THES IS

- Wy o Py

 THE DIAGNOSIS OF EARLY TUBERCULOUS INFILTRATION
OF THE LUNGS IN YOUNG ADULTS

Eneas John MacInty're » M.B.,Ch:B:,D.P.H.

- o~ - "




ProQuest Number: 13905439

All rights reserved

INFORMATION TO ALL USERS
The quality of this reproduction isdependent upon the quality of the copy submitted.

In the unlikely event that the author did not send a complete manuscript
and there are missing pages, these will be noted. Also, if material had to be removed,
a note will indicate the deletion.

uest

ProQuest 13905439

Published by ProQuest LLC(2019). Copyright of the Dissertation is held by the Author.

All rights reserved.
This work is protected against unauthorized copying under Title 17, United States Code
Microform Edition © ProQuest LLC.

ProQuest LLC.

789 East Eisenhower Parkway
P.O. Box 1346

Ann Arbor, M 48106- 1346



INDE X,

1. Introduction.

52. Historical. ,

F (a). The foundation of Diggnosis.
(b). Etiological Theories. -
(c). vThe Influence of Pdth&légy.
(a). Epidémioiogical faqt§. 
(e). Diagnosfic Diffidence;-i
(). The lead of Prognoaisy‘

(g). The Classical description.

‘5. Specific Details.

" (1). Clinical description.
(2). Pathological Processes.
(3).: Etiological factors.,
(4). The_PrdéPeésfof ﬁhéhlesioﬁ;?,
(5). Diagnostic Criterié.’ E

4. ~The full range of the sympféﬁé.;l“'v

?‘§5. Comparison with Orthodox feaching.

6. “donclusions,:'



England

HEATH RATES PER

an

MILLION

IDEAT H RATE
PER MILLION

WOO -

4000

3500

3000

8500

aooo

1000

rn RATE
MILIION

3000

2.000 -

1500 —

1000—

d

Wales.

DIFFERENT

M ALES.

FEMALES

A

o

E -

Respiratory

PERITIODS

FOR CERTAIN

AGE-PERIODS.

65 — 75 —

1851 ' 60

i87i - go

1891 - 1900 .

901 - 1O

1911 ~ 20

192.1 - 2.9
185 1- 60 -
1871 - 80
1891 - 00... ceergeens
19ﬁ' % R
1921 ~ 29 —

DECENNTIA

Tuberculosis.

SINCE

1851.






II.

Introduction.,

The aim and purpose of the present work is to expound
diagnostic methods and channels in a type of Pulmonary
Tuberculosis which is not often discussed.

Adolescence 1s a crisis in life. "There 1is a change’
"morphologically" in the anatomical peréonality;
"functionally" in the physiologiecal rersonality, and most
of all perhaps in the "psychologiecal personality"]" It 1s
the beginning of the highly reproductive period between
15 years and 25 years of age, which, as an age group, forms
the peak of the female mortality curve for Pulmonary
Tuberculosis. In the male mortality curve this group
now occuples a definite prominence which in 1911 was hardly
noticeable. The steady decline in incidence and mortality
in fhe earlier and later years of life has not affgcted
this‘age group despite a history of steady progress in
preventive methods, diagnostic methods and treatment.
Failure in early diagnosis must be responsible in some
degree for the fact that our hospitals and sanatoria are
not receiving a sufficiently high proportion of early
cases to influence this death rate.

The writer 1is a Tuberculosis Officer in the Metropolitan

Borough of Bermondsey, the population of which 1s 111,526

- people. The death rate from Pulmonéry Tuberculosis in 1931

of
was 1.03 per thousand,2énd/the total deaths from Pulmonary

Tuberculosis 32.75% were young adults between the ages of

15 years and 25 years. The Borough is a working-class
industrisl area, containing many factories engaged chilefly
in food production, and employing a high percentage of young
adult labour. The dock areas are extensive, and the work

there démands youth and strength.

Historical. (a). THE FOUNDATION OF DIAGNOSIS.

Hippocrates (460 - 377 B.C.) laid the foundations of
all disgnosis by directing us to make the fullest use of our

senses, and to estimate carefully the value of symptoms.
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Auenbrugger (A.D. 1722 - 1809) and Corvisert (1755 - 1£21)
revived percussion for our elaboration. Laeééc (1781 - 18286}
made the modern stethoscope possible by his discovery of
mediate auscultation. William Stark (A.p. 1722 - 1809)
disclosed the presence of Tubercles in the lung, and laid the
foundations of the pathology of the disesse. in 1882 Koch
announced his diécovery of the Tubercle Bacillus, and confirmed
the conclusions of William Budd (1862) on the zymotic nature

of - Tuberculosis,

(b). Etiological Theories.

The etiology of the disease being known, theories as to
the mode of infection were built up. Whitla, in his Cavendish
lecture (1908), championed the view of Calmette that "the
immense majority of cases of Pulmonary Tuberculosis is not
contracted by inhalation, but by ingestion of bacilli or
bacilliferous products which penetrate the intestinal mucosa”,
He and Symmers from their experiments concluded "that carbon
particles, china ink and Bacillus Tuberculosis pass through
the lymphatic glands of the mesentary, and finelly, elther
enclosed in phagocytes or free, find their way into the
thoracic duct to be poured into the venous circulation before
becoming arrested in the capillaries of the lung.'

Wingfieldsadheres to the endogenous theory of infection
and considers that, in most cases, adult Pulmonary Tuberculosis
is blood born from & pre-existing focus of infantile infection.
The endogenous theory of infection has become firmly established,
and has tended to obscufe the importasnce of exogenous infection

and exogenous superinfection.

(¢). The Influence of Pathology.

Correlation of clinicel signs and pathological processes
became a fetish with earlier investigators, and any opinion
which would not stand the light of the post mortem room wasgd
discarded. Apical scars were found in the lungs of people who
did not die of Tuberculosis, and the apex of the lung was

transferred through generations of text~books as the site of



onsét. This 1is evident in a standard classification of today
(Turban Gerhardt). Stage 1 is given as "early disease of
slight severity affecting the apex of one lobe,or if both
lobes are affected, not extending below the clavicle or the

4states that "the apex of the

spine of the scapula.". Fowler
lung is the primary site of the disease in the large majority
~of cases. The extreme apex of the lung is not often the dte

of the primary lesion., It is usually situated an inch to an
inch and a half~below the summit of the lung. . The primary
focus corresponds either to the supraclavicular fossa or to a
spot immedistely below the centre of the clavicle." He proceeds
to say that "the middle lobe of the right lung is rarely the
site of é primary Tuberculous lesion. It is almost invarisbly
affected after the upper lobe. of the same side, and usﬁally at

rather a late peridd of the disease.m

He adds that primary
infiltration of the lower lobe "is very rare except in cases of
crossed lesions" and that "it is very rare to meet with a case,
either during life or on the post mortem table in which this
area of théylung is affected while the apex of the lung remains
free from disease."® Thompson and Fordvquote this teaching,
and 1t‘has formed the basis of much modérn diagnosis. The
pneumonic and broncho-pneumonic processes wefe considered to

be primerily multiple infiltrations, until radiology revealed

the single localised early infiltration.

(d). Epidemiological Facts.

'Bfownlee, in his valuable monograph, “InVestigation into
the Epidemiology of Phthisis in Great ﬁritain and Ireland,"
(Special -Report series, No. 18, of Medical Research Council,
pbinted out the existence of a distinct type of disease |
affecting joung adults, the commonest age at death being between
20 and 25 years of age. His mortality curves showed a distinct
peak at this age group for rural communities, and the urban
communities are today showing & similar phenomenon. The full
value of these observations has not been appreciated by

‘clinicians.



(e). Diagnostic Diffidence.

Conservative diagnosis has persisted. Fowler8 states

that "the facts that diffuse Broncho~-pneumonia may give rise

to signs indistinguishable from those of disseminated caseous
Tuberculosis suggest§vcﬂ§tlon in giving_an unfavourable prognosis.
When there are unmistakable signs that the lung is breaking down
and Tubercle Bacilli are present in the sputum, the real nature

of the case becomes clear.” In discussing the possible confusion
of the lobar form of Tuberculosis with Pneumonia he says "the
error is not only pardonable, but may be necessary, and provided
that the true nature of the disease 1is recognised as soon asg the

evidence is clear, no harm is done."

