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was informed that the Wassermann reaction was positive). I should like to see the
X-ray. (This was shown to him.) Oh, it cannot be osteitis deformans, it must be
syphilitis periostitis."

When this candidate was presented with a patient for diagnosis he reacted as the
baby reacted to the request for a doll, and produced some thoughts from his disordered
surgical knowledge in a way similar to that in which my daughter produces the limbs
from her dolls.

In the first instance the man failed to obtain a history from the patient. Had he
questioned him carefully he would have elicited the fact that there was a history of a
primary syphilitic lesion followed by an inadequate course of treatment some fifteen
years ago. The painful swelling of the right arm and left leg had occurred six years
previously. The man has had a recent course of N.A.B. and bismuth. He still has
scars of needle punctures over the basilic vein of his left arm and on his buttocks.
There is a scar of an old sore on the penis. The left tibia is enlarged, but the enlargement
is confined to the shaft of the bone, it is a gradual enlargement whose maximum height
is reached near the middle of the shaft of the bone. The swelling is quite unlike the
enlargement of an osteitis deformans,for in osteitis deformans the whole bone is usually
involved, and not the shaft only. The swelling, of course, might have been mistaken
for a growth in the bone, but the length of history, the shelving edge, the even
consistence, ruled this latter suggestion out.

The fusiform swelling on the ulna which was situated near the middle of the shaft
and also had shelving edges gradually tapering off to the normal bone presented similar
characteristics to the swelling of the tibia.

The next bad mistake the candidate made was to give an opinion on a bone lesion
without at least having asked to see the X-ray plates. A candidate should not ask to see
X-ray plates as soon as he is confronted with a patient suffering from a bone lesion, but
he should always ask for them after he has made a systematic examination of the patient.
The X-ray plates in the patient just described presented the typical appearance of a

periostitis of the tibia. The shaft of the bone was enlarged in a fusiform manner, and
the new bone had been laid down under the periosteum.

Most candidates can interpret X-ray plates quite readily, but they are unable to fit
this knowledge into the picture they are attempting to present to the examiner.

Lastly, the blood-test clinches the diagnosis of a syphilitic lesion of the bone.
Such a diagnosis is based upon the sound foundation of a history, the examination

of the patient, the X-ray examination of the bone, and the blood-test.
If a routine method of examination is adhered to, it is unlikely that a serious lesion

will be overlooked, or that a bad mistake will be made. Tidy your own mind, card
index the knowledge you already have, store it in some form of order so that when

produced it will appear in a logical connected manner.
Case presented by D. LEVI, M.S., F.R.C.S.

CASES DEMONSTRATED AT THE M.R.C.P. CLASS.
Encysted Pleural Effusion.

History.-Male, aged 13 years. Eighteen months ago complained of cough and

pain in the left chest. After a few days in bed the pain ceased, but the unproductive
cough has persisted to date.
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Past history, nil. Family history: one brother died of pulmonary tuberculosis
two years ago.

C. O. E., a pale boy, thin.
Nose and throat.-N.A.D.
Heart.-Impulse diffuse. Not displaced. Otherwise normal.
Lungs.-Left. The whole side slightly flattened. In the upper and middle axilla

region: Tactile fremitus decreased; percussion note impaired. Air entry markedly
diminished. No added sounds. Voice sounds diminished. Left lung otherwise normal.
Right lung normal.

The Skiagram shows a shadow suggestive of an encysted effusion in the left axilla.
Exploration: Serous fluid obtained.

Comment.-The physical signs in the left axilla were typically those of a small
encysted effusion. It might have been reasonably argued that the signs were those of
a localized pleural thickening. An area of collapsed lung will sometimes give the same
physical signs; against this diagnosis was the position of the area involved. An area of
collapse is usually due to an obstructed main bronchus. An obstructed upper or lower
lobe bronchus would not have produced signs localized in this region. An inflammatory
condition in the lung itself might have given some of these signs, but the absence of
added sounds and the diminution of tactile fremitus and voice sounds are against
this.

All the candidates were warned that the case was being shown for the physical signs
which he showed, and that they were not easy to detect. Of the sixteen candidates who
examined the patient only three found any physical signs at all.

One of those diagnosed the condition correctly. The other two suggested that it
was a local thickening of the pleura, which suggestion was a reasonable one. The reason
of failure of the thirteen candidates to find physical signs was that they made no attempt
to examine the upper axillary region; to examine these regions it is necessary to ask the
patient to raise the arms laterally.

This upper axillary region is an important region in the diagnosis of pulmonary
tuberculosis, because often an "early infiltration" produces its signs in this region.
When tuberculosis spreads from one lung to the other often the first signs of the spread
are to be found in the axillary region.

This region is not an uncommon one for a lung abscess to be situated, and of course
an interlobar effusion commonly produces signs in this region.

