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46 DISEASES OF THE NERVOUS SYSTEM.

and ceases during rest of the extremity. Functional tremors are
usually continunous, In most forms of tremor the hand and arm
shake as a whole. In other forms the tremor involves only the
fingers or hand or forearm and hand. Such tremor is called seg-
mental. Itisespecially seenin paralysisagitans. AsIhavealready

Fio. 5. —Diacray oF A FivE VieraTory TreMor. Ten of the divisions on the lower line
f equal a second.

said, tremor may be fine or coarse, i.e., four to six or eight to twelve
per second. To determine this accurately a special apparatus is
needed; but one can with a little experience determine this fairly
well by observation alone. Or we can use a sphygmograph, as shown
by Dr. F. Peterson. This instrument is fixed firmly on the table,
and the tremulous forefinger held lightly against the lever. Coarse
tremor is usually a sign of organic disease or of paralysis agitans,
but it occurs also in hysteria and grave conditions of aleoholism.
Tremor that is hardly observable by the eye can be felt by placing
one’s hand against the extended fingers of the patient. Tremor of
the tongue and lips and facial muscles must be carefully looked for.
It is tested by making the patient close the eyes tightly and show
the teeth or protrude the tongue. Facial tremor if very marked
usnally indicates a serious condition of nervous exhaustion, aleo-
holic poison, or perhaps oftenest of paresis. Tremor of the whole
head due to the neck muscles must be distinguished from secondary
shaking of the head due to a tremor of the trunk.

Fibrillary tremor, which involves only certain fibres of the mus-
cle, is seen oftenest in the tongue and face and muscles of the
extremities. It indicates wasting or exhausted muscles.

Choreie movements, ties, associated and forced movements, and
the other forms of motor disturbance can be recognized by simple
observation,

Myoideme is a tonic spasm of a part of a muscle near its tendon-
ous attachment. It is produced by a sharp blow upon the muscle
near its tendonous insertion. This causes the muscular fibres to
bunch up into a small tumor for several seconds. Its presence
indicates rapid muscnlar wasting from exhausting disease.

Idiopathic museular spasm is a phenomenon of a similar nature.
When the belly of a muscle is struck with a dull instrument, a

















































































































































































MOTOR DISORDERS OF SPECIAL NERVES. 105

In diphtheritic eye palsies the first three or four nuclei of the
geries making up the origin of the third nerve are oftenest affected,
eausing paralysis of accommodation, paralysis of the iris and of the
internal rectus, the three muscles concerned in accommodating the
eye to near objects.

Pathology.—In the rheumatic palsies there is a low grade of
peripheral neuritis, and the same is true of most diphtheritic and
other palsies of infectious origin. In syphilitic and tabetic palsies

Fio. 80.—8avrrer For Testivg Prein BerLex.  ‘The apparatus admits of using eolored
glasses for testing hysteria and malingering; also of the use of a Maddox prism for testing
the eye muscles,

there is usually a specific basilar meningitis involving the nerve
roots. The meningitis may be slight or may amount to gummatous
deposit, In functional and some periodical palsies there is a vaso-
motor disturbance causing congestion or angmia or perhaps simply
inhibition of the nuclear centres. Some periodical palsies have
been found to be due to small tumors involving the nerve root. In
rare cases there is primary museular atrophy of the eyeball nerves,
or primary degeneration of the nuclear centres, or a cerebral lesion.
The nueclear inflammation forming “ polio-encephalitis superior” is
a disease probably infectious and quite similar to anterior polio-
myelitis.









































































































138 DISEASES OF THE NERVOUS SYSTEM.

ance depends, of course, upon the arm nerves chiefly involved.
The cuts and table will enable one to see in any case where tha
trouble is localized.

There are three common symptoms, however, of which it is often
very important to analyze the cause. These are the loss of power
for elevation of the arm and for flexion and extension of the forearm.

Flexion of the forearm is performed by the biceps and brachialis
anticus, and is helped by the supinator longus. These muscles are

e

Fig. T4.—=UrpER-ArM PaLsy oF LEFT SIDE.

supplied by the musculo-cutaneous nerve, except the supinator,
which is supplied by the musculo-spiral. Hence when a person
cannot flex the forearm, the museulo-cutaneous is chiefly affected.

FEaxtension of the arm is done by the triceps, which is supplied
by the musculo-spiral.

Elevation of the Arm Outward.—Inability to raise the arm is the
common and striking symptom in combined brachial palsies. The
arm is raised by a number of musecles. The deltoid acts first and
most, but it can raise the arm only to a right angle. It is supplied
by the circumflex nerve from the posterior cord of the plexus.
\fter the arm is raised to a right angle, it is further elevated by
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rotating the scapula, and this is done chiefly by the middle part of
the trapezius (lower cervical and upper dorsal nerves) and by the
serratus magnus, supplied by the posterior thoracic nerve. A
number of other muscles combine to strengthen elevation of the
shoulder, but this action can be abolished only by paralysis of the
deltoid or trapezius and serratus mangus.

