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THE PHENOMENON OF GLAUCOMATOCYCLITIC CRISES

JOHN A. PRATT-JOHNSON, M.B., B.CH. (RAND), D.O. (R.c.P. & S., Lo D.), F.R.C.S. (Em .)

Johannesburg

It was in April 1952 that Frederick H. Theodore of
New York, writing in the British Journal of Ophthal
mology, emphasized the importance to ophthalmologist
and patient of re<;ognizing this fascinating syndrome,
first adequately described by Adolf Posner and Abraham
Schlossman of New York in 1948. Even today its
importance is not fully recognized and indeed it is
described in extremely few of the text-books of
ophthalmology.

I have seen 3 cases in the last 18 months, but
particular interest was stimulated by a case I recently
saw in Johannesburg. This case presented some features
which to my knowledge are not mentioned in the
literature. I was fortunate in obtaining a very accurate
history, extending back 2 years, from the patient's
husband, who is an experienced medical practitioner.
Before describing the case I shall give a brief resume
of this clear-cut syndrome.

yross Diagnostic Characteristics
The name is well chosen and represents the main

features, namely, (1) raised intra-ocular pressure
varying from 30 mm. to 90 mm. Hg, (2) evidence of
cyclitis which is, however, confined to large, flat, white
keratic precipitates (KP) and occasional cells in the
anterior chamber and, (3) recurrent attacks of acute
onset which always affect the same eye, the syndrome
being strictly unilateral: .

Additional Features
It is extremely rare- in acute glaucoma (a) to get

repeated attacks with no concurrent deterioration of the
visual fields or cupping of the optic disc. (b) It is equally
rare to get a high intra-ocular pressure with such little
deterioration of visual acuity during an acute attack.
(c) It is practically unknown for acute congestive
glaucoma to subside spontaneously without treatment.
These 3 features, however, are seen in glaucomatocyclitic
crises and they are the points which provide the finesse
in the diagnosis of this syndrome. Between attacks
no evidence of previous ocular disturbance is seen and
all provocative tests for glaucoma are negative, no
signs of previous cyclitis being present. Paradoxically

- the treatment most effective in acute glaucoma is least
effective in the treatment of this syndrome, since Diamox
and meiotics have no effect and surgical intervention
has never once been reported to control the attacks;
indeed it is strongly contra-indicated. Mydriatics often
increase the symptoms and raise the pressure.

CASE REPORT

Past History
In December 1953 the patient, a lady then aged 24 years_

experienced het first attack. It began with a burning sensation in
the left eye, blurring of vision and definite coloured haloes around
lights. The doctor husband, taking these symptoms into account
and noticing the left pupil larger than the right and feeling the

pressure in the eye to be raised, diagnosed glaucoma and immediate
ly ,Put eserine drops into the eye. Although the pupil soon became
pin-point in size, the symptoms remained unchanged, and the
following day an ophthalmologist was consulted. His diagnosis
was iridocyclitis with keratic precipitates and he prescribed I %
atropine drops. The attack finaUy cleared up after 3 weeks.

In an endeavour to locate a possible trigger focus, the patient's
teeth, sinuses and chest were X-rayed and a Wassermann test
and full blood-count and urinalysis performed. The results were
all within normal limits. The ophthalmologist advised the patient
to carry 2 % homatropine constantly and instill it immediately if
symptoms recurred. This opportunity arose 2 months later when
a similar attack occurred. This attack was treated with the hom
atropine drops and cleared in 2 weeks.

The patient had for many years suffered from pyelitis with her
menstrual periods and a particularly bad attack occured soon after
her second ocular episode. A urologist was consulted, who advised
a right nephropexy to abolish a definite kinking of the right ureter
shown on intravenous pyelogram, because it was felt that the
chronic pyelitis might have had some effect on the iridocyclitis.

