Selected essays and monographs : translations and reprints from various
sources.

Contributors

New Sydenham Society.
University of Glasgow. Library

Publication/Creation
London : The New Sydenham Society, 1897.

Persistent URL

https://wellcomecollection.org/works/juemnxx4

Provider

University of Glasgow

License and attribution

This material has been provided by This material has been provided by The
University of Glasgow Library. The original may be consulted at The
University of Glasgow Library. where the originals may be consulted.

This work has been identified as being free of known restrictions under
copyright law, including all related and neighbouring rights and is being made
available under the Creative Commons, Public Domain Mark.

You can copy, modify, distribute and perform the work, even for commercial
purposes, without asking permission.

Wellcome Collection

183 Euston Road

London NW1 2BE UK

T +44 (0)20 7611 8722

E library@wellcomecollection.org
https://wellcomecollection.org



http://creativecommons.org/publicdomain/mark/1.0/

Ll & |: Wi LT |."|'I"1I.'L'|"11' R LN 1"'.1-'1!*'-"" '|-"':'|.' ‘I} 1}1‘.1'1?1 =i :__'-'._‘
i 511-1 L 11;- "I."l i'u'lLﬁ. i3 _“‘-‘
H ||'| i l| || 1 11‘
1 11
by

||1|'| ]5 I|'| '| 11:|'i1-|| |.1 11'"ﬂfl

i i""tlvl M L'""

“ J i --- 5 i - la - .- - Ty == -
= HLER S 1 1! _ A B gl g R MR B N s iy T et

A WY R ..|_..I-_..| '11".:""‘ (LS

] T R N AR R T A A




il

I

ﬁ” | U | ||I“
-




LIBRARY

University of Glasgow

ALL ITEMS ARE ISSUED SUBJECT TO RECALL

GUL 18-08

The University of Glasgow, chanty numbser SC004401



















CONTENTS.

 —p—

A Contribution to the Study of S}frinﬁﬂm}'elim By Isaac Bruhl,
M.D. Translated, with Notes and Additions’ by James
Galloway, M.D., and Lindley Scott, M.D.

A Case of Cerebro-spinal Syphilis, with an Unusunal Lesion in the
Spinal Cord. By Henry M. Thomas, M.D.

Pemphigus Vegetans, with Remarks on the Differential Diagnosis
of Bullous Eruptions of the Skin and Mucosa from Syphilis.
By Prof. Heinrich Kébner, M.D). Translated by Frank H.
Barendt, M.D. Lond., F.R.C.5. Eng.

Pemphigus Vegetans. By Prof. J. Neumann, M.D. Translated
by Frank H. Barendt, M.D). Lond., F.R.C.5. Eng.

Observations on Yaws and its Influence in Originating Leprosy.
By James Maxwell, M.D.

An Epitome of Dr. A. Nicholls’ Report on Yaws, Compared with’

British Gniana and Fiji Experiences. By J. 8. Wallbridge
and C. W. Daniels ...

A Contribution to the Clinical and Bacteriological Study of the
Brazilian Frambwsia or ©“ Boubas.” By Prof. Achilles Breda.
Translated by Archibald E. Garrod, M.A.,, M.D., F.R.C.P. ...

On Polypapilloma Tropicum (Frambmsia). By Dr. M. Charlouis.
Translated by Archibald E. Garrod, M.A,, M.D., FR.C.P. ...

On the Visceral Complications of Erythema Exodativam Multi-
forme. By William Osler, M.D., F.R.C.P. Lond.

Sleep in its Relations to Diseases of the Skin. By L. Duncan
Bulkley, A M., M.D.

A Remarkable Case of Purpuric Eruption ending in Gangrene,
Apparently Cansed by Sodium Salicylate. By Francis J.
Shepherd, M.D.

Syphilis and General Paralysis. By Prof. Alfred Fournier.
Translated by Guthrie Rankin, M.D.

Parasyphilitic Epilepsy. By Prof. Alfred Fournier. Translated
by Guthrie Rankin, M.D. ...

The Relation between Treatment in the Early Stage and Tertiary
Syphilis

PAGE

117

143

169

187

239

521

343

393

411







A CONTRIBUTION TO THE STUDY

SYRINGOMYELIA.

ISAAC BRUHL, M.D.,

Paris.

Translated, with Notes and Addifions,
LY

JAMES GALLOWAY, M.D, axp LINDLEY SCOTT, M.D.

1896,













SIMON AND WESTPHAL'S INVESTIGATIONS. (3]

The subject became still further complicated, when cavitiesin
the cord were described, independent of the central canal and
hot communicating with it. Simon* in a very interesting
work, which appeared in 1875, had the opportunity of dealing
with a number of these cases; he was struck by the simultaneous
sceurrence of these intramedullary cavities with certain vascular
tumours, to which he gave the name of telangiectatic gliomata ;
the cavity resulted, according to Simon, from the softening of
these gliomata and absorption of the degenerated tissue.

In order to avoid the confusion to which the word hydromyelia
oave rise, Simon proposed to reserve this term for the dilatation
and distension of the central canal by fluid, and to apply the
word syringomyelia to those cavities and cystic conditions which
were independent of the central eanal. A work by Westphal
arriving at the same conclusions as those of Simon appeared
at the same time.

There are, accordingly, three different ways of approaching
this question :—

1. To believe with Virchow and Leyden, that syringomyelia
is the remmnant of an old hydromyelia.

2. To suppose with Hallopean, that syringomyelia is secondary
to an inflammatory condition in the neighbourhood of the eentral
canal.

3. To agree with Simon and Westphal, who have established
that the cavity may result from disintegration of a gliomatous
tumour and be independent of the central canal.

The works of Simon and Westphal were the starting-point
of a series of memoirs upon the pathological study of glioma,
among which the works of Schultzet and Striimpell} may be
particularly mentioned. Finally there appeared the thesis of
Mdlle. Baiimler, reproduced in exfenso in the Deutsches Archiv
fitr klinische Medicin, T. XL. (1887). Mdlle. Baiimler has
collected in that important work all the observations of
medullary excavations which she found recorded in medical
writings. She has thus been able to bring together 112 eases,
which she divides into four groups :—

A. 66 cases with various symptoms of spinal disease and with
autopsies,

* Bimon, Arch. f. Psychiatrie, T. V., 1875.

t Schultze, Arch, de Firchow, T. B7, 18332,
1 Striimpell, Deutsches Archiv fitr kiinische Med., T, 28, 1581.







DEBOVE, DEJERINE, AND CHARCOT. 7

Fiirstner, and Zacher.* An excellent ‘wclrl-: h}; Roth, which
appeared in the * Archives de Neurologie ” (1887), should also
be referred to. . ! _

;_:;L.r-ringﬂrn:,—nlia had searcely attracted the attcnt;c_m of medical
men in France till our distinguished teacher, M. Debove,t
diagnosed the disease in one of his patients, who was made 1th{?
subject of a highly interesting communication to the Ht}f:l.étt!
médicale des hopitaux. Déjerinef showed at the same meeting
of the Society a patient in whom the affection was equally
typical, and who was the text for an important clinical demon-
stration.

The appearance of these two patients gave rige to a discussion
on the nature of syringomyelia. Joffroy held that syringo-
myelia was the result of different processes, such as glioma and
myelitis ; Déjerine asserted that the gliomatosis of the cord
was its sole cause. Debove thought it advisable to await the
results of further autopsies before entering on the question.
“ Anatomically,” he says, ¢ syringomyelia 1s characterized by a
destruction of the grey matter of the cord, a destruction which
extends to a greater or less extent both transversely and longi-
tudinally. Is this a condition which has its origin in the central
canal or in gliomatosis, that is to say, in a destructive inflam-
mation of the neuroglia ? Both views have been advanced, but
in the absence of the record of any recent autopsy I shall be
careful in expressing an opinion.”

Charcot devoted one lecture in the month of June, 1889,§ and
two in November, 1889, to the consideration of this disease.
He showed several patients with all the typical symptoms of
syringomyelia, and brought into prominence a new feature by
calling attention to the fact that certain cases of hysteria may
simulate clinically the symptoms of syringomyelia. These
valuable lectures by Professor Charcot will serve as our guide in
the consideration of the symptoms of this malady.

This chapter would be incomplete did we not mention an
affection which has recently been studied under the name of
“ Morvan's disease,” and characterized by painless whitlows

® Filrstner and Zacher, Arch. filr Peychiatrie, T. XIV., 1883,

t Debove, Bulleting de la Socidtd méd. des hipitaue, 22 Feb., 1389.
T Diéjerine, Semaine médicale, June 12, 1889,

§ Charcot, Bulletin médical, 28 Juin, 1838,
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EARLY SYMPTOMS. b

extremity, although this was much more atrophied. This
muscualar and cutaneous m];_{}sth{gsiﬂ__ as o ]'ule, {]J'Il:-." Hllp&[‘?ﬁl’lﬂ?
T pat-icnts who have e:{]]eﬂe,ﬁ{:(‘:d l}ﬂill in t.}m‘afl"ecte_ct
regions, which pain has been EL‘LET‘intEd. tﬂﬁl"llt‘-‘llmﬂ'f-lﬁﬂ'h 1t
will be shown that it is only a complication, or rather an
extension of the anatomical lesion to the posterior horns of the
cord.”

From this quotation it is very evident that Duchenne had
examined cases of syringomyelia, and his description, althongh
incomplete, is still correct at the present day.

But since the time of Duchenne, several important obser-
vations, based upon a methodical examination of the various
forms of sensation, permit us to study in a more perfect manner
the symptomatology of this disease.

The following account is based on a large number of cases
scattered throughout medical literature. We have collected
the most characteristic at the end of the present work, adding
to them eight cases of our own.

Syringomyelia generally makes ifs appearance in early life,
and manifests itself by the disturbances of sensation, which
are usually the earliest symptoms. These consist of loss of
sensibility to pain and to temperature, with preservation of
the sense of touch and of muscular sense. Professor Charcot
proposes to give the name of * dissociation syringomyélique” to
this group of sensory phenomena. We do not mean to infer
that these symptoms are pathognomonic of syringomyelia; for
instance, it is well known that they may be present in hysteria,
but in no other well-recognized affection of the spinal cord are
they to be met with in the same definite manner. It is only in
rare cases, however, that one has the opportunity of cbserving
this partial paralysis of sensation without complications. In
such a case the patient is not conscious of his affliction; he
experiences no inconvenience, he has no pain, and does not seek
medical advice since he does not perceive that he is ill. On the
other hand he is astonished on finding that he has burnt himself
without experiencing pain, or that he has wounds, the origin of
which he is ignorant, and of which he only becomes conscious by
his other senses. The first symptoms which attract the atten-
tion of the patient and of the physician are those of progressive
atrophy of muscles, beginning usually in the hand and making







SPECIFIC SYMPTOMS. 11

TI. Associated Symptoms.—In this group are .iuclu:lnd
symptoms which do mnot belong properly .tr:u ghmlmtuhus
s;-rin.::q:-nwelin, but which often co-exist with it, They arise
fiom the extension of the lesion to the white substance of the
cord, and from the resultant secondary degenerations.

These may be subdivided as follows :—

A. Symptoms of inflammation of the lateral eolumns, such as
paresis or paralysis of the spastic type.

B. Symptoms of inflammation of the posterior columns, such
as various tabetic phenomena, and disturbances of tactile sensa-
tion,

I.—SPECIFIC SYMPTOMS.
A. Symptoms depending on lesions of the posterior horns,

The eredit of having first drawn special attention to the
sensory changes in syringomyelia belongs, as already stated, to
Kahler and Schultze. Before their observations, however, the
peculiar modifications of sensation in certain diseases of the
spinal cord had attracted attention. For instance, a report by
Schiippel® appeared in 1874 on a case of generalized ansesthesia,
the examination of which after death revealed hydromyelia.
This may possibly have been syringomyelha. In 1868 Landois
and Moslert published an investigation of the alterations of
sensation 1n muscular atrophy. But it is in the recent works
of Schultze and of Kahler that we find the first exact and
methodical study of the sensory disturbances. These, which
date from 1882, have had the merit of drawing attention to the
importance of the examination of sensation in the diagnosis of
syringomyelia. They have been followed by monographs by
Bernhardt, Remak, Freud,} Oppenheim, and especially Roth;
all of which have confirmed the phenomena brought into pro-
minence by Schultze and Kahler. During the last two years
the number of observations has been added to almost daily,
so that it appears that * dissociation syringomyélique ” is far
from being a rare condition,

* Behtippel, Archiv der Heilkunde, T. VIIL., 1874,
t Landois and Mosler, Berliner klinische Wochenschrift, 1868,
I Freud, Wiensr medicinishe Wochenschrift, 1885,
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THERMO-ANESTHESIA. 15

smoking cigarettes when he was 17, which had given rise
to no pain; in this case the thermo-anmsthesia has lasted 34
vears. Ln Déjerine’s case it was readily established in a similar
way that the patient had thermo-an®sthesia for 40 years. Our
own patient (Case 1.) in like manner presented cicatrices ot
burns dating many years back.

Distribution of the thermo-anwsthesia—The regions of the
skin affected by this disorder of sensation are of variable extent,
and depend on the position and extent of the lesion.

Thus, the thermo-anwesthesia may -be generalized over the
whole body, as in Case L, in which the temperature sense was
normal on the head only. This variety, however, is exceptional.
More frequently it is hemiplegic in type, in which case it is
sharply limited to one half of the body, and never encroaches
beyond the median line—a characteristic which is also present
in hysterical anssthesia. Or again, as is most usually the case,
it affects one extremity, or a portion of one extremity, and it 1s
worthy of notice that the upper extremity is more often affected
than the lower. When the thermal disturbance is limited to
part of a limb, it is always defined by a horizontal circular line,
perpendicular to the axis of the extremity, as depicted in all
diagrams showing the state of sensation. This distribution is
also shown in some of our diagrams, and may be compared to
that form of hysterical anmsthesia designated by Charcot *en
gigot.”

The transition from the ansmsthetic to the normal regions
may be said to be almost abrupt, for it is only with difficulty
that one 1s able to define a narrow limiting zone in which
thermo-anxsthesia gradually disappears.

Not unfrequently the distribution is symmetrical, affecting
both hands and forearms, or both upper extremities. In these
cases it often spreads over the adjacent portions of the thoracic
wall, and may extend on both sides right up to the middle line
of the body; so that the patient presents an area of thermo-
anwgesthesia which may be compared to a vest. Tais is by no
means an uncommon type, The inferior extremities (which
are less frequently affected) may show all the forms we have
Just indicated. We must still mention, however, one peculiar
mode of distribution. In this the disturbance of sensation is
present in symmetrical segments of both upper and lower limbs,
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AMODE OF INVESTIGATING THERMO=-ANESTHESIA. 15

ture. Roth has observed quite correctly, and has laid g::r.:nt
stress on the point, that the moderate temperatures are the h_rsh
to be confused; the patient is not then able to distinguish
between temperatures of 20° C. and 30° C. : 3

It is interesting to bear in mind that, in the physiological
state, all parts of the body are not equally sensible to slight
alterations. of temperature, at any rate so long as moderate
temperatures of from 10° C. to 46° C. are employed. Above and
below these points, pure thermal sensations are complicated
by the sensations of pain. Weber has found that the appre-
ciation of different temperatures is most acute at the tips
of the fingers, where a difference of two-fifths of a degree may
be distinguished. Nothnagel® has demonstrated that a difference
of even one-fifth of a degree can be appreciated, if temperatures
of 272 (. and 33° C. are made use of. But to obtain such results
apparatus of extreme delicacy must be employed. Weber,
Nothnagel, Eulenburg,t and Roth have devised special
instruments for such investigations. We shall not, however,
enter into a description of these instruments, named thermo-
sesthesiometers ; they are undoubtedly of interest to the
physiologist, but are of little practical value to the clinician,

For the examination of the thermal sense we made use of a
small glass flask, about half filled with water, and closed by a
perforated stopper, through which passed a thermometer, the
bulb of which was immersed in the liquid. The flask is heated
over a spirit lamp, and the temperature of the contents can be
seen at any moment. In this way a temperature of about 100°
is obtained. Having made the patient close his eyes, the flask
is placed upon various parts of the body, the patient in the
meantime indicating if he feels the heat. When a patient
cannot feel a temperature of 95° it is advisable not to keep the
flask too long in contact with the skin lest a burn, which may
prove serioug, be produced,

Charcot makes use of a surface thermometer with a flat
reservoir, having the lower end of the stem and the reservoir
enclosed in two metallic cylinders, which glide smoothly over
each other. The outer cylinder can be removed so that the
bulb may be seen to be in its proper position and uninjured.

* Nothnagel, Deutsches Archic f, Ein, Medicin, 1267,
t Eulenburg, Zeitschrift f. klin. Med,, T. IX.
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MODE OF INVESTIGATING THERMO-ANJESTHESIA, 17

hyper-sesthesia had completely disappeared, and was replaced
by a region of normal sensation on the chest, and a zone
of theimo-anwmsthesia on the back. Nor does the degree of
thermo-ansthesia remain the same; a patient who one day
is insensible to a temperature of 80° C., for instance, may the
next day appreciate one of 60° C. So far we have dealt chiefly
with the appreciation of heat,

The observations we have already made are almost equally
applicable to the appreciation of cold. In the majority of
cases, when a patient cannot feel a very high temperature, say
909, he is nearly always insensible to the application of ice.
Speaking generally, the same areas are anasthetic to heat and
to cold, although their boundaries do not exactly correspond.
There is often a slight difference in the contour of the regions
affected. It is sufficient to glance at the diagrams added to our
cases to see that a special diagram of the sensibility to cold is
somefimes useful.

Since the zones of anmsthesia to heat and to cold do mnot
exactly correspond, it may be asked if there are not in the cord
two distinet tracts for the conduction of heat and of ecold, and if
the view of Herzen,* that the temperature sense is composed of
two distinct senses, is admissible. Physiologists have not as
yet settled this question. It is probable, from what the clinjeal
study of syringomyelia teaches us, that, if there are two separate
conducting tracts in the cord, they arve at any rate very near each
other,

Anzesthesia to cold may be tested by means of a piece of ice
moved over the skin, If more precise results are desired a
flask with a thermometer immersed In it may be employed,
similar to the apparatus made use of in examining msensibility
to heat. The water is cooled by gradually ndtliné{ to 1t pieces
of ice, or pounded ice may be introduced into the flask. A
refrigerating mixture, which enables one to test the thermal
gense for temperatures below 0%, may be em ployed if preferred,

An idea of the degree of anmsthesia to cold can thus be
ﬂlbtuline-:]_n and in some cases an actual hyper-msthesia to cold,
similar to the hyper-asthesia to heat, may be made out. One

3 2 :
of Charcot’s patients (Case II.) showed this condition in o
unmistakable manner,

* Herzen, drchiy de Efliger, T. XXXVTIL







ANALGESIA AS A SYMPTOM. 19

Analgesia is often absolute, that is to say, the pntie.,nt is
unconscious of any painful sensation. The skin may be prrlcked,
severely pinched, or transfixed with a pin, and the sensation of
contact alone is appreciated. Or again, the anwmsthesia may be
less complete, the pain is diminished, and quite bearable, but
still a slight feeling of pain is felt.

