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T8 THE MANIFESTATION OF DISEASE IN ORGANS.

organic and hysterical hemiplegia, and osteomalacia, and the gaits
caused by rickets or other bony defects.

In locomotor ataxia the gait is unsteady and waveringly uncertain,
resembling that of a blindfolded person who is told that he is ap-
proaching some inequality in the floor. The patient continually
seems to be feeling for the ground with his feet, and carefully picks
his way along a perfectly smooth surface in a labored fashion, using
a cane to help him both in the way of support and of feeling the
ground. If he looks up from the ground while walking, he sways
suddenly and may fall, and if prevented from returning his eyes to
the pavement almost surely falls if no aid is given him. (Fig. 26.)

Fie. 26,

Galt in a case of locomotor ataxin. From instantansous serial photographs of a patient of
Dr. Dercum, made simulianecusly from two different poinis of view by Muybridge.

The gait of psendo-tabes is sometimes identical with that just
deseribed, is usually associated with a history of aleoholic excess,
and is due to multiple neuritis, In a majority of the cases, however,
it is distinctive, and has been called the “ steppage” gait. The foot is
thrown forward and the toe is raised so that the heel first strikes the
ground in much the manner adopted when one attempts to step over
some obstacle, Sometimes this gait is found in cases of arsenical neu-
ritis and that due to lead, but in aleoholic tabes there are generally
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84 THE MANIFESTATION OF DISEASE IN ORGANS.

a tendency to stumble, the body is usually bent backward, and there
is difficulty in getting up from the floor and on going up and down
stairs, The patient in all his movements shows a marked loss of

F1a. 30,

Typleal peendo-muscular hypertrophiy.
(DERCUM.)

Power in the legs with a great ap-
parent increase in the size of the
muscles in the legs. (Fig, 30.)

The gait of pseudo-muscular hy-
pertrophy is sometimes closely re-
produced in children suffering from
severe rickets, and the other fea-
tures of the case which may mis-
lead the physician are that the child,
if fat, will have bulging legs, as if
the museles were hypertrophied, and
lordosis due to spinal weakness. In
the rickety case, however, the knee-
jerk is preserved, and in the pseudo-
muscular hypertrophy it is lost.

The gait of a child suffering from
infantile cerebral paralysis is quite
characteristic. In the first place,
it is spastic, and the patient walks
on the toes or in some cases club-
foot develops. The heels are everted
and the toes turned inward, the
knees heing so closely approximated
that the clothes may become worn
between them from the rubbing. So
great is the extension of the legs
that the toes are very apt to drag,
and, finally, the adduction spasm
may be so great that the legs overlap
each other as walking is attempted.
(Fig. 31.)

The gait in multiple sclerosis is
often markedly spastic and paretic
—that is, stiff’ and feeble, and may
in the early stages of the disease

closely resemble that of spastic paraplegia due to lateral sclerosis.
When the patient attempts to pick up a small object with his fingers
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there are tremor and oscillation of the hand. There are also scan-
ning speech and nystagmus.

In paralysis agitans the patient’s gait is hurried because, from the
bent-over position of his body, his centre of gravity is too far for-
ward and he runs to keep up with it. This is called festination.
The gait is also somewhat trotting or toddling. (Fig. 32.) (See
chapter on Hand and Arm, part on Tremor. )

FiG. 81. FiG. 32,

5["9_*110 |rﬂ;.l'll plegia; crossed-legeed Jir- Bide view of o cnse of paralysis agitans show-
Izgmj:;;;'.- (From o pu:E.s.-nt of Dercam's in ing torward inelination of trunk. Tendency to
the Jeflerson Medical College Hospltal.) propulsion. (DERCUM.)

In cerebellar disease the gait may closely resemble that of a drunken
man, and the patient has the greatest difficulty in keeping from sheer-
ing off' to one side as he walks, swaying, too, from side to side (cere-
bellar titubation). The middle lobe of the cerebellum is usually
affected; but Nothnagel asserts that, if these symptoms are associated









58 THE MANIFESTATION OF DISEASE IN ORGANS.

changes in the gait, we have loss of power or paralysis affecting the
muscles of the lower extremities: either on both sides, in which case
we have a condition called paraplegia; of one lower limb, a condition
called erural monoplegia; and of groups of museles, resulting in
localized palsies. These paralyses often produce deformities, as will
be shown shortly.

Paraplegia. Given a case of paraplegia, what may be its cause ?
It may arise from a cerebral lesion, which is very rare, except in
children, when it is common,' and it must depend upon a lesion on
both sides of the cerebral cortex or in each capsule; that is to say,
there must be present a lesion in the leg-centres on both sides of the
cortex or in the fibres going to the legs through the internal capsules,
Much more commonly the lesions causing paraplegia are in the spinal
cord, very rarely ths symptom is due to involvement of the nerve-
trunks on both sides after they have left the cord, and sometimes it
is caused by hysteria and reflex irritation.

Fia, 34,

Spastic diplegia, congenital , presemting chorelform and athetold movements, [(DERCTUM. )
{Philadelphia Hospital.)

Spastic PARAPLEGIA. The paraplegia of cerebral infantile par-
alysis is spastic, and follows difficult labors or injuries to the child
before or after birth. Contractures nearly always ensue, and exist
chiefly in the adductors of the thighs, o that the atfitude is very
characteristic. (Fig. 34.) Epileptic convulsions very often com-
plicate these cases. Often these paraplegias are not manifested for
some months, or even longer, after birth. In many cases they are

1 uch an cecurrenes in adults is very rare, but it is quite common in young children, as
many as 14 per cent. of the cases of infantile cerebral palsy being paraplegins, (SACHS.)
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tion or trophic paralysis, and the sphincters of the bladder and rectun
escape the paralysis. Similar symptoms associated with sensory dis-
turbances are probably due to a polyneuritis,

Diller and Meyer state that the cardinal points for the differential
diagnosis should be:

1. Flaceid paralysis of the muscles, spreading rapidly from one
point over the rest of the body, generally beginning in the legs, but
sometimes following the reverse order, as in the French zobdlogist
Cuvier. '

