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Fig. 1.—Foot of Friedreich’s disease.





























































































DEFORMITIES
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DEFORMITIES 39

D. Position.
The retracted head, rigid and fixed in varying degree,
occurs in meningitis.

el oo

Fig. 4.—Hutchinson teeth.

A head stiff and turned to one side with chin elevated
occurs with torticollis.

A head rigid, palsied, and bent forward is character-
istic of paralysis agitans.
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Fig. 5.—Scoliosis (in Friedreich’s disease).
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It is not necessary to remember all of these seven
differences. The smaller table will answer every pur-
pose. Base the difference upon the location of the
pathologic lesion in the motor tract. Divide the two
types into upper motor neuron and lower motor neuron.
It is the level of the lesion, therefore, which will determine

Fig. 6.—Atrophy of hands occurring in amyotrophic lateral sclerosis.

clinically the physical signs and symptoms. In the
case of the lower type, loss of reflex is the best guide;
in the case of the upper, exaggeration of reflex.

A combination of the two types may occur. When this
happens, the symptoms at the level of the lesion will be
those of the upper type, while below the level the symp-
toms will be those of the lower type. This is due to the



























PARALYSIS 50

5. Median paralysis.
No characteristic deformity, but hand supin-
ated and inability to flex fingers.
List of leg paralyses:
I. Sclatic.
The dragged leg.

Fig. 7.—Dropped feet.

2. Peroneal.

The pigeon-toe foot.
3. Anterotibial.

The dropped foot.
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Fig. 10.—Dropped wrists in lead palsy.







































TREMORS 79

face, tongue, lips, and arms. The rate may be fast or
slow; therefore, the tremor may be either coarse or
fine; the most common type is coarse. The rhythm may
be regular or irregular, constant or inconstant. Usually
it is irregular and inconstant. The effect of rest is not
to stop, only to modify. It should, however, not be for-
gotten that the tremor of general paresis may assume the

Fig. 16.—Exophthalmic goiter,

form of an intention tremor. Voluntary movement serves
to accentuate and aggravate the tremor. The patient
raises a glass of water in either a tremulous or jerky man-
ner; if the disease is far advanced he spills the water,
but usually only shakes the glass. The ability to draw
a straight line is invariably impaired; the paretic hand-
writing is typical. The sentence begins with large letters
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and ends in very minute and indistinguishable hiero-
glyphics. There is a distinct upward slant to the line,
and a tremor 1s evident on the upstroke of each charac-
ter. External and emotional causes exert a great influ-
ence. In no tremor is this more evident than in that of
general paresis. Any excitement, any stimulation, ag-
gravates this tremor. The cardinal signs of general

Fig. 17.—Exophthalmic goiter.

paresis are of two kinds, physical and mental. On the
physical side are the unequal, irregular, and immobile
pupils; the abnormal reflexes, either absent, exaggerated,
or unequal; the tremor, and the ataxia, both of speech
and of movement. On the mental side are either the
depression or exhilaration, the irritability, the lack of
orientation, and the dementia.







































TROPHIC DISORDERS 03

anterior horn of the spinal cord and its efferent fiber will

Fig. 27.—Charcot joint, showing retroflexion.

be reflected in the nutrition of these various structures
of the body.
The distribution of the trophic disorders is of two
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(b) Spontaneous fractures and osteoporosis in tabes,
syringomyelia, and progressive muscular dys-
trophy.

(c) St{)liﬂsis in syringomyelia.

(d) Gigantism in pituitary disease.

Fig. 20.—Charcot knee, showing abduction at knee-joint,

(e) Falling out of teeth in tabes, trifacial palsy.
(f) Joint swelling in multiple neuritis, myxedema,
and hemiplegia.

4. IN THE NERVOUS SVYSTEM:
(@) Choked disc.
(b) Myelitis, encephalitis, and compression myelitis.
(¢) Neuroretinitis.
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Erb’s juvenile type is the name applied to that variety
which appears in youth and tends to affect several mem-
bers of one family. It first involves the arms and shoul-
ders.

