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SOME
APPARENT DIFFICULTIES OF
GENERAL PRACTITIONERS
IN OPHTHALMIC WORK.
By MALCOLM L. HEPBURN,

F.R.C.S.

Lecture delivered for the Fellowship of Medicine.

THE other day I was speaking to a general
practitioner friend of mine, and when I told
him I was going to read a paper on the above
subject, he said to me, " Are you sure yoL do
not mean the real difficulties of general
practitioners ? " 1 assured him, as I assure
you, that I mean exactly what my title says.

Mlost of what I should describe as the real

and serious difficulties in ophthalmic work
have been adequately dealt with in the past
few years by articles appearing periodically
in the medical journals and by numlerous
little "Aid" books and 'small textbooks.
The practitioner learns from themn how to
diagnose many difficiilt cases in their early
stages, and having done so is anxious to
transfer his responsibility to the ophthalmnic
surgeon.
The importance of distinguishing between

glaucoma and iritis, and the serious conse-
quences of wrong treatment in each case,
the difficulties of diagnosing a chronic
glaucoma (which, by the way, many ex-
perienced surgeons sometimes miss), and the
danger of leaving a squint untreated, &c.,
have been so thrust before the general practi-
tioner that he ought to be well aware of these
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92 DIFFICULTIES OF GENERAL PRACTITIONERS IN OPHTHALMIC WORK

pitfalls. I have even seeni it suggested that a
practitioner is wanting in his duty to his
patient if he does not use his ophthalmoscope
on most of them, and the difficulties of
Usinlg this instrument are most carefully
explained to him and practical demonstra-
tions given with all due care, so that at last
he feels he is competent to diagnose funidus
conditions. But onily too often he finds that
when he is conifronted with his patient,
ophthaimoscopy is not so easy as it is some-
times made out to be, and he finds the help
he gets out of it in his clinical work is by no
means commensurate with all the time and
trouble he is expending on this method of
examiniation, and he generally gives it up in
despair.
The kind of difficulties I propose to bring

before you this afternoon are of a different
character.

Patients often come to me, or are sent to
me, for comparatively simple eye conditions
which I consider a general practitioner ought
to be able to advise about, treat, and carry
throuLgh to a successful conclusion, and the
practitioner himnself also feels he is quite
capable of dealing with them, but for some
reason or other he finds things do not go as
well as he expected. He appears to make
the right diagnosis and the treatmenit he
applies is correct according to the textbooks,
but somehow or other it does not produce
the desired result; and again he may make
the wrong diagn-osis in wlhat appears to be a
simple case, and therefore the treatment
becomes tunsuccessful, and after a time he
thinks it wise to obtain an expert opinion, or
the patient goes off on his own account to
an ophthalmic 'surgeon.

Moreover there are many cases, e.g.,
cataract, about which a general practitioner
is quite able to give the necessary advice, but
which I find is often put in the wrong way,
thus creating a false impression in tbie minds
of the patients. Since one seldom hears
aniything about such difficulties, I am forced
to describe them as apparent; and I there-
fore initend to give you the benefit of my

experienice in cases of this kind that have
come under my niotice.

I am afraid my remarks muist necessar-ily
be disjointed anid incomplete as 1 cannot
remember- every formi which such difficulties
imay take, but I can give examples of a few
whlich I hope may be helpfutl.
Now one of the commonest diseases of

the eye that a practitioner is consulted about
is a " red eye," anld it is much too often taken
for granted that this must be a case of
conijunctivitis when it may be nbthinig of the
kind.

It cannot be too often insisted that the
signls of conijunctivitis are : (i) Hyperaemia
of the conjunctiva, which may involve both
the palpebral and ocular mucous membrane
or may be localized to the lids or only parts of
the globe; (2) A certain amount of inucoid
discharge which in a severe case may become
purulent, and this discharge, if left alone xvill
produce (3) stickinig of the lids in the
morning on waking, because it is of a
mucoid nature. Uniless these three signs
are combined, you have not got a case of
conjunctivitis to deal with.
The only symptom of conjunctivitis is a

sort of discomfort but no actual pain; anid
if there is pain, we have probably some
complication present.

