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<tUntcal anb otbcr 1Rotes. 

TWO CASES OF ANEURYSM. 

By MAJOR R. A. BENNETT, 

Royal Army Medical Corp8. 

THE first, a case of aortIc aneurysm, is, I think, worthy of publIcation 
because of the difficulty experienced ill its diagnosis. 

The second, a rarer type, congenital aneurysm of the circle of Willis, 
also 'presented a diagnostic problem. 

Case I.-The patient, an ambulance sepoy in the Indian Hospital 
Corps, with thirteen years service, was admitted to hospital on May 9, 1935, 
witl1 pain in the chest, cough, and severe paroxysms of dyspnooa. 

He was first seen by the sub-assistant surgeon on duty, who, diagnosing 
the case as asthma, gave him an injection of adrenalin. 

The patient, when able to give a coherent history, stated that his 
trouble started three days before, with pain in the chest, cough, and 
breathlessness. These symptoms became gradually worse, He stated 
that he bad never suffered from anything like this before, but the Sister of 
the ward in which he was working temporarily had noticed that he coughed 
a good deal. She had not noticed anything peculiar about the cough. His 
medical history sheet contained no relevant entries. 

On examination, the patient, a small frail man, looked very ill, was 
extremely cyanosed, and was suffering from severe dyspnooa of inspiratory 
type, which tended to rule out the diagnosis of bronchial asthma. In this 
the dyspnooa is typically expiratory with prolonged expiration. 

There was severe spasmodic cough with white frothy sput!1m, but the 
cough was not" brassy," and had no distinctive features. The respirations, 
which were accompanied by audible bubbling rales, numbered 36 per 
minute. The temperature was 1000 F. 

The pulse was imperceptible at the left wrist, and 'could just be felt at 
the right, where it was thready and very fast. 

Examination of the heart showed no enlargement. The heart sounds 
were very weak, but closed in all areas. It was impossible to determine 
the blood-pressure owing to the sounds being inaudible. 

Examination of the respiratory system revealed restricted movements 
on both sides of the chest, more marked on the left side. The percussion 
note was hyper-resonant over the front of the chest, with diminished 
resonance at the left base. Breath sounds, which were accompanied by low 
sonorous rhonchi and bubbling dIes, were loud and harsh, but markedly 
diminished at the left base. 

N othingelse abnormal was revealed on clinical examination. 
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264 Clinical and other Notes 

JliIicroscopical examination of the blood, sputum, urine and f",ces showed 
nothing abnormal. Tbe total white blood-count was 18,750, and tbe 
differential counL: Polynuclear leucocytes, 95 per cent: Iympbocytes, 
5 per cent_ 

A diagnosis of septic bronchopneumonia was made, but the canse was 
not evident. 'l'bere was nothing in tbe clinical examination pointing to an 
aneurysm, except possibly tbe slight difference between tbe radial pulses, 
which were botb very weak and difficult to feel. 

It was decided that there was sometbing obstructing the left bronchus, 
and a foreign body seemed the likeliest possibility. 

The chest was X-rayed, and this sbowed an aneurysmal dilatation to 
the left of the stemnlll. 

vVith the diagnosis established radiologically, the patient was again 
examined very carefully, and the only sigil found diagnostic of an aortic 
aneurysm was slight tracheal tugging. 

'l'be patient had intervals of freedom from pain and dyspnllla, hut the 
paroxysms became gradually worse, and lie died on the morning of 
May 17, ]na5. 

A post-mortem was carried out, and the following are 8:)me extracts 
from the report. 
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Clinical and athe" Notes 265 

"'rhe trachea and bronchi are filled with semi-pnmlent mdelllatous 
/laid which can be expressed from the lungs. One illeh above the 
bifurcation of the bronchi there is an erosion visible illSide tbe trachea, 
situated where the :1ort:; crosses the trachea antel'iody and caused by tbe 
presence of a moist plum.coloured plug. }>erfofl1tion is not complete, 
but imminent, and clearly prevented by the subjacent blood·clot. 

"Lung': Almost tbe entire left Inng and the lower two lobes on the 

X shows aneurysm bulging into trachea. 

right side are affected by hroncho-pneulIlonia. Aorta: The ascending, 
transverse and descending portions show definite evidence of syphilitic 
aortitis, lUost marked in the ascending and trn.nsvcrse portions. A saccular 
aneurysm about two inches in dia.meter, with an opening that admits 
two fingers, is situated on tbe summit of the arch, pressing on the trachea. 
Tbe opening is occluded by a clot." 

19 
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266 Olinical and other Notes 

The blood, which !:lad been sent for a Wassermann test, was returned 
" strong positive." 

The interesting points about this case are :-
(1) Aneurysm is rare in Indians, although syphilis and arterial disease 

are common. Sir Leonard Rogers suggests that the low blood-pressure in 
the average Indian may have something to do with this comparative 
immunity. 

