Vor. CXIIIL, No. 20.] BOSTON MEDICAL AND SURGICAL JOURNAL.

457

A CLINICAL LECTURE DELIVERED AT THE HOSPITAL OF THE
VERSITY OF PENNSYLVANIA.

BY H. C. WOOD, M.D. LL. D.,
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GENTLEMEN, this patient comes to us with the
statement that every two or three weeks, or sometimes
at longer intervals, he has frightful attacks of abdomi-
nal pain accompanied with vomiting. Under these
circumstances, attention is naturally directed to the
condition of the stomach. We learn that these attacks
are not provoked by any error in diet, that they are
apparently spontaneous, and that between the at-
tacks there are no symptoms of dyspepsia or indiges-
tion. The attacks are exceedingly violent. The pa-
tient came to the hospital two weeks ago. When I
first saw him, he appeared to be suffering from no
severe symptoms. A day or two later, I found him
in bed, groaning and moaning as though in agony. There
was frequent vomiting of mucus tinged with bile, or of
a liquid so thin as scarcely to be called mucus. These
attacks of pain with persistent vomiting lasted three
or four days and kept the man from sleeping, in spite
of the free use of opium. Such attacks are evidently
not dependent on irritation of the mucous membrane
of the stomach.

The pain would suggest the passa,ge of gall stones.
Careful examination, however, shows that the pain
lacks the sudden cessation which is characteristic of
biliary colic. It is a steady, unbearable pain, lasting
for hours and days and unaccompanied with jaundice,
disturbed digestion, or any other manifestation of the
passage of biliary calculi. You will call to mind the
case of the woman with attacks of pain, similar to
these, occurring in the rectum, which I showed you
last week. When you have brought to your notice a
case of horrible, recurring, violent, unaccountable
pain, remember the possibility of its being one form of
crisis occurring in locomotor ataxia. Sometimes these
paroxysms of intense, shooting, darting, tearing, bor-
ing pain attacks the genital organs.

When I found this man sitting at his bedside, my
attention was at once directed to his pupils. I found
that they were very small, in other words, he had a
distinetly myotic or contracted pupil. When I shut
off the light with my hand, I found that the pupil did
notdilate, It was, indeed, insensible to light. I then tried
“the pupillary reflex, but there was no dilatation of
the pupil produced by pinching the skin of the neck.
Then I asked him to look at my finger held close to
his face and a moment later to look at a distant object,
and found that the pupil which was immovable to
light, and responded not to peripheral irritation, re-
acted normally to the movements of accommodation.
Our patient has, therefore, that comparatively rare
pupil known as the Argyle Robinson pupil, because
first described by that gentleman.

Before going further with this case, I wish to say a
few words in regard to conditions of the pupil as seen
in nervous affections. We have as the afferent nerve, so
to speak, going from the eye to the centre within the
brain, the optic nerve. We have two centres, con-
nected as motor centres with the pupil, the oculo-mo-
tor centre and the spinal dilating centre, situated high
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in the neck. What happens when a person’s neck is
pinched? ~ An impulse is sent through the sensitive
nerves which reaches the cervical centres, lying in the

Lupper part of the spinal cord. Asa result, there goes
H ,-ougfrom the cervical sympathetic ganglia, an impulse

causing dilatation of the pupil.

Again, the pupil contracts with exposure to light,
and dilates when the light is withdrawn. This is es-
pecially accomplished through the oculo-motor cen-
tres. The optic nerve is the afferent nerve. Its fibres
run through certain centres in the neighborhood of the
thalmus opticus and then pass down to the corpora
quadrigemina and oculo-motor centre. As a result of
exposure to light, there is oculo-motor stimulation and
the pupil contracts.

Then as to the movement of accommodation. When
a mnear object is looked at, the eyes are brought con-
vergent as to their axes, and at the same time, the
pupil contracts and the shape of the lens is altered for
the purposes of distinet vision. These are so-called
consentaneous or associated movements, that is, move-
ments which habit or the original construction of the
nervous system has brought about as always being
performed together. They apparently take place
through the oculo-motor centre. An impulse from
the upper cortical region of the brain is sent down to
the oculo-motor centre for the act of accommodation,
and the centre sends out an impulse which contracts
the pupil, and at the same time, converges the eyes.

Besides these various movements of the pupil, there
are others associated with emotional conditions, but
we have been unable to study these in this case.

