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SENSORIMOTOR NEUROLOGY
[7] General localization of epileptic manifestations.-WILDER PENFIELD

and LYLF. GAGE. Arch. Neurol. and Psychiat., 1933, 30, 709.
IN this study the authors have analyzed 75 cases of focal epilepsy in which
careful study revealed no local sign. In nearly all cases cerebral pneumo-
graphy was carried out and the patient was operated on under local anmesthesia.
The seizures studied were either spontaneous or induced by hyperpncea, by
hydration or by direct cortical stimulation.

The principal conclusions may be summarized as follows
The most frequent lateralizing sign is deviation of the head and eyes

to the side opposite the hemisphere involved. Seizures which have their
origin in the frontal lobe are usually characterized by loss of consciousness
(without aura) and turning of the eyes, head and body to the opposite side,
followed by nearly simultaneous convulsion of the opposite extremities,
falling and generalization of the attack. In seizures which arise in the
precentral or postcentral gyrus consciousness is usually lost late. A ' tingling
sensation ' may follow a Jacksonian 'march,' just as movement follows in
seizures arising in the frontal lobe. Consciousness is likewise apt to be lost
late in seizures arising anywhere behind the central sulcus, and such seizures
are, of course, ushered in by auras. It must be remembered, however, that a
major attack may leave retrograde amnesia, so that the aura is forgotten.
In such circumstances the aura may be remembered only in slight seizures
which do not progress to generalization.

Certain ' epileptiform patterns ' have often been described, such as
so called temporosphenoidal fits and attacks arising in the occipital lobe
beginning with lights or darkness in the opposite visual field. But the
authors have pointed out that seizures originating in the supramarginal
gyrus in area 7a, possibly extending to areas 19 and 22, are characterized by
a discontinuous twinkling of lights seen in the contralateral field without any
involvement of the calcarine zone.

An aura of pain or of epigastric distress may arise from activity of the
cerebral cortex, and cortical stimulation reproduces such sensory phenomena.
The buzzing sounds and the dizziness which are characteristic of unilateral
temporal lobe seizures have been reproduced by electrical stimulation, but
the more complicated dream states and odours have never been reproduced,
perhaps because of the limitation of surgical approach.

It should be noted further that involvement of a large artery, such as
occurs when a glioma surrounds the origin of the artery, may give rise to an
epileptiform seizure beginning at a distance from the primary lesion but
within the distribution of the artery.

Finally, cerebral localization of epileptic manifestations is necessary for
the interpretation of convulsive seizures and is of obvious importance in
cases in which radical therapeutic measures are indicated. R. M. S.
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[8] The influence of emotion in precipitating convulsions.-FRANK
FREMONT-SMITH. Amer. Jour. Psychiat., 1934, 13, 717.

FORTY-TWO unselected patients with ages varying from 10 to 53 years were
studied to determine how frequently emotion acts as a precipitating factor.
All suffered from generalized convulsions with loss of consciousness. In 31 a
direct relationship was found. In several instances all or nearly all the
attacks have been immediately preceded by strong emotion, usually fear,
guilt or frustration. In eight, major or minor attacks were precipitated under
observation by a discussion of the emotional difficulty. In three, attacks
could apparently be precipitated by the physician at will by such discussion.
In some cases the relation of the disturbing emotion to the attack was obvious
and clearly evident to the patient. More often he was unaware of the
relationship, particularly when there was a strong tendency to suppress the
emotion from consciousness. In many psychotherapy was of definite value
and insight gained of the relationship of the emotion to the attack was
followed by a marked reduction in the number of convulsions as well as a
decided change in the patient's outlook on life. Many of these had definite
evidence of organic brain disease. The theory that stimulation of the
sympathetic nervous system by emotion plays an important role is supported
by the fact that convulsions were occasionally precipitated by pain and by
cold. Moreover, the onset of acute infections frequently precipitates attacks
in predisposed individuals. Here again the sympathetic is strongly stimulated.
Whether such stimulation does this by cerebral vasoconstriction or by some
other mechanism is not known.