2. Absence of muscular atrophy and of electrical reaction of de-
generation.

3. Tendon and superficial reflexes absent.

4. Sensibility not, or only slightly, impaired.

5. Sphincters, as a rule, intact (exceptions rather frequent).

By far the most common cause of paraplegia is myelitis in one of
its forms, but, whether the onset be rapid or slow, it must be remem-
bered that the symptoms of myelitis depend, first, upon the level at
which the spinal cord is involved, and, second, as to whether the
lesion involves the white matter or the gray. If the lesion is an
acute central myelitis of the gray matter, it usually produces many
of the symptoms about to be detailed under acute transverse myelitis,
but the onset is malignant and the areas involved are usuvally wide-
spread. It is attended by fever of a marked type, though the tem-
perature of the paralyzed parts is below normal, and by early evi-
dences of trophic lesions, Multiple arthritis may come on. The
bladder and rectum are paralyzed, and, finally, delivium may develop.
The prognosis is unfavorable, Acute central myelitis is to be sepa-
rated from Landry’s paralysis by the facts that in it sensation is lost,
there are rectal and vesical paralysis, fever, and rapid trophic changes.
From polyneuritis it is separated by the facts that there are no great
trophic changes in this form of neuritis, and the rectum and bladder
are rarely paralyzed,

The symptoms of acute transverse myelitis are capable of being
divided into three groups, in the first of which the onset is as sud-
den as is that of an apoplexy, in the second the symptoms come on
quickly, and in the third more subacutely. In the acute forms,
however, the history will be that after a period of numbness, heavi-
ness, and weakness of the legs, with more or less pain in the back,
the patient has found it impossible to move his legs, has lost control
of his bladder and rectum, or suffers from retention of the urine and
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In cases in which paraplegia results from the more subacute form
of transverse myelitis the symptoms are usually not quite so rapid
in their onset as in the type just named. The patient. first notices
that his bladder and rectum are unduly irritable, apnd in his limbs
there may be subjective sensory disturbances (see Parwmsthesia in
chapter on the Skin). The motor symptoms begin by a feeling of
heaviness or inability to move quickly the lower limbs, so that the pa-
tient feels tived on slight exertion. Soon these symptoms deepen into
absolute anssthesia and motor paralysis, and the girdle sensation on
the trunk becomes well developed (see chapter on Skin), The
bladder, which at first was irritable, may now be toneless, paralyzed,
and retentive or incontinent, Retentive, if the lesion is above the
lumbar cord; incontinent, when the lower part of the lumbar en-
largement is diseased. The reflexes may at first be abolished, but
very soon some of them return, only those reflexes the centres for
which are destroyed by the transverse lesion being abolished; that
is, the reflexes recover after the first shock of the attack, and those
muscles and tendons having spinal centres below the lesion have their
reflexes increased because they are cut off from the inhibiting centres
higher up in the cord or medulla. The muscles of the legs, which
at the first shoek of the onset of the malady were all flaceid and
paralyzed, now divide themselves into two classes, those that are con-
nected with the diseased part of the cord, which remains paralyzed,
and those which are connected with the lower centres, which recover
some power; but as the lesion is so placed as to cut them all off from
cerebral influences, voluntary motion is lost as completely as if all
were deprived of spinal influence. The truly paralyzed muscles
waste, but the others which have unimpaired spinal centres do not,
except very slowly from disuse. On the contrary, they often be-
come spastically contracted. Other trophic changes, such as bedsores
and bulle, develop in the skin connected with the diseased focus, but
not in that connected with centres below the lesion. Ansmsthesia is
present because the lesion prevents the sensory impulse from reach-
ing the brain (see chapter on Skin). When the entire cord is not
evenly involved in the transverse lesion certain groups of muscles
partly escape. It is asserted that the extensors escape oftener than
the flexors. The height of the paralysis also depends upon the situ-
ation of the lesion in the cord, and if high enongh to involve the
cervical region, and yet not high enough to paralyze the diaphragm
and cause death (third or fourth cervical), there may be contraction
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Paraplegia when due to locomotor ataxia is nearly always so sur-
rounded by other typical symptoms of this disease as to render its
separation from the paraplegia of myelitis easy, and, further, it is
rarely a true loss of power. The stabbing and darting pains of
ataxia (see chapter on Pain), the presence of the Argyll-Robertson
pupil, the absence of the patellar reflex, and the atrophy of the optic
nerve are all characteristic of ataxia, and absent in myelitis (see also
early part of this chapter on Gait).

Fra. 37.

j~ 15t to Tth cervical segment.

+ Iat to 12th dorsal segment.

18t to 5th luombar segment.

} 18t to Sth sacral segment.

Diagram showing the surface-nrens of the back corresponding approximately to the areas
of the spinal cord supplying the tronk and limbe,

The symptoms of lateral selerosis and amyotrophic lateral sclerosis
have already been discussed under “ Gait”’ and Spastic Paraplegia, but
in the paraplegia called ¢¢ ataxie paraplegia,” also already discussed,
there are in association lateral sclerosis and posterior sclerosis, and for
this reason some of the symptoms of both are found to be present.
Thus, in addition to loss of power there is a spastic condition of the
legs with exaggerated reflexes, absence of the Argyll-Robertson
pupily and of erises of pain, but the Romberg symptom, or swaying
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rectum act normally. Sometimes, however, in the presence of severe
renal disease, as renal calculus, there may be all sorts of disturbance
of sensation and pain, as well as great motor paralysis, with total
loss of reflexes, following an exaggeration of the reflexes, Probably
these severe cases are always due to a coincident myelitis rather than
to reflex irritative cause.

No form of paraplegia presents so many types or represents so
many organic diseases as does that due to hysteria, for there may be
not only great loss of motion but exaggerated or lost reflexes, relax-
ation or spastie contraction of the muscles, anwesthesia and hyperwes-
thesia, pain or no pain. The very occurrence of such irregular
manifestations in a young neurotic girl, the fact that the anwmsthetic
areas constantly tend to shift their position, and, finally, that the
contractures, if present from hysteria, disappear on administering an
anmsthetic to a stage in which muscular relaxation is produced in the -
ordinary individual, aid us in making what is in some cases an almost
impossible diagnosis (see that part of this chapter on Contractures),

A pseudo-paralysis of the legs with immobility sometimes occurs
as a symptom of scorbutus in infancy. The parents notice that the
child flinches when picked up or handled, and seems as if tender
from rheumatism. Often the gums are swollen and bleeding, and
purpuric eruptions appear on the skin, The shafts of the bones of
the legs or of the arms may be enlarged, and hmmaturia or bloody
stools may appear,

Pseudo-paraplegia may occur in rickety children from fanlty mus-
cular and bony development. It is to be separated from the ordinary
paraplegias of childhood by the state of the bones, the presence of
knee-jerks, and the absence of local wasting or spasm, but general |
spasm, or carpo-pedal spasm, is often seen in rickety children.

