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Monday, March 24

UNIVERSITY OF MINNESOTA MEDICAL SCHOOL
CALENDAR OF EVENTS

March 24 - March 29, 1947

340

9:00 - 9:50 Roentgenology-Medicine Conference; L. G. Rigler, C J. Watson and
Staff; Todd Amphitheater, U. H.

9:00 - 10:50 Obstetrics and Gynecology Conference; J. L. McKelvey and Staff;
Interns' Quarters, U. H.

10:00 - 12:00 Neurology Ward Rounds; A. B. Baker and Staff; Station '0, U. H.

11:00 - 11:50 Roentgenology-Medicine Conference; Veterans' Hospital.

11:00 - 11:50 Physical Medicine Conference; ~oliomyelitis; Miland E. Knapp;
W-200 U. H.

12:15 - 1:15 Obstetrics and Gynecology Journal Club; M-435, U. H.

12:15 - 1:30 Pediatrics Seminar; Current Thoughts in Children's Orthopedics;
Douglas Lindsay; 6th Floor Seminar Room, Eustis Amphitheater, U. H..

Tuesday, March 25
I

9:00 - 9:50 Roentgenology-Pediatrics Conference; L. G. Rigler, I. MCQuarrie and
Staff; Eustis Amphitheater, U. H.

10:30 - 11:20 Surgery Seminar; John R. Paine; Small Conference Room, Bldg. I,
Veterans' Hospital.

12:30 - 1:20 Pathology Conference; Autopsies; Pathology Staff; 102 I. A.

2:00 ~ 2:50 Dermatology and Syphilology; H. E. Michelson and Staff; Veterans'
Hospital, Bldg. III.

3:15 - 4:15 Gynecology Chart Conference; J. L. McKelvey and Staff; Station 54,
U. H.

3:30 - 4:20 Clinical Pathological Conference; Veterans' Hospital.

3:45 - 4:50 Pediatrics Staff Rounds; I. McQuarrie and Staff; W-205, U. H.

Wednesday~ March 2~

8:00 - 8:50 Surgery Journal Club; O. H. Wangensteen and Staff; M-5l5, U. H.

11:00 - 11:50 Pathology-Medicine-Surgery Conference; Arthritis and Acute Yellow
Atrophy; Pulmonary Tuberculosis; E. T. Bell, C. J. Watson, O. H.
Wangensteen and Staff; Todd Amphitheater, U. H.
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12:00 - 1:00 Physiological Chemistry Journal Club; Staff; 116 M. H.

4:00 - 6:00 Medicine and Pediatrics Infectious Disease Rounds; W-205, U. H.

Thursday, March 27

6:30 - 9:20 Surgery Grand Rounds; John R. Paine and Staff; Veterans' Hospital.

9:00 - 9:50 Medicine Case Presentation; C. J. Watson and Staff; Todd Amphi
theater, U. H.

10:00 - 11:50 Medicine Ward Rounds; C. J. Watson and Staff; E-221, U. H.

10:30 - 11:.20 Roentgenology-Surgery Conference; Staff; Veterans' Hospital.

4:30 - 5:20 Ophthalmology Ward Rounds; Erling W. Hansen and Staff; E-534, U.H.

7:30 - Physical Medicine Seminar; 111 MeS.

Friday, Mar9h 28

9:00 - 9:50 Medicine Grand Rounds; C. J. Watson and Staff; Todd Amphitheater,
U. H.

9:00 - 9:50 Pediatric Grand Rounds; I. MCQuarrie and Staff; Eustis Amphitheater.

10:00 - 11:50 Medicine Ward Rounds; C. J. Watson and Staff; E-221, U. H.

10:30 - 11:20 Medicine Grand Rounds; Staff; Veterans' Hospital.

10:30 - 12:20 Otolaryngology Case Studies; L. R. Boies and Staff; Out-Patient
Otolaryngology Department; U. H.

11:30 - 1:00 University of Minnesota Hospitals General Staff Meeting: HOLIDAY.

1:00 - 1:50 Dermatology and Syphilology; Presentation of Selected Cases of the
Week; H. E. Michelson and Staff; W-312, U. H.

1:00 - 2:50 RoentgenOlogy-Neurosurgery Conference; H. O. Peterson, W. T. Peyton
and Staff; Todd Amphitheater, U. H.

Saturday, March 29

7:45 - 8:50 Orthopedios Conference; Wallace H. Cole and Staff; Station 21, U. H.

9:00 - 10:00 Neurology Grand Rounds; A. B. Baker and Staff; Station 50, U. H.

9: 00 - 9: 50 Surgery-Roentgenology Conference; O. H. Wangensteen, L. G,. Rigler,
and Staff; Todd Amphitheater, U. H.

9:00 - 9:50 Medicine Case Presentation; C. J: Watson and Staff; M-515, U. H.

10:00 - 11:50 Medicine Ward Rounds; C. J. Watson and Staff; M-515, U, H.

10:00 - 12:50 Obstetrics and Gynecology Grand Rounds; J. L. McKelvey and Staff;
Station 44, U. H.



II . UNILATERAL EXOPHTHAlMOS

J. H. Peterson

Unilateral exophthalmos is at times the
most difficult problem which ophthalmo
logists have to face. The ophthalmolo
gist is often the one first consulted
about this condition, but before a diag
nosis can be made, cooperation is needed
from the internist, neurologist, neuro
surgebn, roentgenologist, otorhinolaryn
gologist, pediatrician, pathologist, and
in some instances even with this cooper
ation the case is not determined with
certainty.

We have had several cases here during
the past year which fell into the latter
group and prompted this report of a
brief resumeiof some of the literature
on this subject.

I have attempted to arrange the var
ious conditions causing unilateral exoph
thalmos into groups having somewhat of a
common background or cause.

GROUP I.

Conditions in which there is apparent
proptosis but a protrusion of the globe
in its entirety is not actually present.

A. Staphyloma§ of the cornea and sclera
with bulging forward of the orbital
contents. This condition usually is
due to an old injury of the cornea
and sclera or to chronic infections
of the sclera and uveal tract.

Evidence of old infections or eye
injury usually' can be noted easily,
making the diagnosis not too diffi
cult.

B. Congenital megalocorne~. In this
condition the eye appears enlarged
and proptosed because of the large
corneal diameter.

C. Congeni~al glauco~, including
buphthalmos and hydrophthalmos.
In these two conditions which are uni
lateral in about 30 per cent of the
cases, there is enlargement of the
eye from increased intraocular pres
sure as a result of deficient drain
age of the aqueous fram the anterior

chamber of the eye. In buphthalmos
the findings occur as a result of
adhesions between the structures in
the iris angle. In hydrophthalmos
the symptoms occur as a result of a
congenital absence of the canal of
Schlemm. .

In congenital glaucoma one finds
generalized enlargement of the visible
portion of the eye, increased 1ntra
ocular tension and other findings of
glaucoma. .

D. Cases of seventh nerve paralysis
with widening of the palpebral fis
sure as a result of paralysis of
the orbicularis oris muscle.

