
CASES DEMONSTRATED AT M.R.C.P. CLASS.

NEUROMYELITIS OPTICA.
A. Q. aged 25, shop assistant, admitted to the West End Hospital for

Nervous Diseases under the care of Dr. T. Rowland Hill on July 29th 1935,
complaining of blindness in the left eye and diminished vision in right eye.

No family history or previous history of importance.
History of Present Illness: Impaired vision began suddenly in the left eye

five months ago (March, I935) and became steadily worse until by June the eye
was nearly blind. For the past month vision has been failing in the right eye.
From time to time he has complained of frontal headache and pain behind the eyes;
also of numbness in the left arm and left leg. Simultaneously his temperament is
said to have changed in that he has become emotionally unstable and nervous.

Physical Examinaton: Pupils moderate in size and equal; the right pupil
reacts well to light and accommodation while the left is very sluggish to light and
moderate in accommodation-convergence. Vision: the left eye perceives light
only, and with right eye fingers are counted at ten inches. Fundi: left disc
atrophic, uniformly pale with contracted vessels. Right disc shows temporal
pallor with striation of nasal edge. Fields: absolute central scotoma in each
eye. No nystagmus and other cranial nerves normal.

Sensation: Paraesthesia over left arm and leg with slight diminution to light
touch, pain and thermal stimuli.

Motor functions: No paresis or atrophy of limb muscles; tone normal; arm
jerks brisk and equal. Knee and ankle jerks exaggerated, left slightly brisker
than right. No ankle clonus, plantar reflexes flexor. Abdominal reflexes mod-
erate, right greater than left. Gait and coordination normal.

Other systems normal. Pulse rate 88; blood pressure 126/76.
Cerebrospinal fluid (28.7.35): 120 mm. pressure; Queckenstedt normal;

cells 4 lymphocytes per c.mm.; total protein 0.03 per cent.; globulin faint detect-
able trace; Wassermann reaction negative; Lange 5554321000.

Blood Wassermann reaction negative.
X-ray examination of skull shows no abnormality of sella turcica, sinuses or

other parts of the skull.
Subsequent Progress: By the beginning of October his condition was prac-

tically unchanged except that the left disc was rather more atrophic. A further
examination of the cerebrospinal fluid (2.I0.35) showed 6 small lymphocytes per
c.mm.; total protein 0.03 per cent.; globulin faint detectable trace; Wassermann
reaction negative; Lange 5544321000.

At the end of November (27th) vision was as follows: Left eye perceives
light only; right eye counts fingers at ten inches. Both discs were atrophic, the
right less than the left. The knee and ankle jerks remained exaggerated and the
left distinctly brisker than the right. Plantar reflexes flexor, the right more
definitely so than the left; the abdominal reflexes moderate but tiring easily,
the right slightly brisker than the left.

The cerebrospinal fluid (on November 27th) was normal and showed a
negative Lange reaction thus: cells: I small lymphocyte per c.mm.; total
protein 0.03 per cent.; no excess of Globulin; Wassermann reaction negative;
Lange ooII00000oooooo.
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Commentary
Only one candidate suggested that the case approximated to the condition

known as "neuromyelitis optica of Devic." Several others diagnosed an atypicalform of disseminated sclerosis. It still remains an interesting academic point as
to whether neuromyelitis optica is a separate clinical entity or an acute form of
disseminated sclerosis. Both conditions are demyelinating diseases of the central
nervous system and both are liable to show remissions and relapses. The main
features of neuromyelitis optica as suggested by those who support the view that
the condition is a separate clinical entity are as follows:

I. The simultaneous or rapidly consecutive occurrence of retrobulbar
neuritis in both eyes.

2. The fact that the optic neuritis is followed by blindness or considerable
impairment of vision. (Note: bilateral retrobulbar neuritis is rare in dissemina-
ted sclerosis, the condition usually being unilateral; also in this disease retrobulbar
neuritis usually clears up with little or no impairment of vision).

3. That neuromyelitis optica occurs in young children in whom disseminated
sclerosis is either unknown or extremely rare.

4. That in neuromyelitis optica the disease process is confined to the spinal
cord and optic nerves and that no involvement of the cerebellum occurs as in
disseminated sclerosis.