Not uncommonly a partial paraplegia occurs as a result or sequel
of diphtheria. The condition, however, is more ataxic than para-
plegic, and Bourges asserts that there is no muscular atrophy such
as occurs in true paraplegia due to neuritis, or in some spinal lesions,

When neuritis produces paraplegia it may present symptoms very
closely allied to those of acute myelitis, if the symptoms come on
suddenly, or of locomotor ataxia; that is, neuritis may cause pseudo-
tabes if its onset be slow. The neuritis is always multiple and in-
volves the arms and the body after affecting the legs ; there is well-
developed anesthesia (see chapter on Skin), preceded by sensory
disturbances and marked muscular and nerve-trunk tenderness; but
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different types of paralysis resulting from these cerebral and spinal
diseases in the child. (Figs. 39 and 40.) In acute infantile paral-
ysis of spinal origin the right lower extremity is most frequently
affected, after this, a close second, the left leg. Sometimes muscular
atrophy may be masked in young children by the abundance of sub-
cutaneous fat, A point of some importance in examining the re-
flexes is that the presence of knee-jerk should not exclude the
diagnosis of poliomyelitis, because the reflex act is only destroyed if
the centres which cause this jerk are diseased; that is, if the dis-
ease has only affected that part of the cord supplying the foot, a tap
on the knee may readily produce a response, whereas if the disease
be higher up the reflex will be lost. The chronic anterior polio-
myelitis of adult life presents very similar symploms to the acute
form of infancy, but is a very rare disease,

Care must be taken that paralysis of the leg resulting from an
injury to the peroneal nerve with resulting neuritis is not mistaken
for acute poliomyelitis. The history of an accident, of pain, swell-
ing, and the presence of a bruise aid us in making a diagnosis, If
these symptoms oceur in an adult, a possible cause is paralysis of the
peroneal nerve oceurring in the course of tabes, (In connection with
this chapter see that on the significance of anamsthesia of the skin.)

Deformities of the Feet and Legs. Much of what has been said
in the preceding chapter as to the diseases which produce alterations
in the shape of the hand and arm applies equally to the changes from
the normal seen in the appearance and movements of the feet and
legs. The feet are greatly enlarged symmetrically in acromegaly
and in Marie’s pulmonary osteo-arthropathy. In the latter disease
the enlargement is particularly noticeable because it is the extremi-
ties which are chiefly hypertrophied, whereas in acromegaly there is
simultaneous enlargement of the shafts of the long bones. It is
to be remembered that in both acromegaly and pulmonary osteo-
arthropathy the enlargement seems to be due to hypertrophy of all
the tissues composing the foot, whereas, on the other hand, in myx-
cedema the foot, though enlarged, is puffed and swollen in appearance
through hypertrophy of the subeutaneous tissues alone, Often the
foot appears to be a good deal enlarged as the result of deformity,
particularly that which consists in partial displacement of the artic-
ular surfaces of the metatarsal and phalangeal bones through the

wearing of badly fitting shoes, or joint-troubles of which we shall
speak later,
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not due to infantile paralysis. There will probably be a history of
heredity in such cases, It must be carefully separated from the pes
equinus seen as a result of progressive and acate infantile spinal par-
alysis involving the tibialis anticus as seen in Fig. 42. The toes are
hyper-extended, and the foot is very broad when viewed from side
to side at the metatarsal joints, It is stated that this sign is con-
sidered characteristic of the early development of the disease in
families with the heredity. Sometimes in place of this deformity
the foot becomes almost parallel with the tibia in excessive extension,
with eversion as the result of shortening of the peroneus longus.
(Fig. 43.) In other instances the deformities undergo marked

Fia. 43. Fia. 44.

Plantar surface exhibiting changes due to contracture of peroneus longus, shortening of
transverse diameter, A ¢, and torsion of foot, D, (SAcHS.)

changes as the disease progresses, so that they not only grow worse,
but are altered in type. (Figs. 43, 44, 45, and 46.) In distinction
from ordinary progressive muscular atrophy this leg-type often has
marked disturbance of sensation associated with it. (Dapna.) It
generally oceurs in males. According to Marie, another form of
claw-foot is seen in Friedreich’s ataxia, there being associated with
it club-foot.

Progressive neural muscular atrophy is a rare disease which must
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joints, The muscular wasting under these eircumstances arises from
neuritis, which is associated with the arthritis.

The Joints. The joints of the lower limbs may be swollen
from an arthritis arising from many causes, such as locomotor ataxia,
hemiplegia, rheumatoid arthritis (arthritis deformans), acute mye-
litis, cerebro-spinal meningitis, Morvan’s disease, septicemia, or
the 1nfectmu3 processes, such as acute articular rheumatism and sepsis.

The most marked alterations in the joints are those produced by
advanced locomotor ataxia, and are called arthropathies. Often they
are associated with spontaneous fractures of the bones. The knees
are most commonly involved, then the ankles and hips. A joint or
several joints may become suddenly swollen with or without pain,
and without apparent cause until the swelling becomes quite massive,
There are then developed osseous hyperplasia and a tendency to dis-
location with crepitation on movement, and the ends of the bone be-
come worn away and absorbed. Dislocation and fractures are com-
mon, and the bones are atrophied.

In rheumatoid arthritis there is a gradual enlargement of the
joints from accumulation of fluid, which in turn is absorbed, leaving
the articulating surfaces ronghened, uneven, and deformed, but there
are no deposits of urate of sodium as in gout, the deformities being
due to alterations in the articulating surfaces themselves, and the
periarticular development of bone, The disease always remains in
the joint originally attacked, although new joints are involved,
Pain is often severe, dislocations and fractures are rare, and the
small joints are often involved. (See Hand and Arm.)