(f). The Lead of Prognosis.

The prognostic importance of early diagnosis has all along
been emphasised. Trudeau9 concluded from the study of a
thousand cases that (1) cases in which no rzles were found
showed the highest percentage of cures. (2). Patients admitted
 with rales, but who lost them during their stay in Sanatorium,
formed nearly aé favourable a group. (3). In patients
admitted wilthout rales who developed them later, the prognosis
was much more grave. Fowler'sloﬁnalysis of 1,364 cases, two to
8ix years after discharge from Sanatorium, showed that the chance
of a Stage 1 case living for two years was four times greater
than that of a Stage II case. The mortality was five times greater
in cases that came under treatment after Tubercle Bacilli had been

found in the sputum, than in cases treated before they were found.

(g). The Classical Description.

Atfention has not been effectively directed to the problem of
the young adult. Fowler refers to the lobar form of disease asg
being rare but "more common in the young adult."  Thompson and
Fordllclassify the type of disease in young adults as sub-acute,
Their description is as follows:- "The disease usually commences
at the apex and spreads downwards. The onset is usually insidious

With rise in temperature rarely exceeding 101°F. &nd rapid pulse,



the rapidity of which is usually out of proportion to the
temperature . There are slight cough and expectoration,

with huskiness and weakness of the volce, wasting, ansemia and
.mpscular tremor. The sﬁutum almost invariably shows the
presence of T.B. at an early stage. The physical signs gre
chiefly feeble breath sounds with subsequenﬁ harsh respiratory
marma, 2nd fine or medium crepltations. Myoidema 1s usually
marked. The dilsease 12 more frequently seen in yoﬁng girls,

- and 1is uéually fatal within twelve months."

ITII. Specific Details.

(1). Clinical Description,

" The type of case with which I am concerned corresponds
to that first described by Rist, and later by Assamlzin his
treatise "An isolated Tuberculous lesion at the clinical
beginning of the disease." lorlock “has described the

'patient‘as showing "the first manifestation of Pulmonary
Tuberculosis.”

A high pro?ortiOn of cases give au history of contact
with an infectious case. The history is short, usually weeks
or even dajs insteéd of months, and sometimes no symptoms are
admitted by the patient, but are revealed by relatives.

The symptoms at onset may be significant, but sre often
indefinite and may be very slight. The acute cases are, as
a rule, diagnosed as suffering from "Influenza", Lydtin],‘4
Fassbenderlsand Bruaeningleemphasised the prevalence of
misdiagnosis of "Die Grippe" in cases which they reported.
Languor, cough, pain and fever are the wmost significant
symptoms.

The patient is almost invarlably a healthy looking
individual, aged between 15 and 25 years, wlth no previous
history of serious illness, excepting the exanthemata of
infancy.

Frequently physical signs cannot be detected; more

frequently they are indefinite, and when definife they



usuelly indicate progression beyond the initisl phase,

There may be no sputum present, but, if present,
Tubercle Bacilli are found in s high proportion of cases.

The skiagram shows a small unilateral area of
infiltration varying from the size of a shilling to that
of a crown when circular, but-often tending to fan shape
- in the middle zone. In situation it is most frequently
subclaviéular, but it may be in the middle zoné, and the
lower zone 1s & more common site than is generally

believed.

(11). ?athological Processes.
17

There is only one recorded case™ of a young adult
with early infiltration reaching the post mortem room.
"Clinically and radiologically it was the case of an
infraclavicular Frﬁhinfiltrat in Assman's sense in a stats of
advance, but without breaking down. Pathologlical-anatomically
and histologically the change corresponds to caseous acinous
nodular tuberculous foci in the middle and lower thirds of
the right upper lobe, with free upper third of the lobe.
- Between and around the.specific changes there are abundant
unspecific inflammatory changes, indistinctly separated
from the specific tuberculous foci and corresponding to
perifocal inflammation. The possibility of a primary focus
or an exacerbation of a primary complex could be exclnuded
by the demonstration of the anatomically healed primery focus.
The question of origin could only be narrowed down, but had
to be left open. In the same way no conclusion could be
‘arrived at on the aetiology of the perifocél inflammation,"
‘The early lesion is pneumonic or Broncho-pneumonic.
It:has been correlated to the congestive or simple
inflammetory changes which are present in the neighbourhood
of chronic and fibro-caseous foci. These changes were
formerly considered to be non-tubercular, but today they sre
known to be the precursors of the chronic lesions, end,

therefore, tubercular. The pneumonic nature of theses lesions



was first described by two English pathologists, Wilson Fox
and Green in 1873 - 74. Thaon (1885) proved that they were
Tubercular by finding Tubercle Bacilli in the Bronchi and
Acini. JaquerbdlBStetes that "in this pneumonic stage of the
lesions the bacilli are not yet solidly implanted in the
tissues. They have not yet taken root as in the long standing |
lesions or in the miliary type. They remain on the surface of
the mucous membrane between the epithelial cells in the

s8lveolil and in the intercellular spaces; thus their destruction
and elimination by the phagoeytes or éther means of defence 1is;
‘rendered much easier. It is only when the lesions do not hesl
that the newly formed tissues which profoundly alter the normal
condition of the organ are pfoducéd.” The views of Hankelgon
the three stages of the development of TubercﬁIOSis of the
Lungs from the primary complex through the secondary stage of
generalisation with haemgtogenous and lymphogenous
dissemination, to a tertiary stage of well defined old

standing infection, do not explain the type of acute focal
infiltration found in the young adult. Redecker- defines

this lesion as a Tuberculous Superinfection, it?é;ntral focus
consisting of a new settlement of Tubercle Bacilli in the
bronchus of & person already infected. The Pulmonaery reaction
is that of an allergic individual, and in no ways resembles

the ganglio-pulmonic reaction of childhood. Cavity formation
may occur, but the cavity is quite different from that seen

in Chronic Pulmonary Tuberculosis. It has no pyogenlc membrane,
- but is lined with simple inflammatory tissue. Jaquerod describes
this leslon as corresponding to the "Frihinfiltrat”or
infraclavicular infiltration of the German observers, but

he emphasises that it may develop in any part of the lung.
Morlock considers that the true pathology of the lesion is

as yet a matter for speculation, but that it may correspond

to the gelatinous pneumonia of Laenne021 or the collateral

inflammation of Tendeloos.22
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(1i1). Etiological PFactors.

Since the time of Koch opinions have differed as to the
factors concerned in the production of adult Pulmonary
- Tuberculosis. The copclusions of Ranke on the three stage
development of the lesion from the primary complex, led to
wide acceptance of the "blood borne" theory. This opinion
was strengthened by the relative frequency of right upper
1obe infections. In my serics 6f cases 40% have right upper
lobe lesions. The works of Assman, Lydtin and Redecker produced
evidence that the primary leslon in young sdults was pneumonic
or Broncho pneumonic in character, and that in part it signified
the allergic respohse of the individual to Tuberculo protein.
From this 1t was assumed that a previous infection by TlB. had
oécurred most probably in childhood. The Tuberculin 't:es‘(:sz5
have informed us that approximetely 75.5% T.B.ipcontacts,
36.8% T.,B, — contacts and 35.6% non contacts under 10 years
of age are already infected. Mac?hedran24 asserts that a primery
lesion in the child can be discerned roentgenographically; that
it is situated in the extreme apex, and that the sub-apical
lesion in the 24dolescent is due to descent of the aplcal lesion.
This theory. lacks support from other observers, and has recently
been refuted by Lloyd.

The place of Tuberculin negative children and adolescents

27 believe that

is-as yet obscure. Heimbeckz,5 Geer?6and Scheel
preventive measures, together with the general decline in
mortality from Tuberculosis, have lowered the incidence of
infection among children, and that infection is postponed till
the individual goes to work. "The endeavour to avoid
Tuberculosis in childhood has resulted 1in the transference of a
high morbidity and mortality to young adult life."™ They
present statistics in favour of the Tuberculin negative reactors
forming a high proportion of the young adult cases of Pulmonary
Tuberculosis.,

'The pathology of the lesion warrants an assumption of s

previous primary infection in the mejority of my cases, and the



high proportion of contacts leads me to the belief thaet
Exogenous Superinfection is the chief cause of Adolescent
Phthisis.

pPoor social and economic conditions may be contributory
factors in infection. Overcrowding, underfeeding, lack of
oxygen and light deficiency all lower resistance. The
irresponsibility of youth, intemperate habits and emotional
stresses reduce vitality.

