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MODIFICATIONS OF A SIMPLIFIED OPERATION 


FOR MINIMAL PTOSIS 


BY 

R. M. FASANELLA , M. D. 

New Hnen - U.S.A. 

In 1961 Fasanclla and Servat descrihed "Levator Resection for Minimal Ptosis -
Anolher Simplified Operation". Figures 1-7 are takcn from !he original a rtic!e. 
Since thal time there has evolved broader indications ror this operalion. In ad
dition, a modification ol Ihe original suture has resulted in a reducliou ol a 
painful keralitis caused by the suture knols originally described. This operation 
has beeo now used widely aud recently Crowell Beard wrote, "While 1 don't 
agree with you Ihe mechanics, 1 think tha! your operation is Ihe grealC9t thillg 
Ihat has happened lo ptosis" l. 

In an article enlilled "Surgical Trcalment oC Blepharoptosis . A Quanlitati\'c 
Approach" l\ Dr. Beard conlinued lo say !hat " Ihis is Ihe simplest ol logical 
plosis operations. Its results are predictable, wilh a higb degree 01 accuracy and 
are so constan! Ihal Ibe proced ure is regarded as excellent lor congenital ptosis 
ol 2 mm. or less and for certa in cases oI acquircd ptos is. The original suture 
placement has been modified. 5-0 or 6-0 plain catgut has been found lo be 
adequate. As Ihe tarsus and other ti$Sues are excist.od, Zl lew mms. al a time an 
arm of double arm suture is carried from one epilhelial side lo Ihe other in 
serpentinc fasbion. (Fig. 8 and 9). In Ihis wa y Mueller's muscle is prevented from 
retracting. The same suture is then carried in a running fashion back to its 
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R. FASANELLA 

Fi,. l. The lid i . e"erted and 2 turved hemoslata are • 
51aepin, «Injnnli"" ursus, le"alor aod Mullt t', muede. 

Fif. 2. 	 Pullio, up Ihe lemporal hemollal , amaU lO S 
mm.) are laken and al Ihe ume time maUre ...alura 
are cardulJy and firmly placed wtih ahe knot distal to 
Ihe cornea In Ihe normal position. 
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MINIMAL PTOSlS 

f.. ", 3 

Fil. 3. 	 Appearance of 4 mauren sutures in place before lid is 
reeverted to ila normal position. To avoid injury to the 
eornea Ibe two central knots and aH knola ahould be 
placed as far temporally and nasally as possible. More 
recenlly 1 have brought the ccntral sutures up throulh 
tbe indsion and tied them on the skin sudare over 
rubber dsma. The Slru('tures he1d by the hemostats have 
heen sacrificed. 

point of ongm as a eeinforcement alld both arms of the suture are canied out 
through the skin and tied. (Fig. 9 ) . No knots touch the cornea. The first 
few cases in a series were done according to the original technic aod a temo 
porary but painful keratitis was caused by the suture knols. This has been 

avnided by the use of the described suture placement. Frost sutures arc nol 
necessary. In children a patch is used for Iwo or three days but in adults the 

eye is often lefl unpatched" . 

Foe those who wanl to continue lo use interrupted sutures, ralher Ihan 3. con· 
tinuous, I have again r¡;commended Ihat all the sutures should be placed so 
Ihat the knols in the final position of the lids should He as far away from the 
limbus as possible. However the two central ol the four sutures are brought 
through the wound edge oulward toward the skin and tiea wilh or without a smalJ 

259 

• 




MINIM Al• I'TOSIS 

l · .. " ••> ,. with onl)" ORe knot pla· Fip;. 4. An alternate melhod of sU!llrm,; 
d temporally." 

.,~ S .. 
Fi g. 5. ··,r melhod of suturing allain with one finalS 'U ano~ 1 

u . h temporaknot In t e side. 
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.\lIN IM AI. PTOSIS 

". 

· /••· I· •· ,
• \••.. 

'" , 
Fig. 6. Diagramatic sketch demostrating how the 3 main insertions of the 

levolor and how Muller's muscle and Ihe levator and tarsus may 
funcl;on as o unit. 

piece of rubber dam. In addilion ror further protection lhe central knots should he 
moved to the extreme nasal and temporal sicle. In this fashion there is liule if 
any chance oí the sutures rubbing against the cornea. On one occasion, J 
received a caU from Ihe mid-west because of central sutures which had been 
placed with the kno's Iying towards lhe limbus causing a keratitis. 1 recom
mended in Ihat case thal a doughnut-shaped contact lens should be worn unlil 

the fifth day and then the sutures were to be removed. 

Beard recommellds Ihis operation for the foJlowing various Iypes oí congenital 
and acquired ptosis: 

A. Congenital PtQ-S;S 

l. Bilateral congenilaJ ptosis 

a. Mild (1. 5 to 2 mm.) 

2. Mild uuilaleral congcnital ptosis where Ihere is good levator function. 
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K. t' ASAN ELLA 

< 
Fi l!. 7. 	 A. Preoperative appearance of plosis in rI , bt eye. Nole preBcence 01 ~ome 

lid lold. 

Fig. 7. B. Pouoperalive piclure 01 ptoeis repair . 
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MINIMAL PTOSIS 

• 

Fig. 8. 	Cro~S""1!ection sho..-in" ano' 
tomical relat'on of the 
everted eyelid; A, con
juncliva and Muller'6 mUS
ele; B, levolor aponeuro' 
sis; C, orbhal septum ; D, 
and E, position oI ja..-s 
oI hemostat in Fuonella
Servat procedure. (Beard, 
Crowel: The "ur gical tre
nlment oI blcpharoptosis: 
A quantitat ive approach. 
Trans. Amer. Ophth. Soco 
64:1966) . 

B. Acquired Pwsis 

l. Neurogenic 

a. Following certain diseaso processes 

b. Horner's syndrome 

2. Myogenic 

a . Senile ptosis 

b . Late acquired hereditary ptosis 

.3. 	 Traumatic 
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11. rAS ANELL A 

a. Post-enucleation (mild) 

b. F ollowing orbital surgery 

4. Mechanical 

a. Following treated conjunctivitis 

Callahan has used this operation in certain cases of undercorrected pto!is. He 
prefer5 lacing a monofilamenl suture ( a~ 5upramid extra 6·0 *) back and íorth to 

• 


¡"ifll. 9. Modified pllCemeD! of eulures ror F.sanell ....St:r
v.! procI!!dure. ( Deard, Crowell; Thl!! l urllical lre

aUnenl 01 blephl roplosis, A qUlnlitalive approlch. 
Tranl . Amer. Ophlh. SOl'. M: 401, 1\166). 

• 
7801 

Suprimid [xlra R. Dr. S. Ja("k~o n, I'hHrmaceulie.¡ J)ia llnoslie, SlIrgical S¡leelaltie8, 
Woodmonl A ... ~. , Washinglon, D. C. 20014. 

,. 
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M1N1MAL rTOS1S 

unile Ihe larsal edge firmly wilh the resected conjunctiva and levator aponeurosis. 
The monofilament is brought Ihrough the lids and each end is placecl bmeath 
a small square 01 adhesivc tape. The monofilament suture is pulled out about two 
weeks laler 3. 

Dr. Bea rcl says " many cases of Ho rner's syndrome warren! Ihe Fasanella·Serval 
operation" . 

In sn unusual case of a plosis Ihal followed a chalazion eXCISlOn, abad overo 
correction lollowed the ptosis which might have been correcled by Ihis operslion 4. 

I have described Ihis operalion as Ihe 6·5 operalion . an operation lha! is 
indicated for smail amoun!s of plosis, an operation Ihat is simple, Ihal leads 10 

symmetrical and a snwoth curve of the lids that can be donc in a short time 
snd Ihal is sati.sJyi.l!g, if used in Ihe proper cases, to both palienl and 10 the 
.'iu rgcOn . 
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NUEVO INSTRUMENTO PARA LA CIRUGIA 


CORNEO·CONJUNTIVAL: EL OFTALMO·TUMI. 


POR 

JOSE GALVEZ·IAIME. M. D. 

Chidayo, Perú 

En nuestros países latinoamericanos, la elevada incidencia del Pterigión invasor, 
de la variedad tropical, es tan importante que la Operación de Extirpación de 
Pterigion debe recibir la máxima atención, en cuanto a su perfeccionamiento ins
trumental y metodología de tiempos operatorios. 

Creemos, por habérnoslo dictado la experiencia, que la Extirpación de Pterigion, 
especialmente si es mayor de 1 mm., debe ser considerada una Operación de 
Cirugía Mayor, que se trala de una "cirugía tisular", es decir, que es necesario 
disecar los tejidos en forma muy limpia, minuciosa é impecable, para obtener 
buenos resultados (es decir, separando "histológicamente" los tejidos sanos de 
los enfermos), y por último que es muy útil , si no indispensable, la aplicación 
post·operatoria de Irradiación Beta (Strontium-90, Itrium-80). 

La mayoría de [os cirujanos oculistas emplean el Cuchillete de V. Graeffe, para 
desinsertar el Pterigión de la cónea, es decir, para disecar la cabeza y cuello 
de la neo formación. Habiendo experimentado algunas desventajas de este instru· 
mento en esta clase de operación, estuvimos hace algunos años probando la di· 
sección efectuada por la Espátula piriforme de J. I. Barraquer cuya cabeza es 
redondeada, con resultados mejores. Sin embargo, este escarificador corneal, que 
tiene un delicado filo es un instrumento ca ro, reservado a la Cirugía Keratoplás
tica. De alli, que hace aproximadamente 7 años, el autor viene apreciando la 
eficacia de un nuevo instrumento, diseñado a base de un clásico cuchillo cere
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,---------~~-
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¡"PUSH .>] 

(ONCORTES 

(uCHiLLÚE 

OFTALMO
TUMl' 

(~ 

~----__--~--~I 

Di"ección del Plf>risión con. Un nuevo insl rumcnto. - En A ('uedll venc la . i1ueta del Of
talmo-Tumi , inst rumento e6u rifiu dor O dis~ctor adaptado de un cnrhillo ceremonial del 
Antipo Perú. En 8 puede aprccillrllC la primera maniobra, de "push" o empuje abriendo 
el divajc córne~onjuntiva1 ; en C se observan los movimientos de "Sweeping" o barrido, 
y en D , la comparación «In 105 eorte8 disecante! del Cuchillete de Graeffe {observado, con 
Fluoresceina o Azul de mctUeno, dan 111 impresión de rajaduras o auñado l. De am la au' 

perioridad de la dis«ción con Oftalmo-Tumi. 



OfTALM().T UMI 

j 1,;' 

monial del Antiguo Perú, el "Tumi" de oro de Lambayeque. Este instrumento 
que Calvez-Jaime ha denominado el "Oftalmo-tumi" fue preparado en forma sen· 
cilla, dándole un corte y un filo parabólico a una lanza o Quenitomo triangular 
que haya sido desechado de la Cirugia de Catarata, por habers~ me'lado (Ver 
grabado adjunto, rig. A). Con el Oftalmo·tumi, como puede apreciar!IC en los , 
esquemas, es posible efectua r con más facilidad tres maniobras sucesivas, muy 
ütiles en la disección del Pterigion, que se han llamado respectivamente: el primer 
"empuje", el "barrido" disecante, aprovechando el clivaje de ambos tejidos ( Figs. 
B y C) y cl "afeitado" de la superficie liberada, maniobra que se puede com
probar y perfeccionar bajo control de la lupa binocular de Zeiss ó inclusive bajo 
microscopio operatorio. 

Los pasos para la disección del Pterigion, realizada con el Oftalmo·tumi son 
los siguientes: 

l. "Push" o empuje. Es el inicio de la ~an iobra de despegar la cabeza, 
tomada previamente con una pinza. 

2. "Sweeping" o barrido de la adhesión corneo-conj untival. Esta maniobn 
se efectúa con suaves movimientos convexos al eje mayor del Pterigion. 

3. "Shaving" o afeitado. Este tiempo puerle hacerse indistintamente con el 
nuevo instrumento o con el Cuchillete. 

La desventaja fundamental del Cuchillete, es que efectúa una eSpecie de ara· 
ñado o "scratching" (Fig. O) , ya que sus cortes generalmente perpendiculares 
y oblicuos al eje ma yor del Pterigion, consti tu}'en una acc ión de "sajar y a rañar", 
profundinndo en ocasiones en las capas del parénquima sano. Contrariamente 
a lo anterior , el Oftalmo·tumi efectúa ulla disección tisula r muy cercana a la 
perfección. Por ello creemos que si asimilamos geométricamente la silueto. del 
Pterigion a un triángulo de vértice redondeado, convexo, hay que deducir que 
el mejor instrumento para desinsertarlo de la Córnea, no es un filo convexo 
(sea circu lar, elipsoidal o parabólico), porque ofrece mejor línea de COI le }' 
l.'conomia de esfuerzo, 

Concluimos la presentación del Oftalmo-tumi señalando que otras aplicaciones 
del instrumento son: extracción de cuerpos extraños corlleales (hemos diseñado 
un Minitumi de hoja elipsoidal mu y pequeña), pudiend o también usa rse dándole 
ulla curvatura apropiada, para cirugia de la cámara anteri or, como Sinequiótomo, 
con un fiJo parabólico compues:o, es decir con mayor l'xcentricidad de la curva 
en un lado. 

Avda. Llli ~ Gonl\¡Uu MO. 
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EPISCLERlTIS DE ORIGEN PARASITARIO 

POR 

JORGE A. BERGANZA. M. D. 

TuJancingo, _ HIO. México 

Después de 2 años de escarbar inútilmente en la literatura oftalmológica en 
busca de publicaciones referentes a episcleritis y escleritis de posible origen para· 
~itario, y no habiendo tenido la suerte de encontrarlas (no sé si existan o no), 
nos ha parecido interesante el presentar ante Uds. esta comunicación en la cual 
exponemos varios casos (observaciones personales) que demuestran claramente 
la participación parasitaria en la génesis de las episcleritis y escleritis que hasta 
hoy han tenido una etiología más o menos clásica. 

He aquí mi primera observación personal; 

El 8 de julio de 1965, D. H., de 10 años de edad, pastor de ganado bovino 
y equino, de condiciones higiénico-habitacionales pésimas, vecino de Tulancingo 
Hgo., región de la que nunca ha salido, situada a 2,175 Mts. de altitud, de clima 
templado con temperatura media de 15 Go. C (20.5'.10" lat N; 0-2'-19" lat E 
)' 98-22" lat O), se presenta a la consulta acompañado por su madre, la cual 
llOS relata que desde hace tres días el pequeño presente enrrojecimiento intenso 
oel ojo izquierdo, el que además amanece "chinguinoso" (párpados pegados con 
secreción espesa), acusando a ratos un cosquilleo muy especial dentro del ojo, 
con exacerbaciones dolorosas interminentes. Como antecedente, unos días antes 
de manifestarse el enrojecimiento ocular, el pequeño había estado jugando con 
un compañero tirándose a la cara puños de tierra. 