The analgesia is not only superficial ; it involves more than
the skin; just as in the case of thermo-anmsthesia it may ex-
tend to the deeper structures. In Case I. the patient unwittingly
received two very deep burns, and althongh cicatrization
extended over several months, he never experienced pain in the
wounds. Inflammatory complications, such as abscesses and
whitlows, so common in sufferers from this disease, run a pain-
. less course, and surgical intervention, such as ineision or even
amputation, does not give rise to any suffering.  This analgesia
extends even to the bones, and a number of painless fractures
have been recorded in patients suffering from syringomyelia.

What then is the distribution of the analgesia ? First of all,
it may be generalized over the whole skin ; this was g0 in our own
patient B—— (Case 1.), and has also been recorded by Schiippel
and Spiith, but this form is very exceptional. More often it
assumes a hemiplegic type, and is limited very exactly by the
median line, a condition corresponding to what we have indicated
when speaking of thermo-anmsthesia. It is distributed most
usually, however, on one of the upper limbs with the adjacent
portion of the thorax, sometimes on both upper limbs and
thoracic wall, in the form of a “vest,” as alveady deseribed
of the thermal disturbance.

The analgesia nsually takes the following course, Beginning
n one of the superior extremities, say in the hand, it may
confine itself to this region for a very considerable time, 'hen it
extends gradually to the forearm and the arm, occupying on
them segments which are bounded above by an even circular
line, perpendicular to the axiz of the extremity ; it then reaches
the shoulder, and rapidly invading the thorax, the half of the
chest on the corresponding side, both behind and in front, soon
becomes involved. About this time, or sometimes prior to it,

!;he extremity of the opposite side also becomes involved ; and
I the course of time the amne

the patient then showing th

gesia is completely symmetrical,
e “analgesic vest” go commonly







ANALGESIA AND HYPER-ESTHESIA. 21

Under such cireumstances the examination of sensation has very
possibly been imperfect. _ : :

Instead of analgesia the subjects of syringomyelia may
present hyper-wsthesia. According to Charcot %l;a occurrence
can possibly be explained by the presence of an lrritative
lesion preceding the period of destruction. This symptom 18
usually best marked on the lower limbs (Case IL.) ; in another
patient we have recorded the presence of a zone of hyper-
wsthesia at the lower part of the thorax and the right hypo-
chondrium. This hyper-sesthesia has been specially studied
by de Renz and Wichmann,* who attach great importance to its
bearing upon the extent of the lesion. These authors suggest
that at the limits of the lesion there is a true irritative process,
in all respects comparable to the inflammation which takes place
round a foreign body, and that this irritation manifests itself
by hyper-mesthesia of the corresponding zones of the skin. In
one of Wichmann's cases there were two zones of hyper-
msthesia, the one corresponding to the area supplied by the
* fourth pair of cervical nerves, the other to that innervated by
the first pair of lumbar nerves; throughout the whole of the
intermediate surface there existed diminution of sensation.
From these facts de Renz made the inference that the lesion
in the cord should occupy the space between the origins of the
fourth cervical pair, and the first lnmbar pair of nerves. The
autopsy confirmed in every point de Renz's diagnosis. The
same authorities have had opportunities of observing a slight
band of hyper-sesthesia at the limits of the ansesthetic areas in
other cases.

It should be noticed, however, that the outlines of analgesia,
just like those of thermo-ansesthesia, are not absolutely fixed, and
may undergo slight variations from day to day.

To complete the consideration of the disturbances of sensation
and to have a perfect realization of the symptom ** dissociation
syringomyélique,” it is necessary to notice in this place one
negative symptom, namely the wnaltered character of the tactile
sense, This negative sign ought to be included in the chapter
dealing with alterations of the posterior cornua—if one accepts
Schiff’s most probable hypothesis that impressions of pain and
of temperature are conveyed through the posterior part of the

* Wichmann, Geschioulst und Hihlen bildung im Riickenmark, 1887,







SYMPTOMS OF LESIONS OF ANTERIOR HORNS. 23

These have, however, been recorded in some cases, but are
exceptional. The patient usually complains of numbness, ting-
ling, and sometimes of peculiar sensations rﬂsemb}ing‘ those
produced by extreme cold or burning ; then after some time ]{ﬁ
is struck by the emaciation of his hand. This emaciation is
accompanied, from the first, by diminution of muscular power, a
fact readily verified by the dynamo-meter. The enfeeblement
makes gradual progress, and leads to inability to use the limb,
when the patient, dreading some serious condition, seeks the
advice of the physician for the first time. On examination the
disappearance of certain muscles or groups of muscles is then
discovered. In the great majority of cases there is atrophy of
the small muscles of the hand, certain prominences have disap-
peared, and the order of their disappearance may be elicited on
questioning the patient. Very often the atrophy first shows
itself- in the thenar, at other times it commences in the hypo-
thenar eminence, bringing about flexion of the little finger;
sometimes the interossei are first affected, the interosseous spaces
becoming deeper and the metacarpal bones standing out under
the skin. ~ Deformities of the hand, corresponding to the groups
of muscles affected, at last make their appearance, giving rise to
the claw-hand, t.e., flexion of the phalanges upon each other,
and extension of the fingers on the metacarpal bones—(* main
simienne,”  main de prédicateur ),

This affection thus resembles the muscular atrophy of
Duchenne-Aran, for which it has undoubtedly been frequently
mistaken.

The atrophy of muscles makes gradual progress, passing from
the hand to the forearm, where it is most noticeable in the
lower half. It then usually remains stationary for a number of
years, or at least undergoes only slight variations in that time.
But on the side opposite to that first affected the same
phenomena develop, though this may take place only after
some years. The atrophy is located in a similar way, the same
I_HUSI?:IES being one by one attacked, and thus a symmetrical
distribution is assumed. It is, however, often more pronounced
on one side, althongh this may not necessarily be the side first
affected. The arms usually appear to escape, but the muscles
of t!ie shoulder, particularly the deltoid, are attacked in time,
causing difficulty in movements of the shoulder joint. At the







SYMPTOMS OF LESIONS OF GREY MATTER. 25

Tremors may be appropriately mentioned among motor
derangements. They have been frequently observed, and are
most evident in the fingers. In Case VIII. the tremors showed
certain peculiarities. They did not appear when the patient
was at rest or walking, but the slightest mechanical stimulus,
such as gently stroking the hand, caused the appearance of
severe widely spread oscillations, which could be arrested on
foreibly striking the patient; when he was seated they were
even more manifest,

C.—Symptoms depending on lesions of the median grey

matter.

It is our intention in this chapter to describe certain
symptoms which oceur in syringomyelia, and are very probably
the result of an alteration in the central grey substance of the
cord. The above title is made use of for the sake of symmetry
in our method of description, as the localization of certain of
the symptoms to be deseribed is no doubt hypothetical, and will
require further research for its confirmation. It is a difficult
matter to make a rational classification of these symptoms ;
some are satisfactorily explained by the areas of cord which
undergo degeneration, others are most debatable as to their
cause. We shall enumerate them in the following order, under
six heads :—

1. Trophie disturbances,

2. Alterations in curvature of the vertebral column,

3. Vaso-motor abnormalities.

4. Interference with the function of the sphincters,

5. Alterations in the oculo-pupillary phenomena,

6. Symptoms due to the spread of the lesion along the cord.

1. Trophic disturbances,

As in many chronic diseases of the cord, there has been
observed in syringomyelia a series of phenomena which may be
placed in this category. These disturbances are of the most
diverse characters, and have no common resemblances ; they
dssume appearances so various that it is well to classify them in
four sub-divisions. We shall congider these symptoms therefore
as they affect (a) cutaneous, () subcutanecus, (c) articular, and
() osseous structures, ]







TROPHIC SYMPTOMS. 27

slow to heal. In other cases, however,the skin becomes atrophied,
changes its colour, assuming a red or violet tinge, and hasha
:'shiuihg appearance  resembling an onion scale. The skin
affected in this way well merits the name of peau lisse,” the
“ rlossy skin ” of English authors. All the folds and furrows
observed in health disappear, and the skin being closely applied
to the snbjacent structures seems too tight to contain them.

Diseased conditions of the nails have also been described,
such as hyerkeratinization, cracked nails, furrows oceurring
either longitudinally or transversely, finally actual shedding of
the nails. :

In certain cases, as in that deseribed by Kahler (1882), a

cause. Arveas of anemia may be said to come within the category of
Raynaud's disease.

Coleman and Carrol record a ecase in which one hand was very
adematous, cold, anmsthetic, and white.

3.—ANOMALLE SECRETIONIS CUTANEE ET GLANDULARUM CUTANEARTM,

Alteration in the secretion of sweat, either by increase or decrease,
has frequently been observed in syringomyelia. It may appear as an
early symptom ; in other cases muscular atrophy may be well advanced
and other trophic disturbances of the skin present before it occurs; or,
again, severe symptoms may have appeared, and the sweat secretion
remain perfectly normal. These changes may be confined to the areas
supplied by certain nerves, to one extremity, or to one side of the bedy,
but the entire surface is ravely affected. As a rule they are to be
found in the regions which show altered sensation, the secretions being
usually increased in the anmsthetic areas, but occasionally diminished.
The disturbance may last for years, or may be only temporary.

While in some cases the hyperhidrosis seems to depend upon indirect
nervous influences, in others it would appear to be secondary to the
condition of vascular paresis and hypersmia. Schlesinger quotes cases
in support of both hypotheses.

Marked alteration in the secretion of sweat has been recorded in
cases in which both the clinical signs and the post-mortem results
haye shown that the lesion did not extend to the medulla, indicating
that hyperhidrosis and anhidrosis might arise from changes in the
cord itself. This fact supports the theory of Luchsinger,® who holds
that there are centres for the secretion of sweat in the cord, while
other authorities—Traube, Nawrocki, and Schwimmer—Ilocate them in

* Luchsinger, Zur Innervation der Schweissdrusen; Centralblatt £, med, Wis.
densch, 1873, Nos. 1 and 2.
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a similar application on the healthy side left the skin uninjured.
This same patient suffered in addition from uleers of spontaneous
origin at first on the ear, then scattered throughount the distribu-
tion of both the cervical and the brachial plexus. The ear, neck,
shoulder, and arm came in time to be affected by one regular
open sore, extending deeply, and very slow of healing. At last
the sufferer succumbed owing to the effects of heemorrhage from
a vessel which became ulcerated through by the sore.

There has also been deseribed a number of eutaneous affections
which are dependent on the lesion in the cord. Such are
eczema, especially of the dry varieties, accompanied by desqua-
mation of the epidermis, and obstinately resisting treatment,

these regions may also be in a condition of hyperexcitability, factitious
urticaria being capable of being produced at will. If the irritability
of the skin is very pronounced, congiderable exudation of serum may
take place beneath the epidermis of the wheals, transforming them
into vesicles.

The urticaria of syringomyelia may be distinguished by its distri-
bution from the ordinary forms. While the latter extend over the
entire body, the former affect either the anssthetic areas only, or are
distributed where sensation is normal, leaving the anmsthetic regions
intact.

(2) The true vesicular eruptions are represented by herpes zoster,
which shows merely the usnal charvacters, and is by no means common.

(3) True inflammations of the skin.—These so frequently involve the
subcutaneous tissue as well as the skin, that from a clinical point of
view it is advisable to include the changes in the subeutaneous tissue
in their description. Auspitz and von Winiwarter classify them as
follows :—

(@) Serous inflammations of o destructive character.—To this belong
forms of erythema resulting from mechanical irritants. Repeated
irritation exercised in one place will give rise to a traumatic derma-
titis, especially if any interruption of continunity iz caused in the
epidermis. Many patients think that their symptoms may be relieved
by the application of ethereal oils, sinapisms, blisters, &ec., and the
irritation so produced is often the origin of more severe inflammation.

Dermatitis resulting from burns and frost-bite has frequently been
recorded, the hands, forearms, and back being the more common
situations. Patients are apt to refer their mutilations to the oceur-
rence of frost-bite, when they are in reality the result of the changes
in the cord.

The condition known as glossy skin " or “lioderma essentialis " is
also included in this subdivision.
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In several cases there has been described a small punched out
ulecer, having indurated raised edges and a red or greyish, moist
floor ; this is situated usually in the neighbourhood of the bases
of the fingers, in the interdigital cleft, and persists for a very
long time.

These ulcers possess all the characters of perforating ulecers,
as, for example, when they occur on the sole of the foot in the
neighbourhood of the metatarso-phalangeal articulation of the
great toe; in that case they fully merit the appellation of per-
forating, as they actually penetrate into the articulation.

In Case No. VITIIL. there will be found a detailed description
of a case of this character.

occurs only when the disease is far advanced. After attacking the
superficial structures it may extend more deeply and involve all the
tissues down to the bones. Its distribution bears no relation to the
state of sensation, but usually corresponds to the situations subject to
pressure, such as the trochanter, sacral region, and scapula. When
once developed, septic processes may set in and rapidly bring about a
fatal issue.

An acute variety, also due to pressure, sometimes supervenes. This
18 characterized by rapid development, with the absence of inflam-
matory phenomena. It mayappear in those who have been bed-ridden
for years without previously having suffered from bed SOTes, or may
suddenly supervene upon an apparently stationary gangrene. In one
of Fellinger's patients the gangrene suddenly spread to such an
extent that in two days it involved the whole region from the trochanter
to the scapula. In one of Gerlach’s cases it covered an area of
10 by 14 cm. in five days, and eroded the bones. In fat subjects an
extensive ichorous destruction of the tissues may ensue. In thin
individuals the gangrene shows a tendency to dryness and mummifica.
tion, the skin becoming black, dry, and gradually cast off,

The condition known as Raynaud’s disease rarely oceurs in syrin-
gomyelia.

(rilles de la Tourette and Zaguelmann have recorded in a case of
gyringomyelia a peculiar form of gangrene, which seems to belong to
the category of Raynaud's disease. It appeared every year on the
tips of all the fingers for twenty successive years,

B.—Chronic Inflammatory Skin Affections,

A chronic eczematous condition frequently develops on the hands
and feet, and may last for months or for years. The hands, and espe-
cially the fingers, become scaly, less frequently covered with crusts
and fissures, and ultimately show some thickening of the skin., Tt
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ultimately it may bring about neecrosis of the phalanx, and
thus cause extensive deformity. It is, however, necessary to
emphaszize the point that whitlow may never oceur in a case of
syringomyelia. This fact is evident from the cases we have put
on record, and when it does occur it rarely brings about those
serious conditions, those mutilations which appear to belong
especially to “ Morvan’s disease,”” an affection which appears to
be quite distinet from syringomyelia. Roth has described the
occurrence of whitlow in four out of six cases observed by him.
Inflammations of a gangrenous character may also oceur, and
are situated especially in the hand, in the forearm, and in the

* Cf. page 64.

Neugebauer believed his first case to be pemphigus nearoticus. It
was characterized by bulle on the arm, thorax, and face.

In his second case, yellowish, pus-covered patches appeared on the
tongue, palate, lips, and gums. Neugebauer regarded it as pemphigus
of the mucous membrane, this view being supported by the presence
of & vesicular eruption on the hands and feet.

5. —HEMoRRTAGIE CUTANEE.

In syringomyelia the blood vessels of the skin sometimes appear to
be affected, as considerable extravasation of blood may take place from
them after slight injuries. Stein observed in one of his cases exten-
sive suggilation after each prick with a needle. The case of hsemo-
globinuria recorded by Bernhards may represent a corresponding
condition. ]

6.—HYPERTROPHLE.

A horny thickening of the skin of the hands sometimes occurs, even
when the patient is not of the labouring class. It is most noticeable
on the palms and fingers, and reappears after removal by macerating
applications. Sometimes it also oceurs on the extensor aspects of the
fingers, and may destroy any mobility that remains.

Warts have in some cases been recorded on the regions of the body
affected by the lesion in the cord.

True scleroderma has also been observed in several cases.
Ecl:_]vsingm' records a case which showed the typical changes of
syringomyelia with well-marked scleroderma of the upper extremities
!_md of the extensor aspects of the lower. This has obviously an
Huportant bearing as indicating the relationship between scleroderma
and the nervous system, to which attention has been recently directed
by Hutchinson, Kaposi, and others.

¢ —ATROPHLE.
"'lrl' itiligo has been described by several writers.
;53[:]11‘..'5!115&1' TﬂFJD]‘tE O Ccase Df 3}'r'1t1gmn_'rﬂliu T'l-'h]r.lf,‘]:l, Ellﬁﬁ'i"d on Lh{:
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on account of analgesia. The progress of these varies, but
usually they heal up after the lapse of a period of more than usunal
duration. One variety of these abscesses has for its seat the
palm of the hand; from these collections of pus sinuses bn:*lrmw
towards the interdigital cleft, where they open and give rise to
fistulous ftracks which heal slowly. These sinuses on healing
leave as their result civcumscribed scars, depressed in the centre
and folded at the edges, which have little power of resistance, and
may frequently break down and become the point of origin of a
new sinus.

(¢) Trophie disturbances of the joints.

Joint affections are also found in the course of syringomyelia ;
they are accompanied frequently by great deformities of the
articulation, by increase of the bony structures, sometimes even

with a rounded outline; the surrounding tissue shows either no re-
action, or only slight inflammatory infiltration. The discharge is
sometimes very abundant; should the quantity be small, the ulcer is
frequently covered with dirty brown or greenish crusts.

An ulceration showing all the characters of perforating ulcer of the
sole of the foot has been frequently observed. A callosity first forms
on some part of the foot subject to pressure; inflammation and sup-
puration take place; the thickened epidermis is thrown off, and a
rounded funnel-shaped ulcer, surrounded by swollen epithelinm,
results. The floor of the ulcer consists of ragged granulations, and
secretes an unhealthy discharge. The process gradually extends
deeper, bones undergo necrosis, and the condition may last for years.

It is still a matter of doubt whether, in syringomyelia at least, this
ulceration is purely of nervous ori gin, as believed by Fischer, Duplay,
Moral, and others, or is an ulcer oceurring in a special situation and
due to pressure, as Winiwarter and Lephal affirm.

CHANGES IN THE Nairs.

The nails often show considerable change either in the form of
atrophy, hypertrophy, or anomalous position. They are frequently
long, curved, marked] y sideways and tforwards, and thickened at the
points. 1In other cases they are short, broad, and well arched, The
surface is furrowed and fissured ; the substance 18 frequently brittle
and readily exfoliates. In other cages they are small and thin; they
may fall off and be restored merely as a rudimentary nail, or
not restored at all, Occasionally they ocenpy peculiar positions,

i |- T a3 - 5 -
Schlesinger saw them in one case on the plantar aspects of the toes of
both feet.