Acute conjunctivitis is due to micro-
organisms of various kinds which produce. a
difference in the degree of severity of these
three signs, and the ordinary treatment is to
waslh out the eyes as frequently as possible
(often every hour in a sever-e case) with some
antiseptic fluid (e.g., X in IO,OOO perchloride of
mercury, 2 per cent. quinine, and other anti-
septics), and to smear some simple ointment
(vaseline or boracic) along the edge of the
lids at bedtime to prevent the discharge from
accumulating during the night and gluing
the lids together; while during the day the
eyes must be left openi and exposed to the
air. Dark glasses may be necessary as some
patients are sensitive to bright light and cold
wind under these circumstances.

Chronic conjunctivitis exhibits the same
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DIFFICULTIES OF GENEtRAL PRACTITIONERS IN OPHTHALMIC WORK 93

thiee sigins, buit in a modified forin, atnd
roughly speaking some sor-t of lotion
containiing zinc (beginning withi i gr. to
the oz.) is inidicated.

In severe cases anld those that clear up
very slowly, it is advisable to painit the lids
wvith 2 per cent. silver nitr-ate, or protargol
drops (5 to IO per cent.) may be used; and
wvhere there is much dischar-ge this form of
treatment has to be applied every day, but
in the less severe cases and those gradually
recoverinig, onice or twice a wveek is quite
sufficient, but this should not be the routine
treatment for all cases of conijunctivitis.
The mild cases do not requit-e drastic treat-
ment of this sort, which very often . only
increases the sigins and syiiptoms.

But it is important to continue the use of
the lotion for several weeks after the coIn-
junctivitis appears to have completely re-
covered, in case there are any organisms
hiddeni away in the folds of the mucous
membrane which may at any moment start
multiplying again if they are left alone. I
think it best for patienits sufferinig from coni-
junctivitis not to be allowed to read, and to
avoid all external sources of ir-ritation, such
as smoke, dust, cold air, bright light, &c.
Now, not all cases of hyperomia of the

conjunctiva alone must be diagnosed as conl-
junlctivitis, although it is tr-ue this is one of
the signs. Yet practitioners often seem to
thinik it is, and treat them on the lines I have
laid down above, ofteni resortinig to the use
of the stronger- drugs at once.

This hyperzemia may be duLe to some
irritationl, e.g., chemicals splashed up into
the eye, dust, ingrowing lashes, smoke, &c.,
especially in sensitive people; anid such cases
tpust not be treated with prepatrationis whichl
are intended to destroy organisms that ar-e
not there. They only add to the irritationi,
and muchi disappointmenit is caused if what
is considered by the patienit as "a cold in the
eye," and inideed is often a very simple case,
is not successfully treated, anid thus prac-
titioners often lose the confidence of their
patient over a rather trivial affair. A simple

boIracic or' alkalinle lotioni with some hazeline
is all that is required in such cases, and
r-emoval of the definite cause (e.g., lash)
when fouLnd.

Againi, although mucoid or purulenit dis-
charge is one of the signis of conjunctivitis,
nlot all forms of secretioni which hang about
the lids is due to iniflammation of the coIn-
junctiva. For example, no doubt many of
you have nioticed a wlhite, creamy-looking
discharge sticking oni the lids at the innier
anid outer canithus. and perhaps along the
inner edge of the lids, mostly in the morninig.
This is not conjunctival discharge, but ex-
cess of meibomian secretion, which ofteni
gives rise to a good deal of irritation but
never causes sticking of the lids in the morni-
ing. If this colndition is treated as a coIn-
juLnctivitis with antiseptic lotionis and silver
preparationis, it wvill never get well, and
may be made considerably worse. What is
needed is to massage the edge of the lid,
pressinig it between one's two fingers, and
paint the inn1er margin of the lids occa-
sionally wvith some mild astringenit, as
resorcini (2 per cenit).
Another example of disclharge, -which is

niot of conjunctival origin, is that whichi
collects near the inner canithus, because it
originates from an obstructed lacrymal duct
anid regurgitates from the lacrymal sac into
the eye. It may be mucoid or muco-puru-
lent in nature, anld is found in infants with
congenital obstruction, or in adults as a
result of rhinitis. There is niever any hyper-
zemia of the conjunictiva, either palpebral or
ocular, and no sticking of the lids at night.