Una vez separados los párpados, el diagnóstico de miasis ó euliasis ocular se 
hace de inmediato. En efecto, destacándose wbre el fondo oscuro ofrecido por 
el área corneal, asistimos a la gimnasia curiosa que ejecuta un vermículo ovoide 
de 1.5 mm de longitud, de color blanco y coronado por una terminación anterior 
negra. En medio de un constante movimiento se incurba casi hasta tocarse con 
sus extremidades, progresando con rapidez inaudita de un polo a otro de la córnea 
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EI 'ISCLERITIS 

y dejándose resbalar después hacia ahajo por medio de sacudidas acompasadas, 
siempre con la extremidad negra hacia abajo, para. ir por ültimo a arrojarse a 
la "alberca" que le ofrece el fondo de saco inferior lleno de líquido lagrimal, 
donde borbotean ya unos 3 o 4 parasitos idénticos. Explorado enseguida el 
fondo de saco superior podemos descubrir también otros microscópicos gusanos 
idénticos a los anteriores: unos 4 en total. 

Nuestro primer cuidado consiste en desembarazar al paciente de tostas molestos 
huéspede~ , y tomando una cucharilla, previa insti lación repetida de gotas de 
cocaína, empezamos a recoger panisitos de los fo ndos de saco, ais:ándolos para 
el postl' rior examen microscópico. El paciente se tranquiliza con el anestésico 
local dejándose fácilmente practicar los lavados de 109 fondos de saco ... Nueva 
ex ploración , consistiendo en control cndonasal, lavado de vías lagrimales y otra 
vez fond os de ~aco y conjuntiva bulbar a la lámpara de hendidura, realizando 
el " Inventario" de lo ocurrido: 

La córnea, cuidadosamente examinada, se nos presenta lisa, brillante sobre 
toda su superficie con excepción del polo superior donde observamos unas ligera2 
escoriaciones filiformes que toman muy débilmente el colorante. 

En la cámara anterior no se de~cubre nada en particular. Las conj untivas pal
pebrales parecen ser las mlÍs lesionadas. En efecto, evertiendo 108 parpados des
cubrimos verdaderas placas cxudativas, o más bien, neo· membrana! exudativas 
que se deprenden fácilmente con el dorso de la cucharilla; la conjuntiva subya
cente nos muestra zonas hemorrágicas de unos 3 o 4 mm. de diámctro disemina· 
das en forma irregular. 

Por ü\timo examinamos detenidamente la conjuntiva buibar, la cual se nos 
prcs;enla con una rcacción quemótica y congestiva intensa que se acentúa hacia 
el meridiano de las 11 Hs., alrededor de un hotón blanquecino situado muy cerca 
del limbo ; 110 descubrimos ningún otro dato de interés .Precribimos instilaciones 
a base de cortisona-sulfacetamida y pomada a los fondos de saco por la noche 
al acostarse, diciéndole de volver al cabo de 2 dias. 

Dos días desput:s, las conj untivas palpehrales han tomado su aspecto normal, 
pero no así la conjuntiva bulLar, la cual nos ofrece la siguiente imágen a la 
lámpara de hendidu ra: hacia el meridiano de las 11 Hs. donde hacía 48 Hs. ha
bíamos notado un hotón hiperémico, encontramos una placa rojiza, saliente, pro
vista de gruesos vasos ; baj o la conjuntiva que cubre éste "botón" 1105 llama la 
atcnción la presencia de peq ueñísimos puntos negros que sc mueven en forma 
constante pero lenta dentro de una vesícula de unos 4 mm. de diámetro. Al mismo 
tiempo y hacia el meridiano de las 3 Hs. , una pequeña mancha rosada emerge 
de una base de coloración más oscura, empezando a abombar la conjuntiva a 
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JORGE A. DERGANZA 

3 mm. de limbo corneaL El dolor es muy int~ll9o a la presión en el nódulo de 
las 11 horas. 

Cercionindonos de que los puntos negros que se mueven dentro del nódulo 
vesicular, corresponden sin duda alguna a las extremidades anteriores de las lar
vas, se nos ocurre de pronto drenar la vesícula con el fin de eliminarlas, pero 
pensando que, por otra parte, si no se interviene el nódulo, la evolución de dicho 
cuadro no!: pueda dar datos de mayor interés en los próximos días, se abandona 
la idea y se dice continuar con el mismo tratamiento médico y ':olver al ~i

guiente día. 

El 11 de julio el cuadro cs el siguiente: la fotofobia, el lagrimeo y el dolor 
son muy acentuados. La conjuntiva que recubre el primer nódulo nos parece 
adelgazar y los puntos negros móviles han desaparecido, ocupando el contenido 
de la vesícula un líquido amarillento. Gran cantidad de vasos profundos y dolor 
muy intenso a la presión. 

Mientras tanto, la pequeña elevación rosada de las 3 Hs. va tomando poco 
a poco el aspecto de la primeras 72 horas antes, empezándose a ver ya, aunque 
con cierla dificultad los primeros puntos negros que se mueven a través de la 
conjuntiva muy lentamente. Administramos ~edantes por vía parenteral y se 
dice volver al día siguiente. 

Julio 12 de 1965: El Paciente acu;;.a un dolor intensíúmo y no tolera la más 
mínima presión. El el exámen a la lámpara de hendidura nos encontramos con 
que el nódulo de las 11 hs. ha reventado, dejando escurrir pus amarillento es· 
peso, del cual encontramos restos en los fondos d t~ ~aco inefdor, conten iendo dos 
larvas que parecen haber perdido casi por completo su vitalidad; sin embargo, 
la reacción esmleral cs muy intensa. El nóbulo de las 3 Hs. está en su apogeo 
y presenta exactamente el mismo cuadro que el primero 72 hs. antes: muy pro· 
minente y bajo la conjuntiva que le cubre, muy abombada, empezamos", ver 
con bastante ntidez los mismos puntos negros que se mueven con lentitud, aunque 
cn menor número que e~ el primero. 

Sospechando que dicho paciente no volviese a la consulta por no encontrar 
mejoría apreciable y siendo impos ible por su condición mental y edl·.cacional 
contar con su cooperación para seguir estudiando el caso, decidimos intervenirle 
bajo anestesia general al día siguien.e. 

Julio 13 de 1965: El dolor continúa siendo intensísimo, a¡;Í cOTIla la fotofobia 
y el lagrimeo; además, la secreción conju!' lkal y la reacción de las conjuntivas 
bulbar y tarsal ha aUlllentado considerablemente el día de hoy. Lavado de los fon o 
dos de saco. Debridación del nódulo-aLceso de las 11 hs. y examen cuidadoso 
a la lámpara de hendidura: soLre la escJera, observamos una mancha de co~or 
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pizarra de unos 5 mm. de diámetro con zonas de neerosie que son eliminadas 
con una cucharilla; gran excavación escleral al centro. Incisión del segundo 
nódulo, del cual recogemos 3 gusanos que se mueven con gran vitalidad al ser 
extraídos; escurre además un líquido sero·purulento en escasa cantidad. Raspado 
}.Irofundo del nódulo en el fondo del cual también encontramos zonas necróticas 
incipientes, así como la excavación menos profunda que en el primer caso. Caute· 
rizaci ón minuciosa de la zona raspada, con ácido fénico di:uído y recubrimiento 
conjuntival con anclaje en el limbo. Apósito con cortisona-cloranfenicol y anti. 
bióticos de tipo parenteral ; enzymas y sedantes. 

A los dos días el ojo se encuentra en calma y a los ocho se han retirado las 
sedas y se da de alta preseribiendose un colirio a base de cloramfenicol·cortisona 
3 veces al día, dejándose translucir aún a traves de la conjuntiva, las manchas 
de color pizarra. CÓrllea·cámara anterior e iris sin datos patológicos. 

Las larvas han sido depositadas en un tubo de ensayo corto, cubriéndolas con 
algodón bien apretado, y encima de éste otra capa de algodón glicerinado (al. 
cohol al 6O C¡o y glicerina al 5% ), y enviadas para su estudio entomológico. El 
laborator io las identifi ca como larvas de Rinocstrus purpureus, artrópodo de 10 
a 12 mm. de longitud que como sabemos parasita más o meno!! frecuentemente 
al caballo y equinos en general. Esta variedad de mosca es causante de ésta 
miasis ocular, más o menos en igual porcentaje que el Oest rus Ovis. En Algéria 
han sido publicados trabaj os muy interesantes referentes a este utimo artrópodo. 
Recordamos que la frecuencia de miasi!! oculares provocadas por el Oestrus Ovis 
es mucho mayor en éstos países que las ocasionadas por el Rinoestrus purpureus. 
Desde el punto de vista clínico, las larvas parecen menos traumatizante3 que las 
del R. purpureus. Por ultimo debemos hacer notar el carócter "ambulatorio" o 
"escalonado" que presentaron los nódulos epi5C:eral~, así como la ectasia que 
se observó en el primero de estos, 3 meses después. 

Como segunda parte de esta comunicación, presento ante Uds. dos casos de 
episcleritis bilateral recidivante provocados por Oxiuros. 

El 19 de julio de 1967, dos niñas de 5 y 6 años respectivamente que habitan 
de siempre en Papantla , Ver. , pueblo de clima tropical a 40 km de la costa del 
Golfo de México, son llevadas a la consulta por su madre, la cual hace el siguiente 
relato: desde hace aproximadamente tres meses y con diferencia de algunos días, 
las dos empiezan con enrroj ecimiento ocular, lagrimeo y molestia hacia la luz 
que se mejora con gotas de limón ?? (panacea que nuestros indígenas emplean 
sistemáticamente en cualquier molestia ocular, y tambien mucha de nuestra clase 
media y hasta acomodada) ; sin embargo, al cabo de ocho días el enrrojecimiento 
:le ha acentuado x, apareciendo unos "granito!!" alrededor de la " niña", que han 
ido aumentando en numero provocando íntenso dolor. En el exámen a la lámpara 
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ele hendidura nos encontramos con los clásicos nódulos de episcleritis en número 
de 1 a 2 en cada ojo, ausencia de secreción muco-purulenta, inyección limitada 
a la periferia nodular y evidente participación de vasos profundos. Dolor intenso 
a la presión. Edema conjuntival localizado bajo la forma de pequeña saliente 
sobre y alrrededor del nódulo. 

Instalamos un tratamiento a base de corticosteroides, antibióticos de tipo local 
y parenteral y se dice volver a la consulta a los seis días. En ésta segunda con
sulta notamos una mejoría franca del cuadro, persistiendo aún los nódulos con 
un tamaño menor y casi sin síntomas inflamatorios. Aconsejamos continuar el 
mismo tratamiento y volver al cabo de 1 Sdías. Sin embargo, las enfennas no se 
regresan más a la consulta posiblemente por haber considerado la madre que se 
encontraban curadas, sino hasta el día 16 de octubre del mismo año. El cuadro 
clínico presenta entonces una agudización extraordinaria: hiperemia profunda 
de color violáceo muy intensa con tumefacción escleral que provoca nódulos 
enormes muy dolorosos a la presión; además, encontramos fuerte participación 
iriana y comea! en una de ella~: Del nódulo escleral, la vascularización se ha 
extendido hacia la córnea, y d limbo no se reconoce fácilmente; turbidez límbica 
de la córnea y pequeñísimos focos de infiltración en las láminas, parecidos a 
los de la queratilis intersticial; precipitados límbicos discretos. Miosis acentuada 
y sinequias débiles aún en la mitad externa del cristalino. 

En vista de la gravedad del cuadro ordenamos exámenes eomp:ementarios in· 
vestigando de preferencia, lúes, tuberculosis, focos infecciosos, artritismo, etc .. . . 
y sulo nos resultan positivos, por un lado el exámen coproparasitoscópico el cual 
nos revela la presencia de huevecil los y hembras adultas de Oxiuros en el raspado 
de la región perianal, y por otro la fórmula leucocitaria: leucocitos 11,200 
(5- 76; L 23 Y M = 1). Se instala de inmediato el tratamiento antiparasitario 
a base de yoduro de Ditiazanina (Deselmina Lepetit) y vio:ela de genciana en 
píldora (oxiuryl). A la niña que no presentaba participación corneal e iridiana 
se le suspende el tratamiento tópico local ocular y se le da tan sólo el tratamiento 
general antihelmíntico. A la otra, además de éste, se le prescribe atropina, clo
ranfenicol y cortisona en colirio. 

Al terminar la primera eta pa del tratamiento antihelmíntico, o sea a los 8 
días, el cuadro nodular ha mejorado notablemente en las dos enfermas y os ojos 
entran en calma. La vascularización empieza a desaparecer, el dolor lo mismo 
y los nódulos a reabsorberse. Los sintomas de oxiurosis han desaparecido y 
subj etivamente las enfermas se encuentran bien. Insistimos en la vigilancia am
buatoria y se dice volver al mes. 

Al cabo de 30 días, Jos nódulos de episcleritis han desaparecido por completo 
en los dos casos, las conjuntivas se presentan nonnales y se observa solamente 
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una ligera vascularización corneal en el caso en que ésta participó. Iris normal. 
En ambos casos se perciben a través de la conjuntiva unas manchas de color 
pizarra en los sitios donde antes existieron los nódulos episclerales. 

COMENTARIO FINAL 

ReS1UlIcn 

Presentamos primeramente un caso de miasis primitivamente conjuntival que 
terminó con lesiones episclerales y esclerales francas; lesiones no despreciables 
que sin duda hubieran podido agravarse si no hubiesen sido tratadas precozmente. 

No encontrando en la literatura oftalmológica un caso semejante a este, lIOS 

ha parecido interesante el publicarlo, haciendo hincapié en que se ha tratado de 
una verdadera episcleritis de origen parasilario provocada por larvas de Rinoestrus 
purpúreus. De las dos variedades gemelas de miasis ocular, la provocada por 
Rinoestrus purpúreus se considera mucho más Iraumática que la provocada por 
larvas de Oestrus Ovis. El traumatismo observado en el curso de éste caso de 
euliasis ocular ha sido provocado sin duda alguna por la acción conjugada de 
las toxinas secretadas y por 105 ganchos de la larva, asi como por las enzyrnas 
proteolíticas (lisis escleral) y la reacción alérgica concomitante. 

En segundo término hemos presentado dos casos de episcleritis rebelde al 
tratamiento clásico, uno de ellos con fuerte participación corneal e ¡ridiana, que 
cedieron de inmediato al comprobarse la existencia de una oxiuriasis que fue 
tratada a base de yoduro de Ditiazanina )' violeta de genciana, no administrándose 
en uno de ellos (con toda intención) sino el tra/amiento antihelmíntico. Queremos 

hacer notar la Hipotensión ocular que en uno de los ojos (el que tuvo partici· 
pación cornea e iriana) se presentó desde un principio hasta llegar a los 8 mm 
Hg., misma que a los 15 días de haberse instalado el tratamiento antihelmíntico 
adecuado, se normalizó por completo. 

La curación tan sorprendente )' definitiva de los nódulos que ~e observó al 
intalarse el tratamiento antiparasitario, nos lleva a la conclusión de que sin duda 
alguna ésta episderitis fue provocada por la oxiuriasis activa que a su vez 
desencadenó fenómenos tóxicos )' alérgicos en la epiesclera. Por último sugerimos 
la conveniencia de investigar con un poco de más frecuencia, una posible etiologia 
parasitaria en algunas formas de episcleritis. 