The diagnosis of these cases involves, first, the consideration of
the seat of the lesion and the special nerves involved; next, that of
the nature of the lesion. A recognition of the seat of the lesion
and of the special nerves involved depends entirely upon the study

Fig. T5.—Lower-ArM Parsy pre 70 MULTIPLE NEURITIS.

of the distribution of the palsy and of the atrophy and sensory dis-
turbance. It is important to determine whether one is dealing with
a total-arm palsy, an upper-arm type (Erb’s palsy) or a lower-arm
type.

In ZEri’s palsy there is involvement of the deltoid, biceps, bra-
chialis anticus, and supinator longus, with at times paralysis of the
supinator brevis, and even of all the muscles supplied by the median
nerve. The lesion is either in the cord formed by the fifth and
gixth cervical nerves or a little lower in the brachial plexus, where
the fibres supplying the musculo-spiral, circumflex, and musculo-
cutaneous lie close together. At all events, the lesion involves
the central parts and upper cords of the plexus. The arm hangs
by the side and the forearm cannot be flexed (Fig. 74).

In the lower-arm type the triceps, the flexors of the wrist, the





















146 DISEASES OF THE NERVOUS SYSTEM.

Morvax’s Disgasg, ANALGEsSIC PArArLysis with WHITLOW.—
(Neuritic type of syringo-myelia.)

This is a very rare disease, characterized by a slowly progressive
paralysis and atrophy of the hands and forearms, with analgesia
and painless whitlows.

It oceurs usually in young or middle-aged males. Oeceupations,
such as handling fish, which involve exposure and trauma, predis-
pose to the disease.

The symptoms come on slowly, with, at first, severe pains in
the arms and hands. The muscles of these parts gradually get

Fie, 80, —Smowixe THE Haxps v 4 CAsE oF PARALYSIS WITH WEHITLOWS (Erh).

weak and atrophy. Anwsthesia and analgesia are present. TUsually
there is loss of pain and temperature, but not of tactile sense.
Whitlows appear which are painless, and one or more of the terminal
phalanges may neerose. There is usually a swelling and hard cedema
of the parts. Both upper extremities may be affected, and some-
times the feet are also slightly involved (Fig. 80). There is some-
times spinal curvature. Hysteria may complicate the affection. The
course of the disease is very chronie, but there may be long periods
in which the symptoms are quiescent.




























































166 DISEASES OF THE NERVOUS SYSTEM.

The process is essentially peripheral, but it extends back with
lessening intensity into the trunk of the nerve. The purely me-
chanical theory of neuritis, that it is due to compression, cannot
be accepted in the light of modern pathology. It is probable that
the neuritis results from an irritating serous fluid which extends
down the sheath of the nerve, this sheath being a prolongation
of the arachnoid cavity. Mechanical causes lead to constrietion,
accumulation of the fluid, and compression of the nerve at its
periphery, and hence to inflammation. Sometimes, at least, the
jrritating fluid contains mierobes or microbic poisons.

Fia. B7. —NEURO-RETINITIS (Jasger).

RETROBULEAR NEURITIS.—In this disease the lesion lies chiefly
behind the globe. Its causes are especially tox@mia from aleohol
and tobacco. Tt is also due to rheumatic influences, syphilis, lead,
and diabetes.

In the acute cases there is usually rather rapid loss of sight,
with some pain and tenderness. The ophthalmoscopic changes are
relatively slight. In chronic cases, which are usually toxic in origin
and due to aleohol or tobacco, or oftenest to both, there are color
seotomata or absolute scotomata and amblyopia. There is no pain.
The condition is known as tobaceo or aleoholic amblyopia.

The prognoesis of neuritis varies with the cause. If this is re-
movable, as in the toxwmias, recovery is the rule. This is a proof
that in meuritis the connective tissue is the part chiefly involved,
























































































































































































































































































































































































































302 DISEASES OF THE NERVOUS SYSTEM.

after twelve };EHI'S- of age. The disease may come on after maturity.
In American cases the age of development of the disease has been
rather earlier than the average. The male sex slightly predom-
inates, its proportion being about sixty per cent. In America the
female sex has, however, been more affected (3 to 2). The patients
are the children of the laboring and agricultural classes. They
have been found in the conntry oftener than in crowded cities. The
families have often been large, but this is not always the case, es-
pecially in American cases. Nursing at the mother’s breast is
thought to have been an exciting cause. Usually the disease ap-
pears after infectious fevers, such as diphtheria, variola, and typhoid.