My cases, however, did not come from the worst housed
or poorest section of the commﬁnity.' Their general
nutrition was good. The most striking feature was that

54% came from homes where infection already existed.

(iv). Progress of the lesion,

Cases are reported where the leslon has resnlved
spontaneously. Redecker, Lydtin, Kayer Petersen28
and Morlock have reported such cases. Such a happy ending
appears to be uncommon. & number of my cases have remained
stationary énd apparently quiéscant after Sanatorium
treatment, proving that shut ting 1n of the early les;on
does occur., _

The most striking feature in the majority of cases
"is the rapid spread. Very often within a matter of weeks
in untreated cases we have 2 picture 6f Acute Bronch-pneumonic
Phthisis. Redecker is of opinion that spread is by
aspiration into the surrounding tissues. This is supported
by the fect that spread in the other lung is by "daughter
~infiltration”.

ﬁoutine sanatorium treatment is very unceftain in
restraining progress of the lesion. Healing has to be
complete, and apparent quiescence 1s no guarantee against
a resumption of acute spread within a matter of weeks.
The cases in which I have noted this acute reactivity

during apparent quiescence are those which have returned

from Sanatorium to close contact once again, and it may
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be that their allergic response has been increased
instead of diminished by the partial healing of their
lesions.

(v) Diagnostic Criteria.

Since the revelation of young adult Pulmonary
Tuberculosis as a clinical entity, only sketchgé‘references
have been made to the possibility of diagnosis by
clinical and physical examination. Most of the cases
discussed have emanated from hospitals and dispensaries
where X-Ray faciiities were easily available. I should
like to consider these cases in the light of the
consulting room, and consider whether they are amenable to
diagnosis by ordinary routine examination.

The cases may be divided into (1) - Those with slight
symptoms. (2) - Those with dramatic symptoms, e.g.,
Haemoptysis. (3) -~ Those suffering from Influenza or with
a recent history of "Influenza" in inter-epidemic periods.

bnly weeks or even days may be available to make a
dlagnosis betore the prognosis becbmes hopeless.

Pamily history reveals contact, past or recent.
It\raises the question of social and economic conditions.
‘The ?atient living in contact with an open case should
become -an imnediate suspect. Trivial symptoms are
enhanced and full investigation is indicated.

" Past History is, as & rule, negative. Between infancy
and adolescence I have noted a period of very good health in
most of my cases. There is no indication of malnutrition
in childhood or of any of the so-called "pre~tubercular”
manifestations. A history of "Influenza or Pleurisy”, within
the past year is of importance, but, in my cases, such
incidents were recent. .

Personal History introduces the question of contact
outside the home. This 1is only a little less important than

contact within the home. The stresses of 1life 1in general
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- can be aéseésed. A great many of my patients worked
long hours and played vigorously, reducing their rest
vreriods below the minimum.

Present History is often indefinite, and has to be
accurately dated. Shyness, fear and indifference have
to be overcome in the young adult. If languor occcurs in
an apparently healthy individual it is of importance, but
very often one has tb appeal to relatives for information
on this point. Recent "Influenza" is highly significant.
As & rulaihistory of chest symptoms during the attack 1is
given. But there 1is & perlod of spparent quiéscence
immediately after the attack, and symptoms may disappear
completely, to return later as the disease progresses.
This quiescent period is misleading.

General Condition: The aspect and general physique
are normal in most cases., The patients sre, as 2 rule,
healthy looking young adults.

Symptoms: These are the basis of diagnosis. Tanguor,
cough, sputum, pain, heemoptysis, temperature and pulse arve
all significant, and, when grouped, become almost diagnostic,

Physical Signs: Inspection, Palpation and Percussion
frequently give very indefinite results. The respiratory
excursion is not diminished at first. Alteration in the
percussion note seldom can be detected, even when the site
and extent of the lesion }Eﬂknown. In the absence of
adventitious sounds there is no notable alteration in the
respiratory murmur, except a slight prolongation of expiration

over the lesion. The first adventitious sounds are fine

érepitations suggestive of the
pneumonia. These mry disappear on coughing and fall to
re-appear. In 2 very short time, frequently a matter of days,
true post-tussic crepitetions with an articulate character

are present. They are dlagnostic, indlcate activity and



demand rapid action. The areas which require special
attention in examination are, in order of importance :-
(1). In front.
(a). The infraclavicular area.
(b). Between the 3rd and 4th ribs in the anterior
exillary line.
(¢). The supraclavicular area.
(). The axilla from the summit downwards.
(3). The back.
(a). Opposite the root of the spine‘of the scapula
and down the vertebral border of the scapulsa.
(b). The supraspinous area.
(c). The basal area immediately below the tip of
the scapula. ‘
The necessity for mouth breathing during examination
is stressedvby some.writers, but I consider that the method
of breathing should be determined after examination of .lungs
for air entry. If the nasal passages are free from
obstruction and air entry is goed, breathing is quieter and
finer changes can be interpreted much more easily than with
mouth breathing. If the nasal passzges are obstructed and
the phases of the resplratory murmur cannot be interpreted
clearly the patient should be 1lnstructed to breathe through
the mouth. T have not noted the presence of cog-wheel
breathing in any of the early cases which I have examined,
and iﬁ a few suspiclous cases in which it was present X-Ray
findings were enfirely negative . Roughening of the breath
’sounds, and the so-called "granular" breathing, have been
notable by their absence. Prolongation of expiration has
been most consistently présent, and may be attributed to a
superimposed locel compensatory emphysema. In summing up
the .physical signs, one has to conclude that, in an early
lung lesion, these are absent or indefinite, and that only

after careful research into symptomatology can the diagnosis

of Pﬁlmon&ry Tuberculosis be put forward with any 2ssurance.



Sputum Examinatibn. A small amount of sputum is a
common early symptom. In nearly every case in which it is
present Tubercle Bacilli can be found. Diagnosis can thus
be completed quickly in the majority of early cases of young
adult Pulmonary Tuberculosis if sputum examination is done
at once. It is not generally recognised that Tubercle
Bacilli become evident in the sputum so quickly, and
examination is too often delayed.

Radiology. Radiology has made rapid progress within
the ﬁast ten yearse It is now possible to define with
accuracy a small area of Tuberculous infiltration of the
lungs. For young adults this advance is of the.greatest
importance. It secures treatment at a stage when a definite
agsurance of cure can'be given. . To prove effective it must
be supported by clinical diagnosis based on symptoms. The
cases shown are illustrative of how symptomatology and
radiology can be correlated, and help to reduce the high

mortality of young adults from Pulmonary Tuberculosis,

IV. The Full Range of the Symptoms;:

Languor . The gradual transition of a person
from healthy vigour to apathy and weskness is typical of so
many diseases that one cannot presume that Tuberculosis
is the chief cause of languor. In a contact of an open
case of Pulmonary Tuberculosis one should presume that the
cause is likely to be Tuberculosis until observation and
investigation has proved the contrary. In the cases which
I record I have noted that the languor is more or less
precipitate in its onset. within a matter of days or weeks
the patient finds that his desire to exert himself has
vanished, and, in the words of hi; parents,l?e "gits about®
more than usual. Once languor has become as established
symptom X-Ray examination will usually reveal an extensive

lesion, although nhysical signs me¥ vet be few. The languor
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of severe anaemla in young girls is gradusal in its onset,
less severe in intensity, and is, as a rule, corrected to
a tolerable degree by medical treatment. The casges of
early Tuberculous infiltration in young anaemic girls
showed a well-defined increase in lassitude a few weeks
before diagnosis.