Tulancingo Hgo. México. 
19 de Mayo 311 Pte. 

276 



Arch. Soe. Amer. Oftal. Oplom. (19101 - 7 - 217. 

DUANE'S RETRACTION SYNDROME 

BY 

A. HUBER, M. D. 

Zurich - Swilzerbnd 

The retraction syndrome first described by Stilling in 1887 a nd Türk in 1896 
and more exactly defined by Duane in 1905 on the base of a series of 54 cases 
manifests the following c1inical signs: 

l. Marked limitation or abseflce 01 ¡he abducliofl 01 llu: a//ecleá ere. 

2. Narrowillg o/ the palpebral /issllre 011 auemptiflg lU!tlIlCliofl. 

3. Widcning of the palpebral fi ssure on attempting aclduction. 

4. Retrae/iQII o/ tire globe 011 auempting adduclioll. 

5. Devialion of the affected eye upwards or downwards on adduction. 

This pallern as been desc ribed by Duane is realizecl in the majority of the 
cases. Uni lateral manifestation (more frequently 011 the left than on the righl 
eide!) is the rule. Bilateral manifestations are arare occurence. Mast of the 
patients reveal orlhophoria with good binocular functione on looking straight 
ahead. In order lo avoid diplopia sorne patients unconciously mave their eyes. 
respectively their hcad ¡nto the direction of the parelic external rectus, especi ally 
in cases where Ihe primary positioll of the affectoo e)'e is slighlly esophoric. The 
presence of s vertical elemenl in ¡he cases of Duane's·S)'ndrome is a frequent 
occurence: downshoot ¿r up.shool on allempting adduction o r dowlldrift 011 al· 
tempaling abduetion. Not selclom olle ca ll filld in a typica l Dualle's.SYllclrome 
s iso Sil additiollal V· or A·phconomenon. 
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The narrowing 01 the lid fúsure on a<hluction (varying from sorne millimelers 

up to the total closure) is one of the mosl constant findings and on e of the 
most important symptoms for the diagnosis of ,he syndrome. The retraclion of 
the globe manifests itself also in various degrees; in Ihis connection it has to 
be mentionned Ihat the narrowing of the palpebral fissure alone may simulale 

a retraction of the globe. Changes of ¡he palpebral aperlure can also occur without 

relraction. The adduction of the affected eye which according lo Duane and 

other authors should be also marked ly limited , is according lo our experience 

nol changed al all in the typical syndrome. 

From the Iypical Duane·syndrome, as it has heen described ahove and as il 
had heen named by us as DlUJ.lle J. many cases differ in their symptomatology, 
although the phenomena of narrowing of Ihe palpebral fissure on adduction and 
retraction of the globe with eversion of the inferior lid always are lo be found. 

5uch an atypical symptomatology of Duane's·syndrome can be according lo our 
newest observalÍon.'l again divided into Iwo groups: Duane's.syndrome 11 and 

Duane's.syndrome 111. 

Duane's.syndrome Il manifests instead of the limitation of the abduction a 

limitatioll respective:y a paresis of the adduction of the affected eye with inlacl 

possibility of abduction. On intelllion to look into the direction of the "paretic" 

internal rectus a characteristic narrowing of the palpebral fissure occurs, as 

well a dis<inct retraction of the globe. Rere loo anoma:ics of the vertical movements 

as described in tbe typical Duane.syndrome 1 can be observed. Binocular single 
vision may be present cspecially if a compensatory head posture brings both 

eyes ioto orthophoric positioo. The analysis of the elcctromyographic findings 
will show that. Duane 11 is only a special fOTm of the whole group of Duane's· 

retraction syndromes, where the pathogellelic principie consists io paradoxiaI in· 
nervation of the affected muscles. 

In Duane'5.syndrQmc /1/ which recently has been observed by us in Iwo 

patients, there is all apparent paresis of both the exlernal and the internal rectus 

of the affected eye. On attempting adduclion there results a charactcrhtic narrowing 

of the palpebral fi ssure and retracrion of the globe. TII the primary position of 

the nOIl aflected eye, Ihe contralateral aflected eye manifesls either a parallel or 
a slightly divergcnt position. On looking upwards the divergence increases or a 

divergence become manifest in the sellse of a V·syndrome. According to the 

electromyographic findings also Duane.sYlldrome TU can be c1assified within 

the congenital relraction syndromes. 
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Fil. 1. Duane Syndrome 1: marked limllalion of abduflion of Ihe leh eye, widcnin ll 
of Ihe palpebral fi 8~ lIre on allempting abduftion, narro... ;ng of the palpcbral f¡ n ufe 
on atlemptinl adduel ion of Ihe Idl eyr , -relradion o, Ihe ~Iobe on adduction. 
EMG (~imnhDneou. ana ! y, i ~ of Ihe eXlernal rectUl (a) s nd Ihe inlern.1 r eelu! 
(h ) of Ihe Idl eye): p.r~dodc innervalion of Ihe exlernal redD!, which manife!u 
maximum eledrie lIeli .. ily on adduction and minimum on abduction: Normal 
('Icrtrie b('b . .. iour 01 Ihe inlu nal reelUS: maximum 01 ¡nntrn tion on adduclion, 
romp!cte inhibit ion on abduclion. 

Electromyographic findings: 

When reeording simultaneously Ihe aetioll potelltials from Ihe internal rectus 
and the external rectu! of Ihe affecled eye one can prove that Ihe Duane.syndromes 
are caused by a disturbance of Ihe distribution of the innervalion be' ween these 
two muscles, a phenomenon which has beeo called by Eeslell and Papst paradoxic 

innervation. 

In Duane's.syndrome I Ihe external reetus !hows a pathologic innervational 
pallern . 00 adduclion the elcclric activity withio the external reetus inereases 
which represent!i jusI the eontrary of the normal innen'ation. On attempliog 
abduetion the external reetus manifests a distincl decreasc of innervation up 
to complete disappearanee of electric activity. The intermal rectus however shows 
normal eleetric behaviour with a maximum of ¡nnervation on adduction and 
inhibition on abduetion. The edernal rectus of Ihe affected eye in Duane's· 
Syndrome I has ih maximum of innervation on adduetion and it! minimum of 
innervation 011 attempling abduetion. The c1inieal (inding of "abdueeot paralysis" 
is expla ined by the faet of the weak or eompletely failing innervation 01 the 
external rectus on attempting abduction. Because of the simultaoeous innervation 
of internal and external reetus 00 adduetion there resul t!i n retraetion of the glohe 
baekward into the orbit. 
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The symptimatology of Duane'sSylulrome 1I can be explained by the elec
tromyographie findings in a surprisingly easy way. In spite of the clinica] paresis 
of the internal reclus there exisls a praetically normal electrie behllviou r of Ihis ' 
musele in all di rection of gaze. However Ihe external rectus manilests a maximum 
of innervation on adduetion and a 5Ci:ond equally strong maximum of innervation 
on abduction. The appearent "abduction paresis" in Duane TI is not eauaed by a 
paresia oí Ihe inlernal rectus, but by a paradoxic co·innervation of lhe externa! 
rectus on attempting adduction which makes impo5.<;ible a real adduction alld pro
duces at the same time a retraclion of the globe_ The ab~ence of the abducenl pa· 
ra lysis (as generell)' rega rded Iypieal of a Duane,S)'lldrome) ca n be explained 
by the facl thal Ihe external rectus has a second maximum of innervation on 
abduction 8nd lherefore can move easily in this directioll. 

Also the symplomalology of Duane's.syndromc 1/1 can be explained by Ihe 
aid of eleetromyography performed simultaneously on lhe internal and external 
rectus oí lhe affected eye. Here Ihe phenomenon of the paradoxic innervation 
of thc external reclus man ifests ¡lseU in a degree Ilowhere cisc to be observed. 
The normal agonist and antagonist.relationship hctwecn these Iwo mllscles is 
completely abolished. It seems as the two rnuscles of the aflected eye would 
represent parls of one and the sarne musc~e innervated by Ihe same nerve. In 
Ihe primary position both mu.~cles , Ihe external and lh (' internal rectu!, manifesl 
a rather ~trong and equal illllervation. The patlern of electric discharge in both 
muscles reveals lo be practically the same. 011 anemPling abduel ion there resulls 
a complete inhibition of lhe fir ing in both muscles, replaced by synchroneus dis
charges of 30-60 m/ sec. duration . These synchrolleus discharges appear in bolh 
muscles in such a similar way that one would Rasumc rnoth muscles to be inner
vated by the 6ame nerve. 011 attempling adduction there is a distinct increase of 
the declric activily hoth in Ihe external and internal reclus of ahoul the same 
inlellsity. The resull is that lhe globe cannot be mo\'ed towards the nose. Instead 
of an adduclioll Illovemenl there resulls a di!tinct retraclion 01 the glohe. The 
impossibility ol abduction is causcd by the praciicatly complete inhibitioll of Ihe 
external rectu s on attempting abduction. The described synchroneous discharges 
in . bolh musele5 on attempting nbduction are not enough Lo enable an abducl ion 
movemcnt huI only a sort of nyftagmus ratracloriU8 . 

Apart from Duane's-relraclion syndromes of lhe type 1, 11 and 111 lhere exist 
other jorms o/ paraJo.tical innervation, namely simultaneous innervation 01 Ihe 
external rectus with the inferior rectus, with the !uperior rectus or with several 
other ere museles. AH these syndromes manifest Sil apparent more or lesa 
pronouncoo limitatiOIl of the abduction and sometimes also narrowing of the 
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lidfissure and retraeition 01 the globe 011 attempting aclduetion. Thus the Duane· 
syndromes can be placed within a still larger group 01 congenital di50rders ,of 
innervation in which a synergistic innervation of muscles whieh are innervated 
by different nerves, occurs. Even with the aid oí electromyography it is not yet 
possible to determinate exactly where these paracloxical innervations are centrally 
located. lt might be possible that in fulure associated neurologieal symptoms will 
be able to give further information about the level oí these eongenital neur· 
motor lesions which seem to be in connexion with an embryonic malclevelc pment. 
Here it might be of interest to point to the faet lhat Duane.syndromes Illay be 
associated with other developmental anomalies like Kíppel.Feil.syndrome, syndac· 
tyHa, shortened leg:>, maldevelopment of chest muscles, marked asymmetry scapulae, 
coloooma outer canthus, heterochromia, hypoplasia maxilla, lens opacities, krok· 
dile tears, nystagmus, deafness cte., abnormalities which may be 01 significance 

111 pin·pointing the ethiology. 

With regara to the ethiology of the Duane·retraction synarome one 
could imagine a Jesion or anomaly within the posterior longitudinal 

í 

r~. ¡"!!?L :r.;:"v' ¡ 
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Fi$.2. 	 Duane Syndrome Il: marked Jimilalion resp. faiJure of adduction or the ¡eft 
eye, normal ahduetioll, narrowing of the palpebral fissllre alld retraetion of lhc 
Jeh 111000 on altemptinll addlletion. 
EMG (simullaneolls analysi~ of tbe externaJ rectas (a) and lhe ¡mernal rer.tu~ 
(b) of the ldt eye) : 
parado"ic inncrvation of tbe e"ternal rectus manifestin l! one ma"imum oF 
inDerValioD on altempting adduction and anolher maximum on abduct!on. Normal 
clectr;c behaviour of the internal rcclus : muximum oi innervalion On "Uemplill ll 
adductioD. complete inhibition on "hduetion of the Idt eye. 
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Fig.3. 	 DUa/w Syndrome 111: practicalIy complele limiladon oI ahduction and ad
duction of the Icrt eye whieh in primary position of the ..-ontra laterul eye 
manifesl8 a eertain constanl divergenee. Nurrowing DI Ihe palpcbral fi "BUfe and 
relraetion of the globe on allempling adduction. 

EMG (s imultancllu s unaly"i" oi Ihe internal rectu" (lllwer curve ) 01 ¡he Idt 
eye) : in Ihe primary Jlosilion of the ri ghl eye inlemive innervat:on of both r ecli 
with sli! ht prevalenee 01 Ihe innervll tion oi the external rectus. On attempting 
adduction (gue 10 lhe rightl intensive e1eClrietie aedon in both muscl"s wilh 
slrikingly equal pallern 01 discharge. On attemptin g abduclion dist;nel {lhen
OmenOn of inhibition in bolh musclcs. disturbed by complclcly synchroncous 
shorl di scharges ol 31l-óO msee duration (Iake noticc oI Ihe similarity oi .he 
aclion pOlential9 within the two musd es wh ich look like dischargcs taken from 
nell rby part , 01 ooe and Ihe sume musele innccvulcd by one and Ihe same nerve!). 

bundle (in analogy lo internuclear ophthalmoplegia ) . Considering the lack 

ol concomitant neurologica l symptoms an cxact !ocalization oí the process 
producing Duane's reotrac!Íon syndrome is not yet possible. A localization 

oí the dislurbance on stilJ higher levels ol Ihe cortico·bulbar gaze cerntes 
seems very improbable, last bu t not Jeast because in the Duane·syndrom·e 

both the command movements and the fol~ow movements and the optically 

eliciated movements are intacto An othcr possibility ol explanation would 
be an aberrant innervation on lhe leve! of the peripheral eye muscle 
ncrves. In Ihe case oí the Duane-syndromes one should assume an 

aberrant innervation of muscles which are in nervated by different nerves 
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(abducens and oculomotorius). F or purely anatomical reasons this seems 
to he very unlike!y; it would h~ possihle only on the base 01 a hypOlhesi5 
Ihat in very early.embryonic periods the nerve5 gel into eontaet with 
wrong muscles. 

SUMMARY 

Tbere are threc forms of thc Duane·retraction syndrome which from the 
clinical standpoint of view ean be differentiated: 

l. Duane 1 wilh palsy of abduction, narrowing of the lid fissure and retraetion 
of Ihe eye in adduction; 

2. Duane 11 with palsy of adduetion, normal ahduetion and narrowing of 
the lid lissure and retraetíon 011 adduction; 

3. Duane 111 with pal!~y of adduetion and abduction and narrowing of the 
lid fissure and relraction on attempting adduclion. By means of electromyography 
iI can be demonstrated that theEe "palsies" are due to a paradoxieal innervation 
between externa! and internal rectus. The Duane· rectraction syndrome is to be 
regarded as a special form of congenital central innervalion disordcr where a 
pathological synergistic innervation oceu rs between muscles which work normaUy 
maioly as anlagoni5ts. 

The elcctrornyographic studies have bcen performed in coPaboration wíth Dr. 
Esslen, Director oí the Research Departament of the Neurological Clinie, University 
of Zurich. 
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PTOSIS OPERATION 

BY 

M. H. LASHKARI. M. D. 

Tehran - Iran 

Ptosis is the term given to drooping of the upper lid, usuaIly due to paralysis 
and defective development of the levator palpebrae superioris. The condition may 
be unilateral or bilateral, partial or complete. Ptosis may be cogenital or 
acquired. 