C. S. 1'.

[9] The narcolepsies.-J. NOTKIN and S. E. JELLIFFE. Arch. Neurol. and
Psychiat., 1934, 31, 615.

THE authors emphasize that narcolepsy is not a disease per se, but a group
of symptoms that may occur under a variety of conditions. They classify
the cases reported in the literature into the following five groups: (1) Attacks
of sleep and hypersomnia in psychoneuroses, in manic-depressive psychoses
and in schizophrenia; (2) narcoleptic attacks in chronic epidemic encephalitis;
(3) narcoleptic attacks in cases of involvement of the central nervous system,
exclusive of group 2, and in cases of somatic disease; (4) attacks in combina-
tion with convulsive (epileptic) attacks; (5) attacks in cases in which there
are no definite signs pointing to organic pathological changes. The cases in
group 5 are designated as the cryptogenic type of narcolepsy.

Seven personal observations of the symptomatic and cryptogenic types
are described. The symptom-complex is discussed. It is believed that only
in the cryptogenic group are both types of attacks, the narcoleptic and the
cataplectic, present, while in the symptomatic variety one or the other type
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of seizures is prevalent. A review of the current theories of the process of
sleep is made.

The attiological and pathogenic possibilities are discussed, and it is
suggested that the narcolepsies are closely related to the epilepsies. This
supposition is made on the basis of the following considerations: (1) The
paroxysmal nature of the narcoleptic attacks; (2) the occasional occurrence
of various types of aura preceding the attack; (3) the hyperkinetic manifesta-
tions reported during the narcoleptic attacks; (4) the confusional states
reported at times as following the attacks; (5) the mixture of both types of
attacks-the narcoleptic and the epileptic-in the same person; (6) the
occasional transition of narcoleptic manifestations into epileptic seizures and
vice versa; (7) the epileptic heredity in some instances; (8) the fact that
similarly to the epilepsies there are the symptomatic and the cryptogenic
types of narcolepsies.

R. M. S.

[10] Narcolepsy.-LuMAN E. DANIELS. Medicine, 1934, 12, 1.

HERE we have a wide review of the subject in over a hundred pages. In a
study of 377 cases of narcolepsy, the findings of other observers relative to the
frequency of onset in adolescence and early adult life were confirmed. In a
larger group of 489 cases, males outnumbered females by roughly 2: 1.
Numerous setiological factors, including heredity, preceding infection and
injuries to the head are considered. All postinfectious cases were not
necessarily assumed to be encephalitic. Symptomatic narcolepsy may
differ in no way from the idiopathic form. The possible existence of consti-
tutional factors in cases belonging to both groups could not be denied. It
finally became apparent that the essential anatomical or functional changes
might owe their origin to a variety of factors. The main manifestations of
the disorder appear to be interrelated, and the hypothesis that all represented
states of partial inhibition, similar if not identical with sleep, seemed sup-
ported by clinical observation. Disturbances of nocturnal sleep warranted
the conclusion that the sleep-regulating function may be profoundly affected.
Gaining weight was common in its course, and sexual disturbances, though
infrequent, were considered of some significance. Changes of personality
were not often noted. Although not inconsistent with a long and healthy
life, the malady took a chronic course; considerable betterment in the
severity of the symptoms was not common.

The various methods of treatment are reviewed, the symptomatic relief
afforded by the administration of ephedrine sulphate being considered in
some detail. The assumption, based entirely on reasoning by analogy, that
the malady is attributable to a disturbance in the floor of the third ventricle
seems most liklely.

C. S. R.
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[11] Cerebral localization in cerebrovascular disease.-CHARLES DAVISON,
S. PHILIP GOODHART and WILLIAM NEEDLES. Arch. Neurol. and
Psychiat., 1938, 30, 749.