J. G. axp L. B,
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OCULAR PARALYSES. 47

Certain authors have been struck by a mnarrowing of the
palpebral fissure, which is usually unilateral. Hallopeau was
the first to remark this fact, which has since been observed
in syringomyelia by Kahler, Remak, and Charcot. ° This
narrowing of the palpebral opening does not depend on ptosis
merely, but it is associated with retraction of the eyeball, and
sometimes, as Hallopeau recognized, by a slight degree of
internal strabismus; the eye then seems to be buried in its
orbit. Now, physiology gives us an explanation of this
phenomenon: the muscle, composed of wunstriped fibres,
described by Muiler, is paralyzed by the destruction of the
cervical sympathetic, and is no longer able to oppose the

= —

tion of Schlesinger, true nystagmus was found in three, and nystagmic
movements in six. He thinks that the frequency of nystagmus in
syringomyelia as compared with other diseases of the brain and cord,
excepting multiple sclerosis, ought to be of assistance in forming a
diagnosis.

The anatomical grounds for the existence of the nystagmus and
nystagmic movements are still very doubtful. Kahler supposes them
due to a chronic ependymitis; Roth to a legion of the aqueduct of
Sylvius. Kretz draws attention to the fact that Landois produced
nystagmus in animals by injuring the restiform hody, and that in
Hallopean's case the cavity extended under the fourth ventricle to
the right restiform body. In one of Schlesinger’s cases, in which
nystagmus was very noticeable, the restiform body was involved,

The oceurrence of nystagmus as a symptom of the disease has been
called in question by Neuhaus and Hoffmann,

2.—Hwternal Ocular Paralysis.

In the records of 200 cases of syringomyelia Schlesinger found
paralysis of the extrinsic muscles of the eye mentioned twenty-four
times, 1.e., in 12 per cent. According to Uhthoff it is comparatively
less frequent than in tabes—20 per cent., and multiple sclerosis—
17 per cent. It sometimes occurs early in the disease, and may be
transitory. The sixth nerve is the one usually affected. Ptosis as a
result of external ocular paralysis is rare. Paralysis of the associated
movements of the eye appears to be very uncommon.

In most cases ocular paralysis occurs late in the disease, along with
other bulbar symptoms. A single muscle, a particular group, or very
rarely several muscles may be affected. Long duration of the paralysis
may lead to fixation and contraction of the affected museles. Occasion-
ally the majority of the muscles are successively attacked. The carly
occurrence of abduceus paralysis is to be explained by the position of
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TT.—ASSOCIATED SYMPTOMS.

We shall deal briefly with the subject of this chapter, as it
is of accessory interest only in an account of syringomyelia.
These symptoms are not peculiar to syringomyelia due to
gliomatosis, but are not infrequently associated with it. They
arise from changes in the white matter of the cord, and
consequently Charcot has proposed to eall them *symptoms
of inflammation of the white substance.” From whatever cause
they originate, they complicate the clinical picture of the
malady, and increase the difficulties of its diagnosis.

All the columns of the cord may become affected to a greater
or less degree. The changes ohserved arise in certain cases
from actual invasion of the posterior columns, or of the pyramidal
tracts, or of both by the gliomatous tissue ; or they may be due
to pressure of the neoplasm upon these fasciculi. The pressure
may give rise to true systematic degenerations, ascending or
descending, according to the direction of the affected fibres;
but these do not present any features peculiar to syringomyelia.

Charcot has divided this class of symptoms into those due
to implication of the laferal tracts and those having their origin
in the posterior colwmnas.

The former are comparatively frequent. When present, they
show themselves chiefly as paralysis of the spastic type,
passing on from simple paresis with slight rigidity to complete
paralysis with contracture, It is associated with great exag-
geration of the patellar reflexes and convulsive tremors of the
feet. Sometimes they take the form of spastic paraplegia, as
in Striimpell’s case, or of amyotrophic lateral sclerosis, as
observed by Kahler, Schultze, and Rumpf.*

The symptoms of degeneration of the posterior columns
manifest themselves by a series of tabetic phenomena, motor
nco-ordination, Romberg’s sign, lightning pains, and abolition
of patellar reflex. These tabetic symptoms are, however,
uncommon in syringomyelia, notwithstanding that, according
to Wichmann, the posterior columns are affected in 62 per cent.
of cases. How can this apparent discrepancy be accounted for?
The spastic symptoms are certainly quite common; one has only
to glance through the recorded cases to he assured of this, and

¥ Rumpf, Neurolog. Centraiblatt, 1839,
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DIAGNOSIS FROM MORVAN'S DISEASE. 65

From the clinical point of view the perception of tem.pel'atul'e
and of pain is much affected in Morvan’s disease, but in nearly
all the published cases tactile sensation has been found to be
equally disturbed. There is thus no dissaciabi?r} ﬂ.f sensation, a
fact that might have been expected since neuritis is the predo-
minant lesion. In addition, whitlow is far from being always
present in syringomyelia—it has occurred in four cases only in
our own experience—and according to Roth it occurs in only
half the cases ol the disease; further, the whitlow rarely leads to
the serious deformity met with in Morvan's disease.

In a recent memoir®* Morvan has strongly insisted on the

* Morvan, (Faz. hebdomad,, 1880,

and Morvan's disease rapidly changed, and therefore it will bring the
matter more up to date if, as at Dr. Bruhl's own suggestion, we
state the opinions expressed by him in his more recent contribution
on the subject, published in Debove and Achard’s Manual of Medicine
(vol. iii., p. 636 ; Paris, Rueff et Cie., 1894).

Bruhl remarks that from the period when the discovery of cavities
in the spinal cord was regarded as a matter of pathological curiosity
only, the study of the disease had passed through two stages. The
first was the result of more accurate anatomical investigation, and
might be called the anatomical and pathological stage; the second,
commencing with the possibility of recognizing the disease during life
from its peculiar symptoms, was the clinical. A still more thorough
study enabled us to recognize the existence of separate types of the
disease, of which one especially had been the subject of much discussion,
vie., that described by Morvan. This was described by Morvan in
the first instance as a perfectly distinet disease, but it is now well
known that a form of syringomyelia may exist which displays exactly
the symptoms he describes, even although it may be admitted that it
is still premature to say that all cases of Morvan's disease are really
examples of syringomyelia.

In speaking of the nerve lesions which may be found in syringo-
myelia, Bruhl remarks . —

“ Nerve lesions in this disease are not always present; the spinal
roots are usually intact; occasionally, however, they suffer atrophy.
Various forms of peripheral neuritis have been described, and these
alterations in the nerves have been most commonly observed in
Morvan’s type of the affection. In these cases there has been evi-
denced thickening of the nerves due to interstitial neuritis, with
increase of the interfascicular connective tissue. Little nodules have
also been observed growing from the inner surface of the perineurium,
and these were found to consist of connective tissue,”
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to bear in mind the possibility of hysterical museular atrophies
described by Charcot and Babinski, and the trophic troubles,
vaso-motor disturbances, and hysterical cedema mentioned by
Weir Mitchell. It can thus be readily seen how closely hysteria
may simulate syringomyelia.

Nevertheless it is quite possible to have grounds for differential
diagnosis. First of all, disturbances of the special senses are
absent in syringomyelia; sight, hearing, taste, and smell are in
no way altered. On the contrary, as is well known, these dis-
turbances are the rule in hysteria; some of them are always
present, the most common being retraction of the visual field.
Moreover, in hysteria paralytic phenomena are rapid—almost
sudden—in their onset, while in syringomyelia they take a
slowly progressive course. Hysteria may be cured suddenly
and unexpectedly ; true recovery, and especially sudden cure,
are quite unknown in syringomyelia. Charcot records a case in
support of this opinion ; the patient, on the death of his wife
and one of his children, became subject to attacks of vertigo
and flushes of heat in the face ; he was then suddenly affected
with paralysis of the wrist, both of flexion and extension, and
with cedematous swelling of the back of the hand, accompanied
by purple discoloration and a relatively lower temperature.
Tactile impressions were normally perceived, but sensations of
pain, cold, and heat were totally abolished on the hand, wrist,
and lower part of the forearm.

All these symptoms point to the diagnosis of syringomyelia,
but it was distinguished by the fact that the paralysis of the hand,
which had lasted three years, came on suddenly during sleep ;
then one day the patient, forgetting for a moment his inability
to move, endeavoured to take up a glass and carry it to his lips,
- and was suddenly cured of his paralysis. “Tf I had been at
Lourdes,” said he in recalling the circumstance, * I would have
regarded it as a miracle.” One of the characteristics of hysteria
was present in his case in the marked loss of the sense of taste
in the right half of the tongue. Subsequently he suffered from
severe attacks of ordinary hysteria.

To sum up, we may say that hysteria may simulate syringo-
myelia, but that the presence of disturbances of special senses,
the sudden appearance of symptoms brought about by emotional
causes in those liable to hysteria, and the equally sudden disap-
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vears reaches its point of greatest severity, and is followed by
an absolutely stationary period lasting a great many years.
As Charcot says, however, it is advisable to exercise some reserve
until a sufficient number of antopsies have verified these features
of diagnosis.

The position of the lesion has been diagnosed in a number of
cases, thanks to what we know of the situation of the spinal
centres. The case of de Renz, recorded by Wichmann, is ex-
tremely interesting from this point of view. De Renz was able
to determine very precisely the superior and inferior limits of
the lesion, owing to the existence of two zones of hyperasthesia.
Schultze was likewise able to foretell with a certain degree of
accuracy the extent of a glioma. Such a diagnosis, however,
will not become possible till we have more numerous and precise
data of the position of the spinal centres.

CHAPTER 1V.
MoORBID ANATOMY.

TrE morbid anatomy of syringomyelia has been known for a
much longer time than its clinical characters. It has been the
subject of numerous memoirs, in which the most varied opinions
and theories have been expressed. So far as its etymology is
eoneerned, syringomyelia signifies a hollow cord, a tubular cord,
or a cord with a cavity in its centre, having its greatest extent
in a longitudinal direction. This word should be confined to
those cavities which are independent of the central canal, since
the term hydromyelia could be very correctly applied to the
dilatation of this canal. Theoretically such a distinction is
quite legitimate, and would be unanimously accepted, if several
eminent authorities had not held the opinion that the cavity
was usually dependent on a normal or pathological central
canal.

The word syringomyelia, defined in this way, does not specify
a particular lesion, but rather the effect of various pathological
processes.

Kahler has described two varieties,—the one being originally
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I.—NAKED-EYE APPEARANCES. '
A.—FBaternal aspect of the *Cord.

A spinal cord affected by syringomyelia, when seen on the
post-mortem table before any incision has been made into it,
presents an appearance so characteristic that the lesion may be
diagnosed merely on inspection. The cord, in place of being
eylindrical, is flattened—one might almost say ribbon-like. It
resembles a large blood vessel moderately distended with fluid;
it may also be compared to a very elongated sac of rather irregular
shape, and showing tremulous movement, owing to the obviously
fluid character of its contents.

We have been able, moreover, to demonstrate in a specimen
in our possession certain furrows or grooves, consisting of
slight depressions on the surface of the organ. These furrows
extend along the length of the cord, and are most noticeable on
the anterior aspect, one occupying the position of the anterior
fissure, so that the cord resembles a double-barrelled fowling-
piece. These grooves, however, are not found thronghout the
entire extent of the organ, as they are present only when a
cavity of considerable size exists.

This appearance, therefore, is very characteristic. At the
same time the shape of the cord may vary considerably owing
to its modification in size in various regions : the cervical en-
largement, the favourite seat of the lesion, sometimes presents
a considerable increase in size, almost taking up the whole of
the vertebral canal ; above and below this enlargement the cord
appears flattened out; towards the lower part of the dorsal
region the rounded form tends to return, and the appearance of
the lumbar portion is usually normal.

On palpating a cord affected by syringomyelia, the change in
its consistence becomes very evident ; it is soft and fluctuates,
mdicating fluid contents. If the cavity is insignificant in pro-
portion to the size of the new growth, a firm, hard substance
is felf, giving the sensation of a rigid body implanted in the
cord ; this particular consistence belongs specially to gliomatosis,
which in this case constitutes a true tumour.

B.—The Cavity.

On making a transverse section of the cord the existence of a
cavity at once becomes evident. In order to studyv its shape
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(b) Vertical. The vertical dimensions show even greater
variation than the transverse.

In some cases the cavity may be followed throughout the
entive extent of the cord; it may even be continued into the
medulla oblongata, passing beneath the floor of the fourth
ventricle or opening into it. It is, however, very unusual for
the cavity to extend so high. As a rule it is limited in extent,
and its election is in the cervical enlargement, where it traverses
the lower third of the cervical and the upper two-thirds of the
dorsal part of the cord. In some cases the cavity 1s confined
to the lumbar enlargement.

When the tumour is visible to the naked eye, as very often
happens, one can form an idea of the relative sizes of the cavity
and of the glioma. In some cases they are of the same length,
but as a rule the cavity is shorter than the tumour. Wichmann
states that when the tumour is in the cervical region the cavity
extends in the downward direction only; when in the dorsal
region the cavity extends upwards; in some cases it extends
both above and below the tumour.

4. Diverticuls.—As the cavity extends it may give rise to
diverticula, which as they increase in length are deflected
and become parallel to the original cavity in either an upward
or downward direction. Thus, on making sections at different
levels, 2 or even 3 separate cavities may be made out.

9. Seat.—The cavity is more especially situated in the central
grey substance of the cord, which may have entirely disappeared ;
it may compress the white matter or encroach upon it, reaching
even to the periphery of the cord and coming in contact with
the pia-mater, and only asmall quantity of nervous tissue may
remain to form the wall of the cavity.

Its primary situation is almost always in the vicinity of the
central canal, that is to say in the periependyma. The cavity
15 most frequently found behind the central canal, occupying
the place of the grey commissure, subsequently invading the
posterior cornua and the anterior part of the posterior columns,
and extending in front into the anterior cornua. The anterior
commissure and the anterior columns are usually intact. The
ininuter details of the topography of the lesion will be described
ater,

6. Contents.—The cavity usually contains a clear, limpid
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A.—Topography of Syringomyelica.

When an endeavour is made to localize the lesion in syrin-
gomyelia arising from gliomatosis it is easily seen that the lesion
is primarily an affection of the grey matter of the cord. It
commences, as we have already stated, towards the centre of the
cord ; developing most frequently behind, and close to ﬂ.lE."
central canal, in the periependyma, a locality very rich in
neuroglia. It may also originate in any corresponding regi:::n
in which the neuroglia preponderates, as in the suhat‘antm
gelatinosa of Rolando, and the ascending root of the trigeminus ;
sometimes the hyperplesia extends even to the nucleus of the
hypoglossal and the olivary body.

The lesion gradually involves all parts of the grey substance.
It pushes aside, compresses, and finally destroys the cornua of
the cord and Clarke’s columns, attaching the posterior cornua
more often than the anterior. Mlle. Biiumler, by making use
of all the post mortem reports given in sufficient detail, has been
able to draw up the following table regarding the seat of the
cavity :—The cavity involved both posterior horns in 21 cases;
both anterior horns in 14 cases; the right anterior horn in 5
cases ; the right posterior horn in 5 cases ; the left anterior horn
in 5 cases ; the left posterior horn in 6 cases.

The grey commissure is almost always destroyed by the
neoplasm, while the anterior commissure is very seldom
involved ; still Schultze, Simon, and Schiippel record cases
where the anterior commissure participated in the lesion.

The white columns of the cord are affected in the way to be
mentioned. The anterior columns are almost always left intact ;
degeneration of the lateral columns, especially of the pyramidal
tracts, has been recorded not infrequently ; moreover, symptoms
of spastic paraplegia have been found in a number of cases, so
that the symptoms of amyotrophic lateral sclerosis afford clinical
evidence of changes in the pyramidal tracts.

The posterior columns are the most often affected by the
lesion. Their anterior extremities, being in contact with the
grey commissure, are very liable to early invasion. Wichmann
in his work, which is founded on the analysis of 32 cases,
arrives at the conclusion that the posterior columns were
involved in 18 out of the 32, i.e., in 60 per cent. of the cases.
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may be so complete that an actual partition is formed dividing
the canal info two parallel tubes.

It “not infrequently happens that no trace of the central
canal can be found, the proliferation of the neuroglia cells.
having led to its obliteration and total disappearance. - This
takes place most frequently when a cavity of considerable size
is present, leading to alterations in the shape of the organ. At
other times, traces of the canal, in the form of a slit lined with
epithelial cells, are to be found, or there may be aggregations
of cylindrical cells at the spot where the central canal should
have been.

The important point, however, to bear in mind is that
Westphal, Simon, Biumler, and Schultze have all been able
to establish the integrity of the central canal and its entire
independence of the cavity.

It follows that the central canal is not a factor requisite to
explain the origin of the cavity.

In some cases, however, the fusion of the canal and the
cavity has been recorded, the one opens into the other, and
they are united for some distance. We have been able to
investigate the manner in which this fusion occurs in certain
preparations. Microscopic examination, as will be shown later
on, enables one to distinguish what portion belongs to each
eavity.

In short, in syringomyelia the central canal may oceupy its
usual place, or deviate considerably from the normal position,
being pushed towards the side of the cord. It is almost always
situated in front of the cavity, of which it is quite independent,
or with which it may unite for a greater or less extent ; it then
accidentally comes to form part of the walls of the cavity,

C.—The Glioma.

According to some authors, glioma is so intimately associated
with syringomyelia that the two terms have become almost
synonymous.

But, in the first place, what is meant by glioma? Itis well to
remember that authorities are far from being agreed as to what
this term should signify. Its origin and nature are still a
matter of dispute. Should it be placed in the class of
neoplasms, or is it an inflammatory product? The classical
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differs completely from ordinary connective tissue in its origin;
connective tissue is derived from the mesoblast, while neuroglia
originates from the epiblast. It is developed chiefly in the
region of the future central canal, and it is found in the greatest
quantity in this locality, but is also present in the grey matter,
and to a less extent in the white matter of the nervous system.
It is formed by differentiation of the epithelial cells of the
ependyma, and the fibrils of which it is composed, as we shall
have the opportunity of showing, are in all respects comparable
to the protoplasmie filaments which Ranvier has described in
the malpighian layer of the epidermis. Such a comparison is
permissible seeing that we are dealing with two derivatives of
the epiblast. Renaut has carried his investigation even further;
he has proved that the epithelial cells of the ependyma do not
differ practically from nerve cells. On consideration, the relation-
ship will be found to be very mear, for they may become
transformed into nerve cells and under certain conditions may
take the place of nerve cells; in short, to make use of Renaut’s
expression, they are really “nerve cells in the latent condition.”
Neuroglia is therefore not merely connective tissue, for it differs
In its origin and in its properties.

This view has received further confirmation in a work by
Chaslin,* which quite recently made its appearance. In the
course of his researches on cerebral glioma Chaslin has had
occasion to show that the two tissues, by their histo-chemical
reactions, admit of differentiation. *In conclusion,” he writes,
‘““the cell elements, in sections prepared hy hardening in
potassium bichromate, resist successfully the action of a 40
per cent. potash solution ; after washing in water, and then in
concentrated acetic acid, they retain the red stain of plerocarmine,
and they are not destroyed by the action of formie glycerine.
Connective tissue treated in the same way swells up and loses
the colour. A section of the spinal cord similarly treated
ﬂhowla the pia mater swollen and colourless, while the neuroglia
remams unaffected ; and after the action of a 53 per cent.
solution of alcohol, .its fibres remained stained with carmine,
while all other varieties of connective tissue that we have
experimented with lose the colour.”

