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ure of the intelligence is usually proportioned to the ex-
tent of the lesion; gqualitative alterations of special
faculties bear a more or less definite relation to the seat
of the lesion. The dissociations of the speech faculty
are NUINErow iving rise to aphasia, amnesia, .wm;vhn
alalia, and their combinations. Failure in memory, as in
all chronic cerebral disease, is one of the earliest mental
defects; the moral sense, dependent on the ethical mech-
anisms, the most delicate of all (Griesinger), is blurred.
I lized atrophies have been of great service in In-
gating the problems of localization in cerebral func-

] wynosiz of cerebral u[ln]wh‘\' depends upon the extent
of lesion, and upon its stationary m' progressive charac-
ter. When only a limited amount of brain tissue is de-
stroyed, its function may be vicariously performed by
another portion, and the I thus repaired. This is im-
possible with extensive acquired lesions. In the famous
cases of congenital atrophy of the cerebellum or corp
callosum, however, the functions of these parts must
have been performed by other organs, for their defect
could not be wsed during life.

A broad distinction exists between the prognosis of con-
genital and that of acquired atrophy, in that the former
far more frequently coincides with an arrested morbid
process, the latter with one that is either continuously
progr » or liable to renewal after temporar rest.
The mental defects due to atrophy of any portion of the
adult brain cannot be repaired : the utmost to be expected
is their limitation; the probabilities are that they will
steadily or intermittently increase. On the contrary, in
a brain partially atrophied while still in process of de-
velopment, a vigorous psychic education may often hope
to develop faculties by exercise of the intact portions.
The difficulty of doing so increases with any form of dis-
turbance of the speech faculty. Congenital paresis tends
spontaneously to diminish, and muscular power m

reatly increased by systematized gymnastics. The
paresis acquired atrophy, unlike the paral; due to
destructive s, tends to permanence or to Increase;
the latter case being the rule in the general paresis of the
insane. M ar rigidities, contractures. and the de-
formities of limbs caused by them, increase for a long
time in congenital cases, first as a result of the extend-
ing spinal degeneration, then as a consequence of malposi-
tion and adaptive shortening. The latter cause may be-
greatly palliated by app ypriate apparatus; and the
prognosis in respect to deformity, and to the power of
walking and other use of the limbs, is hopeful in direct
pr-mmrmn to the influence of malposition, and inversely
to that of the lateral sclerosis. (_:wn:-pw!urhnw to the
er extent of the brain lesion, the deforming contract-
of acquired atrophy are much more limited, and
therefore of less importance; their degree of amenability
to therapeutic palliation is about the same. Gene ml ac-
quired atrophy is not followed by deformity,
s are equally aff The duration of life is
quite indefinite. Death is never the direct conseque
of the atrophy, but results from asthenia due to the pr
gressive impairment of brain nutrition; from cedema. as
the walls of the blood-vessels become more altered; from
convulsions, especially ated with extension of sec-
ondary irritation; or f renewal of the primary ac-
cidents (hemorrhage, thrombosis, meningo-encephalitis,
etc.).
Treatment is palliative, and in the directions implied in
the remarks on prognosis. The primary morbid proce
if still going on, must be treated by appropriate meas-
; and an important point of the diagnosis is the de-
sion whether this primary process is or is not arrested.
In congenital atrophy, the mental faculties must be
awakened as far as possible by psychological edueation,
which, to attain the end, must be both persevering and
profound. The muscular paresis must be combated by
gymnastic exercises, the deformities by apparatus able
gradually to stretch retracted muscles, to support limbs
in proper position, and by means of springs and artific -ial
muscles to facilitate attempts at voluntary movements.

The proposal to relieve the deformities due to rigidity of
the adductor femoris muscles by circume sion—an opera-
tion intended to relieve a hy lmlln tical genital irritation
most irrational. If relief ever tuH w this operation,
an be only in cases of e ferent character, a
purely func tional spasm, )ssibly associated with mas-
turbation, and having nothing to do with lateral sclerosis
of the cord. The convulsions which are so common in
renital atrophy require the usual treatment. For
eye symptoms (blindness, strabismus, nystagmus)
ncsthm r can ln done.
d atrophy treatment ms inly Uill-hl- in avert-
ons which are likely to revive tln primary
accidents, and in treating as they arise. e earlier
in life the cerebral lesion occurs the more tions
approach those of congenital atrophy ; and \\'hru the ac-
cidents date from the first years of childhood the prac-
tical treatment is identical for the two classes of cases.
Conversely, as a patient approaches old age, both the
primary accidents and the atrophy are more liable to be
progressive, and the rdle of the therapeutist becomes
nore purely passive. There n be no longer gquestion
of developing a l-mw checked in its evolution, but only
of shieldin new injuries which would cause
fresh deterioration of faculties; hence mental strain and
tement of all kinds are to be avoided. The Kkey-
» of the treatment is the necessity for repose for the
yer and for the cerebral circulation.
the social medium is the principal factor
first; of exercise and climate for the second.
: for deformity is less needed and less tolera
wlmu in children. The contractures princiy ally affect
the upper extremities, instead of, as in children, the
lower; and it is much more diffi to facilitate the
functions of the arms than of the s by prothetic ap-
paratus. Still, with ingenuity, this may sometimes be
accomplished.
jagnosis.—In congenital or early cases it is pnnupalh
1:» 1]1\Tlr1_“.11_-i1 between primary and secondary
and between the latter and the various
lesions up-vu \\]m h it depends, as hydrocephalus, hemor-
rhage, meningo-encephalitis. Primary atrophy may be
eficient or idiotic intel nce, without
motor l]l‘-th ances or lesions of the special senses, while
hydrocephalus ms led from the size of the head.
The extreme de »s of diffuse primary atrophy consti-
tute microcepha idi and are recognizable usually
from the minute proportions of the ium. The diag-
nosis cannot, however, always be de, for, though
rarely, la portions of the 1 may be absent,
W 1th-nu v more defect in the :lligence than is often
1 without gross cerebr: ion at all. And, on
r hand, the destructive lesion causing a secondary
1 atrophy may be so limited that the descending
sions no characteristic symptoms, yet
isms of the brain may be so jarred that
ution of the mind is permanently impaired. In
in which the associating fibres or the super-
added convelutions (Broadbent) are affected, while the
moto res prolonged from the erus re in intact, im-
becility with preservation of muscular function is pos
sible. = In secondary atrophy, if the primary morbid
processes have been arrested before they have been dis-
covered, or at birth, it is often difficult, in the latter case
impossil to distinguish between them. Congenital
hydrocephalus is recognizable when the head is already
enlarged at birth, and may be a cause of dystocia.
When the head begins to enlarge within a few weeks
\'I:r birth, it is probable that ventricular effusion
read ~gun before. The probability is gr
spina bifida coexist. Tn such cases it is sometimes
-_\ Ill}\[ulhﬁnf the effusion, sometimes those of the atrophy
i ih u |-r~-(lrsmin:uc. An extra-uterine
ck of meningo-encephalitis is
Lui h\ 111.- u-.n.}l signs: but these are liable to be
ed in mtm(\ by convulsions and fever, common to
nd also to so many other infantile disorders. Pe
sistence of an inflammatory process may be indicated by
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irregular recurrence of fever, associated with pain, re-
tannu of head, pupillary symptoms, and other charac-
igns of meningeal irritation. -ull the; may
.11'::11?-“] by the irritative proc of degene ration,
E ally when {I i 1’!-:1\'“!"‘- the motor tracts in the pons
and medulla. It may be said that secondary atrophy
at any age, the dm rnosis may be made by the coinc idence
> sympton mental defect, musc nl r paresis, and
ntracture; th ming on llmll\ or after
1 of stormy cer ceidents. Tn~ variot