A right nephropexy Was performed, and it was indeed dis
appointing when the third ocular episode occurred only one month
afterwards, in March 1954, and the fourth and fifth attacks in
May and August 1954, all affecting the left eye. These attacks
lasted about 2 weeks and were treated with homatropine 2%
drops. The husband and wife moved to the Orange Free State
and after a 6 months' period free of symptoms, the sixth left
ocular attack occurred. Haloes were a particular feature this
time and after an attack of almost projectile vomiting at 2 a.m.
an ophthalmologist in the vicinity was consulted.

He diagnosed acute congestive glaucoma and said there were
no signs at all of previous iridocyclitis. The Schiotz tenometer
reading was L.E. 45 mm. Hg and R.E. 20 mm. Hg. An intensive
course of I % eserine brought no relief and 24 hours later the
Schiotz reading remained unchanged. Diamox and eserine were then
combined and, although side-effects of paraesthesia of the fingers
and feet were produced, the symptoms and signs were unaffected
and after 3 days the tension was 50 mm. Hg in the left eye and
remained so for the next 5 days. The ophthalmologist now advised
a drainage operation as the only alternative. As a last resort
the husband decided to try an idea of his own. He produced a
marked diuresis by giving his wife large doses of arnmonurn
cWoride followed by an injection of 2c.c. of Mersalyl. The patient
felt much better the following day and for the first time in 2 weeks
the tension in .the left eye had faUen to 25 mm. Hg (Schiotz). On
this occasion the ophthalmologist suggested using neocortef
ointment to treat the patchy shredding of oedematous corneal
epithelium. Three days later all signs and symptoms had dis
appeared. Three months later, when back in Johannesburg, the
patient had an allergic reaction to an intramuscular injection of
100 mg. of Pethidine given for the treatment of a miscarriage.
This manifested itself as oedema glottidis and slow respiration,
but recovery was satisfactory. The seventh attack in the left eye
began soon after this allergic episode and another ophthalmologist
was consulted. He diagnosed acute congestive glaucoma and
commented that there were no signs of any previous iridocyclitis.
He prescribed I % pilocarpine drops, 4 hourly. Mersalyl was
again tried and that night 2 c.c. were given intramuscularly. The
next morning symptoms had lessened and the tension was reported
to be normal. All signs and symptoms disappeared within the
next 3 days.

This story of medical misfortune was soon to be continued, for
after taking 2 aspirins for dysmenorrhoea while on holiday in
Rhodesia, the patient developed the worst urticarial rash the
husband had ever seen. Luckily, however, there was a rapid
response to ACTH. The eight left ocular attack occurred soon
after their return to Johannesburg and another ophthalmologist's
opinion was sough!. He thought acute congestive glaucoma to
be the basis of the trouble and prescribed I % pilocarpine drops
4 hourly. On a second visit 5 days later he saw keratic precipitates
and changed his diagnosis to secondary glaucoma. The visual
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fields were tested and found normal and the attack had cleared
in another 5 days. .

The lost two Attacks

At 11.30 p.m. in mid-December 1955 I received a telephone
call from the husband, who explained that his wife had nausea
and was seeing haloes with her left eye. I examined her about
an hour later.

On Examination. Unaided vision of right eye 6/9, left eye 6/12.
There was a partial ptosis of the left upper lid and slight swelling
of the lateral part of both the left upper and lower lids. "There
was mild congestion of the conjunctival vessels. The cornea
appeared bright, but some small white specks could be seen naked
eye, just below the centre of the cornea. The pupils were equal
in size and the pupillary reflexes were normal. There was no
heterochromia. The media, discs and fund were normal,

Slit-Lamp Examination. The cornea showed no evidence of
oedema. There were 8 white, flat, discrete, irregular keratic
precipitates, all aggregated in a small area abOut 2 mm. below
and slightly nasal from the centre of the cornea. Occasional
cells were seen in the anterior chamber, but no flare. The pupillary
margins of the iris and the anterior lens-capsule were normal and
showed no signs of past or present iridocyclitis. .