Symptoms. — The patient
first notices an uncertainty in
the gait and some feeblenessin
the lower limbs. These symp-
toms gradually inerease until
they interfere seriously with
progression, and force him to
leave off active work. With
this there may be some slight
pains or numbness in the
lower limbs, and an examina-
tion will show, within a year
or earlier, that the knee jerk
is gone. After five or six years
the arms become affected with
inco-ordination, and a little
later bulbar symptoms, such
as thick or scanning speech,
and often nystagmus, appear.
During this time the patient suffers little pain and has no trouble
with the bladder or rectum. Vertigo and headache are often pres-
ent. Dorsal flexion of the toes, talipes varus or some other form
of clubfoot, and lateral curvature of the spine are often observed
(Fig. 139).  Oscillation of the head and choreiform or inco-ordi-
nate movements of the extremities may develop. As the disease
progresses the legs become weaker, and finally paraplegia, witn
contractures and muscular wasting, sets in. The disease makes slow
progress; often it remains almost at a standstill for years, and the
patients usually die of some intercurrent disease, such as phthisis
or an infectious fever.

Among the rarely observed symptoms are tremor, spasms, de-
creased electrical irritability, museular atrophy, vasomotor paresis,

Fia. 18, — FRIEpREICH'S ATAXIA, showing
deformities of legs in the late stage,
























310 . DISEASES OF THE NERVOUS SYSTEM.

pains in the shoulder or arm, associated with some feelings of
numbness and weariness. Muscular wasting then begins to appear,
and usually in one hand. The adductor longus pollicis is very
early affected, also the thenar muscles and the interossei. The
atrophy spreads from musecle to musele, and does not follow the dis-
tribution of nerves, although the ulnar-nerve supply is most seri-
ously disordered. The ball of the thumb becomes flattened, and the
patient cannot abduct or flex it well. When the radial interossei
are reached the forefinger cannot be abducted, and this is often an
early sign, The disease gradually extends upward, attacking the
flexors and extensors of the fore-
arm, then the wupper arm and
shoulder.  Meanwhile the hand
has become thin and flattened,
flexion of wrist and extension of fin-
gers are lost, and a characteristie
“ griffin-claw” appearance results.
After a time (three to nine months)
the other arm begins to be affected.’
Occasionally there is a temporary
remission.

In a few cases the atrophy
begins first in the shoulders and
arms, attacking the deltoid, biceps,
and triceps, then extending down-
ward to the hands. This consti-
tutes the “ upper-arm type.”

If, as is usunally the case, the
Fie, 142 —Srowise Wastive or Hasps disease continues to progress, it

S e passes from the shoulder girdle to
the deep muscles of the back, then downward, involving succes-
sively the hip and thigh muscles, the glutei, the crural extensors
and abductors being oftenest chosen., The leg muscles may be
finally involved, but they usually escape. The disease as it de-
scends continues its progress in the trunk, involving the intercostals.
It slowly ascends the neck also, and finally leads to paralysis of
the diaphragm, or a bulbar palsy may set in.

It will be seen that the ordinary course of the disease is from
the lower-arm muscle groups (ulnar and median) up to the shoulder
group (middle cervical nerves), then down through the dorsal and
lumbar nerves, rarely reaching the sacral groups. In very rare
cases 1t begins in the legs and ascends.

Along with the wasting there are a corresponding weakness and





































322 DISEASES OF THE NERYVOUS SYSTEM.

rarely not till after puberty. Heredity is a very important factor
(in three-fifths of the cases), the hereditary influence being al-
most always transmitted by the mother. A psychopathic or neu-
ropathic condition is often found in the ancestry. Neuroses,
syphilis, intemperance, consanguinity, are not factors in heredi-
tary causation. Injury and an acute disease sometimes appear to
act as exciting causes,

Symptoms.—The first symptom noticed is a weakness in the
legs, which shows itself in a peculiar “ waddling gait” and a ten-
dency to stumble and fall. A little later (fifth or sixth year) an
apparent hypertrophy of the leg muscles, particularly of those of the
calves, develops. The ex-
tensors of the knee or one
of them and the gluteal and
lumbar museles may also be
affected. Sometimes the
hypertrophy is very great,
at other times it is barely
noticeable. The affected
part has a peculiar, hard,
non-elastic feeling to the
hand, not like that of nor-
mal musele. In the up-
per part of the body the
hypertrophy oftenest at-
tacks the infraspinatus.
The supraspinatus and del-
toid may be somewhat in-
volved (Fig. 145). The
lower parts of the pecto-
ralis major and latissimus
dorsi are also wusually
atrophied, giving a charac-
teristic appearance to the
shounlders. The upper-
arm muscles are often
slightly wasted, the fore-
arm, neck, and face