ms enumerated n © or may not be p 3
among them lesions of the cranial nerves are of the same
order as the rigidities of th lmw mauscles, and, like them,
may be referred to the desc ing sclerosis accompany-
i Ihr‘ atrophy. Convulsions and fever may be due to
r to persistence or revival of the primary process.

Mary rinam-Jacobi.

BRAIN: CEPHALOCELE.—(Syne Encephalo-
iI_\'li!'t*tt'[\h:llt'w'rir. }‘I\'li!kl}(‘y] alocele, ‘e ,dHl}'-
1 Meningocele, Hydromeningocele, Craniocele,
Hernia sen Fungus seu Ectopia Cere . Hernia of the
brain or meninges is a name given to a protrusion of a
portion of the contents of the cranial cavity through an
opening in the skull beneath the scalp. There is need of
greater simplicity in what is now a rather confusing ter-
mine -L.;v. and it wounld seem that the best designation for
all of these tumors as a class is cephaloc i
run:m;mudwnu— in application between this word and en-
terocele because of the simi '[1)“11‘ cmmn.mx-ts
There is a hernial canal or op
sting of the dura mater, the he I‘nml contents com-
whatever substance or fluid m g
from the cranial cavity, and, finally, the varic
of the hernia, such as the pericranium, fa :
It is necessary. in a true cephalocele, that the dura mater
form the hernial sac. The tumors formed beneath the
scalp in traumatic lesions of the skull and dura, by the
pouring out of cerebro-spinal fluid, are not true cephalo-
celes, and are more properly termed pseudo-meningoceles.
Protrusion of brain substance in compound fractu of
the skull is not considered here, though some um: s im-
properly called a hernia cerebri; the correct « gnation
is prolapsus cerebri.

The varieties of cephalocele depend upon the contents
of the tumor. Hence we have a meningocele where the
hernial contents are cerebro-spinal fluid alone pressing
out the dura mater; a hydrocephalocele, where the tumor
consists of an internal hydrocephalus expanding and

g outward the ventricular walls: and, finally, an
encephalocele, composed wholly of brain substance with
more or less fluid usually surrounding it.

These tumors are mostly of congenital origin, but
there are cerfain rare s in which they are acquired
after birth, through di e of the cranial bones or trau-
matism. It is usual, therefore, to distinguish two forms
of cephalocele, the congenital and the acqu . In de-
scribing the latter it will be best to use the prefix pseudo.

B ENITAL CEPHALOC —These tumors almost al-

have their peduncles at or in the immediate nei

od of some cranial suture.
in the antero-posterior median line,
frontal orin the occipital region. According ‘m Giovanni
Reale, who collected 68 cases of cephaloce
the nasal root, 9 in the frontal suture, 5 at thr P«
fontanelle, and 22 in the occipital bone. the r
from some of the lateral sutures. Larger Almlmui
ca 44 of which were occipital and 41 frontal or sin-
cipits il. The favorite location of the ncipital tumors is
at the root of the nose, either at the inferior part of f the
frontal suture or at the junction of the ethmoid and
frontal bones. The hernial canal or opening i nerally
bounded by the separated or more or less malf
ethmoid, frontal, nasal, or lachry mal htmv :111(1
t1me- even h‘ the nasal proce

; Jour. Med. Sciences,

artir entitled “Basal Hernias of .lle Bram
such sincipital tumors as differ from the others in not

protruding in the face. The least uncommon form is
the spheno-pharyng cephalocele, protruding into the

sal or maso-pharyngeal cavity. These may be more
common than is supposed. They may be mistaken for
nasal polyps. The occipital cephaloceles are the most
frequent of all. They are situated either in or near the
posterior fontanelle, or lower down under the occipital
protuberance, where the hernial opeaning may be con-

ned with the foramen magnum. Hernial protrusions

rom other suturesare much more rare, although they do
occur in the greater fontanelle, in the squamous suture
or between the ethmoid and sphenoid bones at the ba
of the skull.

Cephalocele is uncommon, Trélat finding but 3 in
12,000 births, and Vines 1 in 5,000. It is said to be more
common in females than in 1 hough Z. Lawrence,

i 3 E ii., p. 378), collected

‘he tumors var) pea to that of
a child’s head. The occipital are always the largest, and
are usually hydrocephaloceles. The sincipital tumors
are, as a rule nmall and simple encephaloceles. Menin-
s may exist in either pla but are more common
behind. Hui‘--( phaloceles are rarely sincipital, owing
to the positions and conformations of the ventricles,
which are mx¢ apt to dilate posteriorly.