Landouzy-Déjérine is the name applied to that variety

Fig. 30.—Progressive muscular atrophy (Aran-Duchenne type).

which affects the face as well as the arm and shoulder
muscles. This is the one type in which the facies present
a characteristic appearance.

Charcot-Marie-Toothis thenameapplied to that variety
which affects the peroneal muscles. From the peroneal
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Fig. 32.—Charcot wrist in tabes.





































































GAITS 127

heels; if he is able to do this, have him attempt walking
on first the toes and then the heels. The advantage of
this test is that it calls into play a particular set of

Fig. 34.—Patient practising “‘stair test."

muscles, first the posterior group of the leg and then the
anterior.

Have the patient walk in a circle in both directions
and, if possible, test his walking as he goes up and down
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Fig. 35.—A tabetic reéducating his gait.
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Fig. 38.—Attitude in paralysis agitans showing the leaning backward.
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Fig. 30.—Attitude of paralysis agitans.

































ATAXTA 151

is almost sure to suffer from it while in motion, whereas,
on the other hand, a patient who suffers from motor
ataxia does not necessarily suffer from static ataxia,

3. Cerebellar ataxia is the type which results from
disease of the cerebellum. Another name for it is the

Fig. 40.—Charcot ankle in tabes.

term applied to it by Babinski, “cerebellar asynergia.”
It is one of the most important forms and one that the
student would do well to familiarize himself with thor-
oughly. It is preéminently a disturbance in motion, and
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differs from any other type of ataxia. It lacks disturb-
ance of sensation. The resulting incodrdination is due
to three factors: first, the presence of vertigo; second,
the existence of hypotonia; third, the lack of cotrdination
between cerebellum and cortex. _

Cerebellar ataxia may affect all four extremities; its
most common distribution, however, is the legs. There-

Fig. 41.—Charcot knee.

fore, the best illustration
of this form of ataxia is
seen in the gait, which has
been described elsewhere.
The difference between
this form of ataxia and
that which occurs in tabes
is that, in the latter, there
is some tendency to ex-
cessive movement, as the
result of interference with
the sensory impulses,
while in the former there
is a tendency to uncertain
movement, as a result of
a lesion in the coordinat-
ing center. In one the
movement is excessive; in
the other it is uncertain.

The particular lesions of the cerebellum which cause

cerebellar ataxia are:
1. Tumor.
2. Abscess.
3. Maldevelopment.
4. Sclerosis.
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SENSATION
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REFLEXES 189

a table and induced either to clasp his hands or to read.
It is surprising how many functional and hysteric cases
that have been bedridden for years will under these

Fig. 48.—Atrophy resulting from alcoholic neuritis in a man formerly
weighing over two hundred pounds.

conditions and none other present a reflex, thus enabling

the examiner to diagnose a difficult case. Another

name for the knee-jerk is the patellar reflex. Its absence

is known as Westphal’s sign. The _§pinal centers which






















































Fig. s50.—Double ophthalmoplegia.
207
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the edema. Of the two, inflammation is more pro-
nounced in neuritis.

In either form sight may or may not be impaired. The
more advanced the neuritis, the greater is the likelihood
of a defect in the vision. The most frequent and most

Fig. 51.—Sixth nerve palsy.

important cause of these two conditions—conditions
which. are really the same but different in degree—is
tumor of the brain. Sir William Gowers says that in
four out of five cases of brain tumor optic neuritis is
present. Wyllie says in cerebellar tumors the propor-
tion is fifteen in sixteen. '
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1. Papillitis.
2. Retrobulbar neuritis.
3. Retinitis.
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Fig. 53.—Ptosis.
4. Embolism of the central artery.
5. Glaucoma. |
6. Pigmentary degeneration of the retina.
7. Fracture of the orbital canal, causing wounds to

nerve.



















































DISTURBANCES OF SPEECH 231

from the physical interference which the paralyzed half
of the tongue, lips, and cheek muscles causes, the enun-
ciation is slurring, indistinct, and thick. It should al-

Fig. 54.—A case of tabes showing double ptosis and nodule deformities
at the costochondro-articulations (Charcot ribs).

ways be borne in mind that this condition of affairs may
be completely reversed, as in left-handed persons the
speech center is on the right side of the brain.




























































































































































































































