Moreover, it is to be observed that the
condition is one-sided as a rule, which is in
itself a valuable aid to the diagnosis. Always
beware of a one-eyed condition wvhich looks
something like a conjunctivitis; it is almost
certain to be somethinig else; conljunctivitis
sooner or later attacks both eyes, unless it
comes unider our care early enough to shut
off the unaffected eye. It is quite obvious
that to treat this class of case as a conjunc-
tivitis is doomiied to failure.
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94 DIFFICULTIES OF GENERAL PRACTITIONERS IN OPHTHALMIC WORK

That a certain connection exists between
conjunctivitis, or perhaps I should rather
say conjunctival irritation, and refractive
errors is well known to practitioners, but
they must not push this point too far in
giving advice to patients, as I have often
had reason to think they do; there is some
difference.of opinion as to exact relationship
between these two conditions.
Another sign, which practitioners seem to

be unable to grasp the meaning of, is that
of watering of the eye, and they appear to
regard it in much the same light as discharge,
and therefore diagnose the case as one of
conjunctivitis and treat it accordingly, often
with.disastrous results..
The eyes may literally pour with water,

but you will find that the lids never stick
together at night because there is no mucus
present in the discharge.
Let me remind you of a fact with which

you are very familiar; viz., watering of the
eye due to a foreign body fixed under the
upper lid. The reason of the pricking pain
and watering in this case is because the
foreign body scratches over the sensitive
nerve-endings in the corinea, producing reflex
lacrymation. Similarly, if the nerve-endings
are exposed, the same sensationis and water-
ing will be produced by the lid scratching
over the cornea. Such a state of affairs
occurs in any form of corneal ulcer, some
of which are easy to see with the naked eye,
while others are so small that staining with
fluorescin and examination with a magnify-
ing lens are necessary in order to detect
them. And yet these cases are frequently
missed, though they ought not to be.
A 2 per cent. solution of fluorescin and a

magnifying lens are not expensive items to
form part of a practitioner's equipment.
Fluorescin dropped into the eye can never do
any. harmn under any circumstances, and can
safely be used for diagnostic purposes if there
is the slightest suspicion of the presence of
an ulcer, and if there is, the affected area is
stained bright green.

There is often also much hyperaemia of

the co11junctiva in these cases which must
not be mistaken for conjunctivitis. I have
already said that foreign bodies under the
upper lid and on the cornea produce pricking
pain and watering of the eye, and patients are
often only, too ready to inform you where
the foreign body is situated and point to a
position always under the upper lid, Where-
ever the foreign body is situated the sensa-
tion of position will always be the same;
therefore, never fail to look both under the
upper lid anid on the cornea in searching for
it, using if niecessary fluiorescin and the
magnifying lens for this purpose.
Numbers of cases have come under my

notice where foreign bodies and small ulcers
have been inissed because of the neglect of
this careful examination.

Abrasion of the cornea, the result of a
scratch with a finger nail, sharp stick,-or
twig, causes much watering of the eye and
is excessively painful. It is often difficult to
see with the naked-eye but is easily made.
visible by instilling fluorescin. It is also
curious that in this condition we often find
some cedema of the skin of the upper lid on
the outer side, a sign very difficult to explain,
but this appearance together with in-tense
hyperaemia of the conjunctiva leads the
practitioner to mistake the case for
conjunctivitis.
Another useful sign in foreign bodies and

abrasions is that the pupil on the affected
side is smaller than that on the unaffected
side, but it is quite active; not the small
fixed pupil found in iritis.
Watering of the eye worse in the wind and

cold is a symptom of obstructed lacrymal
duct, again often one-sided, and unaccom-
panied hy hyperaemia or sticking of the lids.
It is useless to treat this as a conjunctivitis.
Watering of the eye also occurs in deep

inflammation of the eye such as iritis and
cyclitis; indeed it is extremely commnon in
the former condition, the additional signs
and symptoms to confirm the diagnosis
being discoloured iris, contracted inactive
pupil, aching pains worse at night and hyper-
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DIFFICULTIES OF GENERAL PRACTITIONERS IN OPHTHALMIC WORK 95

enia miiost marked round the sciero-corneal
margin. You can readily see how serious
it would be to treat this as a conjuinctivitis
merely because of the watering, and yet I
have often had such cases senit to ime that
have been tr-eated with silver preparation
and yellow oxide of mercuiry under these
conditions.

