
ABSTRACTS

firmily attached to the ventral and dorsal surfaces of the dura which
enitered the dorsal mediani fissure and completely divided the cord. This,
baud appears to have been the factor that produced division of the cord.

R. M. S.

SENSORIMOTOR NEUROLOGY.

[171] The false localizing signs of spinal-cord tumour.-CHARLEs A.
ELSBERG. Arch. of Neurol. and Psychiat., 1921, v, 64.

OUR knowledge of the pathways of the fibre tracts and of the localization
of fuinctionis in the different segments of the spinal cord is now sufficiently
definied to permit accurate localization of medullary tumours in a large
perceintage of cases. Nevertheless, in some patients in whom the sym-
ptoImls aind sigIns noted at repeated examinations point clearly to a certain
level and a definite location, the growth may be found to have entirely
different relations to the cord. Elsberg characterizes these as cases with
'false localizing signs', and in the present conimmunication gives an instruc-
tive accouint of two cases.

The first case was that of a woman, who in 1911 presented distinct
localizing signs of extramedullary tumour at the 7th thoracic segment;
laminectomy (5th to 9th dorsal) was performed, but the operation failed
to reveal a tumour, and her condition was not relieved. Three and a half
years later the patient was readmitted with symptoms pointing to a
tumour at the 7th or 8th cervical segment on the posterolateral surface of
the cord. At the operatioin an endothelioma about one inch long was
removed from the posterior surface of the 8th cervical segment.

In the second case spinal symptoms had been present for one year,
and suggested a tutmour at the 11th thoracic segment. Laminectomy
was performed, btut no tuimour found. Seventeen months later there
were localizing symptoms at the 5th thoracic segment; the patient was
again subjected to operation, and an extramedullary fibrorma was removed
suiecessfully at the 4th thoracic segment.

The author has been impressed by the frequiency with which patients
with spinal tumours in the cervical region first complain of sensory and
nmotor symptoms referable to the lower extremities. He suggests that
suich anomalouis symptoms may be explained on the hypothesis that the
spinial lesion cauises at first only a partial interruption of fibre tracts,
wXhich in the cervical region require five or six segments for their dectus-
sationi. Iellnce, if the lesion be at first a small one, the affected fibres
may be those that supply areas considerably below the actual level of the
lesioni, anid the zone of senisory distuirbaiice may shift to the truie segmental
level when the interruiptioin becomes more pronouinced.

In the second part of his paper, Elsberg draws attention to errors in
interpretationi of signs referable to the side and part of the cord affected.
In rare inistances a tumour on one side of the cord may dislocate the cord
to the opposite side to suich ani extent that the pressure of the cord against
the wall of the spinal canal may cause symptoms referable to the side of
the cord opposite to that of the tuimouir. Thus, for example, with ill-
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defined Brown-Sequard symptoms, the greatest motor loss may be on the
opposite side, and the marked sensory disturbances on the same side, as
the tumour. Such a condition is analogous to that not infrequently seen
in tumours in the cerebellopontine angle. Paralysis of the seventh nerve
may occur on one side with a tumour in the angle of the other side, because
the tumour pushes the cerebellum over to the opposite side, compressing
the facial nerve of that side against the petrous portion of the temporal
bone. It is especially in patients who give no history of root pains that
the growth may be localized on the wrong side of the cord.

Confuision may also arise in patients presenting signs of interference
with both posterior columns, for an extramedullary tumour on the anterior
surface may press the cord backwards against the arches of the vertebra:,
causing symptoms suggestive of a growth on the posterior surface.

In five cases of thoracic-cord lesions of an expanding nature. Elsberg
has met with tingling or hyperaTsthesia in the fingers of one or both hands;
in three an extramedullary tumour between the 4th and 8th dorsal seg-
ments was removed by operation, and in all this cutaneous disturbance
was found to have disappeared when they had recovered from the effeect
of the anasthetic. In one of the patients a large amount of fluid under
great pressure escaped from above, as soon as the tumour was removed.
Probably, therefore, the tingling in the fingers in these cases was due to
a slight pressure on, and irritation of, posterior roots by a column of
cerebrospinal fluid above the tumour.

R. M. S.

[172] A contribution to the study of the anaesthesia in compression
lesions of the cord in the dorsal region (Contribution a l'etude
de l'anesthesie dans les compressions de la moelle dorsale).-J.
BABINSKI and J. JARKOWSKI. Revue neurol., 1920, xxxii, 865.

THF. authors draw attention to the difficulty commonly experienced in such
cases of determining with accuracy the boundaries of the hypaTsthetic area.
In cases of complete transverse lesion of the cord (myelitis, gunshot wound)
there are distinguishable three sensory levels. There is an unequivocal
line marking the upper level of the area of complete cutaneous anesthesia.
Above this, extending over an area roughly corresponding to the sensory
distribution of a single segment, there is definite hypaesthesia, revealed by
errors on the part of the patient in differentiating between the various forms
of stimuli (area of marked hypwsthesia); the upper level of this area is
distinct. Above this again is a zone of similar width in which the
hypaesthesia is quantitative only, i.e., the patient's answers are correct,
but the stimuli appear to him to be somewhat dull.

This sensory picture may also be found in the later stages of com-
pression lesions, but in the majority of cases, especially in the earlier stages,
there are points of difference.

