
CHICAGO NEUROLOGICAL SOCIETY. 

November 23, 1905. 

The President, Dr. Harold N. Moyer, in the Chair. 

A Case of Tabes Dorsalis.—This was presented by Dr. Patrick. He 
stated that the patient had an optic atrophy, and, what was unusual, a 
disproportion of the ataxia between the arms and legs, and with that a 
very much greater impairment of the muscular sense and sense of position 
than ordinarily found. There was very little tactile anesthesia or analgesia 
in the arms, but the ataxia was exceedingly pronounced. 

The gross strength was fairly good, but not uniform. The grasp was 
good, but not normal. The hypotonia of the muscles of the upper extremi¬ 
ties was very marked, even to a degree that one does not often see, and 
the muscles so flabby as to make an appearance of some muscular atrophy. 
The ataxia in the lower extremities did not compare with that of the upper 
extremities. 

The clinical features as narrated by Dr. Hecht were as follows: The 
maneuver of putting the heel of one foot to the opposite knee was well 
carried out, and when the patient raised the limbs and spread them apart 
the amount of static equilibrium was wonderful. There was marked ataxia 
of the tongue, at times greater than at others. The patient kept the tongue 
out, projected it, and bit it, so that it was usually sore, and wabbled from 
side to side. There was a flipping, involuntary movement of the fingers, at 
times more noticeable than at others. One of the most remarkable features 
in his record was the fact that he was registered at the North Western in 
1894, with conditions that prevailed almost to the same degree as now. 
The ataxia of the tongue and the involuntary movement in the fingers, as 
well as the ataxia, were mentioned then. But the muscle sense was re¬ 
corded intact. He had had the Argyll-Robertson pupil, and also had had 
a history of lancinating pains in his legs in 1899, when he was bed-ridden 
for several months, but never since. He had no optic atrophy at that 
time, but the fundi showed changes, according to the record. He had 
fixed pupils and sluggish accommodation. The knee jerks and Achilles 
jerks were less at that time. He had sensory phenomena that did not cor¬ 
respond with those now present. Deep sensation was normal on the arms; 
temperature sense was materially reduced. On the left side, in the region 
of the scapula, there was analgesia—not a zone, but posterior to the 4th 
and 6th dorsai. Dr. Hecht said that this analgesia had now disappeared, 
and that his tact sense was gone except in the palmar surface of his hands. 
The pain sense was in no way disturbed, except here and there hyperalgesic 
areas, that were not zonal at all, and did not show delayed painful sensa¬ 
tion. The response to test tubes, hot and cold, was absolutely negative. 
The fundi had white discs and his muscle sense was disturbed in a very 
marked degree. 

The disease began in 1892 with a numbness and weakness in the left 
hand. He had been alcoholic all his life. He had a chancre in 1893. He 
had gonorrheal infection at 22, which he thought had lasted many years. 
All the subjective symptoms have been in the upper extremities. There had 
been no sphincter involvement. There was no trouble in deglutition. One 
of the first symptoms for which he consulted a physician was a feeling of 
constriction about the chest. That was ten years ago. There was never 
any pain in the upper extremities. The hypoton.us of the shoulders and 
arms had been so marked as almost to appear as an atrophy. Comment 
was made upon this ten years ago, when measurements were taken, com- 
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parison of these measurements with those taken recently showed exactly 
the same measurements as ten- years ago. The patient feels much better, 
with the exception of the blindness, than he did ten years ago. 

