckling of the cornea by
compression bhetween the blacde of the forceps anc¢ the
inner orhital p1dte.

This opacity clears up very slowﬂy, AnC¢ at the ~nd of a
year, 1n those cases still uncer observation, the
characteristic linear scar is still very evicent.

A communication on three of these cases was mace to the
Ophthalmological Society of the Unitec ringdom by Dr. .

™

Z. Thomson, anc¢ as these are the first recorceé cases of



]
(@]

such an injury during forceps celivery, it seems probable
that an opacity arising from this cause may have been
lookec upon, up till now, as congenital; and certainly,if
the cornea was not inspecteé till after any evidence of
local ©bruising of the soft parts had disappearec, the

error in diagnosis woulc be guite excusable.

Iritis and dirido-choroiditis may be recognizec hefore
the sixth month, but this also is exceecingly rare.

A case 1s  here récorded (Case 42), in which 1ritis
apprarec 1in a child of three months, who was apparently
hlinc from consecutive optic atrophy due to antenatal
gummatous meningitis, and who after birth showed unmis;
-takable evidence of herecitary syphilis.

The author has also seen another case,which strongly
snggested syphilis as the causuwal agent, of a child of 4
months, who hac¢ posterior synechiae .and an anterior
capsular opacity in one eye along with a paralysis of
both external recti muscles. In this case the strabismus
wAas noticed two days after birth, and had remained
unchangead. The child was apparently in good health, and
had so far presented no external manifestations of
syphilis,and no history of maternal or paternal infection

coulé he obtained. The l1a2bhour was normal.






The early symptoms of herecitary syphilis subsice towards
the endé of the first year, anc then there follows a long
perio¢ of 1latency, during which there are no active

Sympt.oms.

The characteristic lesion of hereditary syphilis, Inter-
-stitial Keratitis, develops genérally when the child is
reaching the age of puberty, that is between the tenth
an¢ the fifteenth year, hut its onset may be earlier or
delayed till much later.

The affection bhegins in one eye, but 1is always in the
end ség;zrical, though the interval between the involve-
-ment of the two eyes may vary from a few days L0 many
years. »

Interstitial keratitis, in its +typical form, according
to Hutchinson, is always a consequence of syphills, and
is in itself sufficient for the diagnosis.

Other constitutional causes, however, give rise to
interstitial keratitis, which at first has all +the
appearances of the typical syphilitic interstitial
keratitis. In scrofulous keratitis, for example, the
onset may be exactly like a syphilitic keratitis, but as
the cisease advances the greater tendency to 1loss of
substance, and breaking down of the surface layers,
differentiates these cases from keratitis syphilitica

which shows 1little or nmo tendency to ulceration.



It is commonly stated that from 050-80% of all inter-
-stitial keratitis 1is syphilitic. At all events the
majority of cases have this origin, and as a rule 1t 1is
ﬁot égifficvlt to discover adaitional facts which tenc to
excluce any other main aetiological factor. Inguiry
regarcing the  family history, the maternal history
especially, will often elicit valuable corroborative
information, an¢ the early manifestationé of infantile
syphilis often leave marked structural peculiarities in
the patieht.' Besices the characteristic earthy pallor
of the skin, there are usually daformities of the bones,
specially of the skull, cicatricial 1lines about the.
angles of the mouth (rhagades), or deformity of the
permanent central incisors} and associatec 1in point of
time with the occurrence of the keratitis, Lhére is
frequéﬁt’y G=2afness due Lo dcdisease of the miccle or
internal ear.

The présence in the patient of what Tournier calls the
"Hutchinson trias", keratitis, deafness anc involvement

of the central incisors, is definitely diagnostic.

Interstitial keratitis bhegins with irritability of the
affectec eye, slight pericormneal r=dness, often photo-
-phobia, and interference with vision. A slight haziness

1s seen sitwvated in the parenchyma of the cornea, either
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not. far from the centre or more rarely at the periphery.
The haziness rapicdly spreads over the whole cornea, and
becomes much more dense. On magnification the opacity
is seen to 1lie in the depth of the cornea, and to be
more or less finely punctate, andé often there are larger
ingividual spots scattered among the fine ones. YThen
very large spots of opacity are present they are to be
looked upon as gummata (Case 20). -

There is always a zone of deep circumcorneal vascularity

-

anc¢ from this circle of wessels, new blood-vessels form
anc penetrate into the substance of the cornea, passing
in towards its centre. The degree of corneal vascularity
wvaries greatly. Sometimes the new formation of vessels
is mot at all marked, put in other cases the whole
cornea may bhecome intensely vascular, ané Laké on a
deep' yellowish-red or salmon colour due to the colour
of the blood-vessels heing toned down by the opaqgue
tissve 1n which they are lying. The new formed vessels
as a rule pass directly towards the centre of the cornea
and show little tendency to anastomosis.

The cormeal epithelium appears steamy anc ¢impled, but
it is very rare to find wulceration throuchout the whole
course of this affection. When there 1is not much
vascularity and when the opacity is fairly uniform the

whole cornea has a non-reflectine grounc-glass 1look.



The cormeal opacity is often so cense that the iris
an¢ pupil are completely hidden. There is mothing more
common than some degree of seconcary iritis, which as a
rule is mild, but may be severe and leaé to occlusion of
the pupil.

=xtension of the inflammation to the peripheral part of
the sclera, and to the underlying portion of the uveal
tract 1s also freguent. At other times Lhe inflammatory
process seems to originate 1n the ciliary region, and a
uveo-scleritis may be recognized previous to the corneal
involvement, but there is rarely any lengthenec interval
before the cornea 1s attackec. Then the inflammation of
the ciliary region is severe, the _sclera often Dbecomes
softene¢ by the inflammétion, an¢ yields underk the
intraocular pressure. This ectasia 1is apt to become
progressive, an¢ may inveolve the whole of the anterior
part of the sclera (total anterior ectasia), or only
limitec areas may show distinct bulging (ciliary staphyl-
—oma). In youth staphyloma of the sclera is not uncommon
owing to the sclera being much more apt  to yield uncéer
even mnormal intraocular pressure than 1s the case in

adult 1life (Case 26).

The cormeal opacity after a time begins to clear up from
the periphery towarcs the centre, anc the corneal vessels

to diminieh in size anc becoms less prominent.
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Unless the opacity has heen very marked,it may gracually
guite cisappear to ordinary inspection, although, with a
corneal microscope, some degree of haziness may be
épparpnt, anc¢ traces of the corneal vessels nearly always
remain permanent. In other cases mnebulae of greater or
less ¢éensity remain permanent, an¢ interfere with the
- visval acuteness by their opacity anc¢ also by causing
some cdegree of irregular astigmatism. '

As the cormea clears up posterior synechiae are often
detected, Aanc when it 1s possible to get a view of the
fundus, disseminated spots of choroiditis are oftén seen,
showing that the inflammation had exLeﬁded'backwards Lo-

the choroiad (Cases 2€,237,28,29, 30).

The course of interstitial keratitis may be very slow,
buvt the tendency, except in exceptional cases, 1is
strongly towarcs cure, although 1in the process of cure
permanant, damage, involving impairment of sight, is often
‘1eft. There is little tendency for this form of keratitis
Lo relapse after it has once become guiescent, but during
" the course of the inflammatory stage there are apt to be

frequent recrudescences of greater acuteness.
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Choroiciils ¢isseminata 1is freguently discovered in the
acdolescent period, in a patlient coming for examination on
account of cdefective vision; In young people this
concéition is invariahly cue to herecitary syphilis.

The'eisease may be confinec¢ to the anterior part of the
choroic, - anterior choroiditis,- or it mey extend all
over that memhrane. It is 1rare to see it in the stage
of exucation unless when associate¢ with keratitis.
Usuvually when occurring by itself,atrophy is fully present
before the patieﬁb comes up for examination.

The atrophic spots are always small in anterior choroid-
-itis,but where the éisease has extendac Lo the‘posterior'
part of the funcus the atrophic patches are sometimes
large anc irregular from the coalescence of several
neighbouring spots. In 211 these cases the pigmentation
is irregular ancd excessive, there evidently having been a
markec proliferation of Lhelpigment cells.

Trequently the choroid round the picmented spots appears
bleached, as if the pigment had been withérawn from the
neighbouring cells, and bheen heapec up at the immeciate
focus of actual cisturbance.

When the choroiditis has affectec mainly the anterior
segment, anc the atrophic patches are not obtrusive, the
arrangement of the pigmented areas, at first sight,

Suggests a retinitis pigmentosa.



These cases are Lo he differentiatec from truve retinitis
pigmentosa by the pigment spots mnot being so regvlar in
their Aarrangement nor so delicate and ]ace—iike, anc by
ﬁheir being situvated at different <cepths 1in the fundus
an¢ not Aall in front of the retinal wvessels.

In trve retinitis pilgmentosa tLoo there is no exposure of
the choroical vessels, and the c¢entral visual acuteness
remains good, while the peripheral part .of‘the visual
fiela hecomes progressively contracted, Yet many
observers hold the opinion that retinitis pigmentosa is
always due to a mild congenital syphilitic .chorio-
-retinitis occurring during intrauterine life, and only-
recognized¢ at a comparatively late stage of its

existence.

In young chiléren, the victims of congenital syphilis,
blindness from atrophy of the optic nerves is occasion-
¥a11y met with. The appearance o0f the nerve generally
suggests a consecutive atrophy, and¢ the condition is
likely to arise where there has heen a papillitis

accompanying an intrauterine basal meningitis (Case 42).

Perlostitis or caries affecting the walls of the orbit
1s 2150 met with. The freae horcer of the orbit and -the

bony walls of the lachrymal sac anc the lachrymo-nasal



cuct are most often the seat of the disease.

The bone affection may begin as a true Summa, but more
frequenn]y it exhibits no characteristic features.

.The special d1importance of c¢isease of the bony walls of
the tear passages arises from the fact that it often
leacds to acute or chronic inflammation of the lachrymal

-

sac anc¢ the lachrymo-nasal duct, and their sequelae

-

(Case 53).

Paralysis of ithe extraocular muscles, and paralysis of
the sphincter pupillae have been reported, DbDut are rare
sequelae of congenital syphilis. A case of bilateral.
paralysis of the external recti has alreacy been referred
to, an¢ occvrring as it ¢i¢ 1in a child who had also
sufferec from iritis, the probability is that congenital
Syphi1is was the cause of dits onset. Yithout a true
paralysis of the sphincter, rigicdity of +the pupil, that

is absence of the light reaction, is more common.

Gummata may also occur in herecditary syphilis. Cases of
gumma of the irdis ( Case 19), and gummatous keratitis

(Case 20), are here recorcad.
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Diagnostic indications of the eye lesions.

During the course of syphilis, eye lesions may begin in
'any part of the eye or its appendag=s éxcept the lens,
and the lens is often involved indirectly Dby its proper
nutrition being interfered with.

While a few of the eye lesions founc' in syphilis are
absolutely characteristic, the majority Vpresent
appearances and symptoms which, considered alone, fail to
differenpiate'them from a similar disease arising from
other cAauses.

Tt is thus always necessary to make as full an investig-

-atlon into the history of the patient as possible, so as

Lo leave no dounbt regarcing the aetiology of the lesion.



The primary sore on the 1liés or eyehall only recuires to
bhe identified to make the ciagnosis certain, as it can be
due to syphilitic infection alone, by whatever means
conveyed;and although a cifficulty in immeciate diagnosis
sometimes arises, one can never be left long 1in doubt Aas
.0 its real nature, owing to the appearance o0f secondary

symptoms.

During the secondary stage of syphilis, the syphilitic
poison pervaces the whole bocy, and the changes procducec
hy 1its presence c¢epend partly on a process of
inflammation,and partly on a process of tissue formation.

These tLWO processes are génerally» combinec¢ 1in varying
degree,according to the lesion ané¢ accorcding to Lhé stage
of the diseas2s. In secondary syphilis the inflﬁmmatory
element is most marked, while the process of new growth
is most evident in tertiary lesions, the gumma being the

characteristic lesion of that stage.

In the secondary stage the eye 1lesions are mainly
confinec¢ to the uveal tract, and tend, as first pointed
out by Fdrster,to involve the tract from before backward,

beginning in the iris.
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Plastic iritis is so freQuentTy associatac With recent
syphilis that it is probably safe to always 100k upon a
primary iritis in the miccdle perioc of 1life as syphilitic
even althouch you cannot estahlish a cefinite history,
especially if 5roac synechiae are present, or areas of
vascular looking iris,.except in those cases in which the
patient’s pést history enables you to cléarly associate
the iritis with another constitutional cause.

It must he bhorne in mincd that a history of syphilis 1is
freguently ¢enie¢ on a first examination; in some cases
this is purposely ¢one, but 1in others phe symptoms have
been so slight anc unobtruvsive that the patient
unconsciously forgets to remembef them, anc¢ yet, on
thinking over his past history in the light of the
questions which have been put to him, he may be quuite
preparedc to give a definite history 1if further inguiry

be mace.

The occurrence of iritis papulosa 1is pretty generally
held to b= ahsolutely characteristic of syphilis.
Mackenzie' sSays "the existcnce of tubercles ought
immegiately to aronse the suspicion that the case is
syphilitic".

Brailey ang SLephensoanrite "it is important to note

that a certain proportion of cases(of iritis in syphilis)
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manifest characteristic signs which permit the surgeon LO

icdentify the case literally at a glance. To begin with,
there are the so-callec papules or concylomata,..... ",

4 .
De Yecker refers to it as  "cette véritable forme

spécifique".
In the author’s experience iritis papulosa has never
been met with except 1in cases 1in which a history of

recent syphilitic infaction was reacily prov=ad.

A primary iritis in chil¢hood, in the absence of injury
or general disease, shouléd always excite well;grounded
suspicion of syphilils. ficcording to Hutchinsonf'it is
amongst the rarest of the symptoms of hereditary syphilis,.

It comes on most frequently about the fifth month, anc
selcom occurs, in his experience, without other well

recognizec¢ symptoms of herecitary taint being present.

Chorio-retinitis in its typical form is quite diagnostic
of syphilis about the end of the Aactive secondary period.
Tugene ?ick5 says "it is undountedly due to syphilis".
The exceedingly fine dust-1like opacity 1in the posterior
part of the vitreous assoclated with the onset of
syphilitic choroidal and chorio-retinal affections is

. . . 4
very characteristic and "almost pathognomonic'".
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Often this opacity in the vitreouvs makes it impossibdle
to get a view of the fundus on a first examination, but
one can be quite confident that the céeeper disease will
be discovered as soon as the opacity has cleared up

sufficiently under treatment.