In compression lesions complete cutaneous anaesthesia (if present) is
usually limited in extent and is bounded above, and sometimes below, by
areas of hypasthesia in which the most striking featuires are the inconstancy
and variability of the sensory defects. Thus in the course of a single
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examination, stimulation of areas which at one moment appear anaesthetic
may later evoke a response, an inconsistency which in the authors' opinion
is not adequately accounted for by wandering of the patient's attention.
This 'unstable anaesthesia' may extend to a considerable height above the
uipper level of constant sensory defect, and the latter corresponds with a
segmental level well below that of the compression. The area of 'marked
hypaTsthesia' in these cases may be of wide extent and, increasing in
degree from above downwards, may shade insensibly into total anaesthesia.
In addition, careful examination of the areas supplied by the lower lumbar
and sacral roots frequently reveals a similar zone of hypasthesia below
the level of maximum loss. These points may be of value in differ-
entiating a compression lesion from an intramedullary tumour in which
the sensory loss is most marked at the level of the growth.

The error most commonly made in the localization of spina,l tumours
is that of assuming the level to be lower than is afterwards found to be the
case. This is probably due to a failure to recognize the importance of the
hypacsthetic zones, in which the tenuous nature and variability of the loss
have been explained by assuming it to be caused by cedema of the cord
above the lesion.

The auithors believe that the upper limit of the zone which they have
called that of marked hypaesthesia is the best guide to the level of the
lesion, and report that up to the present it has not failed them in the exact
localization of tumours compressing the spinal cord. Several figures in
the paper, representing the sensory findings in different cases, illustrate
clearly the points emphasized.

C. P. SYMONDS.

[173] Traumatic softening of the spinal cord (Le ramollissement trauma-
tique de la moelle).- H. CLAUDE and J. LIHERMITTE. L'Encephale,
1990, xv, 1.

THREE cases of gunishot wound of the spinal cord are described in which
softening extended some distance above and below the level directly
implicated in the wound.

Case 1 is that of a Zotuave who was wounded by a revolver bullet in
March, 1917, and three months later presented complete paraplegia in
extension, with no voluntary, reflex, or automatic movements of the lower
limbs. He had complete ancesthesia below the 10th dorsal segment, with
syringomyelic loss of sensibility above this level up to D 6. At the autopsy
the cord was found to be adherent to the 6th and 7th dorsal vertebrae,
buit no bony lesion was found. On further examination the dura mater
showed a yellowish discoloration at the level of D 9, and ascending degener-
ation coulld be traced from D 10 upwards. At the level of D 8, the anterior
and posterior horns on the right side contained a cavity sulrrotunded by
wralls of firm white sclerotic tissue. Below D 10, down to the conus ter-
minalis, the substance of the spinal cord was soft and diffluent, and no

distinction could be made out between white and grey matter. In fact,
the contenits of the pia mater flowed ouit as a thin porridge on section of
the suirface of the cord.
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Histological examination showed that the softening extended almost
to the upper end of the dorsal cord, and was very extensive in the mid-
dorsal region.

Case 2 is that of an infantryman wounded by shrapnel in September,
1915. Three weeks later he was found to have complete paraplegia, with
loss of all forms of sensibility below D 11, and complete loss of all the super-
ficial and deep reflexes of the lower limbs and abdomen. X rays showed
a fracture of the 11th and 12th dorsal vertebrae, and a shrapnel ball in
the left side of the thorax near the 11th rib. A laminectomy was per-
formed at the beginning of November, when the dura mater was seen tq
be thickened; but it was not opened. The patient survived his wound
for more than a year, without any return of reflex or automatic move-
ments in the lower limbs.

At the autopsy the dura mater was adherent to the vertebrae in the
region of the wound, and the cord was found completely flattened at the
level of D 12. Sections showed it to be completely softened from D 10 to
L 5; below this level it was possible to make out the anterior and posterior
mesial fissures, and in the sacral region a few motor-cells and the ependymal-
cells surrouinding the central canal could be distinguished.

Case 3 is that of an infantryman wounded in September, 1915, by
a shell-fragment which lodged in the region of the 10th dorsal vertebra.
Four months later he was found to be completely paraplegic, with entire
loss of all forms of sensibility below L 2 on the right side and S 1 on the left.
Thermal sensibility also showed dinminution over L 4 on the left. The
right lower abdominal reflexes were absent, as also were all the superficial
and deep reflexes of the lower limbs. There was diffuse wasting of all the
leg muscles, incontinence of facces, and overflow incontinence of urine.

At the autopsy in October, 1916, the dura mater was found adherent
to the posterior surface of the body of the 10th dorsal vertebra. The
whole of the lumbar enlargement was bruiised, but was not adherent to the
meninges. On section, the upper lumbar segments showed very extensive
softening, which diminished in severity on passing downwards to the sacral
region. Above this, extending as high as D 8, was a sort of necrosis of the
anterior horns and the tissue surrounding the central canal, which couLld
be seen under a low power as small losses of substance-a condition resem-
bling that seen in acute poliomyelitis. The motor cells were destroyed,
and the nerve-fibres broken or moniliform. At the level of D 12 this
destruietion of the anterior horns could be seen with the naked eye.

The authors make no suggestion as to the cause of this diffuse soften-
ing. Fronm the clinical facts given it appears to have come on soon after
the wound.

J. G. GREENFIELD.

[174] A case of myasthenia gravis (Etude clinique, physiopathologique,
et anatomique, d'un cas de myasthenie paralytique).-HENRI
CLAUDE and RENE' PORAK. L'Encephale, 1920, xv. 425.