Canalisation of the Sigmoid, Lateral and a Portion of the Superior 
Longitudinal Sinuses for Mastoiditis of Twenty-One Years’ Standing, 
With Subsequent Re-establishment of a Temporomandibular Joint.—This 
case was reported by Dr. Bayard Holmes. The patient was exhibited. She 
was the daughter of healthy parents, and without previous sickness. She 
had an attack of right-sided mastoiditis when a year old. Six years later 
the mastoid was operated upon with- complete recovery in loco. During 
the following seven years she had repeated periosteal and osteal abscesses 
in various parts of the body, and occasional abscesses in the neighborhood 
of the affected ear. When she was 15 years old an abscess appeared at 
the vertex, which discharged a large quantity of pus and pieces of bone, and 
has discharged interruptedly ever since. Dr. Holmes regarded the vertical 
suppuration as an extension of the suppuration from the mastoid through 
the sigmoid, lateral and superior longitudinal sinuses, and undertook a 
mastoidectomy. In the course of th-e operation an enormous extradural 
abscess was found connected with the undisturbed antrum. It discharged 
six ounces of pus, and the operation was interrupted for two weeks for 
drainage. At the second sitting the sigmoid sinus, the lateral sinus and the 
superior longitudinal sinus as far as the vertex were opened by a canal cut 
through the skull, 2 cm. wide externally and .75 cm, wide at the bottom. 
The skin flaps were turned into the canal and the sinus drained throughout 
its whole extent after the method suggested by Kocher for long bones. 
The external auditory meatus was opened at the same time and- connected 
with the antrum, in which a flap of skin was implanted. The wound healed 
in a remarkably short time, and a year and a half later the temporo¬ 
mandibular joint was restored, and a flap of the temporal muscle implanted 
between the mandible and the new glenoid fossa. The function of the jaw 
was restored, and the dentist was given an opportunity to preserve the 
previously unused teeth. 

Dr. Mettler said that this remarkable case, where there was no head¬ 
ache, might be some slight proof of a questioned hypothesis, that when the 
lesion, or whatever the trouble, was limited entirely to the right brain, but 
very slight symptoms presented. Phelps had 250 cases, he thought, in 
which he very positively came to the conclusion in a very careful analysis 
that wherever there were brain, symptoms there was undoubtedly inflamma¬ 
tion of the left hemisphere, and in this way he could account for many 
surgical cases, where really large lesions caused no symptoms, whereas 
very small lesions in other cases gave very marked symptoms. In all of 
the cases with mental symptoms there was always more or less involvement 
of the left hemisphere, and he found where the lesion was large, or even 
if small, if limited to the right hemisphere, there were no mental symptoms. 
These statistics are certainly surprising. Three weeks ago Dr. Mettler said 
he had a case referred to him which he wished to detail. A physician in 
the far West sent him a skiagraph of a boy 10 or 12 years of age. A bullet 
had entered on the right side, and could be seen in the -print located in the 
posterior part of the skull. There had been some slight hemiplegic symp¬ 
toms, which passed away on account of the general improvement. No 
operation was thought of, but the case was allowed to go on towards 
spontaneous healing. The boy was going to school, and except a very tem¬ 
porary coma had had no mental manifestation. The question was asked 
what parts of the brain could that bullet have gone through to produce so 
little disturbance. Dr. Mettler at once thought of Phelps’ cases, and the 
right side of the brain. That might have something to do with the latency 
or absence of the symptoms, and suggested the possibility in the case pre¬ 
sented of no mental symptoms, due to the fact that the enormous lesion was 
on the right side. 

A Case of Progressive Hemiplegia.—This was presented by Dr. Harold 
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N. Moyer. He said that the title was not exactly correct, because it was 
now, properly speaking, a case of diplegia. The motor tract on the op¬ 
posite side was now slightly involved. The early history showed a pure 
motor paralysis of the right side, beginning with the leg and spreading up 
to the arm., and then the face, and if we had been fortunate enough to 
have had him before us last summer this would have been clearly one of 
the cases of progressive hemiplegia of the Mills type. It was so slated on 
the programme partly to again get the title before the society, and partly 
because it was originally as titled, although now we would have to correct 
it by saying it was diplegia. 

The history, as follows, was read by Dr. Steffenson, who stated that 
W. A. L. C., age 31, married, was of English nativity, and a clerk by occu¬ 
pation. 

The family history was entirely negative. The patient stated he was 
perfectly well up to three years ago; he then experienced a sensation as if 
an electric current had permeated the right side, coming on some time dur¬ 
ing each day, and lasting about one minute. Of late it had been more in¬ 
frequent, and recently had ceased altogether. 

About one year ago be noticed a slight lameness in the right leg, and 
about the same time weakness in the right arm and face. He found that 
he could not write as rapidly as formerly, and that his gait was impeded on 
account of a slight stiffness in the muscles of the leg. 

In June last he noticed that the saliva would run out of the corner of 
his mouth, and that his speech had become affected, so that he was unable 
to pronounce words clearly. He has experienced no difficulty in swallow¬ 
ing or mastication. 