The occipital hydrocephaloceles are usually constricted
at their base, often pedunculated, almost globular in
form, and seldom attached by broad bases. They gen-
erally contain the dropsical posterior horns of the lateral
ventricles or their fetal analog > in the lower
occipital region enclose the cerebe Ilum dnd the hydropic
fourth ventricle. In some of the lg rocephalo-
celes have been found a great j the cerebrum, the
cerebellum, the fourth ventricle, and the gquadrigeminal
bodies. The protrudin plmlu parts are commonly of
micrwr-»l de-- U\ e «}e\ el ypment, uhln difficult to recog-

toid degeneration and
-Lluru-}- wlim hm_ P. B Toe e de Chir., 1890, x.,
269) reports an extirpation of an encephalocele and a case
by a colleague (Périer) in which both mens were care-
fully examined by Ranvierand Suchard, showing features
not hitherto described. In both were found hist cally
a mixture of nervous ments of both cerebrum and cere-
bellum without lines of demarcation, and Berger regarded
these tumors as forming a variety of central neuromata
such as have been described by Virchow (tumors formed
in the ventricles of subjects afflicted with congenital hy-
drocephalus). Berger proposes the term encep shalome for
this species of enc Lph loc the constriction
at the hernial opening is so great that the ismark
of blood in the pia, which may lead even to extravasa-
ons. O« ionally these tumors pre gitudinal
constrictions caused by the venous plexusor by the falces
of the dura. The quantity of fluid contents varies, but
may reach two quarts. It has been found to be rich in
albumin, with a Spe ic r of 1.010-1.012.

The meningocele: pital region are quite as
large as the h)’(h‘l'l(_'r alo s, and similar in shape,
while those of the sincipital Lmd lateral areas of the skull

One very large meningocele held fluid

pecific gravi ty of 1.004, and contained a

small quantity of albumin, chloride of sodium,
and biliary coloring maiters (Heineke).

The encephaloceles are usually small tumors with broad
bases, having a diameter as a rule between 1 and 3 cm.,

enerally occupy a position at the root of the nose,

nd containing often, besides cerebral substance, a small
quantity of subdural fluid.

Pathology.—There are several theories advanced to ac-
count for the origin of these congenital tumors. One is,
that there a limited ventricular dropsy, which by
pressure at some cerfain circumscribed portion of the
skull expands and separates the cranial bones and thus
protrudes. From a hydrocephalocele thus formed an
encephalocele may be produced later, by reabsorption of
the dropsical fluid; or a meningocele, by a recession of
the cerebral substance into the cranial cavity. The
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arguments against this hypothesis are, that there w ould
scarcely be a circumseription of the dropsy as ima ined,
but rather a tendency to a general hy ﬁlrau phalus; and
furthermore, Ackermann and Heineke have determine
that there is a diminution, and not an increase, of intra-
cranial pressure in cases of cephalocele. £

A more probable theory as to the etiology these
tumors is, that they criginate in the early embryological

Fig. 809.—Double Cephalocele, in Which the Anterior Tum
ered by the Skin, the Posterior by the Dura Mater. (Afte

periods, when the cerebral vesicle and its fluid contents
are in process of growth, and their osseous capsule is not
yet developed. There is then an arr

evolution of the eranial vault, as a Te

plete closure of the skull does not take place, and a cir-
cumsecribed portion of the fetal brain vesicle protrudes.
According to this hypothesis, hydrocephalocele would
belong to an earlier stage of development, and encephalo-
cele to a later, when the protruding portion of brain no
longer exhibits the configuration of the fe tal brain vesicle
as it does in the former. In like manner, meningocele
may originate either by the mere extrusion of the dura
mater through pressure of the subdural fluid, or by the
bursting of a hydrocephalocele, or it may be the remnant
of a disorganized encephalocele. Meningocele might also
spring from the cerebral v e in the earliest stages of
development, as a mere mtmbmnnu\ cyst without brain
substance. Yet, if the defect in the skull were the only
factor in the formation of these tumors, it would be diffi-
cult to understand why they are mnot present every
child in the open cranial aces, the fontaneiles. We
are compelled, therefore, to recognize, as another factor
in their causation, a general or partial hydrocephalus,
either internal or external.

This conception of the embryologic al origin of cephalo-
celes is corroborated by the fact that most of them are
found in front of and behind the head. in the median line,
which is the most marked direction of growth of the
cerebral vesicle; and that other defects and malforma-
tions of the skull, fac spine, feet, etc., are often ob
served in connection with these cases. Thus, striking
departures from the normal shape of the skull are par-
ticularly noticeable in hydrocephalocele and the large
meningoceles, where there is often asymmetry, thicken-
ing of the sutures, microcephalus, flattening from before
backward, and sometimes hydrocephalus; while in the
simpler tumors the skull presents, as a rule, a wholly
normal configuration.

What may be the ultimate causes of these defects can
only be surmised. l—’lnmmur(- union of the meninges
with the amnion, and injuries to the fetal head in wutero,
may sometimes be the occasion of their development.
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Benger (loe. cit.) reviews all the theories in de »tail (intra-
cranial pressure from limited dropsy, arrest of fetal
cranial development, fetal craniotabes) and believes
himself that an encephalocele is a pn.mnw [nn\rlll\ll n
of part of the brain previous to the formation of the
cranial vanlt. Heagrees with Fleischmann and Niemeyer
that the cause of a simple encephalocele may lie in a
hy perpls of brain substance. B 2 ;
“Lindfors occupiesa whole number of the Klin. _I artrage
(Leipsic, 1898, . 2% t*.- \\1[11 a |h~u1 ion -ut the ln\-
tory. etiole i
bral hernia
April, 1898),
He believes llu TEe are \
of causes, that even within one class there m
individual modifyving causes. The etiology
cephalocele is probably the same as that of hydroce |\r|.11
but acting in a limited area. In other varieties, hydro-
cephalus, new growth, hygroma of me ninges (Virchow),
amniotic adhesions, rachitic condition of lmm- may all
have a ]!lun in the etiology of special ¢ .
Clinical Features.—The cutaneous surf: of the
cephaloceles are usually smooth, more or less distended,
and sometimes very vascular. Occasionally they are ex-
coriated, or present old cic . Angiomata and lipo-
. have been described as forming upon cephalocel
Ried). Hydrocephalocele and meningocele e
distinet sensation of fluctuation, while the enc
aloceles have more of a sensation of softness and elas-
ticity, but also show fluctuation if surrounded by a
sufficient quantity of fluid. When the coverings are
thin, from great tension by fluid contents, these tumors
may be slucent. hey frequently pulsate synchro-
nously w the pulse and respiratory mu\ ements: and
their tension is often variable, as there may be a sinking
of the tumor in sleep, and marked bulg out in the
acts of eryving or coughing. They may sometimes be
diminished in e by pressure, which if moderate does
no harm, but if at not infrequently produces symp-
toms of brain compression, such as vomiting, re stardation
of the pulse, unconsciousness, and convulsions. Pulsa-
tion is, as a rule, absent in meningocele and hydro
cephalocele, but this naturally depends directly upon
the size of the hernial opening in the skull, and the inter-
communicability of the contents of the sac with those of