THE case reported is that of a man of 53, who began in 1912, after an attack
of influenza, to suLffer from transient diplopia, followed soon after by ptosis
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and general fatigue. These symptoms were slight in the morning, but
increased toward afternoon and evening, and in the course of the first two
months tended to become more constant. On examination, little abnor-
mality could be made out, with the exception of double ptosis and a tendenicy
to nystagmus. The muscles affected did not show the myasthenic reac-
tion. The patient was treated with suprarenal extract and pituiitary
extract by the mouth, later by injections of suprarenal extract or adrenalin
every second or third day, and improved considerably, having less ptosis
and less frequent diplopia. His condition remained otherwise unchanged
till December, when the myasthenia increased in the eye muscles, and.
involved in addition those of the palate and mouth, so that he had difficulty
in articulating, and sometimes regurgitated liquids through the nose. He
died in January, 1913, after a short attack of influenza.

At the autopsy the most conspicuouis feature was a tumour of the
thymus, partially cystic, about the size of a goose's egg, weighing 45 grms.,
lying over the base of the heart and the origin of the great vessels. The
thyroid gland was normal, but all four parathyroids were enlarged to the
size of large peas, and of a rose-red colouir. The pituitary also was en-
larged, especially its posterior lobe.

Histologically the mediastinal tumour was foutnd composed partly of
lymphoid tissue and partly of epithelial cells, which suirrouinded cavities
of all sizes, some containing fibrin, others red and white blood-cells. Struc-
tures resembling Hassall's corpuscles were found in some parts of the
tumour, which the authors consider to be an epithelioma of the thymus.
The thyroid gland showed a tendency to atrophy, with a slight degree of
increase of interstitial cells; in the parathyroids, apart from normal cells,
an abnormal development of eosinophil cells, in some places forming solid
masses, was fouind. There was also colloid-formation between the cells.
The enlarged posterior lobe of the pituitary contained many pigmented cells,
the pigment, seemingly a lipoid, appearing as brownish granulations. In
the anterior lobe there was an abuindance of colloid and of chromophil
cells. Both lobes were greatly congested. No definite changes were
found in the cells of the nervotus system, although those of the cranial
motor-nerve nuiclei did not stain well with Nissl's method, and appeared
sparser than normal. The muscles showed little change, though some
fibres were fissured longitudinally and others thinner than normal; and
the nerves were uniaffected. No foci of lymphocvtic infiltration were
fouind.

The auithors lay emphasis on the changes in the endocrine organs,
especially the thymus, parathyroids, and pituitary. It seems probable the
tuimour of the thymus was primary, and the changes in the other organs
were secondary; buit in the paucity of our knowledge of the fuinctions
of the thymus it is impossible to be precise in the relationship between
the two factors. The changes in the parathyroids and posterior lobe of
the pituitarv were suggestive of increased activity, and the authors suggest
that this hyperfiunction may have led eventually to functional exhaustion,
which was hastened by the fatal attack of influienza. They enter a plea
that cases of myasthenia should be stubjected to a more complete examina-
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tion as regards the fuinetional activity of the endocrine organs, and that
more experimental work should be done on the relationship between these
organs and the motor system.

J. G. GREENFIELD.

[175] On myatonia congenita and infantile progressive spinal
amyotrophy (Ueber Myatonia congenita und infantile progressivc
spinale Muskelatrophie).-SLAUCK. Deut. Zeits. f. Nervenh., 1920,
lxvii, 1.

THE exact pathological position of the interesting disease of childhood,
called by Oppenheim myatonia congenita, has never been precisely estab-
lished, largely owing to the paucity of pathological reports. The author
has had the opportunity of examining no fewer than eleven cases of the
disease, of which five occurred in one family. One of the arguments in
favoour of the individuality of myatonia congenita has been the absence
of familial cases, but these reported by Slauck prove that the disease may
occulr in a heredo-familial form like any of the ordinary myopathies. He
has further given a complete pathological report on one of his cases in
which the chief findings were a primary non-inflammatory degerreration
of the cells of the anterior horns of the cord and of the hypoglossal nuclei,
with degeneration in the motor roots corresponding, in the motor fibres of
the peripheral nerves, and in the muscles. The pathological condition is,
in a word, similar to what is found in ordinary progressive muscular
atrophy, and in particular is practically identical with what occurs in the
infantile or Werdnig-Hoffmann form. He quotes the opinion of Professor
Hoffmann apropos of the cases herein reported that "myatonia congenita
is not a special form of infantile progressive spinal muscular atrophy, but
is it itself ". On the other hand, he will not admit that every case of
myatonia belongs to the Werdnig-Hoffmann group, believing that other
conditions are sometimes included under the term.

S. A. K. W.

[176] Spirochmtes in disseminated sclerosis (Spirochatenbefund bei
multipler Sklerose).-BiUSCHER. Arch. f. Psychiat., 1920, lxii, 426.

TIlE patient was a woman, age 45, whose case was diagnosed as dissemi-
nated sclerosis of the spastic paraplegia variety. There was a long history
of illness with characteristic remissions. The Wassermann test was nega-
tive both in the blood and fluid; further, there was in the latter a very
slight lymphocytosis, and, with the gold-sol test, a curve like that of
G.P.I. At the post-mortem many small disseminated lesions were found
in the brain varying in size from a pin's head to a millet seed. From a
number of these, especially in the white matter of the postcentral gyrus,
spirochates were obtained fifteen and thirty-nine hours after death, and
readily seen by the method of dark-ground illumination. They seemed
rather short and shrunken, and differed somewhat in this respect from
the Spirochaeta pallida. On the other hand, however, the author failed to
detect them by ordinary silver methods of staining in hardened material
from the brain.
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On the whole, it seems fairly certain from the author's description
that the case was in reality one of disseminated sclerosis, but, in view of its
possible importance, fiurther details would have been desirable.