E, Myopia. Occasionally moderate to
severe myopia with its elongation
of the eyeball, exophthalmos may
appear to be present. Refraction of
the eye and ophthalmoscopic examina
tion of the eye makes the diagnosis
apparent in the latter condition.

GROUP II.

Conditions which originate from im
perfect development of the orbit and
skull.

A. ~epha1Y.. or~ skull.

Tassmanl states that this malfor
mation is due to a premature synosto
sis of the sutures of the/skull,
especially the coronary or sagittal.
This results in a decrease in the
anterior-posterior diameter of the
skull and an increase in the verti
cal diameter so that the head becomes
elongated or tower-shaped. With
growth and increase of size of the
brain, there is then developed an
abnormal intracranial pressure.
Pressure is often applied to the or
bit resulting in a flattening of the
orbital cavity and protrusion of one
or both eyes as a result of diminu
tion of the size of the orbital
cavity.

Brain2 says that this condition
is hereditary and that the age at
which the suture lines unite varies
so the condition may develop during



intra-uterine life, infancy, or
later in childhood.

The exophthalmos may be of a moder
ate to marked degree and the orbital
axis may be deviated outward. The optic
canal may be smaller than normal, caus
ing pressure atrophy of the optic nerve.
Atrophy of the optic nerve· may also be
present as a result of a choked disc from
increased intracranial pressure. Treat
ment of the condition includes attempts
at reduction of intracranial pressure by
decompression operations.

B. Hereditary craniofacial dysostosi~

(Crouzon"8 Disease).

Tass.man4 stated that this rare form
of osseous dystrophy first described
by Crouzon .in 1912, is a hereditary
condition characterized by cranial
and facial deformity. The condition
is not common and is first observed
in the young infant. As the child

develops, the frontal region becomes
prominent and the anteroposterior
ridge overhangs the frontal promin
ence and sometimes passes to the
root of the nose. The head is brachy
cephalic with a large transverse
diameter. There is an early synosto
sis of the frontal sutures and basil
ar kyphosis. The upper jaw is under
developed and the lower jaw protrudes.
The proptosis in this condition is
usually ~ilateral. Choked disc
which is often present here may go
on to blindness. Vor1sek5 reported
two cases which were aided by means
of orbital and cranial decompression.

C. Orbital meningocele and encephalocele.-- ---
According to M. H. Whiting6 thore

are four theories as to the origin
of these:

1. That a portion of the primary
cerebral vesicle remains outside
of the mesodermal tissues in
which the skull bones are formed.

2. That they are due to craniotabes
and at weak points give rise to
this condition.

3. That they are neoplasms.

4. That they are due to premat~e

and irregular ossification of
the cranial sutures.

Those of the anterior portion of the
orbit are the commone~t although all are
rare. These emerge between the ethmoid
and frontal bones at the expense of the
horizontal plate of the ethmoid and in
the orbit they pass between the frontal
process of the frontal lacrimal bone, I

cribriform plate of ethmoid and nasal
process of the superior maxilla. They
appear as round sessile masses in the
upper and inner angle of the orbit and
above the internal tarsal ligament.
Although of congenital origin, they may
not be visible at birth but gradually
develop subsequently. Exophthalmos is
rare in this type. Fluctuation can usual.
ly be made out in the mass, if communica
tion to the cranial cavity remains open
which is the usual condition. Pulsation
also usually can be made out in the
swelling and pressure on the mass causes
reduction in its size and gives rise in
the patient to symptoms of increased
intracranial pressure as shown by slow
ing of the pulse and occasional convul
sions. Symptoms from pressing on the mass
are more marked if moderate amounts of
cerebral tissue are present in the mass.

Those of the posterior part of the
orbit emerge between the sphenoid and the
frontal ~one on either side of the lesser
wing of the sphenoid. There is often a
Bonsiderable defect in the bone, the
opening being larger than is the case in
the anterior ones. Exophthalmos in this
type may not develop until many years
after birth. The eye may be protruded up
ward or downward. The diagnosis here is
aided by the symptoms of increased intra
cranial pressure on pressure and by
analysis of the fluid after aspiration
and the findings of bone defects on x-ray.
Also one would be apt to. be able to aspir
ate more fluid than the size of Ghe mass
indicated. According to Whiting , re
sults of surgical repair of these so far
have been disappointing.
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The treatment in general consists
of ligation of the arterial supply
proximal to the arteriovenous con
nection. If the cavernous sinus is
involved, ligation of the common
carotid and one or more of its
branches may be necessary, and in
addition, orbital branches may need
to be ligated as well.

veins become dilated and hemorrhages
appear in the retina and papilledema
often develops. They are diagnosed
by the history of trauma, exophthal
mos, bruit and thrill over the eye
and over the skull, especially in
the temporal region on the same side,
by the signs of congestion of the
orbit and by lessening of the thrill
and bruit when the common carotid
artery is compressed.

Conditions due to various infections
withiiiandabout the 'orbit:-

In dacryocystitis, infection can
spread along the medial wall of the
orbit and cause cellulitis,

This is the ,commonest cause of uni
lateral exophthalmos. Infection in the
nasal sinuses is perhaps the commonest
source--the frontal and ethmoid parti
cularly. The next commonest cause is
thought to be infection of the superior
maxilla subsequent to dental extrac
tion. lO Inflammation of the orbit with
exophthalmos may originate from a throm
bophlebitis of the facial veins secondary
to infection of the eyelids, the lips
or the nose. Anastomosis occurs between
the veins of the superior maxilla, mouth,
tonsils and pharynx with the deep orbi
tal veins occasionally permitting pas
sage of infected material from these
sources to the orbit with resulting
cellulitis, possible abscess formation
and proptosis. Metastatic abscesses in
the orbit can occur in systemic infec
tions such as scarlet fever, influenzae,
chicken pox, meningitis, and after sur
gical operations in infected areas such
as pelvic cellulitis.

GROUP IV.

Arteriovenous aneurysm between the
internal carotid and the cavernous
sinus is a fairly common condition
with a history of trauma to the head
in 75 per cent of the cases.9 The
proptosis is usually unilateral and
of a moderate to a marked degree.
This condition is pulsatile when suf
ficient arterial blood pours into
the orbit through venous channels to
transmit the pulse to the orbital
tissues. The patient often complains
of a bruit in the ears or at the side
of the head which began several hours
or days after the injury. The bruit
usually precedes the proptosis but
both often increase in amount if the
arterial supply is unimpeded. The
eyelids become swollen from passive
congestion, the conjunctiva is in
jected and chemotic and the retinal

Penetrating wounds of the orbit may
result in arteriovenous aneurysm of the Orbital cellulitis.
orbit with considerable proptosis,
b~~it a~ pulsation of the globe.
Benedict reported one case which was
cured by firm pressure dressings over
the orbit for one month. In this
type lesion, it is apparently diffi
cult to find the connection by any
orbital approach.

C.