F1G. 810.—Section of Cranium in a Cs of Sineipital Cephalocele.
(After Vannoni.)

the cranium: these tumors also show g rally little
variation during sleep, coughing, or crying, or upon
the application of pressure, unless the hernial foramen is
large. Symptoms depend to a great extent, too, upon
the physiological v: 1111«- of parts protruded; and in ceph-
aloceles such parts are often very different from their
analogues in the normally developed brain. In the light
of the recent discoveries in cerebral localization these
cases might often afford very interesting results by care-
ful study.

Prognosis.—Many children affected with meningocele
or hydrocephalocele die before or during birth. Some-
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times the tumor bursts during parturition. Those born
living rarely last many years, rtly on account
imperfect conditions of their b and partly beca
the tumor often rapidly increases to such size, by the
superaddition of cerebro-spinal fluid. that it bursts spon-
taneously, causing death her speedily, in coma or con-
vulsions, or slowly, from a consecutive menir s. Re-

Fi1G. 811.—A Case Observed by Dr. Irving
D.C.*

covery after such evacuation of the tumor takes place
but rarely. Death occursusually in the first two or three
years of life, but a few children with meningocele have
attained the age of twelve, and even seventeen years.

The encephaloceles being smaller and simpler than the
varieties just mentioned, still-birth and rupture are less
common in cases affected with them, although they do
occur. As a rule, this class either grows slowly or re-
mains stationary. Whatever disturbance is excited is
due to disorder of brain function, but patients suffering
from the frontal variety live longer and with fewer ¢
bral symptoms than those afflicted with the occipital
variety Children with occipital en
erally idiots, whereas with the frontal or sincipital tumors
they are more commonly of quite normal intelligence.
Many have reached adult ag

Spontaneous recovery from encephalocele and menin-
gocele has occurred, according to the observations of
Wernher, Textor, von Bruns, and Held, by closure of the
cranial defect and the complete isolation of the tumor as
a cyst on the outside of the skull. Operative procedures
have proved su 1l in some instances.

Diagnosis. tumor of congenital origin situated
along the median line of the head, in ther 3__"1:_'11 of the
root of the nose or in the glabellar or oceipital regions,
should excite suspicion of a cephalocele; and defects or
malformations in other parts of the skull or body would
be corroborative evidenc The fact of
genital must first of all be determined: then
to the various cranial sutures. The diagno
when the tumor is in one of the situations that have been
described, when there are pulsation and a sensation of
fluctuation, when thereisachangein tension during sleep
or in cry and when there is a recession of its cont
into thé skull upon pressure. If. at the same time with
the recession of the brain substance or cerebro-spinal fluid,
symptoms of irritation or compression of the brain de-
velop, if there is an increase in the pulsatory or respira-

* The case shown here is that of an illegitimate male child @"
The tumor. about the size of a walnut, protruded fi
opening in the right parietal bone just above .u'ni behind tk
berance. child was club-footed, ectrodactyl mnl h(m d
arelip. Being unable to fe t died after th A
The mesenteric glands were found to be enlarged.—I. C. R

tory brain movements, and particularly if the edges of the
hernial opening in the skull can be felt, a cephalocele
certainly present. But sometimes most of these pathog-
nomonic symptoms are abs , and the diagnosis can
be made only from the and history of the tumor.
Although seldom necessary, a fine aseptic hypodermic
needle may be introduced to determine the character of
the contents and the presence or absence of an opening
in the skull.

The recognition of these hernias in the occipital region
i_'s‘ l"{~]L-[_ llt_L Al lJllll:'l (_E_Jll‘\?" I\l{di tumors (_5 \Iilll ar
form are of extreme rarity in this position:; but der-
moids, angiomata, and sarcomata of prenatal origin may
have their seat at the nasal root, in the frontal region,
or at the inner thus of the eye, and thus lead to con-
fusion. In the case of these latter, the mode of develop-
ment must be carefully studied, and note taken of varia-
tions in tension, compressibility, and pulsation. and of the
appearance of cerebral symptoms upon pressure
giomata exhibit pul on and tension changes,
may be often completely compressed, but wi[hmu brain
symptoms or the discovery of an opening in the skull.
Pulsation and compre -lhlhn are lacking in dermoid
tumors. Cranial sarcomata which are congenital, or
which appear shortly after birth, may present brain
symptoms on pressure; there may also be an opening in
the skull wh and finally these growths may
have a similarity « 1, but they grow much more rapidly
than cephaloc s, and usually are wanting in the more
i mptoms of the latter. The differentiation
of the varieties of cephalocele can be made from the pe-
culiarities that have already been described. In naso-

1l varieties it is well to remember their occasion-
se resemblance to nasal polypi

Treatment.—The most difficult cla to treat are the
hydrocephaloceles, but measures can at least be taken to
preveni sudden death by spontaneousrupture of the sac.
This is still more nni-cnrrm_n in meningocele and (lph.l
locele > rapid increase of fluid and tension,

a cure is pos: in many of these Equable press-
ure should be made by means of cotton batting m& a

FI1G. 812.—An Irregular Tumor Proceeding from the Cranial Cayity by
a Large Open ituated 7 in Front of the Sphenoid. and
Bklunn the S llE Cartilagin 7 Naso-pharyngeal cephalo-
cele. (Virchow. )

bandage, care being taken not to produce brain symptoms
by too strong compr on. If the distention increases
puncture should be made with a hypodermic needle, with
antiseptic precautions, and the fluid slowly aspirated—all
of it if the tumor be small, but only a portion in the case of
large sacs. Then cover with aseptic cotton and continue
the compression. Puncture may be repeated at appropri-
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ateintervals. If rupture has already taken place, the an-
tiseptic dressing and pressure bandage should nevertheless
be applied. B_'Illl\]\I-Nlt\llll‘]}]]v(h!l ay l-c[nuumd
the tumor may be gradually diminished in size, and oc- |
asionally even dis 11);\:(.. Youths or adults who ar
occasionally observed with stabile encephaloceles should
wear protective plates properly curved, with bandages,

{(After Holmes.

and sometimes compression may be made use of, if it be
deemed expedient to doanything, but great care is needed
to avoid the production of brain symptoms. Puncture
in simple en t-;nlmlnuh\ is permissible only in case of
continual augmentation in size—no other operative pro-
cedure is advisable. This is about all that can be done
without risk. In many cases in which incisions have
been made into these tumors, through a mistaken diagno-

the result has been death from meningitis. Puncture
anl the injection of iodine have been fata 1.