Choroicitis éisseminata is not indubitably of syphilitic
origin. "Perhaps hali the cases of choroiditis occur in
patients with a definite history of syphilis."

Still  any choroidal affection resulting Jfrom an
inflammatory process in a patient in the midcle period of
1ife, especially if bilateral, stands a strong chance of
being dGue to syphilis, and the suspicion becomes all the
stronger if there 1s evidence of past iritis in.one or
other of the eyes, if the choroidal spots are circular in
form, if there is an excessive degree of pigmentation
rouné or over circular, punchec-ouvt atrophic spots, or
if the walls of the choroic¢al or retinal vessels show
pathological change. Hutchinsonlétates that "evidence of
past choroiditis is a symptom of great importance when it
corfoborates others, but untrustworthy when it stands

alone",

Choroiditis disseminata occurring in children 1s pretty

conclusive evidence of hereditary taint. It is occasion-
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-ally congenital, anc very often comes on during the
first three years. In these early cases the choroidal
change is spreac over the whole fundus, and is usually
very markec¢ round the posterior pole. Its onsel mAay,
however, occur much later and is often coincicent with
the appearance of the characteristic keratitis. In these
cases Lhe choroicitis is never so wicespread, anc¢ usually

takes the form of an anterior chonroicditis.

A1l - inflammatory choroical affections .implicate the
retina, ané in the anthor’s opinion,retinitis in syphilis
is always secondary to the choroidal inflammation,eaxcept

in the late form assoclatec with retinal arteritis.

Sometimes the retinal involvement is the more prominent,
and the evidence of the choroic¢itis 1is only to be mace
out after the retinitis has subsided. More often the
choroicéitis 1s manifest from the first, and while by the
ophthalmoscope it is also possihle to recognize that the
retina is involved, this is more épparent by the degree
of failure 1in +the central visual acuteness, anc "by

/
the impairment. and change in the colour vision".
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Primary aLrophy, post-neuritic atrophy, or retino-
choroical atrophy of the disk cannot be differentiated by
their appearance alone from similar conditions having a
different aetiology.

The presence of an optic neuritis or a choked disk.only
means, as a rule, that there is some kind of irritative
process going on within the skull, and ©before the
syphilitic nature of the 1lesion can be proved, facts
positive to a diagnosis of syphilis and negative to any.
other causation, must he fully established.

Accorcing to Galezowskl the presence of an aouté primary
optic meuritis is pathognomonic of syphilis, if the‘othef
eye shows traces of a past iritis. ~ The author relates a
case (Case 39) in whichvan acute neuritis cdeveloped in
one eye while an 1iricdocyclitis was subsicing 'in the

other.

Similarly, paralyses of the extraocular muscles show no
pathognomonic features, and differ 1in no way from
other wvarietles of paralysis. By experience however 1t
is well known that syphilis 1s the most frequent cause
of these paralyses, ané¢ such being the case the probvan-

-11lity of their specific origin has always to be kept in

ming.
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When we come O deal with ophthalmoplegia interna,
and especially a unilateral ophthalmoplegia interna, the
1ikelihood of syphilis being the predisposing factor 1in
its causation 1s very much greater, as we know that the
lesion causing such a concition 1s almost necessarily in
the mucleus on the floor of the aqueduct of Sylvius, and
that, lesions of the nuclel are causedé most freguently by

endarteritis obliterans.

Affections of the optic mnerve 2anéd paralyses of the
ocular muscles freguently occur in cerebral Syphilis, anc
a complete examination of the funcus Aand the ocuiaf
muscles 1s of first dimportance in  the presence of
cerebral symptoms, as, by the help of the results arrived
at, much information is often thrown on the character anc
the site of the lesion.

Syphilis of the brain occurs in the great majority of
cases =as a basilar gummatous meningitis, anc the cranial
nerves are compressec¢ in or by the newly-forme¢ gummatous
tissue.. One of the characteristics of this newly-formec
tissue 1s its rapid growth followed by its equally rapid
shrinkage. Hence, in cerebral syphilis the symptoms may
come and go, showing a regular ebb anc flow, temporary

‘Improvement alternating with sudcen recurrence.
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The results of repeatecd examination, more especially in
the earlier stages of the disease, show this variabvleness
&ery markecly, by the daifferences which are obtained in
the visual acuteness, in the extent of the wvisual fields,
or in the limits of the fielc of fixatiom.

If the lesion be A localizec gumma, the symptoms ¢O not

show the same marlkecd¢ variability, anc in the later stages
of meningitis or gumma, when atrophic changes are taking
place 1in the mnerves, the symptoms get slowly and

progressively worse.

L form of ocular paralysis which is saic to be very
suggestive of a syphilitic 1lesion 1is the so-called
alternate ptosis! This 1s in reality a2 paralysis of the
thir¢ nerve cue to 2 hasal lesion.

The author had notes of one such case, but cannot give
them 1n detail as part of the record got lost.

The patient was first seen 1in June 1396 with a complete
paralysis of the right third nerve, which got well under
specific treatment. §5ix months later she returnec¢ with a
complete paralysis of the left third nerve. This also
got well, and two years later a paralysis of +the right
sixth nerve developed.

The patient deniec the possibhility of infection, but

there were a number of copper coloured spots on the face



[/r{’ 77 /A‘gx 00

| ' Cennts e
v Jree, Heprepist ac;vi oy
3, M’"", A&J;M—, Zﬁ‘/ziex/i;cz .

o . /&MA/V - /?M//Ca/é‘ Q‘M /}Aﬁ.‘c\/{ rJ:g)CJ_Qo’://ﬁoﬂ'



and chest, and the presence of these,along with the rapicd
effect. of mercurial treatment,removed any doubt as to the

.cause of the paralyses.

Choke¢ disk is mnot. so freguent in gumma as in other
forms of intracranial tumour, as gummata are usually
locatec in or uncer the cerebral cortex, while the
neOplésms which most readily give rise to choked disk. are
those which originate near the base, and especially those
growing in the posterior fossa.

Uhthoff' states that choked¢ disk is met with in 14% of
the cases of cerebral syphilis, in 8% as the result of
gummatous basilar meningitis,and in 6% as the consequence

of true syphilitic cerebral lesions.

Reflex pﬁpillary rigicity is a symptom of great
diagnostic value. Gowers” states that inaction of the
pupil to light, especially as an 1isolatec symptom, is
very strong evidence of previous'syphilis, an¢ Oppenheim3d
states it may be the only sign. of syphilitic cerebnral
disease. |
Harris? writing on the significance of the Argyll-

Robertson pupil says "the loss of the pupil contraction
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to light may be 1looked upon as a certain sign of
antececent syphilis, congenital or acquired".

ASaohs' asserts that hemiplegia with i1mmonility of the
pupil to light is quite distinctive of a lesion cue Lo
syphilitic endarteritis, ané the author here reports a
case (Case 43) hearing out that opinion.

Sulzer “calls attention to the freqguency of anomalles of
the pupillary reaction in the early stage of syphilis,
and states that the Argyll-Rohertson pupil may appear
within three months of the primary affection, but in
these cases it is usvally transitory.

This would suggest that in such early cases, the lesion
was a congestive or milcly inflammatory one interfering

with the afferent tract of the light reflex.

The Argyll-Robertson pupil 1is usually bilateral, anc
mostvfrequentiy points to a cegenerative change,occurring
as a part of the pathological change in tabés or general
paralysis. These c¢iseases of the cerebro-spinal system
uncoubtedly have their origin in syphilis in many cases,
anc probhahly arise from nutritional interference, the
result of .arterial cisease.

If thé degenerative change affects Meynert’s fibres,
pupillary rigicity is bouﬁd to follow, as the afferent

connection to the third nerve nucleus hecomes impairéd,



/.



-

an¢ this pupillary phenomenon may occur as an isolatec
symptom or in association with evicence of wider cerebro-

-spinal disease.

The avthor has seen cases of reflex pupillary rigidity
in patients who gave a 1long alcoholic history, anc
without any history or manifestations ‘of syphilitic
infection. Laucer Brunton, in a note on the puplil reflex
in alcoholic neuritis, states that he has more generally
found the pupil reflex the exact converse of the Argyll-

Rohertson pupil, i.e., active to 1light, andé slight anc

sluggish or entirely wanting on accommodation.

Syphills being essentially a chronic form of toxaemia,
the inflammatory changes 1in the different eye structures
are very infreqguently complicatec¢ by haemorrhagic extrav-
-asations from the vessels.

The arteries are frequently the seat of a diffuse
inflammatory interstitial change, which may affect all
the coats of the vessel, but specially the tunica intima.

The retinal vessels are sometimes affected by this
endarteritis obhliterans, anc¢ if total obliteration of the

lumen of a vessel takes place, the artery becomes changed
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into a grey or white ©band, with patches of retinal
degeneration anc¢ sometimes haemorrhages along its course.
The recognition of such a change by the ophthalmoscope
is important,as. from it we may conclude that a syphilitic

affection of the cerebral vessels 1s also present.

Cummata, if recognize¢ as such, are <diagnostic of a
tertiary syphilitic lesion. In the 1iris a cdifficulty
may arise at first in the c¢iagnosis Dbetween tuberculous
iritis anc gumma of the iris; and in the ciliary bhody
if a neoplasm shows, a diagnosis between gumma,-tubercle,
an¢ sarcoma has Lo he mace. |

In all doubhtful cases the most -important aid - towards
establiéhing a correct diagnosis is to be got by
obtaining a trustworthy personal history from the patient
and by the result of an examination for other stigmata of

syphilis.

The relation of 1Interstitial keratitis to inherited
syphilis has alreacy been dealt with (page 56).

All Oobservers are agreed that typical interstitial
keratitis 1s, in a preponderating percentage of cases,
the result of 1inherited syphilis, although probably few

would acquiesce with Hutchinson in his statement that by
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itself interstitial keratitis was sufficient for the

diagnosis.

Disease of ihe lachrymal sac and passages 1s met with
frequently in herecditary syphilis. The disease Dbegins
most commonly as a periostitis, an¢ a cario-necrosis of
the bony wall early takes place. If the Sac suppurates,
rupture generally occurs at 1ts upper part, and the
prelaéhrymal abscess points above the internal palpebral
ligament. An ahscess or fistula 1in this position 1in a
young patient, with extensive bone disease, 1is very
suggestive of herecditary syphilis,but otherwise lachrymal
affections in syphilis are in no wéy different from those

arising from the more common causes.

The eye evidence of o0ld syphilis.

Some of the eye lesions described leave permanent changes
and it is important to he able to identify the eye signs
of old syphilis, as their recognition may be very helpful

in forming conclusions regarding an obscure illness.
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Tor a time dinterstitial keratitis 1leaves a mottlec
opacity in the cormea, which to some extent . obscures the
reflection from its surface. Ultimately, in the majority
of cases 1o an ordinary inspection, the cornea becomes
guite clear. By the ai¢ of a corneal 1loupe a certain
amount of haziness and probably the remains of corneal
vessels can always be mace out, dut when® the cornea Lo
inspection is clear, the existence of this finer haze

does not arise as evidence.

Posterior synechiae are always strong evidence of past

syphilis, if recurrent rheumatic iritis can be excluced.

Reflex pupillary rigicity is always very strong evicence

of previous syphilis (see page 735).

Opacities in the vitreous 1n recent syphills are very
characteristic, but in syphilis of older date théir wvalue
from a diagnostic point of view is very small.

70 c¢oubt, in many cases, hyalitis is caused by syphilis,
but it may ©be due tO many other causes, and there

is no recognizable distinction in the opacities left.

The appearance of choroidal atrophy of the disseminated

type in young children 1is probably conclusive evidence
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of herecitary taint. In the adult, choroical atrophy of
this kind, although very suggestive, has not the same
diagnostic wvalue as in childghoog.

In many cases when the choroicitis has taken the form of
a chorio-retinitis, the fundus is found years later to
have the appearance as if 1t had heen peppered all over
with fine black spots, very fine in the'macnlar region,
anc¢ bhecoming slightly larger ané more numerous as the
equator is reached. This appearance is, in the author’s
opinion, c¢iagnostic of o0ld syphilis.

The author also considers the combination of posterior
synechiae and choroicitis diss2minata conclusive evidence

of past syphilis.
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Ca.se 1. Chancre of Che eyelid.

David Y., aet. 22, miner. Seen on June 20th. 1901.

Two months a,go he received an injury wuo the left upper
eyelid hy g chip of coal while at work, which caused a
small wound at the margin of the 1lid. Several of his fel-
-low workmen examinee the wound to see if there was any
foreign body adhering to it.

The injury did not heal well, and the 1lid became swollen
slightly and had the appearance a.s if g stye were devel-
-oping. A week ago the surfa.ee ulcerated, and the eye
became inflamed.

On the margin of the left upper 1lid at the junction of
the inner and middle thirds there is an ulcerated surface
which involves the interma.rginal space, the edge of the
1lid, and the conjunctiva. The ulcer has an irregular
hard, raised margin, and 1is about 5 m.m. in diameter.

The surfa.ee is slightly irregular and
ragged looking, and there is 1little
discharge. The preauricular gland is
enlarged and painless. There is a fine macular eruption
on the chest, which has only appeared during the past

week, and his throat has felt dry and sore in the morning.

Under treatment with bichloride of mercury locally, and
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grey powder internally, the ulcer rapicly healecd, and the

skin eruption faced.

This chancre of the 1id presented mno difficulty in
diagnosis, as the patient dic¢ not come up for treatment
ti11l the secondary symptoms were present.

The infection had no coubt been communicatec by one of

his fellow workmen when examining the original injury.



83

Case 2. Chancre of eyelid and caruncle.

William M. , aet. 31, la.bourer. Admitted. no Che Glasgow
Eye Infirmary on Web. 27th.1891. Poor weeks ago a Uncle
ra.ised spot appeared at the inner end of the right, lower
eyelid, the skin Dbeing slightly red. It remained com-
-pa.ratively stationary for two weeks, and then the surface
ulcerated and the ulcer slowly spread.
There was an oval ulcerated surfa.ce,
the long diameter being about 8 m.m.
in length, with raised edges, and indurated lase', occupy-
ing the outer surfaceof the right lower 1lid, nea.r the
junction of thelid's at the inner canthus, the 1id margin
and the caruncle.
The surface was very irregula.r and worm-ea.ten looking,
and from the conjunctival ha,If of the ulcer there was
some discharge. The preauricular gland was enlarged,

hard, and painless.