We have repeated the series of chemical reactions indicated

* Chaslin, Journ, des connaissances médicales, No. 12, 1889,
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with this distinction, that they are much more numerous than
in normal neuroglia. The fibrils which separate the cells vary
greatly in number and in length. They may be followed in
suitable preparations for a great distance, and their direction
may be straight, sinuous, or occasionally even retrograde.
According to Ranvier® these fibres neither branch nor anasto-
mose, and are of protoplasmic origin, being direct prolongations
from a cell. Ranvier compares them to the protoplasmic fila-
ments which he describes in the skin. These fibres, viewed as a
whole, form a complicated network, crossing each other in all
directions, and small nodosities are to be seen at the point
of crossing ; these, perhaps, represent cells reduced to their
nucleus, or may be true nuclear hodies.

In addition to the very fine fibrils, which are much the more
plentiful, there may be seen, in certain sections, fibres of much
greater thickness, for they can be distinguished with a low
magnifying power. These fibres do not seem to occupy any
special situation, but are scattered throughout the growth,
and may even be found in the vicinity of the central excavation.
They are at least four or five times the diameter of the finer fibrils,
and are arranged in elongated, sinuous bundles, irregularly
twisted on their axes, exactly resembling fragments of twisted
tow.

All these fibres enclose small elongated spaces or very small
clefts containing liquid, granular débris, and sometimes fine,
isolated fibrils.

Besides these, the special elements of the glioma, there are
blood vessels arising from the large vessels, which normally
exist in the vicinity of the central canal. According to Mlle.
Biumler there is a principal artery in the glioma, running in a
longitudinal direction, and giving rise to branches, and ulti-
mately to capillaries, which are arranged in horizontal planes ;
these ramify and anastomose with each other so as to form a
rich niat-wnrk of blood vessels in the tumour. In some cases,
according to Mlle. Biiumler, these vessels are absolutely healthy,
but in a great number of cases they show alterations in the form
of considerable thickening of their walls, especially of the tunica

| externa. Arteritis obliterans has not been mentioned by any
a - H * r T - 3
writer. The vessels appear less numerous in the nelghbourhood

* Ranvier, Bullet, de I Académie des Sciences, § Juin, 1882,
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seen the prolongations from the cells continuous with the fibres
of the reticulum. To this variety of tissues we have given the
name of ¢scléreux réticulé.” The difference evidently exists
between the two varieties of tissue in name only.”

The second form, described by Schultze, is much more typical.
The elements of the neuroglia increase in mass, and compress
and destroy all the nerve structures, and in course of time
occupy their place : this process leads to the formation of a kind
of foreign body, i.e., a true neoplasm, which in some cases has
all the aspects of a tumour. It is to this form that Schultze
confines the name gliomatosis ; it is in reality a glioma.

Under the name of hypertrophy of the ependyma, Lancereaux,*
in 1861, gave a wonderfully exact description of glioma., “On
making a section of the cord, one finds at its centre a greyish,
eylindrical, and very resistant body, about the thickness of a
penholder or pencil. This column extends from the upper part
of the cervical region to the lower portion of the lumbar region,
where it terminates in a pointed extremity. It is readily
separated from the substance of the cord which surrounds it on
all sides.”

In a typical case the glioma has the form of an elongated
tumour; its vertical dimensions greatly exceed the transverse
and anteroposterior: it has therefore with good reason been
compared to a rod imbedded in the centre of the cord. This
elongated form has attracted the attention of writers ; but if it
is recognized that the glioma has its origin in the ependyma, it
is not difficult to see that it may retain the form of the tissue
from which it avises, and thus assume an elongated appearance.

On cross section the glioma sometimes shows a rounded
form; at other times it appears to have mainly developed
transversely, and sent out prolongations towards the peri-
phery of the cord. It varies greatly in extent; sometimes it
traverses the entire length of the cord, giving rise to a firm
core. Far more commonly, however, it is located in the cervical
enlargement. Reisingerf has explained its choice of this locality
in the following way. The cervical region is much the most
subject to slight but repeated injuries, because the cervical
portion of the spinal column is the most mobile ; it thus becomes

* Lancereaunx, Bullet. de la Soc. de Biologie, 1861,
t Reisinger, Virch. Arch., B. XCVIIL., 1884,
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the steps in the evolution of the glioma, the full development of
the tumour, and the formation of a cavity, which gradually
enlarges and which brings about a gradual collapse of the cord.
This cavity, whose origin has given rise to so many theories, is
surrounded by neuroglia which has the appearance of a smooth
membrane, fibrous in character, of varying thickness, and
considered by many authorities to be of the nature of connective
tissue. At first sight this membrane appears uniform in
structure, but closer examination reveals that the part next to
the cavity is distinetly fibrillar, and that the fibres have been
compressed together so as to assume the appearance of a mem-
brane. When the cavity is still only a simple cleft, fibrils may
be seen crossing it, entering:it, and terminating in a free
extremity.

The boundary wall of the cavity is thus a membrane of a
yellowish colour, staining badly with picrocarmine. It 1is
smooth, or at least appears so, on its Inner surface; externally
its structure becomes gradually looser, and is continuous with
the tissue of the neoplasm. This lining membrane is irregularly
sinuous in its outline, and gives rise to little papillomatous
projections, sometimes visible to the naked eye, which extend
into the interior of the cavity. If one examines the membrane
with care its presence may be made out even before the cavity
is formed. It appears like a wavy or plaited membrane, en-
compassing the portions of the glioma which are beginning
to degenerate. Further researches are, however, necessary to
clear up this point. But it is readily noticed, when the cavity
is formed, that a portion of the membrane may become detached
as a wavy line—just as the epidermis may hecome detached
from the true skin—and float off within the cavity. One need
not, however, attach great importance to this circumstance, for
it may be due merely to an accident in preparing the specimen.

The wall of the cavity is also fibrillated ; it has the character
of neuroglia undergoing proliferation, and does not really differ
from the rest of the growth; and although it has certain
distinguishing characters, these are in a great measure due to
the liquid exuded into the cavity exercising eccentric pressure
upon the tissue constituting its wall, and thereby rendering it
more compact.

Some investigators have found cylindrical epithelium lining
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the cavity, and we have been able to verify this ina considerable
number of sections. At the same time it is almost universally
stated that the epithelium oceurs on a portion of the wall only,
and this is on the anterior segment, an observation which we
have been able to corroborate. The most plausible explanation
is that the cavity has united with the central canal. At a certain
point of its development the cavity extended up to the central
canal, and then joined with it, so that the portion lined with
epithelium really belongs to the central canal; and it is by
accident, therefore, that the canal contributes to form part of the
wall of the cavity. Moreover, the characters of the epithelia
show that they are identical with those which normally line the
central canal. It should also be remembered that the central
canal frequently gives rise to diverticula. One of these may
open into the cavity, and it may then be possible to observe, as
we have had opportunity to confirm, a portion of the cavity
wall lined with epithelia, and yet the central canal, slightly
distorted and lined with its own epithelia, at the side or in
front of the cavity. On examining a series of sections one is
able to follow the gradual approach of the two cavities and their
ultimate union,

Raymond® has even asserted that the epithelium may pro-
liferate, and expresses himself on this point as follows :—*The
part played by the epithelium in the development of the neoplasm
is difficult to determine. This is certain, however, that when
preserved it is found to be much increased. The cells in the
first three or four layers still retain the eylindrical form, but
the others become more or less rounded, and extend into the
substance of the neoplasm.”

Our explanation of the presence of the epithelium appears
to be well founded, but it is not difficult to imagine that the
epithelium might be regarded as a vestige of the embryonic
cellg, from which the neuroglia itself which normally exists in
this region is formed. This being so, it seems to us unnecessary
to conclude, as Simon does, that epithelium may form on any
point of a newly-formed cavity. This view appears contrary to
the general laws which regulate the development of epithelium.

Small refractile bodies have also been described in syringo-
myelia, of the size of a red blood corpuscle, rounded in form, of

* Raymond, Aérophies musculnirs et maladies amyothrophigues, 1889,
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a yellowish colour, sometimes isolated and sometimes collected
in groups of three or four, and appearing most abundantly in
the cervical and lumbar regions of the cord. These bodies seem
to be independent of the vessels, from which they are usually
clearly separated, and are chiefly found near the periphery of
the lesion. The presence of pigment in this neoplasm has also
attracted attention, as occasionally the pigment granules are so
numerous that the tumour presents a brownish coloration which
may obscure the features of the growth. It is well, however,
not to attach too much importance to its presence, for accumu-
lations of pigment are not peculiar to glioma, but are to be found
in nearly all chronic affections of the nervous system.

The usual characters of inflammation are wanting in glioma-
tosis. Thus there is no infiltration by leucocytes, the vessels
are not dilated nor gorged with blood, and no new vessels are
formed. In some cases, however, especially at the periphery of
the tumour, signs of irritation have heen described, such as
vascular injection, rupture of blood vessels, and the occurrence
of true hemorrhagic foci. These intercurrent hamorrhages
serve to explain the ““strokes™ or apoplectiform attacks which
we have already described as occurring in the course of the
disease, but they are obviously epiphenomena.

The nerve tubes also suffer change during the process of
increase of the neuroglia. They are first displaced and then
separated by the new growth, the prolongations of which force
their way between the nerve elements; in this way they are
compressed and broken up, and finally disappear. As the
process advances very slowly, the nerve fibres disappear only by
degrees, and this apparent tolerance of the nerve tubes affords
an explanation of the absence of clinical manifestation occasion-
ally for a long period. On examining a section treated by
Weigert’s method, all traces of nerve elements in the neoplasm
are found to have vanished; on approaching the periphery of
the glioma, oceasional scattered nerve tubes, recognizable by
their myeline, are to he found, and at the extreme limit the
nerve tubes again become normal. When the glioma attacks
the posterior cornua, as it nearly always does, the nerve cells
disappear more or less completely. Usually the cornua are
d15‘.corted and compressed, and sometimes separated from the
mamn mass of grey substance by the tumour, The cells of the
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anterior horns, especially in the cervical enlargement, are
similarly affected, becoming granular and then atrophied. In
some cases the grey matter totally vanishes, and its position
18 occupied by the glioma.

The information which we have sought for in the literature,
concerning the microscopic appearances of the affected nerve
elements, is very incomplete. Little is known regarding the
changes in the nerve cells; it is certain that the nerve fibres
may remain normal for a very long time. The medullary sheath
is first affected, becoming swollen, degenerated, and transparent,
and finally indistinguishable from the neuroglia. The axis
cylinder resists for a much longer time. Schultze has shown that
it may remain intact after the medullary sheath has disappeared.

The changes in the white substance will not detain us long.
The neuroglia of the white columns may participate in the
process of proliferation, and this usnally happens in the posterior
columns, a situation readily affected by the growth, although
it is not usual to see the whole of these columns invaded.
Secondary degenerations, such as are seen whenever a tract of
fibres is cut off from its trophic ganglia, may also be present, i.e.,
ascending degeneration when the afferent fibres are involved,
and descending degeneration when the efferent fibres are con-
cerned. According to Grasset, the white columns must become
affected before these degenerations can take place. Degeneration
of the pyramidal and cerebellar tracts has accordingly been placed
on record, but it is in no way characteristic of syringomyelia.

The spinal meninges remain normal in the great majority of
cases. Some writers, however, have stated that when the lesion
reaches the periphery of the cord the meninges may be subject
to chronic inflammation and show an abnormal development of
blood vessels, adhesions ultimately forming between the mem-
branes. Simon has observed that the position of the cavity
sometimes corresponds to a patch of chronic meningitis. He
has had several opportunities of verifying this, and suggests that
it may not be a mere coincidence.

The spinal nerve roots are in the great majority of cases intact,
but atrophy of the anterior roots has been mentioned in one or
two cases.

The spinal nerves have been examined in a very limited
number of cases; they have sometimes been found healthy, but
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we are still unable to form a definite opinion regarding the
condition of the peripheral nerves.

We do not intend to deal with the secondary changes which
affect the skin, subcutaneous tissue, museles, bones, and joints.
We had the opportunity of seeing a case under the care of
Charcot—arthropathy affecting the elbow joint, characterized by
considerable deformity and the formation of many foreign bodies
within the joint, some of them free, and some of them pedunculated.

_—

CHAPTER V.
PATHOGENESIS.

Ix the chapter devoted to the historical sketch of syringo-
myelia, we have shortly pointed out the phases through which
the various conceptions, held by observers regarding this
singular disease, have passed. A large number of views have
been put forward, and, on perusing the treatises of nervous
pathology, one is astonished ab finding how numerous the causes
of syringomyelia are stated to be by some authorities.

Erb gives the following seven causes of syringomyelia :—

1. Necrosis and softening of the eentre of tumours with
absorption of the degenerated elements ;

2. Softening and absorption of apoplectic foci ;

3. Central softening, of variable extent in some cases, follow-
ing chronic myelitis ;

4. Bxperimental section of the cord (Eichhorst and Naunyn*);

9. Secondary dilatation resulting from the myelitis affecting
the periependyma (Hallopean) ;

6. Chronic meningitis ;

7. Obliteration of the central camal, causing cavity by the
alteration in pressure.

Leyden enumerates the causes of the cavity as follows :—

1. Hydromyelia.

Cysts following spinal hemorrhages.

Cysts the result of acute or chronic myelitis.
Absorption of an apoplectic focus.

Myelitis with softening,

Accumulation of serum in the central canal.
. Degeneration of an intramedullary tumour.

* Eichhorst and Naunyn, Arch. . Ezp. Path, und Pharmak., 1874.
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he still thinks that hydromyelia is the predisposing cause of
syringomyelia. In short, it ought to be considered a congenital
disease, due to an anomaly in development of the cord ; this
anomaly consisting of incomplete closure of the primitive groove
on the posterior aspect of the cord. In the embryonic state a
cavity of considerable size exists in the central region of the
cord in place of a canal.

Kahler and Pick® bring forward some new facts in support of
Leyden’s theory. In reality, they say, several cavities may be
- present in the cord, and yet not give rise to any symptoms.

They conclude that these cavities may be diverticula of the
central canal, and that it may have several separate channels in
a portion of its extent ; lastly, that the condition may remain
latent in adults, just as hydromyelia may remain latent in
children.

Kahlert has again recently advocated the view that the cavity
depends upon a hydromyelia. “In typical cases of central
cavities in the cord the aperture is due to dilatation of the
central canal. The proof of this lies in the comparatively
frequent presence of epithelial cells more or less completely
lining the cavity, even when it occupies an abnormal situation
or is multiple. If the disease gives rise to clinical signs,
destructive changes of the nerve parenchyma around the
dilated central canal are likewise present. These changes I
attribute, provisionally at least, to chronic inflammatory
processes, which I would place in the same category as the
ordinary sclerosis of the central nervous system.”

Harcken? also helieves that the spinal cavities are either
dilatations or diverticula of the central canal: that they may
become the starting point of a cavity, and increase in size,
owing to destructive changes in the tissues forming their walls.

We prefer, however, to think with Charcot that hydromyelia
is simply a malformation resulting from dilatation of the central
canal—a sort of anatomical anomaly, the clinical history of
which is little known. The name ‘hydromyelia® should be
reserved for the dropsical distentions or other dilatations of the
cenfral canal, and the word * syringomyelia® for the cavitics

* Kahler u. Pick, Prager Vierteljahvsch., T. CXLII., 1879.
t Kahler, Prag. med. Wachensch., 1888,
I Harcken, Thise de Kiel, 1883,
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that they have been accidentally produced. Sometimes their
contour is sharply defined, as if they had been punched out.”

According to a considerable number of authors, syringomyelia
is a variety of myelitis, This view has been supported in France
by Hallopean and by Joffroy and Achard.

Hallopeau® was the first to affirm that the cavity in the cord
resulted from myelitis. In his opinion it is a chronic myelitis,
located specially in the vicinity of the ependyma, very slow in
its course, and terminating in sclerosis. In Hallopeau’s case
there was a focus of softening in the medulla oblongata, from
which the irritation spread to the cord. Here it took the form
of a diffuse interstitial myelitis, chiefly confined to the connective
tissue surrounding the spinal canal ; then followed degenerative
changes and subsequently partial destruction of the sclerosed
tissue, leading to the formation of a cavity. The dilatation of
the central canal plays only a very minor part in the formation
of this cavity.

In a recent brochure, entitled * Myélite Cavitaire,” Joffroy+
and Achard agree with Hallopeau that we have to deal with
a myelitis of the periependyma. As proof of the inflammatory
nature of the lesion they say : *“ We found at the superior and
inferior margins of the lesion small canals, where the area of
disintegration was about to disappear or had disappeared. In
this situation the cord presented the characteristics of a diffuse
sclerosis, sitnated usually around the central canal. We found
in the sclerosed tissue only those signs that are present in all
patches of sclerosis. One encountered dilated vessels with
thickened walls, but there was no evidence of any greater
vascularity than usual, except in the walls of the membrane
which bounded the cavity. It seems to us, therefore, that there
1s no reason to substitute the word * gliomatosis * for ¢ myelitis.’
As for the cavities, they are only, so to speak, accidental
phenomena in the course of the myelitis.”

Joffroy and Achard explain the origin of the lesion by the
distribution of vessels in the cord, as follows : “ The white sub-
stance receives most of the peripheral vessels through the pia
mater, while the grey matter is supplied by numerous important,
vessels, situated in the neighbourhood of the ependyma. The

* Hallopean, Gazetfe médicale de Pariz, 1870,
1 Joffroy et Achard, Archiv de Physiol., 1887,
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central canal and the cavity; the latter being as a rule only a
diverticulum of the central canal. Can we distingunish the
cavities derived from the central canal, from those which have
their origin in its diverticula? Langhans believes that we can.
The former are situated in the grey commissure or in the
cornua, and are frequently lined with epithelium. The latter are
located in the anterior part of the posterior columns, or between
the columns, and never show epithelium. The wall makes its
appearance after the formation of the cavity, It is composed
of connective tissue, and has a fibrillated structure, sometimes
with a more or less granular ground substance and oceasional
cells. This wall is a hypertrophy of the neuroglia. It has
usually a regular outline, but may sometimes be irregular and
push projections into the interior of the cavity. According to
Langhans the wall does not exist before the cavity.

Langhans’ view, shortly expressed, is that we have an
cedema produced mechanically, and this leads to disintegration
of the elements of the grey substance, increase in size of the
lymphatic spaces, and the formation of a cavity containing
lymph,

This theory may be appropriately applied to a limited number
of cases; but it is well known that in the majority of instances
tumours of the mesencephalon exist without syringomyelia, and
likewise that syringomyelia exists apart from tumours of the
mesencephalon.

III.

The great majority of writers now agree that syringomyelia,
as a rule, resulfs from the softening of a tumour—medullary
gliomatosis. Grimm® was the first to record, in an article on
muscular atrophy, two cases in which cavities in the cord were
coincident with glioma. But to Simon and Westphal the
honour belongs of having shown that the relationship between
the cavity and the glioma is of the most intimate character, and
that the cavity forms in the glioma, and at the expense of the
glioma, by disintegration of its elements.