Meningoceles are more amenable to treatment, as a
rule, than the other forms of cephalocele. Occasional
punctures, together with compression, have meft fre
quently with ¢ yd results. Little is to be expected from
iodine mm ction, h Paget was successful with it
in one instance. The stabile meningoceles should, as a
rule, be let alone, because they communicate almost al-

ways with the cranial cavity. Anns ndale in one :
igatured the peduncle and removed the '[HLIHI‘ the child

yvering completely in spite of an attac k of measles.

Thompson has ‘also cured a case by li ion. Schatz
cured a case by the adual compression of B
applied to the sac Sklifasowsky remove 1 an oceig
cephalocele from a nine-months child with a li
the result being successful The procedureis pe rm
in proper cases under strictly antiseptic pre autions.
Many operations in these cases have been rtaken
since the ina ration of the new era of brain surgery,
and much can now be achieved i treatment of con-
genital cephaloce les, guided by the light of the latest dis-
coveries in cerebral localization and by our iu-]:rnn.l
technique in cranio-cerebral ope rations, which was for-
merly impossible. Fenger (loc. f.) operated succe
fully on a nasal type, first removing the polypoid mass
with the é cur. There was free x]h: harge of cerebro-

pinal fluid. The nostril was packed with iodoform

uze preparatory to radical op to close the hollow
peduncle. He then did an osteop lastic resection of the
superior maxilla (as devised by von Langenbeck), and
transfixed and ligatured the pe ~dunc Aspiration of the
tumor for fluid had been twice ne ive. He considers
in this class that extirpation should always be practised
even if the tumor is small and causes no more disturb-
ance than an ordinary polyp, as there is always danger
of meningitis from accidental injury or surface inflam-
mation. Preparatory operations are necessary, and these
vary with the different nlli.lll"n\ in the nose.

Moller (Deutseh. Zeitsehr. f. Chir., 1898, xlviii., 23)
has an article on the surgical nmmwm of hydrencepha-
locele, in which he says that the old rule Heineke
against operation has now been overthrown, since the
day when von Bergmann openly advised radical o
tion wherever pn-~ﬂ>1[ (1888). Mbller cites de Ruyte
(von Bergmann’s assistant) rules, as follows:

‘J‘,h
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Meningocele should certainly be ope -rated, because of
possible ulcerations, because the tumer presents t]u-mt
of lessened resistance in whic h.i meningitis may originate,
and because the patient eatly burdened by the pr

» of the tumor.
ephalocele should be operated unless it contains
oe an amount of brain tissue. It usually holds a
somewhat unimportant part of the brain, part of the
ipital or frontal lobe.

Hydrence 1)11 alocele should not be operated because of
its communication with a ve 1:\:1. le.

To combat this last rule of de Ruyter \lilli-rri!:-% a
case of succes operation on an occipital hydren-
cephalocele, where the tumor was De: arly 1l:n size of the
infant’s head. The peduncle was solid, the lumen having
been obl ited. Examination of the child one year
after operation showed it to be in zood condition and of
apparently normal mental develop nt. i

Schmitz (St. Pete g. med. Woch., 1898, N. F.,

193) reviews the forms of cephalocele and methods of
i o his experience of seventeen cases. He
the permanent results <-t' operation are

> I“"l"' ged, but in the ¢
of hydrocephals 1d dies of hydrocephalus, or
ains hydroc alic. This he says is also true of
i 3 any signs of hydrocephalus.
If there be no hydrocephalus, the pr1 10sis is much
better. Schmitz thinks the prognosis best for the
pure encephaloceles or solid tumors. It is important to
note whether the tumor remains of original size or is dis-
posed to grow, and whether it grows slowly or rapidly.
In the latter case we must assume increasing intracranial
pressure, and we have therefore a hydrocephalocele, or
such ltl\ln is developing from the original enc halo-
cele. Almllau question r:-m--"ruin‘__f the advisability of
operation relates to the conter of the tumor. If sin-
pital, the middle Ilunml convolution is involved, and

e may feel justified in removing a small portion. No

stor and little mental disturbance will result. In the
: pital class is usually cerebellar tissue (hemi-
sphere) and les equently parts of the occipital lol
and no sym ms are likely to follow removal of small
peripheral portions of the cerebellum. In case of large
1-:3»?;1]1-1:» of brain substance, excision should not be

< _ eit.) believes radical operation to be justifie il
in cases in which the tumor is growing and in which the
prognosis is bs wi \\1 hout inferference.

Tilmann (Berlin. klin. Woch., 1895, xxxii., 1
that the old methods of compression, puncture, iodine in-
jections, and use of ligature are not now considered in the

FI1G. 8§14.—Tumor Divided in Two. (From Reali.)

treatment of mening Even if infection is avoided
there isalwaysdanger of meningitis. He cites two cases
of cephalocele operated at Bardeleben’s clinic. The first
was an occipital meningocele, the size of an apple, re-
moved a few weeks afte h. The child developed
normally. The tumor had a very small lumen and thick
walls of cedematous fibrous tissue. The second case
presented a congenital occipital meningocele the size of
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the child’s head. Operation was performed one day after
birth because of insistence of the father. One litre of
fluid v aspirated and the tumor sac then remov ed.
There was improvement at first, but the child died on
the twenty-third day with paralysis and convulsions.
The case was one of meningoc with chroniec internal
hydrocephalus. He discusses fully methods of operation.