S. A. K. W.

[177] A case of diffuse endothelioma of the pia arachnoid-J. H. HARV,EY
PIRIE. Med. Jour. of S. Africa, 1920, xv, 157.

THE case described is that of a young European who complained first in
April, 1919, of difficulty in swallowing, followed three months later bv
weakness, headaches, and a feeling of numbness on the left side of thc
face and neck, with loss of sensibility in the left cornea and slight paresis
of the left face. Nystagmus was present, both to right and left; the
patient was so giddy as to be unable to walk; bilateral papillkcdema was
found. A decompression operation was performed, and the left lateral
ventricle tapped, but the patient only survived the operation a few days.

At the autopsy little was seen except thickening of the pia arachnoid
over the greater part of the base of the brain. Sections showed this to be
due to infiltration with endothelial cells, which had also densely infiltrated
several of the nerve-roots, and in some places invaded the brain substance
along the perivascular sheaths of the vessels. No gross tumour-mass was
found, nor did the cells present any characteristic mode of arrangement,
e.g. in whorls.

In discussing the nature of the infiltration the author takes the view
that it must be regarded as a tumour-growth derived from the endothelial
cells lining the spaces of the arachnoid.

J. G. GREEN-FIELD.

[178] The excitomotor syndrome of epidemic encephalitis; its
principal manifestations: rhythmic chorea, the bradykinetic,
myoclonic, and Parkinsonian types of movement (Le syndrome
excitomoteur de l'encephalite epidenmique).-PIERRE MARIE and
MLLE. GABRIELLE LEivy. Revue neurol., 1920, xxvii, 513.

THIS valuable paper is a mine of detailed clinical observations made upon
cases of encephalitis. Reviewing their experience of the disease, the
authors divide their cases into three chronological periods: July to Novem-
ber, 1918; January, 1919, to January, 1920; and January to June, 1920-
corresponding with three waves of the epidemic-and describe certain
new features in the latter cases.

They classify the involuntary movements under six headings
1. Choreic.-The movements differ from those of ordinary chorea in

being on the whole less irregular and more rhythmic. A case in illustration
is described in detail, that of a woman, age 40, whose choreic movements
developed three months after an ill-defined febrile attack, and were
-confined to the face, and the limbs of the left side; they were in a sense
the only evidence of the nature of the original infection. Another variety
in this group is described under the title of 'rhythmic salutation'; the
patient quoted in illustration de-veloped, four months after his original
illness, rhythmic co-ordinated movements, as of one attempting to pick
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NEUROLOGY

up objects from the- grotnd, or bowing as he walked, the effort to the
observer appearing ridiculous. Other cases of this type were observed,
one in a patient who had been in hospital previously for an uindoubted
attack of encephalitis lethargica.

2. Slow Oscillations of Large Amplitude.-These are slow, regular,
rhythmic movements of large amplitude, predominating at the proximal
joints of the limbs, sometimes being synchronous in the two limbs on one
side of the body.

3. Myoclonic.--Movements of this type are not uncommon. They
disappear in the course of a few weeks, but leave the muscles in a state
of increased mechanical and electrical excitability.

4. Parkinsonian.-The case is quoted of a patient, age 41, who was
first observed at the time of the initial illness in April, 1918, and followed
to the development of a complete Parkinsonian picture in March, 1920.
Under this headina the authors describe an abortive and a progressive
type. In the former, tremor is the predominant symptom; in the latter,
rigidity.

5. Encephalitis with Tremors.-These are usually localized and tran-
sient, and do not conform to any special type.

6. Movements Confined to the Face.-These may take the fornm of irre-
gular tremors, or rhythmic clonic contractions. The muscles of the face,
jaws, and tongue may be involved singly, or more commonly together, and
the movements mnay be accompanied by pain in the trigeminal field. A
case is recorded in detail in which, in addition to the above symptoms,
trismus was a marked feature.

Included in the symptomatology of epidemic encephalitis are a whole
series of motor phenomena, involuntary movements, or Parkinsonian
syndromes, which may be summarized as the excitomotor syndrome.
The time relations of this syndrome may vary: (1) It may be an early
transient manifestation of the disease; (2) It may appear early and remain
long; (3) It may make its appearance about a week after the onset;
(4) There nmay be an interval of two or three months (sometimes six
months) between the initial attack of encephalitis and the appearance of
the movements.

This excitomotor syndrome in one or other form may be the most
striking, if not the only, manifestation of an attack of encephalitis.

As to the duration of the movements, in the cases resembling ordinary
chorea they usually disappear in a few months; movenients of the
rhythmical, localized choreiform type may persist as long as eighteen
months and leave some weakness; those shown in the so-called 'rhythmic
salutation' may last eighteen months, and are usually accompanied by
general mental and physical deterioration.

The movements of the type designated bradykinetic disappear, as
a rule, after about six months.