THIS paper is limited to a simple exposition of disturbances of function in
cases of cerebral vascular disease and alterations in the brain in these cases,
with a view to establishing a parallelism in the findings. The authors have not
discussed the various doctrines regarding localization of function in the
brain, or weighed the validity of the beliefs of strict localizationists (Broca,
Wernicke and others) as against those, who, though accepting the presence
of specific functional areas established by neurophysiology and other methods,
argue for a more diffuse representation for cerebral functions (H. Jackson,
von Monakow, K. Goldstein, S. Freud and H. Head). The objective
anatomical approach, even at this late date and after the accumulation of so
many observations, is still a necessary method of procedure. That two such
authorities as Henschen and Niessl von Mayendorf, after studying about
1,200 cases of motor aphasia, clinically and pathologically, concluded by
localizing the function in two different regions is ample evidence of the truth
of this statement. Anatomy must still provide the moorings for soaring
psychological speculations. On the other hand, the organicist must not
remain unmindful of the dictum of Hughlings Jackson, who insisted that
because a lesion in a certain area creates disturbances of a certain function it
does not follow that the function is localized in that area.

As was stated at the outset, cerebral localization on the basis of vascular
supply, though difficult and necessitating caution in interpretation, can still
be definitely established. The authors were able, on the basis of a study of
48 cases, to demonstrate definite syndromes accompanying occlusion of the
anterior and middle cerebral arteries or their branches; in cases of partial
occlusion of the posterior cerebral artery the resultant quadrantic visual
field defect was pointed out.

R. M. S.

[12] Megalencephaly with diffuse glioblastomatosis of the brainstem and the
cerebellum.-ARTHUR WEIL. Arch. Neurol. and Psychiat., 1933,
30, 795.

WEIL reports a case of megalencephaly in a boy, age seven years, whose
mental development had been normal up to the sixth year. The brain, which
weighed 1,856 gm., resembled that of the case of Marburg reported in 1906,
there being a combination of interstitial hyperplasia with diffuse glioblasto-
matosis and interstitial hypertrophy, demonstrating the intimate relationship
between these different processes.

A congenital familial maldevelopment is suggested by the megalencephaly
of the still living brother and by the congenital underdevelopment of the
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precentral area, the skeletal musculature, and the absence of chromaffin tissue
of the medulla of the suprarenal glands.

R. M. S.

[13] Clinical observations on a case of amaurotic idiocy of infantile type
with atypical ocular lesions (Remarques cliniques sur un cas d'idiotie
amaurotique du type infantile avec l6sions oculaires atypiques).-
C. COHEN and L. VAN BOGAERT. Jour. de neurol. et de psychiat.,
1938, 33, 456.

A CHILD, age 13, showed mental retardation with blindness together with
signs of a partial decerebrate syndrome-tonic reflexes of neck and myo-
acoustic reflex. He also exhibited epileptic attacks of apparent subcortical
origin. Such a syndrome in a child of the Jewish stock gives a diagnosis of
amaurotic idiocy. The fundus changes were confined to the peripapillar
region; there was no actual lesion of the macula. The authors point out
that the ocular changes in juvenile and retar(led types of the disease, unlike
those of the infantile form, are often atypical.

C. W. D.

[14] On senile progressive paralysis (Sulla paralisi progressiva senile).-
U. DE GIACOMO. Riv. di pat. nerv. e ment., 1932, 40, 308.

A CASE is described in which there were combined typical symptoms of the
parasyphilitic condition with a senile dementia of mixed type (parenchy-
matous and arterioscelerotic). This combination illustrates the widespread
morphological changes which may be met with in this condition and refutes
the assertions that a parasyphilitic change prevents the development of
certain signs of senile dementia, such as the plaques of Redlich-Fischer and
the fibrillary alterations of Alzheimer. The author contributes also some
physiopathological and therapeutic suggestions.

R. G. G.

[15] On a case of chronic non-hereditary chorea (Su un caso di corea cronica
non ereditaria).-T. PREDAROLI. Riv. di pat. nerv. e ment., 1933,
41, 586.

THE author describes completely both the clinical and pathological features
of a case of non-hereditary chronic chorea. In this there appeared demon-
strable inflammatory and degenerative lesions, which were apparently pro-
gressive, giving the picture of a chronic diffuse myeloencephalitis. It would
appear that the spread of the unknown pathogenic agent was by the blood-
stream and in all probability also by the cerebrospinal fluid.