5. Pathologically, acute and fatal forms of neuromyelitis optica show
softening of the spinal cord with demyelination and cavity formation above the
level of the softened area. These changes are not found in ordinary cases of dis-
seminated sclerosis. On the other hand, it is stated that it is rare to have an
opportunity of examining pathologically an acute case of ordinary disseminated
sclerosis. Unfortunately few complete cerebrospinal fluid examinations have been
made in cases of neuromyelitis optica. Some have shown an increase in the
number of cells per c.mm. far in excess of the usual level found in disseminated
sclerosis. In others, the cell count is 8 or under. Protein shows a slight increase
in both conditions while there are few records of the Lange reaction in neuro-
myelitis optica. The present case showed originally a Lange curve of the so-called
paretic type-which is frequent in early cases of disseminated sclerosis and in acute
relapses of this disease.

Case presented by C. WORSTER-DROUGHT, M.D., F.R.C.P.

PERIPHERAL NEURITIS.
F. G., aged 62; first seen on November 6th, 1935, complaining of difficulty

in walking and pain in the legs.
History of Present llness: Two months ago he began to experience difficulty

in walking and complained of pain in the calves. He could only walk slowly.
He has aching just above the ankles and in the back, especially after walking and
particularly on going upstairs. No paresthesia but occasional cramps in the right
leg. Some swelling of the ankles after walking. Sphincters normal; no frequency;
no headaches; appetite good; no dyspeptic symptoms.

Previous Illnesses: Three years ago he had severe pain in the back following
gardening (lumbago) and was two weeks away from work. No other illnesses.

No family history of nervous disorder.
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Physical Examination: Pupils equal, irregular, sluggish reaction to light,
normal consensual reactions and on accommodation-convergence. Vision good;
visual fields full. A few jerky nystagmoid movements. Optic discs normal. No
change in speech.

Sensation: Some hypoalgesia to cotton-wool and pin-prick over feet and lower
part of shank. Deep pressure to calves painful and hypersensitive in tendo
Achillis. Nerve trunks of legs tender; vibration diminished in legs; no change
in postural sense. Localization good.

Upper limbs show no wasting; all arm jerks present and equal; tone normal.
Lower limbs: No paresis; slight general muscular weakness and loss of tone.

Knee and ankle jerks absent. Plantars flexor. Abdominal reflexes present and
equal.

Co-ordination: Finger-nose test shows slight tremor both right and left.
Slight swaying in Romberg position. Sphincters normal.

Other Systems: Liver just palpable below costal margin, not tender; no
dyspeptic symptoms. Heart not enlarged, sounds normal, pulse 84, blood pressure
1i8/60.

Cerebrospinal fluid examination: Cells I per c.mm under pressure, total pro-
tein o.o96%; globulin positive; Wassermann reaction negative; Lange oo0II2333.

Blood count normal.
Habits: Twenty to thirty cigarettes a day, occasional pipe. Whisky in tea

first thing in the morning and again in water at night. Occasional glass duringthe day in the course of business. Occasionally "a little more than this."
No gross excess in past. Occupation: enquiry agent.

Commentary:
The alternative diagnoses suggested were: (i) Tabes dorsalis, (2) Subacute

combined degeneration of the spinal cord and (3) Myotonic pupils with absent deep
reflexes (Markus' syndrome). The case resembles one of tabes dorsalis in the
sluggish pupillary reactions, the absent knee and ankle jerks and the slight
Rombergism. This condition, however, could practically be excluded on clinical
grounds by the tenderness of the calves on pressure, the tender nerve trunks and
the hypersensitive tendo Achillis. In tabes dorsalis one would expect these parts
to be analgesic. Tabes dorsalis is finally excluded by the negative Wassermann
reaction in the blood and cerebrospinal fluid. Subacute combined degeneration of the
spinal cord is unlikely on account of the tenderness in the areas already mentioned,
where one would expect analgesia, and the absence of the symptom of paraes-
thesia at the extremities. Further, glossitis as well as anaemia is often obvious in
subacute combined degeneration of the spinal cord whereas this case shows neither,
the tongue being furred. Also the plantar reflexes are frequently extensor.
Myotonic pupil with absent deep reflexes is excluded by the history of a definite
onset of pain and weakness in the legs as well as the tender nerve trunks. In this
latter condition there are no symptoms, merely the physical signs of myotonic pupil
and absent deep reflexes. Thrombo-angeitis obliterans is excluded by the pre-
sence of good dorsalis pedis and posterior tibial arterial pulses as well as by the
loss of tendon reflexes. It is to be noted that the amount of total protein in the
cerebrospinal fluid is considerably increased-a frequent finding m peripheral
neuritis.

On the history, and in the absence of any other etiological factors, the case is
considered one of alcoholic peripheral neuritis.

Case presented by C. WORSTER-DROUGHT, M.D., F.R.C.P.
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