The chancre healed wup Quickly wunder antisyphilitic
treatment, and while the patient was under observation
and treatment g mild ra.sh of a specific cha.racter
appeared on the forehead and chest.

The mode of inoculation was not ascertained.
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Ca.sg- 3. Qhan&;@ of Wlid.

P. C., aeb. 2,8 labourer, was ad.mibbed bo bhe Glasgow

Eye Infirmary on May 3rd.1896, wibh an ulcer on bhe righb

lower eyelid. The wulcer wa.s fairly circular, 10 m.m. In
diameber, and Involved Dbhe ou.ber surface of bhe 1lid
margin jusb oubsidebhe puncbum. The sore began aboub a
monbh previously. The edges were ra.ised, bhe surfa.ee

irregular, and bhe ba.se very hard.
The preauricular and submaxillary
glands were enlarged, hard, and
painless. There wa.s g hisbory of g blow on bhe righb eye
aboub bwo monbhs previously, bub bhe pa.bieub could nob
sbabe whebher bhe shin wa.s brohen or nob.
How bhe inoculabion had been broughb aboub could nob be

discovered.

The ulcer healed rapidly under aubisyphilibic brea.bmenb,
and no secondary sympboms ha.d appeared before bhe pa,bienb

was losb sighb of.



Case 4 . Gumma of the eyelic¢; Tertiary ulcer.

William G., aet. 47, collector, was acmitted tO the
Glasgow Zye Infirmary on June 30th. 1898.

Syphilis contracted six years ago.

For the past three months there has been a painless
swelling of the right lower 1lic¢ near the inner canthus.
Two weeks ago the skin ulceratec¢, and the ulcer has
extended rapidly. There has been a gooc deal of d¢ischarge
from the nlcer, ané¢ since the skin gave way he has had a

good deal of pain.

The uvlcer involves the outer surface of the lower 1lic
ané skin of the cheek;rand has & distinctly serpiginous
look. The edges are raised¢ and hard, and the degenerated
tissve forminf the floor of the ulcer appears to be

rapidly breaking down.

The vlcer was scraped, an¢ dressed with bichloride of
mercury compresses, but it tended continually to progress
until internal treatment by biniodide of mercury was

begun. Then healing quickly took place.
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Case 5. Gumma of the eyelic; Tertiary ulcer.

John S., aet. 31, engineer, was acmitted to the Glasgow
Tye Infirmary on May 5th.1899.

7Tor the past two months there has been a circumscribed
swelling over the tarsal cartilage of the right upper lic
at its centre. _ This swelling hegan as a small hard
nodule, which gradually enlarged Li]lhit was about the
size of a horse pean. Two days ago the skin dver the

most prominent part of the swelling ulcerated.

Patient contracted syphllis four years agd, and was
tre~ateCc for six months. He has never been quite so
strong since, although having no special ailment.

Ee now looks very anaemic.

There is a2 small tumour in the right upper eyelid
attache¢ to the tarsal cartilage, which has ulcerated at
its most, prominent part. The ulcer is crater shaped, anc
there is not much discharge. The appearance 1s very
suggestive of a chalazion which has suppurated, but the
absence of <cistinct inflammatory symptoms renders the
correctness of such a diagnosis 1mprobable. The skin of
the 1ig all round the ulcer is distinctly coppery in

colour. The glancs 1in the groins, and the posterior
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cervical glands are enlarged ané shotty.

The nlcer was scrapec¢, anc¢ the patient put on 1iodice of
potassium and bichloride of mercury.

Almost immecdiately all the swelling c¢isappeared, and the
ulcer healec¢ leaving a fine brownish coloured cicatrix.
After continuing the biniodide mixture for some time,

the patient’s general health was markecly improved.
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Case 6. Plastic iritis.

Mary G., a2et.38, house-wife, was seen on July 15th.1901.
SeconcAary eruption on skin, And sore throat three months
ago.

Pain anc inflammation in left eye of three weeks dur-
-ation, the pain Dbeing sp2cially severe at might, anc
radiating over foreheac and temple. .

Slight general conjunctival inJection with marked peri-
-corneal vascular zone. Agqueous muddy, 1iris dark in
colour and lustreless. Pupil contracted.

TLALR. 679, V.A.L. 6/18.

After instillation of & mycériatic the pupil dilatec
irregularly showing numerous pigmented synechiae,. and
after cilatation the vision had improved to 6/13.

Atropine was used every four hours, with fomentations
for an hour night and morning, and pil. calomel c. opio
at night. By the end of a week the inflammatory appear-
-ances were practically gone, the agueous was clear, anc
the pupil fully cdilated, qll the synachiae having yielcec.

In this case the inflammation- appears to have been con-
-fined entirely to the iris, anc the defect of vision on
admission was due to the fibrinous exudate held in sus-

-pension by the aqueous. Recovery of function complete.
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Case 7 . Plastic iritis.

Henry T., aet. 21, miner, was admitted to the Glasgow
Eye Infirmary on July 31st.1899.

Primary sore four months ago. Secondary rash one month
later.

Both eyes have been inflamed for the past two months,

but the inflammatory symptoms are now subsiding.

numerous fine posterior synechiae in both. In the right

the exudate deposited on the pupillary

area of the 1lens capsule has left a

fine capsular opa.city stretching right

a,cross the pupil. Under atropine the ©pupil dilated

between the synechiae, and the limitation of the capsular
opacity to the undilated pupillary area was then seen.

V.A.R. 6/24. V.A.L. 6/9.

In this ca.se it was impossible to mafce any exa.mina.tion
of the vitreous owing to the binding down of the pupill-
-ary ma.rgin, but the degree of visual, acuteness still
present suggested that the condition was a simple iritis,
the grea.ter defect in the vision of the right Dbeing due

to the anterior capsular opacity.
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Case g . Plastic iritis; Descemetitis.

Thomas J., aet. 3%, architect, Sean for the first time
in July 1898, complaining of inflammation of the right
eye of four cdays curation, and haziness of vision. There
was a distinct zone of circumcormea? injection. The
aqQueous was hazy, anc¢ a fine punctate deposit was present
on the back of the cormnea. The iris Was'Carker in colovr
than that of the sound eye; the pupil was small, and un-
-Cer atropine showed several fine pigmentec synechiae.

TOALR. 5712  J 1. V.A. L. 5/9 J 1.

Primary sore five months ago, with a mild skin eruption,
anc¢ slight sore throat about two months later.

Grey powder gr.l threé times a day, and atropine drops
were ordered, andé in a week the inflammatory appearanoes
had entirely subsided. The pupil was widely dilatec, a
few piegmentec dots remaining on the anterior capsule.

The media were c’ear, and the visual acuity in both was
5/9. The patient hac a’ways been myopic, and with cor-
-rection the V.A. was easily brought up to 5/5.

This must be looked upon as an unusuvally mild case of
plastic iritis in syphilis, in which the inflammation
never extended beyond the iris, and rapidly cleared up

without loss of visual acuteness, and with complete re-

=storation of function. The occurrence of the cescemet-
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-1tis did mot in any way interfere with the recovery, and
the spots of deposit rapidly became absorhecd as the iris

inf’=2mmatctlion subsidec.
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Case 9. Simple plastic iritis; Recovery;

Recurrence as a plastic irido-cyclitis.

George L., aet.31, engineer. Seen on April 17th.1902.
Primary sore 1n Oct.1901. Rash, sore throat, and falling
out of hair 1in Dec.1901. Tn Tebruary 1902, the left eye'
became inflamec¢, ancd as it got well the right became in-
-volvec. After the right eye anpearec to get well, the
patient stopped all treatment, and two weeks ago,that is
six months after the first eye symptoms, the left eye a-=
-gain became inflamec. The vision of both eyes had re-
-mainec good up till this last attack came on.-Since then
the sight of the 1eft eye has become very defective.

V.A.R.  6/6. V.A.L. 1less than 6/60.

The right eye looks normal and the pupil is active. The
pupil dilates fully and equally, and on the anterior
capsule there 1s then seen a ring of fine pigmented dots,
the ring having the diameter of the undilatec pupil.

There is no éiffuse opacity on the capsule, and the

mec.ia are clear and the fundus normal.

The left eye shows a slight general conjunctival wvascul-
-arity, with well marked pericorneal vascular zone. The
aqueous is not mucdy, but the anterior chamber is shallow

and the tension is slightly plus. Unéder Aatropine, the



pupil dilated wvery irregularly, showing numerous fine
pigmented' synechiae, most abundant below.

The pupillary area of the anterior

capsule appeared veiled over by a fine
grey exudate, which is densest at the pupil lary border
below, and thins off as the upper border of the pupil is
reached. The fundus can be illuminated, but no details
can be made out owing to the presence of* the capsular

and vitreous opacities.

In this ca.se the primary attach in either eye seems to
have been a simple plastic iritis. In the right eye this
is now evident, as shown by the rapid recovery of funct-
-ion and wvisual acuteness, the only tra.ce of the past ir-
-itis being the ring of pigmented dots on the anterior
capsule. The condition of the left eye had in all prob-
-ability been identical previous to the recurrence of the
inflammation, which is now present in the usual form of
a plastic irido-cyclitis. Some of the synechiae now pre-
-sent a,re likely to remain permanently, and the visual
a,cuteness will remain long impa.ired, possibly to some ex-
tent permanently, owing to the presence of the capsular

exudate and the vitreous opacity.
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Case 10 - Plastic irido-cycl ibis.

Fa,rah M. , aet,. 39, house-wife, was seen on Feb. 7th.1901.
She had been revaccina,bed two weeks ago, and when bhe

arm was mosb painful, bhe lefb eye began bo be inflamed.

Specific rash and sore bhroab four monbhs a,go. Mucous

pabches now present, ab bhe angles of bhe* moubh.

General conjunctival injecbion, wibh distinct pericorneal
pink zone. Aqueous ha.zy. Iris discoloured

and sbeamy looking. Pupil dilabes very

irregularly under abropine, bub a.fber

repeabed insbillabions,bhe pigmented synechiae broke down
leaving pigmented, dobs on bhe anterior capsule.

The anterior parb of bhe vitreous conta.ins a good deal of
fine opacity.

V. A.R. 6/ 6. V.A.L. 6/24.

Under treatment Dbhe eye had become quite quiet, Dbhe
vitreous opacity had cleared up, and bhe wvisual acuteness
had returned bo 6/6. in bhe course of three weeks.

Fine retrains of bhe pigment dots on bhe capsule were

still present.

This is g mild case of ©pla.stic irido-cycl ibis, which



speedily recovered¢ under vigorous mercurial treatment.

Jt is by no means vuncommon to get a history of slight
injury or other cause, revaccination in this case, which
may temporarily upset the circulatory or nervous balance
of the eye sufficiently to allow a constituvutional ailment
Lo become mAanifast, and¢ which appeals 0o the patient as

the sole cause of his complaint. .
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Case 11 . Irido-cycl it>is.

Rebecca. H. , aet,. 22, weaver, was admibbed bo bhe Glasgow
Gye Infirmary on Nov. 19bh.1899.

Inflammabion of Dbhe righb eye of bwo weeks durabion,
wibh pain only felb ab nighb and in bhe morning. Vision
has been gra,dually gebbing more defecbive since bhe onseb
of bhe inf lamma.bory sympboms.

V. A.R. lebbers of J 20. V.A.L. 6/9.

Specific rash &ll over bhe body. Pa.bienb ha.s been
hoarse for bhe pa.sb bwo monbhs, wibh bhroa.b slighbly sore
in bhe morning, and bhe hair ha.s been coming oub for bhe
same lengbh of bime.

Clrcumcorneal injecbion. Iris discoloured.
Aqueous fairly clear. numerous posberior
synechiae, wibh exuda.be spreading over bhe

lens capsule, bub leaving bhe central parb of bhe pupil 1-

-ary area clear. Slighb ciliary benderness.

Under Dbreabmenb bhe synechiae broke down,, bhe pupil
dilading fully, and Dbhe exuda.be on Dbhe capsule a,lmosb
eubirely disappeared. The vibreous opaciby, which was
debecbed as soon as bhe pupil diladed, gradually cleared
up, and vision was resbored bo 6/9.

No pathological change in bhe fundus could be recognized.
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Case 12. Irico-cyclitis; Descemetitis.

~atrick L., a2et. 21, miner, was admitted to the Clasgow
Eye Infirmary on July 17th.18993.

Syphilis contracted four months ago. The patient has
been under treatment for a month past.

The right eye became 1Inflamec two weeks, anc.the left

one week ago. Pain severe, specially at night.

~ight eye. Circumecnrneal injection. Agueous hazy.

Punctate éeposit on the hack of the cornea. Pupll dilates
very irregularly.
Left eye. Inflammatory appearances much less acute.

Pupil dilates sluggishly, but shows no synechiae.

Tn both eyes ther is anterior vitreous opacity.

Tf. .t\o 1.:\‘40 6‘/24- xr. Ao Lo 6/] 80

Biniocide of mercury internally ané atropine drops
every four hours were ordered, with fomentations applied
o the right sy~ for an hour nigﬁt anc¢ morning.

Whén seen ten days later, the inflammatory appearances
were rapicly subsicing, the cescemetitis hac clearec up,

an¢ both pupils were wicdely dilatec and regular.
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Case 13. Plasbic irido-cyclibis.

John D. , aeb. 45, 1labourer, was seen on April 17bh. 1902f
Primary sore five monbhs ago; rash on body and hair fall-
-ing out, four monbhs a,go. Has never been well since, and
had bo give up work five weeks ago on a.ccounb of weakness
and loss of app”bibe. No breatmenb. He was confined Do
bhe house for four weeks, and a.fber going' oub a week ago
bhe lefb eye became inflamed.

V.A.R. 6/6. V.A.L. lebbers of J 20.

Slighb genera,l conjuncbiva.l hyperaemia, wibh pericornea.l
injecbion. Aqueous hazy, and, iris discoloured. Pupil
small wibh fibrinous exudabion along ibs border.

Under abropine bhe pupil dila.bes irregularly, and bhe
synechia,e are Dbhen very evidenb.