He stated that his memory had become affected so that he did not recall 
recent events for any length of time; that he was unable to continuously 
read a book or write a letter; that he sometimes used wrong words in a 
sentence, and felt rather depressed a great portion of the time. 

He had a soft chancre ten years ago, but gave no history nor evidence 
of syphilitic infection. 

The examination of the patient revealed a marked spasticity in all the 
muscles of the right side. The musculature was not diminished in size as 
compared with the left side. The reflexes were exaggerated, the jaw giving 
a sharp response. A strong ankle clonus of 360 vibrations a minute was 
present in the right ankle. A quadriceps clonus could also be elicited on 
the right side. The cremasteric reflex on the right side was much more 
pronounced than on the left. There were no fibrillary tremors. The right 
corner of the mouth was somewhat contracted and depressed. _ The right 
face appeared mask-like and expressionless; the patient doing all his 
talking and expression with the left side of the face. The tongue, when 
protruded, deviated to the right. All the tendon reflexes of the arm were 
much increased. 

On comparing the two sides, the musculature of the right side was 
found very weak, about 1-5 of that of the left side in strength. The mus¬ 
culature of the right side showed increased susceptibility to galvanic and 
faradic current. The electrical reactions were increased, but otherwise 
normal. 

The orbicular muscle of the right eyelid was much weaker than that of 
the left; also the levator. The left musculature showed a slight increase 
in tone and reflex action. There was a spurious ankle clonus. The sensa¬ 
tion of the entire body, tactile and thermal, was normal. The muscle sense- 
was apparently intact. A slight Babinski sign was apparent in the right 
foot, but not in the left. The muscle co-ordination did not seem to be im¬ 
paired. The right pupil was somewhat larger than the left, but both re¬ 
sponded to light and accommodation. 

The patient complaining of some obscure visual symptoms, Dr. William 
A. Peterson reported that the vision in both eyes was 20-50. The external 
visual field of the right eye was contracted to about 1-2, or 45 degrees. The- 
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scope of the left field appeared normal. The temporal portion of the disc 
of the right eye was pale and the vessels were obliterated. The fundus of 
the left eye was somewhat pale, but showed no particular vascular change. 

Dr. Moyer said the point to which he wished particularly to call atten¬ 
tion was the relation of the condition. When he first made the diagnosis 
of hemiplegia the symptoms indicated a central neurone involvement with¬ 
out muscular atrophy. Otherwise he would have grouped it as amyotrophic 
lateral sclerosis. The later history based on the motor neurone on the one 
side, later involving the opposite, the speech later with some mental dis¬ 
turbance, would suggest a relation to paretic dementia, the symptoms being 
dependent on the portion of the cortex involved. Dr. Moyer concluded 
that the history showed there was, at least at the beginning, a progressive 
hemiplegia which later had some relation to the paretic manifestations. 

Dr. Sanger Brown said that he thought the diagnosis of Dr. Moyer’s 
case was warranted from the early symptoms, and yet a large number of 
cases of insular sclerosis began with progressive hemiplegic symptoms. 
These symptoms lasted for a year or two, often intermingled with some 
sensory disturbances. Dr. Brown thought it was not necessary to wait until 
nystagmus, intention tremor and scanning speech with optic atrophy were 
presented before making a diagnosis of insular sclerosis. In a paper pub¬ 
lished by Dr. Macintosh reviewing the history of 80 cases, 45 showed motor 
symptoms only at first, and 20 sensory at first. Dr. Brown said that he 
would include the case under discussion among the insular scleroses. 

Dr. Mix said that he had recently read articles upon eighty cases re¬ 
ported from Strumpell’s clinic worked up by E. Muller, and 33 cases 
worked up by Morowitz. In the 80 cases of Striimpell the early cases were 
paresthetic, usually in the lower extremities, this was followed by im¬ 
pairment of the gait and spastic paresis. In the statistics as gathered from 
these 113 cases, in three fatal cases nystagmus was absent in two; scanning 
speech was present in one; in fact, in the whole 113 there was probably 
nystagmus in only 15 per cent, and the other symptom of intention tremor 
absent in all the early cases, and present in 75 per cent of the last cases, 
and only a few show the three symptoms. One point in which the two 
articles were in accord was the absence of the cremasteric and abdominal 
reflexes. They seemed to be present in the case under discussion. Dr. 
Mix said it was interesting in this connection to note that in America we 
had very little multiple sclerosis. In the American Journal of the Medical 
Sciences, Dercum states what he claims is the seventh post-mortem in the 
United States. Spiller and Camp gave two. In the rural districts of Ger¬ 
many the multiple scleroses outnumbered the tabes. The same was true of 
England and Scotland. 