Fic. 145 —FPzevno-MrscrLar HyYPERTROPHY, in- 5
volving legs and shoulders (Curshmann), l":ll‘i-‘]_‘j-'- The tongue may

be hypertrophied.
Along with the pseudohypertrophy there occurs an atrophy of
certain groups of muscles; and after a time the psendohy pertrophy
disappears and an atrophy takes its place. In the lower limbs the









MUSCULAR ATROPHIES AND DYSTROPHIES. 325

increase of muscle nueclei, swelling and rounding of fibres, and
splitting of the same; then increase of connective tissue, with
corresponding atrophy of musele and deposit of fat.

The process is a primary degeneration due to an inherent nutri-

tional weakness of the muscle.
In a measure it is true that
those musecles embryologically
latest developed are earliest
attacked.

The JUVENILE DYSTROPHY
oF Erp, or scapulo-humeral
form of dystrophy, begins in
childhood or early youth, a lit-
tle later than pseudohypertro-
phy. The shoulder girdle is
first affected, later the arm,
The forearm and legs are at-
tacked very late. Part of the
pectorals, part of the trapezii,
latissimus dorsi, rthomboid,
upper-arm museles, and supi-
nators are affected, while the
supra- and infraspinati and
forearm and hand usunally es-
cape. There may be true und
false muscular hypertrophy.
There are no fibrillary contrac-
tions or degenerative reactions
(Fig. 147).

The ¥acio -scarvLo - HU-
MERAL ForM, or infantile pro-
gressive muscular atrophy,
begins in early childhood (third
or fourth year) usunally, but
may develop late. The atro-
phy attacks first the face, giv-
ing a characteristic appear-
ance known as the “ myopathic
face.” There is a weakness of
the oral muscle, which causes

Fia. 147. —JuvexiLe Tyre oF PROGRESSIVE
Mrecrrar Dysrroppy: sixth year of dis-
[

the lips to protrude and produces a symptom called the * tapir

mouth.”

The atrophy respects the eve muscles as well as those
of mastication and deglutition.

It extends to the shoulders

































a56 DISEASES OF THE NERVOUS SYSTEM.

passes down and may reach the whole length of the cord. It also
extends upward and may involve the medulla and the noclei of the
cranial nerves, The cavities are of irregular shape, small size, and

Fiss, 154-156.—8SE0TIONS OF SPisAL COoRD AT DHE- Fra. 157, —8YRINGOMYELIA, show.
FERENT LETELS IN SYRINGOMYELIA (Bruhl), ing cavity with gliomatous tissue

around it, and ascending and de-
scending degeneration.

filled with a liquid like the cerebro-spinal fluid. They are sitnated
oftenest posterior to the commissure and involve one or both pos-
terior horns, but they may be so extensive as to involve almost the
whole of the centre of the cord at some levels. The walls are usu-
ally lined by a membrane and surrounded by a gliomatous tissue
(Figs. 154-157).

This membrane is composed of a rather dense gliomatous tissue.









Lavel of hod{d
first lnmbar

vertehra,

TUMORS AND CAVITIES OF THE SPINAL CORD, 339

F16. 138, —BHOoWING CAvDa EQUINA, NATURAL
BizE (Miiller).

Tue REcogxiTioN 0F [MISEASES
oF THE CAaupa EqQuixa.

Anatomy.—The canda equina
is made up of five lumbar, five
sacral, and one coeeygeal nerve
roots. They lie in the dura
mater forming a thick bundle
and extending down the verte-
bral canal for 14 em. They
are still distinet motor and sen-
sory roots, and do not unite till
they have passed out of the
dura. The ecauda begins at
the lower tip of the cord, at
the level of the lower edge of
the second lumbar vertebra.
The term conus is applied to
the lower end of the cord and
includes the parts below the
second sacral segment. The
cord here becomes much small-
er, loses some of its distinetive
microscopical structure, and
the anterior root fibres are
smaller and less numerous than
the posterior or sensory.

The arrangement of the
segments and nerves is shown
in Figs. 158 and 159. The ar-
rangement of the viseeral cen-
tres is given by Miuller as fol-
lows: Second saecral, erection
centre ; third sacral, ejaculation
centre ; fourth saeral, bladder
(detrusor) centre; fifth sacral,
sphincter-ani centre. The dis-
tribution of the sensory nerves
is shown in the Figs. 160, and
161.