A. Emphysema. This is apt to occur
after skull fractures which extend
into the paranasal sinuses. Palpa
tion about the eye will elicit crepi
tation aiding in the diagnosis. No
therapy is indicated other than
care of the fracture.

Conditions due to Trauma without
inflamm.ation~-_. -

B. Hemorrhage into the orbit sometimes
follows skull fracture, contusion of
the eye, wounds of the orbital con
tents, and surgery on the ethmoid
sinuses. Trauma occasionally causes
hemorrhage into the orbit of a child
during delivery. The history, with
out signs of inflammation, usually
aids in the diagnosis. The exophthal
mos is often slow in absorbing due
to the poor blood supply of the orbi
tal fat. 7

GROUP III.

D.

J
1



Orbital cellulitis can be divided into
acute, subacute, and chronic types.10

The acute type develops rapidly with
swelling, edoma and redness of the eye
fids, chemosis of the conjunctiva, tender
ness on pressure, pain on rotation of
the eyeball, headache which is chieflJi·
frontal and marked proptosis with partial
or complete fixation of the eyeball.
In some cases, intraocular changes may
occur such as hemorrhages in the retina
and papilledema from pressure on the
central retinal vessels. The subacute
and chronic types apparently act some
what similarly but with the symptoms be
ing les8 severe.

The condition of orbital celluUtis
may subside spontaneously, it may go on
to abscess formation, point anteriorly
and rupture, or it may require incision
for drainage. The process may extend
posteriorly causing cavernous sinus throm
bosis, meningitis or brain abscess. Optic
neuritis followed by optic atrophy has
occurred in some cases.

Unilateral exophthalmos41 often occurs
due to the cellulitis which develops from
panophthalmitis which may be caused by
wounds of the eyeball proper or from
systemic infections. This condition acts
much like the cellulitis of the orbit pre
Viously mentioned but in addition, there
is obVious infection within the eyeball
proper.

The diagnosis of orbital cellulitis is
often difficult and necessitates a know
ledge of the conditions with which it may
be confu8ed. Of these cavernous sinus
thrombosis, panophthalmitis and serous
tenonitis are the most important.

Under infectious causes of proptosis
according to MooreLl is the type which
eVidences itself by slight proptosis,
slight pain and diplopia with little or no
systemic manifestations of infection. The
eye movements may be found to be slightly
diminished but otherwise nothing else of
note is found except, sometimes, a slig~t

swelling of the lids. These will either
disappear spontaneously or after incision
into the orbit. On incision little, if
any, pus is found. Those which subside
spontaneously and those in which no pus
1s found after incision, he believes to be

due to toxins from the sinuses produc
ing edema of the orbital tissues. In
this type of case, he says, that the
sinuses may be negative. BenedictlO
states that these are so-called "orbital
pseudotumors" and that they are inflam
matory as shown by pathological sections.

The treatmentlO of orbital cellulitis
is bed rest, hot packs, chemotherapy,
and incision and drainage if abscess re
sults. An abscess may be found between
the globe and the periorbita, within
the muscle cone, or between the perior
bita and the bony wall of the orbit.
The point of incision will depend on the
portion of the orbit from which the
process seems chiefly to develop. Oc
casionally nothing will be found in the
peripheral parts of the orbit on inci-.
sion, but an abscess is found within
the muscle cone. One should give the
process several days to localize before
the incision is made in order to favor
the natural walling off processes.

BenedictlO lists tenonitis as a
cause of unilateral and bilateral exoph
thamos. There seems to be some question
as to whether or not this exists as a
separate entity from the low-grade types
of orbital cellulitis preViously men
tioned. It is supposedly a low-grade
infection of tenon's capsule character
ized by unilateral and bilateral prop
tosis, marked chemosis of the conJunc
tiva, limitations of motion of the eyes,
and few, if any, constitutional signs
of acute infection. It is thought to be
associated with rheumatism, gout, ex
posure and trauma. The treatment is
usually along the line of that for gout
and rheumatism.

Cavernous sinus thrombosis. Accord
ing to Moore19 this condition with few
exceptions is due to middle ear infec
tions. It is occasionally seen as a
result of suppuration in orbital cavity,
in the lids or the cheek. It has all
the symptoms of orbital cellulitis or
abscess when unilateral and is difficult
to distinguish from them. However, it
usually soon becomes bilateral and with
the severe systemic reaction and infec
tion in the above mentioned areas, the
diagnosis is apparently~ot too difficult.
Cases of this conditionl have been re- .
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ported to occur as a result of septic
emboli spreading from the antrum, molar
teeth and tonsils via the pterygoid ple
xus, the foramen ovale, deep facial and
inferior ophthalmic veins, directly
from the sphenoid and ethmoid cells to
the cavernous sinus, and as a result of
tonsillar infection spreading to the
Jugular vein and then via the inferior
petrosal sinus to the cavernous sinus.

Cavernous sinus thrombosis is differ
entiated from acute orbital cellulitis
by its severe constitutional symptoms,
by be ing bilateral and by the COI!lIllon
involvement of the third, fourth and
sixth nerve.

Tenonitis is differentiated from
cellulitis by the less severe local re
action and by its having more chemosis
of the conjunctiva.

Panophthalmitis is differentiated
by the eVident general infection wHhin
the eye itself.

Dunnington and Berke42 reported four
cases of unilateral exophthalmos which
was characterized by painless edema of
the lids of gradual or suddon onset,
moderate to severe exophthalmos, limita~

tion of ocular movement especially up
ward, and inelasticity of certain of the
extra-ocular muscles as shown by t~ac

tion upon them. Pathologically it is
characterized by enlargement of the mus
cles involved. These muscles showed
lymphocytic infiltration, fibrosis and
degeneration. They have called this con
dition chronic orbital myositis. They
have found no cause for this condition
and feel that when the diagnosis is
made the muscles should not be inter
fered with.

Benedictl3 and Fine12 state that
syphilis of the orbit may appear as a
periostitis or gumma. The periostitis
develops during the secondary stage and
gumma in the tertiary stage. The g~
is the most apt to cause proptosis.
Gummas may be located near the apex of
the orbit or at the orbital reargin near
the lacrimal gland. They are often
associated with severe pain in the orbit
and temporal region, paralysis of third,
fourth and sixth nerve, and downward
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forward proptosis of the globe since
most of them originate from the super
ior wall of the orbit. There may be
considerable destruction of bone asso
ciated with these. A gumma of the
nasal sinuses may encroach on the orbit
causing proptosis. Antisyphilitic
treatment usually gives a rapid re
sponse. The proptosis usually clearing
up in about two to four weeks.

Involvement of the orbit in actinomy
cosis is a rare condition but a number
have been reported. Tassman37 believes
the infection spreads usually from the
nasal sinuses or through the sphenoid
fissure. The orbital involvement is
characterized clinically by the pres
ence of exophthalmos and ed~ma of the
lids which appear to contain isolated
swellings and nodules. The exophthal
mos is caused by the gradual increasing
granulomatous process behind the eye
ball. The exophthalmos gradually in
creases and the process may rupture
through the lids and cause the forma
tion of a chronic discharging sinus.
This condition is always to be suspected
when an inflammatory mass is found be
hind the globe on exploration and when
healing does not take place thereafter43



often bring out symptoms of hyper
thyroidism in the past, symptoms of
which had disappeared spontaneously.

