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A CASE OF POTT’S DISEASE, PRESENTING IN

THE ARMS SYMPTOMS RESEMBLING THOSE

OF LOCOMOTOR ATAXIA, AND IN THE

LEGS THOSE OF SPINAL SPAS-

MODIC PARALYSIS.

By HENRY HUN, M.D.,
PROFESSOR OF DISEASES OF THE NERVOUS SYSTEM AND OF PSYCHOLOGICAL

MEDICINEIN THE ALBANY MEDICAL COLLEGE.

In The Medical News of April 21, 1888, Dr. S.

Weir Mitchell published a very interesting account

of a case of “locomotor ataxia confined to the

arms.” The following case bears some resemblance
to that of Dr. Mitchell’s, but in many respects it

differs from it and from any case which 1 have

been able to find reported.
P. Z., aged thirty-four, single, a cooper by trade,

entered St. Peter’s Hospital, December 9, 1887. He
had always enjoyed good healthtill twelve years ago,
when he had a fever, from which he made a good
recovery, and continued well till two years ago, when
he was obliged to give up work on account of a

severe pain in his back between the shoulders.

During the past two years he has gradually grown
weaker, but was able to walk without assistance till
two months ago, since which time he has felt as

though there was a tight band about the abdomen,
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and has been unable to walk without the aid of a

chair. He has been much troubled by pains in his

arms, he sometimes sees double, and when he walks
he is dizzy. He is constipated, and micturition is
a little sluggish at times. No venereal history.

Patient is a well-nourishedman. He sits with his
head bent forward, and raises it with difficulty.
Pupils are dilated and equal. No paralysis or ab-
normality in the domain of any cranial nerve. There
is a fair amount of strength, moderate anaesthesia
and analgesia, and very decided ataxia and loss of
muscular sense of arms and hands. No anaesthesia
of legs and feet. Muscles of legs weak. He cannot
walk without assistance. Very slight, if any, ataxia
of legs. Knee-jerk and ankle-clonus greatly exag-
gerated ; so that a slight tap on the ball of one foot
causes both legs to tremble and shake violently for
a long time, presenting a beautiful example of the
so-called “spinal epilepsy.” Plantar and cremas-

teric reflexes increased, umbilical reflexes faint. No

atrophy of the muscles of either arms or legs. The

spinous processes of the second, third and fourth dor-
sal vertebrae are decidedly prominent, and that of the
fourth is tender. Dr. S. R. Morrow, the attending
surgeon of the hospital, having examined the spinal
deformity, pronounced it an undoubtedcase of Pott’s
disease.

Jan. 19. Patient is rather worse. The cranial
nerves continue to be unaffected. There is a fair
amount of strength, complete anaesthesia and almost

complete analgesia and a great degree of ataxia of
arms and hands. When the patient is asked to touch
his nose while his eyes are shut, he is quite as likely
to touch his ear or his shoulder. Absolute loss of
muscular sense; so that when his eyes are shut, the

patient is in complete ignorance of what position
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his arms are in. Slight anaesthesia of upper half of
thorax. A patch of indolent congested and excori-
ated tissue, resembling a bedsore, is on the top of
the right shoulder. Movements of the legs are weak
and very slightly ataxic. A slight degree of anaes-

thesia of legs. There is no decided loss of muscular
sense, inasmuch as the patient can always tell the

position of his legs when his eyes are shut; but he
cannot tell when his toes are moved passively.
Knee-jerk and ankle-clonus are greatly exaggerated.
Umbilical reflex faint, cremasteric reflex normal, and
plantar reflex absent. No muscularatrophy in arms

or legs.
Feb. 2(). The condition of the patient has not

materially changed during the past month, except
that the tendon reflexes in the legs are not as exag-
gerated as they were, and he no longer presents the
beautiful example of “spinal epilepsy ” that he did.
The spinal curvature has continued unchanged. In

regard to treatment the patient has been kept on his
back in bed. During the first month, he took nitrate
of silver grs. ij, t. i. d., and during the second
month, iodide of potassium grs. xv, t. i. d. Dry
cups and hot water were applied to the back, and
the galvanic current to the arms and legs. He has
had several slight haemoptyses, and, on examination,
the left clavicle is found to be prominent, and there
are dulness and broncho-vesicularrespiratory murmur

with an occasional moist rale after cough at the left

apex. He became dissatisfied and left the hospital
to-day, and soon afterward went to Cleveland,
Ohio.