At the present day this theory is accepted by Schultze,
Kahler, Biiumler, Roth, Bernhardt, Charcot, and Déjerine.

How is the formation of the cavity in the glioma to be

* Grimm, drch, de Virchow, T. XLVIIL., 1860,
7
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word syringomyelia for those that are independent of this canal.
In hydromyelia, according to the conception of Chiari, the cavity
is the primary condition and the gliomatosis secondary; while
in true syringomyelia there is always a degeneration of the new
growth leading up to the formation of the cavity.

We consider it inadvisable to farther obscure the signification
of these terms. The word hydromyelia should be left in its
primitive sense to signify a dilatation of the central canal. If
. in syringomyelia the cavity happens to unite with the central
canal, this fusion is quite of minor importance, as we have
already pointed out. Moreover, the central canal may present
| a dilatation simultaneous with the existence of a syringomyelitic
cavity, the two lesions being independent of each other. It is
likewise interesting to bear in mind that a dilatation of the
cerebral ventricles, with thickening of their ependyma, is present
in some cases of syringomyelia. Turner® reports one of this
| kind, in which there was dilatation of the cerebral ventricles, and
| at the same time every section showed that the cavity was quite
. independent of the central canal of the cord.
| It is thus evident that a cavity may form in the cord quite
. apart from the central canal. One may even be able to trace
the stages in its formation. On section one sees that the
gliomatous tissue has, in certain places, become less compact, of
a greyish colour, and of a gelatinous consistence. With the
microscope it is possible to follow the changes in the fibrils and
| cells. Tn one of our sections we could make out a wavy line
surrounding the disintegrated area, and it is probable that this
represented the future cavity and the future membrane in
process of development. At a slightly different level there is an
actual loss of substance and a cavity iz formed. The wall of
this cavity, though at first not differing from the rest of the
neoplasm, may become altered; the cavity being filled with
fluid, exercises an eccentric pressure upon the tissue. It
. gradually increases in size by pushing back the boundary wall,
! the tissues of which under the compression become converted
| into an encloging membrane.

According to our own researches, it does not seem likely that
| the cavity is formed through necrotic softening, and we have
| never met with obliteration of the vessels in any of our prepara-
* Turner, Transact, Pathol, Soc., London, T, XXXIX.
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How can the disturbances of senzation be explained ? Thysi-
ologists do not agree as to the course which the impressions of
touch, pain, and temperature follow in the cord. Brown
Sequard, for example, believes that tactile impressions pass
through the anterior part of the grey matter, painful sensations
through the posterior and lateral parts, while thermal sensations
are conveyed through the median grey matter; likewise that all
these conducting tracts cross and recross each other in the
cord. _

Schiff, after a great many experiments, comes to the con-
clusion that tfactile impressions are conveyed through the
posterior columns, while thermal and painful sensations make
their way through the grey matter.

More recently, Herzen® has advanced another hypothesis.
He divides thermal impressions into two distinet sensations.
Impressions of touch and of cold are associated together in one
part of the eord, and sensations of pain and of heat in another ;
the former being conveyed through the posterior columns, the
latter through the grey matter. Herzen bases this distinction
upon the fact that, when the nerves undergo compression, the
sensations of touch and of cold disappear earlier than the
others. He therefore concludes that there are two thermal
senses, the one for heat and the other for cold, and that they
are independent of one another both anatomically and physio-
logically.

The clinical and anatomical study of syringomyelia has brought
to our notice that changes in the posterior cornua may correspond
to the abolition of painful and thermal sensations, while pre-
servation of the sense of touch is accounted for by integrity of
the posterior columns. This syndrome is accordingly a decided
confirmation of Schiff’s theory. The anwsthesia to heat and to
cold are always observed simultaneously ; when this does not
occur, they ave dissociated only at the periphery of the
anesthetic areas. We have therefore good reason to believe
that impressions of heat and of cold are conveyed through the
grey substance, and if separate condacting tracts exist, they are
very close to each other.

Roth has pushed the hypothesis still further, and suggests
the sensations of pain and of temperature follow different tracts,

* Herzen, Arch. de Pliger, T. XXX VIIL.
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Lastly, every form of injury should be particularly guarded
against, as, even from trivial causes, the consequences are likely
to be much more serigus than patients would readily realize.

CoONCLUSIONS.

1. Syringomyelia due to gliomatosis of the spinal cord, which
has more particularly been the subject of this work, ought at
the present day to have a definite position in the nosology of
spinal affections. :

2. It manifests itself clinically by special derangements of
sensation, consisting of analgesia and thermo-anmsthesia with
persistence of tactile sensation, by muscular atrophy which
usually is of the Aran-Duchenne type, and by many and
diverse trophic disturbances.

3. Owing to its symptomatology syringomyelia admits of
diagnosis. Moreover, this diagnosis has been frequently verified
post-mortem.

4. The only variety of syringomyelia presenting well known
clinical symptoms is that due to gliomatosis of the cord, that is
to say, to a particular lesion of the neuroglia, which we consider
different from connective tissue in its origin and in its miecro-
chemical reactions.

5. This form of syringomyelia usually leads to the formation
of a cavity, central in position, and of considerable size, and
occupying a great extent of the cord, and simulating hydromyelia,
with which it has often been confounded.

6. The gliomatosis of the cord undergoes excavation. This
fact is assured, but we are still ignorant as to the reason of the
excavation. Whether it does or does not excavate, it gives rise
to the same symptoms.

The following two typical cases have been selected from those
recorded in Bruhl's work :(—
' Case L.

Reported by M. Isaac Brull.

Muscular atrophy of the Aran-Duchenne type; j:n'esg:-'z_rmtim of
the sense of touch ; analgesia ; thermo-andwsthesia ; scoliosis.

Paul B., 28 years of age, a clerk by oceupation, admitted to
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the Andral Hospital under the care of Dr. Debove, on the
18th January, 1889. _

Famaly history.—Father, 78 years of .age, has always En']ﬂ};'e{l
good health: not of a nervous temparament... .Mothe.:r died
at the age of 46, cause unknown: never exhibited signs of
neurosis. Two brothers,- the one in good health, the other
died of acute pulmonary tuberculosis when 43 years old. Two
sisters, the one living and well, the other died in childhood.
‘No history of insanity in the family; one cousin committed
suicide. .

Previous history.—During the earlier years of life the patient
was inclined to be strumous and badly developed ; no signs of
rickets. When 144 years of age he had a severe attack of
typhoid fever, lasting about two months, and showing nervous
symptoms with protracted delirium. At the age of 16} scoliosis
appeared and developed rather rapidly, the curvature becoming
more prominent during the two years following, thereafter
remaining stationary: it involves the lower dorsal and the
upper lumbar vertebreze, the convexity of the curve being
directed towards the left. The maximum deviation from the
median line measures three centimetres, and corresponds to
about the level of the ninth dorsal vertebra. A slight com-
pensatory curve is situnated in the upper dorsal region with its
convexity directed towards the right.

When 18 years old he commenced to drink in excess,
indulging in wine, spirits, and absinthe ; he also smoked heavily.
These excesses continued for 15 years and appear to have been
well withstood, for one can scarcely find any indications of
alcoholism.

The patient has not been subject to migraine ; has never had
rhenmatism for syphilis, no traces of the latter being in evidence.
In 1879 he acquired gonorrhea, which lasted several months.
In 1880 he fell on the right knee: in spite of the rather severe
| injury he experienced no pain, and was even able to continue
|  using the limb in walking. The next day, however, the knee
assumed alarming proportions; in spite of the absence of pain
he deemed it advisable to enter hospital, where the knee was
- scavified and cupped, this treatment being unattended by pain,
| Since this accident he has been subject to a limp.

Onset of the disease.—The patient thinks that the disease

R T
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the lower third of the thigh. On the upper two-thirds +ﬂf the
thigh the appreciation of temperature exists, but is Very tmper-
feet ; heat and cold, however, produce impressions which ena.b!e
them to be differentiated. On the face temperature sense 1s
normal. On the trunk thermo-anssthesia is incomplete, with
the exception of the right half of the thorax, where there is an
actual hypersesthesia ; in this situation heat and cold give rise
to feelings of pain.

The sense of temperature over the surface of the body of this
patient could accordingly be represented as follows :—

1. Absolute thermo-ansesthesia on the upper extremities, and
on the lower with the exception of the upper two-thirds of the
thighs, 3

2. Partial thermo-ansesthesia on the upper two-thirds of the
thighs and on the trunk, exclusive of the right half of the
thorax.

5. Hyperzwesthesia on the right half of the thorax.

4. Normal sense of temperature upon the head.

- The thermo-angesthesia in conjunction with the analgesia is
such that the patient made a deep burn on the sole of the foot
without feeling pain or knowing that he had burnt himself,
Moreover, he bears numerous marks of old burns. He does not
recognize the temperature of a bath until the upper portion of
the thighs are submerged. Quite recently he burnt his leg
while warming himself by the fire.

Some of the mucous membranes participate in the disordered
sensation ; those of the nose and the glans are ansesthetic ; the
cornea and conjunectiva are similarly affected. The buceal,
lingual, rectal, and urethral mucous membranes are normal.
On the tongue, however, thermal sensation is partially de-
ranged, but not so as to endanger burning the mouth on taking
food.

There is no disturbance of the special senses—no contraction
of the visnal field, All the organs are healthy.

MoTIon,

: i1 L:?:::e_r Eatremitios—The patient walked well up to the
time ?t his accident (1880); thereafter walking with a limp,
but; without fatigne. A year ago a condition of paresis aflected

B e
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the lower limbs, and gradually advanced so that walking was
rendered difficult. Muscular atrophy, chiefly involving the
left side, also appeared. The right calf measures one centi-
metre in circumference more than the "left. The atrophy
is most noticeable in the gastrocnemii and quadriceps ex-
tensor, :

2. Upper Eatremities.— A, Right side.— Atrophy of the
museles of the right hand at once attracts attention ; it com-

menced in the hypothenar eminence, which has now entirely |

disappeared. The thenar eminence is also much wasted. The
interossei can hardly be said to exist, for the intermetacarpal
spaces show great definition. The hand presents the appearance
of the ““ main de griffe,” the phalanges being flexed upon each
other, and the fingers flexed upon the metacarpal bones; the
degree of flexion varies, being most marked in the little finger,
and diminishing progressively towards the index finger, which
1s extended normally.

The chief movements are, however, still possible ; the patient
can close his fist, the thumb can be effectively opposed, the
movements of abduction and adduction of the fingers are
alone abolished. Muscular power of the hand is markedly
diminished, the needle of the dynamometer never pointing
heyond the number 9, when grasped by the patient.

The forearm is wasted, chiefly in its lower extent; the
epitrochlear and epicondylar muscles retain their normal out-
line. The deltoid presents some wasting; the shoulder is
flattened, the bony processes standing out beneath the skin,
but still the shoulder movements can be duly effected.

B. Left side—The hand shows undoubted atrophy, though
not nearly so extensive as on the right hand. There is no
deformity of the hand; the fingers are extended, and all move-
ments can be performed. The interossei alone appear wasted ;
the deltoid seems slightly diminished in size. Muscular power
is defective, the dynamometer not registering more than 19.
Muscles of the head and trunk are intact.

The electrical reactions, as tested by M. Vigouroux at the
Saltpétriere on the 80th March, 6th and 9th April, gave the
following results :— .

1. Reaction of degeneration.—A. Complete in the third left
palmar interosseus, and the left common extensor of the toes.
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B. Partial in the right and left anconeus and the left fourth
interosseus.

2. Absence of 11espmlse both to galvanic and faradic currents
in the muscles of the right hypothenar eminence, the left
exténsor longus pollicis, the left peroneus brevis, the left
gluteus maximus, and the long head of the biceps of the right

thigh.
3 Response to faradic but no response to galvanic current in

the left external and internal gastrocnemius (thr: right external

gastrocnemius contracts only on using a very strong current).

4. The other muscles present no ahnm mal electrical reaction.
It should be noted that some of them, especially on the left
side, require a comparatively strong current to elicit contraction.

The patient does not present any trophic lesion of the skin
or subcutaneous cellular tissue.

Reflewes.—The tendon reflexes of the upper extremities are
diminished. The left patellar tendon reflex is totally abolished,
the right slightly exaggerated, so that one is led to suppose
that the lesion has involved the left posterior column and the
right lateral colnmn. The pharyngeal, cremasteric, abdominal,
and plantar reflexes are normal.

The pupils are equal, and react well to Iight and on
accommodation,

The genital function seems to he slightly affected; there
is no impotence, but a diminution of the sexual appetite is
present. No disturbance of the sphincters has yet shown itself.

‘Micturition is normally performed ; incontinence and retention of

urine and feeces have never been present. For some considerable
fime urination has been frequent and urgent. Micturition is
performed every hour, and is accompanied by a good deal of
straining. Expulsion of the first few drops of urine is painful
and requires effort; there is also some polyuria, the quantity of
urine passed exceeding 2 litres in the twenty-four hours. The
urine 1s turbid and freely ammoniacal ; the microscope shows
numerous pus cells; otherwise it contains no albumen and no
sugar. Urethral stricture, as one might expect after gonorrhea,
cannot be detected by catheterization.

The urinary troubles have remained stationary for about a
year, and have not in any way affected the general health of the
patient, which has continued satisfactory.
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In the meantime (about the age of 25) curvature of the
vertebral column, with the convexity directed {“.m\-'arﬂ.s the left,
appeared. The patient remembers that at this age his mother
remarked to him upon the shape of his shonlders.

About 30 years of age the right hand was attacked in the
same way as the left. Atrophy advanced very Slfjwl}", 50 that
the impairment of muscular power did not reach its maximum
till the age of 40, since which it has remained stationary.

During the last 10 to 15 years the patient has suffered frr:r:n
time to time from left facial neuralgia, the pain sometimes
radiating towards the heart. Painful contractures of the
muscles have also supervened during the last 4 or o years.

When 33 years of age the patient says that he suffered for six
months from the sensation of a ball, with constriction and
suffocation, in the throat, and a feeling of extreme pain in the
head. The attacks recurred almost every second day. They
have not again made their appearance.

Apart from the muscular atrophy and other symptoms we
are about to describe the patient feels in good health. The
thoracic and abdominal organs act normally; sexual appetite
persists.

Piresent condition.—There is well-marked atrophy of the left
thenar and hypothenar eminences. Hand “en pgriffe.” Less
wasting of the forearm, where some movements of pronation
and supination still persist.

Right hand is less atrophied than the left. The last three
fingers are fixed and contracted and cannot be extended. Some
of the movements completely lost on the left side still persist on
the right.,

Fibrillary twitchings in all muscles of the body.

Sharp intermittent pains in the right heel.

The reflexes of the upper extremities are normal. Pateliar
tendon reflexes are greatly exaggerated on both sides. Gait is
rather good, but there is a slight embarrassment in raising the
feet from the ground.

T'wo eschars are to be seen on the palmar aspect of the thumb
and index finger, resulting from burns produced, unknown to
~ the patient, by the cigarette. They have been in existence
since he was 17 years old.

Sensibility to pain is abolished in the upper extremities to

8







TWO TYPICAL CASES (CASE IL). L 15

Flectrical examination (made by M. Vigouroux on the 10th
Julv. 1889). The interossei respond neither to the faradic mor
On the whole the musecles, which are more

gulr;n:[u currents. .
or less intact, may be said to t'vr';n,-'u;'! normally.
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A CASE OF CEREBRO-SPINAL SYPHILIS,
WITH AN UNUSUAL LESION IN THE
SPINAL CORD.

By Hexry M. Tromas, M.D.
_‘_, —

CLivicAL SumMaRY.—Mule, et. 33. No syphilitic Instory.
Paralysis of right siwth cranial nerve, accompanied by intense
headache in January, relieved by freatment. In May, lLeadache
and paralysis of the left fourth nerve. In November, paralysis of
the left third and fourth nerves. Weakness of the muscles on the
vight side of the body, with slight sensory changes. Inereasing
coma. Death.

ANATOMICAL SuMMARY.—Syphilitic orchitis. Syphilific end-
arteritis (qummatous) of cerebral arteries. Gumma on left third
nerve, involving left erus. Gummata on left fourth, right siath,
winth, and twelfth nerves and in brain, Gumma on anterior roots
of third cervical merves. Meningitis of cord. Poliomyelitis of
lumbar enlargement. Hyaline degeneration in the wall of the
small arteries.

The patient was first seen at his house two weeks before his
death, when his mental condition was such as to make it
impossible to obtain from him any reliable history of the cause
or beginning of his illness,

His friends were able to tell but little about his previous
history, so that the notes which were taken on his admission to
the Hospital are incomplete. However, through the kindness of
Dr. Hiram Woods, who saw the patient several times, and who
has lent me his notes, I have been able to add some important
facts which explain in an interesting way the lack of agreement

between the symptoms noticed during life and the condition
found at autopsy.

This case seems to me again to emphasize strongly the im-
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portance of a full and accurate history of an illness, if we are to
hope for a diagnosis more than partially correct.

The history which was obtained at the Hospital from his
friends was as follows :—

13:5{ ;}K., wot. 33, dyiver; admitted to the Hospital November 14,

Up to the beginning of the present trouble the patient has
been a strong, healthy man. Asa younger man he led a very
irregular life, but his friends do not know whether he contracted
syphilis or not. A little more than a year ago he began to com-
plain of a very severe pain in his head, in the hope of relieving
which he had his teeth drawn. After this operation his mouth
%:-ecame very sore. His headache has persisted in greater or less
Intensity ever since, often being so severe as to prevent his
sleeping at night, and to require the use of opiates. E

Soon after his head had begun to ache, he complained of
seeing double, and went for treatment to the Presbyterian Eye
and Ear Hospital. His friends think his right eye was affected
at that time.

His left eye-lid has been drooping for several months.

From time to time the patient has complained that the right
side of his face felt numb. The weakness in the museles of his
right arm and leg has been noticed only during the last few
weeks, and was discovered by his physician.

The patient had to give up work five weeks ago, and has been
in bed three weeks. His mind became evidently affected on the
13th of November.*

# Abstract from Dr. Hiram Woods’ notes :—

J. K. was seen first on Janunary 28th, 1889. He came complaining of intense
pain in the head and double vision. An examination revealed a paralysis of the
right external rectus.

Vision, 13; eye-grounds normal.

Patient acknowledged having had gonorrheea but denied syphilis, and no
history of secondary symptoms could be obtained,

Iodide of potassinm was given three times a day in 40 grs. doses, and passive
motion was applied to the weak muscle. Under this treatment he rapidly
improved, the musele recovering completely.

In May of the same year he was again seen. He complained this time as before
of intense pain in the head and double vision. His dounble vision tronbled him
when he looked down, TUpon examination all the muscles of the right eye were
found to act mormally. Tests by prisms revealed a weakness of the superior
oblique muscle of the left eye.

Potassium iodide was ordered, but the patient was lost sight of, and so the

result of the treatment cannot be stated.
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Prasent condition.—Intelligence is clounded. He is a,'l'}h:. to
obey commands but his answers are unreliable, as he often gives
different answers to the same question. : .