Tb is impossible, owing bo bhe small size of bhe pupil
and bhe haziness of bhe aqueous, bo make any sabisfacbory
ophbhalmoscopic examination, bub bhe marked diminution in
bhe V.A. ma,kes ib cerba.in bha.b bhe ciliary body shares in

bhe inflammatory process.
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Case 14. Irido-cyclitis (Iritis papulosa).

~eter 17., aet.34, Dbasket-maker. Seen on ITov. 19th. 1896.

Primary sore four and a half months ago. Rash all over
hocly end sore throat, three months ago.
The left eye became inflamed g week ago, and the inflamm-
-ation has been attended with pretty severe pain in the
eye, and severe frontal headache, worse at night. Circum-
corneal injection. Iris discoloured and

lustreless. Pupil obliquely oval, arid
displaced upwards and outwards. At the
pupillary border below there is a single large parenchym-
-atous nodule of g reddish yellow colour. At this point
the iris is bound down to the anterior lens capsule by an
opaque exudate, which spreads over the lower half of the
pupillary area, and is continued, down on the anterior sur-
-face of the iris over the nodule, slightly veiling it.
Punctate deposit on Descemet's membrane.

V.A.R. 6/6 J 1. V.A.L. 6/36 J 18.

Under atropine and pil. calomel c¢ opio, the adhesions
broke down, the descemetitis cleared up,

and the pupil dilated widely, except at

the site of the iris nodule. The nodule

took three weeks to disappear, and at the end of that
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time the irregularity of the pupillary border was no
longer evident.. Vhen the pupil yielded a mass of ex-
-ucate was left achering to the capsule below its cen-
~tre, but this clearec up almost entirely, leaving on-
-ly a fine dotted pigment deposit.. The vision hac¢ by
this time improvec to 6/12, the remaining defect being
due to the presence of opacity in the anyerior part of

the vitreous.



Case 1l4a Irido-cyclitis (Iritis papulosa).

John G., a¢€h. 28, moulder, was seen ondJulyl8th. 1901,
complaining of pain and inflamma.tion in theleft, eye,
with dimness of wvision.

V.A.R. 6/6 J 1. V. A. L. J 20.

Prime,ry sore four months ago. Specific shin ra.sh shill,

present, on chesh and face.

Conjunchival Thyperaemia, with narrow pericornea.l pinh
zone. Aqueous slighhly muddy. Iris
discoloured and dull. Pupil small
and bound down ho hhe anherior lens
ca.psule all round. Ah the 1lower
margin of the pupil hhere are hwo
yellowish-red nodules in hhQ iris,
lying close together. Pupil dila.hes
upwards very irregqularly, and not ah all below. Vitreous,

behind lens, full of fine opacity.

Under treatment Bby pil. calomel c. opio, atropine every
four hours', and fomentations, the pupil vyielded fully,

and the parenchymatous nodules began to disappear.

A month later some pigment spots remained' on the lens
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capsule, and fine cicatrices, in the position of the iris
papules, could he detected,but otherwise the eye appearec’
normal. The vision had improved to 6/9 with the dilated

pupil.
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Case 15. Plastic iricocyclitis (Iritis papulosa).

Mary F., aect.23. Seen on Feb. 21st. 1901. Rash, sore
throat, anc very slight falling out, of hair four months
ago. The right eye Tbegan to inflame, anc the vision to
get hazy two weeks ago, anc¢ the inflammation was accom-
-paniec by severe pain in the eye anc¢ foreheac.

Has been uncer treatment, and pupil is slightly dilatec
anc irregular. There are numerous pigmented¢ synechiae
all roum¢, but speclially below. Single interstitial
nocdule in iris close to pupillary borcer, below and to
inner side.

V.hA.R.  6/60. :  V.A.L. 6/6.

Uncder treatment the inflammatory symptoms rapidly sub-
-siced, Aanc the nodule became absorbhec. All the synechiae
gave way uncer atropine, except those at that part of the
pupillary borcer corresponcing to the parenchymatous noc-
-nle, but fine pigmentec spots were left on the anterior
lens capsule. The anterior part of the vitreous was now
seen to be full of fine dust-1lke opacity, and the disk

appearad hyperaemic.

When last seen, three months after first attendance, the

pupil appearec quite active, but, on dilatation, a single
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synechia was founc to he permanent bhelow. The opacity in
the vitreous had completely clearec¢ up, ané the fundus

appearec normal. VehioRe 6/9.

This was a typical case of 1irico-cyclitis 1in which the
iritis took the form of an iritis papulosa.

As a mycriatic hac been used ©bhefore the patient came
uncer obhservation, the position of the pupil in relation
to the cornea was 0 some extent distur»med, but there
must have been some eccentric cdisplacement upwards by the
interstitial swelling in the 1lower part of Lﬁe iris, as
the lower margin of the pupil came up to the horizontal

meridian of the cornea.
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Case 16. Plastic iritis; JTrido-cyclitis;

General uveitis.

James M., aet. 37, engineer, was seen on Sept.lOth.1901.
In IMarch 1901 he had had an iritis in the richt eye, and
after two months treatment he was supposed to he well.

In June the inflammation returned, and he was again
recovering when a second¢ relapse occurred. On this
occasion the pain 1in and arounc the eye hacd been and

still was very sevare.

Then seen in Jept. the conjunctival vessels were very
hyperaemic, and there was a broad pink zone all round the
cornea. The deeper 1layers of the cornesa appeared hazy
and vascular, and on the posterior endothelium, all over,
there were large punctate spots of exudate. The pupil
was small, the iris looked thickened and vascular, ancd
the pupillary borcer was bound down to the anterior
Capsu]e}

—~

T.AR.  barely fingers. V.A.Le 5/5 J 1.

Uncéer specific treatment, the inflammatory symptoms
hegan to subside, and the puplil to cdilate, The vitreous
was full of opacity, and no view of the fundus could be

ohtained.
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3ix months 1ater the cornea was quite ¢lear, and the
iris active, two fine synechiae remaining on the inner
side of the pupil. There was still an apbreciab]e amount,
of vitreous‘opacity, but a clear view of the fundus coulc
be had.

The disk was pale on its temporal side, and¢ its margin
was blurred. The vessels 1ooked fair1y normal in size,
but. on the disk and beyond for a disk’s hreacdth, they
were accompaniec¢ by white lines. All over the funcdus the
choroid generally had a dcdisturbed 1look, with numerous
large atrophic anc¢ pigmented spots scattered principally
over the posterior pole. VAo R. 5/50.

The central colour vision of this eye was very defective
and the visual field for white was considerably
restricted, and showed numerous sma.ll scotomata,

corresponding to the atrophic spots (visus reticulatus).

This case uncoubtedly began as an 1iritis, which
apparently recovered. With the first relapse the ciliary
body became involved, and later. the inflammatory process
extended to the choroid, retina, and optic nerve.

YThen seen in September, the plastic choroicitis was very
acute, and the descemetitis most marked. He at first
denied specific infection, but later admitted contracting

syphilis a year previously.
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Case 17. Plascic irico-cyclitis; Relapse;

feratitis interstitial.

Sarah B., aet.37, house-wife. ©3ore throet, with falling
out of the hair, anc¢ a rash on the bocy, in Tebruary 1901
70 treatment.

In June 1901 she-came to the Dispensary of the Glasgow
Tye Infirmary with an acute plastic irido-cyclitis of
the right eye. There were a few coppery coloured papul-
-ar spots on the bocy, forehead, Aanc cheeks.

The vision was very defective, chiefly owing to anter-
-lor vitreous opacity; the pupil was small, énd showec
numerous posterior synechiae.

Uncer specific treatment the concition rapidly improved,
anc¢ the synechiae yiélded leaving fine pigmented dots on
the anterior capsule.

Owing to loss of employment she became an inmate of the
Poorhouse in July 1901,-and while there all treatment was
stoppec. The inflammation in the right eye relapsed soon
after leaving off treatment, but she remained in the Poor-
-house till the end of September 1901. At this time the
left eye became inflamed and she returned to the Dispens-
-ary.

The right, eye was now acutely inflamed, and vision was

recucec¢ s0 that she was only able to count fingers.
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The pupil weps contracted and boimd down ho the anterior
capsule at several points, but in the lower
half the synechiae formed a continuous band
of adhesion Dbetween the lens capsule and

pupillary border. The cornea showed marbed interstitia.l
opacity a,bove and to the inner side, the opa,city being

most dense close to the cornea,! periphery, and becoming

less dense gradually as it approached the centre. There
was practically no new formation of blood vessels. Pain
severe. Tension slightly plus.

The left was much less acutely inflamed. There wa,s a

well-marked zone of pericorneal redness,iris
lustreless, and pupil small, with two fine
posterior synechiae below. The cornea, in its
upper part showed a faint interstitial haze. Pa.in slight

Thision gradually failing.

During the subsequent treatment the right cornea became
more opaque, and there was a scanty formation of new ves-
-sels. Descemetitis appeared and remained present till
the irido-cyclitis began to yield to treatment.

The inflammation gradually quietened down, the corneal
opacity began to clear up, and the vision to improve.

The synechiae at the upper part of the pupillary border
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yielcec¢, but below the adhesions remained permanent.

The condition of the left eye was much less severe, anc
more amenable to treatment. The pupil readily c¢ilated and
the cormeal opacity, which never pot more dense than it

was on acdmission, rapidly clearecC up.

In this case the primary irido-cyclitis rapidly improved
uncder treatment, but reacily relapse¢ when treatment was
interrupted, the relapse belng associate¢ with the onset
of an interstitial keratitis, and later on with a cescem-
-etitis.

The right eye was left permanently impaired by the syn-
—echiae, and some opacity of the wvitreous, and the vision
was recucec¢ to 6/18.

After the keratitls clearec¢ up no choroidal changes
could be detectec by the ophthalmoscope, anc the disk

appeared normal.

The left eye recoverec¢ completely.
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Case 18. Irido-cyclitis; Feratitis interstitial.

John B., aet. 28, miner, was acmitted to the Glasgow Rye
Infirmary on Jdanuary 11th.1897.

Primary sore three months ago, still unhealed. Secondary
rash six weeks ago, followed by inflammation of the eyes,
p2in in hea¢, anc dimness of vision which gracually

got, worse. Very markec specific rash all over the bocy,.

with loss of hair of heac¢ and¢ heard. T/0 treatment.

3roac circumcormeal vascular zone,with general conjunct-
-ival hyperaemia. |

There 1s a diffuse interstitial haze over the whole of
the cormea, hut denser ovar its lower half, in which
there are areas of much denser opacity situated in the
suhstance of the cornea an¢ showing the triangular form-
-ation which is more often associatec¢ with deposit on the
corneal endothelium.

The condition of the cornea is similar in both. The iris
in noth is involved, ané probably also the ciliary body.
The great’ breacth of the pericorneal vascular zone
suggests this. The pupils dilate very irregularly under
atropine.

V.A.R. 6/60. V.A.L. 6/60.

In this case the irido-cyclitis and the keratitis came
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on at a very early date after infection, anc¢ from the
way 1n which the patient states - the visval acuteness
diminished, the two conditions seem to have developed
simultaneovsly. This, in the author’s experience, is a
very rare occurrence, the usual 1incidence bheing as

recorded in the previous case ( Case 17).



Case 19. C-Tima. of Che iris.

Mary T., aet. 15, shop-girl, was admitted to the Glasgow
Eye Infirma.ry on January 23rd. 1899.

The left, eye ha.d been inflamed for a week- There had
not been much pain, hut, bhe eye felt, sore in bhe morning

and 1in ga.s-lighb.

Ciliary 1injecbion around bhe lower half of bhe cornea.
Pupil displaced slighbly upwards, bub bhe iris wa.s active
in ibs upper half. There were no pupillary synechia,e.

Lower and ouber two bhirds of bhe iris a.ppea.r barber in
colour bhan bhe remaining bhird.

In bhe lower and ouber quadrant of bhe iris there a,re
bwo yellowish whibe rounded nodules,
lying bogebher, near bhe periphery.

The iris bissue surrounding Dbhese
nodules appears vascular, and, on magnification, small
vessels can be seen running on bhe surface of bhe iris,
and continuing over bhe inbersbibial nodules.

Aqueous muddy 1in bhe lower half of bhe anberior chamber,

y.A.R.  6/'6. y.A. L. 6/18.

Hutchinson's Dbeebh, cicatricial lines at bhe angles of
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the mouth, and slight deafness, all pointed Lo the exist-
—-ence of herecitary syphilis, and a diagnosis of gumma of
the iris was accordingly arrived at. Under iodide of
potassium and syrup of the iodide of iron, absorption
took place, anc in the course of eight weeks the eye was

practically well again.

This case 1s specially interesting as it is generally
held that iritis gummosa 1s very rare 1in hereditary
syphilis.

"Tort rarement 1’iritis gommeuse est un symptOme de 1a
syphilis hérédditaire." ’

Ton Ar1t®states that 1in  his ekperience gummata of the

iris ané of the ciliary body do not occur 1in hereditary

syphilis.
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Case 30 ¢ Iritis; Gumma, of the ciliary body;

Gummatous keratitis.

Susan S., aet. 26, house-wife, contracted syphilis at
the a.ge of 2,2 years, which wa.s followed Dby an iritis in
the left eye six months later. Tfas under treatment at
the Glasgow Eye Infirma.ry for some months, and recovered,
a few pigmented dots remaining on the anterior capsule.

In Dec.1901 the patient returned with a gummatous anter-
—-ior uveo-scleritis in both eyes, mild in the right and
more severe 1in the left. In both the site of the scleral
swelling was on the outer side of the cornea in the 1line
of the external rectus insertion.

Tr.A.H.  6/9. V.A.L. 6/2,4.

In both eyes the pupils were active, and both pupils
dilated fully and regularly. There were fine spots of
opa.city on the anterior ca.psule of the left eye, as g

result of the past iritis.

On the outer side of either

cornea, , extending from the

corneal border backward,
there was an oval, slightly raised wvascular pa.tch with
a horizontal diameter of 10 m.m. In the right eye there

was a fine opacity in the wvitreous, just behind the lens,
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confined to the outer sice, anc¢ corresponcing in situa-
—tion with the scleritis.

In the left eye the same cust-like vitreous opacity was
present.  in the anterior layers, but in this eye it ex-
~tencec right across the pupillary area.

o change could be mace out 'in the choroid or retina.

ncer treatment the inflammatory appearances began to

subsice, andé the vitreous opacity to elear up, but the

patient at this time developecd 1influenza and treatment
of the 2ye concition was stoppec.