Dr. Hecht said that he had read Muller’s monograph carefully, and had 
been watdhing since for the absence of abdominal and cremasterie reflexes 
in multiple sclerosis, and in two cases which had come under observation 
found them present. A like fact was also mentioned by Dr. Patrick in 
three or four cases. These facts were interesting, as the absence of the 
indicated reflexes had been dwelt upon as diagnostic. 

Dr. Moyer concluded the discussion by saying that he had presented the 
case as one of hemiplegia, largely with the idea of provoking discussion. It 
brought out the question of multiple sclerosis. He said he made a rule that 
when in the presence of a case which he regarded as organic and could not 
make the diagnosis to call it multiple sclerosis, and usually the diagnosis 
was right. The rule was a rough and ready one, but in the few cases where 
it was not right the disease turned out to be paretic dementia. For a time 
a certain definite tract will be involved, the central motor neurone of one 
side; later on, the other side, and still later some mental symptoms will 
appear, and he was not disposed to quarrel with the diagnosis of multiple 
sclerosis, nor with that of paretic dementia. He thought that ultimately the 
case would be determined by whatever symptoms happened to develop. As 
to the relation with amyotrophic lateral sclerosis, if the patient had tremors 
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that would be the diagnosis. As to this multiple sclerosis which affects in¬ 
differently sensory and motor tracts, and at different levels, and both in the 
brain and cord, it is certain we get a mixed grouping of symptoms wherever 
the lesions happen to be. He stated further that intention tremor would not 
be found in a large number of cases. The reflexes happened in this case to 
be exaggerated, as they were in the majority of multiple sclerotic cases, but 
in some cases they were absent. That is determined by the particular tract 
affected. 

Dr. Kuh said that he thought it might, perhaps, be of some interest if 
he reported very briefly and from memory a case seen in the last few 
weeks which presented considerable diagnostic difficulty, and in which the 
results of the post-mortem; findings were most astonishing to him. The 
patient had been ill two weeks. He was thirty-eight years old, a telegraph 
operator, whose history was good excepting the fact that he went on 
occasional sprees. He was not an habitual drinker, but occasionally in¬ 
dulged in alcoholic excess. Two weeks before Dr. Kuh saw him the patient 
was taken witn headache, violent in the frontal, less severe in the occipital 
region, and one night while at work suddenly, and without prodromal 
symptoms, developed a left hemiplegia. There were no other symptoms. 
This lasted about fifteen minutes, and then he was as well as ever. During 
the next ten days he had a series of attacks, either a left hemiplegia or a 
complete loss of the ability to articulate, or a combination of the two. 
These lasted fifteen minutes to a half hour, and disappeared without any 
other symptoms, excepting the headache. The family physician took him 
to an oculist, who found a slight error of refraction, and stated that the 
vessels of the disc were slightly congested. He ordered glasses, and when 
the patient began to use them the headache disappeared. This oculist ob¬ 
tained a history of syphilitic infection fifteen years before the onset of the 
trouble. That induced the physician to give iodide of potassium, ten drops 
of saturated solution three times a day, and under this treatment the 
patient somewhat improved. The attacks continued for ten days, and 
stopped for three, so that a cure was thought of by the family and physi¬ 
cian. On the fourteenth day the patient found for the first time there was 
a paralysis of the right side, slight at the beginning, gradually more in¬ 
tense, then complete loss of speech, and paralysis of the left side. 
Dr. Kuh saw the patient in the evening of the fourteenth day of his illness 
and found the following state of affairs: Mentally the patient appeared 
perfectly normal, as far as one could tell; he was conscious, and he had 
devised a method of answering; he could indicate when he meant yes and 
no. The loss of speech was due to paralysis of the muscles, and not to a 
psychic disturbance. There was paralysis of the external rectus muscle on 
the one side and of the internal rectus on the other. There was some ptosis 
on the right side, afterwards paralysis on both sides. Complete paralysis of 
the tongue and of the muscles of the neck, so that the only movement of 
the head was a slight lateral movement. When he wanted to say yes he 
moved his eye in a definite direction. There was almost complete paralysis 
of the intercostal muscles, weakness of the diaphragm., spastic paralysis of 
the lower and upper extremities; he was unable to swallow and unable to 
control the sphincters. Such was the result of the examination. Sensation, 
so far as it could be tested in a man who could not talk, was normal. The 
temperature, which had been taken a number of times, was always found 
normal. On the evening of the examination there was a slight elevation of 
temperature for the first time, a fraction of a degree above normal. The 
only clew was the history of a specific infection fifteen years before. The 
danger in the case was so great that the patient was removed to the hospital, 
and vigorous anti-syphilitic treatment started at once. During the first 
day there was some improvement, as far as the paralysis was concerned. 
At the time of the first examination there was marked increase of the 
deeper reflexes of the upper extremities. There was also well marked ankle 
clonus on both sides. During the first three days there was a slight differ- 
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ence in the size of the pupils, but the pupils always responded to light and 
accommodation. The temperature slowly rose, and by the fourth day 
reached 102.2 degrees. By evening it was 104 degrees. The next day it was 
105 degrees. There was no distinct evidence of broncho-pneumonia. Respir¬ 
ation had increased by this time to 64 per minute, with the temperature still 
rising. The last temperature ante-mortem was 109 degrees, and five minutes 
after death the thermometer registered no 1-2 degrees. Such was the 
clinical picture, and the society was asked to make a diagnosis A tentative 
diagnosis of pontine softening was made. 