R. G. G.
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[16] Traumatic cerebrospinal fluid fistula (Die traumatische Liquorfistel)-
MULLER. Munch. med. Woch., 1934, 81, 280.

FOLLOWING a severe trauma of the frontal bone, a young man complained
of diminution in visual and olfactory acuity. When he stooped forward
clear cerebrospinal fluid escaped from the right nostril. On his remaining in
bed for two weeks with the head kept lower than the trunk, the flow of
cerebrospinal fluid ceased and the patient felt quite well. Three months
later he died suddenly after only one day's illness with symptoms of meningitis.
On post-mortem examination an abscess in the frontal lobe of the brain was
found. As a rule traumatic cerebrospinal fistulse arise some days or weeks
after the trauma ; seldom as in the above case do they occur immediately
after the injury. The risk of infection of the cerebrospinal fluid always has
to be considered; consequently in every case the prognosis is uncertain.

M.

[17] Postdiphtheritic cerebellar syndrome of a transitory nature (Un
cas de syndrome cerebelleux transitoire postdiphtherique).-F.
MEERSSEMER. Bull. et me'm. soc. med. h6p. Par's, 1933, 49, 379.

FOLLOWING an unrecognized diphtheritic infection a young adult developed
a palatal palsy followed by polyneuritis of all four limbs and a cerebellar
syndrome. The condition was accompanied by a mild meningeal reaction,
the cerebrospinal fluid showing few cells but increased protein and a colloidal
benzoin reaction of meningitic type. The patient made a good recovery.

C. W. D.

[18] Pseudoneuromyelitis optica, in reality Lichtheim's syndrome (Fausse
neuroptico-my6lite, en r6alit6 syndrome de Lichtheim).-MORIEZ.
Rev. neurol., 1934, 41,129.

DURING the course of a parasitic anaTmia and at the time of very difficult
labour, a febrile neurological syndrome developed. The symptoms consisted
in a sudden amaurosis with double optic neuritis and a flaccid paraplegia with
root pains. Subsequently the patient recovered from anaemia and the spinal
cord signs disappeared almost completely. The optic neuritis persisted for
longer but improved on anti-ansemia treatment.

In spite of the presence of pyrexia the author classifies this case among
the 'neuro-anaemic' syndromes. Pyrexia is of little value as a differential
symptom between true neuromyelitis optica (infective) and neuro-anemias
with optic and myelitic signs.

C. W. D.
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[191 Clinical and anatomical study of progressive spinal amyotrophy (Zur
Klinik und Pathologie der progressiven spinalen Amyotrophien).-
STEFAN. Jahrb. f. Psychiat. u. Neurol., 1988, 49, 5.

A CASE is described in considerable detail of what appeared to be an example
from the clinical standpoint of exclusive chronic anterior poliomyelitis.
The subsequent pathological study, however, showed it to be an undoubted
case of amyotrophic lateral sclerosis. This observation further confirms the
doubt as to the existence of exclusive involvement of the anterior cornual
cells in spinal amyotrophies and indicates that the correct view is to include
all such cases under the heading of ' motor neurone degeneration.'

C. W. D.

[20] Syringomyelia or tumour of the spinal cord (Syringomyelie oder Tumor
Medulle).-L. VAN DER HORST and I. A. VAN HASSELT. Deut.
Zeits. f. Nervenheilk., 1934, 133, 129.

A MAN, age 26 years, somewhat feebleminded, developed a dissociated
disturbance of sensibility in the upper limbs. Later, sensation in the lower
limbs also became affected and paralysis of both arms and legs gradually
supervened. At autopsy it was seen that the entire spinal cord was sur-
rounded by tumour formation and, in addition, at the level of the eighth
cervical segment, a small tumour was found within the spinal cord substance.
It is probable that the intramedullary tumour was the initial lesion and that
later with further growth it penetrated the pial membrane and reached the
outside of the spinal cord. There it had gradually spread in the spinal canal
and compressed the entire spinal cord. While, at first, the palsy of the
lower limbs was a spastic one, in the later stages the paralysis was flaccid
with wasting and fibrillary tremors. By cisternal injection of lipiodol it
had been ascertained that the upper border of the tumour was in the superior
cervical region. Lumbar puncture had yielded no fluid. Had it been
possible to examine the cerebrospinal fluid, the nature of the process would
probably have been demonstrated. It could not be definitely ascertained by
histological examination whether the tumour was a small-celled sarcoma or a

medulloblastoma.
M.