Conditions due to disturbances
of th~ endocrin~sys~em~

GROUP V.

According to Woods33 the proptosis
associated with Graves disease may be
diVided into thyrotoxic and thyrotropic
types and these two types of proptosis
can be differentiated He stated that
according to MUlvaney~4 the exophthalmos
of the thyrotoxic type is due to the
stimulation of the smooth muscle of
the orbit and to myasthenia of the extra
ocular muscles. The exophthalmos in the
thyrotropic type is thought to be due to
an increase in the siee of the orbital
fat and ocular muscles as a result of
stimulation of the anterior pituitary
hormone. According to Brain14 the exoph
thalmos of exophthalmic goiter is due
to the thyrotropic hormone of the pitui
tary. The exophthalmos associated with
the thyrotropiC type is often associated
with palsies of groups of extra-ocular
muscles which mo~e the eye in a definite
plane. 33 In the thyrotoxic type of
exophthalmos, there are apt to be iso
lated palsies of the extra-ocular mus
cles which tend to disappear when the
thyrotoxicosis disappears. Brain14 de
scribes the condition called exophthal
mic ophthalmoplegia which is the exoph
thalmos and muscular palsy associated
with anterior pituitary stimulation.

Mann19 states that exophthalmos and
proptosis are not synonymous terms. Ac
cording to her exophthalmos is an appar
ent proptosis which disappears under
anesthesia and is due to sympathetic
stimulation. Proptosis is that which
persists under anesthesia and is real.
She stated that exophthalmos and propto
sis can be produced experimentally.

According to Benedict13 unilateral or Widening of the palpebral aperture and
bilateral exophthalmos may occur early slight protrusion of the eye can be pro-
in exophthalmic goiter cases but may de·· duced in many animals by any agent stimu-
velpp and progress when the basal metabolic lating smooth muscles. It is transient
rate is low or normal and before or after and disappoars on anesthetizing or kill
satisfactory tnyroidectomy. In the ab- ing the animal. It is prevented by re
sence of an elevated basal metabolic rate moving the cervical sympathetics. These
and other signs of primary diffuse toxic experiments in part, she says, explain
goiter, this must be distinguished from the lid retraction of thyrotOXic patients
cases of tumor, pseudotumor and other who do not show proptosis or ophthalmo-
non-i~fectious causes pf exophthalmos. plegia. She showed that extract of the
Benedict has recently stated that eepe- ante~ior p1tuitar~ or the ox produced
cially in those easel w:Lth a normal basal true P14optosie in «U1nea piga from whom
metabolio rate, a carefUl history will the thyroid had bsen removod and that the

bones usually in children and young
adults. Wheeler stated that about 37
cases have been reported and of these,

. two showed unilateral exophthalmos.
The x-ray appearance of these lesions is
that of a localized lesion starting in
the medullary cavity and tending to
erode, expand and perforate the bone.
Because of the x-ray appearance, he
states this condition is often confused
with primary carcinoma, bone cyst)
osteomyelitis, multiple myeloma and var
ious metastatic carcinomas. The final
diagnosis is made by histologic study
whioh shows necrotic granulation tissue
containing large numbers of histiocytes
many of which show evidence of phago
cytic activity and occasional large
multinuclear giant cells, nl~erous eosi
nophilic and neutrophilic leucocytes
and many clumps of mononuclear cells
taking on an eosinophilic stain. Farber
believes that eosinophilic granuloma,
Schuller-Christian-Handls disease, and
Lettere~ Siuves disease represent dif
ferent stages in the same basic disease
process. EosinophiliC granuloma ap-
pears later in life than either of the
above two conditions and is much milder
in its manifestations. Farber believes
that the ,basic disorder in these three
conditions is a peculiar inflalllmator;".
histiocytosis, possibly caused by a
filterable virus. Eosinophi1.ic granulo
ma has been treated by excision, cur
rettage with and without x-ray, and by
x-ray alone. The results have been appar
ently good in all cases.

l
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proptosis was due to an increase of the
orbital content. She mentioned one case
of Graves disease which developed prop
tosis after paralysis of the superior
cervical sympathetics from syringomyelia.
In the thyroidectomized animals which
had been given anterior pituitary hor
mone, the orbital fat was increased
100 per cent in volume, the dorsal lacri
mal gland 40 per cent, and the extra
ocular muscles 22 per cent. The in
crease in the fat being due mostly to an
addition of water and to connective tis
sue hyperplasia, and in the muscle to
edema and round cell infiltration. Ex
cess thyroid in guinea pigs alone never
produces proptosis. She states that ac
cording to Mulvaney, thyroxine will only
produce the degenerative changes in the
intrinsic eye muscles and that this can
be distinguished from the edemLt and hyper
plasia produced by the thyrotropic hor
mone. She believes the degeneration is
a continuous process in the eye muscles
due solely to pituitary ~rmone but capa
ble of co-existing with the effects of
excess thyroxin, that is, contraction
of the orbital smooth muscle and wasting
of orbital fat and clinically be somewhat
marked by them. It is well-known that
in thyrotoxicos~ from toxic adenoma of
the thyroid, there may be a high basal
metabolic rate, loss of weight, etc., but
no ophthalmoplegia; whereas in Graves
disease with low basal metabolic rate
and high amounts of thyrotropic hormone,
there usually is ophthalmoplegia. Clin
ically according to Mann, in most cases
of elevated basal metabolic rate not
associated with toxic adenoma there is
usually a pituitary element manifesting
itself as edema of the lidS, conjunctiva
and by some weakness of the extra-ocular
muscles. She believes it simpler to look
at lid,retraction as due to excess thyro
toxin, and defective eye movements with
or without proptosis as due to excess
thyrotropic hormone. She described 18
cases of exophthalmic ophthabnoplegia,
and divided them into three groups:

1. Four cases in which there was a
primnry thyrOXin-deficiency with
compensatory excess thyrotro~ic

hormone.

2. Ten Oases in ~~oh the preseht1ng
~ymptoms SUSS6sted exce~s thyro-
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xin followed by thyroid failure
or thyroidectomy and subsequent
excess thyrotropic hormone.

3. Four cases in which there was
excess thyroxin, and excess thyro
tropic hormone arising simultan
eously.

Groups 1 and 2 responded well to tar
sorrhaphJr and thyroid extract. Those
in group 3 were treated symptomatical~y

with varying results.

According to Woods33 for some un
l~own reason in certain types of
Graves disease, the thyroid does not re
sppnd normally to the thyroid stimula
ting hormone Tsh from the pituitary
gland and as a result of this the Tsh
is not inactivated. Theoretically, he
says, it might be argued that the Tsh
which thus escapes inactivation then
acts on the orbit with resulting find
ings characteristic of pituitary stimu
lation. The findings in this condition
called malignant exophthalmos or exoph
thalmic ophthalmoplegia are absence of
the usual thyrotoxic lid signs, chemo
sis and swelling of the lids, reduction
in motility of the eyes, disturbances
in muscle coordination, hyperemia and
marked edema of the conjunctiva and
unilateral or bilateral proptosis.