Rhenmatoid arthritis when it progresses to an advanced stage
causes great deformity by the locking of the joints through the de-
velopment of osteophytes. By the destruction of the cartilages, wast-
ing of the museles, and thickening or contraction of the ligaments it
may cause dislocation of all sorts, and false positions, In the great
majority of cases it oceurs in women between twenty and thirty years
of age, but it may develop in early childhood. Pain is severe in
some cases, absent in others. The thighs become flexed upon the
abdomen, and the leg on the thigh. The number of joints involved
varies greatly, but the involvement is generally symmetrical,

Sometimes this disease, which is generally gradual in its onset,
becomes very acute, speedily involying many joints, causing swelling
of the synovial sheaths and burswe, and being accompanied by some
febrile movement, The suddenness of its onset, the febrile move-
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flammation may fix itself in one joint, but more commonly several
become swollen and tender. In this form cerebral and cardiac com-
plications may occur.

e. Acute gonorrheeal arthritis, in which a single articulation be-
comes suddenly involved. The pain is severe, the swelling exten-
sive, and due chiefly to periarticular cedema. The general fever is
not at all proportionate to the intensity of the local signs. - The
affection usnally resolves, though suppuration occasionally super-
venes.

d. Chronic hydrarthrosis. This is usually monoarticular, and is
particularly apt to involve the knee. It comes on often without
pain, redness, or swelling. Formation of pus is rare. It occurred
only twice in ninety-six cases tabulated by Nolen.

e. Bursal and synovial form. This attacks chiefly the tendons
and their sheaths, and the burse and the periostenm. The articula-
tions may not be affected. The bursee of the patella, the olecranon,
and the tendo Achillis are most apt to be involved.

Acute articular rhenmatism in the knee or ankle produces swelling
of the joint, redness, heat, exquisite tenderness, immobility from
pain, swelling of the surronnding tissues. It does not remain for a
long period unchanged in one joint, and is a process accompanied by
fever.

Although gout is capable of causing deformity in the lower ex-
tremities, it has one fact about it which is of practical importance,
namely, that it involves the small joints of the foot, while rheuma-
tism attacks the large joints, such as the knee, by preference. Gout
involves the feet most commonly, while rheumatism is more fre-
quently seen in the hand, if small juints are affected, and the big toe
is the favorite place for gouty manifestation. Aside from the swell-
ing, redness, and exquisite tenderness of gouty joints, all of which
symptoms exceed in acuteness similar manifestations in acute rheu-
matism, there is often an additional and permanent cause of de-
formity in the chalk-stones which are deposited about the joints,
and which are never seen in rheumatism. The history of frequently
recurring attacks lasting but a few days, accompanied by enlarge-
ment of the veins about the joint and shedding of the skin locally,
points, when added to the symptoms named, to a typical case of
gout. It may be almost impossible to determine whether a case

be one of chronic rheumatism or gout unless chalk-deposits can be
found.

8
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(corona radiata). Thus we see in Plate I1. how the fibres arising
from the middle area of the cortex cerebri pass down through
the lenticular nuecleus into the knee or angle of what is called the
internal capsule. This is a lateral view. In Fig. 50, which also
shows the results of a lesion in the capsule, we get an antero-pos-
terior view. These fibres are arranged in such a way that those

Fia. 52,
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arising from the lower part of the corlex, as in the face-centre, lie
nearest the knee of the capsule, and those highest, furthest from
this point, (Fig. 51.) After the motor fibres have passed through
the internal capsule, they pass into the crus cerebri of that side,
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tint owing to the density of the epithelium of which they are com-
posed. There are, in addition, many simple papille which cover the
surface between the peculiar ones already described. It is the fungi-
form papille which are seen most commonly in cases of disease, for
they become large and prominent, and because of their red color
show through the coating as red dots.

The appearance of the surface of the tongue varies greatly even
in health aceording to the condition of its mucous membrane and
the epithelium covering it. The most common alterations in its ap-
pearance are due to mere superficial coatings or fur, which consist of
dead epithelial cells, micro-organisms of many kinds, and abnor-
mally shaped living epithelinm. Small particles of food may also
be present. Butlin believes that the coating is chiefly due to micro-
organisms. The question as to how characteristic of a particular
disease any one coating or fur may be has been warmly discussed.
Some have gone so far as to assert that the coating of the tongue is
not indicative of any state in particular, while others, of whom the
author is one, are convineed that while an absolute diagnosis of dis-
ease in other organs cannot be based upon the appearance of the
tongue great aid can be gained by its study.

There are, however, very few conditions of the coating of the
tongue which are pathognomonic of any one disease, since the coat-
ing is produced by the local conditions of the mouth rather than by
the disease itself.

Taking up for consideration the various forms of coating, we find
that the area at the base between the circumvallate papille is always
somewhat coated even in the best of health, and that in disease the
heaviest coating is generally found in this region, while the tip and
sides, even in those diseases in which the coating is heaviest, are
generally fairly clear. This is in part due to the character of the
epithelium in different parts, and to the fact that the tip and sides are
generally scraped clean by the movements of the tongue. Further,
it should be remembered that the development of coating, aside
from digestive derangements, depends chiefly on three factors : first,
immobility of the tongue, so that it is kept elean by rubbing; second,
mouth-breathing, whereby the surface becomes dry and less easily
cleansed; and, third, fover, which not only dries the surface of the
tongue by mouth-breathing, but interferes with salivary secretion,
Additional local causes are a decayed or ragged tooth or follicular
tonsillitis, which infects the lingual epithelium, lack of cleanliness,


















THE TONGUE, MOUTH, AND PHARYNX., 135

has been thought, but from overgrowth of the epithelium with the
deposit of a black pigment of unknown origin. Usnally this brown-
ish-black discoloration is confined to the middle of the tongue. The
affected surface is often rough, due to the enlarged papillee, and the
edges of the spot are less black than the centre. In professional
tea-tasters the tongue may be orange tinted.

The coating may be stained brown from the chewing of tobacco,
licorice, nuts, and prunes, or chocolate, and yellow from the ingestion
of laudanum or rhubarb.

The eolor of the tongue itself, aside from discoloration of its epi-
thelium, isan important diagnostic aid. It is exeeedingly pale in all
forms of anmmia, particularly those due to laek of hemoglobin, such
as chlorosis or acute anwmia from hemorrhage, and in pernicious
anemia, when well advanced, it has a remarkable pallor, It is livid
and cyanotic in cases of pulmonary disease interfering with oxida-
tion of the blood, or in cardiac disease with similar difficulty.

Purple spots, which may be almost black, may be present in
Addison’s disease. Sometimes they are bluish-black, and always
well defined and even with the surface, Very rarely the tongue is
discolored by infarets, blood-stains, and bruises.  'When the tongue
has its edges dotted with yellowish patches of a slightly elevated
character the condition is xanthelasma, and the liver will often be
found to be disordered.

