
EDITORIALS 

purposes of being able to demonstrate an effect of 
the treatment in this particular trial, studying a 
disease which has a high spontaneous remission rate. 
Most parents, however, would wish their child to be 
treated at a much lower level of risk. The threshold 
for treatment ought to be set at that level at which 
the benefits from treatment outweigh its risks. We 
have learned much about the natural history of ROP 
- a very unpredictable disease - but we know little of 
the risks to the infant from treatment. What are the 
risks from anaesthesia? What are the adverse effects 
on the eye from the peripheral retinal ablation? We 
know that laser has fewer of these than cryotherapy 
but still know little about the long-term conse
quences on the patients' visual acuities and fields. 
The treatment threshold for ROP probably has been 
set too high; further studies on the outcomes of 
treatment are needed to discover at what level it 
ought to be set. 
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AN OUNCE OF PREVENTION IS WORTH A POUND OF CURE? 

The fascinating paper by Claridge and her colleagues 
in this issuel on the medical suppression of active 
dysthyroid eye disease should cause all of us who see 
such patients to reassess our approach to them. 

The study concerns 40 consecutive patients with 
active thyroid eye disease who were treated aggres
sively with immunosuppression, using primary orbi
tal radiotherapy, azathioprine and corticosteroids. 
Patients had activity assessed with the Mourits and 
total eye scores before and after treatment, in 
addition to a full clinical examination including 
uniocular fields of fixation - a measure of absolute 
ocular motility, rather than a comparative technique 
such as a Hess cbart. 

Over an average period of 1.2 years, the eye 
disease became inactive, and treatment was well 
tolerated. One patient (2.5%) required subsequent 
orbital decompression for cosmetic reasons, 6 (15%) 
had strabismus surgery, and 13 (32.5%) required 
minor lid surgery. 

These are impressive figures, and are made even 
more so by the authors' contention that their 
treatment regime leads to a fourfold reduction in 
the requirement for subsequent orbital decompres
sion and strabismus surgery. Regrettably, however, 
this figure is derived by comparison of their figures 
with those of Prummel et al.2 who may have applied 
an entirely different set of clinical criteria for their 
surgical interventions. 

Also worthy of note in this context is the 
interesting series of papers by Bartley et al. 3-5 
analysing an incidence cohort of 120 patients from 
Olmstead County, Minnesota, and derived from the 
computerised database at the Mayo Clinic. This 
cohort was collected over a period between 1976 and 
1990, so management criteria might have changed. It 
is also evident that many patients had mild disease. 
However, 6 cases (5%) received steroids for optic 
neuropathy, with 5 going on to orbital decompres
sion, and 3 others (2.5%) had primary orbital 
decompression. The strabismus surgery rate was 
9.2%, and the lid surgery rate 12.5%. It is again 
unclear what criteria were applied for subsequent 
surgical intervention. 

It seems unlikely that different groups of authors 
will be able to agree completely on the indications 
for surgery, in particular orbital decompression for 
reasons of cosmetic improvement and strabismus 
surgery for small deviations and head postures, and 
so until the treatment of cases of this most unpleasant 
and disabling disease can be analysed in a random
ised controlled clinical trial, we will not know 
whether the use of immunosuppression to abort the 
ocular manifestations is as effective as Claridge and 
her colleagues clearly believe it to be. One hopes that 
such a trial will not be long overdue. 
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