AcQUIRED CEPHALOCELE OR PSEUDO-CEPHALOCELE.—
‘\m”nm the cephaloceles w hich originate subsequently to
birth, through disease of the cranial bones or subcutaneous
fractures, the most common is the pseudo-meningocele.
This is observed almost exclusively 111 infanecy or early
youth, but, in very rare ca in adults after
healing of 1 erficial sk rerings in fr-u tures.
Conne
gocele that is to be : I_ l‘(]t‘
the name traums: t:c (!:I yvhe :le he describes
cases occurring in his own prac a <es an anal
sis of 22 otl collected from general literature; 19 of
these were due to subcutaneous fractures of the skull, 2
to old gunshot wounds of tk ull and membranes
where the scalp had reunited nd 1 was the result of
trrph-mn ; 17 of > C v under three years of
age. Vivien has ¢ ete : 5
(St imr'{h_ Hospital Reports, vol. xx. =

ous cases. Allof :-,imnh s were under

o ht‘ ]n-tm'\ is us lhl]]_\' that a child falls upon its In-,ul
ral hours or days after, a fluctuat
ing de \rln»; under the scalp, i
fuse, but later, as a rule, assumes the form ¢ sharply
bounded cystic tumor. may reach the size of the fist
or be larger. It is over the injured spot, fluctuates, and
often pulsates. There is somet s a harde border
to the tumor. casionally, by fir : the fluid
may be made to re > more >SS © pletely into the
skull cav when > fractured 1 ¥y be felt.
When thi not possil the 1k may often be felt
after puncture and e unation of the tumor. In many
of these cases puncture has shown the ents to be
cerebro-spinal fluid. In post-mortem examinations w hich
Te made, the fluid has bee I t > under
, liftir 1 coverings like a
cystic sac; cleft SErV i > bone, and one of
the same size or small the ra mat through
which the sac and -;nlu‘i .ml cavity communicate. Oc-
-asionally t corte: ! lwnI' in I, and in recent
t and of laceration
of the other memb1 -
meningocele ('l‘I!'J]H‘\ll‘.f(‘?'i'.r'il with the open i horn
2 ft ve ‘wo or thr cases m be men-
tioned in i ratio f this traumatic forr Southam
3 4 y 12th, 1888) gives the details
int, age rl six months, tl fell
downstairs 3 1eous fracture in the
right parieto n days later there
as a swelling oy sof i
Llul p ulxum_, Moderate applied with a
f lint and a banda g ) e swelling had
red and the cl recovered. e was still a
marked depression ir 3 ner's first case was
f re, who fell from a
C He was not un-
nscious, and walke g s by. There was
a =i 3 E right half of the oc-
cipital bone, ¢ ar g over the T
tured area, which he :-‘lp!u «f,nl to be due to extravasate
blood. A week later, serum be to ooze from the nose,
and there was puffiness of the 2y e 7 H unc-
tured and drew off four ounc f colored
fluid. The sac rapidly refilled, ‘and four weeks Iz five
ounces were removed. There were four subsequent tap-
pings, the id withdrawn aggregating nineteen ounces.
The specific gravity was 1.007: noalbumin; sodium chlo-
ride, 6.6 parts per 1.000. The boy was never unconscious

2as 8. C annrr 2 ,\r'wrir,-xzn Journal of the Medical Sciences,
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or delirious, but there were some insomnia and mental irri-
tability, and the pulse ranged from 100 to 120. Conner’s
second cas ras a hydrocephalic and rachitic colored
child about two yvears of age that fell a distance of five
feet upon its head. There was no scalp wound, but a
swelling appe mad very quickly over the right parietal
bone. In a days it measured four and a half by
three and a half inches, and exhibited pulsation and
fluctuation. A radiating fracture could be felt through
the tumor. No treatment v undertaken, and nine
months after the accident the swelling had disappeared.
There ar veral f : *h explain the almost ex-
clusive prevalence of traumatic pseudo-meningocel m
children. Possibly the flexibility of the skull S
sculiar character to the fracture. The intrs umnm]
ure is certainly relatively greater in children than in
and a more active secretion of cereb inal fluid
is probably another factor. The increase in subdural
fluid may be due in p art tu the injury to the head, or in
part to nutritive e, rachitis, or some such
thing, which does not give i ecessarily to a
hydrocephalus. The pot out of the fluid, its aug-
mented secretion, and the expansive power of the grow-
ing brain, all aid in preventing closure of the osseous

After Vannoni.)

, and, indeed, may actually cause its enlarge
Il eVersion ( sedzes. But pseudo-meningocele
a constant result of subcutaneous fracture in child-
hood, and it is likely that various causes and conditions
conduce to its formati
There are not many observations as to the further
course of traumatic pseudo-meningocele in children.
( und that fifty per cent. of the cases collected
7 him died of meningo-encephalitis. In some patients
e tumor re nn,d]]\ unc hanged in spite of frequent punc-
ture, and others it is cure 7 eans. Spontaneous
retrogression ; take place. e cleft in the skull
ally remains , and hence the p nosis is al-
i These cases ar
ayerthal (Deuts
xxiv., 37-58) relates the case of a man a
vears, with a pseudo-meningocele still
, due to a brick falling upon his head when he was
nine months old. The man was always normal, except
that he did not learn to walk until four years of s and
that he developed epilepsy at the ¢ of seventy-nine
vears. Thisis the ¢ -'1!_\ recorded case of such long persist-
ence of a pseudo-meningocele. &
Pseudo-meningocele in adults has been observed several
times after gunshot wou of the skull, when the
scalp wound has healed, and once after recovery with
defect of bone from trephining. Vivien mentions three
such cases. a result of subcutaneous fracture in
adults it has apparently not been observed, and, if it
occurs, must be extraordinarily rare.
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Pseudo-cephalocele sometimes results from syphilitic
or tuberculous caries of the skull and perfor ition of the
dura mater, and from complicated fracturesaccompanied
with prolapsus cerebri. Such cases have been reported
by Bennett, Tavignot, Bryk, Podrazki, Spring, Hawkins,
Talko, Brun nd Kusmin. In one case only did the
dura mater protrude. i i1t

These tumors vary from two to five inches in diameter,
and are usually of a soft. elastic consistence. The skin
over them is either smooth, glossy, and pale red, or in-
flamed, indurated, and prese utm fistulous openings.
Sometimes there are pulsation and fluctuation. Dizziness,
retardation of the pulse, and even unconsciousness can, as
a rule, be produced by pressure upon these tumors with
the fin . Partia npl.u»mvn. may be brought about
by compression -‘m<1 in one case there was complete return
of the hernia by al pressure. Whe the brain has
protruded, this was doubtless due in many cases to the
formation of cerebral abscess or to collections of pus in
the cavity of the skull; in some case , probably to cedema
or encephalitis with tume faction of the brain in the
neichborhood of the diseased or injured skull.