In eases of poisoning by corrosive sublimate the tongue presents
a most characteristic appearance, for it is white and shrivelled, and
the papillee at the base are unusually large.

When sulphuric acid has been swallowed the tongue has a parch-
ment-like appearance, is at first white and then gray or brownish-
gray, and finally covered by a black slough, which as it separates
leaves a swollen excoriated patch. In nitric- and chromic-acid-poison-
ing the tongue is shrivelled and lemon-yellow in color, as it is when
hydrochloric acid has been swallowed. The tongue of carbolic-acid-
poisoning is very characteristic indeed, for it is shrivelled and puck-
ered into folds. The spots where the acid has touched are brownish if
impure acid has been swallowed, or white if the pure acid has been
taken. Inthe course of a few hours this spot becomes surrounded by a
red zone, and finally becomes dark brown or black in the centre. A fter
oxalicacid is taken the tongue may be covered by a thick white coat
and looks as if it had been scalded. Caustic potash and soda soften
the mucous membrane, so that it is pulpy and easily detached, and
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150 THE MANIFESTATION OF DISEASE IN ORGANS,

A cell in which is mounted a transparent glass rod is placed in a
trial frame, which is then placed in front of the eyes, If the hori-
zontal deviation is to be determined, the physician must ¢ seat the
patient at six metres from a small flame, and place the rod hori-
zontally before one eye, a colored glass before the other. If the
line passes through the flame, there is orthophoria (equipoise), as far
as the horizontal movements of the eyes are concerned, Should the
line lie to either side of the flame, as in most people it will, there
is either latent convergence or latent divergence : the former, if the
line is the same side as the rod (homonymous diplopia) ; the latter,
if to the other side (crossed diplopia).” (Maddox.) (Fig. 58.)

FiG. 58,

A B o

Maddox's rod-test for horizontal deviation. The rod is before the right eye. A. The line
passes through the flame—arthophoria, H. Thea ling passes to the right of the flame—]atent
convergence, or esophoria. C, The ling passes Lo the left of the flame—latent divergenee, or
EX0phorif. (DE SCHWEINITE )

When the vertical deviation is to be estimated the rod is placed
vertically in the flame. If the patient states that the horizontal line
of light passes directly through the flame, the vertical halance of the
eves 1s normal ; if, on the other hand, the line is above the flame, there
is a tendency to upward deviation of the naked eye; but if the line
is below the flame, there is upward deviation of the eye covered by
the rod-test. (Iig. 59.)

Testing of this kind refers to the insufficiencies and not to the
palsies of the ocular museles,

The 1|||]1|H'l:itn':' of ]:c'irt.-___r able to demonstrate these minor failures
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'n the ocular muscles by these means lies in the faet that in this
manner |u-'.!|1:1|']u'-= 1|||L= to musele v}'t'—étl‘:L[H may be remedied h.'“' re-
moving their cause by properly fitted glasses, or by gymnastic ex-

ercises with prisms, or in some cases by tenotomy.

FiG. 59
A B (

Maddox's rod-test for vertical deviation. The rod is before the right eve. A, The line passes
thmough the lame—orthophoria, B. The line passes below the fame. The upper image belongs
to the left eye—right hyperphoria. C. The line passes above the fame. The upper image
belongs to the right eye—leflt hyperphoria. (DE BCHWEINITE

Where there are marked palsies of the ocular muscles there is
usually some poison exercising its effects upon their nervous centres
or the nerves themeelves, or there is some central nervous lesion
affecting the centres gnn‘vt'i]in;_l; these muscles in the cortex, or there
12 a lesion in the nueclel or faseiculi. or, again, there may be lesions
in the basal ganglia, or in the course of the fibres of the nerve be-
tween the nuecleus and the eye, or in the orbit or nerve-endings.

The signs of paralysis of the ocular muscles consist in the follow-
Ing symptoms : Diplopia, which is due to the failure of the images

to fall on 1||I'c'l:l'n-ra[mm]ir:-_-; |mim-c in each retina, This :1i|11n]ni;L

becomes more and more marked as the object 15 moved toward the
side on which the Ilill';L]:.':'.l'I] muscle lies. Strabismus, which may
U Inay not he constant, llhll.‘l“_'-.' |||-w-l|'-i|.~' when the ir:Ltf|-|s1 en-
deavors to turn his eves in the direction of the paralyzed musele.

)

3 ertigo, which is due to the diplopia, or, if the well eye is closed, to
an erroneous loealization of the I.III_.|I' #s 1n the field of VIS1010, Altered
carriage of the head, due to the fact that the ||:s|]-.-r:| tries to turn

his head in the direction in which he is least troubled by double
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The oculomotor nerve receives filaments from the eavernous plexus
of the sympathetic, and from the first division of the fifth nerve.
In addition to divergent squint there is, as already pointed out in
the last few pages, in oculomotor paralysis, as additional symptoms,
ptosis, mydriasis, and paralysis of accommodation. The lesion pro-
ducing unilateral ptosis may be found in the cerebral cortex on the
opposite side from the affected eye in the angular gyrus just below
the interparietal fissure. Again, tubercular or other degenerative
disease of the corpora quadrigemina may cause double ptosis.

If the patient has ptosis with preservation of the function of the
intraocular muscles (that is, partial oculomotor paralysis), with
hemiplegia of the opposite side of the body, the lesion, according to
Maunthner, probably affects the fascicular fibres—that is, those between
the cortex and the nuclei. There may be associated with this form
of oculomotor paralysis loss of power in the hypoglossal and facial
nerves. On the other hand, if the oculomotor paralysis is complete,
the lesion is almost certainly at the base of the brain, and this
diagnosis becomes practically certain if there is associated with it
paralysis of other cranial nerves. Paralysis of the oculomotor
nerve on one side with hemiplegia on the opposite side of the body
is not positively a erus or fascieular lesion unless the paralysis
occurs simultaneously.  (Hughlings Jackson.)

If, however, there be double oculomotor paralysis, the lesion is
bilateral and probably due to a lesion at the base, as meningitis or
arteritis ; or to an inflammatory exudate involving both nuelei ; or,
again, to diphtheritic poison or the lesions of tabes dorsalis.