On returning to the Infirmary two months later,the right
eye was mearly well, but the inflammation in Lhe left hac
become much more active anc the scleral swelling was mére
prominent. The vitreous opacity was also greater, anc at
the cormeal periphery, outwards anc¢ cownwards, there was
a well markec patchy interstitial keratitis.

T.A.R.  6/9. V.A.L. 6/36.

Treatment, by bhichloride of mercury and iodide of potass-
-ium seemec t0o have little effect on the course of the
affection, but when the treatment was changec-to iodide
of potassium and syrup of thé iodice of iron,the inflamm-
-atory symptoms disappearec very rapicly, anc the scleral
swelling soon subsided. The vitreous opacity clearecd up

considerahly.
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Case 21. IJrico-cyclitis; Cummatous uveo-scleritis.

Jdessie McX., aet. 28, house-wife, was acdmitted to0 the
Glasgow Eye Infirmary on August 9th.1897.

She had been confined +three months before coming
to the Infirmary, anc¢ a month after her confinement the
left ey~ TDecame inflamed¢, the right becoming similarly
involved two weeks later. There was an abuncant specific
rash all over the body, and this had apﬁearec two weeks
before her confinement.’ Mucous patches were also present
a2t the angles of the mouth.

On acmission she was founc to he suffering from a pretiy
acute plastic irico-cyclitis 1in both eyes, and there was
severe pain in the eyes and heacache. Pupils contracted,
cilating very irregu]arly, showing numerous synechiae.

T AR, J 16, T.A.L.  J 12,

ﬁhe remainec uncder treatment for six months, and recov-
—ere¢ with slight impairment of the visval acutemess in
hoth, cue to the persistence of anterior vitreous opac-
-ity. The left 1iris recovered without achesion, but a

numher of posterior synechiae remainec in the right.

She returned to the Infirmary on !arch 26th.1902 with a
uveo-scleritis in hoth. The eyes had been inflamec for
eight or nine weeks, anc she had been suffering from
severe frontal heacache. The visual acuteness had grad-

-ually been failing since the onset of the inflammation.
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On the outer side of either cornea there was a slightly
raised oval vascular patch, which extended from the
scleral border backwards over the insertion of the exter-
nal rectus. The iris in both reacted normally, but
sluggishly. Under atropine the right pupil dilated
irregularly, showing several posterior synechiae, and the
left pupil dilated equally and fully.

The anterior part of the vitreous in both was full of
fine opacity, with a few large opacities, making it
impossible to get any clea.r view of the fundus, although
no gross changes could be detected.

V.ALR. 6/24. V.A.L. 6/36.

Tn these two cases ( Cases 20,21.), which have an almost
identical history, the uveo-scleritiscame on aboutfour
and a half yea.rs after infection. Tnthe first ca.se the
prominence of the scleral swelling was much more marked'
than in the second, but in both the pathological change
in the a.uthor's opinion, began as a gummatous infiltra-

tion of the ciliary body.
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Case 22. Interstitial keratitis.

Pa,crick K. , aet.2.1, paincer, was seen on Aug. 1lo6th. 1900.

Inflammation of the left eye for the past four or five
weeks, with gradually increasing defect of wvision.

The right eye had 'been watering for the past week, hut

patient was making no special complaint regarding it.

Patient slightly deaf, and the centra,! incisors are

typically peg shaped and notched.

In the right eye there was a localized patch of vascul-
-arity above, with a fine peripheral
interstitial opa.city at the correspond

-ing part of the cornes,. Pupil active

In the left eye there was a well marked ring of circum-
—-corneal. vascularity. The central area,
of the cornea was opaque, .while the
periphery all round was quite clear.
In the opaque centralarea, there were circumscribed spots
of very dense opacitylying deep in the cornea,! substance

Pupil contracted and difficult to see.

Both pupils dilated well under atropine,the inflammation
subsided rapidly, and the corneal opacity began to clear
up under treatment with bichloride of mercury and iodide

of potassium internally.



Case 2o. Interstitial keratitis.

John P., aet.16, Dblacksmith, was admitted to the Glasgow
Bye Infirmary on Sept. 5th.1896.

The left eye had been inflamed for the past ten days.

Typical facial appearance of hereditary syphilis, with
notched central incisors.

Zone of ciliary injection at the upper ©pa.rt of the
cornea. ! periphery. Pine interstitial . opa.city in the
upper half of the cornea,,which shaded off in density from
a.bove downwards. The pupil dilated fully and equally
under atropine.

The opa.city gradually spread over the whole cornea, and
g ring band of much denser opa.city developed round the
central area,. The zone of vascularity
extended all round-the corneal periph-
ery, and the conjunctival vessels
generally became hyperaemic. At this stage new formed
vessels Dbegan to pa.ss 1in from the periphery all'round,
but chiefly from above, towards the centra,! opaque ring,
and the corneal vascularity became very pronounced before
the keratitis began to quieten down.

The corneal opacity ultimately cleared up completely, but
many of the corneal vessels remained visible as fine
lines when the patient was last seen.

The iris recovered completely, and no fundus change

could be detected.
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Ca.se 24. Interstitial keratitis.; Uveo-scleritis.

Mary M., aet. 11, schoolgirl, wa.s seen on Mar. 5th. 1900.
Infla.mma.tion began in the left eye three weeks ago, with
watering and photophobia, and now the wvista,l acuteness is
considerably diminished.

V.A.R. 076. V.A.L. hand movements.

Marked pericorneal injection, with general conjunctival
hyperaemia. Pairly dense interstitial
opa.city, spreading completely over the
cornea, with newly formed blood vessels
penetrating into the substance of the cornea, from the
periphery. Pupil small, and not easily seen. It dilates

fully under atropine.

The inflammation gradually subsided, and the opacity in
the left eye had cleared up considerably, when, four and
g ha,If months later, the right cornea became involved.

This eye suffered severely, the whole cornea, Dbecoming
intensely opa,que and vascular, and the visual acuteness
diminished till the child could only tell light from

darkness.

Three months later the opacity in both cornea,e had
cleared considerably, and the wvisual acuteness had

improved to R. 6/24. L. 6/9.



At this time a further development occurrec in the right.
A patch of scleritis appeared on the ouvter side of the
cornea,anc the adjoining cornea again became infiltrated,
the opacity heing distinctly spotty.

The ciliary body, and probably the anterior part of the
choroi¢ were also involved, the anterior part of the
vitreous being full of fine opacity.

Soon after improvement had again set in, the patient
disappeared, anéd the further history of the case cannot

be given.

The patient, was well nourished, and so far as>cou1d be
ascertained had mnever presented any signs of congenital
syphilis during early chilchood. The teeth were sus-
-picious, but not charactéristic.r

The mAternal history suggested strongly the syphilitic
origin of the <child¢’s eye condition. The mother had
suffered from 1iritis soon after marriage. She had had
two miscarriages previous to the birth of the patient,
which was followed by other two miscarriages, and then a
second living child was Dborn, who is at present four

months 0ld, and apparently healthy.
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Case 25. Incerscicial herat,iCls (KeraCiCis_gummosa) .

Marjory S., aec. 3B, house-wife, was admicced to Che
Glasgow Gye Infirmary on SepC. 20ch.1899.

The righc eye had become inflamed cwo weeks previously
and she had suffered severe pain. The vision had been
gradually becoming more defeccive.

Tin pacienc has been slighcly deaf since childhood, and

Che cencral incisors are cypically nocched.

The whole righc cornea was uniformly hazy, wich limiced

areas of denser opacicy aC Che periphery. The opaciCy wa,s

discinccly incerscicial, and Che surface

of che cornea appeared sceamy”and non-

-refleccive. Over cwo of che denser

a.rea.s of circumscribed opa.cicy, che surfa,ce looked some-
-whac raised above che genera,l corneal level.

The pupil dilaced quickly and complecely under a.cropine;

che inflammacory sympcoms rapidly subsided, and che

opacicy had cleared <considerably when che pa.cienc was

lose sighc of.

The ©presence of che "Hu.Cchinson crias” made ic
definicely cercain cha.c che ©pa.cienc was che vicCim of

herediCary syphilis.
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The age at which the keratitis developed is unusually
Iate, ancd probably the systemic changss connected with
the menopause in an vnmarried woman in some way accounted
for its occurrence. Tor a year past the menstruation had
been irregular and the discharge excessive,an& her health
hac suffereé from the repeated loss of blood.

This case of interstitial keratitis 'is classed as a
keratitis gummosa on account of the definitely circum-
-scrihe¢ Aareas of <cense opacity, Aand because of the
distinct elevation of the surface of the cornea over two
of these spots. The late perio¢ of the onset may have
ha¢ some influence 1in bringing_aboun this particular

type of inflammation.
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Case 26 Incerscicial keracicis; Ciliary sCa.phyl oma.

William ?/., aec.32, moulder, was admicced co che Glasgow
Eye Infirmary on July 7ch.1900, suffering from an acuce

incerscicia.l Keracicis of che lefc eye.

The pacienc had che Cypical facial appearance of hered-
-icary syphilis, sunken nose, fine cicaCricial 1lines a,b-
—-ouc che angles of che mouch. The cencral incisors were
peg shaped, and he was slighcly deaf.

He had been crea.ced in che Royal Infirmary for locomoc-

-or acaxia.

The righc eye had been blind from early youch. Cornea,
clear, ancerior chamber deep, pupil small and occluded,
iris degenera,ced and a.crophied. The ancerior zone of che
sclera was chinned and discended forward as a whole, and
above Chere were localized prominences in che cilia,ry re-

-gion. Vision nil.
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The 1eft eye had never been affectec till ten cays pre-
—vionsly. On acmission thefe was an acute general kerat-
-itis, but the opacity was much less deﬁse over the inner
half of the cornea. The pupil dilatec equally but slugg-

-ishly. Vision was recucec to 6/60.

After acmission to the Infirmary, the keratitis acvrancec
1,111 the cornea was so completely opague that the 1iris
could not hbe seen. This was followec by a very markec
cevelopment, of new Bhlood vessels in the substance of the
cornea, so0 that after a time the term vascu?ar keratitis
was specially appropriate.Cracvally the inflammatory proQ
-cess suhsided, the vascularity diminishe¢, anc the cor-
-nea hegan Lo clear vwp at the'periphery. The absorption
of the opacity went on rapicly, and, when the cornea hac
“¢clearac up sufficiently, large punctate SpoLS were seen
on the posterior encothelium. At the present time (April
1902) the cornea only shows a fine nebula on the outer
side, Aanc¢ the wvision has improve¢ to 6/12. The pupil is
circular anc¢ active, and on ophthalmoscopic examination
‘the posterior part of the fﬁndus appears normal, but in
front of the egnator there are several isolatec anc pig-

-mented spots of choroicitis cdisseminata.

In this case we must 1ook upon the affection of the
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richt eye Aas a uveo-scleritis anterior occurring early in
1ife ané permanently cestroying the sight. TThether the
cornea was affectec in this eye or not remalns a matter
of doubt, as at present there is mno evicence of opacity.
The eye shows the markedé ceformity which 1s so likely to
occur in anterior scleral inflammations in young children
not only in the general ectasia of the anterior secment,

but in the more limited¢ ciliary staphylomata above.

The typical interstitial keratitis occurring 1in the left
eye after so long an interval 1is also worthy of note, as
it 1s rare to find corneal manifestations in herecitary
syphilis occurring so 1late in 1ife. The question of
acquirec syphilis was'considered, but no history or other
symptoms could be obtained. The intensity of the corneal
inflammation, and the very slight involvement of the iris
anc¢ choroicd, negative, in the author’s opinion, the icea
of the keratitis being cue to the acquired disease.

The occurrence of Jlocomotor ataxia in this case of
herecitary syphilis 1is also remarkahle, as cegenerative
nervous diseases, while of frequent occurrence as sequel-
-ae of acquirec syphilis, are much more rare in the her-

-ecitary disease.

The descemetitis, which was only recocnized after the
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cornea had cleared considerably, made it 1ikely, in
absence of any distinct iris involvement, that there
some choroidal change; anc as soon as the cornea

clear enough to examine the fundus, evidence of

the
wa.s
was

the

existence of a mild choroiditis disseminata was detected.
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Case 27. Interstitial Keratitis, Choroiditis
disseminata.
Annie G., aet.19, shop-girl. Seen for the first time

on Sept. 5th.1901. Inflammation of the left eye for the
pa,st two months. Has been under trea.tment at home.

Left Eye. Conjunctiva generally, hyperaemic. Ring of
conjunctiva round the cornea very vascular and slightly
chemotic. General interstitial corneal
haze, with loss of surface reflex, and
close to the cornea.l periphery there is

a ring of spots of much denser opacity in the substance

of the cornea. Pupil dilated to 6 m.m. Pain at times
severe.
Right Pye. external appearances normal. Pupil dilates

regularly and completely, and the media are clear.
V.A.R. 6/2,4 J 1. V.A. L. 3/60 J le.

Has been wearing - 2.50 D Sph. for some years past.
V.A.R. c - 2.50 D 6/12. V.A.L.c - 2.50 D 6/60.
P.P. left. Fundus appears normal, but it is difficult,
owing to the corneal opacity, to see details.Refraction

myopic.

Q .P. right. Refraction - 3D. Dish .normal. About one
and a half dish-breadths to the nasal and upper side of
the dish there are two spots of choroidal change, which

are becoming atrophic. The upper spot shows completely
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atrophied choroid,and the edge of the spot is outlined
by pigment. The lower spot has evidently been more sup-
-erficial, and the change is chiefly a pigment disturb-
ance . The irregular mass of pigment is <crossed by a
retinal vessel, and is surrounded by a lighter zone of
bleached looking choroid, from which the pigment ap-
-pears to have been withdrawn. Above the macula there
is another pigment mass, which, from the hyperaemic
look of the choroid, round its upper end, suggests a com-

-paratively recent change.

The keratitis in the left quietened down fairly quick-
-ly, and the vision with correction came up to 6/12,

two months later, being then equal to the V.A. of the
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other éye. The pupll remainec completely 1mcer the in-
-fluence of atropine, an¢ the 1iris recoverec without
apparent involvement. When the cornea clearec uvp, re-
-peatec. examination failec¢ to cdiscover any choroidal
change in the left eye, anc the changes notecd in. the
rigcht became more completely atrophic, showing that the
choroical affection was compAaratively recent.

