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30 CEREBRAL DECOMPRESSION

On December 27 he came to London in an invalid
carriage, and I saw him with Dr. Purves Stewart as Sir
David Ferrier was in Cornwall. He had been drowsy for
three weeks but understood everything that was said to him.
Cerebral vomiting had occurred daily, the urine had been
retained for forty-eight hours. Two weeks ago and also a
few days ago he had had opisthotonus. There was no
optic neuritis, the pupils acted well. There was divergent
strabismus, the inward and outward movements of both
eyes were impaired, but there was no failure of upward or
downward movement or of the movements of the pupil as

Fi16. 19.—Sarcoma of pons varalii.

in nuclear paresis of the 3rd nerve. Hearing slightly
impaired on left side, slight peripheral paresis of left face,
slight weakness of left arm and leg. Left Babinski reflex
and left ankle-clonus, no anmsthesia. Sir David Ferrier
wrote from Cornwall : “The tumour affects the medulla
oblongata, I think it is in the region of the fourth ventricle.
He has signs of conjugate paralysis of eyes (lateral). This
occurs 1n tumours of the fourth ventricle, and with
dysphagia is very significant. Make the decompression
very low posteriorly so as to expose this region.”

Fluid under pressure withdrawn same evening by lumbar
puncture. Next day patient gradually became comatose,







32 CEREBRAL DECOMPRESSION

Dura very thin and tense. The I']':H'il:_']:lt became severely
collapsed and in spite of stimulation, infusion, etc., died the
same evening. : _
Autgpsy.—Convolutions flattened, cortical veins engorged.
The tumour involved the vermis and the adjoining parts
of the lateral lobes of the cerebellum. It filled the fourth
ventricle, the Sylvian aqueduct (which was dilated), and the
third ventricle. The anterior inferior cerebellar arteries
crossed on the ventral aspect of the sixth nerves and both
nerves showed grooving, but no degeneration was discovered

Fic. zo. Fic. 21,

Fics. 2o to 24.—Illustrations of Caze 2,

Fic. zo.—Section of pons viewed from front, Sylvi:m ;tq_m:rlucl dilated and
filled with tumour.
FiG. 21.—Section viewed from behind, Tumour expanding and filling 4th ventricle.

on microscopical examination after staining by Marchi’s
method. Histological examination showed that the growth
Was d SArcoiIn:d.

Remarks—The autopsy showed that the growth was an
infiltrating tumour, already widely disseminated by local
extension, and irremediable by operation. When the case
came under my observation even a simple decompressive
operation would have been of no service, but we could not
be sure of this before operation. Life and death were so
nearly balanced that when decompression was cast into the
scale the beam turned to the inevitable result—death.
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Fic. zz.—View of section seen in Fig. 21, from in front.

Fic, 13;—_5:<,:tinn made more posteriorly and viewed from behind. Tumour destroying
vermis, inner portions of lateral lobes of cerebellum, and filling 4th ventricle,

D



34 CEREBRAL DECOMPRESSION

Case 3.—Large right precentval meningeal tumour.  Operation.
Hemorrhage. Dealh,

Female, aged 44 years, a patient of Dr. Graham Stewart
of Margate. Seen with Dr. Purves Stewart.

History.—Three years ago slight weakness of left foot.
Two and a half years ago pain in left foot followed by
unconsciousness lasting a few minutes. Ever since has

Fic, 24.—Coronal section of brain showing tumour filling 3rd ventricle.

Lateral ventricles dilated, (Case 2.)

dragged the left foot and has had numerous fits, commencing
in the left foot. The pain preceding the fits was severe,
and often extended as high as the knee. The left leg has
gradually become weaker, and the left upper limb has also
become weak, the patient has had occasional right-sided
headache and some dimness of vision. There has been no
vomiting. Left Babinski reflex and bi-lateral optic neuritis
were observed four months ago ; about this time, too, the
right foot became weak and the “attacks” seemed to
commence in it. HWhen seen, January 30, 1912, patient







30 CEREBRAL DECOMPRESSION

FiGs. 25 and 26.—Right Precentral Meningeal Tumour (Endothelioma). (Case 1)

convolution,

Fig, 25,—Shows the brain from above with some dura still adhering to it. The
tumour had crossed to the left side, ana was pressing on the upper part of the left precentral

Fig, 26.—Coronal scction of brain and tumour,
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The cerebral substance is not invaded
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IN ORDINARY PRACTICE 39

Diagnosis.— Tuberculous tumour of left cerebellar hemi-
sphere. January 8, dura of left cerebellar fossa and part
of right exposed. Much bleeding from foramina in the
bone. Dura very tense.

Result—Twenty-four hours later arrest of respiration
and death. No autopsy allowed.

—
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Fic. 28.—Grooving of both 6th nerves by symmetrically placed and superficially
disposed anterior inferior cerebellar arteries. [Cushing.)

Patient, aged g years, had double abducens pH]EJ.f and 'L:,']Jical cerebellar EympLons with

hydrocephalus which had caused diastasis of sutures. Operarizs.—Large median encapsulated,
cerebellar tumour,  Death,

Remarks.—1 have come to the conclusion that in all
cerebellar cases the dura should be opened in the first stage
of the operation. It is important to note that external
rectus palsy is a localising sign, since it has been shown that
when the brain stem is displaced downwards the 6th nerve
is liable to be constricted and grooved by the arteria auditiva
interna or the arteria cerebelli inferior anterior, and further






















































IN ORDINARY PRACTICE 57

(Nurse F. Woods) secured the patient from the dangers of
sepsis. It is noteworthy that the left-sided pain, though
ignored, was a localising symptom. The recovery of the
movements of the pupils and eye-balls proved that the
third nerve nuclei were not destroyed by the growth of an
infiltrating tumour, and that pressure alone was the cause of
the paralysis. Further, if the view that the patient was
snffering from an infiltrating tumour of the mid-brain,
possibly fungating into the third ventricle, had been correct,
drainage of the ventricle for so many months without any
difficulty arising would have been very unlikely, as such
tumours tend to spread over the surface of the ventricle and

FiG, 46.—Ectipia pupille in a mesencephalic lesion, (S. A, K, Wilson.)

to produce hzmorrhages, both of which conditions would
inevitably interfere with drainage. The Sylvian aqueduct
being blocked, the stream of fluid in its way out through
the drainage tube would tend to spread an infective growth
over the right lateral ventricle, and I always feared that this
would occur. The recovery from the ocular palsy and the
constant and easy escape of cerebro-spinal fluid ought, in my
view, to have suggested to us that the original diagnosis
was wrong, that the tumour was encapsuled, and that Sir
David Ferrier’s suggestion should be acted upon. ‘

S. A. K. Wilson (**) has described a curious symptom
which sometimes occurs in mesencephalic lesions, namely,
ectopia pupille, a condition in which the pupil is not in the
centre of the iris. This sign was not present in the above






















