PAIN IN THE EYE.

Practitioners appear to have a very hazy
notion of the relative value of this symptom
in eye conditions.
They all know that it is one of the

symptoms of glaucoma, and in their eager-
ness not to overlook a case of this nature are
inclined to regard all kinds of pain as
possibly due to this condition without pay-
ing sufficient attention to the accompanying
signs characteristic of acute glaucoma. In
chronic glaucoma, remember, there may be
no pain, or only slight occasional pain
lasting a few hours. There is the pricking,
smarting pain, due to superficial conditions,
such as ulcer of the cornea, foreign bodies,
ingrowing lashes, &c., to which I have
already alluded. This sort of pain is genier-
ally relieved by keeping the lids closed.

There is the dull, throbbing pain of acuLte
iritis which, like all inflammatory pain, is
worse at night. There is nothing that
relieves this kind of paini so mnuch as the
application of two leeches to the temple on
the affected side.
The continuous aching pain of acute

glaucoma lasts all day and night and radiates
over the side of the head and is often severe
enough to cause vomiting. This pain is
accompanied by a fixed dilated pLpil unless
it occurs as a complication of iridocyclitis,
hypopyon ulcer, &c., when the pupil may
not be dilated, but at any rate it is fixed.
There is very little that can be done for
this pain, but leeches and hot bathing to the
eye do some good. An operation of some
kind is the only thing to relieve it. Acute
glaucoma can always be verified by feeling
the tension which under these circumstances

requires no special skill in order to detect
its presence.

Practitioners must not confuse these
various types of pain or they may be led to
judge of its character by what the patient
considers and describes as agonizing; and
therefore their thoughts turn at once to
glaucoma.

I am sure this must be another of the
practitioner's apparent difficulties because I
have so many patients sent to me by them
accompanied by letters and messages telling
me what they are afraid of.
Remember that pain, however, severe from

the patient's poinit of view, caninot be pain
due to acute glaucoma if it is accompanied
by a briskly acting pupil, and yet I have had
such a case sent to me where the practitioner-
was so Certain of his diagnosis that I engaged
a room at a nursing home preparatory to
per-forming an operation. When I saw the
patient the vision was a in each eye and
there was a briskly active pupil and the
tension was normal. I sent her on her way
rejoicing, but my greatest difficulty in
handling the case was to adjust satisfactorily
the relationship between the practitioner,
the patient, and the consultant.
Again there is the sort of pain which

patients describe as drawing pain at the back
of the eyes, making them want to shut them
and keep them tightly closed for a few
moments. This is generally a sign of eye-
strain and ocular muscle fatigue, and may
be caused by some refractive err-or.
There are a few drugs about which there

appears to be a misunderstanding in the
minds of practitioners. One of these is
cocaine.
Now it is well known that cocaine is a

local anaesthetic for all superficial parts of
the eye, and therefore will relieve the pain
of corneal ulcer, abrasion, or even a foreign
body, and when some patients complain
bitterly of the pain- they are suffering
especially when their complaints are accom-
panied by appealing requests for something
to relieve them we may be temnpted to instil
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96 DIFFICULTIES OP GENERAL PRACTPITIONERS IN OPHTHALMIC W+ORK

cocaine drops. In my opinion this is quite
the wronig treatmtent.
The relief is only temporary, an(d cocaine

possesses the property in miiany people of
looseninig and removinig the corneal epi-
thelium. I have often seen the whole of the
epitheliuin peal off in catar-act cases where
cocaine is instilled preparatory to an opera-
tionl, and onie never knows in anly individual
case whether it is going to have this effect
or lnot. Imagine, therefore, the result otn
the ulcer or abr-asion over which wve are
anxiously waiting for new epithelium to
grow as quickly as possible.