Visual Fields and Tension. The visual fields were full and normal
The tension was 20 mm. Hg (Schiotz) in both eyes. Since I felt
sure the diagnosis was glaucomatocyclitic crises, I prescribed
cortisone ointment 1· 5% hourly. Two d<l.Ys later the KP began
to fade and 3 days after commencing treatment the left eye )Vas
normal. The vi~ion. was now 6/6 Rand L the eyes appeared
normal on exammatlOn. The tension was measured many times
during this attack, and was always found to be normal. .

The missing link in the diagnosis, namely a proven raised tension,
was provided by the next attack some 5 weeks later. I then saw
the patient at 5p.rri. on 26 January 1956, 12 hours after the attack
had begun. Haloes were a predominant symptom.

On Examination. Right eye, vision 6/6 normal on examination'
left eye, vision 6/9. . ' ,

Examination of Left Eye. There was a slight drooping of the
left upper lid. Ocular movements were full and normal. The
moderately congested conjunctival and ciliary vessels had a
definite cyanotic tinge. The periphery of the cornea appeared
dulI...but the centre part was normally bright. In exactly the same
posI.tlOn as .before, the little white specks could be seen~ The left
pUJ?I1 was s~ghtIy lm:ger than the right, and was round but sluggish
ID Its reactIon to light and accommodation. The media, disc
and fundus were normal.

Visual Fields and Tension. The visual fields were full and normal.
The tension was 45 mm.lIg (Schiotz). (The right tension 20 mm.
Hg.)

" Slit-Lamp Examination. The right eye was normal. The left
eye showed a peculiar corneal oedema confined to the periphery
of the c?rnea and especially clustered in blebs .around the loops
of t~e h?1bal ves~ls. This was particularly noticeable on the
medial SIde OppOSIte a moderately vascular pinguecula. There
were 9 large whit~ flat discrete keratic percipitates in exactly the
~e positi~~ as in the last attack, and some peppering with
DUnu!e preclf)I~ates of the small area between the closely aggregated
keratIc precIpItates. There were occasional cells in the anterior
chamber, but no flare. Iris and lens were normal.

Treatment and Result. 26 January: Cortisone, 1· 5% drops,
was started immediately in the left eye and instilled every 5 minutes;
after 2 hours 1· 5% cortisone ointment was used and the patient
went to bed.

27 January: Symptoms and signs about the same, the tension
of the left eye now being 36 mm. Hg. -

29 January: The symptoms were still present and the patient
had vomited at about 2 a.m. The keratic precipitates were beginning
to fade, but the tension was still 40 mm. Hg (Schiotz). The
husband suggested using Mersalyl and we gave the p..tient 2c.c.
~lDtramuscularly.

30 January: The patient volunteered that in the morning she
had felt a peculiar sucking sensation in the eye. After this all
symptoms disappeared. In the evening, the complete meta
morphosis was striking, for now the left eye was completely

normal. The tension was 20 mm. Hg in bo~h the right and left
eyes and the visual fields full and normal.

DISCUSSION

Here indeed is a fascinating case of the syndrome of
glaucomatocyclitic crises 'with a 2-year history. During
this time 10 attacks were experienced, the last 2 being
observed by the author. It appears from the history
and findings of colleagues that the syndrome was some
times predominantly glaucomatous in appearance,
with accompanying symptoms of haloes, burning of
the eye and, on two occasions, projectile vomiting,
whereas on other occasions the appearance was one
similar to cyclitis with no raised tension.

Treatment. Although Diamox, eserine, pilocarpine,
homatropine and atropine were all used on different
occasions, the only effective remedy in shortening an
attack appears to be cortisone, and especial note should
be taken of the dramatic effect of the diuresis produced
by Mersalyl if the tension is raised, aborting the attack
and lowering the tension almost immediately to within
normal limits. '.