Early in May, Dr. Henry S. Upson, of Cleveland,
Ohio, sent me the results of an examination which
he very kindly made of this patient at my request.
He found in both legs muscular weakness without
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atrophy, normal cutaneous reflexes, greatly exagger-
ated tendon reflexes, and preservation of tactile,
painful and muscular sensibility; in both arms

ataxia, anaesthesia, analgesia, loss of muscular sensi-

bility, slight atrophy of the dorsal interossei, supra-
spinatus and trapezius muscles on the right side,
fibrillary contraction of the left supra-spinatus
muscle and of the muscles in both arms; the mus-

cles of the forearm responded to mechanical excita-
tion, and there were exaggerated tendon reflexes at
both elbows and wrists. All the muscles responded
to both the faradic and galvanic current, except
some of the deep muscles on the right side of the
neck, which did not respond to either kind of cur-

rent. Pupils reacted both to light and to accom-

modation, and an ophthalmoscopic examination re-

vealed nothing abnormal.

When this patient entered the hospital, he pre-
sented the very remarkable clinical picture of loco-
motor ataxia in the arms, and of spinal spasmodic
paralysis in the legs. The angular curvature of the

spine, the hsemoptyses and the physical signs of

pulmonary tuberculosis, taken in connection with
the paraplegia, gave pretty conclusive evidence that
a tuberculardisease of the vertebrae was present, the

products of which had given rise to a compression
of the spinal cord (or to a compression myelitis) in
the upper dorsal region. It is evident that the

symptoms in the legs were all easily explicable by
the compression. As is common in such cases, there
was little or no disturbance of sensibility; the com-

pression affecting more especially the anterior part
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of the cord and not involving the sensory fibres of
the legs in the columns of Goll. It is possible that
a descending degeneration of the crossed pyramidal
tract (which at the autopsy of such cases of com-

pression of the spinal cord is usually found running
throughout the whole length of the cord below the

compressed portion and even for a short distance
above it) may have helped to cause not only the
muscular weakness but especially the greatly exag-
gerated tendon reflexes. Later in the course of the

disease, and while the patient was under observation
in the hospital, the columns of Goll became slightly
involved, giving rise to the symptoms of impaired
sensibility in the legs, which, although slight, were

quite evident on January 19th.
The compression was evidently situated at the

spinal deformity, which was just below the cervical

enlargement, but the symptoms in the arms could

scarcely be due to a simple direct extension of the

softening or the inflammation upward, for in that
case the anterior parts of the cord would have been
affected as much as, or even more than the posterior
(since they were more involved at the point of com-

pression), and would have produced muscular paral-
ysis and atrophy of the muscles of the arms. A

possible explanation of the fact that the posterior
rather than the anteriorhorns were involved may be
that the fibres of those sensory nerve roots in the

posterior horns and in the columns of Burdach,
which were involved in the compression, had de-

generated above this point, and that this ascending
degeneration (which is usually found at the autopsy
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of cases of compression of the spinal cord) and

consequent sclerosis had extended by contiguity to

neighboring fibres and had caused a sclerosis of the

posterior horns and columns of Burdach in the cer-

vical enlargement, which gave rise to the symptoms
resembling those of locomotor ataxia in the arms.

It seems in this case as if the posterior horns were

much more involved by the disease than the columns
of Burdach, for the anaesthesia and analgesia were

more complete and widespread than is usually the
case in locomotor ataxia, and Dr. Upson found
when the patient was in Cleveland that the tendon
reflexes were not only not absent, but were exag-
gerated.

In regard to the knee-jerk, Westphal1 has shown
that in cases of locomotor ataxia its absence depends
upon a lesion of the lateral portion of the columns
of Burdach, whichhe calls the “zone where the roots

enter” (Wurzeleintrittszone), at the junction of the
dorsal and lumbar regions of the cord. He gives
figures of the lesions in five cases of locomotor ataxia,
in which the knee-jerk was preserved either through-
out the disease or until very late in its course, and
in which this zone was either entirely free from dis-
ease or had only just commenced to be involved by
it. Probably the tendon reflexes in the arms depend
on the integrity of a similar zone in the columns of
Burdach in the cervical region of the cord, and the
existence of these reflexes in this case proves that
this zone is not diseased.

1 Archiv. f. Psychiatric, Bd. 17, S. 547.
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When Dr. Upson saw the case, the symptoms in
the arms and neck indicated that the anterior horns
were also being slowly encroached upon by the dis-

ease, but the signs of disease of the anterior horns,
even at that late date, were very slight in comparison
to those of theposterior horns; and it seems as if the
extension upward of the inflammation in the posterior
rather thanin theanteriorpart of the cord might have
been determined or brought about by the ascending
degeneration which usually occurs in cases of com-

pression of the spinal cord. It is not probable that
this sclerosis would extend by contiguity for any great
distance in the posterior horns and in the columns
of Burdach, so that a compression of the spinal cord
must be seated immediately below the cervical en-

largement to produce the symptoms which it appar-
ently produced in this case. It is certainly a case

in which the diagnosis needs to be confirmed by an

autopsy, but inasmuch as I shall, in all probability,
never see the autopsy, even if one should be held, I

publish the clinical history of this, to me at least,
very uncommon case.
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