(2) The patient was able to do full duty up to ten days before his death 
with an ane,urysm pressing on his trachea. 

(3) The clinical picture did not at first suggest a diagno'sis of aneurysm. 
I am indebted to Major W. B. Read, LM.S., D.A.D.P., Kohat District, 

for carrying out the post-mortem examination, and to Lieutenant-Colonel 
H. J. M. Cursetjee, D.S.O., I,M.S., Commanding the C.I.M.H., Kohat, for 
permission to send these notes for publication. 

Oase 2.-The patient, an Indian prisoner aged about 30, was found one 
night lying unconscious in his cell. Poisoning was suspected as, I believe, 
it is not a rare occurrence in an Indian jail. On examination the patient 
was found to be completely unconscious and could not be roused, but 
there were no signs, neurological or otherwise, to indicate the cause. 
Examination of the nervous system revealed nothing abnormal. 

In about five hours the clinical picture changed, and made the diagnosis 
obvious. The breathing became stertorous, and the patient now showed 
well-marked signs of a left-sided hemiplegia. A lumbar puncture was 
done, and blood spurted out under great pressure. The patient died the 
following day, but a post-mortem was not carried out. From the age of 
.the man, the symptoms, and th,~ blood in the c&febrospinal fluid, it was 
obvious that a cerebral aneurysm had ~~uptured into the subarachnoid 
space. . . 

I am indebted to Captain C. A. Bozman, I.M.S., then Superintendent 
of the Peshawar Jail, for the privilege of seeing and examining this case. 

, 
Congenital cerebral aneurysms have recently come into prominence as 

a cause of cerebral hremorrhage, especially in young men. They are 
usually found on the arteries forming the circle of Willis, and especially at 
the junction of the middle cerebral and posterior communicating arteries. 
They vary in size, but are commonly about the size of a red-currant, and 
are sometimes multiple. They are not the result of syphilitic infection, 
but are probably due to a developmental imperfection in the vessel wall. 
They may cause no symptoms during life, but when they rupture, they 
give rise to several well-defined clinical syndromes, of which the following 
are the commonest ;-

(1) The Apopteptic Syndrome.~The above case is an example of this. 
These cases differ in no way from the ordinary cerebral ~remorrhage, 
except that there may be a latent period before localizing signs present 
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Olinical and other Notes 267 

themselves. Apoplexy in the first balf of life is nearly always due to the 
rupture of a cerebral aneurysm. 

(2) A Syndrome Resembling Meningitis.-·When the aneurysm leaks 
slowly, a clinical picture indistinguishable from meningitis may be pro
duced. Stiffness of the neck, head retraction, vomiting and pyrexia may 
all be present, and until a lumbar puncture is done, the case is diagnosed 
as meningitis. I have seen a case diagnosed clinically as ruptured cerebral 
aneurysm which turned o,ut to be cerebrospinal meningitis. 

(3) Another less common clinical picture is one of severe lumbago and 
sciatica, which may persist for some days, when meningeal symptoms 
supervene, and a lumbar picture clears up the diagnosis. The diagnostic 
point is the presence of blood in the cerebrospinal fluid. 

It ,is possible that some of the unexplained deaths occurring in young 
men in India, and attributed to heat stroke, may be the result of a ruptured 
cerebral aneurysm. The condition is not necessarily fatal, and a Ulan may 
have several attacks in his life time. 

The treatment consists in complete rest, sedatives and repeated lumbar 
punctures to relieve intracranial pressure. 

Quite recently surgical treatment has been tried by N. Dott in 
Edinburgh, with success. The aneurysm is exposed, and muscle grafts 
cut from the leg are packed round it. 

This heroic measure would only be attempted in cases of repeated 
hremorrhages endangering life. 

A SCALP WOUND AND ITS SEQUELlE. 

By COLONEL H. M. MORTON, C,B.E., D.S,O. (R,P.). 

THE case of R. A., aged 8 years, son of Drummer A., Depot K.O.S.B. 
On August 11, 1934,tbis child fell against a rusty iron paling and 

sustained a contused and lacerated wound about the centre of the forehead 
extending down to the bone. His parents were out at the time and he 
bathed the wound with a rag. Later two stitches were inserted. There 
was no sign of fracture on the exposed portion of the bone but the child 
had septic sores on his face and on his fingers and was in a poor state of 
healtb. The wound suppurated and the stitches were removed after thirty
six hours. The child was not confined to bed and he attended daiiy for 
dressings. The wound continued discharging and a small sequestrum 
formed'. 

On September 14, when his mother brought him to have the wound 
dressed, there was a very definite loss of power in the left arm and leg and 
be had some difficulty in walking. It was evident that there was some 
intracranial complication and it was decided to send him to the Royal 
Hosp~tal for Sick Children in Edinburgh. In the cours~ of the afternoon 
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