Etiology. It.is tempting to postulate on an allergic.
basis, as previously suggested in the literature, to account
for these attacks.. Supporting evidence is undoubtedly
the acute onset and cess~tion, the self-limited attacks,
an allergic history of the patient and a strong family
history of allergy. The slit-lamp.appearances of oedema
localized to the vicinity of the limbal loops and th~

slight swelijng of the lids with slight ptosis all support
this hypothesis of an allergic reaction, with vascular
dilatation and oedema. The keratic precipitates are
peculiar, for their position was the same in each attack
observed by me-they are closely aggregated together
and hence do not appear to be ..deposited according to ,
the influences of gravity, convection currents or genera
lized corneal endothelial disturbance~ They never
become pigmented, and disappear without leaving a
trace. Their usual flat and white appearance suggest
that they are not formed by inflammatory cells and
debris adhering to the damaged endothelium, but are
possibly protein products, ·the result of an allergic
vascular intra-ocular anomaly. Indeed if the angle was
blo~ked by oedema, it might - well explain the
dramatic effect of Mersalyl in carrying away the oedema,
and the apparent laCK of effect of Dianwx, so useful
in most types of glaucoma, since the action of Diamox
does not seem to depend on its diuretic properties, but.
more on its effect on carbonic anhydrase, bicarbonate
secretion into the eye and intra-ocular fluid production.

In the few cases reported on which surgical drainage
operations were performed, no relief from attacks was
obtained-very different from our experience of ordinary
acute congestive glaucoma. It is puzzling that although
the tension may remain high for as long as 2 weeks, no
deterioration is seen in the visual field and no atrophy
or cUPBing of the optic disc..

SUMMARY

A detailed history and case report of a patient suffering
from glaucomatocyclitic crises is given. Treatment and
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etiology are discussed and emphasis laid on the im
portance to patient and ophthalmologist of recognizing
this syndrome as a distinct clinical entity. Cortisone
is the treatment of choice in cases predominantly
cyclitic, whereas cortisone eye-ointment and Mersalyl

intramuscular injection appear most effective if the
pressure is raised.
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AN INTERN'S REFLECTIONS

H. E. ClIFFORD, B.Sc., M.B., CH.B., (Cape Town)

The regulations governing internships prescribe that the intern
should have time for reflection. Since little opportunity for this
luxury was afforded me during my internship I have taken the
liberty of spending a few hours in constructive reminiscence now
that the year is done.

My internship was unusual in that it was divided into two
terms of extreme contrast-in a teaching hospital and in an
isolated mission hospital in 'virgin soil'. Witnessing these two
diverse forms of medical practice has left me with an impression
of the virtues of each and an understanding of the place of each
in the profession and in the community. It has given me what I
sought most-a sense of balance and perspective to guide,me as I
enter into practice myself.

TWO CONTRASTING PRACTICES

Tn'my humble yet privileged post in the teaching hospital I was
associated with about 40 other interns and perhaps 5 times
as many doctors of much higher qualification. Specialists and
authorities abounded, and were readily available for consultation.
As far as I was concerned, real problems did not exist, for when
they arose they could be delegated to someone more qualified
than I· to solve them.

Besides this assistance in .the clinical sphere there were the
medical personnel and technicians attached to the- diagnostic
departments-pathology, radio)ogy, and more circumscribed
fields such as electrocardiography, angiography, plethysmography...
All of these services were available to add confidence, and a degree
of absolute certainty, to the clinical diagnosis.

The diagnosis having been established, treatment was instituted
on the sole basis of efficacy and convenience. An efficient phar
macy apparently (if not actually) unencumbered by financial
considerations and wholly devoted to dispensing, operated under
the same roof, and catered for the most enthusiastic, exacting, or
generous physician. One could prescribe the best for the poorest
patient with the abandon with which one enjoys any item that is
'on the house'.

One may wonder why an intern working under such luxurious
circumstances should choose to transfer to a humble mission
hospital where financial' consider.ations dominated the manage-
ment of every patient. .