GROUP VI.

Conditions due to disturbances
of metaboliSii:-

Here I have included Schuller
Christian-Hand's disease which is a dis
ease r~lated to the metabolism of li
poids. 5 It usually is found in young
children and is characterized by degen
eration and lipoid deposits in the
bones, especially those of the skull,
exophthalmos which may be unilateral
and diabetes insipidus. The exophthal
mos has been explained as due to pres
sure from the brain and loss of bony
support at the apex of the orbit.
Wheeler16 feels that the hyperplastic
process which invades the orbital wall
and. the Orbit itself oauses tho ;prop
tosis. 'nits condition ia 6l'pa):'@htl;y
r$ad~ly diagnos'Gd b~,fihding th~ _ott
s~dts in the ~kull, ~y the proptbs1a
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which may be unilateral or bilateral and
by the presence of diabetes insipidus.
The pathological changes17 involve the
reticulo-endothelial system and the signs
and symptoms follow as a result of the
location of the deposits and erosions.
The infiltration consists of large lipoid
containing xanthoma cells pro~iferating

fibroblasts and lymphocytes. l

GROUP VII.

Conditions due to vitamin deficiencies.

In 1898} the American Pediatric Socie~

ty reported 379 cases of scurvy in young
children and in these} 40 cases of exoph
thalmos were noted. Dunn1ngton18 stated
that the proptosis in these cases is due
to hemorrhage between the orbital plate
of the frontal bone and the SUbjacent
periosteum. He states that the hemor
rhage is du~ to a defect in the cement
substance of the endothelium of the blood
vessels produced by a lack of vitamin C
in the diet. This causes an increase
in the permeability of the blood vessels
which is the factor in production of the
hemorrhages in various parts of the body
in this disease. The proptosis which is
usually unilateral is directed forward}
downward and outward because of the
location of the hemorrhage. The amount
of proptosis may vary tremendously. If
the hemorrhage is confined entirely with
in the orbit} the exophthalmos is not
followed by lid involvement. In most
cases} however, the blood passes in front
of the orbital septum producing ecchy
mosis especially of the upper lid. The
exophthalmos precedef the lid involvement,
but both may occur together. Dunnington
stresses the fact that this condition
may arise before classical findings of
scurvy are seen. He stated that although
this complication of scurvy may occur at
any age, it is most commonly seen in
children under one year of age. He stated
also that the rapidity of growth of the
orbit in the first year of life accounts
for the rather frequent occurrence of
exophthalmos in infantile scurvy because
subperiosteal hemorrhage is particularly
prone to occur at the site of rapid
physiologic growth, The proptosis here
usually disappears from one to four weeks
with proper vitamin therapy,

GROUP VIII.

C0!ld1t!ons ~~~ to 'hlood dyscrasias.

According to Benedict20} exophthalmos
has been noted in a few cases as a re
sult of orbital hemorrhage associated
with purpura and hemophilia.

In chloroma} exophthalmos unilateral
or bilateral is often present. This
condition is characterized by the pres
ence of rapidly growing malignant
tumors34 which involve the hematopoietic
system and with a tendency for the local
ization of greenish-colored tumors in
the orbit. The exophthalmos may be the
first symptom present. The disease
affects children most commonly and
usually has a fatal termination.

The underlying disease35 reveals
the condition to be a particular type
or unusual form of myelogenous leukemia.
The presence of localized growths of
myeloid elements and myelogenous
leukemia which progresses rapidly to
a fatal termination are the outstanding
featur~s. The cause of the green
color3 b has been thought to be due to
porphyrin in the tumors or to blood pig
ments. The chief pathologic changes in
the disease include primary hyperplasia
of the bone marrow producing masses of
immature white cells below or in the
periosteum of the flat bones and with
metastasis to other structures through
the blood stream. The hyperplasia in
the areas of the bone marrow increases
in size with rarefaction of the bony
trabeculae. If they break through}
greenish flat tumors are produced over
the inner surface of the skull} verte
brae and ribs. The blood picture and
presence of the greenish tumor mass
which contains embryonic myeloid cells
are important in making. the diagnosis
of the condition. The treatment is un
satisfactory. X-ray therapy locally
causes some reduction in the size of
the tumor and proptosis.

According to Frost35 in the presence
of exophthalmos with or without a pal
pable tumor} especially in children, a
complete ~lodd $tudy by a competent
hemato~oglst should be made in order to
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attempt to establish this diagnosis.

Groups of nodular and flat ~phocytic

accumulations may occur in the anterior
part of t~e4orbit and beneath the con
Junctiva ,9. They have been consider
ed as leukemjc and pseudoleukemic.
They are usually of a yellow color, re
spond well to x-ray, and seldom metasta
size. They seldom give a definite prop
tosis.

GROUP IX.

Tumors--Orbital and Intracranial.

Orbital tumors20 whether primary,
secondary or metastatic, comprise nearly
all the types of neoplasm of the body.
Benedict stated that the type of tumor
is often difficult to deter.mine and that
unilateral proptosis from exophthalmic
goiter has to be considered in all these
cases. An orbital tumor may be up to 1
centimeter or more in diameter before it
will produce proptosis. The slower it
gr-:n:s the slower the proptosis is apt to
1e in developing. ~he tumor may push
the eye forward or forward and to one
si(:.l3 depencling from which side the pres
sure is being exerted. Tumors of the
optic nerve usually press the eye
directly forward. Vascular tumors often
are accompanied by a bruit or thrill.

The vascular tumors of the orbit are
composed of congenital and acquired
telangiectasis, fibrous angiomas, caver
nous angiomas and aneurysms. Involvement
of the deeper tissues of the orbit here
causes proptosis.

The fibroangiomas occur in the soft
tissues of the orbit ~. two for.ms, the
encapsulated and diffuse. The encap
sulated tumors are firm discreet masses
of fibrous tissue and proliferated
blood vessels. ihey vary in density
according to the amount of fibrous tis
sue in relation to the blood spaces they
contain, and grow slowly causir~ no symp
toms other than those caused by the
pressure of the mass that may be felt by
the fingers or seen as a swelling or
protrusion through the eyelids. The
larger Of these prod~ce exophthalmos.
They are easily r~moved surgically.
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The diffuse fibroangiomas have a
thin distensible capsule from which ~hin

septa extend throughout the mass of ves··
sels, that are so distended as to form
blood spaces. They increase in size
when the head is bent forward or when
the jugular veins are compressed.
Pressure on the closed eyelid empties
the tumor and the eye can ~e pressed
back into the orbit only to come forward
again when the pressure is released.
If the tumor lies near the conjunctiva,
it can be recognized by the blue .color
often seen when the eyelid is everted.
Pulsation may be elicited by mild pres
sure. Removal of the whole or part of
these tumors usually results in a cure.
If allowed to increase in size, they may
develop into cavernous hemangiomas.
Pressure, dressings, and radium therapy
are helpful in this latter type.