Dr. Kuh said that the very astounding result of the post-mortem was 
that it was a case of serous meningitis. All the signs and symptoms were 
in every detail the very opposite of what one would expect. There was no 
softening of the pons. The only changes in the blood vessels found was a 
small patch of arterio-sclerosis, or sclerosis of one of the veins, but the 
arteries, so far as could be made out macroscopically were perfectly 
normal. Serous meningitis, pretty general, partly basal, was evident. 
The ventricles were a little larger than normal. There was some clouding 
of the membranes and considerable increase of the cerebro-spinal fluid; a 
large quantity escaped to the dilated ventricles. 

Dr. Grinker said that he had had occasion to go over the paper of 
Quincke describing serous meningitis based on observation extending over 
several years, and including a number of cases, and that among these he 
described he had failed to find a single case of high temperature. Several 
had some temperature, but not one had 109 or no degrees. At any rate, 
after noting his observations in detail, Quincke came to the conclusion that 
one of the distingushing features of a serous meningitis was a temperature 
not excessive. In Dr. Kuh’s case there was a recession of symptoms. They 
came intermittently. They may come very rapidly; the various attacks 
may follow very closely or may even occur in intervals of a year, or two or 
three, certainly extending over months. A remarkable feature in this case 
was that the symptoms were stormy; that it had come on like an acute, not 
a serous attack, and was remarkable if an uncomplicated serous meningitis. 
Some pathologists do not recognize serous meningitis as a disease entity. 
The very high temperature can be explained hypothetically by the pressure 
of the fluid in the medulla over the fourth ventricle or thermogenic center, 
but Dr. Grinker believed a careful anatomical examination would reveal 
more than a serous meningitis. 

Dr. Bassoe was inclined to think that high temperature might be possible 
in serous meningitis, and said that he had seen a patient with a temperature 
of 109 degrees, and at the autopsy practically nothing was found except an 
increase of cerebro-spinal fluid and some atrophy of the cortex of one hemis¬ 
phere. There was nothing that could be called a meningitis. It was more 
an edema On a gross examination of the brain nothing else was found. 
This patient did not give a history of any excessive alcoholism. Another 
patient in the County Hospital had undoubtedly delirium tremens, and his 
temperature went to no degrees before he died, At the autopsy nothing 
was found to account for the temperature except the edema of the brain 
usually found in chronic alcoholism. 