Case presented by H. V. MORLOCK, M.D.

Syphilitic Vascular Disease of Brain.
THE case is one of a seafaring man of 47, who suddenly " collapsed " two months

ago, losing consciousness for an hour or so. Up to then his health had been excellent.
On regaining his senses he found he had lost power down the right side of the body,
that he was unable to speak properly, and that he could swallow only with difficulty.
In the eight weeks which have elapsed since then there has been some return of strength,
so that he can walk fairly well and use the right hand to some extent; his speech has
remained impaired; the power of swallowing has returned, though he still chokes at
times when drinking.
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As we listen to his story, we are immediately impressed by his speech; he has a full
vocabulary, never hesitating for a word or using a wrong one. But his articulation is
obviously defective. He finds difficulty in pronouncing long words; the voice is
abnormally loud and high-pitched, and these is some nasal quality present. Moreover
he is apparently breathless while speaking, as if he was unable to co-ordinate the muscles
of respiration and those of speech. In other words, his speech defect is not one of
aphasia, but of dysarthria.

As we examine his motor system we find that there is a slight right-sided hemiparesis
with increased muscle tonus : the arm is the most affected region, but the lower half of
the face, as well as the tongue, are somewhat impaired. We also notice that the tendon
jerks are brisker down the right side, that the right plantar response is extensive in
character, and that the abdominal reflexes are absent on the right side.

We are able to satisfy ourselves that there are no traces of hemianaesthesia nor of
hemianopia.

At this point we can stop and inquire : Where is the lesion in this particular case,
and, secondly, what is its pathological nature ?

The case is obviously one of hemiparesis, suggesting a focal lesion in the left
cerebral hemisphere, but one or two other points will require explanation. Why is he
dysarthric (rather than aphasic) and why is there difficulty in swallowing ?

Here, again, two explanations may be offered: in the first place one lesion may
not be in the cerebrum, but in the medullary nuclei.

This very natural suggestion can soon be disproved, however, for if the lesion were
medullary in situation there would be obvious wasting present in the muscles supplied
by the hypoglossal nuclei, as well as paralysis of the vocal cords. This is not the case.
Again, it would be difficult for a hemiplegia to occur from a medullary lesion without
at the same time implication of the sensory pathways. Lastly, we find that the patient's
face is affected, which means that the lesion must be at least as high as the pons, and
probably much higher.

The correct explanation of the symptoms in this man's case is that he is suffering
from a pseudobulbar palsy. This means there must be more than one lesion; the
larger one-in the left cerebrum-causing a right hemiplegia, and at least one other form
of disease in the other hemisphere. This right-sided lesion must have been very small and
inconspicuous by itself, but the presence of bilateral lesions has affected the supra-
nuclear pathways impinging upon the bulbar nuclei. As the glossopharyngeal vagus
and hypoglossal centres of each side are bilaterally represented in the cortex, a unilateral
lesion does not cause bulbar symptoms.

The chief criteria of a pseudobulbar palsy are the following;-
(I) Dysarthria.
(2) Dysphagia.
(3) Emotivity, amounting at times to pathological laughter and crying. In this

case our patient tells us that after his collapse he had bouts of uncontrolled weeping,
although he was not feeling particularly depressed.

(4) The presence of bilateral signs in the motor system are among the reflexes.
In this man's case there is a right-sided hemiparesis testifying to a large lesion in the
left cerebrum; but the left half of the body is not entirely normal, for the left plantar
response is equivocal and the knee and ankle-jerks are somewhat exaggerated.
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What type of pathological lesion can be responsible ? The abruptness of the onset
and the absence of other symptoms suggests a vascular lesion. The man's age, however,
is not that typical of arteriosclerosis, and there is no obvious disease which might cause
embolus formation. At this age the suspicion of a cerebrovascular syphilis is strong,
and we look for clinical evidence in conformation. The pupils bear eloquent testimony
here: they are unequal and irregular, and although reacting briskly in accommodation
contract scarcely at all to light. We next examine the tongue for evidences of leukoplakia
and the tibiae for traces of periostitis. Both are lacking. Lastly, we look to the heart
for evidence of syphilitic affection of the aorta. No diastolic murmur is audible, but the
high pulse-pressure of go is probably of significance here.

Finally, the pathologist tells us that the Wassermann reaction is strongly positive in
both blood and cerebrospinal fluid.

Our patient is therefore suffering from a right hemiparesis with some pseudobulbar
manifestations. The result of syphilitic vascular disease of the brain.

Case presented by MACDONALD CRITCHLEY, M.D., M.R.C.P.