In the cases in which the involuntary movements appear after a con-
siderable latent period, the diagnosis may be extremely difficult on account
of the absence of positive neurological signs; moreover, the cerebrospinal
fluid at this stage shows no abnormality. It is therefore important to be
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able to recognize in the history a preceding attack of encephalitis, bearing
in mind that the severity of the initial attack bears no relation to that of
the subsequent excitomotor syndrome. The writers consider that while
an attack of encephalitis is usually associated with fever, it may run
an afebrile course. They lay stress on the value of a history of somno-
lence, or insomiiia, ocular palsies, occipital headache with neck stiffness,
disturbances of mastication, facial spasms, excessive salivation, dysarthria,
fibrillation of the tongue. choking sensations, gasping, hiccough, respiratory
disturbances, pain and- swelling of the. joints.

Sensory disturbances may be a prominent feature. These may take
the form of lanciniating pains, areas of cutaneous hyperasthesia, or paini
and sensation of stiffness in the muscles, especially those concerned in the
involuntary movenments.

The authors conclude with the hope that further studies of the excito-
motor svndrome in epidemic encephalitis may throw light on the functions
of the basal ganglia and mid-brain, and upon the physiology of involtuntary
movements in general.

C. P. SYMONxDS.

[179] The mechanisms for speaking, music, and reckoning, and their
cerebral localization (Ueber Sprach-, Musik-, und Rechnenmechani-
ismen und ihre Lokalisationen im Grosshirn).-S. E. HENSCHEN .
Zeits. f. d. g. Neurol. u. Psychiat., 1919, lii, 273.

PROFESSOR HENSCHEN'S paper does not lend itself to brief abstracting,
but some indication of his position may be attempted. He avows himnself
a strong supporter of the clinico-anatomical method, and thinks the exist-
ing confusion in the doctrine of aphasia and kindred conditions is largely
due to failure to follow this well-tried line of investigation. Elaborate
psychological schemes to explain the phenomena of aphasia have been
erected on anatomical ignorance. It is imperative to base the clinical
facts on anatomical examination, and, further, to seek data throwing
light oII the localization of psychical function.

The literature now contains, according to Henschen, no less than some
1500 cases of aphasia with pathological examination. From a consideration
of the material it may be concluded that the speech mechanism is an
anatomico-physiological unity, with two receptive and two motor foci,
which are all relatively independent, but in which disturbance of one may
upset the fuinction of others.

In the case of the musical faculty, there are analogous foci and
analogous types of clinical disorder-tone-deafness, note-blindness, inability
to sing (avocalia), and note-agraphia and instrumental amusia (music-
apraxia). The same is true of the reckoning faculty. Numerous figures
are cited from a collation of the literature which go to show that the
corresponding defects of word-blindness and note-blindness, say, though
often occurring together, need not so be simultaneouslv involved, and this
is the case also with the other corresponding couples. As an instance,
it may be stated that of 121 patients with complete motor aphasia, no
fewer than 84 could sing known melodies more or less correctly; while
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of 65 patients with complete word-deafness, only 20 were also tone-deaf.
Henischen adduces nmuch evidence in connection with the localization of
speech, music, and reckoning foci or centres, which follows the classical
scheme more or less, and for the details of which the original should be
consulted.

While the various centres and association-paths in relation thereto,
for speaking, muisic, and reckoning faculties respectively, constitute units
to which psychical unities correspond, there are frequently dissociated
'fuinction-complexes' within theni. Thus, the power of speaking in one
languiage may be lost, but in another retained, etc.; the case of a patient
is quoted who lost his ability to recognize tone pitch on the printed page
of music, but still knew the length of notes; and so on. Attention is
paid to the acquisition of psychical function-complexes by training and
education', which in their turn become automatisms and, losing their
coInscious element, sink into the 'latent mind-life'. There is evidence
localizing, more especially in the right hemisphere, these psychical auto-
matisms, which play a very important role in everyday experience, and
form essential elements in the psyche. On the other hand, the left hemi-
sphere is more concerned with logical thinkii)g and the elaboration of
.material received from sense-organs.

S. A. K. WV.

[180] Observations on Kisch's reflex in injuries of the skull
(Beobachtungen uber den Kischchen Reflex bei Schadelverletz-
ungen).-WINTER and GOTZ. Zeits. f. d. g. Neurol. u. Psychiat.,
1920, lviii, 281.

IN 1918 Kisch described the reflex which bears his name, and summarized
his observations as follows: On mechanical or caloric stimulation of the
deeper parts of the external auditory apparatus, there occulrs in the normal
man a reflex closing of the lid, and in 50 per cent of cases a copious flow of
tears. When the fluid enters, drop by drop, the lid never remains closed
longer than four seconds-with prolonged irrigation never more than eight
seconds. Complete absence of the reflex, or great prolongation after
cessation of the stimulus, was never observed in 150 healthy controls.
When it is absent, the pupil often dilates and the upper lid is sometimes
retracted. It is not found in lesions of the fifth and seventh cranial
nerves, and in many organic diseases of the nervous system. In 23
cases of hysteria and 12 of dementia praecox, it was absent once in each
group.

In a later paper Kisch gave his results in cases of head injury. In
patients with severe bone lesions the reflex was very often absent on both
sides, sometimes only on the side opposite to the lesion. Patients who
had suffered from commotio cerebri without gross injury to the skull often
showed absence of the reflex on one side and prolongation on the other.
Of 46 cases examined, only 12 gave a normal response.

