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over, typhoid fever may set in with the most intense delirinm. The exist.
ence of fever is the most deceptive symptom, and its combination with
delirium and dry tongue so commonly means typhoid fever that it is very
difficult to avoid error. ;

Acute pneumonia may come on with violent maniacal delirium and the
pulmonary symptoms may be entirely masked.

Occasionally acute ureemia sets in suddenly with intense mania, and
finally subsides into a fatal coma. The condition of the urine and the ab-
sence of fever would be important diagnostic features.

The character of the delirium is quite different from that of mania ¢
potu. It may be extremely difficult to differentiate acute delirium from
certain cases of cortical meningitis, which, however, is usually a secondary
affection, oceurring in connection with pneumonia or uleerative endo-
carditis, or is due to extension from disease of the ear. This sets in more
frequently with a chill, and there may be convulsions.

Treatment.—Even though bodily prostration is apt to come on
early and be profound, I would not hesitate to advise, in the case ofa
robust man, free venesection. It is not at all improbable that some of the
many cases of mania in which Benjamin Rush let bleod with such benefif
belonged to this class of affections. Considering its remarkable calming
influence in febrile delirium, the cold bath or the cold pack should be em-
ployed. Morphia and chloroform may be administered, and hyoscine and
the bromides may be tried. Krafft-Ebing states that Solivetti has ob-
tained good results by the use of ergotin. Unfortunately, as asylum re-
ports show, the disease is almost uniformly fatal.

II. PARALYSIS AGITANS
(Parkinson’s Disease; Shaking Palsy).

Definition.—A chronic affection of the nervous system, characterized
by muscular weakness, tremors, and rigidity.

Etiology.—Men are more frequently affected than women. It rarely
occurs under forty, but instances have been reported in which the disease
began about the twentieth year. It is by no means an uncommon ?ﬁe.c-
tion. Direct heredity is rare, but the patients often belong to families in
which there are other nervous affections. Among exciting causes may be
mentioned exposure to cold and wet, and business worries and anxiebies.
In some instances the disease has followed directly upon severe mental
shock or trauma. Cases have been described after the specific fevel"fé-
Malaria is believed by some to be an important factor, but of this there 18
no satisfactory evidence.

Morbid Anatomy.—No constant lesions have been found. The
similarity between certain of the features of Parkinson’s disease and tho.se
of old age suggest that the affection may depend upon a premature senil-
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ity of certain regions of the brain. Our organs do not age uniformly, but
in some, owing to hereditary disposition, the process may be more rapid

' than in others. ¢ Parkinson’s disease has no characteristic lesions, but on

the other hand it is not a neurosis. It has for an anatomical basis the
lesions of cerebro-spinal senility, and which only differ from those of true
senility in their early onset and greater intensity.” (Dubief) The im-
portant changes are doubtless in the cerebral cortex.

Symptoms.—The disease begins gradually, usually in one or other
hand, and the tremor may be either constant or intermittent. With this
may be associated weakness or stiffness. At first these symptoms may be
present only after exertion. Although the onset is slow and gradual in
nearly all cases, there are instances in which it sets in abruptly after fright
or tranma. When well established the disease is very characteristic, and
the diagnosis can be made at a glance.  The four prominent symptoms
are tremor, weakness, rigidity, and the attitude.

T'remor.—This may be in the four extremities or confined to hands or
feet; the head is not so commonly affected. The tremor is usually marked
in the hands,.and the thumb and forefinger display the motion made in the
act of rolling a pill. At the wrist there are movements of pronation and
supination, and less marked of flexion and extension. The upper-arm
muscles are rarely involved. TIn the legs the movement is most evident at
the ankle-joint, and less in the toes than in the fingers. Shaking of the
head is less frequent, but does occur, and is usually vertical, not rotatory.
The rate of oscillation is about five per second. Any emotion exaggerates
the movement. The attempt at a voluntary movement may check the
tremor (the patient may be able to thread a needle), but it returns with
increased intensity. The tremors cease, as a rule, during sleep, but persist
when the muscles are at repose. The writing of the patient is tremulous
and zigzag.

Weakness.—Loss of power is present in all cases, and may occur even
before the tremor, but is not very striking, as tested by the dynamometer,
until the late stages. The weakness is greatest where the tremor is most
developed. The movements, too, are remarkably slow. There is rarely
complete loss of power.