Symptoms and Diagnosis, —
The diagnosis of cauda lesions










































ANATOMY AND PHYSIOLOGY OF THE BRAIN. 353

Tuae Corrora STrRIATA Which form the second ganglionic mass
to be studied are composed of two parts: the caudate nucleus and
lenticular nucleus. These two nuclei are separated dorsally
by the white fibres forming the internal capsule. Below they
are continuous. Their shape and relations are not easily appre-
ciated except by actual inspection of specimens. They are indi-
cated in the accompanying figures (172-174). The head of the
caudate nuclens is connected with the gray matter of the anterior
perforated space. The tail extends into the temporal lobe, where it
is contiuuous with the gray matter of the cortex, called at this point

Fie. 172, —Loxarrrpisarn Secriox, showing the leoticular (In) and caudate nuclel (cnd
separated by the internal capsule (ic), the corpus caliocsum (cc), the anterior commissure
{ac), the optic tract (IL), the optic thalamus (th), the eorpora gepiculata (), and the
pulvinar (p). the crusta (er), the tegpmentum (fg), pons (P), and cerebellum (C); p, puta-
men; g, globus pallidus (G, Stewart),

the amygdalum, and with the claustrum. The lenticular nucleus is
also continuous witl: the gray matter of the anterior perforated
space. It is divided into three portions; the external is called the
putamen, the two inner the globns pallidus. These parts are sepa-
rated by white fibres. The caudate nucleus, putamen, and prob-
ably all of the corpus striatum are modifications of the cerebral
cortex.

The corpus striatum has (1) fibres which pass to it from the
cortex, (2) fibres which pass through it from the frontal and parietal
cortex, (3) fibres which originate in 1t conmnect its different parts,
and go to parts below it. 1. The fibres joining the ganglion to the
cortex are few and merely associative. 2. The fibres which pass
through 1t pass chiefly into the dorsal part of the cerebral peduncles
(or tegmentum) and are connected with the sensory tracts there.

23



354 DISEASES OF THE NERVOUS SYSTEM.

3. Fibres which originate in the caudate nucleus and putamen col-
lect together and join with the cortical fibres to form the *len-
ticular loop” (ansa lenficularis). Some go to the subthalamus
(Luys’ body) and optic thalamus; most go to the inferior olives and
thence connect with the cerebellum. Some perhaps go to the pos-
terior longitudinal bundle, which is a band of commissural fibres

Fig. 173, —Horzoxrarn Secriow, showing the frontal ¢F), temporo-sphenoidal (T,
and occipital lobes (03, with their gray and white matter, the island of Reil (&), its gray
and white substance, the claustrum (cf), the external eapsule {ee), the lenticular nuclens
(trd, the candate nucleus (en), the internal eapsule (i), the optic thalamus (th), the pul-
vinar (p), the corpus callosum (erd, the anterfor and posterior commissures (oe and pe),
the lateral ventricle (L17), with the choroid plexus (eh) (G, Stewart).

that connect together the cramial nerve nuclei in the medulla.
Fibres connect the caudate nucleus and putamen with the globus
pallidus.

The corpora striata are relatively rudimentary ganglia in man.
They contain sparsely distributed multipolar and fusiform cells,
955 10 zlg in. in diameter, the larger being in the lenticular
nuclens. They are chiefly of the second or Golgi type.

Tae Opric Tuanamr.—These ganglia form the chief part of
the “tween-brain. They lie at the base of the brain, posterior and
internal to the corpora striata. They are continuous with each
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other by means of the middle gray commissure. The upper or
dorsal surface forms part of the wall of the lateral ventricles; the
mesial surface forms the lateral wall of the third ventricle. Ex-
ternally is the band of white fibres called the internal zapsule; be-
low this is a rather large mass, the red nucleus, external to a small
gray nucleus ealled the subthalamie ganglion (Luys’ body). Around
and below these is a complex network of fibres called the stratum
intermedium. Below this, on the base of the brain, are the corpora
mamillaria (Fig. 175). The thalamus is composed of six nuclei—
the anterior, lateral, median, ventral, posterior, and the pulvinar

Fia, 174. —BecTioN TAROUGH THE MIiDpLE oF TaE Basan Gaworia, PrecExTRAL (AF),
A¥p PART OoF PosTCEXTRAL (AFP) CoXxvOLUTIONS, AND- (TS) Tesmporar Lope. 1L shows
the corpus callosum (ec), the fornix (b)), the fifth ventricla (¥), lateral ventricles (LT},
small part of thalamus (th), internal eapsule (i), candate nucleus (ch), lenticular nucleus
{In), external capsule (ee), claustrum (cl) (G. Stewart),