In the Argyle Robinson pupil, there is want of re-
sponse to light and to reflex irritation from the skin,
but the pupil does respond to alterations of accommo-
dation. Wherever this pupil is found, there is almost
of .necessity serious organic nervous trouble, and the
probabilities are always in favor of the idea that the
patient is suffering from locomotor ataxia. The Ar-
gyle Robinson pupil has, however, been found in a cer-
tain number of cases of general paralysis of the insane,
and perhaps, in a few other diseases, but it marks especi-
ally the presence of locomotor ataxia. Where in any
given case, as here, there exists violent gastric crises,
along with the presence of the Argyle Robinson
pupil, you have even without further examination,
sufficient grounds for the diagnosis of locomotor ataxia.

The explanation of this peculiar condition of the
pupil is not difficult. We know that the optic or af-
ferent nerve is perfect because the patient sees. There
is no evidence of paralysis of the oculo-motor nerve
and the pupil is contracted. Supposing the man to be
suffering with locomotor ataxia, it is plain that the
reason why there is no response to light is that the
fibres which connect the optic centre with the oculo-
motor centre are involved in the diseased structures.

There is interruption of the pathway and there can
be no passage of the impulse from the centre of the
optic nerve to the oculo-motor centre. The reason
that the pupil does not respond to peripheral irritation
is because the sensitive nerve connected with the upper
spinal region is also involved in its passage through
the cord. You will remember that in locomotor atax1a,
there is a chronic inflammation and sclerosis or hard-
ening of the posterior column of the spinal cord, and
hence these sensitive fibres are cramped and squeezed
and their function abolished. When the skin is irri-
tated, no impulse reaches the centre. It is interest-
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ing to observe in connection with the gastric crises,
these other signs that the disease is high up in the
spinal cord, even in the medulla, for the medulla,
although placed within the skull for purposes of pro-
tection is nothing more than the upper part of the
spinal cord. .

When the man is examined further, other evidences
of locomotor ataxia are found. In the first place, he
has lost the patella reflex. He has darting and shoot-
ing pains through the legs, unaccompanied with sore-
ness, or with pain ¢n motion. Remember that bilat-
eral, darting shooting pains, without soreness and with-
out pain on motion, are in nine cases out of ten, if they
are persistent and not due to gout, the result of loco-
motor ataxia. When with this there is loss of the
patella reflex, the diagnosis is almost positive. I have
also found some disorder of coordination in this case.
The man has a somewhat ataxic gait. He walks with
the feet spread wide apart so as to give a firm base of
support. The movement of the legs are irregular.
With some difficulty he can stand on both legs with
the eyes shut, but is unable to stand on one foot with
the eyes shut.

We are therefore able in this case to arrive at a pos-
itive diagnosis of locomotor ataxia.

Leaving this case for the present, let me briefly call
attention to the various forms of local inflammation of
the spinal cord with which we meet in practice. In
the so-called system diseases of the cord, the scleroses
or chronic inflammations involve certain tracts of the
cord. running up and down, but do not invade widely
scattered foci. In the centre of the cord is the gray
matter. Then we have the lateral tracts. Iu the cen-
‘tre of the anterior portion of the cord is a small tract
which corresponds to these lateral tracts physiologi-
cally. Then we have the posterior median columns or
the columns of Goll. So far as system diseases are
concerned, we know of two scleroses especially, which
produce definite symptoms. In the first place the pos-
terior region may be involved, especially the region
where the posterior nerve roots emerge, constituting
locomotor ataxia. TIn the second place, the lateral col-
umns of the cord may be affected, constituting lateral
sclerosis. There are one or two cases in which the
symptoms have been said to have been due to sclerosis
confined to the columns of Goll. This is, however,
rare, and I have never met with such a case. In the
anterior portion of the gray matter there are certain
groups of large cells. These are the motor cells whose
function it is to convey the nervous impulses which
shall cause contraction of the muscle, and it is also
their function to preserve the nutrition of the muscle.
When a muscle is cut loose from these cells it wastes
and its electrical reactions change. When this portion
is diseased, we have, if the affection is acute, infantile
paralysis or acute muscular atrophy; if it is chronie,
we have progressive muscular atrophy. When in
spinal affectious, there is rapid wasting of the muscles
and rapid changes in the electrical reactions, there is
disease of these cells; whatever else may be present
in the spinal cord these cells are involved.

There is an affection of the spinal cord, in which
there is disease of the lateral columns associated with
disease of these motor cells. This is known as amyo-
trophic lateral sclerosts.