If that very rare form of ocular muscle paralysis, namely, iso-
lated palsy of the fourth trochlear nerve, is present, we will probably
find that the paralysis is due to a lesion at the base of the brain, due
to meningitis, or the pressure of a growth,

Supposing, however, that a patient presents himself with swelling
of the eyelids, exophthalmos, a contracted, followed by a dilated,
pupil, anwesthesia of the skin of the upper eyelid and of the temple,
or the area supplied by the first division (ophthalmic) of the fifth
nerve, and ophthalmoplegia—that is, paralysis of the extrinsic ocular
muscles on one side—where will be the lesion productive of this train
of interesting symptoms ? It will be seen at once that such a condition
is the result of paralysis of the oculomotor (third), pathetic (fourth),
and abducens (sixth) nerves, and that as in all probability only one
lesion has produced these symptoms it must exist at some point

11
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Embolic Atrophy of the Optic Nerve. From a case in the Jetlerson Madical Colfege Hospitals
(de Schwainitz. )
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A diagnosis between the eruption of measles and variola often can
be made by stretching the skin between the fingers, when, if it be
measles, the papule cannot be felt, whereas, if it be variola, it per-
sists. This is called the ¢ grisolle sign.”

Among other diseases in which rose-rash appears we find diph-
theria, septiceemia, cholera, typhoid fever, malarial poisoning, and
Bright’s disease, In diphtheria it may lead the physician to a
diagnosis of searlet fever with severe faucial manifestations, and
only a careful examination of the throat, the rapid subsidence of the
rash, and the bacteriological examination of the false membrane will
settle the diagnosis. Sometimes, however, a roseola appears late in
the course of diphtheria, probably as a result of septic absorption.
The presence of a very high temperature, of nervous irritability, and
the predominance of the throat-lesions of scarlet fever ought to decide
the diagnosis in favor of scarlet fever.

The roseola of early syphilis resembles that of scarlet fever, in
that it first appears on the trunk, but it is not bright searlet, but
rather dosky red. It appears in patches and is not diffuse, and it
ensues about six weeks or three months after the appearance of an
initial lesion, occurs in an adult as a rule, is not associated with
high fever, and soon involves the face and forehead. These symp-
toms aid us in separating it from scarlet fever, although it often ap-
pears in full blast in the palms of the hands and soles of the feet, but
a roseolous rash in these areas in an adult is always suspicious of
specific trouble. These patches speedily change from rose-rash to
other more marked lesions in ecases of syphilis, and one of the first
changes that they undergo is to become circinate. They fade and
reappear, last an indefinite time, fade in the centre, and so change
into marginate or circinate erythema.

When roseola develops after a surgical operation or after deliv-
ery in a puerperal female, it is not scarlet fever, but is due to
sepsis, although it is of course possible for scarlet fever to attack
such cases at any time. The rash is usually found over the abdo-
men and inner sides of the thigh, The absence of sore throat, the
possible presence of a septic process, and the absence of a strawberry-
tongue all help to exclude scarlatina. Sometimes, late in an attack
of cholera, a rash like surgical roseola appears in the same areas, or
in the period of reaction, comes out on the forearms, backs of the
hands, and rarely on the back.

The roseolous rash of typhoid is sometimes widely distributed and
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Closely associated with this form of eruption is that which is
characteristic of smallpox and chickenpox. The eruption of small-
pox appears on the second or third day in the form of tiny specks,
resembling flea-bites. These rapidly become papules, which have
an indurated base, so that they feel as if shot were under the skin.
(Fig. 86.) After about thirty-six hours these papules become vesi-

Fia. 86

Emallpox eruption on the seventh day,

cles, containing a turbid fluid, which speedily becomes purulent,
forming a pustule. (Figs, 87 and 88.) Gienerally this process of
maturation takes three days and, with the development of the pus,
the so-called secondary fever, which may be even higher than the
primary fever of invasion, sets in. After a period of eighteen to
twenty-one days the pustules drop off, having become dried up, leav-
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FiG. /7.

Smallpox eruption on the eighth day,

ing, if the attack has been severe, or the skin delicate, deeply pitted
scars.  Although the eruption of smallpox appears on the forchead,

Fia, 88,

Smallpox eruption on the eleventh day. The pock is geen to be umbilleated.
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25() THE MANIFESTATION OF DISEASE IN ORGANS.

extends as low as the tenth rib and on the left side as low as the
ninth,

Marked variations in the shape of the chest occur in healthy individ-
uals without possessine any direct pathological significance. Thus,
it is very common to see one shoulder slightly higher than the other,
and, in the case of clerks or persons who work much at a desk, the
left shoulder is very apt to be somewhat elevated. Oceupations
which cause the individual to assume certain positions, or to use cer-
tain muscles continually, also cause variations in the contour of the
thorax.

IxspEcTION OF THE ABNORMAL CHEST. The configurations of
the chest which show a tendency to disease or the results of attacks
of disease are numerous,

Fin. 105, Frea, 106,

The alar chest of phthisiz, Slde view of same patient.

The most familiar of these is the so-called phthisical chest, which
has been called the ¢ alar chest,” because the scapule stand out from
the back like wings. (Fig. 105.) The antnrn—puﬂlur[m-.diunmler,
particularly in the upper two-thirds, is very slight, and mstm{i‘.uf
convexity in this part there may be flattening or hollowness, (Fig.
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106.) This area scarcely moves on inspiration, but the lower thirds,
which are bulging, move markedly with the respiratory efforts, as
does also the epigastrium. The shoulders are very sloping, the
neck, anteriorly, is receding at the episternal notch, but springs for-
ward toward the Adam’s apple and the chin. The ribs in the alar
chest fall downward toward the belly from their points of origin,
instead of coming forward in a normal curve. (Fig. 107.)

Fra, 107,

Phthisical chest.

If, on the other hand, the chest bulges anteriorly and posteriorly
to such an extent that the {ltltﬁl'u-[:u.-:»tc'riut' diameter 1s greater th;m_,
or equal to, the lateral diameter, and if this bulging is fairly uniform,
Jtlll:‘. ,‘.:II".I“.[[]!'I'H ]:I[".i"g ‘."1|."|.'ﬂ.tl"‘|.|} [I]lL lll:l‘l.'li I'l::||.|:|:|1II;_'IIII::| .';'III[! tlIL‘ I]-I'_"ﬂ"]'i f"'illl'l-l't
In appearance from the raised shoulders, the patient is probably a
sufferer from emphysema of the lungs. This chest is often called
the *“ barrel-shaped chest.” The chest-wall moves very little or not
at all with the respiratory movements, which are chiefly diaphrag-
matic. (Fig. 108.)