Cough and Sputum. It is comparatively easy to elicit
8 history of cough, but its true significance lies in its
capacity to produce éputum for examination. Frequently,
with a history of cough, sputum is denied. 1In the early
stages cough does not produée any desire to expectorate,
and the amount expelled through the bronchi and trachesa
does not constitute a subjective symptom. If cough 1s
definite, the presence of sputum should be presumed, and
a sputum pot given to the patient. I do not refer to
cases of cough where obvious Bronchitis ie present. 1In
my series of cases I heve not noted cne who suffered from
Chronichrpnchitisiygho had signs which could be interpreted
as simple apical catarrh. There is no evidence of the
associstion of general Bronchitis with early infiltration,
and general emphysema has not complicated any of the cases.
Frequently sputum is admitted after denial, and, most
frequently, it is present 1mmediétely on awaking in the
-morning. It would seem that the presence of sputum is
thus actually forgotten. Cough is mot regarded as of
'much significance by the average healthy household, but,
as a rule, in the Tuberculous household, 1its true
. significance is realised. |

Pain. Of all the symptoms pain is the most valuable

in localising a possible lesion. In young adults it is the

exception to find pain due to simple myalgia or intercostal

newralgia. In the absence of definite Rheumatlsm elsewhere
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vPlg??isy should be presumed, and X-Ray examination completsd.
Combined with one other significaﬁt symptom, and a history

6f contact, a diagnosis of Pulmonary Tuberculosié is almost
assured. In case No. 1 and case No. 25 this is well |
11lustrated.

In non-contacts also, localised pain in the chest should
demand the absolute exclusion of Pulmﬁﬁary Tuberculosis.

The frequency with which cases of apparently simple pleurisy
are, within a year or less, found to have groaé Pulmonary
Tuberculosis, suggests that the clinical care of such cases
should not end with the terminafion of the primary attack of
pain. 1In young adults this is peculiarly important owing to
the rapid spread of the disease.

It should be taught that the symptom of pain is of more
value than physical signs. I have in mind Case No. 8, in which
a history of pain in the right axilla of a few days‘duration,
wags followed three weeks later by slight Haemoptysis. VNo
Physical signs were present on the right side. This was
confirmed by re-examination, and by consultation with two
colleagues, but a few catarrhal crepitations were present below
the left clavicle. X-Ray examinstion revealed a wedge-shaped
infiltration in the right mid zone.

Haemoptysis. This, the most dramatic symptom, brings more

patients under immediate investigation than any other. It may

be an early symptom, and, with even a small area of infiltration,
breaking down occurs rapidly. Much has been written of the
‘agcurste differentistion of arterial and venous haemorrhage,

‘but when the patient enters the consulting room, we have, as a
rule, to elicit a history, and cannot see the blood,
Differential diagnosis 1is important . Following upon haemoptysis,
Numerous patients have, ih the past, been condemned unjustly to
sanatorium treatment, and it has even been suggested that sone
patients have subsequently 5een infected in Sanatorium. In
the young adult the problems of differential diagnosis are

‘ Cardiac lesions
less involved. Ewphysema is usually ebsent, Cardil e 1S



can be excluded clinicelly and radiologically. YNeoplasms

are uncommon. As a rule the dilagnosis lies beftween dry
haemorrhagic Bronchiectasis and Pulmonary Tuberculosis .
Bronchiectasis may be apical but is frequently basal; may

not give physical signs and sputﬁm may be absent.
Symptomat0logy may helf, but diagnosis can only be established
Aby X-Ray exarination and lipiodol investigation.

Haemoptysis in a young adult should be regarded és possibly
due to Pulmonary Tuberculosis, but it éhould be accepted as

a symptom demanding complete invesgtigation before notification
or sanatorium treatment.

Dyspnoea . "Shortness of breath" is seldom noted until
toxaemia has become established. It is most freguently met
with in the "pBst-influenzal™ group of patients who have just
passed through an acute febrile illness. Such patients
give}a definite history of dysbnoea, diminishing gradwlly in
intensity. 1In most of the early cases dyspnoea is not
complained of. While toxaemia may be present, it is slight,
and it is onlylevident clinically in the evening.

Emphysema or Asthma haé% not been noted in any of

my cases. .

Temperature and Pulse. As indices of metdbolic

disturbance, temperature and pulse rate stand supreme.
Both can be accurately recorded. A rise in temperature is
_significanﬁ even without other symptoms. A young adult
petient showing rise in temperature cannot be dismissed
without thought. Pulse rate is even more sensitive, and,
in early Tuberculous infiltration, disturbance of the
temperature pulse ratio is probably the first manifestation
of the disease. Where X-Ray examination cannot De
immediately complebed, a careful record of the pulse
temperature record ovér a few'days will often prove helpful,
and abnormalities in temperature or pulse associated with

One or more sighificant chest symptoms, gilve strong
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presumptive evidence of Pulmonary Tuberculosis in a
‘young adult. (See Case No. 8).

The febrile illness called "Influenza", which so
often brings medical attention to the Tuberculous patient
without helping his condition, would seldom fail to
indicate further investigation if the association of
the symptoms was recognised. |

Weight and Height. A history of loss of flesh

is always significant, but is uncommon in early cases.
By the time loss of flesh has become evident in a young
adult, the disease has usually progressed to the limits
of safety. Height and weight ratio is useful in
assessing the nutrition of a patient, and weight records
are of great valve. Where time is limited, one cannot
wait for a decline iﬁ weight. In & healthy looking
young aduit-of good weight no blas towards negative
diagnosis is justified on account of nutrition.

Night Sweats. These are of significance in the

initial febrile state, and, later, occur in the toxaemic
stage. In one early case (No.7) night sweats were very
definitely an éarly symptom. A liability to sweat easily
2t 8l1ll times on exertion was also noted, and suggests
hypersensitivity of the sympathetic symgtgm. In most

of the cases the skin tended to be dry rather than moist,
and I consider this dryness to be of significance.

Night sweats have to be considered in the light of the

patient's habits and home conditions.

Appetite., Loss of appetite is so common in cases

st

" of malnutrition and anaemis that it 1is not accepted as
significant. In a healthy youbg adult anorexia suggests
toxaemia, and should lead primarily to an inguiry into

the functioning of the digestive system. Digestive



disturbances have been absent in my series of cases.

Other symptoms. Leryngeal symptoms have been absent

in my cases. One girl complained of hiccough as the very
first suggestive symptom, and it can reasonably be

regarded ag associated with her lung lesion.,

V. Comparison with orthodox tesching.

Symptoms .  Symptomatology has become standardised.

It has‘been laid down broadly in relation to.all Pulmonary
Tuberculosis. No attempt is made to bring ianto relief
the penalties of neglect of symptomatology in young adults,
The classification of their type of disease as sub-acute
gives an impression of safety which 1s not justified. The
average plicture of a typical case begins with a brief
slurring over of symptoms, and a gruesome description of
clinical signs, toxaemia and death. The student who
visualises this picture finds justification for falth in
his stethoécopeq The cheerful picture of a diagnosis
based on symptomatology 1s the only dne fit for
publication in these days of expert Artificial Pneumothorax
treatment when 90% of the patients should have a chance of
being saved. ‘

Sputum. The 1ides thet tubercle bacilli are not preseéent
in the sputum for a considerable time from onset has led to
unnecessary delay in diagnosis. 50% of cases could be
secured in a favourable condition if sputum was examined at
once .

The acceptance of a history of "no sputum" is wrong, and
some attempt to secure sputum should be made in every case
exhibiting any symptoms. The belief that a series of
negative sputum tests gives a‘negatiVe diagnosis should be
eradicated, although widely held in America and Britain.

It does not apply to the young adult. The physical

characters of the sputum do not matter so long as sputum
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1s‘obtained.

Stigmata.  These are‘abéent in early cases of Pulmonary
Tuberculosis in young adults. Apparent toxaemia may
exist,'but the appearance of the patient does not help
in localising the disease until an advanced stage 1is
reached.

Physical Signs. Reliance on physiecal signs alone

is unjustified. Sufficient emphasis is not laid on
the fact that a lung lesion may be extensive before
signs become defined. Inspectlon most frequently
cannot detect any impairment of movement. Myotatic.
irritability is not an early sign. Palpation does
not reveal any loss of movement. The diaphragm moves
freely for many weeks. Tidal percussion 1s uncertain.
Impairment of the percussion note occurs only over a
well established lesion. Ascultation often gives
nothing, sometimes misleads, but may help to confirm
susplicion, and, in the absence of radiology, ylelds the
first positive sign. If post tussic crepitations are
present we have an acute advancing process to deal with
without delay.

The site of the lesion is not apical, but
subeclavicular and more often infraclavicular. The
middle zone of the lung is a common site. Basal
lesions are more frequent than 1is believed. They
are especilelly acute, and their apparent Infrequency
-1s due to the infrequency of diagnosis before the
disease gives a widespread appearance, which is apt to

give the impression of apiéal onset, unless carefully

interpreted in the skiagram.
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10.