Yet I kniow, from practitioniers' prescrip-
tions of lotions which I see, that this is one
of the apparent difficulties in the treatment
of such cases.
The desi-ed relief cani equially well be

obtained by merely keeping the eye tied upso
that the lids cannot be opened anid are always
in contact with the globe. The application
of the mucouLs surface of the lid to the ulcer,
provided ther-e is no discharge likely to
in-fect it, is sufficient to encour-age the i-apid
growth of epithelium over the surface of the
ulcer or abrasioni, anid the pain soon
subsides.
We all kniow that witlh a foreigni body

utnder the upper lid we at-e fairly comfortable
so long as we keep our eye shut.
The onlv time I use cocaine is when I

wish to perform anl operationi oni the eye;
never in lotions.

Atropinie is another drucg about which
practitioniers appeal to display a certain
amount of shall I say -nervousness, judg-
ing by the niumber of cases whiclh come to
me and which ought to be uniider atropine
btut are not.

This is not eihtirely the practitioner's fatuilt
but the fault of the warnintgs given by some
teachet-s and in some textbooks.

Onie has ofteni heard the inljunlctioIl and
seen it in print: Never put atropine into
the eyes of patients ovet 40, for fear of
inducing glaucoma. Now a statemiient of
this kind withlout any qualification whatever

can onily be taken one way ancd gives the
practitioner the impressioni that this result
in people of this age and over is the rutle
rather than the exceptioni, and no wvonder
thiey at-e afraid of the drUg-

While it is quite trute that cases of acute
glaucoma have occuri-ed following the use
of mydriatics, it is undoubtedly anl exceptioni,
and only happens in those who show certaitn
characteristics suggestive of such a conltin-
gency happening. In a hospital like Moor-
fields wher-e there is a daily attendanice of
400 out-patients, and where a mydriatic is
instilled into the eyes of certainly half this
number, this complicationl very seldom
ar-ises, arnd it is therefore a sufficiently rare
occurrence to warratnt us in taking the 1-isk
wlhen the condition is, as it were, cryinlg out
for atropiine.

Inflammationi and ulcer-s of the cornea, as
well as iritis and iridocyclitis, must be tr-eated
with atropine at the earliest possible momenit,
anid conitinued several weeks after all signs
of iniflammation have ceased, and this, nO
matter what the age of the patient may be.
The idea that the pupil may never return

to its noimal size again after the prolonged
use of atropitie, which I have more thani
once discovered is an apparent difficulty in
the minds of some practitioners, has no
founidation in fact, anid nieed not be coIn-
sidered any fur-ther.
A notlher druig about wvlich I wish to speak

to yotu is one well known to all practitioner-s
and apparently used by them very freely
tinder all possible circuimstanlces, but I am
bounid to say with vet-y little regard to its
action on the eye; and that is yellow oxide
of mer-cury. Inideed it seems to me that the
priniciple guiding many practitioners in the
treatmenit of diseases of the eye is, " If in
doubt use yellow oxide of mercur-y
ointiiie'iit."
The idea uniderlyinig this method of treat-

ment is that this drug is antiseptic, and this
no doubt is, to a certain extent, true, but is
this the best form inl which to use an aniti-
septic to the eye ?
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DIFFICULTIES OF GENERAL PRACTITIONERS IN OPHTHALMIC WORK 97

It imust be remembered in the first place
that this oinitment, uniless miiade up wvith
special care, acts as an irritant, and it is
doubtful whether it is not irritaint to a cer-
tain extent however carefujly prepared. Now
this property is eminenitly desirable in certain
conditions of the eye; as, for example, some
cases of blepharitis but niot all, and also to
promote absorption of corneal infiltration or
scar tissue, but this is by no means the action
wished for in many cases for which it is very
commonly used. Besides which some indi-
viduals are much more tolerant of stimulat-
ing anid astrinigent applications than others,
and therefore such people do not complain
of the yellow oxide treatment, but I should
strongly advise you to assume that your
patients will be extremely susceptible to any
form of application to the eye, ancl many
will often complain bitterly of what we cotn-
sider very harmless sort of lotions and oinlt-
ments, and anything in the nature of an
irritant makes thlem much worse. This I
consider is the general rule.