Rigidity may early be expressed in a slowness and stiffness in the vol-
untary movements, which are performed with some effort and difficulty,
and all the actions of the patient are deliberate. This rigidity is in all the
muscles, and leads ultimately to the characteristic

Attitude and Gait.—The head is bent forward, the back is bowed, and
the arms are held away from the body and are somewhat flexed at the
dbow-joints. The face is expressionless, and the movements of the lips
are slow. The eyebrows are elevated, and the whole expresion is immobile
or mask-like, the so-called Parkinson’s mask. The voice, as pointed out
by Buzzard, is apt to be shrill and piping, and there is often a hesitancy in
beginning a senterice; then the words are uttered with rapidity, as if the
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patient was in a hurry. This is sometimes in striking contrast to the sean-
ning speech of insular sclerosis. The fingers are flexed and in the position
assumed when the hand is at rest; in the late stages they cannot be ex-
tended. Qccasionally there is overextension of the terminal phalanges,
The hand is usually turned toward the ulnar side, and the attitude some-
what resembles that of advanced cases of rheumatoid arthritis. In the
late stages there are contractures at the elbows, knees, and ankles, The
movements of the patient are characterized by great deliberation. He
rises from the chair slowly in the stooping attitude, with the head projeet-
ing forward. In attempting to walk the steps are short and hurried, and,
as Troussean remarks, he appears to be running after his centre of gravity.
This is termed festination or propulsion, in contradistinetion to a peculiar
gait observed when the patient is pulled backward, when he makes a num-
ber of steps and would fall over if not prevented—retropulsion.

The reflexes are normal in most cases, but in a few they are exag-
‘gerated. .

Of sensory disturbances Charcot has noted abnormal alterations in the
temperature sense. The patient may complain of subjective sensations of
heat, either general or local—a phenomenon which may be present on one
side only and associated with an actual increase of the surface tempera-
ture, as much as 6° F. (Gowers). In other instances, patients complain
of cold. Localized sweating may be present. The mental condition rarely
shows any change.

Variations in the Symptoms.—The tremor may be absent, but the
rigidity, weakness, and attitude are sufficient to make the diagnosis. The
disease may be hemiplegic in character, involving only one side or even
one limb. Usnally these are but stages of the disease.

Diagnosis.—In well-developed cases the disease is recognized ab a
glance. The attitude, gait, stiffness, and mask-like expression are points
of as much importance as the oscillations, and usually serve to separate
the cases from senile and other forms of tremor. Disseminated sclerosis
develops earlier, and is characterized by the nystagmus, and the scanning
speech, and does not present the atfitude so constant in paralysis agitans.
The hemiplegic form might be confounded with post-hemiplegic fremor,
but the history, the mode of onset, and the greatly increased reflexes would
be sufficient to distinguish the two. The Parkinsonian face is of great
importance in the diagnosis of the obscure and anomalous forms.

The disease is incurable. Periods of improvement may occur, but the
tendency is for the affection to proceed progressively downward. It isa
slow, degenerative process and the cases last for years.

Treatment.—There is no method which can be recommended s
satisfactory in any respect. Arsenic, opium, and hyoscyamia may be tried,
but the friends of the patient should be told frankly that the disease is
incurable, and that nothing can be done except to attend to the physical
comforts of the patient.

ACUTE CHOREA.

OrEER ForMS oF TREMOR.

(@) Simple Tremor.—This is occasionally found in persons in whom it
ig impossible to assign any cause. It may be transient or persist for an
indefinite time. It is often extremely slight, and is aggravated by all causes
which lower the vitality.

(b) Hereditary Tremor.—C. L. Dana has reported remarkable cases of
hereditary tremor. It occurred in all the members of one family, and
beginning in infancy it continued without producing any serious changes.

(&) Senile Tremor—With advancing age tremulousness during mus-
cular movements is extremely common, but is rarely seen under seventy.
It is always a fine tremor, which begins in the hands and often extends to
the muscles of the neck, cansing slight movement of the head.

(d) Toxic tremor is seen chiefly as an effect of tobacco, alcohol, lead, or
mereury ; more rarely in arsenical or opium poisoning. In elderly men
who smoke much it may be entirely due to the tobacco. One of the com-
monest forms of this is the alcoholic fremor, which oceurs only on move-
ment and has considerable range. Lead tremor will be considered in
speaking of lead poisoning, of which it constitutes a very important
symptom.

(e) Hysterical tremor, which usually ocours under circumstances which
make the diagnosis easy, will be considered in the section on hysteria.

1l1l. ACUTE CHOREA
(Sydenham’s Chorea ; St. Vitus's Dance),

Definition.—A disease chiefly affecting children, characterized by
irregular, involuntary contraction of the muscles, a variable amount of
psychical disturbance, and a remarkable liability to acute endocarditis.

We shall speak here only of Sydenham’s chorea. Senile chorea, chronic
chorea, the prehemiplegic and post-hemiplegic forms, and rhythmic chorea
are totally different affections.

Etiology.—Sez.—Of 554 .cases which I have analyzed from the
Philadelphia Infirmary for Diseases of the Nervous System, seventy-one
per cent were in females and twenty-nine per cent in males. After pu-
berty the percentage in females increases.

Age.—The age incidence in 522 cases was as follows: In the first
decade, 201 ; in the second decade, 2483 In the third decade, 10; in the
fourth decade, 1; above the fourth decade, 2. In the cases under twenty
years the following is the age incidence in the hemidecades: In the first
hemidecade, 333 in the second hemidecade, 168; in the third hemi-
decade, 212 ; in the fourth hemidecade, 52.

Station.—While the disease affects children of all grades of soclety, it
is more common among the lower classes.




