
BRITISH MEDICAL JOURNAL 23 JUNE 1973 679

is necessary because nalorphine can itself cause respiratory
depression in normal patients. However, in several reported
cases of Lomotil poisoning in children nalorphine un-
doubtedly saved lives, and there are few more dramatic drug
responses in clinical pharmacology.
The dangers of poisoning with Lomotil in children are not

sufficiently well recognized. Its use should be avoided com-
pletely for children under the age of 2 years. It is not an
innocuous drug, especially when ingested accidentally by
children or prescribed in excess of recommended dosage.
Fortunately, there is an effective antidote if poisoning is
promptly recognized, but prevention is very much better
than cure.
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Ptosis
As judged by its frequency in passers-by in the street
minor degrees of ptosis are common. The condition does
rarely occur unilaterally or bilaterally as a hysterical symp-
tom, but most are organically based pareses of neuropathic
or myopathic origin.

Unilateral ptosis may be voluntary, suppressing diplopia,
while so-called pseudoptosis is due to mechanical factors in
which there is thickening of the lids or to extreme thinning
of the lids after repealted attacks of angioneurotic oedema
(blepharoclasis). Minor degrees of ptosis may be overlooked
because of the wrinkling of the forehead, and elevation of
the eyebrows may partially relieve drooping lids-a notable
feature of the tabetic facies. In examining for pwsis, there-
fore, as well as testing eacd eye separately it is important to
offset the unwitting action of the occipito-frontalis by res-
training the eyebrow over the orbital ridge. The patient is
first asked to close his eyes lightly, a finger is applied to the
eyebrow, and then the eye is opened as widely as possible.

Ptosis is usually due to weakness of the levator palpebrae
superioris. Striped fibres compose most of the muscle and
are innervated by the palpebral branch of the superior div-
ision of the oculomotor nerve. Sympathetic fibres from
the internal carotid plexus, which join the oculomotor nerve
as it traverses the wall of the cavernous sinus, supply a
small unstriped component inserted into the superior tarsus.
Because of the close association of the nerve to levator pal-
pebrae superioris with innervation of other orbital muscles,
neurogenic ptosis is usually accompanied by evidence of
defective ocular movement, an exception being cases of sym-
pathetic denervation, when the slight ptosis of Horner's
syndrome is accompanied by contraction of the pupil. It is
important, therefore, to observe whether or not there is evi-
dence of complicating ophthalmoplegia.
The site of a neurogenic lesion may be supranuclear,

nuclear, or infranuclear. It is claimed that the lid elevator is
the only ocular muscle to have its own separate cortical cen-
tre, situated in the parietal lobe,' but the evidence that a
lesion localized here causes ptosis is questionable.2 Ptosis
may, however, be a feature of Parinaud's syndrome, in which

failure of conjugate upward gaze is caused by a pineal
tumour, but in most cases the site of the lesion is presumed
to be at brain-stem level or distally.
Most classfictions of ptosis subdivide according to

whether the condition is congenital or acquired and genetic
or non-gentic. This classification has some practical
value, though it is clear that even in some recent classifica-
-tions3 there is confusion over the usage of the terms
congenital and hereditary.

In approximately three-quarters of cases ptosis of widely
varying severity is present from birth, and in about half of
these the condition is an isolated symptom, mostly unilateral,
and the cause is unknown. When associated with a congeni-
tal ophthalmoplegia, the superior rectus is most commonly
involved, and in some patients there is a family history sug-
gesting dominant inheritance. While the localization of the
primary abnormality is uncertain in the majority of these
patients, in other cases where there is an associated mal-
formation of the lid, such as coloboma, a local cause is most
likely.
A congenital ptosis can be disfiguring, but in the Marcus-

Gunn phenomenon,4 in which chewing or other oropharyn-
geal movements may elicit synkinetic elevation of a droop-
ing lid ("jaw-winking"), the condition may be embarrass-
ing as well, as in the case of the young ladys who "winked
as fast as she ate." The cause is not known with certainty.
Trauma apart, the differential diagnosis of acquired ptosis

is mostly between oculomotor palsy and ocular myopathy.
Notable among the causes of paralysis of the third nerve
are brain-stem gLoma, aneurysms, vascular malformation of
the posterior cerebral artery, compression in the cavernous
sinus, encroachment on the superior orbital fissure from
inflammation or neoplasm, or a retro-orbital mass. Ophthal-
mopleg.c migraine is relatively benign but may have resi-
dual partial or complete oculomotor paralysis, probably due
to involvement of the posterior cerebral artery. Diabetes as a
cause of isolated and unexplained ocular palsies in adults
must not be overlooked. In myasthenia gravis variable and
even intermittent drooping of one or both lids may be the
preEenting feature and may be most resistant to treatment.
A slowly progressive hereditary ptosis in which ultimately