11.

20.

VT. Conclusions.

Between the ages of 15 and 25 years Pulmonary

Tuberculosis is more often acute than sub-acute.

| Young adult Pulmonary Tuberculosis results from

direct inhalation of the Tubercle Bacillus.

In early cases the patient looks healthy and is free
from stigmate. Females are more susceptible than

males.

" No history of serious past illness is found in

most cases,
Symptoms are always present to arouse suspicion.
Physical signs are often absent or indefinite.

Tubercle Bacilli are present in the sputum at a

very early stage in many cases.

The absence of Tubercle Bacilli from the sputum

does not give a negative diagnosis.

In the majority of cases only a few days or weeks

from onset are available for early diagnosis.

Early cases can be diagnosed by symptomatology and

radiology.

The early lesion 1s most commdnly situated in the

infregclavicular fegion. Middle zone lesions are

common, and lower zone leslons are not rare.
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CLINTICATL REPOR T,

CASE  No. 1,

W.L. hge 21. Male . Single. Schoolmaster.
First Attendance: 9.5.31.

Reason for Attendance: Referred by private doc tor on account
of occaslonal pain in right subceclavicular region,

Family History: One sister suffered from glanduler tuberculosis
' in childhood.

Past History: Good health.

Present History: Date of onset of first definite symptom 25,12.30.
Mode of onset: languor.

Present State: Tall, slim, nutrition fairly good,

SYMPTONS ;- SIGNS:-

1
COUghNecrseeesssssoesasles Inspection...No abnormality discovered.}
C SpPUbtUmMeseeeeonsas..Slight Palpation....No abnormality discovered.,
Hoemoptysis...voeev.o.eeNO Percussion...No abnormality discovered. |
Dyspnoe&.c....0.0..51light Auscultation.No abnormality discovered. |
PaifN.coesnceseeess. .Right '
subelavicular region SPUTUM EXAMINATION:-

SweatSesacsssensnanass.NO, 12.5.31. Three specimens i
Appetitescereeereee. Fair negative. |
BowelS..eos..... .Regular.
Vomitingeseseeacesness NO. X-RAY EXAMINATION ¢~ :
Height.....e0ee.e0.5ft101ns Heart and mediastinum normal.
Welghtesnoeanees 98t.8510s Right Lung - opacity under centre
Highest known of clavicle and between 1lst and

welght..1l0st.41bs ., 2nd ribs suggests tuberculous

(June 1230) infiltration.

Temperature.....27.6% F,
PulSE€ececoeossn-0.96, Diagnosis:~- Pulmonary Tuberculosis.
HoarsenesS .cevee.s NO, Confirmed after observation in ,
Other Symptoms....Nil, Hospital.

Type s~ Broncho-pneumonic.
Site:~ Right upper Zone.
Treatment:~ Sanatorium.

Result - Quiescence.

—_— I3

REMARKS ¢~

This case illustrates the importance of pain as a E}
diagnostic and localising ayﬁptom, In the young adult patient, ' }
if the cause of pain cennot definitely be dlagnosed, X-Ray

7 examination should not be omitted. The apical localisation

of pain makes it more significant as an indication of lung

infiltration. The history of languor assoclated with pain

--Was significant of Tuberculosis.



FPirst Attendance: 4,1.32.

‘Pfesent Historys Date of onset of first definite symptom 21.12 3]‘

—
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CLINICAL REPORT.

Cage  No. 2.

AH. Age 21 years. Female, Single, Tea=-packer.

Reason for attendance: Languor and fanily history of
’ tuberculosis.

Family History: Sister died T.B. Peritonitis Age 4~ years.
Sister died T.B. Peritonitis Age 6% years.
Sister died P.T.,T.B. <4 12.6.30. Age 24 years.|

Past History: No  previous illness.

Mode of onset - influenza.

Presént State} Pale. Nutrition fair.

 SYMPTOMS ; ~ SIGNS:

Coughevvivevenaeness O Inspection..No abnormality discovered.
SpubUme veveennancessNOL Palpation...No abnormality discovered. |
Heemoptysis..........No. Percussion..No abnormality discovered.
DySpnoea «eveenseeeeesNO Auscultation.No abnormality discoveredd;
Pain.isvsenuesesensaNoo , '
Sweats....veveeeeoss No.  SPUTUM EXAMINATION: it
Appetite .nvesessqa Fair, o

Bowels...l,.....Regular. 19.1.,32. T.B. =— 3 specimens, ‘$
Helghtotooo -c-oosft4?inq x’l
Weightevesoeooo.7st101bs X-RAY EXAMINATION. . i

Highest known .
weight ..7st1121bs Heart and mediastinum normal.

- (Dec.1931). Right lung - Early infiltration under
Temperature...98.20 7. first rib. i
Pulse.vvavsnnasess. 88, apex hazy. Remalnder of lung clear, '
Hoarseness ..c.ceeessaNO. Left lung. No obvious infiltration. i

Other Symptoms......Nil.

TRGNOS IS ?ulmonary'Tuberculosis;

3ite: Right upper zone. g
Type : Broncho~-pneumonic. .
Trea tment: Sanatorium. R
Result: Remains under treatment. |

Doing well. :

 deperbd on X-Ray examinatiof’. Compare this case with Case

REMARKS 2~

The bad family history, the febrile illness

labelled "Influenza", and the subsequent languor indicated

“cotiplete investigation. In the absence of sputum, diagnosis

e A TR L 5 L T it L SR T AT T s T T

No. 26, where a longer period elapsed before diagnosis.
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CLINICAL REVPORT.

Case No. 3

E. R. Female; Age 21 years Married; Housewife .

Pirst Attendance: 27.5.29.

Reason for Attendances: Debility since confinement (1lst) in
October 1928.
Family History: No history of Tuberculosis. Parents refuse
examination.
Past History: Rheumatic Fever - Age 8 years.
T Scarlet Fever - Age 10 years.

Good heslth until first confinement in October,1928. |

Present History: Date of onset of first definite symptom:
March, 1929 .
iiode of onset: Cough and loss of flesh.
Present State: Thin and pale.

SYMPTONS . SIGNS .
Coughseevesnnaos .ot now. Inspections Nutrition and muscular tone
P e s e s e encenesealNO. : below normal. Mild degree
Haemoptysis.eeoean.n..NO, of anaemia present. |
Dyspnoea...eeo.0...31ight.. Slight retraction of Right i
PAaiNasreaesnnessnnss O subclavicular region. i
SWEaES cuuninvassanennsslNO, Expansion slightly '
Appetite............Fair. diminished at Right apex. -
Bowels.......Constipated. Palpation: Helps to confirm diminution ik
Vomlting.....vosvnsne..No. of expansion at Right apex. i
Height...........5ft2ins., Percussion: Slight impairment of 2
Weight..........7st621bs. percussion note at right apex.|
Highest known Auscultation: No definite signs of |
Weight ...8st81bs. disease. i
Temperature . ........98°F. Heart:.....Mitral systolic murmur .. - |
PulSe.esievnneeeneeseoBB. ) conducted into the axilla. i
#Hoarseness............No. . ‘ i
Other Symptoms.......Nil. X-RAY EXAMINATION. !

Heart and mediastinum normal. There is’
a definite aréa of mottling below and
extending above the right clavicle,

DIAGNOSIS: Pulmonary Tuberculosis.
Site: Upper zone.

Types Broncho~pneumonic.
Treatment: Sanatorium.

Progress: Sanatorium report on

discharge 2.10.29 "Clinical signs: ||

Nil definite. No evidence of
Pulmonary Tuberculosis. -
Confirmation: Sputum 11.11.30. T.B. —.

—————

REMARKS 5 -

Diagnosis was based on history, symptoms and signs.
Auscultation did not help in confirmation, and, in the absencév-'
of Sputum,;X—ng examination was necessary. This case was the
Probable source of infection of Cases 6 and 7. The slowly

Progressive nature of the lesion may be due to the organic disease
of the heart.

A T USRI T T
g N
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CLINTICAL REPORT.
| Case No. 4,
L. W. Age 25. Female. Shop Assistant. (Fruiterers).

‘First Attendance:; 17.1.30.