Eyes.*—The left pupil is dilated ; the right is of normal size.
The left pupil does not react to light, and the right .nnly slug-
gishly. The left eye-lid droops and he is unable to raise 1t. H.e
cannot move the left eye either to the right, up or down; he is
able to move it toward the left.

Face—The muscles which contract and raise the eye-brows,
and those which close the eyes, act well and equally on both sides
of the face. When attempting to expose his upper teeth the
muscles on the left side of the mouth act slightly more than
those on the right. He opens his mouth with difficulty, an.d in
doing so the lower jaw is moved slightly to the right. Thn.:—r right
side of the tongue is higher than the left. The tongue 1s pro-
truded towards the right.

Sensation is practically normal, perhaps a little dull on the
right side. :

Hearing is sub-normal on the right side.

Arms.—Muscular strength of right arm is decidedly below
that of left. The deep reflexes are exaggerated on both sides.

Legs.—The right leg is markedly weaker than the left, The
patellar clonus and ankle clonus are well marked on both sides,
and the plantar and cremasteric reflexes are also very active.

The clinical diagnosis was of a tumour of the left crus,
involving the left third, and possibly the fourth nerve. The
growth was thought to be syphilitic. He was put upon large
doses of iodide of potassium with mercurial inunctions.

The patient remained in practically the same condition except
that he became more and more unconscious.

On November 25th, the note is : “Patient in a semi-comatose
condition, cannot be easily roused, passed a very restless night.
Stiffness in right arm very marked. Patellar clonus very much
diminished, so also the ankle clonus. The knee-jerks are still
active, especially on the right side.”

For 36 hours before death the patient lay in a comatose condi-
flon ; mucus plugged up the respiratory passages; respiration

* An ophthalmoscopic examination was made, and the eye-grounds were found
to be normal ; but as there is no note to that effect in the Hospital history, and I
have fo depend upon my recollection of this point, I have omitted it from the text.
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of the left crns. The gumma appears to be really in the nerve
itself. s

The left fourth nerve as it passes around the crus 1s involved
in a small gumma the size of a split pea; on the right side the
fourth nerve is free.

Fifth nerve, left side, is uninvolved ; right side there is little
matting and adhesion to the dura.

Sixth nerve on left side normal ; on right side the first centi-
metre of the nerve, after emergence behind the pons, is involved
in an ovoid gummatous growth. Running transversely across
this, and adherent to it, is a branch of the basilar artery.

Seventh pair on both sides uninvolved.

The pneumogastric on the left side free; on the right side the
lower two or three roots are involved in a small gumma., The
left spinal accessory and hypoglossal normal.

On the right olivary body, and involving the upper filaments
of hypoglossal, there is an irregular gnmma 12 by 6 mm.; 1t is
attached to one of the posterior cerebellar arteries, a branch of
the right vertebral.

Arteries.—The carotid on both sides normal ; the right anterior
cerebral as it crosses the inner root of the olfactory nerve is hard
and firm, and surrounded by slightly thickened meningeal tissue.
At the anterior communicating there is a small nodular gumma;
the meninges are here adherent, and there is a considerable area
of gummous infiltration, chiefly involving the inner aspeet of
the first frontal gyrus. The anterior cerebrals beyond this
point are small ; they contain blood ; the left anterior cerebral
from the carotid to the anterior communicating is closely
adherent and surrounded by thickened gumma tissue.

The posterior communicating on both sides normal; the
right is larger than the left.

The right posterior cerebral is free; the left at its emergence
from the basilar is opaque-white in colour, and is adherent to
the gumma on the third nerve.

The basilar presents three ovoid dilatations due to the presence
of gummata in its walls.

The left vertebral is free; the right is involved in a small
gumma just as it passes along the side of the olivary hody.

On one of the cerebellar branches of the basilar on the right
gide is a small gummatous nodule. The left crus is softened at
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its outer and under aspect; the pong and medulla appear
normal,

The convolutions at the base present no special anomalies.

The fifth ventricle is dilated; the hemispheres are normal,
white and gray matter are firm and healthy looking ; the ven-
tricles are not dilated.

Cord.—Meninges of cord of ordinary thickness. Cord itself
firm. On the anterior roots of third cervical nerve on right side,
about 1 em. from the cord, a small gummatous tumour.

Anatomical diagnosis—Croupous pneumonia of both lungs,
more marked on right side. Acute bronchitis. Syphilitic
orchitis. ~ Syphilitic endarteritis (gummatous) of cerebral
arteries. Gummata on cranial nerves and in brain. Gumma of
third cervical nerve. Anterior poliomyelitis in upper lumbar
cord.

Microscopical Bxwmination.—The brain and spinal cord were
hardened in Miiller’s fluid, and many microscopical sections were
prepared and studied. This work was done in the Pathological
Laboratory of the Johns Hopkins University, and T am indebted
to Dr. Welch and Dr. Councilman for their advice and assistance.

Arteries.—Sections of the basilar artery (Fig. 1.), at the site of
the enlargements noticed at the time of autopsy, show the fol-
lowing condition. The nodules in the wall of the artery are
seen to be composed of three, more or less, distinct zones. The
outermost layer (a) is made up of a great number of small round
cells, whose nuclei stain deeply and well with hematoxylin.
This layer is rich in blood vessels, which are filled with red blood
corpuscles. Here and there one sees a larger blood vessel, the
wall of which is completely infiltrated with these small cells, and
whose lumen is obliterated. In the second layer (b) the cells
are not so plentiful, their nuclei stain well, and one is able to
distinguish the formation of fibrous tissue. The third and
innermost layer (¢) is composed of necrotic tissue; in it there
are no well-stained nuclei, but merely the remains of these.
This tissue appears firm and fibrous, and contains the remains of
obliterated blood vessels.

This new growth occupies for the most part the adventitia of
the artery, but also encroaches in places on the muscular coat.

The infiltration of the small round cells which make up the

“outer coat is not confined to the nodule itself, but extends in
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the adventitia to a greater or less extent all round the artery.
The muscular coat, except where it is invaded by the new growth,
seems to be normal. The elastic lamella is intact, but the
internal coat is very extensively thickened. This thickening is
made up of new-formed fibrous tissue, and encroaches upon the
lumen of the artery very materially. At places (Fig. L., d) there
is an infiltration of small cells into the thickened intima. Where
this infiltration occurs, it oceupies the portion nearest the lamella,
and in it we see numerous new-formed blood vessels.

Fia. I.

Sections throngh the other arteries at the base of the brain
show them to be all more or less diseased. Where their walls
are nof ?he seat of actual gummatous growths, the adventitia is
usua!l}-l infiltrated with small round cells, and the intima is the
seat of an increase of connective tissue. The muscular coat
'IIS!J.EI.H.E.' appears normal, but it i3 in places thinned, and here its
nuclei have lost their characteristic appearance. This change
usually extends only part way round the artery, and we find that
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The optic nerves are normal on both sides.

The gummata on these cranial nerves are all connected with
the walls of small arteries. This is well illustrated by the fourth
nerve, parallel to which runs an artery, which becomes closely

adherent to the gummatous mass. The sections of this nerve
and artery (Figs. IL., IIL., IV.) taken from different levels illus-
trate this connection, and it is also well seen in the series of sec-
tions of the gumma on the right sixth nerve (Fig. V.), which show

™
T — — —_—— - — Foes

Fia. V.

the artery running over this gumma, becoming obliterated and
lost in the tumour mass. Sections of the right sixth nerve heyond
tr]l!a gumma show that this nerve, although not normal, still con-
tains quite a number of well-preserved nerve fibres cr&mtraﬂtiug
strongly with corresponding sections from the third and fourth
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VIL., ) involves about the inner third of the cross-section of thja
left crus and extends anteriorly for a little more than one centi-
metre, These sections show that this part of the brain is also
invaded by numerous other gummatous growths. In the section
nearest to the pons (Fig. VL., b) there is on the left side, bes1dfas
the gumma deseribed above, a smaller tumour situated partly in
'~ the crus involving its outer angle and partly in the structures
surrounding it. There are also other still smaller gummata in
-~ the surronnding tissue. On the right side the crus is ePcroached
.~ upon, at its periphery, by a small gummatous mass (Fig. VL, ¢).
Towards the brain we find the fumour associated with the left
third nerve becoming smaller and disappearing (Figs. VIL,
VI1IIL., @), while the tumour noticed at the anglé of the left crus,
together with those in the surrounding tissue, become larger

and seem to coalesce, forming an irregular gummatous mass,
lying for the most part outside of the crus, but infiltrating its
periphery to a greater or less extent (Fig. VIIL., 5). Still higher
up this gumma becomes more and more confined within the
- limits of the crus, occupying about its middle third (Fig. IX., b).
The gumma on the right side increases as we ascend, involving
-~ the right crus to quite a considerable extent; it is situated
for the most part in the middle third (Figs. VIL., VIIL, ¢).

In sections of the medulla and pons numerous small gummata
are to be seen lying in the meninges and in the periphery of the
nervous substance. Some of the sections show very clearly that
this gummatous infiltration is a direct extension of that in the
meninges, and in general it may be stated that all the gummata
have this connection,

9
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The walls of the larger vessels, wh‘i:_:h are geen in -::mss—secti?ln
lying about the cord, seem to be but}lttle ufﬁ?cter;'l, excapt by the
callular infiltration of their adventitia. The internal coat shows
no marked thickening. Many of the smaller '.lmss{als present a
very striking condition of their coats, the§e having unr].EI‘gCHIF a
hyaline degeneration. This is well seen in t!lE v{issﬂls running
in the anterior and posterior madian fissures (Figs. X., ¢, and XL.),

Fra, XI.

and in the vessels which are seen in cross-section at the root of
the anterior horn (Figs. X., b, and XII.), and in the little vessels
running in the gray matter.* The walls of the vessels which
present this change appear homogeneous with but very few
scattered nuclei, and are highly refractive. This hyaline sub-
stance, if such it be, does not stain to any extent in sections
prepared as these were. The vessels are usually surrounded
by small round cells. 'This change in the walls of the vessels is
to be seen in sections from every portion of the cord ; it is also
present in sections of the medulla and pons, and some of the

* Fige. XI. and XII. are cross-sections of Fi

g. X. at a and & respectively, shown
under ahigher power.
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vessels running among the nerve roots in the cauda equina show
this change. Some also in this situation show a typical endar-
teritis obliterans (Fig. XIIL). It is, however, most marked in
the lumbar region where the degeneration in the anterior horn
is present,

| The nerve roots as seen on sections from the different parts of
the cord are for the most part normal, although the connective
tissue surrounding and separating the nerve bundles is often
infiltrated with small round cells. The blood vessels running
in the nerve bundles are more prominent than is usual, and are
often surrounded by a cellular infiltration. Sections cut from

the nerve roots, which run into the gumma on the third cervical
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nerve (Fig. XII.), show that near the periphery of the tumour the
cellular infiltration is confined to the connective tissue elements.
The nerve fibres, just before they enter the tumour mass, seem
remarkably well preserved. The nerve roots making up the
cauda equina show no marked abnormality.

~ The gray matter in the cervical region is nearly nﬂrr::ml. It
appears somewhat more richly supplied with blood than is usual,
and there are here and there small capillary hemorrhages. The
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large multipolar cells in the anterior horns are well preserved
and are present in about normal numbers. In sections from
this region, stained by Weigert's hsematoxylin method, the
lateral columns appear macroscopically less deeply stained than
the other white tracts. Under the microscope it 1s difficult to
convince oneself of any marked change in the nerve fibres
of these columns. The axis cylinders are present in normal
 number, surrounded by thin myelin sheaths, which do, how-
ever, appear somewhat distended. The connective tissue is not
 noticeably increased.
' The condition in the thoracic region of the cord is practically
the same as that seen in the cervical, _

The microscopical examination of the diseased portions of the:
Jumber region reveals here very interesting changes. Besides
those changes described above as affecting the meninges and
blood vessels, there is a most extensive destruetion of the gray
matter. In the anterior horns, at the points where the process
is apparently commencing, the blood vessels are conspicuous,
their walls usually having undergone the hyaline degeneration,
and often infiltrated with small cells. Capillary hemorrhages
are frequently seen surrounding these vessels. The neuroglia
has lost its typical structure and has become rarefied, staining
here much less deeply than in the undiseased regions. It pre-
sents a finely fibrous appearance, and here and there branched
neuroglia cells are seen. The smallest vessels are easily
seen on account of their swollen hyaline walls. The large
ganglion cells, which should occupy this affected area, have
either completely disappeared or are represented by their
shrunken and degenerated remains. These changes do not
usually occupy the whole of the anterior horn, but are, more
or less, limited to certain portions of it. The disease affects
more especially the central part of the gray matter, leaving
;1%3 S‘{.}lpﬂl‘iﬂl‘ and outer portions comparatively unaffected (I'ig.

s C):

At the place where this destructive process has reached its
greatest intensity, there is a complete loss of substance in the
gray matter (Iig. X., d). These cavities, which occupy for the
most part the central portion of the anterior horn, but which
extend somewhat into the posterior horn, are surrounded by an
area of degenerated tissue. This tissue is extensively infiltrated
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parts of the brain; these, with the exception of those in the
| right crus, were so situated as not to produce any focal symptoms.
The latter apparently affected the pyramidal tracts on that side,
. and should have caused weakness on the left side of the body.
. The patient, however, had as much strength on that side as
seemed compatible with his general condition, and the only
symptom which can be referred to this lesion is the exaggeration

8 of the deep reflexes.

From the standpoint of pathological anatomy, this case is also
| of interest. The arteries at the base of the brain present a very
| typical example of the gummatous arteritis deseribed by
Baumgarten,” and the only thing which requires special mention

8 is the very perfect way in which some of the sections illustrate

. the point insisted upon by Thoma,t that the new growth of con-
| nective tissue in the intima of an artery is compensatory to a
| diseased and weakened condition of its media. On these sections
| there is a more or less sharply localized degeneration of the
. muscular coaf, and corresponding to this, both in siftuation and
| intensity, there is a new formation of connective tissues in the
internal coat.

The gummata on the cranial nerves and in the substance of
the brain are typical and reguire no minute description. It
| was noticed in the description of the microscopical appearances
| that there was quite a good-sized artery attached to each
of the tumours involving the cranial nerves, and the thought
suggests itself that the point where a vessel crosses a nerve
may be peculiarly favourable for the growth of the syphilitic
| tumonur.

The lesions found in the spinal cord are especially interesting,
partly on account of the comparatively few records of autopsies
- 1n cases of syphilis of the spinal cord, but particularly from the
| occurrence of the local destruction of the gray matter in the
| a.nt.erinr horns, which makes this case nearly if not quite
unique.

_ The changes which are produced by syphilis in the cord, and
| its membranes, have in the course of the last few years been the
| su'.!:gect of a number of investigations. Greiff 1 in 1882 collected
thirteen cases from literature, and reported a case of his own.

* Virchow’s Arch., Bds. 76and 86.  + Virchow's Arch., Bds. 93, 95, 101, et seq.
t Arch, f. Paych., xii., 564.







COMMENTS. 139

Mdescribed above correspond, for the most part, closely to the
1 escriptions of the quthors referred to. There are, hf:w:-'ever,.
<ome changes which deserve especial notice, The condition of
M 16 lateral tracts is a curious one. When the cord, hardened in
Mﬁller’s fluid, is cut across and the surface examined, the lateral
pyramidal tracts are seen to be less deeply coloured Fhsm t-h'e Sur-
. imunding tissue. If sections be cut and stained in We1ger’c..s
(heematoxylin, these tracts ave again easily distinguished by their
[lighter colour, but :f these sections are examined under the
microscope, they present here surprisingly few morbid changes.
| The only abnormalities that can be distinctly made out are a
| swelling of the nerve fibres and a fainter staining of the myelin
| than is usual. This appears to be an early stage of secondary
| degeneration.
| The hyaline degeneration of the walls of the small vessels is
in this case a widespread and striking lesion. It is well seen in
the smaller vessels and also in the smallest vessels which are
| visible in the gray matter, especially in those portions that are
diseased. Similar changes were noticed in the cases of Meigs
and de Schweinitz, Schmaus, and Siemerling.

In a paper on syphilis of the lung, Councilman® deseribed &
hyaline degeneration in the capillary walls in the lungs and
| kidneys of two syphilitic cases. He considers this the primary
| change and thinks we can best understand its production by
“the assumption of a soluble substance, which having been pro-
duced by an organism, exerts a special action on certain tissues
of the body—namely, on the capillary walls.” In spite of the
fact that “ hyaline degeneration ” is a somewhat indefinite term
and probably includes more than one process, it is very suggest-
e that in so many of the cases of syphilis of the spinal cord the
| walls of the smaller vessels should have been described as hyaline.

The gray matter throughout the cord was found to be richly
supplied with blood vessels, and here and there it was the seat
of small capillary hemorrhages. In general, there were no very
| well-defined alterations in the ganglion cells. But in the upper

part of t}:e lumbar enlargement there was found very extensive

destruction of the gray matter. Here there is what is essentially
l an anterior poliomyelitis, accompanied by capillary hemorrhages,
| which has gone so far in some places as to cause the breaking

Johrs Hopking Hospital Bulletin, February-March, 1891




































































































172 NEUMANN ON PEMPHIGUS VEGETANS.

&i?.eus.e is illustrated by two plates,  'We are not surprised at
this view, for it was the one held by our revered teacher, Prof,
Hebra. In the same year H. Auspitz deseribed the affection as
herpes vegetans, and he also maintained its syphilitic nature,

We are thus able to account for the absence of any reference
to pemphigus vegetans in the literature of pemphigus, and at
the same time understand how more recent writers, including
Hebra, have overlooked the nature of this puzzling and rare
disease.