[21] Herpes zoster and herpetic disorders in the region of the ear (Ueber
Herpes Zoster und herpetische Erkrankungen im Ohrgebiet).-L.
HAYMANN. Munch. med. Woch., 1934, 81, 137.

THE following herpetic affections of the aural region may be distinguished:
1. Herpes zoster oticus, in which neither the facial nerve nor the acoustic

nerve is affected.
2. Herpes zoster oticus with facial paralysis.
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3. Herpes zoster oticus with involvement of both facial and acoustic
nerves.

4. Herpes zoster of the occipital region with facial paralysis, hyperacousis
and tinnitus.

5. Herpes zoster of the occipital region with involvement of facial and
acoustic nerves.

6. Herpes zoster affecting the ear or adjacent region of the head with
disturbance of the acoustic nerve but no facial paresis.

The sixth nerve is rarely involved in association with herpes of the ear
region. In a few cases, the facial or the acoustic nerve was affected when the
herpes occurred elsewhere on the body.

The general health may be affected in all cases of this type. Leucocytosis
has also been described and occasionally an increase in both cells and protein
content of the cerebrospinal fluid. The herpetic eruption is found in the
area supplied by the fifth nerve in about 35 per cent. of the cases; in others
it occurs in the areas of the seventh, ninth or tenth nerves. Sometimes it
may arise simultaneously in the areas supplied by several nerves.

The author of this communication considers that the lesions of the facial
and acoustic nerves are the result of herpetic infection of their ganglia.
Occasionally herpetic infection of these nerves may occur without any
eruption. Such cases have been recorded by Frankl-Hochwart under the
heading of ' Polyneuritis cerebralis meniereformis.'

It is noteworthy that the author recommends that a herpetic eruption
of the tympanic membrane should not be interfered with provided there is
not much pain, as the opening of the middle ear may give rise to a secondary
infection.

M1.

[22] The present conceptions of herpes (Les conceptions actuelles de
l'herpes).-M. ALBEAUZ-FERNET and P. COLLART. Gaz. des h6p.,
1933, 106, 1467.

IN 1904 Ravaut and Danet by means of lumbar puncture showed the
constancy of nervous involvement in genital herpes and especially in recurrent
herpes. From 1910 onwards the disease was considered an inoculable
infectious disease. It is now generally admitted that herpes is a specific
disease of which the cutaneous lesions represent only one manifestation.
Multiple causes favour the appearance of the eruption, the most frequent
being certain infectious diseases, cerebrospinal meningitis, pneumonia,
spirochaetosis icterohaemorrhagica, local infections, intoxications, endocrine
disturbances, etc. These, however, are only occasional causes which, by the
disturbances they bring about, provoke the hitheito latent virus. Recent
work has shown that an invisible and filtrable virus is concerned. Levaditi
considers it is an ultrafiltrant virus. The authors of this paper give in detail
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the results obtained in the course of their experiences and describe the
pathological anatomy and the clinical aspects of the affection which vary
considerably according to the localization. As regards diagnosis, they stress
the difficulty when the herpes lies at the level of the genital organs and
particularly the confusion which may arise between herpes with confluent
vesicles and a syphilitic chancre. Finally, they note that a meningitis may
occur although the proof of its existence as a clinical entity is difficult to
establish, the cerebrospinal fluid changes being very transient. According to
Sendrail, a positive inoculation of the cerebrospinal fluid in the cornea of a
rabbit would be of no definite value; it would confirm the presence of the
virus in the organism but not its pathogenic role. An important bibliography
is appended.

C. W. D.

[23] Myotonia atrophica with cataract.-LEo L. MAYER and JOSEPH A.
LunIAAM. Arch. Neurol. and Psychiat., 1933, 30, 810.