;- Treatmenl: 

In case of paralysis of the third nerve, treatment must be for the removal of 
the cause. In case of congenital mechanical p~osis, the deformity can be relieved 
only by operation. 

There are different operation techniques for ptosis which seldom give perfect 
results. The foUowing method has pleasing cosmetic resu1t: To begin with ptosis 
should be carefuUy measured. This method is done with an instrument called 
Caliper Castroviejo. Ptosis can either occur in one eye or both. lf it occurs only 
in one eye, the amount oí the ptosis can be determined by comparing it with the 
normal eye. If it occurs in both eyes then according to the proportion oí ptosis 
surgery should be done on both eyes. 

Surgery 

A superficial incision is made on Ihe upper lid about 6 mm aoove the eyelashes 
at the length of the eye lid. The upperlid is then everted with an Erhardt eyelid 
clamp. Parallel to the outside incision 6 mm abov\~ the eyelashes, another 
superficial incision should be made on the conjunctiva. The conjunctiva dissected 
3-4 mm in cach side. This procedure should be performed in a way that it, 
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should nol lear the conjuncliva. Deepening Ihe superficial incision Ihat has an 
approximalely 6 mm (rom the free edges, so nlUch Iha! il becomes one wilh the 
oulsidc inci~ion oC the eye:id. Al Ihis slage Ihe levator palpebrae superioris has 
been dissected. The lower seetion oC the levator palpebrae superioris should be 
broughl out through the opening. Tr.e size of Ihe muscle bcing cul is Ihe same 
as Ihe amount oC the plosis previously measured by ¡he caliper. Then the end 
of Ihe muscle should be attached wilh interrupled sutures wilh 5·0 chromie Clllgul 
under ¡he ~kin al 3mm away from ¡he rool oí ¡he eye lo!hes on the tarsus. 

The conjuncliva wilh 6-0 calgul and the in~i!iÓII on the eyelid wilh 5·0 silk 
with running suture will fini sh Ihe operalion. 

With the aboye operalion many <Ieformity has had S8lisfactory results. For an 
example A. J., eleven years o~d was born with ptosis, Fig. 3. He has becn 
satisfaclorily operated. 

Postoperative Managemenl: 

1) A prolective dressi ng is applied wilh sufficient petrolarum alhum lo 
preven dyin!; oC Ihe cornea for a periocl oC seven days. 

2) Change dressing daily. 

3) Out oí bed Ihe fir&1 day. 

4) The upper eyelid shoulcl nol be evertecl for approximately olle month. lo 
allow for complete healing. 

Thc plosi~ operation can be performed after the age of 3 wilhoul any 
complicalions. 
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. 
A CHALLENGE TO MEN OF VISION. THE 

CRYOOPHTHALMOLOGISTS 

BY 

B. LUYET, M. D. 

Madilon _ 	U.S.A. 

\ When one surveys Ihe behavior 01 human beings durillg the millenia Ihat they 
spcnl occupying the earlh , he is slruck by the (ae, thal, though thry werc 
submerged in a malerial world, and had lo fighl continuousl)' for material 

-; 	 subsistt' llce, they foulld wa)'! oí widening their horiZOIlS beyond Ihe purely 
malerialislic. They let thcmselVt..'S be inspired by ideals, such as Ihe deterrnination 
of helpillg Iheir fello\\' mell. Among Ihe many manifeslations of such ideals we 
Shll lJ , on Ihis anniversar)' of the foundation of the Sociedad Americana de Oftal · 
mologia y Optornetria, consider logether sorne of Ihe humanila rian activilie~ in 
the pr~"ervation of Ihr precious Ireasure of visiono 

I feh proud 01 bl·lolIging lo Ihe human race when 1 was shown a picture of 
sorne hundred hospital sisters who together pledged to donate their e)'es to an 
eye bank after thrir dcath (Sister.~ of St. Mary, in Sto Louis, Missouri, 1960) . J 
have a similar feeling when 1 consider Ihe dedicatioll oí thousands oí ophthal. 
mologists throughoul Ihe world who devole Iheir ¡ives to Ihe improvement of 
man's vision, and , in particular, whí'1l I consider Iheir eHorts, during Ihe lasl 
few decades, lo find mean! oí permitling a brotherl )' exchange of Ihe organs of 
\'isioll and, concurrentl)', mcam oí preserving these organs for future exchange. 
Seell iu Ihat light, Ihe rapid dev('lopmclIl of Cryoophlha~mology in l"ecent rear.;, 
lO ""hich Dr. Barraquer made oulstanding conlribulions. becornes an evenl which 
deserv('8 mentioll in the history ol the world. 1 would like. now, to exam~ne with 
you the close natural connection belween Ihese recenl developmenls in ophthal. 
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mology and sorne of the great events in the evolution of' the world. In the whole, 
our survey might be entitled: A Meditation on the Marvels of the World of 
Light. 

Let me point out firs! the similarity betweell the tool we are using in our 
altempts to grasp the mysteries oí the world - Ihal ¡s, human intelligence- aud 
Ihe 1001 our body uses to get material information about its surroundings -Ihat 
¡s, Ihe eye. 80th use the method of drawing pictures of thing!. 80th may be 
sa id to he picture milis. Furthermore, the developmcnt of our intelligence is, to 
a large extent, thc rcsult of the activity of our eyes, It may even be said lhat 
our intclligence is the prolongation of ocular visiono We think by means of 
piclures. Le! us 1I0W apply this very method of thinking to our survey oí the 
great evcnls lo be described. That is, we are going to glance al the history oí lhe 
world in a series of pictures (lhere will be seven of them). This will conslitute 
the first part 01 the presen! paper. The second wi:1 be devoted to the challellge 
announced in the title. 

PART 1 

A CUNCE AT TUI:: HISTORY OF TH E WORLD WITH PARTICUUI{ R EFERENCE 

To THE ROLE OF LIGIlT 

PICTURE N9 1 

The World 01 "JnleTl5elr Active Bodies" 

What strikes our intelligence as being one oC the primordial faeis in the 

universe is the existence of billions oí bodies (the stars) which are characterized 
by a very intense activity; thcir constituent pa rticles a re continuously bombarding 
each other a t irnmenscly high speeds. This is the same as saying that they are 
very hot, for, temperat ure is no~hing else hui the rate of motion oí the constituent 
particles. We huye a fair notion oí that ¡ntense heat in thc case of our closest 
star, the sun. 

The ' picture of thcse intense!y active boches represents what we actuaUy see 
either with our unaided eyes or through ·telescopes, when we gaze al the stars 
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at night. But, whi!e our eyes and teiL'Scopes . see only a part of the spectacle al 
a time, the eyes of our imagination draw the whole picture. 

To handle pictures, we pul them in frames. In the same manner, OUT mental 
p ictures of the wOTld aTe set in a mental fra mework, the concepts oí space and 

time. Our understanding of the universe is entirely based on space and time. To 

use the expre~sion oí sorne philosophers, the space-time perception represents ao 
"a-priori form of the mind". 

To recapitulate, our Picture No_ 1 is that of millions of suns, dispersed over 

an inconceivably large space, alld lasting for a stafferingly long time. They are, 
hy their nature, eontinuousl}' flooding lbe universe with light. 

PICTURE N9 2 

Th e World 01 Light and 01 Radialions 

God said; "Let there be ¡ight" and theTe was light. Thi~ ·m"ómentous event, 

the creatíon of the world of waves, was the starting point oi sorne of the greatest 
happenings in the history of the universe. The mere fae! oí the existence of 

hot bodies means the emission of radiations. 

Let us try to visualize the world al tha! stage, long before there was any human 

being, long before there was an earlh. The numerous suns were eontinuously 
flooding space with bearos of Jight, or rather with beams of a1l denomination~, 

from the shortest X-rays and gamma rays to lhe longest radiations. Imagine, 
that is, see wi ¡h the eres oí lhe imagination , that ¡nlerplay of waves cros~ing 

the universe in all directions at a terrific specd (300,000 kilometers per second) 

and doing it for hillions and billions of years_ 

PICTURE N9 3 

The World 01 "Bod/es 01 Sluggish Activitr" 

There were in the Universe other bodies, which, from the cosmic point of 
view, are dense aggregates of molecules, sluggish in their movement, in a condition 

which we calJ cold. One of these bodie~, the earth, was rota,ting around lhe sun 
and continuously flooded, for some two billions of years, by the rays of the sun. 
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P¡CTURE NQ 4 

T/¡e World 01 Lile 

After such a flooding, or lo pul it in olher words, afler that kissing for billions 
of yeare between the world oí waves and the world oí cold bodies, and possibly 
as a result of that kissing, there developed al the surface of the earth sorne ag
gregales wilh very particular properties, alIlong Ihem thal of duplicating themselves. 
This is the world oí living beinge, wilh all ils wonders . 

PICTURE NQ 5 

The Coflaboralive Aclion 01 Living Malter and Light 

Sorne of the living beings underwent olle of the mosl mysterious and mosl 
remarkable processee. Flooded with light for half a billion yeare (or rather for 
hall Ihat time, since the floorling was partially inlerrupted at night ), they 
reacted by developing systems capable of receiving and absorbing the flooding 
light. We may distinguish Iwo such syslems which will be represented in two 
pictures. 

P¡CTURE NQ fiA 

The W or:d 01 Carbohrdrates 

One of lile two systems, Ihe chloroph}"J in pJant~, receives Ih e flooding waves, 
catches Ihem and slores their energy lo tramform water and carbon dioxide into 
carhohydrales. Thus, essentially, the chlorophyl system absorbs Ihe waves lo 
manufacture food. 11 is a giganlic food mili which has supplied all of us living 
beings for millions of rears. It also supplies heat lo warm us up in Ihe winter, 
for, in burning coal, we recuperate the heal of thc sun slored in plants rnillions 
of years ago. 

PICTURE N>J 5B 

TIte World 01 Vision 

Anothcr system has been developed by Nalure in which the wavcs l'eflecled 
by bocHes at the surface of ~h!! earth are transformcd ¡nto electrical impulses 
which conlribule to tht; dra~'-i{lg of a picturt> 011 a plate of living lissue, the 
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retina (in a manner similar lo Ihe way eleclrical impulses draw pictures on 
the television screen). This system (the eyes in animals) transforlIlS the waves 
into messages which give living bcings informalioll on the world around ¡hem. 
The eyes thus become one of the mosl precious assets in animal life. 

PICTURE N(.I 6 

T/¡e World 01 /ntdigence 

The illfoemation about the world oblained by man through his eyes Jed him 
lo a high level of intellectual achievements which made him Ihe king of ceealion. 
This piclure shows m8n m8steeing the ulliverse by focusing his eyes on eveey 
creature, asking them how they are made and how ¡hey work, using magnifying 

lenses, telescopcs and microscopes of various kinds. He has lately invenled thc 
electroll microscopope; no! long ago he invenlcd photography. The Iwenlieth 
century lIlan is very busy trying to ull{lerstand things. He wants lo go lo the 
moon and to Mars lo ulldcrstand better what goes on Qver there. His eyes creat ed 
an insatiable appetite for knowledge. This picture thereforf' represcnts a hungry 
man, hungry for things of Ihe mind. 

P¡CTURE Nt? 7 

Tite Worh! 01 Ophthalmology 

Man became very conscious of ¡he treasure he Iwssesses, his eyes, and he is 
now applyillg hi~ illtellectual ability to Ihe preservation of that trensure. Among 
Ihe men hungry for kllowledgc, ¡hefe is a group, thr ophthalmologist", who 
focuscd Iheie microscopes and adjusted their other modern ~cielltific instruments 
on Ihe eye itself. And among the ophthalmologists, tllOse whom 1 am now addres. 
sing have decideJ. lo concentrate their eHorls on the use oC olle of the latest 
methods of preserving vision ~the use of cold in cryosnrgery, cryotherapy and 
eye hsnks. 1 am honored lo salute the men of visioll apoearing in this picture~ 
the Cryoophthalmologists. 

PART 11 

THE CHALLENGF: 

The general purpose of cryoophthalmology being Ihe improvement of ways 
01 preserving sighl by Ihe use of modern techniques in law temperalure. Ihe 
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ehaJlenge is 10 dcvelop a long-range researeh program in whieh the latest ad
vanees in the crY'Jsciences will contribute lo lhe ulmosl lo the realization of 
the intended a im. 

Among the la test developments in biology, one is its passage inlo a molecular 
seience, that ¡s, inlo a scienee in which the processes are secn al thc molecular 
¡cvel. In other worcls, molecular biology is a scienee in whieh biologieal struclures 
and aclivitics are seen al such a magnificalion thal the behavior of lhe molee ules 
can be visualized ; and molecula r cryobiology is a science in which the behavior 
ol the molecules involved in ,he processes ol frceúng, thawing and related 
phenomena becomes visualizable. Now, the molecule of water measures three 
angstroms aeross (one angstrom is one ten-miJIionth ol a millimetcr), and to 
visualize its acti vitics one would need a magnification of several mill ions (a 
magnifiealioll of one hundred millions would elllarge a moleeule oí water to 
the size oí a lenuis ball ) . Our task may thus be described as consisting in observ
ing and picturing, at very high magllifieations, whot happens when biologieal 
materials are frozen and Ihawed. 

In the outli ne of the prerequisites fo r the resea rch program in cryoophthal
mology lha! I am now lo present, 1 shal1 lirst enumerate the essential points on 
which informlllion is required ; then I will illustrate the mode oí approach and 
the results obta ined in a comparable rescarch program on the freezing of musclc, 
in which we hove becn engaged for several years in our laboratories; finally 1 
will examine sorne of the practica! ways of meeting Ihe challenge. 

A. Tht! l:undamenlal Data Needed in the Program 

The progra m may be dcscribcd ill a general way as folJows; to trace in eaeh 
eomponent parl of thc eye the behavior of the molecules during the fr eezing 
and thawil lg pro~esses, to <letermine the characteristic fentures nnd the distribu
tio~ of th\! ice, a nd lo find what changes the growth and the melting a l the ice 
bring aboul in eel ls and ti ~sues_ The aciUal problems lO be invesligaled may 
be classified ¡lito the following four categories : 

l. Stru-clu fI' 01 the Campanera Part$ 01 lhe Ere: 

(a) Anatomy of the parts at the ecllular and molecular level, 

(b) Water content and dislributioll of the water in tissues and cel1s, 

(e ) Chemical eomposition, 

(d) Physiologieal properties. 
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2. 'I'he Freezing, Storing and Thawing Conditions : 

(a) Freeúng and storing temperatures, 

(h) Freezing and thawing rates and Iheir eontroHing factors, 

(e) Time of exposure in the frozen state. 

3. Ellects 01 Freezing, Storage and Thawing: 

(a) Type, number, sizc. of ice particles, and their distribution in tissues and 
cells, 

(h ) Amount of ice formed, and amount of nonfrozen water, 

(c) Degree of dehydration hy freezing, 

(d) Chemical efIects oí Ireeúng, storing aud thawing (5uch as denaturation 
of proteins), 

~e) Physiological effects oí freeúng, storing and thawing (sueh as changes 
in permeability) , 

(f) Effects of eryoproteetive agents. 