In this case a brother had suffered from a prolonged
and severes inflammation of the eyes. The incisor teeth
were decayed,and gave no help in arriving at a conclus-
-ion regarcing the cause of the keratitis..A suggestive
sign was present 1in the form of fine cicatricial lines
at the angles of the mouth, but. conclusive evidence of
its origin in heréditary syphilis &és furnished by the
éiscovery of a disseminatec¢ choreicitis in the other

eye.
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Case 28. Yeratitis interstitial;

Choroicitis cisseminata.

aggie B., aet. 19, house-keeper, was seen On Sept.17th.
1896, complaining of c¢efective vision.

V.hoRe J 20. V.A.L. J 19.

The patient hac sufferec from interstitial keratitis
four years previously, an¢ in both corneae a fine diffuse
opacity was present. The iris was Dbounc¢ cown by posterior
synechiae 1in ©both eyes. The puplil gave no response to
light. The central incisors ware (ecayad, but the
existence of herecitary syphi'is was further mace
manifest by the presence of a perforation in the soft
palate, and c¢eafness.

Under atropine both pupils dilated upwards quite freely,
leaving the lower halves fixed by achesions to the
anterior capsule.

In Dboth fundi there was found typical choroicitis
disseminata in its atrophic stage, with very markeg¢
pigmentation. The ¢isks hac¢ a ¢ull, dirty white 1loo0¥F,

anC the retinal vessels were small.

The choroiditis 1in All 1ikelihood in this case came on
at the same time as the interstitial keratitis.

In many cases of keratitis in herecitary syphilis, the
inflammatory process seems 0O start in the ciliary

region, and to spreac¢ from there, forward to the iris and

cornea, anc hackwarc to the choroid.
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Case 29. Cummatous uveo-scleritis;

Feratitis interstitial.

Catherine M., aet. 11, was admitted to the Glasgow Sye
Infirmary on April 2né. 1900, complaining of inflammation
of the leaft eye.

This eye began to inflame eight days ago, anéd had
gradually got worse. .

On the outer sice of the sclera almost coming up to the
éorneal margin theres was a yellowish, flat, circular
swelling about & m.m. in diameter, with deep vascular
injection, most markec in the ciliary region.

Superficial vessels very hyperaemic.

Th= pupil was slightly irregvlar, and cdilatec¢ sluggishly
under atropine. ‘lo synechiae. Cornea clear.

Hutchinson’s teeth; cleft palate, the mouth and throat
having heen sore eight months previously; otitis mecia.

A week after acmission, interstitial opacity appeared in
the outer side of the cornea, and gracually extenced over
the wholes cornea, starting from the neighbourhood of the
scleral focus. The outer part of the cornea was at first
much more censsly infiltratec than the remaincer, hut
gracvally the opacity became uniformly dense, and a
markec formation of new blood-vassels, superficial anc
deep, penetrated into the substance of the cornea from

the periphery.
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The tension of the eye2hall becam2 lowerec, anc the cornea

seemec Lo becom2 soften=sé¢ and tended to bulge.

The chilé was admitted¢ as an in-door patisnt, but was
removad by her parents 1in a few days, and did not return

to the Dispensary.

In this case the 1inflammatory -process bhegan in the
cillary body anc¢ sclera as a gummatous infiltration, and
extenced from there over the cornea. From the vefy
markec general inflammatory appearance of the eye before
the patient was lost sight of, the presencé of a plastic

choroicitis was also suspecteac.
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Case 30. Interstitial keratitis;

Choroicitis disseminata.

Mary G., aet. 5, was seen on Jecember 5Sth. 1901.

Both eyes had heen inflamec for about a week, the right
being most severely affectec. The whole of the right
cornea was uniformly opague, and the iris coulcd Jjust be
seen through the opacity. Pupil small.

In the laft eye the interstitial opacity was confin=cd to
the periphery of the upper anc outer gvadrant.

Both pupils dilate¢ fully uncer atropine, and remainéf

dilatec¢ throughout. the whole course of the keratitis.

The patient presentec no other evidence  suggesting
congenital syphilis, but the maternal history was quite

definite.

Under treatment the inflammation soon began to subside,
hut a month Jlater Lhe}e was a relapse 1in the left eye
owing to the treatment beiﬁg stopped, Anc¢ at this time a
well marked descemetitis appearec.

The child was admitted as an in-door patient,and the

inflammation again began to guieten down,the descemetitis

disappeared,and gradually the corneal opacity cleared up.
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In the left eye six months 1la,ter
a single small area of recent
choroidal change, about g disk's
breadth below the macula, was
noted.

The right fundus was normal..

The early a.ge at which the

interstitial kera.titis developed in this patient is
interesting. The other point of interest was the
a,pp’a,ra,nce of g descemetitis in the left eye at the time
of the relapse, and the recognition afterwards of a
choroidal change in that eye, and no choroidal, affection

in the right.
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Case 31. Chorio-retinitis.

Tlizabeth L.; aet. 34, housewife, was seen on lov.24-98,
complaining of defective <vision which had been getting
worse curing the paSL four weeks. Previovs to the onset
of the wvisval defect, she had ot a Dlow on the left side
of the face by the slammine of a railway carriage door,
an¢ to this injury she attributacd the failure of wvision,
which had startec in the left eye.

Soon after the visual defect appeare¢ she thought
objects looka¢ cdistortec, the divisions ©between the
window panes no longer seemed quite straight, an¢ she had
of ten sensations of bright light before the eyes.'

These symptoms ha¢ not been so prominent since the
risval acutehess’gét so defective, but now.she complains
that in a dvull light she is almost quite bling.

Central vision for colourac¢ objects up to 10 m.m. suyuare
at 20 c.m. 1is lost.

"TVAWR. 6/24 J 123, V.h.L. 6736 J 16.

“he coniracted syphilis from her husbanc 14 months aco;

the seconcary symptoms were milc.

Both pupils cilate¢ mnormally. The appearance of both

funci was practically identical.



137

The posterior part of the vitresous was full of a fine
dust-1ike opacity which veiled the fundus; the cisk was
intensely red, and its nasal margin incistinct.

The retina in the neighbourhoo¢ of the disk and out
towarcs the macula,while diffusely opaque, hac a specklec
Jook as if there was considerable pigment. disturbance,
and the cloudy appeArance extended for some distance
along the line of the larger blood-vessels. The blood

vessels themsel-res appearec falrly normal.

Under treatment. by full doses of biniocices of mercury,
the vitreous opacity cleared up, the oecema and _opacity
in the retina disappeared, anc¢ the vision improvec to
6/12 in either eye. -

The speckled appearance of the fundus remained, although
when Jlast seen  about six months after the first
examination, there was no pigment heaping discovered at
any part of the funcus. The night-blindness was not
nearly so troublesome, but she was still conscious of the

fact that her vision was much worse in a dull light.

This cas= had all the characteristic symptoms and

appearances of a typiecal specific chorio-retinitis.
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\J

Case 33. Chorio-retinitis.

(8

4i1fred H., aet. 26, porter, was acmittec to the Clasgow
Sye Infirmary on Dec.22nd. 1898, complaining of defective
vision in the right eye which had been gracually getting
worse during the past 8 or 9 weeks. The patient also
complaine¢ of photopsiae, but there was no complaint of -
night-hlindness.

V.A.N. J 20. V.A. L. 6/6 J 1.

Primary sore 12 months ago, with secondary rash soon

after.

When first seen, the pupil di]ated fully uncder atropine
but no details could'be mace out 1in the fundus, owing to
the existence of a very abundant punctate opacity in the
anterior part of the vitreous.

Uncer treatment the vision,two weeks later, had improved
Lo 6/36. The vitreous opacity was now much less marked,
but no very definite fundus change could be cetected,
except. the presence of a very red disk, which in colour
closely resembled the surroumc¢ing fundus, 2né whose
outline it was difficult to define. The retinal vessels

were unchangeé in size.

31x months later the vitreons was clear, anc the disk
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lookeé pretty normal.  Pigmentary changes were cetectec
in the equatorial region, the fundus here heing peppered
over with fine black dots, apparently retinal.

Arouné the macular area there were some small circular
spots of partial choroical atrophy, bordered by pigment.

The vision had improved to 6712.

In the author’s experience it 1s  rarely possible in
cases of syphilitic chorio-retinitis, seen about 8 or 9
weeks after onset, to recognize ophthalmoscopically, on a
first examination, anything Dbeyondéd ths very abundant
vitreous opacity, as this masks all the ¢etails of the
fundus.

The finely punctate appqdrance of the opecity is
characteristic of a uvelitils due to syphills, anc¢ from its
abuncanca suggests an IiInflammatory change sufficiently
severe to involve the retina as well, ané this is borne
out by the rapid decline in central vision.

Yhen one eye alone 1is affected, the patient, as in this
case, may complain of photopsiae, but it is uncommon to
g2t any complaint of distortion of objects or night
blincness, which ars so commonly present carly when the
atffection 1s ©bilateral. In these wunilateral cases,
diminution of the light sense anc metamorphopsia may be

detected on examination of the affectec eye alone.
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33 Retino-choroicditis.

U
[WN

Case

James P., act.40, shoemaker, was admittecd¢ to the Clasgow
“Syé Infirmary on Jan. 15th. 1900, complaining of dimness of
vision in the left eye, which hac¢ heen gradually getting
worse during the past month.

-

AR 676 J 1. v.A L. J 20.

Syphilitic infection 15 months ago, with well marked

seconcary symptoms LwOo months Tater.
Pupils activwe. 1ght fundus normal

The left funcus was seen VLhrough a mist. due to fine
punctate opacity in the posterior part of-Lhe vitreous,
specially dense In front of the papilla.

The c¢isk appearec¢ hyperaemic anc hazy. Trom the disk
outwarcés beyond the macula, the funcus was generally pale
AnC in this area there were several sm~ll circumscribec
patches of grayish-white opacity. The retinal arteries
appeara¢C wnchangec, but Lherveins were full and turcic.

At one or two points small vascular branches seemec to

disappear uncer an area of retiral opAacity and again

reappear heyond. o haemorrhagces.
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I'méer specific treatment the rétinal oedema clearec up,
the patches of effusion <c¢isappearec, and the vision
improved. Later on smAall plegment spéts were seen dotted
over the posterior part of the funcus from the disk
outwarcs, beyoné the macula. The larcer number of these
plgment. spots seemed superficial, but others were more

massive and 1ookecC ceeper.

This cas= when first seen had all the appearances of a
pure retinitis, bHut the character o0f the seconcary
pigmentation suggested that there had heen a choroiga]
element present as well. The absence of prominent
symptoms, except the complaint of defective vision, is
probably'to be expléined by the fact that the affection
wa,S uni1atera1.‘ |

While the fine punctate vitreous opacity, and the
tencency to develop circumscribed spots of effusion in
the midst of the more diffuse oedema point pretty
conclusively to syphilis, the history of récent infection

removes 211 doubt as to the correctness of the ¢iacmnosis.
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Case 34. Choroiditis disseminata; JIritis.

Thomas McC., aet. 38, maSon, wa.s admittéf to the Clasgow
Bye Infirmary on Dec.19th.1898.

The 1éft‘éye had been injured 1in a fight four years
previously, and. since then he has only been able, with .
this eye, to see large objects when held to the outer
side. The right eye had been gradu%lly‘getting defective
guring the past six months. A year ago this eye was
inflamed for four weeks,but after recovery the vision was

not impaired.

VoAoRe 6718 J 10. . VoA L. J 20.

Contracted syphilis 18 months ago, and was under
treatment till the secondary skin rash ané sore throat

got. well.

Rupture of choroid in left. The rupture is complete,
anc begins below the macula and runs upwarcds ané outﬁards
for ahout six disk breadths. The disk appears atrophic,
an¢ on its surface there aré connective tissue bands,
passing between the upper and the lower vessels.

The veins are tortuous; the arteries not much changed.

-In the right eye, on dilating the pupil, one fine

synechia was seen on the inner side of the pupil.
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On ophthalmoscopic examination a fins punctate opacity
was detecte¢ in the vitreous at ¢ifferent depths, but not
very ahuncant. The disk was hyperaemic, anc¢ between the
disk anc¢ the macula there were some spots of recent
choroicitis. These spots Jlooke¢ pale, yellowish-red in
colour, and were surrounced hy a narrow hyperaemic
looking zone of choroid. There were no plgment changes. |

The retinal vessels were normal. .~

Uncer treatment the vitreous opacity clearec¢ up, Lﬁe
choroidal spots gradually became paler ancé more atrophic
looking. Pigmentary changes appeared én their borders
and increasec till each spot was outlinec by a deﬁse.
irregular black ring. The choroidal atrophy only involved
the chorio-capiliaris.

The hyperaemic appearance of the disk passec off, and
the disk was looking fairly normal when the patient was

last seen. The vision had improved to 6/13. J 4.

This was a typlcal case of mild choroicitis disseminata,
and 1s 1interesting specially from the occurrence at 3
previous date of another lesion,-iritis-, the presence of

which confirms the specific origin of the choroigitis.
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Case 35. Choroiditis disseminata.

Ceorge H., aet. 36, soldier, was acmitted to the GI&sgow
Tye Infirmary on Feb. 7th. 1902, complaining of defective
vision.

He had been 1in Incia with his regciment for some years,

Three years ago he contracted syphilis, and hac¢ suffered
from malarial fever on several occasions.

Two years ago he went with his regiment to South Africa,
and a year later hac enteric fever. Vhile in Hospital in
Pretoria his vision began to cet cdefective, and after he
was convalescent, he was 1nvalided on account of his
defective sight.

V.A.R. 6/24 J 6. V.A.L. 6/60 J 16.

In the right eye there were several fine posterior
synechiae, below and to the outer sice of pupil.

Tine opacity in the anterior part of the vitreous.

Disk pale, with 1ill-cefined margins. o change in the
retinal vessels. Circvlar spots of complete choroidal
atrophy, with marked pigmentation of their ecges, dottec
all over the fundus, but more numerous tLowArds the

periphery.

The 1eft pupil dilated fully and showed no evicdence of



past iritis. The appearance of the ¢isk and chorold was
similar to that of the right eye, but in the macular area
the spots of choroidal atrophy were distinctly mors
abundant. In this eye there was also a fine anterilor

vitreous opacity.