Reason for Attendance: Referred by panel doctor on account of
cough and spit, loss of weight and loss of
appetite. She had Pleurisy of the Right side
in January, 1930.

Family History: No history of Tuberculosis.

Past History: Good health since birth.

Date of onset of first definite symptom,
December 1929.
lfode of onset:

Present-History'

Cough and slight expectoration.

Colour and nutrition fair: no evidence of
waeting: No deformity.

Present Staztes

SYMPTONS . SIGNS.

No abnormality discovered.
No abnormality discovered.
Slight impairment of

Inspection:
Palpation:
Percussion:«

Cdﬁgh...;..........Yes.
Sputllmﬂ 4 ¢ e s ¢ 00 .Slight.
Haemoptysis...us....lN0.

DySpPNnoea sveeeeensee NO.
Paineseieeeasnsnses NO,
SWeatS.vesneeeeaneaNO.
Apvetite.caneressFair.
Bowels...,.......Regular,
Vomiting.............No.
Height..........5ft3%1ins
£Weight..............VSt.
‘Highest known
Weight...8st31bs

Temperature.......98.4. .
Pulseveeereeaena.. 88,
HoarSeness.ss...oseNO.
Other Symptoms....Nil.

SPUTUM EXAMINATION:

percussion note Right
subclavicular region and
over clavicle.

Yo abnormality detected.

+.

Auscultation:
20.1.30. T.B,.

X-RAY EXAMINATION 21.1.30.

Diaphragm normal. Heart and
mediastitnum normal. Small ares of
infiltration in region of, and partly
obscured by right clavicle, with

evidence of early cavitation.

L. Lung....Clear.

Pulmonary Tuberculosis.
Pneumonic. _
Right clavicular region.
Sanatorium treatment.

Diagnosis:
Type:
Site:
Trea tment

@@%ﬁﬁéﬁ The history and symptomatology pointed to a diagnosis

of "Pulmonary Tuberculosis. Immediate Sanatorium trea tment,
with a view to the induction of Artificial Pneumothorax was
aﬁplied for, but admission was not effected till 14th PFebruary
1930. By this time the disease had spread through all the
zones of the right lung, and the apex of the left lower lobe

was infiltrsted.

This case is 1llustrative of how acute the spread may be,

and the urgency for immediate diagnosis and treatment.
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CLINICAL REPORT.

Case No. 5.

B.N. Age 16 years. Female, ’Single, Machinist .

First Attendance. 25.8.31.

Reason _for Attendance: Contact examination.

- Family History:  lother has P.T. T.B. .

‘féast History: Mo illness. Good health since infancy.

Date of onset of first definite symptom

11.8.31.
Mode of Onset; Pain in Right axilla.

Present History:

Present State: MNutrition good. Colour good.

SYMPTOMS . SIGNS.
COUgN s svvunssnsanasaNO, Inspection: No abnormality discovered
seeses s NO Palpation; No abnormality discovered.

Spubumes oo
Haemoptysis....
Dyspnoga . veeeeeeess O,
Pain...S1ight Right
Axilla.
SWeatS s eevreseeesesNO,
Appetite.oevnsse.Good .

ceesolO. Percussion: No abnormality discovered.

Auscultation; Crepitations below
Right Clavicle.

SPUTUM EXAMINATION.

Bowelseueus... Regular. 14.12.,31. T.B. #.
Vomiting'ib.."l ‘...No.
Height..,......5ft2ins. X-RAY EXAMINATION.

Welght > 80 00 s e o -78’64’*1}38
Temnerature.......QBOF Heart and mediastinum normal.

jePulse,.. ceneseesssl00, 25.8.31. 1Increased striation Right
: upper zone suggestive of Tuberculous

infiltration.

DIAGNOSIS :- Pulmonary Tuberculosis,
confirmed three months later by
positive sputum.

Treatment...Artificial Pneumothorax.

Result......Very good. Still under

trea tment .

REMARKS z -

This case clinically suggested Pulmonary Tuberculosis.

In the absence of definite X-ray findings observation was-
continued. It illustrates the value of significant symptoms
"such as pain in the absence of definite radiological L

evidence.




CLINIGAL REPORT.

Case No. k6.

E.L. Female; Age 20 years; 3Single; Clerk.

First Attendance; 19.2.31.

- Reason for Attendaﬁce: Routine contact examination
(sister P.T.,T.B. + .

 Pamily History: Sister of E.R. Case No. 3. T.B. + .

Past History: Perfect health.

Pfesen§ History:

Date of onset of first definite symptom:
26th December, 1930.
Mode of Onset: Sharp pain in Right Axilla.

- The paln lasted for three weeks, and was not accompanied by
constitutional disturbance. It was diagnosed by her panel
doctor as Rheumatism. No physical signs were present in ,
the lungs. The general health of the patient continued to /

. be excellent, and between the onset of the pain and her :

"examination ot the dispensary she had gained 6 1lbs in weight.g

h@sent State: Stout, well-nourished girl, enjoying good health,

SYMDTOMS. - SIGNS. . ' 113

COugh..............No. Inspection:  Nil. i
Spubum. .veeseese...NO, Palpation: Nil. !»
Haemoptysiseeees...NO, Percussion: Nii. A it
Dyspnoea ....c.......NO. Auscultation: ? Crepitations Right i
. Pain,..........Not now . Axilla., 1]
" Sweats.............No. 3
Appetite.........Good. X-RAY EXAMINATION. i
Bowels,........Regular i
- Vomiting.e.seanesaa.NO Heart and mediastinum normal. |
Height.........5ft51ins R. Lung. There is a triangular area |1
Weight........8st12%0zs of mottling tapering from the axilla :
Highest known to the upper end of the root.

weight....8st51bs L. Lung. Clear. R
Temperature ....97.4°F(P.1) _ i

Puls€evseeecesensa B0, DIAGNOSIS: Tuberculous infiltration.|;
Hoarseness.eee.....No. Site: Mliddle Zone.
Other Symptoms.....No. Type: Broncho-pneumonic.

Treatment: Artificial Pneumothorax.
?POEnOSIS; Good .,

: This is a case of early Tuberculous infiltration e

cOmmencing in the Mlddle Zone of the right 1ung in an-
€xceedingly healthy looking young adult., Presumption of ‘f?
infection was based on ;- »‘ :

(1) History of pain.

(2) Known contact.. C
(3) Suspicious physical signs. I




CLINTICAL

Case

No.

29.

REPORT.

7.

W.L. Age 21 years, male, single. Printer.

Pirst Attendance: 9

Reason for Attendance

Family History:

431,
Routine contact examination.

Brother of E.R. Case No. 3 (T.B. - and
E .L‘

Case No. 6.

Past History: leasles in infancy. Good health since infancy.

Present History:

Date of onset of first definite symptom 13.2.31

Mode of -onset:

Languor and Sweats.

Pregent State: Athletic type. Colour énd nutrition good.

SYMPTONS .

Cough..,. 000 vune..Yes,
Sputum.....31ight (A.H)
Haemoptysisse..oo.oalic,
Dyspnoea ssseasessasNO
Pain....3light, 3 weeks

ago. Right side.,
Sweats.,.vee...Yes, on

exertion.

Appetite....es00. G004,
Bowels ,........Regular.
Vomiting.seoseees...NoO.
Height........5ft7ins.
Weight........108t41bs.
Highest weight .Unknown.
Temperature ..99°F(P .M. )
Pulse..veiereencense 94,
Hoarseness..eev.....Noo
Other Symptoms.....Nil.

—

SIGNS ..

Inspection: No abnormality discovered.
Palpation: No abnormality discovered.
Percussion: No abnormality discovered.
Auscultation: Prolongation of
expiration in the right Axillary
Region, and between 3rd and 4th
- ribs in front. ‘ '
T.B.

SPUTUM LXAMINATION + 9.4.31.

X-RAY EXAMINATION.

Heart and mediastinum normal.

Right Lung: a wedge-shaped ares of
recent mottling tapers in from
the axilla towards the Right
root.

Left Lung: Clear.

DIAGNOSIS: Pulmonary Tuberculosis.

Site:; Right middle zone,
Tyve «+ Broncho~-pneumonic.

Treatment: Artificial Pneumothorax.k

Prognosis: Good,

~ REMARKS 2~

The symptoms were only revealed after interview

‘With>patient's mother .