Therefore always begin with the milder
type of drugs in conjunctival and lid con-
ditions rather than the stronger ones, while
the latter are held in reserve. Yellow oxide
may be used for blepliaritis, as in this con-
dition the organiisms are near the surface,
and in some corneal infiltrations which are
slow in clearing up, but I should say for no
other condition.
And yet I have knowni it prescribed as a

routine treatment in corneal abrasions and
ulcers, and only the other -day a case of
iridocyclitis came to see me where this
treatment had been adopted. It is true
atr6pine was also one of the components
of the ointment, but it was apparenitly
thought advisable to add some yellow oxide
as well.
The two first conditions urgently call for

the use of atropine alone, while the omission
of its use in iridocyclitis may be disastrotus,
pain and the possibility of complications
being intensified by this mistake.
The iridocyclitis is a blood inifection, and

what the effect of yellow oxide can have
in such a case, I fail to see. The excuse for
its use in abrasions and cornieal ulcers is
that they may become infected and the oinlt-
mtent is used as a precautioni. Even allow-
ing for this point of view, infection is, as a
rule, extremely uncommon, and can only
come from organisms in the conjunctival
sac, and these can be washed out quite
effectually by an antiseptic lotion of a less
irritating nature.
The number of cases whiclh have come

unider my care' where I have stopped the
yellow oxide treatment with beneficial re-
sults have been-I had almost said -legion.
Aniother subject about which many practi-
tioners appear to be in doubt is when and
when not to apply heat to an eye. In most
other patts of the body heat is applied in
the form of fomentations fixed on the affected
or inflamed part, especially where there is
atny suspicionl of the development of pus
which is eventually evacuated by operation,
but this method of applying heat is quite
unsuitable for eye conditionis; the fomen-
tations so quickly get cold anid then are
entirely useless.
One of the differences between the condi-

tions found in eye inflammations and those
in some other parts of the body is that we
have to take into consideration the fact that
the conjunctival mucous membrane may
have organisms hidden away in its folds
which are only too ready to grow under
favourable conditions and infect the cornea,
and what more favourable circumstance
could be found for their growth than to shut
them up in .warm surroundings ?
You can readilv see that fomentations

may in this way do a lot of harm.
Take for example an hypopyon ulcer

which is an extremely severe form of ulcer,
anid is on the whole rare, but if it is conmmon
anywhere it is more likely to be so in rural
districts, and may often come uinder the care
of the country practitioner.

In this type of ulcer there is pus in the
anterior chamber, and some practitioners
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98 DIFFICULTIES OF GENERAL PRACTITIONERS IN OPHTHALMIC WORK

appear to think that the object of the treat-
ment here is to encourage the evacuation of
this purulenit material, and for this purpose
they apply hot fomentations. Apart from
the fact that the cornea is the most resistant
part of the outer envelope of the eye, and
unless totally inflamed and necrotic as in
some cases of goniococcal keratitis practically
never breaks down under the influence of
heat, the pus- in this particular case is sterile
and is due to initense iritis from absorption
of toxins from the surface where only a
small part of the cornea in the early stages
is necrcotic due to the presence of the pneu-
mococcus, and even when perforation
through this part does occur the pus is
seldom evacuated.

Fomentation applied in this case only
encourages the growth of the pneumococcus,
soddens the epithelium and prevents healing.
No form of corneal ulcer should be

subjected to continuous heat.
But the application of intermittent heat to

corneal inflammations and ulcers, if properly
applied, and coupled with the free use of
non-irritati'ng lotions and atropine, will often
do a great deal of good, though by no
means always necessary.
The proper way to apply this form of heat

is to close the lids and then hold up in con-
tact with them a clean sponge or cotton
wool wrung out of very hot water, beginning
with it as hot as can be borne, and as soon
as it gets cool to redip the wool and apply
again. At last the water can be tolerated on
the lid hotter than the fingers will bear, and
theni a pledget of cotton wool mnust be
wrapped round the elnd of a non-conductor
(such as a handle of a wooden spoon) and
then held up to the eye in the same wvay as
before.
No other form of hot bathinig is of anly

use at all; and this method must be carried
on intermittently for a period of ten minutes
three or four timies a day, or even more often
if it is considered necessary. It is a very
useful treatment in all forms of painftul
affections of the eye, especially iritis, and

iridocyclitis, anid in glaucoma preparatory
to operation.

