s Pvt. ofifea AB Inf. BC.

Onset: lMerch 1943 - of suboccipitel headache.
Admitted: 27 Bept. 1943 - source ?
Died: 8 Oct. 1943 - of purulent meningitis, source undetermined.

This 19 yeer o0ld soldier first complained of suboccipitel hesd-
ache 8 months ago, worse on right and progressively severe, at times
vomiting without werning, or after esting with sudden turn of head
or guick motion. Dizzy but never fellen. Diplovnia and triplooiea
past month. Never unconscious or hed fits. No history of exertion.
Keeps left eye closed to avoid diplopias snd closes right only when
left is closed. Reels from side to skde on welking and with eyes
closed totters to right. "No aphasia or astereognosis. Finger to
nose OK. Difficulty in stooping suddenly. Tendon reflexed OK. NO
Babingki. No sensory loss or paraesthesis esnd no sense or smell dist-
urbance. Tapping on skull et base of neck to right of nuchel line
is peinful. BEyes resct oromptly but incompletely to light and sccom-
modation. Papilledeme of 4 to 5 diopnters, vessels ere engorged.
Fields OK and no nystagmus. Right facisl weskness. Questiongble
left deviation of tongue. Ordinsry Xrsy negestive, blood and spinal
fluid negetive, ventriculogrem wass unsatisfactory. With diesgnosis
of gpece occupying lesion in cerebellum & subocecipitsl craniotomy
was done 5 Oct., with no findings. On 7 Oct., the pastient had sudden
sheking chill and temperature rose to 106. He died in a few hours.

Autopsy! 5,7.

A. The brsin is removed in the normsl manner end shows striking
chenge. Over the varietsl convolutions, but more merked on the
réght, is & diffuse subarachnoid collection of grey-yellow ex-
udsete. Similer chenges, but more pronounced, are found about
the base, particularly in the vosterior fossa. Both cerebellar
bobes are diffusely hemorrhagic znd injected. The entire brain
is vnusuelly soft and edematous. Immediste section demonstrates
that the exudate is limited to the subarachnoid snsces. The
ventricles ere normel and free from obstruction. Nowhere, even
on 4em gsection, cen an asbscess pocket be discovered. The pons
eand cerebeller structures were perticulsrly scrutinized, but no
inflammetory focus was found. Both middle and inner esrs gpear
dry end unchenged. There are no changes in the various bony
sinuses. The cervicel cord is entirely mormal. The sphenoid
sinue is unusuelly large, and the posterior clinoids asbnormally
smell, but these changes are obviously congenitel and not due to
erosion through dlse=zge.

Bs Although this pstient's pre-onerative clinicel nicture was
that of & spsce-occupying lesion in the cerebello-nontine angle
on the right side - and hence presumsbly an scoustic neurinoma -
none was found &t oneretinn or in the sutopsy which followed.

Yet the petient cuite obviously BbBd 2 focal lesion. From the oc-
curence of & septic meningitie (hemolytic strptococci were recov-
ered in postmortem cultures of the brein), one might vpostulete
the existence of a silent abscess of the onons.

C. While no focal sbscess wes found here, I am confident theat
there must heve been some foecel inflsmmatory lesion which was
responsible ## for the originel clinical picture.



Diggnoses:

CLINICAL DIAGNOSES

(1) Right cerebello-nontine sngle tumor.

PATHOLOGIC DIAGNOSES

(1) CARDIOVASCULAR SYSTEW: None

(2) RESPIRATORY SYSTE: Acute diffuse hyperemis and edema of

both lungs. .

(3) SPLEEN & HEMATOPOIETIC TISSUES: None s
(4) GASTROLNTEST NAL OYSTEA: None

(5) LIVER: Hepatitis, scute, diffuse, (septicemic).

(6) PANCHEAS: Fatty infiltretion, minimel.

(7) GENITOURINARY SYSTEM: Acute passive hyperemis of both kidneys.
(8) CENTRAL KERVOUS SYSTEM: Acute diffuse purulent meningitis,
recent, due to hemolytic streptoccocci from portsl unknown.

(9) ENDOCRINE GLANDS: None

(10) BONES & JOINTS: Recent bileteral suboceipnitsl craniotomy
(eréssbow incision)

(11) MISCELLANEOUS: Obesity, moderste; hyperthermis; cysnosis

of nail beds. .