Treatment.—In pseudo-meningocele continuous and
equable pressure should be e |111\lu\< >d, when practicable,
but thisshould be done early. If the tumor is large and
tends to increase in size, operative interferer is ;le:\—
able. and this is best carried out according tc the
methods deseribed by von Bergmann below. Strict
antiseptic precautions should be observe , and a com-
press subsequently applied. Irritative injections are
not advisable. I! the opening in the skull remains }
tent. it is well to keep it shielded by a plate and banda
for the prevention of a renewal of the tumoror injury to
the brain. Tonics, nutritious diet, and lime preparations
are indicated.

Other forms of pseudo-cephalocele are treated accord-
ing to the nature of the bone disease or injury. In sup-
Ixuhn}u ]1rn(‘x ses we must be on the lookout for pus
depos - i r skull cavity, and remove them,
if feasible, with careful asepsis. It is best not to operate
on the prolapsed brain itself, but in this we must be
governed by what we have recently learned with regard
to the phy siological value of the different ('rvn\'n%nticme.
Hitherto such heroic measures have been carried out
usually as a result of error in diagnos and in these

cases death has followed from meningitis, encep yhalitis,
or hemorrhage. Compression should naturally be re-
sorted to in these cases only when there are no ymptoms
of inflammation or suppuration. In the rare pseudo
cephaloceles of adults we may c autiously punctur «
make use of the compress, but we should always be on
the lookout for symptoms of inflammation and abscess.

Bayenthal (loc. cit.) advances the singular theory that
the presence of a pseudo- meningocele may be of advan-
tage to the patient as a safety valve for increased intra-
cranial pressure, and that it might be more advanta-

ceous to enlarge it, than to remove it, in cases showing
cortical irritation.

Von Bergmann u yn “ Cephalhydrocele Traumatica,”
Petersbhur 1. Waoch., 1897, N. F., xiv., 61) says ths
in these cas he always presupposes a fracture of the
skull—in the majority of the cases of the lateral aspects
of the skull—the lined fractures being vertical. The in-
terval often observed between the bones in such cases is
doubtless due to subsequent absorption. A laceration
of the dura has always been found at ¢ « y. He con-
siders compression of service only i
only when applied early. Puncii
few; but meningitis is be fesz
Rahm. where puncture was employe .d. 6 were cur
9 died. Of 3 cases tre by puncture and i
died and T T rere 7 A PSUS CeTe
treated by incision and drainage died

's two cases, in which T]w sac
drainage employed. Both 0 to wear
a plate, and in the other epile Im convulsions ret ed
seven to ¢ icht months after operation. Von Bergmann
concludes as follows:
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1. Puncture should not be practised. Injections with
iodine are still more inadv isable.

2. Compression should first be tried (with compress
and bandage or with a plate). If the tumor is thereby
kept small and flat, radical operation can be delaye

3. If the tumor increases in size, the method of Sla]
and Dembrowski is simple and less dangerous than the
method of Kronlein. This consists of making a flap of
skin, periosteum and bone to cover the defect in the skull,

emptying the sac and dissecting it away from the
. of the bone. Freder Peterson.

BRAIN: CEREBELLAR DISEASE.—An etio ical
factor with spec predile on for the cerebellar tissue
does not exist. W hatever causes disease of other organs
and tissues of the body, produces occasionally also cere-

i Chronic purulent otitis media is of par-

cal significance; cerebellar al a com-

mon affection of the cerebellum, is one of its frequent
complications.

Prenatal intrauterine and intrapartum accidents and
mishaps may occasionally lead to disease of the cer
bellum, although this occurs more rarely here than in
the other parts o the nervous system

_ Ataxie h li re cere Marie, Nonné) is be-
lieved to be a ?114( 1it ary (] sease of lhi cere h-iﬂum rh«
11'1 al proof that the
cause and seat of this 1~uul¢1 is, however, -1 E] wanting.

Cases of congenital atrophies and scleroses of the cere
bellum are on record. Their etiological explanation is
still very obscure For some of these , possible
intrauterine inflammations or traumatisms or intra-
partum accidents may furnish a probable etiology, an-
alogous to similar results w ght by the same facto
on the brain, and occasionally on the cord.

Specific acute infe 1~-11~|1|-( ases like poliomyelitis and
poliencephalitis do not occur in the cerebellum.

" If any damage is done to the cerebellum in the course
of acute infectious diseases, it has not been recorded.

The chronic infectious diseases—syphilis and tuber
culosis—are quite frequent causes of cerebellar nlm.m
Neither appes to injure the cerebellum dir vy, and
the metasyphilitic toxins, of so great an etiological im-
portance for the brain and cord, show no affinity - the
cerebellar tissue.

The cerebellar degenerations found, in cases of tabes,
are mani tly secondary to the primary disease.

Solitary tubercl : frequently found in the cere-
bellum, and localized basal tuberculous meningitis may
ocecasionally damage the cerebellum.

Formation of gummatous tumors is apparently rarer
than that of the tuin ulous variety, and the syphilitic
meningitis, in the vicinity of the cerebellum, is more
frequent than the tuberculous

Finally, it is to be remembered that syphilis, by injur-

the blood-vessels, is occasionally at the bottom of
rebellar mischie It is true, this is va less ofter
ase here than in the brain or cord, partly on account
auses explained further o
Exogenous intoxications do not seem to harm the cere-
11(“"'11 although the picture of acute alcoholism is be-
lieved to be caused by cerebellar disturbance.