Patient denied all symptoms.
Vas based on the alteration of the breath sounds in the axilla., -
This healthy looking patient would not have aroused suspicion.,

The elevation of temperature and pulse in a known contact is
Very strongly in favour of Tuberculous infection.

Diagnosié |

S-S :
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CLINICATL REPORT.

Case No. 8.

¢.R. Age 18 years, Female, Single. Waitress.

First Attendance: 23.3.32.

Reason for Attendance: Hzemoptysis 22.3.32. She attended Out
Petient Department of Generesl Hospital and was .
told "Nothing wrong®. Her mother sent her to the
dispensary next day.

Family History: iother has P.T.,T.B. +. (Advanced disesse)
Sister has P.T..T.B. -+. (Arrested after Artificial
Pneumothorax treatment).

Past History: Good health since 1nfency.

Present History:

Date of onset of first definite symptom: February 1932.

Mede of onset: Severe protracted attack of hieccough.

~Present State: Very good. ©Nutrition and colour above average.

SYMPTOMS . S IGNS .

Coughuevvreeeso.Slight. Inspection: No abnormality discovered.
Sputum.....Very slight Palpation: No abnormality discovered.
Hagmoptysis.......clot Percussion: No abnormality discovered.
22.3.32. Auscultation: A few catarrhal crepitat-
Dyspnoeg «sveess..aNO, lons over left subeclavicular region.
Pain......Right Axilla
SWeatS.usineenssssNO. SPUTUM. 24,3.32. T.B. .
Appetite.........Poor,

. Bowels........Regular. X~RAY EXAMINATION.

- Weilght.........83t21bs

“Highest known Heart and mediastinum normal.

weight .8st521bs  Left lung: clear.

, (13.6.31) Right Lung: Trisngular area of diffuse
Height'se.eev...5ft31ins infiltration from 2nd to 5th ribs
Pemperature ......97°F. with base at axilla and apex at
Pulsesseveveecesa. .88, Hilum

Hoarseness.........No.
Other Symptoms....Nil. DIAGNOS IS : Pulmonary Tuberculosis.

Type : Broncho-pneumonic.,
S%tet Right middle zone.
Treatment: Artificial pneumothorax.

——

REMARKS :

Disgnosis was Dbased on azsociation of symptoms and
family history which pointed to Pulmonsry Tuberculosis.
Localisatiocon of the lesion by stethoscopic examination

was uncertsin. No physical signs could be detected in the
right lung by me or by the hospital physician. Though
crepitations were found by auscultation on the left side,
the pain complained of on the right side coincided with
site of the lesion. The importance of early sputum
examination is emphssised.

— i
Lung adherent over leglon and at base. i

+1




. Family History:

CLINTCATL

31.

Case

REPORT,

No. 9.7

' D.G. Age 22 years, Female, Married.

 First Attendance: 31

. Reason for Attendance:

~ Past History:

~Present History:

10.12

Shop Assistant.

.12.29.

Contact examination.

No serious illnesses.

Date of onset of first definite symntom

29,

Mode of onset: Slight cough.

”Present Stat e

SYMPTOLS ¢

Cmgm.‘...........Yes.
- Sputunm. . Slight.
Haemoptvsis....?oz.
today
DYSPNOEE «vesernsesslNO.
Pain.......S1light ache
in Right axills
Sweats cveeesasecensaNO.
Appetite seess...sGood.,
Bowels........Regular.
Vomiting...........NoO.
- Helght.......5ft5ins.
« Weight.......8st121bs.
© Highest known
weight...9s8tl1lb.
: (1 year aco)
Temperature.....98 F.
Pulse.iveeenees...84,
Hoarseness........No.
Other Symptoms....Nil.

e n 0o s

—

Nutrition and colour good.

SIGNS ;

Inspection: No abnormality discovered.
Palpation: No abnormality discovered.
Percussion: No abnormelity discovered.
Auscultation: Shower of post-tussic
crepitations between 3rd and 4th ribs
in Right anterior axillary line.

T.B. +‘.
X-RAY BEXAMINATION.

Heart and mediastinum normal.

Right side of diaphragm lags.

Right Lung: Softening and excavation
of upper and middle zones extending
from clavicle to fi”th rib.

DIAGNOSIS:
T right lung. s
Upper and middle zones.
Pneumonic.

Tree tment ; Artificial Pneumothorax.

RENARKS ¢ -

The striking feature of this case 1s the short time

between the onset of s ymptoms and the finding of well defined

'Signs.

Rapidly progre331ve disease is indicated.

Immedlate

'treatment by Artificial Pneumothorax has produced a. splendid o

Tesult.,

The combination of symptoms and signs rendered '

-dlagnosis easy and indicated extreme urgency.

Pulmonary Tuberculosis of

Brother died of Pulmonary Tuberculosis (T.B. ~) ?'
in September 1930.
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CLINICAL REPORT.

‘case No. 10.

F, C. Age 18 years, Male, Single. Machine hand.

Pirst Attendance: 23.10.30.,

Reason for Attendance: Referred by panel doctor on account of
' physical signs and sputum positive for T.B.

Family Histbry;- One sister has T.B. glands of neck.

Past History: Perfect health since infancy.

Present History:

Mode of onset: Cough}

Pregent States Colour and nutrition good.

SYMPTOUS . . SIGNS.
Cough.....oovveeen..¥es, Inspection: No definite abnormality
Sputute e v nv e ... 081light . noted. - B
Haemoptysis.......Streak. Palpation: Movement of Right lung

(19 09.30) . ’ il’ﬂpaired.
DySpPnOEa e veeaneeneassaliO, Percussion: Relative impairment over
25 P | fo I8 right upper lobes. :
SWeatS . ssssvavssseasa.No. -Auscultation: Pleural friction in
Appetite......Very good., right subclavicular region. '
Bowelgs..........Regular. Expiration prolonged and post
Vomitingaseeeeenonesas O tussic crepitations present.

Height..........5ft7%ins. |
Feight....‘.J....98t4lbs,~ SPUTUM + 6.,10+30. TB. ~.
Hghest known :
weight..108t31lbs. X-RAY EXAMINAT ION.
Temperature .........98°pF,
PULSE 4 einnessonsesnss B8, Heart and mediastinum normal.
Other Symptoms....,..Nil. Right Lung: Infiltration and

excavation from lst to 3rd ri RS E

Left Lung+: Clear.

DIAGNOSIS s+ Pumonary Tuberculosis.
Type: Pneumonic.

Site; Right upper lobe.

Treatment: Artificial Pneumothorax.

e ———

REMARKS ; -

The intérest of this case lies in the fact that the
%ell-marked pleural friction sound tended to obscure the signs

of underlying disease. These signs also altered the outlook

¥ith regard to treatment. Very good selective collapse was
Obtained with only a string adhesion proving that recent pleurisy
Should not rule out Artificial Pneumothorax treatment before an
aftempt at induction has been made . The breaking of the adhesion
¥as almost certainly the cause of the effusion, but the result
Justifies the treatment, as the patient is well and doingcasual
aooVy work as a dock labourer. The mode of onset with cough

d haemoptysis should heve compelled immediate investigation.

Date of onset of first definite symptom: 19.9.30. ;
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Case - No. il.

st e e e————— -

A. 3. Age 17 years, Fenale Single. Jam Pactorv worker.
o) . 2? s (]

g

. {
Date of FTirst attendances 2.6.52. i

Reason for Attendance: Sent for ultra-violet light treatmgnt
for unresolved pneuwmonia.

Pamily History: No history of Tuberculosis.

Pagt History:; Good health till November, 1931,

Present History: Date of onset of first definite symptom:
November, 1931,
Mode of onubu' Cough. Pain R. side of
abdomen. Admitted to hospitel for Appendicitis
on 16.3.32. Wo operation was porlormed.
Diagnosis was altered to lobsr pneumonia oP
right side. X-Ray axaﬂlnafloq in hospita
29.3.52 was interpreted as unresolwved pncm
Sputum was negative for Tubercle Racilli, =
the temperature and pulse settlad to norrsl.
The patient was discharged cured on 20.4.32.
The persistence of cough and srutum, and the
faillure to make progress, worricd her privatle

1350
;:‘) et
._h
'IJ
»

doctor.,
SYMPTOMS . SIGNS.
Cougheeiveevcen.onaa¥es. There arc signs of excavation over the
" Sputum.........locderate right subclavicular region, and of
Haemoptyseis.........No. active disease over all zones of tiha
DysSpnoea -v.ere.ana..NO, right lung, and over the . left upver
Sweats...o.ve.......NO, lobe ..