Old Rickets with More Recent Paget's Disease and Disseminated Sclerosis.
A. S., aged 50, male.
History.-Apart from bowed legs and genu varum, which he states he has had ever

since he can remember, the patient was quite well until three years ago, when he began
to notice weakness in both legs. A year ago his legs suddenly gave way; after a few
weeks they improved, but since this time walking has been more difficult. He considers
that his legs may have become more bowed during recent years.

Physical examination shows a thickly set man of rather short stature with coarse
features and very prominent frontal and occipital regions. There is a pronounced
degree of bowing of the lower extremities ; the gait is somewhat ataxic and inclined to
be spastic. The pupils react normally, vision is good, the visual fields full, and the optic
discs somewhat pale. Slight lateral nystagmus is present in both directions. The upper
extremities are normal as regards power, tone, co-ordination and reflexes. The spine
shows some degree of general rigidity. The legs show weakness of flexion at both hips,
especially on the right side, the knee and ankle jerks are exaggerated ; on the right side
is a sustained ankle clonus and an abortive clonus on the left. The right plantar response
is extensor and the left indefinite. Both abdominal reflexes are sluggish. Vibration
sense is absent over the external and internal malleoli and very much diminished over
the tibiae. Deep pressure sense is reduced in the tendo Achillis, but other forms of
sensation are normal. Some Rombergism is present.

The heart is normal except for accentuation of the aortic sound. The palpable
blood-vessels are healthy and the blood-pressure I30/80.

X-ray examination shows a normal sella turcica, but with enlarged posterior clinoid
processes. In the upper part of the frontal region is a calcareous deposit, and the frontal
and occipital bones show changes suggestive of early Paget's disease. More marked
indications of Paget's disease are found in the lumbar portion of the spine, and the
femora and tibiae are also suspicious.

The cerebrospinal fluid shows two small lymphocytes per cubic millimetre, protein
0o04 per cent., globulin in slight excess, Wassermann and Kahn reactions negative, and
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Lange reaction 01222Ioooo. Blood Wassermann reaction and Kahn reactions negative.
Blood-count shows no abnormality.

On preliminary inspection, the striking feature of the case is the bony changes. The
long history of bowing of the legs at once suggests that they are entirely due to early
rickets. The Paget's disease is easily missed and was not considered by the majority of
those examining the case. It was justifiable to ask if an X-ray examination of the skull
and other bones had been made, and it is upon the result of this that the diagnosis of
Paget's disease chiefly depends. It would seem that while the patient was a rickety
subject in childhood, Paget's disease had supervened later in life. The nervous
symptoms and signs next have to be considered. Given the X-ray examination the
question is, has the calcareous deposit in the frontal region anything to do with the
abnormal neurological signs ? The answer is in the negative as although the deposit
may conceivably account for nystagmus it cannot be responsible for the upper neurone
paraplegia involving both legs. Further, there is no evidence of increased intracranial
tension such as symptoms of headache and vomiting and the presence of papilloedema.
The next point to be considered is-Can the Paget's disease of the spine be responsible
for producing a compression paraplegia as such a condition is occasionally a complica-
tion of this disease. In some examples there is more than one point of compression
the thickening of the spinal canal being more or less tubular and likely to compress the
cord at more than one level. Assuming that the calcareous deposit in the skull might
be responsible for the nystagmus, is there any clinical evidence that the paraplegia is
due to compression of the spinal cord ? Indeed there is not. There are no signs of
cutaneous sensory disturbance up to a definite spinal segment, and the only sensory
abnormality to be detected is that of impairment of vibration and of deep pressure senses.
Further one would inquire as to the results of cerebrospinal fluid examination. Here,
although the protein is slightly raised from the normal, it is not sufficiently high
to justify a diagnosis of compression paraplegia on the result of the cerebrospinal fluid
alone.

In view of the clinical signs indicating involvement of both posterior and lateral
columns of the cord, one would be quite right in excluding all possibility of " subacute
combined degeneration of the cord " in spite of the fact that in this condition the signs
of posterior column involvement usually outweigh those of lateral column degeneration.
In this case, however, the blood-count is perfectly normal and shows no evidence of
anaemia. Further, the more or less characteristic symptoms of tingling and numbness
in the extremities are also absent. Neurosyphilis is excluded by the negative
Wassermann reaction in the blood and cerebrospinal fluid. There remains to be
considered the diagnosis of disseminated sclerosis developing somewhat late in life.
The clinical signs are all consistent with this condition-the nystagmus, pallor of optic
discs, upper neurone paraplegia, ataxia and impairment of vibration sense. Further the
cerebrospinal fluid changes-raised protein content, globulin in slight excess and changes
in the Lange curve are all frequently found in disseminated sclerosis. As a result of
logical deduction, therefore, the most probable diagnosis appears to be one of rickets
affecting the legs in early life and Paget's disease associated with disseminated sclerosis
occurring during the last three or four years.

Case presented by C. WORSTER DROUGHT, M.D., &c.
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