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SOME RARE OCULAR MANIFESTATIONS OF VENEREAL 
DISEASE. 

By MAJOR M. THOMAS YARR, 
Royal Army Medical Oorps. 

THE following brief notes of cases recently under my care may 
prove of interest to readers of the Journal :-

HARD CHANCRE OF THE EYELID. 
Private W., a healthy-looking lad, aged 18~, consulted me on 

March 1, 1903, with a view to obtaining some treatment for a sore 
on the right lower eyelid, which he called a "stye." The inner 
third of the margin was irregularly eroded, as though bitten by 
an animal, and the whgle depth of the lid swollen and indurated ; 
on eversion a pinkish-yellow, granular-looking, glazed ulcer with 
raised edges could be seen extending to the bottom of the fornix. 
There was practically no discharge, and the bulbar conjunctiva 
was unaffected. He stated that about a month before he felt a 
little itching at the inner corner of the eye; the lid remained red 
and irritated for some days, and then very slowly a little pimple 
formed, which after increasing to the size of a pea, " broke," leaving 
the present condition of things. Within the last week he noticed 
tenderness and swelling of the right pre-auricular gland and of two 
glands behind the angle of the jaw. He had four months' service, 
had never been in hospital, and denied all contact with women. 

I had no doubt whatever in my own mind as to the specific 
nature of the case, for a more typical primary sore I have never 
seen. I admitted him to hospital and at once began mercurial 
inunction, contenting myself as regards local treatment with a 
boric lotion and protection of the eye. The effect of the mercury 
was magical; the ulcer began to heal almost immediately, and had 
disappeared, leaving a puckered cicatrix, and of course loss of cilia, 
by March 11; the induration of its base and the swelling of the 
glands, however, subsided very slowly, and could still be felt quite 
six weeks later. The gums were slightly tender three days after 
admission and were kept so for six weeks. 

On March 14, a fortnight after admission, and following days, 
a faint but unmistakable roseolar syphilide appeared on chest, 
arms, and thighs, accompanied by small superficial painless ulcers 
of the fauces, and thus definitely established the diagnosis. These 
secondary manifestations, the only ones, subsided quickly. I kept 
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him in hospital under specific treatment until .May 5, when he was 
discharged to rejoin his regiment, which in the meantime had 
been moved to Norwich. The subsequent history of this case will .. 
I hope, be. noted and sent to me. I shall be particularly interested 
in watching for any implication of the cornea of the same eye, in 
view of the fact that at least two of the cases of acquired syphilitic 
interstitial keratitis recorded followed primary sores of the eyelids. 1 

The case was exhibited and discussed at the March meeting of 
the Aldershot Military Medical Society. 

Cases of primary sore of the ocular adnexa cannot be said to 
be of extraordinary rarity in civil life, but this is the first. one I 
have met with in the Army. The most common site appears to 
be the eyelids, though cases have been recorded of chancres in the 
upper retrotarsal fold, bulbar conjunctiva, and even in the lachrymal 
sac·!. An interesting case in a child, aged 3, which was under obser
vation for upwards of three years, has been recently recorded by 
Dr. Fritz Weber, of Zurich.:l Mr. Simeon SncIl has seen no less than 
twenty cases in Sheffield, and is inclined to attribute some of these 
at least to the fact that in each of the large iron-works there, there 
are certain workmen who have reputations for removing foreign 
bodies from the eye, whose methods, though remarkably successful, 
are somewhat crude. 

INTERSTITIAL KERATITIS DUE TO ACQUIRED SYPHILIS. 

In view of the rarity of this condition, and the desirability of 
establishing by records of cases a typical symptom-complex, I give 
notes of the following case, in which interstitial keratitis appeared 
as a late secondary phenomenon. 

Private P., a robust man aged 25, with excellent teeth, and free 
from all evidences of hereditary syphilis, reported sick on Decem
ber 30, 1902, complaining of slight dimness of vision in his left eye. 

,On examination a small faint grey semilune of infiltration was 
seen in the lower part of the cornea, somewhat resembling part of 
a badly-marked arcus senilis; the cornea above as high as the 
pupil margin looked dull; below it was some slight ciliary con
gestion; vision 8- badly, tension normal. The iris was normal in 
colour; the pupil reacted well and equally to light, and dilated 
freely and circularly to a mydriatic. The right eye was normal. 
He had had a primary sore on the penis five years before, followed 
by roseola and papulre; his eyes had not then, or previously, been 
affected. He was admitted to hospital and ordered atropine and 
a pressure bandage, with iodide of potassium internally. The 
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corneal infiltration slowly and painlessly increased, always pre
serving a fairly regular semilunar form, until it reached its maximum 

. some six weeks later. 
On February 9, 1903, I noted the condition of the eye as follows: 

Grey, ground-glass infiltration of the cornea, homogeneous, and 
apparently affecting the entire thickness as seen with a magnifier; 
semilunar in shape, symmetrical, the horns of the semilune extend
ing up to the horizontal meridian on either side, the lowest part of 
the cup about half that distance; free edge fading gradually away 
into dulness and loss of sheen; upper third of cornea clear; ciliary 
congestion below, not severe; no vessels in the infiltration. Vision 
tr'b; no pain; no increase of tension; pupil well and circularly 
dilated; no resemblance to keratitis punctata. 

From this date the infiltration slowly retrogressed, somewhat 
patchily, from above downwards, treatment remaining unchanged. 
He left hospital on March 20, with vision 1t and slight" buffing" 
of the lower third of the cornea. As his regiment proceeded to 
another station I have not been able to see him since. 