THE authors review the literature and submit a report of three additional
cases The principal features of the disease can be summarized as follows

Myotonia atrophica (myotonic dystrophy) is a distinct nosological entity
characterized by: (1) myotonia, in the active form usually limited to the
hand grasps; (2) muscular atrophy of a selective distribution; and
(3) dystrophic extramuscular phenomena, chief among which is a distinctive
form of presenile cataract. The disease is probably heredofamilial, as the
studies of Fleischer indicate. It usually begins between the ages of 18 and
35 and predominantly affects males.

Active myotonia is ordinarily limited to the fist-closing muscles, but
sometimes involves the tongue and other groups of muscles. Mechanical
myotonia, shown by a persistent dimple or furrow at the point of impact
when a muscle is percussed, is most commonly found in the thenar and
hypothenar muscles and in the deltoids. The myotonic electrical reactions
are often influenced by the presence of atrophy in the muscles examined. All
three forms of myotonia are not usually found in the same muscle. Myotonia
tends to appear early, before the development of atrophy, and may disappear
with the advance of the atrophy.

The muscular atrophy is selective, involving the facial muscles, the
sternocleidomastoids, the muscles of the forearms, the vasti of the thighs
and the dorsiflexors of the feet. The hatchet-like physiognomy, combined
with ribbon-like sternocleidomastoids and wasting of the muscles of the
forearms, gives rise to a strikingly characteristic picture.

The extramuscular symptoms include cataract essentially a presenile
cataract-revealed on gross examination in about one-half of the published
cases. However, cataract will probably be found to be one of the most
nearly constant findings in this condition if the lenses are examined by means
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of a slit lamp. Early, the appearance of fine, dust-like opacities under the
anterior and posterior capsules is characteristic of this form of cataract;
later, starlike formations may be found. Cataract is of great significance in
the hereditary transmission of the disease, since members of affected families
may present cataract alone (without muscular symptoms).

Testicular atrophy, monotonous nasal speech, acrocyanosis, premature
baldness, increased secretion of tears and loss of tendon reflexes even in
healthy-appearing muscles are dystrophic phenomena that are encountered
with varying frequency in myotonia atrophica.

The pathological basis for the atrophy appears to have been found
within the muscles themselves (rather than in their related motor cells
within the spinal cord). There is some histological evidence to suggest that
the vegetative nervous system within the central neuraxis. may be patho-
logically implicated as the cause of the myotonia. The occurrence of cataract
and of tetanic muscular phenomena in states of parathyroid deficiency has
led investigators to search for evidences of parathyroid insufficiency in
myotonia atrophica. In this regard, certain recent observers have stressed
a diminished calcium content of the blood, signs of latent tetany and the
cataract itself as indicating that parathyroid insufficiency is involved in the
pathogenesis of myotonia atrophica.

R. M. S.

[24] Posttraumatic paresis of the posterior cord of the brachial plexus
(Posttraumatische Paresen im Bereich des hinteren Bundels des
Plexus brachialis).-J. HEMPEL. Muinch. med. Woch., 1934, 81, 93.

THREE cases are recorded in which four to six months after a comparatively
slight trauma of the shoulder region there was found weakness in the external
rotation of the arm at the shoulder and in raising the arm forwards. The
muscles over the scapula were wasted; in one case there was also slight
wasting of the deltoid and in another winging of the scapula. In two of the
cases cutaneous sensation was normal and the third showed diminished
sensibility over the lower part of the scapula. In all three cases the electrical
reactions were impaired in the supraspinatus and infraspinatus muscles. The
electrical change found in the supraspinatus is remarkable as the trapezius
was not apparently affected. The above symptoms are described as a
consequence of a lesion of the suprascapular nerve which usually arises as a
special branch from the outer cord of the brachial plexus, but in some
individuals this nerve arises from the circumflex. The suprascapular nerve
also supplies the teres minor and the upper part of the serratus magnus;
consequently in some cases external rotation of the arm may be seriously
impaired and there may also be some dislocation of the inner border of the
scapula. M.
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