Winter and Gotz examined a large number of patients free from organic
nervous disease, and 26 cases of head injury. They found that in cases of
hysteria and in mild forms of insanity the reflex was always obtained.
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Absence of the reflex on repeated examination is strong evidence of organic
disease. Prolongation of the reflex is common in nervous and hysterical
patients. The free flow of tears and dilatation of the pupil described by
Kisch were rarely seen.

WV. J. ADIE.

[181] Significance of facial pain in determining the location of
intracranial tumour.-WV. B. CADWALADER. Arch. of Neurol.
and Psychiat., 1920, iv, 182.

As the Gasserian ganglion lies on the anterior surface of the petrous portion
of the temporal bone, it is seldom encroached on by fibromatous tumours
growing from the acoustic nerve in the cerebellopontine angle. Hence
deafness is not an early symptom in neoplasms of the ganglion, but pain
and anacsthesia of the face appearing early, and preceding the oniset of
deafness, have a diagnostic significance that is not always appreciated.

In the case reported, pain in the face followed by anaesthesia in the
fifth-nerve distribution was the most striking clinical symptom, and proved
to be an important localizing sign. There were no symptoms of increased
intracranial pressure, and tinnitus and partial deafness were late in
development. A diagnosis of intracranial tumour growing from the region.
of the Gasserian ganglion was made. At the necropsy a tumouir was
found embracing completely the root of the trigeminal nerve; it extended
downwards and backwards almost to the foramen magnum, and had
also involved the temporal bone. Microscopical examination revealed
the characteristic appearance of a chondroma.

R. M. S.

[182] A systematized disease of the cerebellum (Eine Systemer-
krankung im Kleinhirn).-JELGERSMA. Jour. f. Psychol. u. Neurol.,
1919, xxv, 42.

THE patient was a man of 83, who for the previouis eight years had shown
a progressive generalized ataxia involving all the skeletal musculatures,
without paralysis and with no sign of pyramidal disease. A diagnosis of
cerebellar atrophy from arteriosclerosis was made, but at the autopsy no
such atrophy was found, the organ being of normal size. Microscopically,
however, over the whole cerebellum gross deficiency of the Purkinje cells,
amounting in many places to complete absence, was revealed, their place
being taken by moderate increase of glial cells, some of which in their
turn had degenerated. No other change in the cerebellum could be dis-
covered.

The case is of interest in showing that the whole function of that organ
can be disturbed by a lesion in one only of its constituent elements; yet
this need not be the layer of Purkinje cells, since Jelgersma himself has
described the typical cerebellar syndrome in three cats where these cells
were intact but the granular layer agenetic. Any diffuse lesion of the
cerebellum reveals itself in impairment of inco-ordination independentlv
of the elements which are affected.

S. A. K. W.
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[183] A case of acute transverse myelitis in a child (Un cas de
myelite transverse aigue chez l'enfant).-A. D. ESPINE. Presse
med., 1920, xxviii, 617.

ON the fifth day of an ill-defined illness characterized by pyrexia and a
morbilliform rash, a boy, 8 years of age, developed a complete flaccid
paralysis of both legs, together with a loss of sensation which extended as
high as the umbilicus. There was also complete loss of control of both
sphincters, and the weakened muscles showed the reaction of degeneration.
The trunk above the umbilicus, the upper extremities, and the head were
uinaffected. The cerebrospinal fluid was normal. Considerable improve-
ment eventually occurred. Urotropine was administered by the mouth
and electricity applied daily to the paralyzed muscles. Landouzy describes
the actite myelitis which follows measles as being characterized by its
rarity, late appearance, short duration, and its tendency to be chiefly
paraplegic in type. In the case under review, the child had attended
hospital in infancy for a condition of slight diplegia. Accordingly, as is
pointed out, the fresh infection was imposed on an already damaged nervous
system, the resistance of which, it is assumed, was subnormal.

W. JOHNSON.
[184] The resemblance of the sensory symptoms of post-diphtheritic

ataxia to those seen in the cord changes of severe anxmia.--
G. WVILSON. Arch. of Neurol. and Psychiat., 1919, ii, 201.

IN three cases of post-diphtheritic ataxia in which the degree of motor
paralysis was insignificant, the type of sensory loss resembled that seeli in
the combined sclerosis of pernicious or severe secondary anaemia. All
three cases had paresthesixe in the hands and feet, and all showed a loss
or marked impairment of the sense of position and of vibration; in two of
the cases there was impairment of the ability to recognize the two points
of a compass, although tactile sensibility was completely preserved. The
pathological process was considered to be a toxic action on the posterior
columns of the spinal cord. In this locality fibres conducting the osseous
sense, the sense of position, and the ability to recognize the points of a
compass are grouped together; had the peripheral nerves been diseased, it is
probable that loss of deep pressure sense and marked impairment of motor
power would -have been found.

In discussing the sensory changes in the combined sclerosis of severe
anamia, the author credits Dejerine with having placed the pecutliar
clinical features upon a firm basis, no reference being made to the accouint
by Russell, Batten, and Collier, whose description antedated that of
Dejerine by three years. R. M. S.

[185] Visual and pupillary disturbances in cases of lesions of the
lower spinal cord from gunshot wounds (Troubles visuels et
pupillaires dans les lesions de la moelle dorso-lombaire et de la
queue de cheval par traumatisme de guerre).-DEJERINE and
REGARD. Presse me'd., 1920, xxviii, 673.