(Fig. 172, p. 353). Besides these there is on the median surface a
small ganglion called the g. habenule. The optic tracts wind
around the posterior and outer edge of the thalamus; and con-
nected with these and the thalamus are two other ganglia, the ex-
ternal or lateral and internal or median geniculate bodies. Thus the
thalamus is in close anatomical relations with five small ganglia;
three below it—the corpus mamillare, red nucleus, and subthala-
mus; two postero-external to it, the geniculate bodies. To these
may be added the corpora quadrigemina. The thalamus is com-
posed of multipolar nerve cells rather more numerous and larger
than those in the striatum, but not grouped closely together. Starr
describes a small stellate multipolar cell and a large multipolar cell,
There are, besides these, cells of the second or Golgi type which
have associative funetions. The optic thalamus is composed of
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the left half of the retina of each eye. This relation is shown in
the diagram (see Optic Nerve). Total destruction of both oceipital
lobes, or even of a considerable part of them if the destruction in-

Fro, 182.—Tuae LocalizaTioN oF THE FuxcTioNs o THE CONVOLUTIONS OF THE Bram,

volves the median surface, will cause blindness. Destruction of
one lobe causes only half-blindness or hemianopsia.

The primary centre for hearing is in the posterior tubercle of the
eorpora quadrigemina and the internal geniculate body. The secon-
dary centre is in the cortex of the first and second convolutions of












































































































DISEASES OF THE BRAIN. 411

seat of the abscess. If the disease is in the mastoid cells, the cere-
bellum is usually the part affected. If the disease is in the laby-
rinth, the abscess 1s also more apt to be in the cerebellum. This
distribution of the seat of the disease is due to the anatomical rela-
tions of the bony parts to the temporal lobe and cerebellum, respec-
tively. Brain abscesses due to injuries are more frequent in the
frontal and temporal lobes. What are known as idiopathic brain
abscesses—that is, those which arise without any known cause—are

Fie. 203, —ABscEss oF CERERELLUM,

most frequent in the frontal lobes. This is because most such cases
are due to an unrecognized affection of the nasal cavities and
ethmoid bone. Brain abscesses due to suppurative processes in the
lungs and pleura are probably embolic; and, as the emboli are car-
ried up into the middle cerebral artery, the brain abscesses having
this origin are situated in the field supplied by this artery. In
children under ten, in whom brain abscess is usually due to ear
disease, the cerebellum is more apt to be affected.

Course.—Acute abscesses last from five to fourteen days, rarely
over thirty days. Traumatic cases run the shortest course.
Chronic abscesses may have a latent period of weeks, months, and
in rare cases even one or two years. When terminal symptoms
eome on death occurs in a few days. In a few cases brain abscesses













































426 DISEASES OF THE NERVOUS SYSTEM,

overaction of the flexors (Fig. 208). The facial muscles show a
slight contraction and drawing to the affected side. The muscles on
the paralyzed side do not waste.
In infantile hemiplegia, however,
the affected limbs grow less than
those on the sound side.

The paralyzed limbs may
be the seat of peculiar disorders
of movement. These consist of

Associated movements.

Tremor.

Ataxia.

Choreic movements.

Continuous or athetoid move-
ments (Fig. 209).

Spastic movements and
cramps.

Such movementis, aside from
those that are spastic, are rarely
seen in the hemiplegia of adults.

The electrical irritability
may be at first slightly increased
or diminished, but the change
i1s small in amount and never
reaches the degenerative stage.

Hemianmesthesia, if present
at first, disappears to a great
extent, leaving only residua
about the feet and hands.
Parwesthesim are common. In
e 08 A Giss ‘o Onoarc Hmnrisas, YAT® cages the Dationt semitae
wWITH CoNTRACTURES FROM CERERRAL Hemor- great pain in the arm and leg.
RHAGE (Curschmann] . Thl‘& ]J'ﬂ.ill iﬂ gFI'I.E'I.'ﬂ“_}" Gf a
burning character and very obstinate and distressing. Cramping
pains in the legs and arms are common in the severer cases.

During the first few weeks after the onset joint inflammations
and bedsores may attack the affected side. The temperature of
the hemiplegic side is usually a very little higher than that of the
sound side.

Vasomotor disturbances, sweating, skin eruptions, and increased
growth of hair are some of the rarer symptoms.

The mental condition is more or less affected. The patient
becomes irritable, cries easily, and is in general more emotional.
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The memory is impaired, and the power of concentrating the atten-
tion and carrying on work is less. Sometimes a progressive mental
deterioration sets in and epilepsy or insanity develops. The mental
disturbance is greater in old people and depends somewhat on the
size of the hemorrhage. Those forms which produce serious aphasia
especially limit and lessen mental activity.