Trom the presence of o0lc¢ 1iritic achesions, the fine dust
like opacity in the vitreous, anc the circular areas of
complete choroic¢al atrophy, even without a definite
history of infection, one would he gguite Justified in

conclucing that the cause of the cisease was syphilis.

Circular punched out looking spots of choroidal atrophy,
outlined by pigment, are a fairly constant feature in the
atrophic stage of cheoroicitis disseminata of syphilitic

origin.



146

Case 36. Choroicitis ¢isseminata.

Retino-choroiditis.

Walter S., aet. 41, pattern maker, was acmittec to the
Glasgow Zye Infirmary on July 11th.1896, complaining of
Cimness of vision in right eye of three weeks ¢uration.

There hac been mo pain, and the external appearances

were normal.

TJALR. J 20. V.A.L. 676 J 1.
fistory of syphilitic infection three years previously.

The right pupil dilatec equaWJy an¢ fully uwnéer hom-
-atropine. Fine_vitfeous opacity in the posterior part
of the vitreous. Around the posterior pole, the funcus
appeared pale, the retina heing oedematous anc¢ cloucy.

Scattered throuch this area of general pallor, there
were rounced spots which hac a cistinctly paler look.

The c¢isk appearec hyperaemic. The masal sice was nearly
uniform in colour with the surrouncing funcus, but the
temporal marcin was indistinct, tke pallor of the
neighhouring retina shading over on to the cisy.

Retinal vessels unchangec¢ in size. The branches passing
Ot on the temporal sice of the Cisk appear anc Cisappear

in their course through the oecematous retina.
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Relow an¢ to the outer sice of the macular region,
Lowarcs the equator, there are a mumber of circular spots
of choroic¢al atrophy, some of which are densely outlinec
by pigment.

Vith this eye central colonr wvision for red anc green is

lost.
Left fundus normal. -

Uncer treatment, the vitreovs anc retinal opacity
clearec up uuickly, and the cisk margin Ddecame definec,

-

an¢ vision improvec to 6718. As the retiha] condition
svhsicec the spots of choroidgal exﬁdation in the macular
region DbLecams more - evicent. Absorption followec Dby
atrophic changes 'was' Ubking place when -the patient

ceased attencing.

In this case the involvement of the retina was very
pronouncec¢ in the early stages, although the concition
most prohably commencec in the chorio-capillaris.

The spots of choroical atrophy mnoticed¢ on the first
examinatction, below and Lo the duner sice of the macula,

most. probably followed a choroicitis at a slightly

carlier cdate.
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Case 37. Choroiditis disseminata;

Atrophy of Che retina.

Gavin B. , aet. 17, pupil -teacher, was seen on Sept. 15th.
1894, complaining of defective vision in both eyes.

The left, eye had been defective, to his Knowledge, for 5
years past, but the defect in the right was sa.id to have
come on since he began to teach 1.8 months a,go.

V.A.R. 6/36 J 4. V.A.L. 6/60 J 1le.

This patient had the typical physiognomy of hereditary
syphilis, the cicatricial 1lines around the angles of the
mouth Dbeing specie,lly marked. The typical Hutchinson

teeth were also present.

Disk rather pale and dull looking, and the retina,!
vessels appeared small.

Over the whole posterior part of the fundus there were
numerous circular ©patches of choroida.l a,trophy, many of
which wer® only separated’ from
one another Dby g narrow band of
normal looking choroid. A thick
irregular Dborder of pigment
surrounded most of the spots,
and scattered over the fundus

there were ©patches of pigment
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approximately circular, without being connectec with any
apparent atrophic patch. Towards the eqguator the
pigmented areas were smAaller and more irregular in shape,
ané¢ many of the spots were in front of the retinal
vessels.

The ophthalmoscopic appearance in both eyes was similar,
except that in the 1left eye a patch of atrophied choroid

-

seemed to involve the macula.

In this patient the choroiditis had evidently been
severe, ané the area of destroyec¢ choroid large.

The circular shape of the areas of atrophy, anc the
excessive ihcrease in Lhe» choroidal pilgment were
charactéristic Vofl>congenita1 syphilis. Trhe secondary
pigmentation of the retina anc¢ the aLrOphid appearance of
the retinal vessels and the disk showed that, during the
time the choroiditis was present, the retina hag also

shareé¢ largely in the inflammatory process.
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Case 38- IT.euro-retinitis acute.

Mary D., aet. 40, housewife., was a,Omitted to the Glasgow
Eye Infirmary on Mar. 18th.1901, complaining of defective
vision. Her sight ha.d been failing for two months past,

and was gradually getting worse.

AL R. 6/12. V.A.L. 6/18.

Syphilis wa.s contracted from her husband six years a.go.

The infection was followed by g well marhed secondary
shin ra,sh, sore throa.t, and fa,11ing out of the hair.

She was under treatment for six months, but stopped then
as all the symptoms had disappeared. She ha.s ha.d several
misca.rria.ges since infection, and two children born at
full time, both of whom suffered from early syphilitic

lesions.

The externa,l appearances of the eyes were norma, 1l; the
pupillary reactions normal, arid the media, clear.
The fundus in both eyes- presented similar appearances.
The dish was intensely red, and prominent to the extent
of 2 dioptres. The margin was blurred
and streahy,and the stria,ted a.ppea.ra.nee
extended over the retina, for a,bout g
dish's breadth round about. The veins
were full and tortuous near the dish.

There were no haemorrhages present,



and the funcus appearec normal except in the immediate

neighbourhood of the cisk.

Under treatment, the neuro-retinitis &racually subsicded
and two months later the visual acuteness was 6/6.

The appearance of the disks had¢ then become fairly
normal, except for slight indistinctness at the temporal
margins. The retinal wveins still showec a slight degree
of tortuosity Jjust hefore reaching the disks, but the

turgldé Aappearance was gone.

In this case the optic mneuritis was very acute, but
guickly resolved when vigorously treated. As there were
no symptoms suggesting that the affection was assoclated’
with cerebral or intraorbital disease, this case must he
looked upon asvan instance of paplllitis arising as a

direct syphilitic lesion.
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Case 509. Optic neuritis during the secondary period.

John D. , aeh. 45, labourer, was first, seen on April 17th.
1902, suffering from an acute irido-cyclitis of the left
eye of a weeh,s duration, a.nd was admitted to the

Infirmary.

Primary sore five months ©previously; rash on body and

ha,ir falling out two months later.

The irido-cyclitis in the left eye slowly- improved, the
pupil dilating circularly,but never quite fully.

Bands of pigmented exudate were left on the lens ca.psule
from near thecentre outwards, marking the position of
the stretched synechia,e. The vitreous was full of

opacity behind the lens.

About g fortnight after admission.
when the inflammatory symptoms in
the left eye ha,d considerably
subsided, the patient complained
that the vision of the right eye
wa.s nearly as lba.d as that of the

left.



On examination the wisual acuteness was found to be very
much affected (T.AR.  6/356. AL 6/760.), and on
ophthalmoscopic examination a well marked mneuritils,
limite¢ to the disk, was discovered. The prominence
measureé¢ 1.50 D., and the disk ‘Was intensely rec¢ with
hblurrec margin, specially on the mnasal side. The veins
appeare¢ very full, and on the cdisk were partly obscured
by the swelling. There were mno haemorrhages, and no

other change could be detected in the fundus.

o ophthalmoscopic ~xamination of +this eye had heen
previously mace, as the vision when first seen was 6/6.,
ané¢ the patient made no complaint regarcding it.

Presumably the neuritis hacd developed after that time

anC the visval acuteness hac declineé¢ very rapidly.



Case 40. Basal gummatous meningitis; Chokec¢ disk;

Paralyses of cranial nerves:; Death.

Mary ., aet. 41, housewife, was seen on Dec.7th. 1900,
complalning of violent heacache, worse at night, anc
rapicly failing wvision.

She was confinec of her second chilc five weeks
previously. The progress to convalescence for the first
three weeks had seem=¢ guite satisfactory, anc at the enc¢
of the thirc week she appearec so well that she was
allowed to go out. for a short time.

During the first thres weeks she hac occasionally.
complainac of heacache, but after being out the heacache
hecame pretty constant, andéd increasec greaily in violence,
and while 'generally worse in the occipital region, the
heac pain was felt all over the heac.

The sight he2gan to fail ancé she complainec of diplopia.
at times.

Temperaturs normal throvghout. Pulse generally about 100.

VeheR J 14. V.Ah.L. J 16.

Syphilis contractec from her hushand nine months
previonsly, with very milé seconéary symptoms.
The first chilc was healthy at birth, but died at the

fourth month after measles. 3econd child presentec the
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skin lesions of early congenital syphilis, and there were
mucous patches on the lips, and the nasal breathing wa.s

obstructed.

Homonymous diplopia, from pa.resis of the left external
rectus. Pupillary reactions norma, 1, but sluggish.

Choked disk wvery marked in both

eyes, the prominence mea.suring 5 D,

with numerous haemorrhages on the

disk, and in the retina immediately

round a,bout. The swelling appeared

strictly limited to the area of the

disk. Veins tortuous and dilated.

Under treatment by mercurial inunction, the headache all
disappeared, and the pa,resisof the externa,l rectus
became less marked, but the wvision gradually failed, and
g month later there was noperception of 1light; the
pupils were dilated to 5 m.m.,and gave no response to
light; slight convergence response still present.

The improvement so far as the cephalalgia was concerned
only lasted for two weeks. At the end of that time the
violent headache returned, and' afterwards wa.s always
worse on the right side. Both sixth nerves were now
involved, the paralysis of Dboth external recti Dbeing

complete.



Uecematous swelline of the eyelicds anc¢ scalp all over the
heac, but most markec on the richt sice, apprared,
incicating that thrombosis hac occurrec¢ in the cavernous

-

anc¢ lateral sinuses. The choke¢ c¢isk haé become much
more prominent (7 D), anc the hasmorrhages more abhuncdant
on the ¢isk anc in the retina 211 over the posterior part
of the fundus along the line of the main retinal wvessels.

There was no proptosis.

The symptoms o0f sinus thrombosis were followec by a
progressive involvement of the other cranial nerves, and

death took place two anc¢ a half months after the first

onset of the symptoms.



Case 41. Syphilitic encarteritis.

Robhert H., aet. 47, encineer, was seen on Jan.1l8th.1901.
Juring Lhé past 18 months he hacd had sevéra] attacks, on
rising in the morning, coming on like fainting fits, with
momentary loss of consciousness. Till the last attack he
felt all right apain in a few minutes, and was able to go
Lo business as usual. During this - time he has Dbeen
troublec a goocd cd~al with heacache, always worse while he
was 1n bhed. After the last attack 1in Dec.190C, he had’
difficulty in articulating, anc¢ this dysarthria is still
noticeable, hut only amounts Lo the occasibnal clipping
off of the last syllable of a word;

Theré has never been any impairment of power in the arms

or legs, and no anaesthesia, but there '1is well markecd
fibrillary tremor in the right side of the tongue, and
paresis of the right side of the face.
He has worn glasses for many years on account of a
hypermetropic error, and for the past six months he has
been conscious that the sight of the right eys was not so
good as it used to be.

Unaiged V.A.R. 5/50. V.A.L. 5/18.

¢ + 3% D.Sph. R. 5/9. L. 5/5.

Contracted syphilis 8 years ago, and was under treatment

for close on two years.
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Right, dish and vessels as they
emerge from the dish a,re normal.
About four dish breadths from
the origin of the inferior nasal
artery, the vessel is lost in g
white Dband, which a,ppea,rs to
follow the course of the
original wves*sel. Lying close to
the transformed blood-vessel,
there are numerous flame-shaped ha,emorrha,ges, irregular
blach pa,tches of pigment, and several small white a.trophic

loohing spots.

The left fundus was normal.

The discovery of the enda.rteritis of the retinal vessel
a.t once suggested that the cerebral condition a,rose from
a similar cause, and under treatment Dby potassium iodide
and syrup of the iodide of iron,the headache disappeared,
the facial paresis became less marhed, the speech defect
cleared up, and during the following year there had been
no recurrence of the cerebral symptoms.

The haemorrhages into the retina became absorbed, but
the pigmented and the a.trophic loohing spots rema.ined,
and the retinal vessel itself appeared to remain

unchanged.
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Case 42. Post-neuritic atrophy; Plastic diritis.

-

John ©., aet. 3 months, was seen on larch 6th.1895, with
inflammation of the right eye of three cays duration.

The chil¢ looked weak anc ill-developed. Since birth he
ha¢ mever appearec to take any notice of his suvrroundings
anc a bright licht failec¢ to attract his attention.

foon after birth the skin about the buttocks bhecame red
anc excoriated. This syphilitic roseola was still present
abont the genitals ancd round the mouth. At the angles of
the mouth mucous patches were present, the voice was
hoarse, anc the nose stuffed up.

The mother was a primipara, and had contracted syphilis
shortly after marriage, but had only been unéder treatment

for a month.

The conjunctiva of the right eye was uniformly and ceeply
injected, the iris was very dark in colour, the agueous
wa.s hazy, an¢ the pupil small. Atropine dilatec the pupil
very irregularly, revealing numerous synechiae attaching

the pupillary borcer to the anterior lens capsule.

Uncer treatment by mercurial inunction and atropine
locally, the adhesions broke cown, the exnéate became
ahsorbed, and gradually all the inflammatory appearances

passed off,
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On examination of the fundus later,
by the indirect method, both dishs
presented the typical appearance of

g§ consecutive atrophy. The dishs

a.ppea.red porcelain white in colour,
with irregular outline, and an incom-

-plete ring of choroidal pigment. nor a dish's breadth
all round the dish, the fundus had a pale bleached
looh. The retinal vessels appea.red small, and the veins
were tortuous.

There wa.s no pa.resis of the externa,l ocular muscles.

The pupils were inactive to 1light, and were 3 m.m. in

diameter. Tision nil.

The atrophy of the optic nerves in this ca.se must have
followed an optic neuritis or chohed dish occurring
during intrauterine 1life, brought on most 1lihely by an
ante-natal meningitis. That the condition wa.s due to
congenita.l syphilis was rendered pretty certa.in Dby the
development of the early lesions, including the iritis,

in the child, and from the maternal history.
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Case 473, Syphilitlc endarteritis;

Homonymous hemianopsia.

Claud B.,221.36, sea-captain, was seen on Dec.13th.1899.
Two days previously a richt hemiplegia hac¢ ¢evalopec.