In iritis and iridocyclitis it may be neces-
sary, and indeed is a very good line of treat-
ment, to apply heat continuously, and this
can be carried out by means of an electri-
cally heated pad or a Japaniese muff-warmner
covered over by a fairly thick layer of cotton
wool.

Practitioniers should certainly be able to
give sound advice to the patients about
cataract, anld yet to judge from cases which
have been sent to me they very often seem
to assume that every type of cataract-is suit-
able for operation, and, moreover, go so far
as to encourage their patients to expect
perfect vision afterwards.
There are senile cataracts, congenital

cataracts, traumatic cataracts, and secondary
cataracts which include those forms oc-
curring as a complication of detached
retina, iridocyclitis, glaucoma, &c., anid some
of these are most unsuitable fcr a successful
operation.

First of all in the senile type, which are
usually the most likely to benefit from an

operation, a monocular cataract, however
far advanced, should niever be operated upon
as lonig as the other eye still has usetul
vision, viz.: about A.
The eye after operation, however success-

ful the result may be, will require a very
strong convex lens which is so out of pro-
portion compared to the other eye without
a glass that this amount of anisometropia is
too great for the two eyes to be worked
together in aniything like comfort, and the
patient prefers to neglect the operated
on eye and get along with the imperftect
vision of 11 together with the normal accom-
modation. The operation, therefore, be-
comes a useless one, and yet they have
tundergone the risk.

Cataract cases, where the fundus is not
healthy, as shown by the bad response to
projection of light in the differenit parts of
the visual field, should not be operated
oni. Cataract following iridocyclitis, even
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DIFFICULTIES OF GENERAL PRACTITIONERS IN OPHTHALMIC WORK 99

if there is good projection of light, should
be left as long as possible, provided the
patient has some sort of useful visioIn in the
other eye, as complications at the time of
the operation are likely to arise and the
ultimate effect on vision is problematic.

Therefore before hazarding an opiniion,
all these facts should be taken into con-
sideration, the most important of them
being the projection of light, a perfectly
easy method of examination for the practi-
tioner to carry out. In these days cataracts
need not necessarily be left until they are
wlhat is called ripe before they are operated
on1, buit an operation can be advised on one
eye as soon as the vision has fallen in both
eyes to a visual limit which is inconsistent
with the carrying out comfortably of ordiniary
daily life.
The uiniversal advice given to cataract

patients that operative treatment can be
under-takeni in every case and their sight
restored often leads againi to uncomfortable
relationship between the practitioner, con-
sultant and patient which need never
happen.
With regard to the various drugs advised

in these days to be instilled for the arrest of
cataract, mostly by quacks, I sometimes
gather that practitioners are in difficulties
about w-hat to say.
No doubt some day we shall find that the

chemical changes in the various fluids of
the body, and indirectlv in the eye by
osmosis, have much influence in the develop-
ment of cataract, but at present these
scientific matters are still in their infancy,
and until they are definitely settled it is
premature to dogmatize on the effects of
fluids applied to the eye, especially from
the exterior; and therefore their use should
not be encouraged.

I must say a few words about refractive
errors, for I find there are apparently some
very strange views amongst practitioners
about defects of vision arising from this
cause.

I am one of those who believe that general

practitioners, especially those with a very
busy practice, should have little to do with
errors of refraction so far as ordering of
glasses is concerned. All ophthalmic
surgeons could give numerous instances of
dissatisfaction on the part of patients who
have had their refractions most carefully
and patiently worked out by all the various
methods at our disposal and we are fully
cognisant of ali the pitfalls, but the general
practitioner will be wise to avoid all this
additional worry.