MexiNGEAL APOPLEXY.—Aside from the apoplexies due to rup-
ture of the central arteries and involvement of the basal ganglia just
described, there are a minor number in which the meningeal ar-

Fio. 5, —Sspowine ATHETOID MovEMENTS oF Haxps (Curschmann).

teries, the cerebellar, or some branch of the basilar are affected;
hence we have meningeal, cerebellar, and pons hemorrhages.

Hemorrhages from the vessels of the dura mater are usnally due
to a rupture of the middle meningeal artery or vein or some of its
branches, and this is especially true in such hemorrhages as are the
result of injuries to the head. The causes are injuries to the head,
including obstetrical injuries, alcoholism, and insanity.

In dural hemorrhages the vesult of head injuries, the clot is
sometimes intradural, lying in the arachnoid space, and sometimes
epidural, lying between the bone and the dural membrane. The
extradural hemorrhages are perhaps a little more common. In over
one-half of these there is an interval of consciousness lasting from
a few hours to two months, but usually only a few hours, between
the accident and the time when distinetive cerebral symptoms de-
velop. Then the patient gradually becomes dull, somnolent, and
finally comatose. In about one-half the cases this interval of con-
sciousness between the accident and the development of hemiplegia







































440 DISEASES OF THE NERVOUS SYSTEM,

double hemiplegias or diplegias of children the cause is in the vast
majority of eases a meningeal hemorrhage due to some injury or
disturbance at the time of labor, In other cases of diplegia the le-
sion is a double porencephalus, which may be either the result of an
intra-uterine hemorrhage or simply a defective development. In the
paraplegias the lesion is probably very much the same as in the di-
plegias, that is to say, either a meningeal hemorrhage or a brain
agenesis. Occasionally a diffuse sclerosis has been found in these

e, ?1l.—ATrRoPHIED BRAR? WITH ScLER0S1S AND A CveT, FRoM A CAsSE oF INFANTILE

CEREBRAL HEMIPLEGIA.

cases. Not infrequently, as the result of hemorrhages, there develop
cysts which fill up the atrophied areas of the brain (Fig. 211). Tt
is difficult to present accurately and definitely the relations between
the pathological change and the clinical result, but it may be shown
with some degree of correctness in the following table.

Original Lesionz, Later Pathologieal Condition, Clinical Result.
emoriose. | sy (Hemiplegn
T‘.:n‘ vy Lobar sclerosis. P P o
irombosis. Cysts Ez'mp eg.;a.
.lI " I 4 i Hﬂr
A genesis | Pn_nrenm:plnql}:. | M:utn daEfechEtsm.'
i Microcephaly. | Epilepsy. ete.
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tain degree of monopiegia or paraplegia. The amyosthenic con-
dition generally precedes a paralysis. It presents no objective
signs in the way of electrical reaction; it involves a whole mem-
ber, not a single group of muscles; it affects more the anaesthetic
side, and when it exists the deep reflexes are usually exaggerated
(Tourette).

Contractures. In some forms of hysteria there is a tendency
for the muscles to undergo contracture under slight mechanical
stimulation such as pressure or a blow. This tendenecy to con-
tracture in hysteria is called the contractural diathesis, and it is
an important sign. The contractures may be temporary, disap-

Fio. 22, —HysTERICAL CONTRACTURE oF THE Haxp oF S1x MoxThs' DurnaTios,

pearing soon after the exciting cause ceases, or they may develog
independently and last for a long time. They involve the legs,
arms, and facial muscles, and may be associated with paralysis
and anmsthesia (Figs. 222, 223),

Tremor oceurs in hysteria in a considerable proportion of cases,
more especially those in which there are hemiplegia and hemianses-
thesia. Hysterical tremor simulates all the various types. The
common form is one in which the oscillations occur from five and
a half to seven aud a half times a second, and it is therefore a
tremor of slow rhythm. It ceases for a time when the person
is quiet or lies in the horizontal position; also during sleep. It
affects the head and tongue as well as the extremities, the latter
more upon one side than the other. It may be chiefly in the lower
limbs. Sometimes it has the type of an intentional tremor, ceas-
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ing on rest of the hand and inereasing when the hand is moved, as
in raising a glass to the lips (Fig. 224). It then resembles exactly
the tremor of multiple sclerosis. There may be a slow tremor of
four to five and a half oscillations per second ; this persists during

Fia. 22, —HysTERICAL CONTRACTURES.

rest and is but little modified by voluntary movements. It imitates
the tremor of paralysis agitans. Finally there may be a rapid
tremor of eight to nine oscillations per second. This also persists
during repose and is but little modified by movements. It imi-
tates the tremor of Basedow's disease, alcoholism, and neuras-
thenia.