The case I published in 1876 was the turning-point in our
views. Tt was at first regarded by Hebra as well as by myself
to be syphilitic in nature. Later on, Prof. Bamberger saw the
case; he considered it to be a severe form of pemphigus
vegetans. The following are the details :—

In January, 1875, Prof. Politzer called me in to see Mrs. B,
She had always enjoyed good health up to the end of November,
1874, when the first symptoms of the disease appeared. It
consisted of isolated blebs in the right axilla, which on bursting
left exposed a raw moist surface. The sores were most rebellious
to treatment ; in fact, they showed no tendency to heal, in spite
of various applications—ointments and caustios,

The patient was 81 years old, robust, well nourished, but
complained of great discomfort on swallowing. The first time
I saw the patient there was in the right axilla a dusky-red
raised area, half-a-crown in size, destitute of epidermis. Its
surface was furrowed, granular, and bathed in serous discharge.
At the end of a week the granulations had inereased so as to be
2 cm. above the surrounding skin level. Plencke’s solution®
and caustic potash had no effect whatever. The mucosa of the
lower lip was now attacked, flat blebs appeared, rapidly drying
into crusts. On removal of these a firm adherent slough was
disclosed. The eruption spread to the mucosa of mouth and
fauces, so that the patient could only take fluid food. The
temperature of the skin was normal, bowels regular, menstrua-
tion scanty, and the urine free from albumen, As the axillary
vegetations were uninfluenced by treatment, and their condyloma-
like appearance became more striking, the specific nature of the
affection was, so to say, confirmed. Examination of the husband

* Plencke solution—equal parts by weight of mercurie perchloride, alum, lead,
carbonate, camphor, spirits of wine, and vinegar. [Trans.)
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mucosa of the lips and tongue showed scattered abrasions, some
covered with sloughs, others displaying easily bleeding granula-
tions. The corners of the mouth were deeply fissured, and
showed grey sprouting vegetations. In the upper part of the
naso-labial furrows there were yellow scabs. On the secalp,
greenish-yellow crusts, half-a-crown in size, concealing moist
uneven granulations. Some of the nuchal glands were as large

as beans. In the interscapular region there were brown-red
patches, raised, about the size of sixpence. The centre was
covered with epidermis, and surrounded by a ring-like crust
beneath which pus was oozing. There was a bulla at the root of
the left thumb-nail ; the nail was discoloured, raised, and pus
concealed beneath it. The margin of the nail of the right ring
finger presented a red vegetation; the nail was raised from the
bed. The nails of the middle and index finger were ashy grey

in colour. In the left genito-crural fold there were confluent
vegetations partly concealed by a greyish-yellow slough. In the
right inguinal region there was a red, moist, stippled patch,
fringed by the remains of blebs. In the pubic region there was

a mass of vegetations, covered with yellow crusts, surrounded
partly by shaggy epidermis and partly by ulcerated patches.
On either side of this mass there was a smaller one about the
size of a sixpence. On the anterior surface of the left thigh
there were the remains of bullee, which had formed crusts with
thickened margins varying from a pea to a farthing in size.
Close to the anus there were well-marked rhagades which
secreted an evil-smelling fluid. On the buttocks the remains of
ruptured bullee. The upper surface of both big toes was
excoriated, granular, and bathed in a greyish exudate. The
circumference of the nail eroded, and the nail itself uneven and
fissured. The most external interdigital space was stript of
epidermis and moist. The fourth toe presented pigment spots
and recent scars, the nail was also discoloured.

June 14th, 1884 : The flexures of both elbows, the neck, both
naso-labial folds, the buttocks, the pubic region, showed circum-
seribed brown patches covered with normal epidermis. In l::t]ler
regions, viz., the back, hypogastrium, inner surface of thighs,
there were firm elevated infiltrates of a gyrate shape. On closer
‘examination they turned out to be numerous closely set vege-
tations: over the rest of the integument there were scattered
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194 MAXWELL'S PRIZE ESBAY ON YAWS.

whitlow, quickly destroying it, and forms into a bright florid
fangus, which acquires the size of a lime, is excessively irritable
and painful, and bleeds from the slightest touch. If at any time
the disease bears a similitude to a raspberry, it is where the
distal phalanx of the great toe is affected in this way, and it is
perhaps from the faint resemblance which it then has to that
fruit, that early writers applied Frambsia as a general term.
Through the medium of this granulated great toe alone, the
susceptibility of the disease is now and then as effectually
destroyed as if successive crops of well-defined yaws had
appeared, not however before the patient has very fréquently
lost one or more joints of his toe. The extent of the fungoid
eruption varies from a single excrescence to confluent yaws,
where the whole surface is covered so thick that they encroach
upon each other; in the latter case there is a remarkable
turgescence of the skin from increased capillary cirenlation, and
the face assumes an unnatural aspect as in aggravated cases of
small-pox.

The neck and arms, the nates, perineum, labia, inside of the
thighs, and the skin over the orbicular muscles of the mouth,
are most frequently occupied by this variety, and it is by no
means uncommon to see the scrotum involved in one fungoid
excrescence. The prepuce is also frequently affected, but in no
instance do I recollect having seen the glands the seat of fungoid
yaws. Mr. Mason, who writes a sensible Essay on Yaws, has
fallen into an error in supposing ¢ the mucous tissues incapable
of producing yaws tubercle.”® That an attack on these mem-
branes is an unfrequent occurrence I am ready to admit, but
cases have occasionally come under my observation where the
mucous tissues, not only of the throat and nostrils, but also of
the ears, were affected, and although much inconvenience was
experienced from these delicate parts having been the seat of
yaws, they always disappeared with the general eruption, and
when the constitution was unimpaired no disagreeable con-
sequences followed. The yaws fungus in the throat has not
inappropriately been likened to a piece of toasted cheese, a.m:'{ I
have, in a few cases, seen the palate and fauces occupied with
excrescences when the dermoid tissue was very partially affected.

Dr. Thomson is inclined to think that each successive crop

* Edin, Med. and Surgieal Journal, vol. xxxv., p. 55.
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to the exact nature of the change which the uleer had undergone -
they were soon dispelled by the development of concomitant

eruptions, obscure febrile symptoms, and pains of the larger

joints,
In an excellent anonymous paper, which was intended by

the author, Dr. Downer, as an answer to my circular relative

to yaws, but which, by some accident, was published without
his permission before it reached me, that gentleman, in refer-
ence to the probability that the morbid poison may be occasion-
ally exhausted through the medium of an ulcer, says, “The
yaws thus originated in an ulcer may run its course without
the formation of any tubercles elsewhere than in the uleer,
which may continue for many years, and perhaps to the ter-
mination of the patient’s life. But even in these very irregular
cases, constitutional derangement and discoloration of the
skin are not awanting, neither do I think, on striet investigation,
would it be found that the usual febrile symptoms are ever
absent. This mode of attack is certainly not very common,
yet I am quite sure that the disease occasionally proceeds in
this form.”* ;

Orab-Yuws is an affection of the soles of the feet, occurring
as sequele of the disease. The etymology of this adjunct I am
unable to trace, unless it be derived from the sinister manner in

which the land crab (cancer ruricola) walks, as applied to the

helpless state of those whose soles are covered with these painful
excrescences, causing them to walk on the sides of their feet
with extreme caution. I'rom negroes going habitually without
shoes, the cuticle of the feet is subject to much pressure, and
consequently becomes excessively thickened ; the formation of
fungi on the subjacent cutis, and their confinement under the
dense unyielding cuticle, produce intense pain, and strong
constitutional disturbance when they are approaching to the
surface, and unless assisted in their progress, it will require
several weeks before their transit be completed; this is accom-
plished by the gradual process of absorption of the indurated
mass, which at length cracks, and allows the crab-yaws to
protrude. Negroes are very expert in paring the thickened
cuticle, to allow both these and collections of matter to escape.
They are exceedingly prone to subcutaneous inflammation, which

L3 # Tamaien Physical Journal, November, 1836,
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_ﬁngers affected at the same time with this chronic ulceration
m persons whose health was undermined by the virulence of
long-continued yaws; and it not unfrequently happens that
children affected in this way have recourse to eating various
kinds of earth and clay to afford a temporary relief of a morbid
state of the digestive organs. When this complication of evils
are allowed to exist for any length of time they prove fatal.

The precise seat of yaws appears to be in the cutis vera. In
the progress of the virus towards the surface an inflammatory
process is set up in a papilla, the structure of which becomes
gradually enlarged, and the morbid action is quickly communi-
cated to others; and in their advancement to the surface they
form into fungoid excrescences of greater or less magnitude, and
the superincumbent cuticle is removed by absorption as in crab-
yaws, or it flakes off in scales, In parts unusually vascular, and
where the cuticle is thin, as in the lips, scrotum, labia, axilla,
&c., the excrescences acquire a greater size than in other situa-
tions; and it is by no means uncommon for the whole mouth to
be surrounded by a continuous fungus, elevated to about a
1 inch or even more, and extending to 1 inch in breadth.

Latent Period of Yaws.—With the exception of the late Dr.
James Thomson of Jamaica, and Mr. Mason, I am unacquainted
with any authors who have described the latent period of this
disease, nor have I been successful in obtaining information on
this interesting point in answer to queries addressed in a circular
to my medical friends in that island. I have ascertained, by
experiments, that the period which intervenes between the
insertion of the virns and the appearance of the fungoid
eruption varies from 6 weeks to 3 months. In a few cases of
inoculation performed by Mr. Mason, the yaw fungus appeared
at the end of 3 weeks. My former partner, Dr. Robertson,
whose opportunities for observing this disease were exceeded by
few, writes me, that “ from 2 to 3 months after the insertion
of matter febrile symptoms supervene, the skin becomes scurfy,
and small pustules appear over the body, which gradually
proceed toward the formation of glutinous excrescences.” Dr.
-Thomson arrived at a similar conclusion, and makes the latent
period extend from 7 to 10 weeks; and, in addition to a
number of direct experiments, he says, in further illustration,
that “a number of healthy children were removed from a
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unexpected accession of periosteal inflammation, precursive to
the open state of the disease, again affords a season of compara-
tive vepose. These operations teach us to imitate nature by
counter-irritants, and often with happy effects, especially in
weak constitutions, where the conservative powers are inadequate
for the development of suppressed symptoms, as well as to draw
the affection by such means from the face and throat.. It unfor-
tunately happens too often that nothing affords relief, and the
unfortunate patient sinks before the disease appears in its open
form.

The metastical or migratory tendency which these symptoms
at times assume, before the actual appearance of leprosy, are very

-remarkable. The periosteum may be attacked with inflammation,

and deep-seated pains of the.bones be so severe, that those
possessed of the greatest fortitude will writhe under the torture
and give way to feelings of inexpressible agony ; then suddenly,
without any apparent atmospheric change or other cause, the
tension, pain, and swelling will subside, leave the lower
extremities and travel to the shoulders, or take up its position
on the forehead, or in the articulation of the elbows or wrists,
shifting from joint to joint and from bone to bone, till the parts
ulcerate, and discharge a puriform matter, followed by an abate-
ment of pain.

Where a strong hereditary disposition exists, it is sometimes
excited by accidents and diseases; and injuries, which on ordinary
occasions would heal without difficulty, become under such
circumstances very tedious to manage. Gonorrheea not unire-
quently awakens leprosy which might otherwise have remained
dormant for years, and probably for life. A person contracts
this complaint, which progresses favourably towards a cure, the
acute stage is about subdued, and when we expect the complaint
to disappear, a train of inveterate symptoms supervene which
resist all remedies. The discharge from the urethra stops, but
the ardor urinze occasionally continues, although more frequently
that sensation is only experienced toward the termination of
making water, the lower part of the abdomen becomes hard and
painful, there is a copious deposit of mucus or muco-purulent
matter mixed with blood in the chamber glass, and a constant,
heavy, dull pain is felt about the neck of the bladder, which
creates much uneasiness. These symptoms are not attributable
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272 BRAZILIAN FRAMBESIA OR “ BOUBAS.”

D}u'.ing the‘patient’s stay in our wards sublimate injections
ﬂc:immlstered in the_ usual way, sublimate applications to the
diseased areas of skin, and treatment with iodide, did not pro-
duce any modification of the lesions. Other methods of treat-
ment also failed entirely. The destruction of the morbid pro-
ducts, or rather the removal of the infiltrated tissue was always
necessary. We were obliged to excise the uvula, the enormous
infiltration on the back of the left hand, and those on the lips,
as well as the foci on the prepuce and frenulum. In all these
localities the parts healed by first intention. The ulcers on the
bend of the knee, fingers, and toes were scraped. Neither
electrolysis nor the cautery yielded satisfactory results, even
when applied to the growths on the palatine arch, which had
to be removed completely with the sharp spoon.  Under
the sharp spoon the consistence of the morbid material seemed
firmer than that usually met with in lupus. As to the larynx,
inhalations, astringent insufflations, and painting with solutions
of nitrate of silver of various strengths, did not prevent an in-
crease of the infiltration, especially on the epiglottis and aryte-
noid cartilages ; and the mischief spread so far that the left true
vocal cord ultimately became involved, and a nocturnal dyspneea
resulted, which led us to consider whether the affected region
of the larynx should not be treated by scraping. The infil-
tration of the tongue gradually extended and became ulcerated.
On examination of the diseased portions of the tongue and
palate, where morbid material had been removed, we found (on
March 6th of the present year) the parts healed or materially
improved ; but, in spite of general treatment and palliative
local measures, the condition of the tongue and larynx had got
worse, although but slowly, during the past year.

The following is a similar case :—

Casg I1.—Cesare Bertoldi, of Trient, 56 years of age, a well-
nourished but ansemic man, emigrated, in 1876, to Piracicaba
(Province of St. Paolo), where he became proprietor of a brick-
kiln. He was often obliged to make long journeys on business,
and had to pass the nights on his way in bad country inns. In
1879 he suffered (like Rizzato, Case 1.) from insect stings upon
his feet, which soon healed. In 1891 the patient fell a vietim
to malaria, which he only got rid of two months before the

















































‘288 CHARLOUIS ON POLYPAPILLOMA TROPICUM (FRAMBCESIA).

malignant ulcers on the soles of the feet and tips of the fingers,
and was, moreover, highly contagious, Avicenna gives an
almost identical deseription.

Of course we cannot conclude with certainty that the disease
referred to was frambeesia, but its localization, the characters
and obstinate nature of the ulcers, taken in conjunction with its
contagiousness, lead me to think that “safat” was the same
disease as frambwesia. However, most definite statements as to
the existence of this disease date from the 18th century, such as
those of Piso in Brazil, and those of Bontius from the East
Indian Archipelago. About the same time the traveller Labat
gave an account of frambcesia in the West Indies. Sauvages
was, however, the first to introduce (in the year 1768) the name
of frambeesia into dermatological terminology. By this name he
designated a single disease, occurring alike in Guinea and in
some of the Antilles, and which appeared in the form of
raspberry-like ulcers, which were very contagious, and affected
all parts of the skin, involving that of the genitalia and axille
with special frequency.

In the work of Willan and Bateman also we meet with an
account of frambeesia, based upon the deseription of Schilling
and Winterbottom. The majority of authors and especially
Plenck have been in complete agreement with the views of
Sauvages.

Alibert was the first to originate completely different notions
about the malady, identifying it with syphilis. However,
Alibert's deseription was less satisfactory than that of his
predecessors, seeing that his classification is liable to lead to
erroneous conclusions. He called all spongy ulcers which
ocour on the face, head, and genitalia, and secrete a yellowish
offensive fluid, by the name of mycosis, and classified the forms
of mycosis as follows :— .

1. Mycosis frambeesioides (pian, frambeesia, Ifﬂtlﬂfﬂl"ﬂl
fungus of Bazin) ; ulcers affecting the head, lips, face,
axillee and tongue. )

9. Mycosis fungoides (vérole d’Amboyne, pian fongoide);
papillary growths, from the size of a pin’s head to that
of a nut. :

3. Mycosis syphiloides; spongy excrescences, occurring
first upon the face and neck.
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350 OSLER ON THE VISCERAL COMPLICATIONS OF

mammary region and right lower axilla; a few, too, at the

apex.

Casg III.—Joint pains ; colic with diarrhea ; urlicaria ; pur-
pura urticans, appearing in crops; melena; acute nephritis ;
death. (Abstract.*)—A boy, aged six years, seen with Drs,
Dunton and Agnew. There was a rheumatic history in the
family, and the child of an aunt on the father’s side died of
purpura hemorrhagica. The onset was with pains in the ankles,
followed by colic and an urticaria-like eruption. Hemorrhage
from the howels followed in about ten days. The recurring
attacks of colic were most distressing. About the fifth week
after the onset the urine became scanty and albuminous, and
showed a few blood-corpuscles and numerous tube casts. After
the development of the dropsy the attacks of purpura ceased,
and he died of the acute nephritis within three months of the
onset of the illness.

Cask IV.— Second attack ; arthritis; cutaneous hemorrhages and
urticaria ; colic ; vomiting ; albuminuria ; recovery. (Abstract.t)
The patient, a man aged forty-six years, was admitted to the
Philadelphia Hospital, under my care, with diarrhcea and
extensive purpuric rash and polyarthritis. About eighteen
months before he had had a similar very severe attack, which
had lasted three weeks. In the present one he had recurring
colic, swelling, and tenderness of both elbows, of the right knee,
and of the right ankle. There were numerous purpuric spots
on arms and legs. The vomiting was a very distressing feature.
Three days after admission a fresh eruption occurred of urticaria
and purpura. The gums were not spongy. The urine contained
much albumin and many hyaline and epithelial casts. The
patient improved rapidly, and within a month from the time of
admission seemed quite well, though on his discharge there was
still albumin in the urine.

Case V.—Gonorrhea; acute arthritis and synovitis, with
purpura; severe colic and vomiling, with successive outbreaks
of purpura, wrticaria, and larger emtravasations; hematuria.

* Reported in full in New York Medical Journal, December 22nd, 1888.
t Ibid.
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344 OSLER ON THE VISCERAL COMPLICATIONS OF

from a well-marked trace, as in Case VII,, to large quantities,
as in Cases IIT., IV., and VIII. The tube casts were hyaline
and epithelial, and often contained blood-corpuscles. Dropsy
was present in two of my cases. In a majority of the cases the
recovery is complete, but in rare instances the nephritis becomes
chronic. The only case, so far as I know, in the literature has
heen reported by Dr. Prentiss, of Washington. At the Associa-
tion of American Physicians in May, 1890, he showed'a patient
aged thirteen years, who in March, 1889, had his first attack,
with pain in the abdomen, vomiting, arthritis, and purpura,
A second attack followed in September and a third attack in
November of the same year, in which, in addition to the pain in
the abdomen, there were hemorrhages from the bowels and
bladder. TIn this attack he was delirious, and had dyspncea and
swelling of the forehead. On December 17th, 1889, and on
February 27th, 1890, he had relapses. After this, to the date
of reporting, he had recurring attacks at intervals of a month or
six weeks. The urine contained blood, and on one occasion it
was diminished in amount and had much albumin, A point of
particular interest in this case was the fact that he had large
hemorrhages into the skin, which became gangrenous and
sloughed. At our meeting this year—May, 1895—Dr, Prentiss
brought the patient before us again. The boy has now chronie
nephritis, with dropsy, albuminuric retinitis, increased tension,
and stiff arteries. In this instance the acute nephritis of 1889,
associated with the extensive erythema exudativum, laid the
foundation of the present chronic nephritis.

Next in order of serious import is the hemorrhage from the
various mucous membranes, which were present in five of my §
cases. There was bleeding from the nose in three, in one of
which the nostrils had to be plugged on several occasions.
Case XI. had hemorrhages from the stomach and bowels and
coughed up blood. Slight hemoptysis occurred in another case,
In three there were hemorrhages from the kidneys. In Case X.
the gums were swollen and spongy and bled profusely in many
of the attacks. Hemorrhage from the bowels is the most
common, and occurred in thirty of the thirty-nine in v. Dusch
and Hoche's tables, and in thirty-nine of the total sixty-one
cases. In one case only of their list did the gums bleed, and in
three the sputa were bloody ; in no instance, I believe, did death
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852 BULKLEY ON SLEEP IN ITS RELATIONS TO

to discuss the nature of sleep or the causes that produce it in
the healthy individual, Every one recognizes *that natural

condition of restful unconsciousness into which the system falls

normally with more or less regularity daily.” * Every one also
recognizes the difference between this restful and perfectly
refreshing sleep and that which is disturbed in varying degrees;
the disturbance may vary from a slight insomnia to a more or
less well-marked vigil or wakefulness, and there may be also
various degrees of deranged sleep, from a not unpleasant dream
to the agonizing distress seen in children or others starting up
with “night terrors,” also the varying degrees of sleep-talking,
Eleep-walltiug, &c.