General pathological conditions (ansmias, diabetes,
carcinos »te.) do not directly influence the cerebellum.

fibrosis is the only general state of

“Hemorrhages, embolisms, and thromboses of cerebellar
blood-vessels are not very frequent.
nbolism of cerebellar arteries is ap
This i is in part due to the anatomi

belli superior)
ies at a right angle, and there
5 carried away by the circulation
'4|w|wh the ler wsilar artery, and will be finally
!Wu‘h Hw rebri | T
bellar arteries are quite rare; occ
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l_{c]_nr:rrhng\-; Of‘("ﬁ—l‘&bt'llﬂl' blood-ve 3F: also not
very frequent.

The cerebellar arteries are very much 5 than the

bral, and the only larger artery, : eria corporis
dentati, is acc rdingly the one that t frequently
ruptured.

Some cases of acquired cer llar atrophies and scle-

E are perhaps interpretable in a similar way on an
arteriosclerotic basis, as are analogous conditions of the

ain.
flammations of the cerebellar tissue are occasional
ﬁn<‘ﬁn<r'~ hut .a}v;vm ntly most of the time they are second-
ms
and m static tumors of the cere-
bellum have here the same causes as in the other parts
of the body.

e of the bones, meninges, and other contiguous
and various external injuries, 1 afl to a variety

f secondary pathologi stz of the c

SymproMs.—About twenty years ago, 1
in the classical monograph e hnd_vin
thought of that time that there is more diversity of opin-
ion and controversy concerning the sy mptomatology of
diseases of the cerebellum than of any other part of the
brain.

At present there are still some who have this opinion,
and occasionally reports are heard of cases of disease of
the ebellum “ without symptoms 7 ; in other words, the
cerebellum is still to be classed under the “silent areas.
Increased clinical minutene diminishes considerably,
however, the number of cases of disease of the cerebellum
“without symptoms.”

At an earlier date, experimental methods were em-
ployed to clear up this question, and indeed greater
unanimity was reached. The results obtained by ex-
perime ntal phy siolo s (Flourens, Magendie, Weir
Mitchell, Luciani, Ferrier, and Turner by their efforts to
ascertain the symptoms of irritation and pars is of this
part of the nervous system, furnish a safe bs for the
construction of the symptomatological pictur How-
ever, a great many points of the symptomatology are
still under discussion, llumz-e focal and distant symp-
toms are not kept sufficientl inder as yet.

ymptoms of cerebellar disease that may be termed
l}t]]l’l.‘.' do not liu_p:nnl upon the nature of the
i < , softenings, degen-
ymptoms more or

.ss identical of irritation or paralysis of function.
Differences of degree only and not of kind are fre-
hese are dependent upon the char-
. whether slow or rapid, destructive or

Telrit--u al variations of the lesions do not seem to
exert any considerable influence.

Tlu point particularly dwelt upon by Nothnagel, that
only a lesion of the vermis leads to symptoms. while
lesions of the hemispheres have no clinical manifesta-
tions, has not been corroborated as fully as it was origi-
nally claimed.

All of the foregoing will be better understood when a
few cardinal points of the physiology i pathology of
the ce 1--]101]1.1111_ about which all ch '.\n-‘ and exp

s seem to @ ee, are borne in mind.
st, the fac i ‘h anatomical and
omogeneity of t bellum.
, the structure rebellar hemi-

experimer
« r.v]‘\m tured.

when one considers

observe the animal throughout the whole time of the

i se, see it, as it w i the flourishing period
of the symptoms, and in the period when, through estab-
lishment of direct or indirect compensation, a good part
of the symptoms are disguised or obscured; and that. on
the other hand, clinical observations most of the time
extend over a limited period and by some observers
cases are seen with fully established compensation, and
by others cases more compensated or not at all.

After these remarks it is safe to state that the symp-
toms of disease of the cerebellum, no matter what lesion
gives rise to them, are symptoms referable to disorder of
the equilibration, regulation and adjustment of the vol-
untary movements, and are comprised in the name of
cerebellar ataxia.

Luciani attempted to analyze this compound phe
nomenon and claims that it is composed of the followin

elements: z enia, atonia, and astasia. All these
elements give rise to a disorder of motor function
that he calls motor dysmetry.
yint to which the compensation has progressed,
i s the intensity of the ataxia. Not
with Luciani, and particularly the
= and the atonia are denied by othe

In addition to this cardinal and direct or focal symptom
of disease of the cerebellum, a number of symptoms are
described in cases of cerebellar disease, the greatest part
of which can manifestly not be taken as focal but must
be designated as indir or distant symptoms.

The principal 1 symptom of cerebellar disease
the cerebellar ataxia. This ataxia manifests itself on the
patient, first by disturbance of the general equilibrium in
the form of swaying that becomes markedly increased
when the eyes are closed and the feet put together. he

d as bellar gait, and according to the

gait of drunkenness, is very

the DTOZT s g line,

the individual steps are irregular (mnl unequal, the feet

are lifted unduly high from the ground and brought
down heel first with undue force. >

These evidences of static and locomotor ataxia are dif-
ferentiated from the same symptoms in cases of genuine
tabes by the fact that patients with cerebellar disease
show little or nothing of this ataxia when in bed.

This disorder of the muscular apparatus is in most
cases evidenced exclusively or predominantly in the
lower extremities.

A group of motor phenomena, called forced attitudes
and forced movements, form the focal symptom next
in importan The head and nunh of the patient are
either permanently de > side, or the pa-
tient performs queer rotatory movements around his own
axis toward one side or the other—movements evidently
not purposeful, and having clearly a character of forced

ity (manége movements).

The side toward which the permanent deviation or the
forced movement is directed is differently reported by
different observers. According to some, the head or the
trunk deviates or the patient moves toward the side of
the lesion; according to others, toward the opposite side;

according to still others, the passive deviation is
opposite side, while the active movements
» side of the lesion.
- explanation of this diversity is based on the
lesions are either irritative or paralyzing; irri-
ions thought to produce forced morvements
toward the same side, and paralyzing lesions forced ai-
titudes toward the opposite side

Iti \-i«' stated that forced movements and forced
attitue are w]\: ndent upon the situation of the lesion,
Anal they are 1 srpreted as focal symptoms of the

s, particularly of the middle ones.
1 attitudes are clinically more frequently
1 the forced movements. A good illustra-
ed attitude is given in the accompany
1t in whom a tumor of the right cere-
lv‘lmq yhere was found. in which the deviation
rd the same side is seen when the patient is in a re-
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