all extrinsic ocular muscles weaken used to be considered
to be of neurogenic (nuclear) origin. Though undoubtedly
ophthaJmoplegia may be part of certain heredo-degenerative
neuraxial syndromes such as the hereditary ataxias,6 7 or
tapeto-retinal degeneration, most of the patients with pro-
gressive weakness of ocular movement and ptosis are thought
to suffer from progressive ocular myopathy, for which there
is electrophysiological and histological evidence.8 But this
evidence has been questioned on both clinical and experi-
menial grounds, and the debate on the neurogenic versus the
myopathic origin of the condition continues. R. B. Daroff
and colleagues9 reported on a patient who died of a degener-
ative neurological disease, proved at necropsy, who presen-
ted with what was at first considered to be an ocular myo-
pathy on the evidence of biopsy. Other patients with the
clinical features of ocular myopathy have been reported in
whom electromyographic changes characteristic of denerva-
tion coexisted with "classical" myopathic abnormalities.10
These clinical observations on the possible role of denerva-
tion have found support from animal studies. These have
shown that section of the oculomotor nerve produced histo-
logical changes in extraocular muscles which had hitherto
been considered indicative of ocular myopathy.11 The patho-
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genic status of "ocula myopathy" must thereforer i
doubt until fuller neuropathological stdes are available.
There is, however, one cinically related syndrome in

which the myopadtic characteristics appear to be well estab-
lished, and this has been named oculopharyngeal dystro-
phy12. In additon to interference with ocular movements and
swallowing, there may be more widespread weakness of
varying degree.
Both ocular myopathy and oculopharyngeal dystrophy are

inherited as autosomal dominant conditions, and are pro-
bably genetically distinct from one another. The latter con-
dition may, hhowever, be misdiagnosed in the early stages
when only ocular mucles are affected. It is therefore im-
portant to examine older relatives if possible. Sporadic ex-
amples of both conditions may exist as mutants, but it is al-
so possible that there may be clinically indistinguishable
maladies which are recessively inherited. Neither condition
should be confused with dystrophia myotonica, which may
include ptosis as part of the myopathic facies.
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New Horizons in Medical
Ethics
Few who read the searing indictments made in the 1960s
of the ethics of some medical research, on both sides of the
Atlantic,l2 would have predicted that thngs would change
for the better so radically and rapidly. This happy outcome
has been due, as it should have been, entirely to the actions
of the profession itielf. The books documenting the abuses,
the Helsinki and M.R.C. codes, and the establishment of
hosital ethical committees were all the work of medical
men, and most medical editors have for some time practised
an educative function in rejecting articles unacceptable on
ethical grounds. Indeed, in Britain at least, flagrant unethical
expementation now exists almost only in the imagination
of newspaper reporters.

In the series of discussions on medical ethics in the B.M.Y.
one principle has been reiterated: that the responsibility
for a patient's welfare remains with the individual doctor.
This cannot be repeated too often, for the medical consul-
tation must always be something to which people in need
can turn with confidence. Many of the traditional medical

ethics remain relevant today because they guide the practis-
ing doctor in his relations with his patient. Confidentiality,
for example, is particularly relevant to the doctor-patient
relationship. That many people other than doctors are wor-
ried about modern developments that threaten professional
confidentiality is a good sign. Among the objects of suspic-
ion are the use of computers and the ever-increasing number
of ancillary staff who have access to confidential information
but have not been brought up in the tradition of medical
ethics. One solution, mentioned in this week's discussion (p.
700), is that doctors should train their own teams in their
ethical duties. Another is that a clause should be put in em-
ployment contracts which would serve to emphasize the im-
portance of confidentiality in all matters to do with patients
and their treatment.
As the B.M.'s discussion on new horizons in medical

ethics has shown, the debate has moved on to the wider
realms of what might be called the codlective ethics of medi-
cine-realms where the interests of medicine, the patient,
and society mingle and sometimes seem to conflict. Doctors
in groups have to decide what their attitude should be to
problems affecing their responsilbilities towards society.
Dynamic societies will inevitably create new problems, and
doctors must for ever be re-defining their attitudes. Fortun-
ately, doctors do not lack platforms or tables round which
they may discuss these matters. Hospital ethical committees,
group practices, university departments, and hospital Cog-
wheel divisions are all in touch with practical medicine; and
such bodies as the admirable London Medical Group, its
related provincial organizations, and the correspondence
columns of medical journals are valuable forums from which
a consensus of opinion can emerge.
The particularly difficult current issue of research in-

vesdgations in fetuses and children45 points to the need for
the public to understand better the ethical problems of the
medical research worker. The public looks to doctors to ad-
vance the science and practice of medicine and to improve
the standards of care for the individual patient. Yet many
doctors are understandably reluctant to undertake research
investigations which expose them to the risk of uninformed
criticism, or worse. It is in the interests of the public as much
as in those of medical research that research workers should
be protected from these risks. One possible solution to this
problem is a change in the law. Another is a system of
regional committees4 or a central advisory committee6 to
formulate policy and to which doctors could turn for ad-
vice on difficult matters. Such institutions would not-and
should not-interfere with a doctor's traditional individual
responsibility for his patient, but their existence would
reassure the public and be a valuable support to conscienti-
ous medical men anxious to preserve the good name of their
profession.
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