This hospital, serving a community of Native villages up to
75 miles distant, boasts two doctors, a hundred' beds, and eight
thousand out-patients a year. There are medical, surgical, obstetri
cal, and pediatric departments, but the divisions are artificial
except for accommodation, for the same staff operates all depart
ments; and the medical and surgical departments include all the
specialties.

The range of conditions encountered was as great and varied
as in a large city institution, but there were no avenues of delegation
or reference. Diagnosis was mainly clinical, aided by simple
'side-room' investigations. Treatment was a compromise between
economy and efficacy, and ways and means of satisfying both
desiderata were fully explored. It is remarkable what can often
be accomplished by adding a little trouble to simple measures,
in exchange for an easier way at higher cost.

CONTRASTING VIRTUES

In the large teaching institution I witnessed the most advanced,
the most scientific; the most thorouk/I and the most generous
medical practice. Herein for me lay one great virtue and one
great drawback. The virtue was that a high standard was set

before me-an ideal, something which I could not practice in its
fullness myself, but could strive towards. The importance of a
critical outlook, and of accuracy, was impressed upon me. I
was taught to develop an objective approach to medicine, and to
rely on facts rather than on feelings and impressions. Professional
honesty was regarded as supreme. It was good discipline, and
good discipline is invaluable to the practice of good medicine.
Of all the lessons I have learned since I began medicine as a student,
perhaps this is the most important.

If the virtue lay in what I learned from observation, the draw
back lay in what I lost through lack of personal experience. Simple
technical procedures only were left to me. Decisions of moment
were made by others. Administrative problems were dealt with
by a separate staff entirely. Finally, even my own movements
were not spontaneous, but were closely directed by others. Thus
the indispensable virtues of dexterity; discretion, economy and
individuality had little chance to develop.

In the smaller institution I entered the practice as an apprentice
partner. r was trained to share the work and responsibilities and,
if necessary, carry them entirely for short periods. This forced
me to apply myself to the practical issues of medical practice,
including surgery. This latter, so exclusively guarded in training
institutions and specialty practice, I found to be amenable.in part
to inclusion in a general type of practice.

My chief was a general practitioner of innate and cultivated
dexterity; his local renown was a testimony to his work. Under
his guidance I learned to do what he did-the common operations
in general surgery, and some usually included. in specialist de
partments.

Modern trends in medicine lean towards ever-increasing
departmentaIization and specialization, and the sphere of the
general practitioner is gradually becoming more circumscribed.
While this is to a certain extent inevitable, I cannot but feel that
the rightful status of the specialist-as a consultant rather than
the exclusive practitioner of his sphere of medicine-should not
be lost sight of; and that the dexterous and experienced general
practitioner is still the ideal agency for the practice of medicine
in the community today.

Perspective and Practicabilify

I chose to transfer to a mission hospital for part of my training
for two main reasons: (I) Because medicine as practised in a large
departmentalized institution is not wholly practicable at the
domestic level, and (2) spiritual and social ideals of medical
practice tend to be lost sight of in the environment of a large
specialist hospital.

Just as difficulties, fallacies and exceptions tend to be over
looked in general practice for the sake of convenience and economy,
so they tend to be exaggerated in specialist practice for the sake of
precision. The general practitioner's method is based on proba
bility, and it is fortunate that the vast majority of pathological
conditions can be diagnosed clinically with an acceptable degree
of accirracy. I say fortunate because the clinical method is adapt
able, economical and simple. To make medicine a more exact
science, clinical methods are snpplemented by physical and chemi
cal methods which, though frequently precise and objective,
are often elaborate, unadaptable and expensive. In specialist
practice the indispensability. of these methods is impressed upon
the intern. I recollect being told once that 'no cardiac condition
can be adequately diagnosed and treated without an ECG'.'
Statements and teachings such as this tend to distort the per
spective of the beginner in medicine and lead to distrust of the