Interstitial keratitis in acquired syphilis is a very rare pheno
menon. Nuel, in an exhaustive monograph on corneal diseases,4 
remarks: "It is a curious fact that syphilis in the adult very 
rarely attacks the corneal tissue, though it so frequently affects the 
iris and even the whole uveal tract." Mr. Jonathan Hutchinson 
also emphasises its rarity:5 "The occurrence of syphilitic keratitis 
in connection with acquired syphilis is exceedingly rare. I have 
not myself sefm more than three or four cases in which there was 
any reason for diagnosing such a condition, and in most of these 
the affection was very slightly marked and transitory," Of the 
few recorded cases, Mr. Hutchinson's" is perhaps the most remark
able. The cornea was invaded by curiously symmetrical strioo, 
concentrically arranged; there were repeated relapses, but the 
patient ultimately recovered with almost perfectly clear corneoo. 
Mr. Lang's case has been alluded to (vide 8upra). Mr. Lawford 
published notes of five cases in 1900/ but in two of these he admits 
the syphilitic origin to be "open to question." It is a curious 
fact that in Mr. Lang's case and one of Mr. Lawford's cases, the 
primary sore had been in the conjunctiva of the affected eye: 
in both of these cases the keratitis was a very early secondary, 
in all .the others a late tertiary, lesion. In all the published cases 
vascularity has been slightly marked or absent, though in one a 
distinct " salmon patch" was seen. 
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GONORRH<EAL IRITIS. 

Cases of gonorrhooal iritis are perhaps not very rare, but they 
are certainly rarely diagnosed. The following case is of interest, as 
it shows the importance of considering the possibility of gonorrhooal 
origin in cases of intractable relapsing binocular iritis. 

Private McQ., aged 20, a pallid but well-nourished lad, was ad
mitted on February 2, 1903, suffering from severe iritis in the right 
eye. Intense ciliary injection, photophobia, already numerous fine 
synechire, and a film of peculiar greenish lymph in the pupillary 
area. There was, however, curiously little change in the colour 
of the iris and no turbidity of aqueous. He said the eye had only 
been bad two days. Vision, fingers at 2 ft. ; pain severe both in eye 
and temple day and night; tension normal. Inquiry elicited the 
fact that he had had a sore on the penis fourteen months previously, 
not followed by secondaries; this was verified by his medical 
history sheet. I somewhat hastily assumed that the iritis was 
syphilitic, though its advent was unusually late, and ordered mer
curial inunction, with atropine and hot fomentaions to the eye. 
The gums were touched in four days' time, but the iritis was prac
tically unchanged, if anything a little worse. Three days later, 

. February 9, his left eye showed signs of injection, and next day 
was affected with an iritis almost the exact counterpart of the 
other, but with less effusion. Pains in the temples and eyes were 
now very bad, and the patient could not sleep without an opiate. 
On February 18 the left eye began to improve, followed a day 
or two later by the right (the first attacked); the effused lymph 
melted away with extraordinary rapidity, and on February 28 I 
noted: "Vision, R'6'b- and L. 360; red reflex; faint vitreous opaci
ties; no pain; slight injection." He continued to improve until 
March 6, when he complained of pain in both eyes,and also, for 
the first time, of dull aching in the left knee and ankle. Next day 
both irides were again inflamed, but not so severely as at first, and 
the knee and ankle slightly swollen. The latter condition had a 
suspiciously familiar look, and I closely cross-questioned him for 
the first time as to gonorrhooa. He. admitted that he had had a 
running six months before, which he had treated himself with an 
injection obtained from a. chemist, and examination showed he had 
still a slight gleet. He also stated that while on furlough at Christ
mas he had been laid up a week with stiffness of the left ankle and 
tenderness of the sole of the same foot. 

The gonorrhooal origin now seemed pretty clear, and the con-
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stitutional treatment was changed to salicylate of soda, 10 grains 
every three hours, with local treatment for the rheumatism and 
gleet, which I need not enter into. Improvement in the iritis set in 
almost immediately, and on April 1 vision was R. 1;', L. 162 partly; 
pain and injection gone. The gleet and joint pains also subsided 
quickly, but stiffness and lameness persisted for a long time. He 
had a slight relapse of the iritis in the right eye early in May; 
since then the eyes have given no trouble and the general health 
is greatly improved. I have, however, proposed him for invaliding, 
as unlikely to be efficient as a soldier, in view of the liability to 
relapse characteristic of gonorrhreal iritis. His vision is now, R. 
{il, L. 1

8
2; numerous fine synechire; some spots on lenses, but on 

the whole wonderfully little trace of the effused lymph; punctate 
opacities on the back of lower third of right cornea. 

The late Mr. John Griffith was one of the first to focus the 
attention of ophthalmic surgeons on gonorrhrea as an occasional 
cause of iritis in his able paper on "Iritis a Sequel of Gonorrhrea," 
read before the Ophthalmological Society in 1899.~ In the dis
cussion which followed his paper Mr. Treacher Collins referreri to 
an interesting investigation he had made into the constitutional 
history of 100 cases of iritis. Out of these 100 he found that iritis 
had commenced in connection with gonorrhreal arthritis in no 
less than fourteen; he had never met with a case of iritis which 
he could attribute to gonorrhrea without any arthritis. Since that 
date I have endeavoured to keep always before me this possible 
origin of obseure atypical cases of iritis; yet, as may be seen, the 
true nature of this case escaped me until forced on my attention 
by the concurrence of the arthritis. I have only seen two previous 
cases in which the diagnosis was fairly certain; one was monocular, 
the other binocular, but both had certain features in common with 
this, notably the numerous thready synechire, the greyish-green 
effused lymph, and the tendency to involve the pupillary edge of 
the iris chiefly, leaving the rest but slightly involved. 
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