Intermittent exophthalmos may occur
as the result of varicosities of the
orbital veins, the vascular tumors pre
viouslyme4tioned and as a result of
arteriovenous coiled raO(·her than the
carotid ~gvernous fistula type of
aneurysm •

Fibromas21 . These represent a var
iety of tuLwr w~in tho orbit having
common clinical characteristics. They
are common in the upper and inner por
tion of the orbit and occur most common
ly in the second, third and fourth de
cades of life but are occasionally found
in children. Attention is first called
to this "'Sondition because of exophthalmos
and diplopia. Simple fibromas are rare.
The tumor usually develops from a com
bination of elements from which it de
rives the names given such as: angiofi
broma, myxofibroma, fibro+ipoma, neuro
fibroma. Fibrous tumors usually are en
capsulated, fir.m and have a comparatively
small blood supply. Apparently these
tumors can be removed surgically without
too much difficulty. Some members of
this group may take on malignant charact
eristics and grow rapidly. Fibrosarcoma
is an example of this.

Bony Tumors of the Orp1t.

Ostea~s22 at the parana$al ~in~ses
espeoially the frontal and ethmoid and
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occasionally from the sphenoid and maxil
lary can gradually invade the orbi t by
erosion of the orbital wall and occur
there are roughly rounded masses of bone
covered by mucosa. The periorbita
yields to pressure of the growing tumor
and forms a barrier against infection
which may be present within the mucosa
of the bony tumor. The osteomas vary con
siderably in density being composed of
eburnated bone and bony septa separating
cells of cancellous bone and others of
thick mucous. Surgical removal is in
dicated if deformity or impairment of
vision is imminent.

Hyperostosis of the bones of the orbit
may occur subsequent to intracranial
tumors such as sphenoid ridge meningeom8s.
It also may occur due to bone disease
itself giving proptosis; leontiasis ossea
is an example of this. This may also be
due to pulsating vascular tumors or
aneurysm.

Malignant tumors of the orbit.

Among these22 are sarcomas, carcinomas,
adenocarcinomas, endotheliomas, and
melanosarcoma. They may be primary or
metastatic. Among the primary sarcomas
are fibrosarcoma, myxosarcomas, melano
sarcoma, osteosarcoma, chondrosarcoma,
round cell sarcoma, and endothelioma. The
orbit may be invaded secondarily by sar
coma of the eyelids and conjunctiva para
nasal sinuses, the brain, the eyeball and
other parts of the body by hematogenous
metastasis. This group comprises the lar
gest group of malignant tumors of the
orbit.

In the early stages, many of the pri
mary malignant tumors are not seen by
x-ray. If the tumor should be deep in the
orbit, exophthalmos and choked disc may
be the earliest signs of it. Ptosis or
paralysis of one or more of the extra
ocular muscles may be the first evidence
of the tumor. The possibility of a gumma
heremay be ruled out by the Wasserman
reaction and response to syphilitic treat
ment.

Adenocarcinoma is the commonest primary
intraorbital malignant tumor. It is
usually located in i:h'" "1'~T\"'l"ior lateral
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portion of the orbit near the lacrimal
gland. It may start in the major or
minor part of the gland or in one of
the conjunctival glands near the upper
outer portion of the globe. Metastatic
adenocarcinoma may be found anywhere in
the orbit. It may originate in the
breast, the stomach or the pelvis. Ade
nocarcinoma of the orbit is often en
capsulated and can be removed success
fully. If it has extended to the bone
of the orbit, the prognosis is poor.
Metastatic adenocarcinomas of the orbit
show characteristics of the tissue from
which they came.

Primary basal cell carcinoma or mixed
basal and squamous cell carcinoma of
the lids may invade the orbit secondari
ly causing proptosis.

Mixed Tumors of the Lacrimal Gland.

Mixed tumors47 account for 90 per
cent of the tumors of the lacrimal
gland. Symptoms of this tumor are
exophthalmos usually unilateral with dis
placement of the globe usually downward.
A mass can usually be palpated in the
region of the lacrimal gland under the
outer half of the superior orbital brim.
It is most prevalent in the middle-aged4group. In 12 cases reported by Sanders 7,
a satisfactory result was obtained from
excision in three cases and a cure was ob
tained in only one of these. There was
recurrence in ten of the cases in which
treatment was surgical. In this series
there was a high percentage of local
invasion and metastasis suggesting that
these tumors should be considered clin
ically malignant. Surgical removal of
these tumors is indicated. If bony
invasion is found to be present, resec
tion of the bony wall of the orbit also
is indicated. If the tumor is found to
be invading the soft tissues of the orbit
alone, exenteration is indicated. In
other cases in which invasion of the or
bital structures is not evident at oper
ation, as wide a removal of the tumor,
lacrimal gland and surrounding tissues
as is possible should be attempted.

Neuroblastoma31 of the adrenal by
metastasis can cause unilateral proptosis.
This tumor arises from the adrenal medul-



lao It is the most malignant and fre
quently found tumor of this organ. With
regard to clinical appearance, there Bre
two types of this tumor: I. The Hutchin
son type where the metastasis oCCurs
chiefly in the orbit, the skull, the
meninges, and long bones; 2. Ib the
other type, the metastasis is chiefly
in the liver. Most of these occur in the
one to three-year age group, but can oc
cur during fetal life. Ocular complica
tions were reported in 26 of 40 such
cases Ocular metastasis are usually
first on the same side as the tumor.
symptoms are paleness, irritability .. pain
in the extremities, discoloration of the
eyelids, unilateral or bilateral swelling
of the bones of the skull, proptosis of
one or both eyes and rapid progression
of general cachectic findings. The con
dition may be mistaken for infantile
scurvy, chloroma, lymphoma, and lymphosar
ooma, There has been no definite success
from x-ray locally or by excision.

Tumors of the optic nerve and its
sheath often will cause a proptosis. 23
Duke-Elder reported 250 cases of primary
tumors involving the intra-orbital por
tion of the optic nerve. Of these 80 per
cent were gliomas of the nerve, 20 per
cent were tumors of the sheath. Of this
20 per cent, 17 per cent were endothelio
mas and 3 per cent fibromas. In tumors
of the sheath, the proptosis is usually
straight forward early but in the later
stages it may be downward and outward.
It is usually an early symptom of the con
dition. Motility of the globe is usually
little affected until the tumor fills the
orbit. On rare occasions, muscles and
nerves may be involved early with tlie
resulting early involvement of the motil
ity of the globe.