4. SupplemenUlI Inlormalion 01 ImporL lo tlle SurgeoTl or Physician: 
• 

(a) Parts which mus! remain viable and parts replaceabie by synthetic 

~ubstitutes, 

(b) Particula r propertics which must be preserved (sueh as permeability, 

turgor and transparency oí the cornea), 

(e) Prohlems related lo immunity. 

Nole: This table is a summary oí the program Ihat 1 presented in a previous 
paper (Luyet, 1966) to which 1 reíer the reader for more details. 

B. Mode of Approaeh Followed 

in Our Cryobiologieal Studies on Muscle 

Structure al Musclc. A musele consists of fibers, that ¡s, of thread-Iike strue· 
tures of a diameter oí the arder al 20 to 80 miera, arranged in a more or less 
parallel direction (Fig. 1, D). A fiber consists al many fibrils, whieh are aIso 
parallel threads measurillg ahout 1 mieron in diamcter. Diagram A of Fig. 1 
represents, at a magnification of 50.000, a cross section throllgh two fibrils Il 
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ri ~. l . 	 DipKrl ml rel,resenlin ll Ihe Ufu eture oi a mu¡;t!1l fibe r. A. Cros¡¡ &eclion throUllh 

a peripbera l ."Iion, 5ho"'inS IWO libri ls (10 , /he endopÚl5mic re.iculum (er ), 
and Ibe tll r(olemma (sI) . x 50.000. B. Lonl iludin l l ~ef lion Ihroullh Ihe pa rl ol 
Ihe liber re present" d in A. C. I'orlion ol A enl ll rled 10 limea 10 Ih ow Ihe 
re lat i\'e dim"n~ions of Ihe myo~in filam ento (nu) II nd ol Ihe moleculet 01 
waler (lO). D. Group 01 rihe r il U:" 'l at a ma,nifirution 100 timei lower Ihan 
tbal ol A .. nd B. (From Luyel, 1959) . 

ad jacenl lo Ihe sa rcolemma 51 (Ihe ""all of Ihe fiber). Each fibril i5 surrounde<! 
by a Ihin reliculum, lhe "endoplasmic reticulum" ero Diagram B represenls the 
same slruclure in longitu dinal srclioll . A fibril cOllsisls ¡lseU of regularly arran · 
ged myofilamenls, indicaled by the filie dols in Diagram A, and, at a magnifif:a. 
lion ten limes higher, by the la rge blaek spots ma rked nu in Diagram C. The 
myofilamenls ure hundles oí molccuh'S uf myosin oí which Ihe diamcler is of 
Ihe order of 10 millimicra (lOO angslroms ). The space between them, aboul 
20 millimicra, is occupied hy 11u: sarcoplasmic fluid, all aqueous medium of 
which Ihe moltl(; ul~ oí watl'T are murked W in Diagram C. - The prohlem 
now hefore us is lo filld out what happens, at Ihe molec ular level, when the 
system freezes. 
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Freezing 01 AJuscle. Whcn the water in the sarcoplasmic fluid is transformed 
into ice, the structure may be considerably distortcd. This is ilIustrated in a 
comparison of the two photographs oí Figure 1. Photo. 1 is an electroh micro· 
graph of a normal, not frozen fibril showing the individual filaments and the 
tnUlEversal bands or Hnes A, 1, Z and Z and M; and Pho,o 2, [In el~tron micro· 
graph of a frozen fibril showing how ice particles (now blank spaces) had grow!l 

rnyofilaments, pushing them aside into bundlrs, and to what extent the cross 
striations are dislocated. This case wiJl suffice lo illllstrate the rclationship between 
the dimensions of the ice partic1es and thr structu ral dis turba nr;('. By reducing 

f·ig.2. Eledron micrognphs of longilUdinal sectiolla of Iro g'~ mll~de fiher ~ . Pholo . 1; 
from control, nol frozen riber. Photu. 2 : from a fiher Irozc l; at -150°C. and 
vacuum-~uhlimcd. Thc arrOW $ 011 cach ~i dc point lo Ihe Z Hiles of Ihe mll ;¡
cular slrialions in the two ~p"dmell5. In Ihe frozell fiher, th ll m yo rilllmenls have 
het:n aggregaled inlo bundle. squeezed helwecn lhe ice Ilarticlcs, no..- repre_ 

><ented by hlank ~paee s , which rneli sur.: ahout 0.5 x 0.2. u . ' Magnifieat ion: 14(1{l{1 
x. (From unl'uh1i ~hed fil.· s of Mcnz and Luyet./. 

the ~ize of the partic1l'5 {me can redllce, or even avoid the dislurbance (see I'apcr 
by Menz and Lu yet, 1961 ) . - Although I mell tion only mechanical eff l!cts of 
freezing here, one ~houlcl Ilot conclude that a ;¡ injury by freezing is oí mcchanical 
origino 
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C. Toward a Practical Realization oí the Program 
A research program covering adequately the fundamental problems in cryo· 

ophthalmology is an undcrtaking of major dimensions. The research itse:C should 
be preceded by a survey oC the present status oC our knowledge (1 ) on the ultra· 
slructure oC the componenl parts oC the eye, as studied, for example, by electron 
microscopy, (2) on the mechanism of visual perception (sa established by phy
siologists and biochemists ), and (3) on the structure and functions oí organis of 
vision in lower fo rms of Iife, as invcstigated by cmbryologists, comparative ana
lomists and comparative physiologists (as an example of the work of the latter, 
1 will mention Ihe studies conducled on visual perccption in fij es at the Cal iforni a 
Institule 01 Technology) . 

To provide su rveys of !luch, or ol similar sludies, lo kcep the surveys up-to
date, and also lo coordinate the research conducted by Ihe cryobiologists interest
cd in basic problems with the re!earch on cryopreservalion in the medical field , 
we (Lieutenanl-Commander V. Perry of the Tissue Bank oí the V.s. Navy Medical 
Center, and 1) inaugurated, three ycars ago, a series ol conferences, the "Cryo. 
preservation Conlerences", which have becn held annual1y since_ The lirst con· 
{erence dealt with the cryopreservation ol skin and 01 cornea. The Hrsl part, 
on the ~kin , has becn published and I refer the reader to the introductory nole 
01 lhat publication (Luyel and PeTry, 1966) lor lurther informalion on the 
organization and scope of the Confere nces. The second parl dealing with the 
cryopreservation 01 cornea is in press. 

In annother allcmpl lo coordinate basic cryobiology and cryomedicine, 1 
deeided last year to eslablish a " Biomedical Laboratory" as a separale untt m 
our Institulion "The American Foundation lor Biological Research". Our original 
laboratory conlinucs to concentrate on basic biological and biophysical rescarch, 
the biomedica l laboratory studies the cryopreservation of tissues or organs, such 
as are stored in tissue banks. But the overall emphasis in Ihe operation ol the 
two laboralorics (one in the Washington arca, the other in Madi son, Wisconsin) 
remains the coordination ol basic and applied rescarch. 

The next and last queslion is: what do we do practically lo meet the challcnge 
about the coordination oI basic and applicd research in cryoophthalmology? 1 
would like lo take this opportunity lo propose Ihal we arrange a meeting in 
which specifi c plans for sorne collaborative undertakings be discussed. 

This paper is a slightl y modifi ed version of Ihe talk given by Pror. B. Luyet 
al lhe opening session of the Society lor Cryoophthalmology, in Las Vegas, 
New Mexico, on January 9, 1967. 

Wh~on6in . 

The American Foundation for Biolol! ice, 
Research 
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SPONTANEOUS ORBITAL HAEMORRHAGE 

BY 

FRANK w. LAW 

London - England 

If one u~es a title such as Ihe aboye it is incumbent upon one lo define exaclly 
what it means. The purpose of this paper is to cOllsider the occurrence of 
haemorrhage wilhin the orbil Ilot caused by local trauma and not referable, as 
far as can be ascertained, to any constitutional causative condition. Its justification 
comists in the rarity of the condition; in a long career thc writer has personal 
experience oí only three cases. It is unfortunate that thc notes oí one oí these 
three cases are not available; it was, howevcr, identical in al1 essential details 
with the two to be presently described. 

It is likely that a true spontaneous haemorrhage, using the phrase in the literal 
sense, never occurs. Even when the expression is used in the convential sense 
lhe occurrence is 01 extreme rarity, as Whitwell (1956) points out. He describes 
the case of a 63 year old woman, who suddenly developed a severc headache and 
right proptosis. No syslemic abnormality was discovered, the orbit was evacuated 
01 blood al operation, and recovery was rapid and complete. WhitwelJ quoles two 
similar cases, apparently truly spontaneous Wheelers (1937) second cas~ , in a 
man oí 45, and Ihat oí Roberts (1955) in a man oí 25. MOSI, if nol aU, oí the 
other cases lo which he reIers would appear to have sorne systemic cause to 
which the occurrence could be referred. Thus, Wharton lones (1863) described 
the event in a young woman dying of uraemia and Priestly Smith (1888 ) a 
similar occurrence in a haemophiliac. Awerbach (1933) described two cases 
which he called spontaneous, bul they were associated with scurvy and haemophilia 
rt'spectively. 
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In Ihe GraeCe·Saemiseh Handhueh Bireh·Hirsehfeld (1930) reviews Ihe litera· 
lure alld reports one personal ob¡;ervation. His col lecli OIl appcars lo rder lo case5 
associaled wilh some causalive gellera l condil ioll , ~uch as haemophili9, scurvy, 
bload dyscra!ia, !"l'lIal and vascula r diseasc. or some gynat:Cologica l or obslelrical 
evenl, Spangol (1961 ) descri bed an orbilal haemorrhage wilhout local Irauma 
in a 46 year ol d femalc; 1 mI. of 1,1000 was aspiraled from Ihe orb it, and vision 
was unharmed, He auributes lhe ca uStl lo preclimateric hormonal influellce,. Kubik 
(1963) dcscríbcd it in aman of 50 years of age, with moderale hyperlellsion 
(200/ 100). Pavia's case ( 1962) was Ullusual 011 accounl of Ihe recurrence which 
lhe patient suffered , He was a mIli' o f 38 ¡ Ihe bloOO coagulatiol1 lime token on 
Ihe occasiO/l of his firsl hacmorrhage was 10 minutes, Hecurrences occurred 
su b5Cquelllly al inlerva ls of three yea rs, five years ami eleven yea rs. The cause 
was said lo be increased cap illary permeabi lity and melaholic dislurbancc af· 
fecling coagulation time, 

The lwo ca&e!l here prcscnted were similar in Ihal Ihey were both {jt young 
ml'n, and in each C8 5e Ihe haemorrhnge was al lea!1 preceded, if nol aClually 
ca used , by moderale ph ysical exerlion which in sueh subjecl,> wou'd nol o rdina rily 
he lookcd UpOIl as a pOlential cau~e of \'ascular cataslrophe. The firsl patienl was 
in his early Ihirlies and ma y trul y be de"c ribed as a n athlt'te of un usual phy~ical 

strenglh and filne!s. In the preceding decade he had hcen a n ouslanding oanman, 
sud had taken part in Ihis strenous pursuit for years al regaltas and in Universily 
rowing. For Ihree successive years he rowed in thl' Odord boal in their a nllual 
race agaillsl Cambridge. On leaving the University he took up rugby football, 
plnyed (or one of Ihe most promillent clubs in Ihe counlry and was given a 
Trial for Ihe English leam. His ph ysical condition was therefore beyond reproach ; 
he -lived a ·very hcalthy life, aJl(I died in his gevenlies of carcinoma oí the lung. 
At th e time in question he was wailing in the boalhouse, with the Oxford crew, 
for lhe momenl lO arrive whcn Ihry should gel illlo Iheir boa! and take lo the 
water for thl' all llual race again! t the sisler Universil)': the time of ,he yca r 
was, a5 usual , ca rly spring ¡ the weather was cold a nd he was s uilably ciad as 
a speclator. Such a momenl is charged wilh sorne lellsion, and a nervous atmos· 
¡¡here i5 always apparen!; by war oí creating a dive rsion he walked in lo Ihe gym· 
nasium and, tuking hold of th!' dugs, did a slow lum and laDded quietly on 
his fee!. He immc<Hatelr fell: 8n impulse in hi s right orbit¡ his eye was Tapidly 
and considl'ra bly displaced forwa rds. a lld he saw double. Despile his conslcrnation 
he followoo Ih,: race in the lau nch, o\'ercoming the unusual emba rrassment oí 
seeing fou r ere","s by Ihe simple expedient of covering thc affectcd eye with hi5 
hand, On consulting the wriler thal evening, the eye was found lo be proptoscd 
~ome 10 mms. nnd a liule depressed ; movemenls were limiled , and diplopia was 
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present in all positions of gale. Knowing his past history 1 did not take too serious 
a view of his trouble; I toId him that in a day or two he would have a "black 
eye" that the eye \Vould graduall)' recede lo its normal position, that his diplopia 
would disappear and ocular movements return to ful! , and that his sight would 
be unimpaired. AH these prophecies were strictly fu lfil!ed ; 1 saw him seven limes 
in the ensuing thirty years and noted no residual tfoubl e from the occurrence 

at any time. 

The other case was that of a young man in his late twenties, a r esident medical 
oHicer in a London hospital, and son oI one of the consul tants to the hospital. 
Again he was a perfectly fit type ; before the occur rence he had a mild 
infective hepatitis, but the serum bilirubin had returned to normal in a week. 
He was returning from a social occasion of a midly convivial nature in his car, 
and leant over the back oí the driving seat to rctrieve a tool from under the 
hack seat. He felt an impulse behind the right eye and took liule notice of lt ; 

next moming the right eye was proptosed, there was a subconjunctival haemor
rhage, and he saw double in aU directions of gaze_ The proptosis increased during 
the day; by the time 1 saw him at hospital considerable consternation had been 
eaused to his father and colleagues as may be imagined, and many investigations 
were already in hand, ineluding full blood examination, 5kuli X-ray etc., aU oí 

which in due course proved negative. Vision was unimpaired, but there was sorne 
discomíort on ocular movement. Mainly on account of his family background, 1 
admiUed him lo hospilal lor a few days. The proptosis subsided slowly but not 
quite completely; diplopia was sometimes noticeable subsequently on ocular 
deviation when he \Vas tired. Three years later the condition recurred in very 
similar but milder íashion, this time following an attack of vomiling. Recovery 
was complete in two days. It is interesting to note that in the interval between 
the two episodes the subject had done an amount of flying with the Royal 
Auxiliary Air Force, ind uding aerobatics, which sometimes involved subjection 
to "negative G" to the point of "red-out"; no harmíul effects followed these 
experiences, and there was no residual effect other thant that mentioned aboye 
in the subsequent 10 years. 