At thie same time they should know suffi-
ciently about refractive errors to be able to
give usefuLl advice, and to be careful not to
make ambiguous statements which often give
patients a considerable amouint of anxiety or
false hope.
Myopia shotuld always be taken seriously,

as a certain proportion of cases, especially in
young patients, tend to be progressive
besides the inconvenience of not being able
to see like normal people in the distance;
but it is not necessary to warn all myopic
patients, as I have often heard, that they
must never read or must lead practically an
invalid life for the rest of their days for fear
that detachment of the retina might occur,
and thus lose their sight; and that myopic
girls must not be allowed to marry in case
this complication should arise during their
confinement. It is true that myopia is one
the predisposing causes of detachment of
the retina, but a large majority of patients
with myopia escape this complication.

Also never encourage myopic patients,
with the assurance that they will get better.
when they get older. If the amount of
myopia is only small they may be able to
read witlhout glasses when over 45, according
to -the degree of myopia, but the distant
visionl without glasses wvill always remain
defective.
On the other hand hypermetropia leads to

a good deal of eyestrain and headache, but
no serious visual complication is associated
with this refractive error, and patients can be
reassured so far as visual acuity is conI-
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cerned, but please do not talk about
hypermetropia as old sight.
A few weeks ago a lady brought her son

to me, aged about 8, because her medical
man, finding that the boy was wearing + I D
spheres for hypeirmetropia, told the mother
that he had the sight of a man of 45, these
being the glasses that a man of that age
would ordinarily be wearing for reading.
The mother was very distressed because, as
you may know, the general public consider
that deterioration of vision is necessarily an
accompaniment of advancing years, which
leads to the remark one so constantly hears
from old people, if they do not come up to
full standard, "Well-what can you expect
of a person at my age ?" This idea, by the
way, keeps many people from consulting
anyone about their sight when they ought to
t e having advice and treatment.

This lady, therefore, imagined that her
son was thirty-two years nearer this inevit-
able deterioration of vision than he other-
wise would be.

Perhaps I may be allowed to remind you
that hypermetropia means a shorter eye-
ball than normal, and that this refractive
error is corrected by convex glasses, and
such glasses have to be worn by patients
with hypermetropia if the amount is more
than: they can comfortably deal with by the
continued exercise of the accommodation,
or if through failure of accommodation the
standard of vision falls below the normal.

Presbyopia, or failure of accommodation
at 45 and over in normal sighted people, is
also corrected by colnvex glasses, but the
physiological cause for wearing this type in
such cases is (lifferent to the ainatomical
cause in the hypermetropes. But the prac-
titioner, in interpreting the cause for wearing
glasses in the above case, had made the
apparent error of regarding the wearing of
the + i D lens in the same light in both cases,
in .spite of the fact that in the boy the
glass was prescribed for distant vision, while
in the man of 45 it would be ordered only
for reading.

I may have omitted many of the apparent
difficulties of general practitioners, which
they themselves may i-egard as r-eal diffi-
culties; or on the other hand may not, being
possibly under the impression that they are
giving sound advice and treatment; but if
I can be of any'help by answering any
questions you may wish to put to me, I
will do my best in the short time left at our
disposal.

ANGINA PECTORIS.
A POST-GRADUATE LECTURE DELIVERED AT QUEEN 'MARY'S

HOSPITAL FOR THE EAST END.

'By K. PLAYFAIR,
MI.A., IM.B., B.CH., M.R.C.P.LOND.

LITTrLE progr-ess has been made in the study
of this symiptom during the past I50 years,
since Heberden in 1768 published his
original description, in which he found that
the attack was relieved by alcohol and
stimulants; that opium at night warded off
attacks, and that at post-mortem th&re were
no very gross changes, except early atheroma
of the aorta.
One might venture to think that the cause

of such little progress is the comparative
infrequency of angina pectoris in hospital
patients in this country, in comparison With
the numerous cases of all types of angina
pectoris met with in private practice. Most
of the recent investigations have been done
in America, where possibly the greater
incidence among hospital patients would
be due to the fact that these patients are
derived from wider classes of society than
in this country.
Though, as I have said, little progress has

been made in our knowledge of the causal
factors, we can certainly claim that recent
work has given us a clearer classification of
the types of angina pectoris, which materially
helps us in both treatment and prognosis.

I would classify angina as follows :-
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