IT has long been known that---opticopupillary disturbances- occasionally
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occur in certain spinal diseases, among which may be mentioned acute
myelitis. acute ascending meningomyelitis, Pott's disease, and trauma of
the spinal cord. The auithors give the details of three cases in which optic
atrophy, especially on the temporal side, with diminution of visual acuity
and also of the pupil reflex to light, was a sequel to gunshot wounds of the
dorsal lumbar cord and cauda equina. They exclude as causative factors
syphilis, retrobulbar neuritis, simultaneous double lesions of cord and
cerebrum, augmentation in the pressure of the cerebrospinal fluid, and
propagation to the meninges of the base of a spinal meningitis starting
from the trauma, respectively, and come to the conclusion that the dis-
orders are due to irritation of the vasomotor fibres of the iris and retina
at their point of exit from the cord at the level of the second and third
dorsal segments. In the same way as certain of the symptoms in paraplegia
are due to irritation of the sympathetic fibres in the cord below the level
of the lesion, so sympathetic symptoms may appear from irritation of sympa-
thetic fibres above the level of the lesion,

S. A. K. W.

[186] Congenital paralysis of the brachial plexus.-A. S. TAYLOR.
Surg. Gynecol. and Obst., 1920, xxx.

THE author draws a parallel between obstetrical paralysis of the brachial
plexus and the adult paralysis of Erb. He shows how, notwithstanding
book-teaching, the obstetrical paralyses are not so easily curable as some
authors wo1ild have them. Erb's paralysis is similar in etiology, anatomy,
and symptomatology, except, of course, that the adult type cannot entail
any arrest of development. His conclusions are that: (1) Medical treat-
ment alone is insufficient except in those slight cases that usuallv get well
withouit interference in two or three months; (2) Operation shows that
in many cases the nerve-roots have been torn or that some scar tissue is
present; and the pathological findings are against an excluisivelv medical
treatment. His operative results in children under three months have
been high1y satisfactorv, buit in Erb's paralysis only abouit 30 per cent of
his cases showed muich improvement.

J. E. NTCOT.E.

[187] Spondylitis and abdominal pain.-D. VANDERHOOF. Jour. Amer.
Med. Assoc., 1920, lxxiv, 25.

The author remarks on the extreme paucity of records of spondylitis in
medical literature; yet he has met with 87 cases in the last seven years
in his own practice, in 23 of which abdominal pain was complained of, with
absoluitely no sign of visceral disease of any sort. The symptoms are
usually pfLin and muscle spasms in the back, with limitation of movement
and gradually developing rigidity duie to the ossification of cartilage; but
the most interesting type is where the inflammation involves nerve-roots
by direct pressure of exudation and new bone-formation. In such nerve-
root involvement the character of the pain varies from a slight aching to
the most agonizing paroxysms, and these referred -symptoms may be promi-
nent, while there is -little complaint of stiffness or pain in the back. They
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are unilateral or predominate on one side, and are increased by movement
and diminished in the recumbent posture. In some cases the patient
wakes up suddenly with pain, which may be attributed to relaxation of
muscles acting as a splint against sudden movements in waking hours.
This pain may simulate all sorts of visceral lesions, and often leads to
operations for stone in the kidney, appendicitis, gall-stones, etc. The
condition may also simulate the crises of tabes.

The author considers that the arthritis is due to absorption from focal
infections of which typhoid fever, rheumatic fever, and gonorrhca are the
most common in young subjects; but in persons over forty years old, by
far the commonest focus is in connection with the teeth.

R. G. GORDON.

[188] Paralysis of the abdominal muscles in poliomyelitis (Ueber
Bauchmuskellahmungen bei Poliomvelitis).-W. MITTELSTAEDT.
Zeits. f: d. g. Neurol. u. Psychiat., 1920, lviii, 1.

BASING his remarks on four cases of paralysis of the abdominal muscles
following poliomyelitis, Mittelstaedt discusses the subject of paralysis of
these muscles in general. He cannot accept Duchenne's explanation of
lordosis, according to which the pelvis is tilted instinctively in order to shift
the centre of gravity forwards and to cause the weight of the body to be
borne by the muscles of the buittock, for if this were correct the deformity
should be present when the patient sits up and should disappear when he
lies down. The explanation given by Strasburger receives strong confirma-
tion from these cases. According to this writer the pelvis is held in positioni
by three groups of muscles. The rectus abdominis and the gluteus maximus
raise the anterior border of the pelvis, the first by a direct pull, the latter
by lowering the posterior border. The antagonists of these muscles-the
flexors of the hip-joint, especially the iliopsoas and the rectus femoris-
lower the anterior border. If the recti abdominis are paralyzed, the flexors
of the hip overcome the glutei, and the pelvis tilts forwards. This is
followed by a compensatory lordosis which prevents the body from falling
forwards. In sitting, the attachments of the flexors of the hip are
approximated, the tilting is less, and the lordosis is diminished. The
lordosis persists when the patient lies on his back, but can be made to
disappear by relaxing the flexors of the hip, that is, by flexing the thighs.
This interaction of the muscles attached to the pelvis can be shown in
another way. If a patient with paralysis of the recti abdominis attempts
to raise both legs when he is lying on his back, he is unable to do so, but
the lordosis is increased. The iliopsoas muscles are not paralyzed, as
might be thought, but their power is used in tilting the pelvis forwards.
The patient, however, is able to raise either leg alone, because the pelvis
is then fixed by the opposite gluteus maximus.