Though in each of the cases described it is true that sorne exertion preceded 
the episodes, it is fel t justified to de9cribe them under the heading "spontaneous". 
lt is intercsting to speculate on the probable cause 01 such occurrences in healthy 
fit young meno Just as subarachnoid haemorrhage may occur unsuspected and 
unannounced in apparcntly fit people, oflen Irom a local congenital vascular 
weakness, 50 presumably could orbital haemorrhage occur. Opportunity is not 
provided for the investigation oí such a possibility. Somelhing oí the kind may, 
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and indced musl, he operative ; if so, il is strange that the event does not occur 
more often. It il further diffieult, 0 11 such a supposition, lo lIccount for the 
reeurrence~ which occur in this condition, and to cxplain why such episode5 do 
not occur in other regions of the body. No grest difficulty aeises in eonsidering 
the oceurrence of orbital haemorrhage in the presence oí predisposing general 
states, and tbe faet of exertion apparently being a factor in the two eases here 
clescribed may provide sorne clue in the elueidation of an unu :!lUal eondition . 

SUMMARY 

Two cases of orbital haemorrhage occurring in fjt young men following mild 
exertion are described. The relevant literature is reviewed. Attention is drawlI to 
the fr equent existence of a predisposing general state, and its absence in the cases 
describcd. 
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LYMPHOID TUMOURS OF EYELIDS 

BY 

ALY MORTADA, M. D. 

Cairo - Egypl. 

Herhut I classified the Iymphomatous or reticular tumours as: Iymphoma, giant 
foHicular hyperplasia ( Brill . Symmer disea~e) , Hodgkin's disease, lymphoMrcoma, 
retieulum eell sarcoma and different typcs of leukaemias. Cells of these tumours 
8hare the same mother retieulum cel!. Hogan and Zimmerman 2 wrote "There is 
probably no aspect of ophthalmie pathology that is more difficult for both the 
student and Ihe experienced praeticing pathologist than the differential diagnosis 
of malignant Iymphoma and reactive lymphoid hyperplasia. At the riek oí 
oversimplifying, Iymphoid tumours of the orhit including lhose arising in the 
lacrimal grand, like those of conjunctiva, lids and uvea may be placed in three 
main groups. 

At one extreme there ie a very small group which is obviously malignant in 
whieh the eell.~ are poorly differentiated. There may be cellular pleomorphism but 
polymorphism is absent. These are the cases of reticulum·eell sarcomas and cases 

01 acute leukaemias. 

There is a mueh larger group of Iymphoid tumours of a reactive or ehronic 
inflammatory ralher than neoplaetic nature. The lesione may be predominant"y 
proliferation of Iymphocytes or of reticulum ecHs but rnanr other cell typee 
participate as polyrnorphonuc1ear leucocytes, eosinophi ls, plasma cell e and 
macrophages. 

The third group ie Iymphoid tumoure composed of rc1ativeJy pure lymphocrtic 
proJiferation. Tt ie possible that sorne 01 thefe rnight evo~ve into generalized 

. ~ 
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lymphocytic lymphosarcomas hut in our el:perit'"lce thi~ mu!l be a very unusual 
occurrence. Follow-up studies gCllcrally fail to proauce evidence of generalizcd 
disease and the leo; ions typically reSpOlla lo small amount! of radiation. 

My serie3 01 22 hi~topalhologica l ly diagnosed Iymphoid IUmou n; of eyelids 
¡ncludcd: 

r. Twelve cases 01 aleukaemic reticulum « 11 sarcomas of eyelids occurred 
at any age. After partil excision Ior hiopsy and X-ray trealment a1l these case! 
recurred and most of the patients died within five years of the onsel oI the 

1 1 1" i Tdistase. 

11 . Leukaemic infiltrations oí eyeJids with acute leukacmias occurred in 4 
cases. AIl the cases were in childrcn and were falal within six rnonths oí the 
disease onsel ¡nspite of X·ray and supportive meaeure5. They inc1uded: 

; 

Fil. l . 	 (case 1) Ldt upper lid aleukaemie re
lieulosarcoml wilh monoeylosis of one 
monlb~ dUfl lion in I boy .~ed 9 yen!. 
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Fi p;. 2. (cllse 1) Eyclid rct i c ulosarrom~ showing mal ignant rcticolum 
Cells. Note irregularity in ~ir;c, sbapc and staining propcnirs 
of Ihe celias and their nucle¡ (8. & E. 540) . 

a ) Three cases oI eyelids myeloblastic infiltrations with rnyeloblastic leukaemia . 

b ) Qne ca~e of right upper lid monoblastic infiltration with monoblastic 
leukaemia. 

111. 6 cases oI aleukaemic eyelid Iymphoma oí a reactive lymphoeytic 
hyperplasia nature occurred in ad ult patients. Al! lhe cases were cured after 
partial tumor excision an d mild anti.infla mmatory doses of X.rays. 

Case repor/s. 

The lid lymphoid tumours usua lly extelld also lo the eonjunctiva, lacrimal gland 
or orbit. The foJlowi~g 3 cases are chosen to describe the main lymphoid tumours 
of the eyelids. 

Case 1; 

9 yeare old boy (FiJ;. 1) complained of swelling of his left uppcr lid of olle 
month duration. His general condition was poor. Both eyes were normal, fundi 
normal, visual acui ty in each eye 6/ 12. 

A soft tumour occupied ¡hc left upper lid. There were no enlarged lymph 
glallds, liver or eplcen. The blood Wassermann reaction test was negative. The 
difIerential blood coun! showed monocytosis. Red blood corpuscles 4'600.000; 
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white blood corpuseles 7,100. Ba!ophils 1, Eosinophils 6. staff nucleated 7, 
segmenled 54, Iymphocytes 25, monocytes 7. X.ray examination of orbits was 
normal. 

The tumour which wns very 80ft, vascular and friable carne out in pieccs and 
was found to involve the upper part 01 the orbit. Histopathological examination 
of the removed tumour picces stained with Haematoxylin and Eosin showed Jarge 
cells ol irregular size and shape held in a reticular stroma. The cells nuclei were 
Jarge of various size, shape and staining properties (rig. 2). Foots silver reticulin 
atain showed the cells 10 He on argyrophilic reticular fibres. The picture was 
consistent with a reticulum celJ sarcoma of eyelid. Fresh tumour celia smear 
showed malignant reticulum cells. The cells were fairly large and of varie<! shapcs, 
round, polyhedral, oval or irregular. Their eytoplasm was feebly stained. Their 
uucld were relatively arge varied in ahape, size aud staining properties. The 

, 
Fi, . 3. (.ce~ 2) Righl upper cyelid myeloblu· 

tic leuk.emic infiltralionl wilh myelo
blauie leukacmi. of one month dur.· 
tion~ in • ml le child aled 3 yran. 
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F il!. 4. (case 2) B100d . mear 8howinl! myelobluu. ( X 1200 ). 

nucleus was vesicular with a sharply defined nuclear membrane and a delicale 
nelwork of chromatin wilh granules a l the inler!loctions. Many reticular fibres 
cx1t:nded between the cell!l. Al! Ihe cells presenl were primitive reticulum cel!!\. 
Thcre were no differentiated cells. 

Inspide of X-ray trealment lo the lid lumour and 5upportive mcasures thc 
tumour recurred aftcr four months and the girl died wilhin one year oí the diseasc 
onsel. 

Case 2: 

3 years old boy (Fig_ 3) had righl uppcr lid swelling and proplosis of One 
monlh duration. The child was anaemic, showing dyspnea on exerlion and painfu! 
knee jo inls. Temperatu re W85 37.9 C. and pulse 90. Gums were swollen and 
bled ca.sily. The liver was nol en!arged bul the spleen was enla rged one fi nger 
neJow Ihe costal margino Lymph glands were nol enlarged. There were no seplic 
{ocio 

The righl upper lid was swallen due lo cellula r infiltratioll. There were righ! 
prop:osis of 26 mm, limilüli on of ocular movements and chemosis of conjuncliva. 
The righl fundus showed papillocdema. dilated tortuous relinal veins and fi ne 
relinal haemorrhages. The Jeh eyel ids and eye were n<.rmal. 

Skull X-rays, faeces and urine werc normal. Blood Wassermaull and tuberculin 
tests were negative .Blood counl showed the piclure oí myeloblaslic leukaemia 
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(Fig. 4), HaemogJobin 40 % , red bJood corpuscJes 3'330.000, white bJood eor· 
puseles 22.700 ; platelets 67.400 basophils 0 % eosinophils 3'1'0, myeloblash 8370. 
premyelocytes 2 %. myelocytes 2% . juneviles 0%. staff Ilucleated 1%. segmento 
ed 2 %. Jymphocytes Oro, monoblasls 0%. promollocytes 0%. monocytes 0% , 
macrobJasts 070. normobJasts 670, and reticulum cells 1 'Yo. 

The right upper lid tum our was hard grey infiltrating the lid and extending 
in the upper part of the right orbi t. Histopathological exam inalion of a parl 
oí the tumour stained with haematoxylin and eosin showed Jarge cells oí irregular 
shape held in a fine reticular stroma. The ce!!s nuclei were Jorge. of varied 
shape, size and staining properties ( rig. 5). The picture was consistent with 
myeJoblastic infiltrations. 

• 


Fig . S. (case 2) Mye10hlastic infiltration. o, eyclid, sh owing celIa 01 

different sille. Ihape and Itaininl propert ies he1d in a ret icu' 

la r i lroma (R . &: E. X 540 ). 


The ·lid tumour was treated by X·ray. BJood transíusion , liver extract, vitamin 
B·complex penici!!in and cortisone were given bul the child died one month 
Jater from severe ep istaxis. 

Case 3: 

44 years old woman' (Fig. 6) complained oí a swelling of her leh lower lid 
of 7 months duration. 80th eyes were normal with visual acuily in each eye 
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Fill!. 6. (cue 3) Left lower lid beningn reac
tive Iymphocylic hyperplasill o[ 8 mo'" 
Ihs durlllion in a 44 years old woman . 

6/ 12. The right eyelids were normal. The general condition was good. Only the 
left preauricular Iymph gland was enlarged. There were no enlarged, Iiver or 
spleen. Temperature was normal. The blood total and differential counts were 
normal. 

Histopathological examination of the diffuse lid tumour removed showed dif· 
fuse mature Iymphocytic infiltration (Fig. 7). 

Fresh tumour cells smear (Fig. 8) showed non·malignant reticulum cells, 
differentiated Iymphoblasts and abundant mature Iymphocytes. The lid diffuse 

tumour was a reactive Iymphoid hyperplasia. 

Treatment continued by mild anti inflamatory clases oí X.ray to the affected 

leít lower lid and enlarged leít preauricular Iymph gland. The leít lower lid swell· 
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Fij[. 7. rca5c 3 \ RCDdivc Iyphoeylir hypcrplas ia showing hyperplasia 
.. f mature Iymphoeytes. (H. & E. X 540 ) . 

ing and cnlarged preauricular Iymph gland disappeared (Fig. 9). For 6 years 
follow up there was no tumour recurrence, leukaemic blood changes, or enlarged 

Iymph glands. 

< 

Fil!. 8 .. (case 3) Beni, n rcadivc Iymphocytic h}'perlJlasia cells smear 
showing non·malignanl reliculum cell8, differcmialed Iympho' 
cyles (Giemsa stain X 1200). 
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Fil':. 9. 	 (ea~e 3) Tbe wom. n alter . ntHnflam· 
matory do~el 01 ¡t-ray 10 pffected lefl 
lower lid. SJ,woin l': . !Js" lII:e 01 Il"lt lo
wer lid sweJlin :¡:. 

Comment 

Morlada ;1 described nine cases 01 orbi ta l reliculum l-ell !!arcomala sbowing 

that Ibey arc the commoncst malignllnt tu mo urs of Ihc orhi t in Egypt. In one 
01 thesc caStOS Ihe orbital lumour e~lended from Ihe e)'elids. Morlada ~ described 
3 cases of Ilcute leukaemias accompunied by orbital und lids leukaemic il1fil· 
!:-:¡ t¡on¡;. These cases includcd a case 01 myeloblastic in filtration!! with rnyeloblas
tic leukaemia a case o( mOllob!astic infiltrations with mon obJastic leukaemia 
and a case of Iymphoblastic inliltrations with Iymphoblastic leukaemia, The 3 
cases occurred in children and had a rapid fatal lermination. Mortada ~ described 
4. cases of orbital, lid, lacrimal gland alld conjullctival partl y encapsulated or 

nonellcapsulated infiltrating masses compo5ed of mature Iymphocytes of a benign 
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reactive hyperplasia nature. Many oí these cases may histopathologicaJly 
erroneously diagnosed as lymphosarcomata. 

Mortada e stresses that in a section fixed in íorma:in and stained with Hae· 
matoxylin and Eosin it is usually diíficult to differentiale orbital lid ,lacrimal 
gland and conjunclival reliculum ceU sarcoma from monoblaslic, myeloblastic 
or Iyrnphoblaslic leukaemic infiltralion. AIso it is sometirnes difficult lo dif· 
ferentiale malignanl Iyrnpboma from benign reactive Iymphoid hyperplasia. 
Differentiation oí the different Iymphoid tumours is easier and quicker a fter 
examining their tumours ceils smeara stained with Giemsa stain. In case ol reticulo· 
sarcoma the smear shows malignant reticulum ce!!s, reticular fib res bul no dil· 
lerentiated eeU, in monoblaslic leukaemic infiltrations rnonoblasts; io myelo· 
blastic leukaemic infiltratioos rnyeloblasts aud benign reactive Iymphoid 
hyperplasia non.malignant reticulum cells, differenliated Iymphob'asts and 
Iymphocytes. 

SUMMARY 

1) Among my series of 22 cases oí Iymphoid lumours ol eyelids Ihere were; 
12 aleukaemic reticulosarcornala, 4 leukaemic infiltratioml and 6 aleukaemic 
reactive Iymphocylic hyperplasia infiltrations. 

2) Lymphoid lumours oí eyelids are usually accompanied by the same 
Iymphoid iofiltrations 01 the conjunctiva, orbit or lacrimal gland. 

3 ) In eyelids rcliculosareomas occur at any age, iympilomas usually in aduhs 
and leukaemic infiltrations accur mostly in infants aud are fatal by virlue 01 
the leukaemic proccellS. 
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TIIE COSMETIC BIFOCAL 

BY 

NEWTON K. WESLEY, o. D. 

Chicago • U.S.A. 

The principIe of the pinhole lens as a method of aiding the presbyopic patient 
has laid dormant in the mind of the contact lens industry for sometime. In 1932 
Herr Zillig who as a student al the Zeiss School of Jena, conceived Ihe idea of 
a contact lens which was made of an opaque periphery and a small clear central 
area which acted as a pinhole apeture. Zillig reported that the lens eliminated 
lhe use of accommodatioll for ordinary activities at any distance, and gave a 
wide field of vision \. The advantage of the pinhole aids the presbyopic patient 
by virtue oí the fact that the deplh of focus is increased to the point that near 
vision is possible wilhout the addition of pow{'r for near visiono 

Perhaps this principIe was overlooked in the thillkillg oí Ihe mallufaclurers 
in the contact lens field, or due lo lhe difficulties in manufacturing such a lens. 

was early abandoned as a possible solution to the presbyopic problem. 

As lhe pupil size is made smaller in a contact lens, the depth of focus is in· 
creased. In order lo accomplish Ihis principie in a contact lens, lhe pupil size 
has to be incorporated in lhe íorm oí a cosmetic contact lens. With early expe· 
rimentation, Ihe practitioner found that the peripheral lield was eliminated to 
a great extent and the patient was restricted to a "isual field oí approximately 
60 degrees. 