Localized bulging of the chest results, in its most diffused type,
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THE BLOGD, 339

losing the tubes during rotation. By drawing back the milled heads
BB the tubes are instantly released and as quickly clamped again

FiG, 149.

Centrifuge.

Fic. 150,

HeEmatocrit attachment for centrifuge.

into position, (Fig, 150.) This apparatus should be made of alu-
minum, in order that it may be strong and licht. The advantage
gained by the use of this metal is that it is possible greatly to increase
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THE URINARY BLADDER AND THE URINE, 355

the patient commonly consist in loss of ambition, malaise, disturbed
digestion, and shortness of breath. Rarely is there pain in the
lumbar region, unless pyelitis, stone in the kidney or ureter, or peri-
nephritic troubles are present, when pain becomes an important sign.

Fic. 135,

+ 1st to Tih cervieal segment.

|- 15t to 12th dorsal segmemnt.

¢ 1st to Sth Inmbar segment.

} 15t to 6th saeral segment.

Diagram showing the surface-areas of the back porresponding approximately to the areas
of the spinal cord supplying the trunk and Hmbe,

TaHeE Brapper. The objective symptoms of bladder-difficulties
are generally local, unless they are very chronie, when the face may
appear worn and weary, and, if a purnlent ‘eystitis be present, septic
fever may occur, The subjective symptoms are tenderness, tenesmus,
and pain (see chapter on Pain and chapter on Abdomen), and reten-
tion or incontinence of urine, Retention of urine, so far as the bladder
itself is concerned, is rare, the cause of the retention generally being
outside this viscus. It may, however, arise from disease or injury
which destroys or temporarily impairs the function of the cells in the
spinal cord which govern the contraction of the muscles involved in
expelling urine from the bladder. ‘These centres are situated at or

about the level at which are given off the second, third, and fourth
sacral nerves, (Fig, 155.)
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THE BOWELS AND FECES, 407

frequent cause of profound angmia in the persons whom it infects.
Tts joints are only ravely thrown off, so its presence is often over-
looked, and this renders the search for the eggs very important in
severe anemia with no ascribable cause. This worm is usnally
derived from fish. A worm which is comparatively rare is the fenia

FiaG. 174,

Trichotephalus dispar, nalural size. [(PAYHE.)
a. Female, b, Male

cucumerina, which has a head with sixty hooks, It
infects dogs, cats, and sometimes children.

A round worm, looking like an ordinary earth-
worm, appears sometimes in the stools, and is called
ascaris lumbricoides. It is sometimes vomited, and,
rarely, causes trouble by crawling into and blocking
the common biliary duct.

Fine thread-like worms inhabiting the rectum are
the oxyuris vermicularis.

A very important diagnostic find in the feces is a
worm, looking very much like the thread-worm, but
somewhat larger, which inhabits the duodenum. It
is called the ankylostomum duodenale. The impor-
tance of finding it lies in the fact that it produces the
st ::FFI'.IF.I':I”]“:I. :i]"l.ﬂ], acute }_I]]:I.'II]E{I. ]'I:i." !:'|'|'|f,'!|:l:i|]§; .E}.I.[FU{I

Ankviostommim
dundenale, magni-
only found after a vermifuge is taken, but the eggs fied. (Burstowe.)

2 : . - oo a1, Femnle,
are always present as unsymmetrical, thickly covered ;] yae.

from the intestinal wall. The worms are usunally

segmented globules,  If the stools containing the eges
be set aside in a warm place, the embryos can be seen to develop
m the eggs, Bloody stools may be due to the presence of this
parasite,

The so-called whip-worm, or trichocephalus dispar, is a fine thread-
worm without any medical interest.
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500 THE MANIFESTATION OF DISEASE BY SYMPTOMS.

fears further bleeding. This hemoptysis may be caused, first, by
pulmonary tuberculosis ; second, by valvular cardiac disease, gener-
ally involving the mitral valves; third, by aortic aneurism ; fourth, in
persons suffering from severe purpura ; fifth, from persons suffering
from hemophilia; sixth, from vicarious menstruation ; and, seventh,
in rare cases of hemorrhagic smallpox.

Bloody sputum must be separated from bloody vomit due to gaa-.
trie hemorrhage from ulcer or cancer (see Vomiting). This can be
done by the cough, by the frothy character of the expectoration, hy
the presence of physical signs in the lungs, and by the history of
pulmonary disease, It may, however, be confused with slight hem-
orrhage from a dilated and ruptured vessel on the posterior pharyn-
geal wall, in which case, after a little coughing, there may be expelled
on a handkerchief a little blood-tinged saliva. Examination of the
throat will usunally reveal the source of the blood or other vessels
dilated, but still intact. For a number of days after an attack of
hemoptysis there may be expelled in the sputum dark clots of blood.
So-called ‘¢ currant-jelly * clots are expelled by coughing in many
cases of malignant growths of the lungs.

Other causes of blood-streaked sputum are aortic aneurism with
leakage by oozing into a bronchus or the trachea ; valvular disease
of the heart, causing pulmonary engorgement ; and particularly in
children do we see streaks of blood in the sputum if there be present
pulmonary gangrene. Care should always be taken to discover
whether the materials spat up are really tinged with blood, for they
may be colored by some dye-stuff or the blood of some animal for
purposes of deception,

Finally, it is well to remember that a reddish-brown or brick-
dnst looking sputum is sometimes coughed up in cases of hepatic
abscess communicating with the lung ; and the sudden expectoration
of a brownish, purulent-looking sputum by a person who has been a
sufferer from dysentery should cause the physician to examine the
sputum for the ameeba coli, in order to discover if the case is one of
pulmonary abscess secondary to ameebic dysentery. Symptoms of
hepatic abscess may also be present. This has been called ““anchovy-
sauce '’ sputum.