Normal, healthy sleep is certainly one of the elements of
health of the body and all its tissues, whereas disturbed or
deranged sleep is a contributing factor to many diseased con-

ditions of various structures of the body. As already remarked,

the relations hetween sleep and diseases of the skin have not
hitherto received the attention of dermatologists, but is it not
quite reasonable that the state or condition in which more than
one-third of the human life is spent must have something to do
with the nutrition and innervation of the skin as well as of
other organs? We all know how readily the expression of the
face and the tone of the tissues will show the results of continued
loss of sleep, while the fresh, vigorous tone of the skin of the
person in perfect health, with perfect sleep, is equally well
recognized by everyone.

But it is largely in the direction of the symptomatic character
of disturbed sleep that this feature is of practical importance
in dermatology. Normal sleep depends upon the perfect
functionating of all the parts of the system, so that the
periodical rest occurs in a natural manner; conversely,
disturbance in the performance of the function of various
portions of the body may lead to an imperfect sleep.

Illustrations of this are, of course, familiar to all; such are
the restlessness in sleep with vivid dreams, and unrefreshing
sleep dependent upon digestive disorders; the insomnia
accompanying diseases of the heart and blood-vessels, that due
to excessive use or abuse of tea, coffee, and tobacco; the
wakefulness following excessive brain-work, grief, emotion, &c.,

® Toster, Nlus. Encyclop, Medieal Dict,
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900 BULELEY ON SLEEP IN ITS RELATIONS TO

Other diseases—urticaria, pruritus, dermatitis herpetiformis,
&ec.—will often act in the same manner, and the resources of the
physician will frequently be taxed to the uttermost in meeting
this element of the case. In some instances, as in zoster, der-
matalgia, and syphilis, the sleep will be broken by pain, which,
indeed, may be also a formidable obstacle to overcome ; various
ulcerative affections and also bullous eruptions, as pemphigus,
may in like manner interfere with sleep.

But, as mentioned in the preceding section, it is necessary to
recognize certain other less-marked disturbances of sleep, which
will not infrequently be found accompanying some diseases of
the skin, if indeed they are not caused by the conditions which
lead up to the latter ; for, as already mentioned, we should not,
in a study like the present, consider these diseases of the skin
as entities, but only as expressions of a disordered physical
state, the changes in the skin taking various forms, which we for
convenience designate by different names of diseases,

In a not inconsiderable proportion of my cases of acne, in
private practice, I find, on close questioning, that disorders of {
the sleep are very common ; and continually, as the case pro-
gresses to a cure, I find the character of the sleep change for the
better. Many a patient has told me, during treatment, that
for the first time in years the sleep had been of the natural
refreshing character of health. The same is true, though to a
somewhat lesser extent, in psoriasis and in other diseases, and
also in eczema, even when the disturbance has not been from i
the itching, but only from the general systemic derangement. 1

The form of the sleep disorder in these cases has varied
greatly. At times it has been vigil on retiring, in others an
early wakefulness, perhaps even toward morning, say after
3 o'clock ; in many patients it has been only a disturbed
character of sleep, with frequent dreams of a pleasant or terri-
fying nature; or again, simply a restlessness at night, with a
total want of refreshment in the morning, &e.

As T said before, T do not claim that all these sleep derange-
ments are directly causative of or caused by the particular skin
disorder present, but do believe that they are elements which.gn
to make up the complex state finally exhibited by an eruption =
on the surface, and that unless they are more or less rectified, =
permanent good cannot be done.
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358 BULKLEY ON SLEEP IN ITS RELATIONS TO

sound asleep, and in every case they awoke promptly ; this
was repeated on several evenings on different patients with a
uniform result. _ As a counter-experiment he applied bisalphide
of carbon and oil of peppermint to other patients, not a third of
whom were roused ; showing that the results were from the
action of the amyl nitrite on the circulation, and not simply
from the odour, or from his presence near the bed, &c. All
recognize, of course, that stimulus to the brain cells, as by light,
sound, severe pain, or itching, brings conseiousness, and also
that intense mental activity prevents sleep.

The disturbance of sleep by reflex action from other parts of
the system, and by the irritating effocts of the products of
imperfeet assimilation and disassimilation are more or less
commonly recognized, even by the laity. The child who tosses
in sleep will often be rightly thought to have intestinal worms,
or will be suffering from undigested substances; and all degrees
of restlessness and deranged sleep will be noticed from the latter
cause, even up to violent manifestations of “nightmare” and
“mnight horrors.”

All recognize the perturbed sleep after partaking of heavy
or indigestible substances, especially late at night, and also that
associated with many forms of chronic indigestion. Now it is
just these conditions which =o frequently exist in those suffering
from many diseases of the skin, and which often play an
important part in the ill-health which leads up to them; and
it is these which it is often of the greatest importance to
consider and treat, if the best results would be obtained in the
gkin lesions.

I am convinced that often when itching exists, and seems to
be the cause which prevents or disturbs sleep, the real cause, in
part at least, will be found elsewhere, and that the patient will
sleep well if that is removed, even in spite of some itching. I
will therefore consider this last section of our subject under the
six main classes of the causes of disturbance of sleep already
mentioned, namely: 1, Digestive; 2, Toxic; 3, Circulatory;
4, Nervous (direct or reflex); 5, Psychic; and 6, Cutaneous.

1. Digestive.—The subject of the disturbances of sleep by
digestive derangements is so great that it can be hardly more
than touched upon at the present time. But, on the other
hand, it is one of the most important points to consider in
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360 BULKLEY ON SLEEP IN ITS RELATIONS TO

even a foot-bath on retiring, will so withdraw the blood
current from the brain that the symptom will no longer cause
annoyance. Recently a patient of mine with lichen planus, who
was very actively engaged as a lawyer, under great and
prolonged excitement connected with some recent public trials,
obtained sweet and refreshing sleep in this way for many nights
in succession. In some cases one of the bromides, with a trace
of aconite, will give entire relief. In some cases, on the other
hand, where there is heart weakness and a general weak tonicity
of the blood-vessels, digitalin, given before meals, and at bed-
time, will act better than anything else, as I have repeatedly
witnessed.,

Another form of deranged circulation will be manifested in
cold and clammy hands and feet, which are continually observed
in skin patients, and which often prevent sleep long after
retiring.  Digitalin will often remove this, as will also the
appropriate treatment for the anmmia causing it; relief is
obtained, likewise, by plunging the members alternately into =
basins of hot and cold water, and by other measures which 1
readily suggest themselves. :

4. Nervous.—Nervous (direct or reflex) causes of the derange-
ment of sleep in patients with diseases of the skin are numerons,
and will often require some care in their discovery and removal.
In many a case the skin lesion will be but one of the signs
of a general breakdown which has come from excessive or
injudicious use of the brain, and the insomnia which has resulted ;
has in turn contributed much to the further debility of tissue; [
in some instances it has come from overwork, or from social or
other dissipation, with restricted hours of sleep. These cases
often require very delicate handling, by all means tending to
restore exhausted brain cells; it is worse than useless to give
the so-called sedative remedies, and even bromide of potassium
will sooner or later increase instead of diminish the trouble we
seek to remove. Good and proper feeding, with nerve tonics,
and friction of the surface, such as a thorough rubbing of the
body and limbs with a Turkish towel at night, after a brisk
sponge with tepid water, or even a cold pack, &c., will often
restore the nervous vitality and permit of sleep. In some cases
digitalis, by restoring tone to the overstrained and relaxed capil-
laries of the brain will be of much service, as may also ergot.

1

NP L B e |







362 BULELEY ON SLEEP IN ITS RELATIONS TO

perhaps by a laryngeal cough, of gouty origin, it may be.
Now the careful and proper attention given to these, and their
removal by appropriate measures, will often be of the very
greatest importance in securing rest in sleep for those afflicted
with diseases of the skin. And if this refreshing sleep is
obtained, then with the resulting gain to the nervous system
the very pain or itching will be less annoying, and so will be
more easily controlled,

We may dismiss very briefly the subject of pain as a dis-
turber of sleep in connection with diseases of the skin. This
should always be attended to, and special methods will suggest
themselves to all. The pain from syphilitic lesions will
generally yield more or less promptly to very actively pushed
specific medication suitable to the special stage of the disease
or character of the lesion present; but opium or morphia may
occasionally be needed. I have also repeatedly found the
very greatest, indeed perfect, relief to osteocopic and neuralgic
pains in syphilis from antifebrin, in about five-grain doses,
given every hour or two, with hot water, and a little whisky
if there seems to be any depression.

In the distressing pain often accompanying or following
herpes zoster, especially in elderly persons, galvanism will
prove very valuable, and I recall a patient who, having pre-
viously had distressing nights from ophthalmic zoster, would
drop off to sleep while galvanism was being applied. Anti-
febrin is also extremely serviceable, and will secure sleep even
when the pain has previously produced great wakefulness; it
must be used freely, however, to be of great service, and needs
to be watched.

Itching as a cause of sleep disturbance is unfortunately too
well known to everyone, and all are familiar with the difficulties
often attending its relief. Proper internal and local treatment,
of course, play the most important part in securing sleep under
these conditions; but I will not attempt to develop this
subject, which could alone occupy our entire time. A few
words, however, may not be out of place in regard to some
of the details connected with the latter, which are sometimes
overlooked.

Patients generally understand very little in regard to modes
of making applications to the skin, and very explicit directions

























370 SHEPHERD ON CASE OF PURPURIC ERUPTION

becoming affected. It was slightly swollen, red, and very
painful. Thinking the case was one of acute rheumatism, and
waiting his transference to the medical wards, the house surgeon
ordered twenty-grain doses of sodium salicylate to be taken
three times a day. After three doses had heen taken (ome
drachm), an eruption appeared on the body and extremities
looking very much like urticaria. Distinct wheals were seen,
but there was not much itchiness., Successive crops of these
urticarial spots coming out, the administration of the drug
was discontinued. The spots now became petechial, and were
raised above the surface and considerably indurated. The
gpots went through the usual chromatic changes following
extravasation of blood, and coincidently the induration alto-
gether disappeared. At a few points the hemorrhagic extra-
vasation was so great that the vitality of the skin was destroyed,
and a deep slough resulted, which on separating left a well-
marked ulcer which was very slow to heal. The eruption
affected all superficial parts of the body except the palms of the
hands and soles of the feet. In addition to this the mouth,
soft palate, tongue, pharynx, and larynx were all the seat of the
eruption, which caused a great deal of cedematous swelling and
led to alarming symptoms of impending suffocation, and for
some days the patient was unable to swallow anything but
liquid food, and that in only very small quantities. Myalgic
and arthralgic pains accompanied the eruption. The heart was
normal throughout the course of the case, and once only was a
trace of albumen found in the urine. There was never any
blood or pus in the urine, nor was there any disturbance of the
bowels. The whole period occupied by the disease from the
onset to the disappearance of the eruption was thirty-three
days.

%uch is the general account of the case, as to the distribution
of the eruption and its appearance.

As was noted, almost every part of the surface of the body
except the palms of the hands and the soles of the feet was
affected at some time or other during the course of the disease.
The eyelids were so swollen that the patient could not see out
of his eyes, and the prepuce was much enlarged, dismlnu‘req,
and cedematous. The tongue, mouth, and pharynx were simi-
larly affected, large extravasations occurred in the soft tissues of
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382 FOURNIER ON SYPHILIS AND GENERAL PARALYSIS,

enumerate and, very briefly, to recall the principal arguments
which have served as a basis for the new doctrine,

. I. Of these arguments that which naturally is of first
importance is gathered from the frequency with which syphilitic
antecedents can be traced in general paralytics. Common
sense indicates that as a fair criterion for judging of the
discussion, because there are two alternatives: either syphilis
15 not found except in a small proportion of the antecedents of
general paralysis, which would imply that it is not necessary
to the genesis of that disease, or, it takes place as a precursor
In a notable proportion of cases, on which hypothesis it is
impossible to refuse it an etiological #4le more or less important.

But let us appeal to the statisties on this subject. Not, let it
be understood, old statistics made at a period when syphilis, not
being yet recognized as a possible cause of general paralysis,
was unsought for in the patient’s history, but contemporary
statistics, where one has taken the trouble to obtain information
on the subject. Last year I collected twenty-seven sets, to
speak of them only, in which the proportionate frequency of
syphilitic antecedents to general paralysis exceeded 50 per cent.,
that is to say, 51, 56, 60, 62, 62, 64, 65, 66, 66, 66, 72, 72,
73, 73,73, 75, 75, 77, 77, 80, 80, 80, 81, 86, 86, 92 per cent.
(indeed including cases “only probable” up to 93 and 94 per
cent.).

What is to be thought of such figures? What can be said of
such a large proportion of specific antecedents, especilly in a
disease such as general paralysis, which does not declare itself
except at long intervals after exposure to infection ; in a disease
such as general paralysis where the investigation of morbid
antecedents is surrounded with such obscurity and with so many
difficulties ; where the patient, living, perhaps, amnesic or uncon-
scious, has no knowledge of his past history ; where the facts can
often only be obtained in an indirect manner, &c. ? To see in
such figures only the result of simple coincidences, and to inter-
pret them as the outcome of aceidental concurrences, would be
to arrive at a conclusion of non-acceptance, equally impossible
and absurd. This, gentlemen, is not a matter of clinical insight,
but of simple common sense, and, that being so, I venture to
declare that common sense rebels against any such explanation,
and that, on the contrary, it finds, in the preceding statistics,

































































































414 NEISSER ON TERTIARY SYPHILIS,

The assumption that bacterial virulence has heen modified in
th:a case of tertiary syphilis is by no means necessary. Usnally
this stage is not regarded as infective, and the conclusion is
drawn that the micro-organism must be less virulent than in
the secondary stage. Jadassohn has shown, however, that the
peculiarity of tertiary syphilides and their slight infectiveness
can be explained by the presence of micro-organisms in few
numbers only. Such a difference between early and late syphi-
lides may be paralleled by a similar condition that holds good
in the case of acute forms of tuberculosis cutis and lupus. In
both affections tubercle bacilli of equal virulence are present,
the difference being one of quantity only.

This question cannot be treated at length now, althongh a
number of points require further elucidation, e.q., the relation-
ship of the infectiveness of a syphilitic to the symptoms he
shows ; and the relationship of a patient with syphilis of three
years' standing, showing tertiary syphilides and regarded
as infective, to another who had syphilis ten years previously,
and yet shows similar tertiary syphilides which are not usually
regarded as infective, &. In my opinion such observations,
apparently so striking, are to be explained by the quantity as
well as by the localization of the specific micro-organisms,

In order to account for the pathological changes in tertiary
syphilides, Jonathan Hutchinson puts forward the hypothesis,
which I agree with, that the tissues are so profoundly altered
by the syphilitic virns that they no longer react in the same
way to syphilis-bacilli as is the case with healthy tissues or those
in the first stage of syphilis.

Such a theory seems to be more probable when we call to
mind the tissue-changes that occur after the primary stage.
For the contrast between the latter and the secondary stage is
well-defined and can only be referred to tissue-change. Klots's
theory that tertiary processes are to be traced to the source of in-
fection being tertiary does not commend itself to my judgment.

1118

In considering the mtiology of tertiary syphilides, two points
must be kept apart:—

A. The causes that determine the localization of tertiary
syphilides,






416 NEISSER ON TERTIARY SYPHILIS,

consequently 1 do not prescribe any form of iodide in papular
eruptions of the early stage. Of course, it is possible that there
are other preparations of iodine, not so rapidly eliminated from
the body as iodide of potassium, which enter into combination
with the tissues and exert a remedial effect.

Another point I wish to insist upon is, that it is now a matter
1.:rf common experience that the frequency of tertiary syphilides
1s much greater during the first, second, and third years of the
disease than was formerly thought. Iodide of potassium is of
striking benefit in tertiary processes.

From these data we may lay down the rule that in all cases
of syphilis affecting the internal organs during the first year
both mercury and iodide of potassium should be given. For as
it is impossible to determine in such cases whether the symptoms
are purely secondary and therefore to be treated with mercury
alone, or whether they are of a tertiary (gummata) nature and
therefore to be treated with iodide of potassium, it is advisable
to administer both drugs.

Experience has long ago guided us to this conclusion, and
thus, in cases of cerebral and spinal syphilis both remedies are
used with marked success. The addition of potassium iodide
benefits those tertiary phenomena appearing early in the course
of syphilis, even though an accurate diagnosis cannot be made ;
and mercury is absolutely necessary in those cerebral and vis-
ceral affections which bear the * papular” character of the early
stage.

I have often pointed out the error that many physicians fall
into, in regarding cerebral, spinal, and osteal syphilis when
appearing early in the course of the disease as tertiary and
administering only the iodide of potassium. Now, in these
organs, just as in the skin, secondary lesions appear, and there-
fore they must be treated in the same way, and mercury must
also be given. Quite recently, Fournier mentions ‘ferliarismus
preecox” in syphilitics of one year’s duration, suffering from cere-
bral symptoms. I cannot quite see my way to accept his view,
although I admit that such early signs of cerebral mischief are
graver than those appearing in later years. The difference is to
be explained by the fact that such cerebral symptoms are not
tertiary, appearing as they do in the course of the first year, but
are “ papular” lesions situated in the cerebral vessels; there-













420 NEISSER ON TERTIARY SYPHILIS.

The opponents however urge the following considerations :—
1. Fournier's method of treatment is not more beneficial than
the usual symptomatic expectant treatment; 2. It is more
harmful than beneficial.

Now I do not imagine that I have settled this question, which
has been under discussion for the last twenty years; I cannot
absolutely prove my statements to be correct, but at least I am
constrained to dispuate those made by the opponents of Fournier’s
method.

I maintain there are a number of grounds for holding that
prolonged treatment is beneficial. I believe from what we know
of the virus and course of syphilis that it is possible to deduce
@ priort that this treatment is necessary, and I deny the view
that a prolonged course of mercurial treatment carried out
according to Fournier’s method under general medical principles
can be at all injurious. I shall begin with the latter point, as
this appears to be the most important. Again and again I have
asked the question—Wherein lies the injuriousness which such
prolonged administration is said to produce? Personally I have
never observed such injuriousness, although it is just we, who
carry out Fournier’s treatment, who should see it. We, and not
our opponents, have amassed observations of those who have
undergone the treatment whilst the latter have been speaking of
dangers based more on general considerations than on any
specific grounds.

For instance, it has been urged that a greater irritability and
even damage to the nervous system may be induced by such
prolonged treatment. 1 deny this i tolo, at any rate ‘I‘ﬁfnﬂ that
there are just as many nervous persons among syphilitics who
have been treated without as with Fournier's method. They
have become nervous in spite of the gradual and moderate admin-
istration of mercury, and no one of us is able to say always
what may be the cause of such nervousness. Of course, I do
not dispute that excessive mercurial treatment may be per-
nicious to the mervous system. On the other hand, we do not
estimate the value of any treatment because its results may
happen to be deleterious owing to erroneous employment,
and even then a transient disadvantage may be amply com-
pensated for by permanent beneficial results. H-:}We:var, I
can only repeat my conviction that no proof has been hitherto
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