These earl)' problems offset Ihe advantage oí the pinhole leos application lo 
the presbyope and led to various other altempts lo solve Ihe presbyopic problem 
wilh corneal bifocal len ses. 

l. Freeman. H; The Lellcrs lo the Editor: The Oplician, June 23, 1950. 
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The Bicon is an annular type of bifocal which has one zone for near power 
and sccond zone lor distance on th c outside surface of the lens. The Iwo distinct 
curves are oí different radii on thc outside surfaee. Surrounding the central zone 
containing the distancc Rx is the annular zone lor the ncar Ih. 

At the samc time that the Bieon wae developcd in the United States, de Carie 
introduced a bifocal which was an allnular typc for near power and a second 
zone lor dislanee; only the curves lor the different radii were ground on the 
inside ol the lens. Thc de Carie bifocal lens u~ the differencc in index of 
refraction between Ihe plastie and pre-corneal fluids lo aehieve Ihe desired dif
ference for near. 

Laler the Brilish Bifoca l was developed which was combinalion of the Bieon 
and Ihe de Ca rie essentially being man ufactured as a de CarIe, with aclditional 
power plaeed on the outside pcriphery of the lens for near visiono 

The C. 1. Blaek Fused and Cinefro bifocal were attempts lo manufactu re bifocal 
similar to spectacJes. The C. J. Black was groulld as a one piece lens and looks 
like all "Ultex" only being ground on the outside surface, while the fused is 
a two pice bifocal and rescmblee a "Kryptok" lens. 

The fused bifocal lens i8 very popula r loday and is manufaclured with plastic 
01 two different indices. 

The piggy back bifocal is comprised of two separate lenses. The standard single 
vision lens is first fit for distance, and then later a second lens is comtructoo 
wilh lhe necessary power lor tbe add, a nd wilh Ihe base curve of Ihe second lens 
parall eJing the outsidc surface of Ihe single vision lens. The add power lens is 
Ihen cemented into place on Ihe front surface al the correet po!ition Cor near 
visiono The piggy back in praetice has not been a successful bifocal application. 

The Iwo color bifocal used speclral wave lengths lo cause a chromatic power 
differential lar patients with a low add. The dual color lens is a single vision 
lens which acts like a bifocal by taking advantage of cerlain col ors lo focus 
before other colors; For inslance, a yellow color would be ufed in the center 
distance portian oí -Ihe lens', and this would be !urrounded by an annular ring 
of bl ue plastic. In Ihis manner, the patient could tel! whether he was looking 
through the distance or near point of the lens. The two color bifocal has an 
approximate add of from 1.25 lo 2.00 diopters. depending on Ihe combination 
of colore uscd. 

Trifocallenses also have been manufactured. The principie of eontinuous vision 
is al~o used in the multifocus lens. Today, for the most parl, lhe Bicon. the dE' 
Carie, and Ihe Fused Bifocal are pre&Cribed by the majority of practil ioners. 

• 


• 


, 
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If the !in~le VISlOn len! pOslholl upwards, ¡he Bicon or de Caxle mas! likely 
will give the best results. If ¡he single vision lens positions downwards, the iused 
hifocal is recommended; however, lo a greal cxlenl , ¡he type of hifocal used is 
a maller of choice by Ihe practitioner. 

Al! preeent types of bifocal contael lemes require great skill in centering. AH 
palients who are nt with single vision contaet lenses fir st, should be viewed from 
the standpoint of good eentering and positioning of the lens. 

The prohlems a5Socialed with the filling of various type5 of bifocal contae! 
¡enses described resulted in Ihe ereation of the cosmetic bifocal. In the use of 
the pinhole, Ihe visual lield 15 restrieted to about 60 degrees, but wilh the cosmetic 
bifocal Ihis restriction is eliminated. 

By taking a page from Ihe Eskimo's hislory with slil len!C5, lhe eosmelic bifocal 
has 8 mm. slits placed in horizontal, verlical, and oblique meridians to give an 
almost normal field of view. 

The practitioner must first consider the symptoms ¡hat are normally expecled 
in ¡he fitting of the bifocal lenses. The bi focal i5 lhe same as lhe single vi5ion 
lens in lhat ¡here are normal adapti\'e symptoms as weH as " true" liymploms Ior 
which all adjusmenl can be made. 

In fitting bifocals, lbe size 01 lhe lield must be considered . Just a! the normal 
changcs of the pupil !lize does no! affect the lield of vision noticeably, altering 
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the dislance portion of the bifocal wilhin normal range& does nOI materially 
aHect the lield size. 

The blur line in ¡he bifocal area or juncliol1 is usually nol as noticeable by 
the patient, and he learns lo suppre5S the blur as with spectacles. This is a 
physiological adaptalion procC!s and is normall y overcome. Naturally, the junction 

area should he minimai. 

In bifocal fitting, the patient must hunt for the near segment in the lens lo 
sorne exlenL In other words, the head position will be up just as in the case 01 
spectacles, and many times Ihe patient will have headaches, nausea, and neck 
s)'mptoms. The learning or adaplation on the pa r! of the palient must be relaled 
as with the beghtning spedacle bifocal case. 

Lens movement should be kept minimal in Ihe fitting oí a bifocal contact lens 
with no aHeet on wearing time, as circulation oí tean must rema in unimpeded. 
With each blink, the lens must remain as !ltationary as possible. In a spectacle 
lens with a decentralion of 3. 0 mm., Ihe equivalent drop in a contact lens is 
equal lo 1.0 mm. at the plane of the cornea. 

If a patien! has Irouble with his reading distance, the bifocal is either loo Jow, 
Ihe power is nol correet, or Ihe junction crcales a blur area. The use 01 Lumicon R 
markings greall y aids the practilioner to observe the ccntering and position oí 
the lens on the eye in a normal as well as downward gaze. 

One of the di58dvantages in the Bicon was the junelion blur which has caused 
considerable complainls by palients and can lcad lo non.wearing. Use 01 the 
fused bifocal has helped to eliminate this problem. In Ihe fused bilocal, plastic 
01 Iwo differen! indices are fused togelher, creating a sharp demarkation between 
the segments and has eliminated mOll t 01 Ihe objeclionable blur area junctions 
01 Ihe Bicon. 

The bC$t method of fitting bifocal contact lenses is to lirsl 6tart wilh the single 
vision fint, thcn advance to Ihe bifocal. For Ihis reason, many palienl!! adapt faster 
10 bifocals alter havi ng worn single \'i ~ ion len:~e5. In ou r research clinic. be~f 
results have becn achievcd with palients who use single vision contacÍ5 as a 
ptelude lo the fi tting of bifocal contacts. In most succ~sful bifocal cases, the 
pupil is eneroached by Ihe scgmellt, a nd the pupil Hne is not secn by the patient 
in a normal pmition. The tear layer should be a calculalcd minimum as an 
unevenness ca uses fiare and induced prismatic effecl, and minimal movement 
should be the desired goal in the bifocal fitting case. 
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A good n'ason for learning lo fit hifoc'al contacts, is in prepara'tion for future 
generations of presbyopes. In the United States there are approximátely 58 million 
pcople age of 45 or over who are potenti~l bifocal contact lelis ca~es. The 
practitioner should "keep his hand in it" and continue to fit a number oí paticnts 
w th!!t there will be no, cloubt that bifocal fitting can be successful. The expcrience 
gained from the continuecl fitting oí bifocal ¡enses allows the practitioner to 
observe a repetition oí the same íactors over and oVer, thereby gaining all insight 
to the problems as was the case in lhe early oays of fitting sing:c visíon lenses. 

Wilh the knowledge ano skills gaineo, the practitioner can be even more suco 
cessful and establish a reputation íor successful fitting of bifocal lcnses. With 
proper srreening of patients, an even higher ralio of success can be achieved 
by the practitioner. 

Sorne practitioners solve thc bifocal problem by fitting paticnts with onc eye 
{or distancc ano the other eye for near visiono This interference with binocular 

visual pátlerns should not be advocatecl. 

Proper indoctrination and explanation to the patients should be lhe pre.requisite 
in lhe fitting procedure. The essentials for success in fitting bifocal contacts require 
proper lens fitting, centering and control of movemcot, plus the additional skill 
and knowledge of the practilioner. 

Thc ability lO control ceolering aod movement is not as critical io the cosmetic 
bifocal. The cosmetic bifocal as deseribed is actually ao advancemeot of Ihe 
pinhole bifocallens. 1 have personally been wearing the cosrnetic bifocal lor sorne 
time and have found excellent results. I have also beco oelighled in thc rcspoll5e 
from Ihe pre~byopic patieots whom 1 have fiUed with the eosmetic ¡ens. Positiooiog 
aod centering are no looger a major coneern, although large areas of decentration 
are lo be avoided. Generall)', the patients remark "why didn't you use this Iype 
of bifocal io the fírst place?". 

The practitiooer can calculate the amouot of eoocentration by the width oí the 
co~melic contact leos pupil. A cosmetie pupil size oí 3.0 mm. would allow íor a 
1.1/2 maximum decentratioo allhough grealer deccntratioo could be lolerated 
because oí the slits. This is io great contras! to the emall amount oí decenlration 
permissablc io line juoctioo bifocal s such as the Bicon, de CarIe, ano fuscd 
bifocals. 

The color of the vehicle plastic can be manuIaclured io blue, browo, grecn, or 
grey in oumber ooe tiots, ahhough a clear leos is bettcr for light transmission. 
Thc cosmcfic leos has the added features of the bifocal leos aO(I the Eskimo 
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slits for perípheral VISlon, and gives the patient adcquate depth of VlSlon, even 
though the Icnses are not perfectl y centered. Occasionall y on exlreme rotations, 

•the pal icnl may evell be looking through Ihe slil portian of the IClls. 

In order lo crcate bctter transmission of Iight, clear plastic is advisable. The 
¡enses are manufacture<! with the centcr cosmelic portian ou15idc oí the pupillary 
arca ami can be either. 75 mm. or 1.5 mm. wide. The 1 .5 mm. width oí the 
opaque section has approximately the effect oC a number 1.1/ 2 tint visually. The 
.75 mm. opaque portion has the visual eUecl oí a clear lens. 

Many variations are possible in ¡he position of the slits and in ¡he size, shape 
or numbcr of sli ts prcsent in the cosmctic bifocal. Clinic rescarch is still being 
conducled in this area. 

The hasic advanlagc of Ihe eosmetic bifocal is Ihat cenlering <loes not have 
lo be as exaeling, aud that there is no particul ar ¡mage jump. A patient can 
read with Ihe lens al Ihe normal head position, inslead oí head tilti ng, and there 
is no need Cor prism or tcuncalion in the manufacture of the lens as the fitting 
is simpl)' lhe sa lue as a single vision case. Tf needed, toric surfnces are possible 
on Ihc front and back surfaces. 

In sorne subnormal cases, the pinhole factor can increase the visual aeuily or 
the patient, and increased acuil)' has heen reported as wcll in keratoconus and 
irregular corneas. 

In aphakia cases, the pinhole factor can well be taken advantage or, as the 
total pl us power rcquired will be less. 

In the standard presbyopic case, the pinhole factor can also be utilizcd in Ihat 
the plus power can be "pushed" slightly on the palient with no effect al distance 
and increased beuefits at near poin t. Man)' times, it has bl'en found Iha! Ihe 
illcreased pl us is nol nccessary. 

A grea! deal of clinical research slill has lo be done 0 11 Ihe cosmctic bifocal bu! 
early cl inica! rescarch indicates Ihal the cosmetic bifocal works for it combines 
Iwo e[ementa ry principies . Ihe pinhole and Ihe Eskimo sli !s lo provide the contact 
lens pracli tioncr wilh a real practical bifocal wilh grea! fulure pO~l!ibili!ic!'l. 

18 Soulh Michill.n Avenue. 

> 
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CONSTATATIONS CLlNIOUES ET HlSTOLOGIOUES 


CONCERNANT LES HEMORRAGIES CHOROIDIENNES 

SIMULANT LES TUMEURS MELANIQUES 


PAR 

NICOLAS ZOLOG 

Timboara - Rumania 

Parmi le;; nombreu5es affections oculaire Reese en enumere 15 dans la derniere 
édition de son traité 5ur les tumeurs oculaires qui peuycnt simuler le mélanome 
malin choroidien, I'hémorragie choroidienne est la plus difficile a identifier. Son 
aspcct ophtalmoscopique imite cntiérement celui du mélanome. Celte ressemblance 
est la cause qu'un grand nombre d' hémorragies choroidienne;; ont ete identidiées 
seulement par l'examen histologique des yeux suspeclés d' abriter des mélanomes 
malins. 

Sur un hombrede 47 yeux enuclee.s avec le diagnostic de mclanome malin de 
la choroide nou!! avons trois foil! trouvé á I'exa men anatomique, un veritable 
hématome, situé entre I'epithel ium pigmenté el les cellulcs visuel!es, el dans un 
cas, una hémorragie choroidienne invadant le vitréc. 

Dam la liuérature ophtalmologiqHe, á notre conaissance, les examen!! histolo· 
guiques concernant tels yeux rares. C'e!t le motif que nous avons jugé utile de 
relaler nos observations. 

Obs. l . M. Ecaterina, 38 ans. Depuis 6 mois la molade rema rque la baisse 
de ¡'acuité visuelle de son oeil droir. Le champ visuel de cet oeil est ampute dans 
le eecteur temporal. Tension oculaire normale. Examen ophtalmoscopique: 
soulévcment rétinien nasal marqué, sam plis, immobil, assez nettement delimité, 

317 



NICOLA S ZOLOC 

d'aspeel grisatre.marron entre la papille et I'ora scrrata. L'examen microscopique 
de )'oeil coupé en deux (Fig. 1) découvre une formallon noire qui décolle la 
rétine nasale. 

Fil!. 1 

Sur les coupes histologiques, cette formalion se revele a élre un hématome logé 


entre ]'cpilheli um pigmenté (Fig. 2) el les cellules visuelles. La membrane de 
Bruch el l'epithelium pigmenté alterés sont, dan! la ZQnc adjaccllte au hématome, • 

f.
I . 

Fil! . 2 

dechirés. La surface interne de l'hémalome esl rccouverte parlout par les cone! 

el les balonnets. A coté dé )'ora on remarque une hemorragie intrachoroidienne, 
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veritab!e hématome disecant. Les parois des arteres choroidienlles sont épaissies, 
celle! vei neuses alrophiées et amindes (Hg. 3 el 4). 

Obs. 11. D. loan, 55 alls. Depuis 8 moiS ·baisse progressive de la -vue de I'oeil 
l:gauche. " ,¡ ,,.. 