The gliomas are more apt to appear in
the 20 to 3D-year age group. The endo
theliomas in the 30 to 40-year age group,
and fibromas in the first decade of life-
all of these found more often in tho fe
male. The gliomas most often occur in the
intra-orbital portion of thb optic nerve.
They -are thought to begin usually near
the optic foramen on the orbital side.
They grow slowly intraneurally and not
through the sheath, and result in a dif
fuse swelling of the nerve. They usually
travel toward the brain but can go distal-
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ly giving a nodular elevation of the
disc. They differ from the meningioma
or endothelioma in the earlier age
onset, in that visual defects often
precede proptosis by many years and that
limitation of movement is less and later
in onset. The prognosis depends on the
location of the tumor and the stage in
which it is removed. Although the
growth is slow, suggesting a benign
affair, they are often fatal from cere
bral extension. If completely removed,
the prognosis is good. If partially
removed only, and this is often the
story in orbital removal, local recur
rences in the orbit do not occur, but
often years later fatal intracranial
complications develop. Im chiasmal in
volvement, attempts at removal are usual
ly unsuccessful.

According to Duke-Elder, the probable
site of origin of meningiomas of the
optic nerve is in the orbital portion
of the nerve or in the optic canal and
from these positions they may grow for
ward into the orbit or back into the
cranial cavity. The tumor arises from
the endothelial cells lining the sub
dural space or from cells covering the
arachnoid. In most cases, the tumors
do not penetrate the meninges but can
from enlargem~nt, fill the orbit. In
vasion of neighboring structures is
fairly common and extension may occur
to the various orbital tissues, the
nasal fossae, and along the nerve in
both directions. Infiltration of the
sclera near the disc is fairly common.
Infiltration of the pia is rare so the
nerve remains intact often and being
damaged only by compression, may func
tion for a long time. It can often be
differentiated from glioma by occur
rence later in life by having proptosis
before visual failure, by having earlier
and more severe limitation of movement,
edema of the lids, conjunctiva, and
retinal hemorrhages. The prognosis par
alleles that of glioma. The third,
fourth and sixth nerves may be involved
and also the sympathetics, leading to
ptosis. This serves somewhat to differ
entiate this condition from proptosis
due to exophthalmic goiter.

Fibromas are rare They are character
ized by enormous diffuse fibrous hyper-
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Cushing reported 16 cases of the flat
or pterional plaque type of meningiomas.
All of these were in women With an aver
age age of 49 years. They all had a slow·
ly developing non-pulsatile irreducible

Intracranial Tumors.

the brain to the tissues in the orbit.
The defeot in the orbital wall is
thought to be due to pressure erosion
and invasion by this process or to -con
genital absenoe of the bone.

plasia of the optic nerve sheath and a
benign tendency affecting the optic nerVe
from pressure only. As a rule, the dural
sheath alone is involved, but the mass
can fill the whole orbit.

According to Duke-Elde~3 metastatic
carcinomas of the optic nerve and its
sheath are very rarely seen. They have
been reported to follow carcinoma of the
breast, kidney, ovary, lung, and stomach.
Symptoms are those of primary tumors of
the nerve with as a rule considerable pain
and ear) blindness. The treatment is un·
successful. He reported one case of
metastatic sarcoma of the optic nerve, the
primary tumor being in the mediastinum.

According to Duke-Elder23 they should
be excised as early as possible. If all
signs point to an intra-orbital growth
without intra-cranial extension and if
the optic foramen is not enlarged, an
orbital approach is indicated. If it is
deemed necessary to sacrifice the eye,
simple excision of the globe and the
nerve up to the apex of the orbit is suf
ficient and in extradural endothelioma ex·
enteration of the orbit is indicated.
The eyeball can at times be saved here
in which case one can section the nerve
near the apex and behind the globe throush
an incision at the upper and outer bony
~rgin or by the Kronlein method.

According td Elsberg and D,rke28
meningioma is the commonest brain tumor
causing unilateral exophthalmos. Accord·
ing to Knapp27, meningiomas are most
apt to develpp near the arachnoid villi
of the meninges. They often are then
found along the major sinuses and also
in the basal meninges especially over
the tip of' the temporal lobe and in the
region of the gasserian ganglion. In
this region, the meningioma is often of
the flat type and appears to arise from
the pterion, where the meningeal ves·
sels and sinuses so commonly channel the
bone. The overlying bone is involved
in 25 per cent of meningiomas and more
so in the flat types of meningiomas.
Those of the sphenoid ridge and sylvian

When intracranial extension is sus· cleft area are especially apt to push
pected or 'when during the orbital approach, through the dura and invade the over·
the cut end of the nerve shows incomplete lying bone causing hyJ)erostosis. The
removal, an intracranial operation should bone may be involved in a numbeI: of ways.
follow after the orbit has healed. If The bone is often thickened and the
on the intracranial approach with unroof- canaliculi filled with tumor cells.
ing of the orbit, it is felt that enuclea· Tumors of the sylvian cleft area cause
tion should follow, this should be done hyperostosis at the temporal sphenoidal
after the cranial surgery has healed. junction and in so doing often cause
If the chiasm is involved, surgery is marked unilateral exophthalmos from in·
usually unsuccessful. volvement of the orbital wall. Meningio

ma in this region often shows a slow
course with little or no neurological
signs. The principle ocular findine is
exophthalmos with no eye ground findings

'until late. He stated that if the hyper
ostosis was not present, the tumor ~ould

often be missed. Elsberg and D,yke2 re
ported 10 cases of meningioma with uni
lateral exophthalmos. They found the
protrusion of the eye to be due to
either perforation of the tumor into the
orbit or thiokening of the bony orbital
walls or to extension of the tumor into
the orbit through the superior orbital
fissure.

Unilateral proptosis25,26 has been re·
ported in cases of Von Recklinghausen's
disease with and without associated dif
ferent tumors of the optic nerve. There
is apt to be pulsation of the globe in
these cases. The pulsation is thought to
be due to a defect in the orbital wall
permitting transmission of pulsation fram

Treatment of primary tumors of the
optic nerve and its sheath. - ---- ----
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unilateral exophthalmos which has been
present for from 2 to 12 years. X-ray
showed similar changes to those described
by Knapp.27
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III. GOSSIP
-----Thursday, March 20, enroute to