In the consideration of the case before us, I have
called attention to most of the symptoms of locomotor
ataxia. = They are disorders of locomotion and cosrdi-

nation and pain without loss of motor power or wast-
ing of the muscles. ,

Let me now call attention to this second case which
represents another form of spinal affection, namely, lat-
eral sclerosis. The symptoms of locomotor ataxia are
sensory and afferent. The lack of the power of codrdi-
nation is due to the failure of afferent impulses to reach
the brain. In lateral sclerosis, the symptoms are dis-
orders of motion, but not of nutrition of the muscle,
nor of sensation. There is no wasting of the muscle
and no lack of coérdinating power. There is simply
disorder of the motor function of the muscle. These
are chiefly the result of irritation, so that there is more
or less permanent spastic muscular contraction. With
this there is excitability of the reflexes with a certain
amount of loss of power, because whilst the fibres are
irritated, there is also interference with the passage of
currents down from above.

This case exhibits the symptoms of lateral sclerosis.
Although I lift the leg and support it at the thigh,
there is no bending at the knee, and it requires con-
siderable force to flex the leg. Tapping the tendon of
the patella, I find that the patellar reflex is abnormally
increased. I cannot at this time develop ankle-clonus,
although it has been noted in this case. There is, then,
excessive rigidity, increased reflex activity, and, in
addition, a peculiar gait. When the disease is fully
formed, the gait is characteristic. .The patient cannot
get his toes from the floor, owing to the spasm of the
calf muscles. Examining the legs, no muscular wast-
ing is found. The electrical reactions are normal.
The arms are sometimes affected in lateral sclerosis,
but in this patient the stiffness is very slight at the
arm. There is, however, great loss of power in the
arms. On exploring the arms, fibrilliarly contractions
are noted as abundant. These are never seen in pure
lateral sclerosis. Moreover, there is great wasting of
the shoulder and arm muscles. These symptoms, we
are told, came on gradually, they are evidently due to
disease of the motor or anterior cells of the grey mat-
ter of the cord, and we have an instance of the chronic
spinal disease, known as amytrophic lateral sclerosis.

Turning now to the third patient, we find the fol-
lowing history. This girl is twenty-six years of age.
She was in good health until three and a half years
ago, when she developed the symptoms with which she
now suffers. The affection has come on gradually.
There was, she stated, at one time partial loss of power
in the left arm and leg, and she was unable to work
for four weeks. She then obtained an easy place and
returned to work.

You observe the same stiffness of the legs, seen in
the previous case. When I raise the thigh from the
bed, there is no flexion at the knee. The muscles of
the calf are contracted, The patellar reflex is increased.
There is some rigidity of the arms, most marked on the
left side.

We have then, in this case, either lateral sclerosis
or something simulating it. There is an affection
known as hysterical contracture in which there is loss
of power, with heightened reflex activity, rigidity, or
more or less permanent contraction of the muscles, a
disease which very closely simulates lateral sclerosis,
and in some cases it is almost impossible to make the
diagnosis. Two years ago I had a case in the Phila-
delphia Hospital which well illustrates the difficulty in
diagnosis. This woman suffered with Pott’s disease of
the vertebree which had produced angular curvature.

The Boston Medical and Surgical Journal as published by
The New England Journal of Medicine. Downloaded from nejm.org at SAN DIEGO (UCSD) on July 23, 2016.
For personal use only. No other uses without permission. From the NEJM Archive. Copyright © 2010 Massachusetts Medical Society.



Vor. CXIIL, No. 20.] BOSTON MEDICAL AND SURGICAL JOURNAL.

459

It is not uncommon to have secondary sclerosis follow-
ing the transverse myelitis of this affection. With a
pronounced history of disease of the vertebrz, there were
the typical symptoms of lateral sclerosis and an almost
entire ahsence of hysterical indications. The diagnosis
of lateral sclerosis was made. On one occasion, she
was given some powders of bismuth for a slight derange-
ment of the stomach, and she began to rapidly improve,
so that in a few days, instead of being confined to a
rolling chair, she was able to walk about. That was
largely a case of hysterical contractures.

This woman before us is not distinctly hysterical.
If in a decidedly hysterical patient you have symptoms
like these, especially if they have developed suddenly,
the probabilities are that you are dealing with a case
of hysterical contracture. Although this patient is
somewhat nervous, she is not distinctly hysterical.
The disease has come on slowly. Hysterical contrac-
tures are more apt to come on suddenly, but not
necessarily so. This woman has another symptom
which I believe is characteristic of organic disease, and
at present, I should always make the diagnosis when I
found it distinctly present. During the past two
months she has complained of having the feeling of a
bandage around the waist. This she spoke of herself.
Of course if you ask an hysterical patient if she has a
band-like feeling around the waist, she will be very
apt to say that she has, when she had never dreamt of
it. Another point I wish to allude to, and that is, that
chronic nervous diseases, especially in women, are
often associated with hysteria. If any one of us were
shut in a room for months and months, over-shadowed
by a great cloud of approaching troubles, it is probable

-that we would develop hysterical symptoms. The
point is always to be borne in mind, that underlying
the hysterical manifestations, there may be a real
organic trouble.