In one patient it was noticed that the lower thoracic apertuire was
narrowed with each inspiration. In a healthy person the lower thoracic
aperture is widened on inspiration by the pressure of the subdiaphragmatic
organs, whose descent is limited by the resistance offered by the abdominal
muscles to displacement of the viscera below. When this resistance is
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removed by opening the abdomen or by weakness of the abdominal muscles,
the subdiaphragmatic organs descend easily and the thoracic outlet is
diminished by the tug of the contracting diaphragm.

In the same case a remarkable phenomenon was observed, one that
has not been described before. When the patient attempted to 'draw in'
the stomach, a 'ring of contraction' formed just above the level of the
umbilicus. The appearance presented, as shown in a photograph, is exactly
that which might be produced by tying a cord tightly round the body at
this level. This constriction is thought to correspond with a small portion
of the transversus muscle which has remained healthy. Another result
of partial paralysis of the oblique muscles is the formation of protrusions
(pseudohernia) in the abdominal wall. When these are small, the edges,
which are formed by healthy muscle, are often well defined, and a hernia
is simulated closely.

The evidence in favour of the contention, once opposed by Oppenheim
but now generally accepted, that the muscles of the anterior abdominal
wall are innervated segmentally, is fully discussed. They are supplied
from the 8th to the 12th dorsal segments inclusive. The localization for
the recti is higher than that for the obliques, so that in a lesion of the lowest
dorsal region of the cord the lower portion of the obliques may be paralyzed
while the recti are unaffected.

In a table a summary is given of forty cases of abdominal palsies
followinig poliomyelitis described by Continental writers. The literature
in English was not available.

W. J. ADIE.

[189] Contributions on dystrophia myotonica (myotonia atrophica)
(Klinische, psychopathologische, und anatomische Beitrage zuir
Dystrophia myotonica).-L. FIsCIIER. Zeits. f. d. g. Neurol. u.
Psychiat., 1920, lviii, 254.

MANY cases of myotonia atrophica have been described during the last
ten years, and almost all writers agree that it is a disease sui generis; but
the question of its etiology, especially with reference to the connection
between the muscular atrophy and disturbances of internal secretion, still
remains unanswered.

While Curschmann, who investigated his cases pharmacologically,
could find Ino evidence of vaootonia or sympathicotonia, Hauptmann found
increased secretion of sweat, saliva, and tears, extraordinarily strong reac-
tions to pilocarpine, lymphocytosis, and eosinophilia, all of which, for him,
are signs of disturbance in the autonomic system.

Another important symptom referable to disorders of the internal
secretions is cataract. Fleischer has made a special study of its clinical
features, and finds that it begins in middle life, affects both eyes, and ripens
quickly. It begins in the cortex, with opacity of the posterior pole, from
which star-shaped processes radiate. At the same time punctiform opacities
appear in other layers of the lens. It differs materially from the cataract
of tetany, which usually shows a large hard nucleus and begins as a supra-
niuclear lamellar cataract, and also from cataract observed after extirpation
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of the thyroid, where the opacity begins at the equator and spreads
towards the poles in a manner exactly the reverse of the myotonic form.
Fischer doubts the specificity of the changes described above as character-
istic of the cataract of tetany. He points out that they differ from
those of the senile form which is held to be a result of latent tetany,
and considers that Fleischer's observations cannot be accepted as
against the evidence conjecture that myotonia atrophica is an expression
of hypoparathyroidism.

Both Hauptmann and Fleischer look upon myotonia atrophica as a
heredo-familial degenerative disease. Hauptmann holds that it is not an
independent disease, but is merely a combination of factors within the
great group of heredo-familial diseases. Another combination might
appear as another disease-e.g., hereditary ataxy-but all these diseases
are connected and are attributable to a common fundamental defect.
Fleischer made exact genealogical inquiries in 38 cases, and found evidence
of heredity in 28. He considers that the disease may remain latent for
five or six generations and then appear suddenly in several members of
a family. In the preceding generations, and often in those that follow,
presenile cataract is common. Cataract, therefore, is the first sign of a
progressive process which leads ultimately to myotonia atrophica.
Hauptmann refuses to place cataract in this prominent position. His view
is that the dystrophy is transmitted in a latent form, following Mendelian
laws, while the cataract is apparent. The author of this paper remarks that
we are justified in describing myotonia atrophica as an independent disease
so long as Thomsen's disease, Erb's dystrophy, the different forms of
hereditary ataxy, etc., are accepted as being sui generis, and refers the
reader to Ciirschmann's papers for the strict proof that the distribution
of the amyotrophy, myotonia, and the trophic and secretory disturbances
in this disease are peculiar to it and occur in no other hereditary de-
generation.

Of the many hypotheses concerning the cause of the disease, none is
entirely satisfactory. No one believes now that it is purely of myogenic
origin, and recent workers conclude that the myotonia is of central origin.
Naegeli's view that the primary defect is a disturbance of internal secretion
has not been accepted, because it has not yet been proved that atrophy of
muscles can be caused in this way. Hauptmann holds that a defective
anlage both for the endocrine glands and the trophic centres of the
muscles is the underlying factor. Fischer's view is that the internal
secretory and dystrophic phenomena- have a common cause which must
be sought in the central nervous system, but is forced to admit that this
has not yet received any anatomical support. He suggests that the changes
may be chemical, or of a kind which cannot be- demonstrated by nmethods
in use at present.

The paper contains a report of a case examnined after death. There
were no changes in the ductless glands or in the nervous system.

W. J. ADJE.
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