The mental state in hysteria is characterized by emotional in-
stability and intense craving for sympathy, weakness of the will,
lack of self-control, acuteness of perception, and a constant vari-

REerose, MovEMENT,

Fit. 2. —ILLUSTRATING INTESTIONAL TrEMor IN HysTERIA (Tourette).

ability of moods. The hysterical mind is not a dull one, it is nok
a consciously mendacious or evil one. DBut there are an abnormal
increase of sensibility and an exaggeration of the personal feeling
or egotisin which leads to selfishness and prompts deceit.

The fundamental defect in the hysterical brain is that it is eir-
cumscribed in its associative functions; the field of consciousness 1s






































































































































































































562 DISEASES OF THE NERVOUS SYSTEM.

as a whole on the metacarpus, the forearms flexed on the arm, the
trunk is flexed forward on the thighs, and the knees are slightly bent.
The attitude gives the idea of extreme senility (Fig. 230). The
gait is slow, the steps are shortand shuffling; the patient has trouble
in starting, stopping, and turning corners, owing to the slowness
in initiating new movements in the voluntary muscles. When once
started he may be unable to stop
and has to run along. The speech
early becomes affected. The voice
is high-pitched, weak, and piping,
or senile in quality. There is a
slowness in getting out words or in
starting a sentence, though after it
is begun the words come rapidly.
The condition is analogous fo the
hestitation in the gait.

Along with the other symptoms
there are often, though not always,
sensations of heat, burning, fever,
and rarely of ecoldness. These
gensations are felt most in the
feet, legs, or arms diffusely. Often
there is a general feeling of rest-
lessness and nervousness. Aching
pains and a sense of fatigue oceur;
neuralgic pains are more rare.
There are always a peculiar redness
and flush in the faces of the pa-
tients. Sometimes they sweat pro-
fusely. The temperature in the
axilla is normal, on the skin it is
sometimes increased (Peterson).

Fis. Z0. —ATTITUDE 1N FARALYSIS The appetite is excellent, often
i e abnormally great, and digestion

is good. Visceral complications are rare. Muscular weakness
comes on early; it slowly increases, but complete muscular paral-
ysis does not occur. The disease ends in rigidity, which makes the
patient as helpless as if paralyzed, but the muscles preserve consid-
erable functional power to the last. The deep reflexes are present
and not, as a rule, exaggerated; but exaggeration and even clonus
oceur in a small percentage of cases. As the disease progresses the
tremor increases in extent, and continues without remission during
all the waking hours; the limbs get more rigid; the patient becomes
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itary body in nearly all cases, and it is probable that the disease is
due to disorder of its function. The attempts to place the disease
in relation with a persistent thymus, sclerotic changes of the sym-
pathetic, and disease of the thyroid, all of which conditions have been
found, are unsuccessful. The disease must be regarded as a perver-
gion of nutrition due to defective action of the pituitary gland.

The diagnosis must be made from congenital enlargements, from
so-called giant growth which affects single members, and from oste-

Fic. 218, —Noawar Haxp axvp Hixp IN ACROMEGALY.

itis deformans. In the latter disease it is the shafts of the long
bones and the eranium, not the face, which are involved.

Pneumogenic esteo-arthropathy is the name given by Marie to a
disease associated with pulmonary and pleuritic disease, and charac-
terized by enlargement of the extremities and peculiar deformities
of the terminal phalanges. The enlargements are not uniform.
The tongue is not affected. The wrist and ankle bones are hyper-
trophied, the finger-tips are bulbous and spade shaped.

Prognosis.—Aeromegaly is incurable, but it has been arrested,
or at least has ceased to progress, and it may not greatly shorten
life,

Treatment.—Cases have been reported in which iodide of potas-
sinm and arsenic have arrested the disease. In general, the treat-
ment 18 only symptomatie, but feeding with pitnitary gland in
large doses (gr. x1.) should be tried.
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Hereditary and family influences are at work in endemic but not in
sporadic cretinism. It develops either directly after or in the
first three years of life, and shows itself in a stunted growth both
of brain and bedy, most eretins being idiotic dwarfs. The general
symptoms are much like those of myxwdema in adults plus the
retarded growth of mind and body. The deposits of solid cedema
cause peculiar deformities and lead to a characteristic physiognomy.
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The mind is dull and placid, the muscles are weak, the abdomen
is protuberant, the hands and feet are broad and thick; the patients
are anmmic, the temperature is subnormal. The arrested bodily
growth is such that on reaching adult age the stature may be only
twenty-eight to thirty-three inches (Fig. 241).

Cretins usually die young, but some survive to the age of thirty
or forty.



























PLATE III. NERVOUS DISEASES.
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COMPOSITE PHOTOGRAPH SHOWING RELATIONS OF CRANIAL SURFACE TO THE
FISSURES ANMD CONYOLUTIONS (AvEc FRasea),
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