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longitudinal sinus or one of its tributaries. Though the other meningeal reflections
may form pockets for blood to collect in, or the haemorrhage may strip the dura
from the lateral aspects of the calvarium. Should the cyst be one-sided then
pressure on one side of the brain may be first expected. If the parietal region
be the first to feel the pressure then fits of a Jacksonian type may be the first
symptom; if, however, as in the case under discussion, the pressure on the cortex
is felt further forward on to the frontal lobes, then the higher mental processes
such as memory and reasoning powers may be the first to show interference. If
the left frontal region be the part affected then speech will be interfered with. As
the cyst grows larger then the pressure will be felt also on the motor areas as irrita-
bility going on to paralysis shewn clinically by fits, twitchings and later paralysis,
either of a hemi, or paraplegic type. If the cyst be in the midline then the motor
symptoms may affect both legs first.

If the cyst be not 'removed it may by its sudden increase in size due to
haemorrhage, cause sudden death. It will be remembered that haemorrhage into
an adenomatous thyroid may cause not only a similar sudden increase of size,
but even more alarming symptoms of pressure, as it will be recollected that the
thyroid is invested by a definite fold of cervical fascia which binds it on to the
trachea. It will be appreciated that any sudden increase of size as by haemorrhage
into the gland will cause pressure on the trachea with dyspnoea and even practically
suffocation.

Should the history of trauma to the skull be followed later by signs and
symptoms suggesting the formation of a cyst then an X-ray may help to confirm this
diagnosis as the organising blood clot gets impregnated with calcium deposits
which will cast shadows in the suspected region of the skull. If localisation can
be made then operation can be undertaken and by turning back a bone flap over
the area suspected, removal or evacuation of the cyst may be carried out.

I well remember the late Sir Percy Sargent vividly describing this condition at
one of his Fellowship classes at St. Thomas's Hospital and venturing an opinion
that the then recent sudden death of a certain Metropolitan Magistrate had been
due to one of these cysts which had not been operated upon, even though that
gentleman had sustained a fall followed by signs suggesting the presence of one
of these cysts.

In the case under discussion the story fits in with this condition, the clinical
signs point to some form of slowly increasing intracerebral tumour, whilst as
your contributor stated, the X-ray showed shadows in the parietal region of
the skull which he puts forward as evidence in favour of one of the glioma types
of tumour. Your contributor went near to my diagnosis in that he thought of a
sub-dural hematoma but did not go on to the possibility of a cyst having formed
from the haematoma, which possibility could be confirmed by exploration or
autopsy.

Yours faithfully,
4I, Devonshire Street, W.I. G. 0. TIPPETT.

The foregoing letter was submitted to the anonymous author of the neurological
problem, and he has replied as follows :-

The correspondent has very correctly emphasised the place of traumatic
meningeal cyst in differential diagnosis. It must be pointed out, however, that in
the original paper there appears the following statement: " The recent development
of paralysis is difficult to associate with such a diagnosis (i.e., post-traumatic
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epilepsy) unless there is evidence of pressure from a sub-dural haematoma." Now
the difference between a chronic sub-dural haematoma and a traumatic meningeal
cyst is mainly one of terminology.

A closer examination of the clinical data renders the possibility of a sub-dural
haematoma (or cyst) rather remote. The absence of headache and of progressive
mental deterioration argues forcibly against this diagnosis. Manometric evidence
of raised intracranial pressure is much more in favour of tumour. Areas of cal-
cification within the parietal lobe suggest overwhelmingly a tumour, and here
radiological appearances of a calcified sub-dural haematoma (judging by the two
cases recorded in the literature) are unmistakeable.

Actually the patient the subject of the case-report proved at operation to have a
large astrocytoma within the substance of the parietal lobe.

REVIEWS.
CLINICAL INVESTIGATION OF
CARDIOVASCULAR FUNCTION.
By V. PACHON and R. FABRE, transl. by
J. E. HALLS DALLY. London, 1934. Kegan
Paul Trench, Trubner & Co., pp. 252.
15s. net. A Volume in the Anglo-French

Library.
This book written by two well-known

French professors of physiology seeks to
replace the subjective factor of clinical
investigation of cardio-vascular function by
objective and instrumental observation.
The matter dealt with is divided into two

parts under the headings " Cardiac and
Vascular Investigation". Half of the
first part-equivalent to about one-fifth of
the book, is taken up by a good descrip-
tion of cardiography in the left lateral
recumbent posture. The reading of the
cardiograms in the hands of those competent
to interpret them, yields valuable indica-
tions for the diagnosis of arrhythmias.
Only 24 pages are given to the discussion
on electrocardiography. Jugular phlebo-
graphy, which is briefly described, is not
often used in England. Radiography,
which we consider of great value in diag-
nosis, prognosis, and in following the course
in cases of disease of the cardiovascular
system, is shortly treated. From the
description, it seems that the authors have
no great personal experience of this subject.
The second part of the book deals with

clinical investigation of vascular function,
arterial and venous pressures, the pulse

and arterial pulsation, elasticity, vaso-
motor phenomena, and blood viscosity.
Of the three methods (palpatory, ausculta-
tory and oscillatory) of determining arterial
pressure in man, the authors assert that
oscillometry is the method of choice. The
chapters on oscillometry and oscillography
which, according to the authors, are speci-
fic in the investigation of arteries, are most
interesting. Oscillometry is used as a

sphygmomanometric method and also as
one of arterial investigation for the study
of the pulse, the cardiac impulse, arterial
permeability and vasomotor reactions. By
means of oscillography, the diagnosis of
pulsus alternans and bigeminus, ventricular
extrasystoles, etc. can be made. Further
investigations are necessary to confirm the
findings of several French authors on this
subject. Venous functional investigation
and viscosity of the blood are shortly des-
cribed. The various functional tests
mentioned did not include those of physical
exercise and gymnastics, though these are
very valuable. A more detailed account of
the influence of psychical activity of
emotions on the blood pressure is desirable.
The absence of bibliography and index is
most inconvenient.

The translator has done his work well.
He himself is an author of well-known
books on blood pressure, but he has not
added any remarks or explanations. Their
inclusion would make this well illustrated
volume more interesting. In spite of some

faults, it is a useful book which can be
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