There is in this case, a slight inequality of the pu-
pils. Everything, therefore, points to the existence
of lateral sclerosis and the prognosis is unfavorable.
We should, however, not pronounce a too positive
prognosis, but should leave a way of escape iu case
the condition should prove to be largely hysterical.

—_—

Original Articles.

A CASE OF INFANTICIDE.!

BY W. H. TAYLOR, M.D., NEW BEDFORD, Medical Examiner.

M. R., aged a few years over thirty, gave birth to
her fourth illegitimate child at some time during the
night succeeding April 21st, 1884. She was em-
ployed as a domestic in a gentleman’s family, and as
she did not appear at her customary duties on the
morning of April 22d, search was instituted, and she
was found in bed suffering from the effects of her
delivery. The physician to the poor being summoned,
found a dead child lying upon the floor, closely
wrapped in a shawl, together with the results and
débris of the labor. Not being satisfied that the child
was still-born he referred the case to me, and gave a
very full account of the appearances of the room,
mother, and child, which caused in his mind the sus-
picion that all was not as it should be. Upon arrival
at the house I found the woman in bed in a room at
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the farther end of the attic from the stairway, which
stairway was shut off from the story below by a door.
She occupied this attic alone, and had neither medical
nor other attendance during her labor.

Upon the floor in front of the bed, and a foot or a
foot and a half from it, was a waterproof overgarment
of india rubber, the edges of which had been carefully
turned over to make a sort of trough three feet by two
perhaps. Upon this garment was a chamber-vessel
filled completely with bloody fluid and & placenta with
membranes attached. Four inches of the umbilical
cord remained upon the placenta, and the extremity of
the cord was ragged. Beside the chamber-vessel the
garment had upon it the body of a new-born child
(wrapped in a red and black checked shawl). a blue
flannel skirt, and a large quantity of human faeces, me-
conium and bloody fiuid.

The mother on being questioned concerning her
labor, stated that she went to bed as usual on the night
of the 21st, not expecting to be confined. At eleven
o’clock, P.y., she had a desire to urinate, and rose to
perform this act. Upon resuming the bed, she had a
few slight pains not sufficient to prevent sleep. At
midnight, as near as she could judge, she had a desire
to stool, and, rising for the purpose, while in a squat-
ting posture by the bed, she gave birth to her child,
then fainted and fell to the floor. At one o’clock, A.M.,
she regained consciousness, and, throwing a shawl over
the child, she went to bed, where she remained until
found in the morning. She did not know how the
cord became ruptured, or how the placenta came to be
in the urinal, and the child upon the floor. She did
not hear the child cry or manifest any sign of life.

Examination of the child’s body revealed the fol-
lowing appearances. The body was well smeared
with meconium, and a considerable quantity had es-
caped from the child. The face, hands and feet were
cyanotic. The body was cold with hardly any rigor
mortis. The portion of unbilical cord attached to the
child was twenty-five inches long and had one turn
about the child’s neck, leaving a free end fifteen inches
long. The extremity of the cord was ragged and bul-
bous, and had clot behind the incurved extremities of
the vessels. The cord had not compressed the neck
to leave any depression or mark, and could not have
compressed it except by strong traction of the maternal
end. A little whitish froth was noted about the left
nostril. There was a slight caput succedaneum over
the occiput and a little to the left. No marks of bod-
ily injury were seen on inspection. The cavities of
the body opening externally, contained no solids or
fluids except what might naturally occupy them.

Autopsy showed a fat male child at term, twenty
inches long and weighing seven and three-quarters
pounds. Both testicles were in the scrotum, and the
nails had grown to the ends of the fingers. No fluids
escaped on inverting the child, and none were found in
the respiratory passages.

On opening the body, the diaphragm was found at
the level of the sixth rib. The lungs removed with the
heart and thymus gland, floated high above the surface
of water. Sections of all parts of the lungs floated
after being subjected to heavy pressure. Sections
made from the edges of the lungs with the freezing
microtome by my friend, Dr. Wm. N. Swift, who
kindly assisted me, showed the air-cells to be every-
where fully dilated. The lungs were rosy red ante-
riorly, darker posteriorly. They contained much dark
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