In addition to the sputum already described we sometimes see a
pecaliar semi-liquid sputum in cases of pulmonary phthisis, in which
the sputum promptly separates into two layers on standing, the ]mv.ier
one being light and flocculent, unless there is a well-marked bronchial
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catarrh present, when it may be markedly muco-purulent, or, if a large
cavity is present, its purulent character may be even more marked,
To this list may be added several others, namely, the purulent spu-
tum of pulmonary abscess or empyema, of mediastinal abscess, sub-
phrenic abscess, hepatic abscess, pronounced bronchiectasis, and,
finally, that from a large tubercular cavity in the lung. Of these
the more common are bronchiectasis, tubercular cavity, and em-
pyema breaking into a bronchus. A very liquid watery sputum is
seen in pulmonary edema, particularly that seen in cases of Bright’s
disease or heart-failure, and in some of the pulmonary forms of epi-
demic influenza. 1In the first of these the congh is paroxysmal, and
after it has been kept up for some time a gush of purulent sputum
is suddenly brought up into the mouth, and the accumulation of pus
is removed for a time. In the other the sputum is very fluid, and
is so free that its expectoration rapidly fills the spit-cup, provided
that the patient ig strong enough to bring it up.

Sputum which, on standing, separates into three layers, the top
one frothy and dirty-looking, the next clear and filled with shreds,
and the lowest consisting of a sediment of pus and broken-down-
looking materials, is seen in cases of pulmonary gangrene, and if
the sputum when placed in a vessel containing water sinks to the
bottom in disk-like masses or globules the disease may be tubercu-
losis.

The sputum expelled by an asthmatic at the time of the attack
also has characteristics not so easily seen at a glance, but neverthe-
less demonstrable by the naked eye. Small pearls or plugs of muecus
of the size of a sago-pear]l are seen in the sputum, and if these are
placed on a plate of glass under which is a black sarface, and then
teased out, they will be found to be rolled-up fibres, which when
unrolled are found to be in the forms of curls or spirals. These are
sometimes called Curschmann’s spirals (Fig. 189), and they are rarely
seen in several other conditions than asthma, namely, in chronie
pulmonary tuberculosis and croupous pneumonia. Through the cen-
tral core of the curl runs a bright and refractive filament, which
is waxy, and is probably not an entity, but an optical effect.
Between the =piral fibres can be seen in many cases slight, bluish,
octahedral crystals varying greatly in size, sometimes requiring a
high-power lens to distinguish them. They are said by Salkowski
to be composed of a mucous substance, but others believe them to be
oxalate of lime, a phesphate of an unknown base or ethyl eninim.
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the neuralgic pain be due to neuritis, it will not only be typical of
neuralgia, but along the track of the nerve marked tenderness will
be developed on pressure, and often an eruption will appear on the
skin, as a herpes zoster. Pure neuralgia, on the other hand, is often
relieved by pressure upon the nerve involved,

‘When the fifth cranial nerve is affected by neuralgia we find that
if the upper branch is involved the pain is felt in the forehead, the
evebrow, and the eyeball, the conjunctiva often becoming injected.
If the pain be in the upper lip, the posterior naves, and the cheek,
the infraorbital or second branch is affected ; while if the pain is in
the lower jaw and chin, the third division of the fifth nerve is in-
volved.

A peculiar form of neuralgic pain coming on in attacks or par-
oxysms of great severity is migraine or megrim, in which the pain
is usually confined to one side of the head, is associated with great
tenderness of the secalp, and preceded in many cases by disorders of
vision, such as hemianopsia or dimness of visual perception. Asso-
ciated with this pain at its zenith we frequently see vomiting and
retching, faintness with sweating localized to the pain-area or diftused,
and great facial pallor. Pressure by the fingers upon the painful
area often gives no more pain or even partial relief, but a light touch
will often cause marked increase in the pain. Rarely a somewhat
similar condition to migraine, which is not unilateral but bilateral,
is found in connection with rheumatism of the sealp. As both
migraine and this last-named condition arise from the rheumatic
diathesis, care in making a differential diagnosis is necessary. The
pain of migraine is, however, unilateral, more severe, more transi-
tory, and associated with the symptoms named, whereas in the rheu-
matic head-pain the history of rheumatic tendencies of a marked
character, the diffuse pain, the increased soreness on exposure to
eold or changes in the weather, aid in separating it from migraine,
When syphilis or injury causes a periostitis of the skull, violent
pain of a neuralgic character may be present, particularly at night ;
but the local symptoms are manifest, and when compared with the
history make the diagnosis possible.

It is also necessary to separate the headache of cerebral tumor or
cerebral abscess from neuralgia of the head. The pain of such a
cerebral condition is constant ; the headache is sometimes worse at
night, sometimes in the daytime, and greatly increased by physieal
or mental effort. The danger of confusing the pain of neuralgia with









| L
I 1 ! L
- | 1 !
i | - L 1
- 1 1 1 =
Ll i e |
£ Mo LE o “SRI=Ae1TLal . ]
Il LEL L 5 UL (] L L
2 ¥ 1T ' B E EL™ 8l ): 18 [ L L
| i . L . =
18l | ! | ¥ 15 | 110 5 1 L
. T- SERISE 4 o 1T I LAt LI 2 T J







o | . a1, = 1 0
: i : L h] | s i |
1t B 1 | | L.
g | | E A [ v
: Ta = 1 ] 1 | L
; 1 r l | G £
. 2 [ ' h
i 1} L L 4
AT i RO LIERCIID | JLLCHR e
: 4 1 1 terisne 2eat
" 1testing DSTCLIICEL Ll fhiz G
- Y Fyg « O 1 11T L& = B =} | ! - 2
1 ~ | RO s R 2 A Cl1Aantes 1 Al 0]
’ Tebtate] ¢ a5 TOLIL s ! e Trea L
TITAT ] i =
e 1 1 B 1 . 8 | |° | | - 4 h = '
! I .
I | i i) A
1
111 . mte Bl
. . 1 ¥ e 1 | 1}
] ¥ i " I | . 1 & 1 ! Y - -
I 1FY dal 1l | L | i - L



















v - ]
o
.
i
i













1 e I:
£ - { H
I I C ]
I | -
al - o - A | - ! | y 11
| i H ! ,
I
F oy 4 ] 3 | 1L i '] 10 . Y 1 !
AiHE 5 18 [ | f 1 | L -
Ty iy e L S 10 [] I i Ao . J
: . g - - )
i, 1 e i 1 111 il -
| i i e K 1 - | 1= I ] 1
Sd 1 5 [ § s - i} 1 | '}
Ranl 1 i
7T 1l i 1 F 1 EAULNSN









































































































































































R R A

A T L L L s
d ¢ -.-_..-:;_,-'!-,"p?‘f

P N e,
L sl e ) T N
#

P

A S et

i