Duluth, Minnesota with Bob Green and John
Bittner to speak on cancer research at the
Continuation Course in Cancer Education
in Duluth. On Tuesday, March 18, I. T.
Clark, Charles H. M0ad, F. T. Becker, and
Mario Fischer had spoken of the X-ray
Surgery, Skin, and Public Health aspects
of the cancer problem. On Thursdayafter
noon, R. J. Moe, F. J. Hirschboeck and
Arthur H. Wells had discussed the 'Role of
Ro~tine Examinations and Biopsy. Purpose
of the course is to bring the story of
cancer to the people. If past performances
are any criterion, a mighty crowd will be
waiting .•.•Spring is here for I have re
ceived my annual poem (the same one) on
spitting. This gentleman, sends it with
the hope that this form of adult delin
quency will be corrected. It starts out
this way: "Spitting from childhood, I had
a good start, Now its developed into an
art. And I think I am 'gallant', I thiillr
I am grand, For I spit where I sit and
spit where I stand .•.• " etc. My "friend"
quotes a speech made before Congross and
the Senate on spitting and points out that
American men are the world's "best" public
spitters. The cuspidors in Washington
bothered this man for he found them in
every public building. He ends by saying
that until we can conquer this menace that
we should hang our heads in shame .... I
attended another meeting of "Those Who
Are About·,To-Be Fathers' Club" at the YWCA
which is part of the general instruction
course for parents-to-be. The Sunday
papers carried quite a large spread on the
affair showing the gentlemen practicing
with a doll, but the last line in the text
was the most startling for it proclaimed
our course would graduate 100 fathers and
300 mothers .•..Postgraduate Medicine, Vol.
I, Number I, January 1947 is out. The of
ficial journal of the Interstate Postgrad
uate Medical Association of North America
is edited by Charles W. Mayo. It has a
surgical, medical, and special adVisory
board of 22 members. Published monthly in
Minneapolis, its su~scription rate is $8.00
per year. It contains special articles,
and diagnostic clinics, which was presented
at the annual assembly of the Interstate.
Als~, it contains editorials, a review of
this month in medicine, an appreciation of
Emanuel Libman Consultation SerVice, re
view of editorial opinion, Association notes
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and a discussion of Doctors in Litera
ture. Each presentation features a pic
ture of the author and all are profuse
ly illustrated. It is planned to make
it the sounding board for the best
things that are presented in the post
graduate field throughout America ...•.
Thomas Lowry, M.D. announces the asso
ciation,of Herbert F. R. Plass, M.D.,
629 Medical Arts Building, Minneapolis.
Practice limited to Internal Medicine ..•
.. 1 wish I had said this - Theodore C.
Blegen, Dean, Graduate School, Univer
sity of Minnesota, did say it. "Neither
science nor the professions built upon
the foundation of science are static.
They change. They change in purpose, in
methods, and in the patterns of educa
tion that they use. If a science or
profess1.on ceases to change, it dies.
Change is a constant. It may be gradu
al, rapid, or abrupt, but it never stops.
Its rate and its character bear a rela
tion to changing concepts of the needs
and problems of society and to the ad
vancement of the frontiers of knowledge.
The key to that advancement is research."
The Lgislature passed it and the Gov~r~

nor has signed it and now all counties
in the State may receive aid of $1,500
to help them with their publiC health
nursing service. It is proper that the
State should bear part of the expense of
this service, for what happens in any
county is the concern of all. It is
estimated that a service can be set up
for $3,500 and while there 1s a shortage
of public hoalth nurses at this time,
over 300 are in training at the Univer
sity of Minnesota, and many of these are
planning to go back to Minnesota to
bring the story of public health to the
people. The Minnesota Division of the
American Cancer Society (Minnesota Can-
cer Society) and the Cancer Unit, Minne
sota Department of Health, are offering
$400 for each service and in addition
some federal money is available. The
public health nurse does the most effec
tive Job of interpreting medical seionce
and service to the people and in helping
them to secure it. The idea is such a
natural that except in those rare cases
in which personality problems intrude,
the nursing service has won on the quali
fied endorsement of the medical profes
sion and the ~ublic. The next logical
step is to pass the bill creating local
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authority over public bealth programs with not live long enough to enjoy their
full-time, medically trained personnel to leisure, but after all, life is handed
direot their programs. The American Public out to us on a piecemeal basis and it
Health Association will send its traveling is today we should enjoy ••.•I have just
team to Minnesota, May 12-13 for special finished making another obJeotive test
Continuation Study conference. Sponsors in Public Health. It is a. fasoinating
are the University of Minnesota, Minnesota Job when you give yourself enough time
Department of Health, and the newly or~n- and try to ask fair questions. Because
lzed Minnesota Publio Health Conference. ·of the large number of students in-
The last sroup consists of those interest- volved in my class (600) and the number
ed in public health and it is the State of items (175), we would have to read
representative of APHA. Long overdue, and correot 105,000 marks on our exami-
this group can do much to further the pro- nation papers, but instead we use a
gram of public health in Minnesota. (It special pencil and send our answer sheets
replaces the Minnesota Sanitary Conference). through the tabulating machine. These
•••.At the Child Psyohology study Cirole, obJeotive tests take more time to fill
St. Paul, last week I spoke on the $UbJ.ot, out, less time to correct, but are fa!r.
"You Can't :Be a Pal to Your Child, B1,tt You er as far as marking is concerned. If,
Can Be a Good Parent." ~arents and ohild- in addition, each item is separately
ren live in different worlds. Wl:1.en 'S dean tabulated to see how many students ans
of one of our medical schools was a;ked if wered it correctly, one oan spot the
he thought medical students were better or sood questions and throw out the bad,
worse today than they were 25 yeare ago, he as some questions are impossible to
replied that he was 25 years older and was answer even though they seem alright when
incompetent to 8~~wer.•.~y children like they are made out ••.•St. Patrick's Day
'est to h~or the stories of the Yor.ld in passed without anything unusual happen·
which we livo apd the experiences Qf 1!J¥ inB. The papers indicated that there
childhood. It is pathetio to LWe the way was a good deal of celebrating here
in which some parents try to hans onto and there, mostly by people wi th non-
their youth through their children. The hibernian names. It is queer how many
Child Psychology Study Cirole is still go- people claim to be Irish, for one does
ing strong, but it is getting to that not find the grand rush to be classed
stage in its eXistence when it needs more as a Scandinavian or one of the other
people wbo are arranging the program for inferior groups ••••The Governor has pro.
their own benefit and. fewer of those who claimed the week of March 23-30 as Con·
have passed the peak o~ active parenthood servation of Vision Week. During the
and are trying to arrange something of an war when help was scarce, men and women
instructive nature for the other fellow... With defective vision were able to
•• In medicine a society starts out as a secure employment, but since then they
junior society and. unless there is a gradu- have been getting the brush-off. Well
atlon age it soon becomes a senior society adjusted visually handicapped men and
and the juniors start'their own. One of women have a better accident record than
the eampu6 highlights is the "Clinical their sighted fellow workmen. In plac-
Research Club" made up of junior members ing Visually handicapped persons in in-
(senior members not welcome). In "Aging dustry, the a,gency promises the employer
Sucoessfully" the Columbia University book if they do not do the job the equal of or
of George Lawton, the message is directed better than a sighted person, they do
to those past 50. Of special interest is not have to keep them. They ask them not
the section on retirement, in which he to show any consideration after they have
points out that "lie should never retire from been placed in the kind of work they are
aome thing to nothing, but rather retire able to do best •••.The ophthalmologists
from something to something else. Secur- hope to get the B:B gun ba~ passed (eye
ity which so many older people insist they injuries) but doubt that the "big boys"
want causes a great deal of harm. At the will let it go through. At Fort Snelling
postoffice I am told there is a great deal Induction Center, it w~s learned 5 per
of oonversation about what the workers in- cent of those examine~ lacked effect!ve
tend to do when they no longer handle the viSion in one eye. ~ were strabismus
mail. Man3' of them are afraid they will cases" allowed to "outgrow their diffh

oulty••••