The onset was acute, the paralysis beginning in the right
leg, and extendcing in the course of %3 hours to the right
sice of bocy, arm. and face.

The patient hac never bheen (eeply unconscious, anc coulc

always be roused by speaking loudly to him.

YWhen first seen both pupils were eqgual, measuring 3 m.m.,
anc gave no response to light. Conjugate deviation to

the left was mAarkec. The right hemiplegia was complete.

On fully recovering consciousness, aphasia with right
hemianaesthesia was Tnoted, and a right homonymous
hemianopsia was also found Lo he present.

The funcus was normal in both eyes.

The aphasia entirely disappeared in the course of a
fortnight; the paralysis of motion clearec up slowly anc
almost completely, the right leg only showing a slight
drag on walking; the hemianaesthesia improvec in a 1less

markeé¢ way, sensation remaining consicerably impairec.
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The hemianopsia remainec¢ unchangec, and the Argyll-

Robertson pupil was persistent throughout.

Tour months after the first attack a second hae~morrhace
occurrec, with right hemiplegia and profound coma, ané

death took place four cays later.

The patient hac¢ contractec syphilis six years previously,

ancC had heen treatec for a year.

The lesion here was evidently a haemorrhage due to
disease and ripture of onme of the Jlenticulo-optic
arteries supplyine the posterior 1imb of the internal

capsule.
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Case 44. Paralysis of the third nerve.

Archinald A., aet.28, clerk, was admitted to the Glasgow
Eye Infirmary on Feh. 2nd.1899, suffering from a complete
paralysis of all the external muscles supplied by the
thiré¢ nerve of the 1left eye, an¢ a paresis of the
sphincter pupillaes anc the ciliary muscle.

For the past five weeks he had hac severe supraorbital
heuralgia, usually very severe at night, and two weeks'
ago the upper eyelid hegan Lo droop and he saw double.

Latterly the ptosis: had heen so complete>as LO prevent

the diplopia causing him any trouble.

On raising the 1id the eyebhall was found Lo be rotated
- cownwarcs and outwards, and 1t was 1n this direction
alone that any movement of the eyehall coulc be made.

The pupil measured 5 m.m., but the ophthalmoplegia
interna. was only partial as a sluggish response was
ohtained to light anc accommodation.

V.A.R. 6/6 J 1. : V.A.L. 679 J 6.
On hol¢éing up the eyelid, the typlical crossed diplopia

of a third nerve paralysis was readlily obtainec.

History of gonorrhoea anc syphilis three years ago.
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As the paralytic symptoms showed that the whole thirad
nerve was implicated, the lesion was  presumably basal,
and any doubt on that point was removed by the
association of the third nerve lesion with a 1lesion of

the ophthalmic c¢ivision of the fifth.

The diagnosis was "a 1limitec¢ intracranial gummatous
meningitis mnear the sphenoidal fissure", and treatment

by biniodide of mercury brought about a cure in the

course of six weeks.
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Case 405. Mydriasis; Facial paralysis.

ilary V., aet. 37, housewife, was admittec to the Glasgow
Tye Infirmary on June 12th.1899,complaining of ineguality
in the two pupils for the past two weeks. She deniec
having use¢ any drug.

The vision of the right eye had been cdefective from
childhood, anc on the cormea of this eye ﬂhere was a fine
central nebula, such as might be left after a superficial

ulceration during conjunctivitis neonatorum.

V.A.R. 6/60. T.AL. 6/6 J 1.

The right pupil was wicely dilatec (7 m.m.), and made
no response to light or accommocation. There was no
evidence of past iritis, and the pupil contractec¢ readily
and circularly on the instillation of eserine. Wiith the
contracte¢ pupil distant vision was improved to 6/24.

The movements of the extraoccular muscles were normal.

The 1left side of .the face was distinctly flat anc
expressionless, from obliteration of the facial lines,
There was a distinct paresis of the muscles suppliec by
Lﬁe left facial nerve. This facial conc¢ition had not
attracted the patient’s attention, anc was probably

racent.
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Syphilis contractec 7 years previously.

In this case there was a lesion of the anterior part of
the third nerve nucleus on the right side, and of the
seventh nerve nucleus on the 1eft, and¢ from the length of
time that hac elapsed since infection,the probability was
that the lesion was due to vascular clsease.

This patient only attenced the Dispensary twice, so that

a. note of the further history cannot be given.
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Case 46. OUphthalmoplecia interna.

.

Jane M., aet. 41, housewife, was acmitteC to the Glasgow
Tye Infirmary on July 25th.1898, suffering from cefective
vision in the right eye, which was said to have come on
graduvually during the past two weeks.

T.A.R. 6/60. V.A.L.  €/24.

Pupils unequ~al. Right 8.5 m.m. Left 2.5 m.m.

The right pupll gave mno response to light, while +the
left was active to direct and consensual stimulation.
funcus normal 1in hoth eyes. Refraction hypsrmetropic.

T.AGR. € 42.35 D. 6/12. V.h.L. T +1.50 D. 6/123.

History of specific infection 8 years ago. General

health hac¢ heen very poor for some years past.

Under treatment by biniocide of mercury, anc later by
’iodide of potassium and syrup of the i1odide of iron, the
ophthalmoplegia finally got well, although during the
time the patlent was uncéer treatment, the condition
showe( a great tencency tLO recur after temporary improve-

-ment.

The lesion here was diagnosed as nuclear, as there was
never any further involvement of the third nerve, or

implication of any of the other cranial nerves.
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Case 47. Ophthalmoplegia interna bilateralis.

Annie L., aet.32, housewife, was admitted to the Clasgow
Bye Infirmary on June 7th. 1900, complaining of defective
vision for near work for the past three months.

T AR, 6/6 T 4. T.LoL. 6/9 J 8.

Hypermetropia 1 D. Iuncus normal In both eyes.

T.A.R. ¢ +1 D. 6/6. V.A.R. ¢ +1 D. 6/6.

Yr
3

+2 D, J 1. V.A.L. ¢ 43 D. J 1.

ol
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‘Pupils unequal. Right 3.5 m.m., and reactec sluggishly
to light, an¢ accommodation. Left 6 m.m., and giving no
reaction.

The movements of the extraocular muscles were normal.

Syphilitic infection 6 years ago, and since then the

patient hac¢ hac two miscarriages.

The lesion 1in +this c¢ase must have been due to a
syphilitic encarteritis,implicating the vessels supplying
the anterior part, of both third nerve nuclel, and the

left one more than the right.
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Case 48. The Argyll-Robertson pupil.

Peter J., aet. 50, engineer, was seen on Dec.15th.1899.,
complaining of cefective near vision. Up till that time
he hac¢ worn no preshyoplc correction.

Veiod 6/6 J 2. V.A.L. 6/6 J 2.
Both puplils were equal and measured 2.5 m.m. in diameter.

The direct pupillary reflex +to light was abssnt, but the
pupils were active on convergence and accommoc¢ation.

The funcus was normal 1In both eyes. 1o refraction error.

V.A.U. ¢ 42 D. Sph. J 1 easily.
Enee Jjerks absent, but no othef symptoms suggesting

tabes, and the patient considered himself in good health.

Contracted syphilis 12 years previously, anc hac been
treatec for a year. Illever any further development of the

tisease Lo his knowledge.

This patient was agpaln seen recently, andé the Argyll-
Rohertson pupil was still typically present, without any
further symptoms of cerebral or spinal degenerative
change, beyond the continued absence of the patellar

tendon reflex.

The persistence of the fArgyll-Robertson pupil certainly
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points to a cCegeneration of Mepynert’s fibres, and
in combination with the absent knee Jerks, suggests that

At some future period tabes is 1likely to develop.
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Case 49. Paralysis of che sixth nerve.

Elizabeth D., aet. 36, housewife, was admitted to the
Glasgow Ey© Infirmary on Dec. 12th.1898, complaining of

diplopia of two months duration.

History of specific infection 5 years previously.

7or two weeks before the onset of the diplopia there had
been severe headache, specially severe at night, and
always confined to the back of the hear.

After the diplopia appeared the headache was even more

violent.

Convergent strabismus in left, and. this eye could not be
rotated out beyond the middle line. Diplopia homonymous,
the sepa,ration of the ima.ges increasing as the object was

carried to the left.

R The paralysis of the sixth nerve wa.s

I the only symptom of cerebra.l syphilis,
| and the severe headache made it prob-
I -able that the condition was due to g
gumna, , ra.ther than to g3 nuclear

I affection.
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The patient was put on hiniocice of potassium. Two weeks
later all the head paln had disappeared, ané the éeye
coulC now he carriec¢ outwards heyond the miccle line.

In a month the cormeal margin could bhe burieé¢ under the

outer canthus, anc the diplopia had entirely disappearec.
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Case 50. Paralysis of the sixth n=2rve;

‘Seconcary atrophy of the optic nerve.

James G., aet. 30, traveller, was first see~m on “eh.9th.
1300. He hac suffered from diplopia for about a year
past, and hac heen uncder treatment for six months without

apparent henefit.

History of syphilitic infection six years previously.

The left external rectus was completesly paralysed, with
seconCary contractur~ of the internal rectus.

The ey2 was 1In the position of a convergent, strabismus,
anc coulcd not he brought out to the middle 1line.
Homonymous cCiplopi-a. The -~risnal acuteness'gf hoth eyes
was euval, anc the ophthalmoscopic appearances were

normeal.

YA 676 J 1. T.L.L. €676 J 1.

The patient was mnext seen on June 23ﬁd.1901.Awhen he
came stating that for the past three months the visual
acuteness of the right eye had been gracually failing,
anC that since the wvisual acuteness hecame s0O defective

the ciplopia had disappeared.

T AN 6760 J 19. T.A.L. 676 J 1.
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On looking straight forwaré there was 1little apparent
squint, but abhcuction was cefective 1in bhoth eyes, anc on
reaching the 1limit of abduction, nystagmus appearedé in
the ahductec eye.

Pupils active in hoth eyes to light and convargence.

Left sicée of face showed a lack of expression from
ohliteration of the facial 1ines, and on speaking the

facial muscles of that sice hecams tremulous anc¢ thelr

movemants appearad exagegeratac.

Ophthalmoscopic examination showec¢ that the right disk
was atrophic, the pallor baing specially markecC on the
temporal side. The arteriess were small, anc the wveins
appearad unchangec in calibre.  The wvisval fielc of this
eye showed marke¢ peripheral contraction fof white, anc

AvAM moTe pronouncac¢ contraction for colourec objects.
The Teft funcdus was normal.

When first seem the 1lesion wAas supposed to he nuclear,
as the paralysis of the left éxternal rectus was, anc hac
been, his only complaint. It was further thought unlikely
that Lhe concition would impro;e as 1t hacd been in

evlidence for a year. Yet, on being seen 18 months later

the power of contraction 1in the 1eft external rectus had



returnec Lo some degree, and there was then a partial
paralysis of the right extermal rectus, with involvement
of the facial mnerve on the l2ft side, and a seconcary
atrophy of the right optic nerve.

The only syphilitic lesion 'likely to involve all these
structures must have bheen a hasal one,either a widespreac
chronic gummatous meningitis, or multiple gummate.

Jt is also possihle that a2 numher of different focal
lesions, nuclear anc hasal, could have given rise to. the

concition, hut the history of the case 1rencers that

improhahle.

Uncer treatment by iloc¢ice of potassium and syrup of the
locicée of iron mAarkec improvemént took place 1in the
paresis of the sixth nerves, anc¢ in the facial concdition.

The secondary atrophy of the optic nerve, as was tLo be
expected, hecame more markec, and vision was further

recuced to the hare perception of light.

This case exhibited some o0f the marked characteristics
of cerehral syphilis, viz., 2 random association of
symptoms, a tencency toO remission and relapse, and a

ready amenability unéer appropriate treatment.
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Case 51. Gumma, of the orbit.

T1lizaheth S., aest. 41, housewife, was seen on Sept. 6th.
1901, complaining of drooping of the right eyelid,
diplopia, an¢ protrusion of the eyeball.

The ciplopia hac heen present, for three weeks, anc the

proptosis for one week pAast.

Prtosis, with distinct exophthalmos. On raising the
eyelid, the eyeball was founé to he slightly abducted,
and the only direction 1in which voluntary movement could
be mace was a very limitec¢ rotation inwarcs. The pupil
was 5 m.m. in diameter, and gave a feebly perceptible
response to strong lighp, and none toO Aaccommocation.

Crossed diplopi-a.

On pressure on the eyeball through the c¢losec 1lids
backwards towarcs the apex of the orbit, discomfort,
which di¢ not amount, to actual pain, was complained of.
Mo tumour could be felt on palpation, merely an undefined

feeling of resistance.
Syphilitic infection 10 years previously.

In this case there was an ophthalmoplegia affecting all

the muscles of the eyeball, partial so far as the thirc
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nerve was concerned, as the pupil reflex was not guite
absent, and the internal rectus still mace an effort to
adduct the eyehall. The fourth and sixth nerves were

completely paralysec.

The absence of acute pain on pressure mace it likely
that the lesion was a gumma at the apex of the orbit,

rather than a periostitis.

Under treatment by biniodice of mercury, the proptosis
subsidec, and the normal movements of the eyebhall slowly

returnec.
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Case 52. Orbital periostitis; Lachrymal fistula.

This patient was admitted to the Glasgow Eye Infirmary,
under the care of Dr.Hinshelwood, to whose kindness the
author Is Indebted for having been able to obta.in the

characteristic photograph, and for permission to include

it here.
The physiognomy is quite typical of inherited syphilis.
The teeth were also characteristic, and the patient

suffered from interstitial keratitis in both eyes.

There had been a periostitis and lachrymal abscess in
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the right at a previous d¢ate, from which recovery hac
heen complete. The skin over the region of the lachrymal

sac was cicatricial and adherent to the c¢efeper parts.

The affection of the Jleft sac had hegun as an orbital
periostitis, goling on o suppuration of the sac,
prelachrymal abscess, and fistula.

The site o0f the prelachrymal abscess and fistula is
characteristic of an acute dacryocystitis originating in
an orbhital periostitis 1mplicating the orbital margin of
the lachrymal grove, as the abscess has pointed above the
internal orvital ligament, anc¢ the fistulous opening is
situatec above the inner canthus, while the usual sité of
pointing,in lachrymal abscess arising 1in the ordinary

forms of acute dacryocystitis, is helow the ligament.