Examen ophlalmo~copique. Décollement'iinmobil de la retme (lOd.), de couleur 
gr ise·ardoi~e entre la papille el I'équateur:' dana le secteur temporal. Sur les deux 
moitiés de globe oculairc seclionné on VOil que la réline esl déeolJée entre la 
papiJIe el I'ora, par una formation b;~hatre consistente. L'étude histologique 
lIlontre qu' il s'agit d' un hématome p~acé entre l'epilhelium pigmenté et les cellulcs 
viwelles l'cpithelium pigmenté et la mebrane de Bruch présenlenl plusicurs 
reptures, épaissisementes t!1 pliso On remarque les mémes lésiolls des arterc;" cl 
eles \'eines choroidiennes cOlllme dana I'observation précédente, 

Ohs, 1I I. L. Maria , 48 uns, présente "baisee de la visioll de ]'oeil droit, les 
dl' rniers S mois el I'amputa tion du champ visuel temporal. 

A ¡'examen ophtalmoscopique on constante dan! le secleur lIaEal UII décollement 
globu leux (23 DI ) immobile grisjaunt:"de la réline toujoura entre la papille et 
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, 

Fig. 4 

I'ora. Au microscope on relrouve un décollemenl rclinien elendu causé par un 
hémalome siégeanl sous les cellules visuaHes. L'épilhclium pigmenlé, la membrane 
de Bruch el les va isseaux présenlenl les memcs al terations que les observations 
prccédentes. Dllns un endroit 0 11 observe ulle mulliplication des vai5Seaux 
choroidiens ayant I'aspect d'ull 8ngiome (Fig. 5). 

, 

Fig. S 

Dans les Irois observalions menlionnées plus haul, la translumination sclérale 
a élé négalive. 

Obs. IV. D. Maria, 69 ans, admise a la c1inique pour douleurs oculaires 
inlernitentes el la perle de la vuc de ¡'oei! gauche. 
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Examen ocuaire. Quelques eclasies sclérales; la cornée est opalescente, la pu· 
pille dilatée, le fond dc l'oeiJ inéclairable el la tensi on oculaire 52 mm (Shoiolz). 
La trépanatioll ElIio! n'aboulissant á normaliscr la tcnsioll oculaire, on décide 
J'énucléatioll de I'oei\. 

L'examen macroseopiquc de I'oci! eoupé en deux pleces monlre qu'une masse 
noire consistente comble les chamhrcs oculaircs. Elle esl comtiluée d'ull caillol 
parsemé d'un grand nombre d'amas pigmentaires ( Fig. 6). La ehoroide présenlc 
des a lterations vasculaires el des hémorragies maS!ives. La lamina vitrea el 
l'épilhelium pigmenté des déchi rures a !ravers lesqueJlt:S l'hémorragie s'infiltre 
dans la réline, de a meme ma niere eomme dans les Irois cas précédenls. Dans 
ceue derniérc observalioll, I'hémorragie a (k-chiré aussi la rétille oecupant lotale· 
mcnl la chambre du vilrée. 

Fig. 6 

Les alteraliolls va.sculaires ehoroidielllles n'élaienl pas ealltonnées ell aueun de 
nos eas au territoire des hémalomes intraréliniens. ELes élaicllt présentes aussi 
da ns les elldroits ellvirollnanls el mcme dall9 ccux éloigllés. Nous n'avons pas 
trouvé des altérations vasculail"cs rétiniennes marquées que dans l'observation Il 
(angiosclerose hyperloniquc) . De l'examen de la tOlalit.é des coupes histologiques 
il résuhe que dans lous II"S eas les hémorragies élaiell( choroidienues el qu'en 
déchirant la membrane de Bruch el l' epithe:ium pigmenté elles onl formé des 
hémalomes intraretiniens enl re I'epithelium pigmenté el les cellules visuclles. 

Les lesions primaires se trouvent done au niveau des vaisseaux choroidiens. Les 
parois des arteres dcviellnent épa issies, homogénes et hyalinisées. Les veines, don! 
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les parois !IOnl amincies, atrophiées el reduiles par place ia une ~evle couche 
épithel ia le, sonl dans quelques enclroils enormemcnt cl ilatées. 

On pe ut faci lemcut comprendre qu'en contact avec une choroide tellemcllt 
alterre, la membrane de Bruch et l'épithelium pigmenté degenerent el deviennent 
mois résistents. 

Les examen!! cliniques el de laboraloire ne nou!; 0111 pas fourni de:i dOllllés 
cOllc ernanl les causes des alterations vasculaires recolllrée5. 0 11 peul "oupl,;on n: r 
I' inlervcnti on de la sénéseence dans les observalions 11 et IV et dans les cas 

et 111 (jeu ncs gens) un état const ituti onel alteré des vaisseaux. 

D'apres I'evolution lente de" troublcs subjectifs il semble que les hémorragies 
choroidienncs se sonl graduellemenl dcvclopé. Leu r pression augmentante a clechiré 
la membrane de Bruch el I'épilhelium pigmenté puis s'es! infilt ré entre celles·lá 
et les cell ules visuelles en réalisant un clivage rétinien eomme dans 
le décoJlemenl " Idiopathiquc" ~e la rétine. Plus tard , a insi que dans naIre 
IV·eme ohservation , l'hémorrag¡~ déchire la barriere eonstituée para la rétine 
invahissanl le vitrée. 

Quclq ucs hémorragies chorotdiennes simulant le mélanomc malin de la réti ne 
sont rclatées dans la lit téralur~',,'?Í?~talmologique p:us ancienne ¡ Salller, Sedell /. 
Un nombre plus grand est publié par Kirk el Pelty, mEl is .sa ns de données hislo· ¡ 
!ogiques. Dans Ulle observation plus récenle de Rones el Zimmermann, une petitc 
hémor ragic choroidienne était. enquistée el contenait des cristau lC d'oxa:ate cal· 
cique. 

Reese el l ones onl décri t ~s0!ls l'etiquette d 'hémalome de I'épitheilium pigmenté 
une lí'Sion qui, d'aprés eux, si!1lUle dans le plus haut degré le mélanome ehoroi. 
dien. L'hématome habituellé"rrienl situé dans la région maculaire, entre I'épithe. 
lium pigmenté et la la mina vitrea esl d'apparition brusque. JI se revele en qu el· 
ques semai nt'S puis se resout el se resorbe la issant en place quelques taches pig. 
menlaires. Selon Reese el l ones, il a son origine dans I'épithelium pigmenla ire 
et la membranc de Bruch. Nous n'avollS pas rencontré ceUe neóformation sur 
nos coupcs hislologiques. 

Au terme de ce trava il, sachant que la seule sol ution théra peutique oHra nt 
quc!ques ga ranties, quo ad vitam, reste encore au jourd'hui l'éllucleation du g ~obe 

ocula ire contellant la lum eur, 0 11 doit se dcmander si les mélanomes malins cons· 
lituell t ou non des urgcllcc;s .chiru rgicales? Théoriqllement on peut donncr un 

• 
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réponse negativc surtout pour les pctites tumeUfS j Flocks, Gercnde el Zimmcr· 
mann, Dunphyj . Mais I'ophtalmologiste, meme experimenté, ayant le souvenir du 
COr¡ege des malades morts par métastases des ces tumeurs se considere obligé a 
proposer l'énucleation quand le tableau clinique est typigue. 11 prefere cette so· 
lution surtou t quand il s'agi t des yeux avec la visioll p2rd ue ou sur le poi nt 
d'ctre perdue. Le risgue d'enucleer un tel oeil sem blc étre plus acceptable que 
la cOllservation d'ulI oeil cOlltellanl la tumeur. 
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(p.ominobencenosulfonocetilomido sódico) 

saludón 01 20%; frascos · pipeta de 10 e.c. 

(Al1ercur. Penicilina} 

fro5Cos con 400.000 '1 800.000 U. I. 

(Hioluronidoso) 

ompollos de 350 U. r. 

(Prednisono) 

10 y 30 toblelos de 5 mg. c/u. 

(Prednisolono) 

10 Y 30 loblelos de 5 mg. c/u. 

(Corlisono con Cloronfenicol) 

tubos con 2 g. de solución oleoso 

, 

(Hidrocortisono con Cloronfenicol) 

tubos con 2 g. de solución oleosa 

, 

Schering A.G. Berlin 

Alemania 

v 
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is the word that describes the edge of a PARABOLAR fullyCONSISTENT fi nished CONTACT LENS. 


because every PARABOLAR edge is manufactured on spe

cialized, automated equipment, exc1usively designed and 

patented , for precise duplication. 


because - to us - the finishing of a lens is its most important 

aspecto PARABOLAR CONTACT LENSES, since 1957, 

have beeo sold only lillly-finished,and only directly from our 


CONSISTENT 

CONSISTENT laboratory at West H empstead, N.Y., through an extensive 

network of professionally trained distributon. 


fi tters go from start-to-fini sh, usually without the t ime con · 

suming task ol re-edging and rc-finishing. 
CONSISTENT 

-accept no substitute for 

parabolare parabolettEi
ultra- thin 

fhe qualify, fully-finished confaef lenses made only by 

DANKER & WOHLK, Ine. 
314 HEMPSTEAD AVENUE • WEST HEMPSTEAD. N. Y. 
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Ultralan 
Schering AG Berlin 

Pruebe primero ultralan 
el non plus ultra de las 

. pomadas corticoides. 
la únicacon mecanismo 
de acción en dos fases. 
Tubosde 10 y30g 
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"PRODUCTOS CIENTIFICOS" 
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ARQUIVOS BRA S ILEIROS 


DE OFTALMOLOGI A 


fundador: W. BELFORT MATTOS t 

DIBETOBES 

RUBENS BELFORT MA'ITOS 

B. PAULA SANTOS 

RENATO DE TOLEDO 


DURVAL PRADO 


H. MARBACK 


¡ACQUES TUPINAMBÁ 


ASSINATURAS USo $ 7 . -

Dirigirse a: RUBENS BELFORT MA'ITOS 

CAIXA POSTAL. 4086 SAO PAULO BRASIL 

, 
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Oftalmómetro 

de Jena 

• 

, 

VEI Carl Zelss JENA 

de Jena 

PreelIIO. y elUdid di 
reoombre m••dlll. 

para m.dir los rad ios 
da curvatura de la IU· 
p.rficie corntal anterior, 
al poder de re fracc ión 
da la cómea. es deci, 
, 1 astigmattsmo COf · 

nll!!l, la posición de los 
dos meridianos pr;nci· 
peles dll una córnea 
ut'gmllt ica. el podar 
de refrección de la cÓr. 
nea en cada uno de 
los dos mlridlanos 
principales. 

Rltprf'S&nI.nle¡ ex:lullvOI para Colombia: COMPA!QtA COMERCIAL CURAC;AO DE COLOMBIA S. A. 
Oficina. "" : BopU _ Mecltt1 ín _ c.n _ a.rn"",... m. 

x 



Ar(h. Soc. Amer. Oh.!. Optom. (1969 ) - 1 - XI 

M8KldeK ".~,,'
PREPARADO DFTmltCD ESTERll- DUAMEIASOIIA 

MAYOR POTENCIA+ 

MAYOR ABSORCION CORNEAL + 

CONTACTO PROLONGADO + 

DOSIFICACION ACE.LERADA = 


UN GRAN AVANCE EN LA OFTALMOTERAPlA CON ESTEROIDES 

, , 
Cortlcoesteroide-Anlibacterlano Muitrol 

ProporCiona la. ventaja. 
únicaa del Maxidex Maxitror 
(dexametaaona) combinadas 

d,..m,tl'0II1 0.10/. 

naomlc lnl (como aullllo) 3.$ mg/ml 
 con la activlded 

. lu lfalo d. pol lml~lnl e 8.CQ) unldadll /ml 
antlbacterlana de 

amplio espectro. 

~e<o~ 
Ak"" labot.torllS .-...tI.....1 Co. 
f orl W ... Ih. Tun, E.U.A.. 
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INSTITUTO BARRAQUER SOCIEDAD AMERICANA • 
de d. 

AMERI CA OFTALMOLOGIA y OPTOMETRIA 
• 

Announces its "PR IMUM FORUM OPHTHALMOLOGI CUM", to be held in 
Bogo!a, Colombia, on March 16th. thlu 20th. (immediately after the "XXI 
CONC ILl UM OPHTHALMOLQGICUM UNIVERSALE" of Mexico ). 

Sujects: 

1) Refract ive Kera'toplasly: a - Myopia Cor rection. 

b - Hyperopia and Aphakia 
Correction . 

c - Astigmat ism Correction. 

2) Cryoextract ion of the lens . 

The lectures will be completed with round table discussions, fi lm s and 
surgical demonsl rations. 

Information: Apartado Aéreo 20945 Bogo'tá (2) . Colombia 

Tienen el gus'to de comunicar 'a Ud .• que el " PR IMUM FORUM OPHTHALMO
LOGICUM", tendrá lugar en Bogotá, Colombia, del 16 al 20 de marzo de 
1970. (inmediatamente después del XXI CONCILlUM QPHTHALMOLO
GICUM UN IVERSALE de México l. 

Temas: 

1) Queratoplastia Refractiva : a . Correcci6n Miopía. 

b· Correcci6n Hipermetropía y 
Afaquia. 

c - Correcci6n Astigmatismo. 

21 Crioexlracción del Cristalino. 

Los lemas serán complementados con mesa s redondas. proyección de pe
lícu las y ses iones quirúrgicas televisadas. 

Información: Apartad? Aéreo 20945 Bogotá (2) . Colombia. 
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MARTINfl 

NEW DISPOSABLE CORNEAL TREPHINE 


An e)(tremely sharp corneal trephine having Ihe following oulstanding 
fealures. · . 

Blade penetrates to 1.5mm at which point a stop prevents furfher 
penetralion. 

A II slainless sleel. Four sizes: 6, 7, 8 and 9mm. 

non INSTttUMfNT COM'ANY, 4S70 Audubon Av • . , SI. louis, Mo. 63110 
Nev, Yor k Showroom : 629. Park Aven"e 
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PRIMUM FORUM 


OPHTHALMOLOGIf:;UM 


To be held In Bog.ota, (Colombia) 

16-20 March 1970 - Followlng the XXI 

Internatlonal Congress 01 Mexlco 

• 

Subiects: I ) Relraetive Keraloplasly; 

a) Myopia Correetion. 
b) Hyperopia and Aphakia Correction. 
e) Asticmatism Correction. 

D) Cryoextr.etioa 01 tile Len•• 

• 

[M'ORMATION: 'nstltuto Barraquer de América 

Ap.rtad~ Aére~ 20945 

BOllotlÍ (2), D. E. Colombia, S. A. 
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INSTITUTO BARRAQUER 


LAFORJA. 88 BARCELONA [61 ESPAÑA 

QUINTO CURSO INTERNACIONAL DE OFTALMOLOGIA 

BARCELONA, 11 . 16 DE MAVO DE 1969 

El prog rama comprenderá los sigu ientes temas: 

Microc1rugla; Quentoplutia Refnctlva; Desprendimiento 

de Retina; ColaplO de la Cámara AnteriOr en Clrugra de 

la CórnH. de la Catarata y del Glaucoma, 

Están prev istas as imismo varias SESIONES CINEMATOGRAFICAS 
( 'tema libre) v SESIONES QUIRURGICAS televi sadas. 

INFORMACION E INSCR IPCIONES EN LA SECRETARIA DEL INSTITUTO 

-• 
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