Appetite..........Poor,. SPUTUM. 6.6.32. T.3. +.
Bowels.........Regular.

Heiaht.........5ft21ns. ‘ X-RAY EXAMINATION,

eibht.... ....08t51bs .,

Highest known . (1). Hospital X-Ray plate 29.2.32.
weight..7st51bs., Heart and mediastinum normal,

Temperature.....102.4. Re Lung: Infiltration frou

Puls€eceevevnennansl20, clavicle to ard rib. Excavation

Other Symptoms.... in region of 2nd rib. sharply

Languor . defined. Mid and lower zones:
clcar.

L. Lung: Clear.

(2).....7.6,32,
Heart and mediastinum normal.
Re. Lung: Infiltration of all
zones. Densest in upper zone where
there is excavation. Upper
interlobar septic defined.
L. Tung. Infiltration of all
zZones .

[©)
)

REMARKS 2 -

This case illustrates the tragic conseguences of
failure to diagnose a-moderately early 1bui0n The differential
disgnosis of tho X- -Ray plecture lay between lung almess and
?U1m0naP Tuberculosis. The definite mottled and stippled effact
on the plate should have given definite confirmation of
Tub@PculOs1o. The wode of onset with acute pain over the gpendix
Fegion 1s of interest. The rapiditv of spread of the dlseasse
n four months demonstrates the short time available for ‘
¢ffective treatment.
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- Past History:

~Sputum.....

CLINTG GCATL

34.

Case

REPORT.

NO. 12.

L.A'

Pirst Autcnd nee ¢

Reason for Attendance

Family History:

Present History:

Present State-

SYMPTOMS .

CoughevovvvnnrenesYes,
ocoolto‘NoQ
Haemoptysis........No.

Age 16 years, Female, Single.

No history of Tuberculosis.

Good health since birth.

Date of onset of first definite symptom'
Mid. November 1930.
Mode of onset:

Nutrition and colour fairly good.

Machinist (Underwear).

6.12.30.

Referred by Panel Doctor on account of
cough. ;

Cough.

SIGNS. .
Inspections Impaired mo#ement.Right Side.
Palpation;: n " n .

Percussion: Note impaired R. upper lobes.

- Bowels....

DySpnoed cveees.. .. NO. Auscultation; Creps R. upper 1obes
Pain...Below left ‘ front and back.

: Clavicle .
LT - S ... Yes. NO SPUTUM.

Appetite.........PooOr.
.+ . eRegular.
Vomiting...........NoO.
Height........5ft31ins,
Weight........88t41lbs.
Highest known

X-RAY EXAMINATION.

Infiltration of upper and

Right Lung.
middle zones with

weight -, Left Lung: Clear.
Temperature ......101.4
Pulseveeneveneeeea 120 DIAGNOSIS: Pulmonary Tuberculosis.,
Hoarseness........No. Type: Pneumonic.
Other Symptoms....No. Site: R. upper and middle zones.

Treatment: Artificial Pneumothorax.
Result : Uncomplicated. Remains under
treatment.

REMARKS :

Pulmonary Tuberculosis was indicated by the symptoms, ..

and confirmed by clinical examination.
the extensive disease, indicate acute spread and urgency for

The freedom of the left lung from disease is
The

treatment.

accounted for by the relative lack of breaking down.

cOfnbination of cough, elevation of the temperature and pulse,

&nd ‘the site of the pain were strong evidence in favour of

Pulmonary Tuberculosis.

excavation below clavicle.

The short history and -
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35,

REPORT,

Case

NO" 13.

F.C. Female, Age 19 years, Single. Biscuit Packer.

Mrst Attendance s

Reason for Attendance ;

Family History:

1.8.29,.

Referred by panel doctor on account
of Haemoptysis.

Father died of Pulmonary Tuberculosis,

Mother died of Pulmonary Tuberculosis 21.7.26,

ggst History:

Present History:

Influenza, Age 7 years. A
adolescence. Health in childhood good.

Anaemia since

Date of onset of first defihite symptom:

April 1929.

Mode of onset:

Present States

SYMPTOMS .

CoughsvvseeasnnnaaNO.
Sputumsececacan...NO.
Haemoptysis...l dram.
31.7.29.
Dyspnoea ssv.seaeo..NO,
Pain.......3light.
Left Axilla,
Sweats cevaennanr-..Noo
Appetite........Go0d.
Bowels.......Regular,
Vomiting..........NoO,
Height.......5ft4ins,
Weight.......7st41lbs.
Highest known
weight ,7st
Temperature ..98,8° to
99° (P.M.)
Pulse.ovieunnea...92.
Hoarseness........No.
Other Symptoms..,Nil.

Nutrition fair.

Easily tired.

Pale.

SIGNS .

Inspection:
Palpation:

No abnormality discovered.

No abnormality discovered.

Percussion: No abnormality discovered.

Auscultation: Occasional post tussie
crepitations under left clavicle.
Otherwise no abnormality
discovered,

X-RAY EXAMINATION.

Heart and mediastinum normal.

There is an area of mottling below and
under the junction of the lnner and
middle thirds of the left clavicle
extending upwards towards the apex of
the left lung.

SPUTUM EXAMINAT ION No- sputum

DIAGNOSIS: Tuberculous infiltration of
T the left upper lobe.
Broncho pnevumonic.

Sanatorium,

Type :
Treatment:

-Result: Quiescent.

REMARKS ;- .
s treaes

\ The haemoptysis by itself, in the absnce of clincial
Signs, might have been due to Dry Haemorrhagic Bronchiectasis.
The combination with pain and a slight evening rise in
temperature and pulse rate strongly suggested Tuberculosis.
The post tussic crepitations were so occasional as only to
8dd weight to the suspicions, but the X-Ray was confirmatory.

With some

Haemoptysis in a young adult 1s usually associated
pointing symptoms when due to Tuberculosis.
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CLINTICATL REPORT,

Case No. 14,

G.H. Age 1¢ years, Female, Single. Domestic servant.

Pirst Attendance:

Reason for Attendance:

Family History:

Past History:

27.9¢30.

Employer required certificate that
patient was free from infection.

Pather suffers from Pulmonary Tuberculosis T.B.i—Z.?

In infancy: Measles, whooping cough, scarlet fever,

chicken-pox.

Date of onset of first definite symptomg

Present History:
’ July 1920. '

Mode of onset: Easily tired.

Present States

SYMPTOWMS .

,Coughsesnnevaness oW

SPUtUN s s et e vveneass slNO.
Haemoptysis..i.eu... Ne.
Dyspnoeg sueneeecs,..No,

¢ | o I
Sweatse.eeanen.....alo.
Appetite........ . .Good.
Bowels.........Regular.,
Vomiting,....... «aa O,
Height....... . .0ft101ins
Weight........ .8st11l1bs

Highest known

_ welght..,....Unknown
Temperature.....98.20F,
Pulse.iivneneenn ... .84,
Hoarseness..........No.
Other Symptoms.....

31light Languor

Tall, pale, nutrition good, no evidence of
wasting, no deformity. '

STGNS.

Inspection: No abnormality discovered.
Palpation: No sbnormality discovered.
Percussion: No abnormality discovered.
Auscultation: No abnormality discovered.

SPUTUM EXAMINATION: T.B. 4-. 6.1.32,

X-RAY EXAMINATION.

Heart and mediastinum normal.

Left Lung: There 1s a small area of
infiltration with central excavation
at the outer end of the lst left
interspace and just below left
clavicle. The edges are hazy and
suggest progressive disease._

Right Lung: Clesr. '

DIAGNOSIS: Tuberculcus infiltration of
the left lung.

Type: Broncho pneumonic.
Sites Tnpver zone below clavicle.

Sanatorium 3.,10.30 to

10.4.31.

Result: <Quiescence followed by acute
spread necessitating artificial
pneumothorax treatment in January
1932,

Prognosis:

Treatment :

Doubtful.

‘contact history.
later on by mother.

This case might have been missed, but for known
Languor was absolutely denied, and was revealed
The patient had previously refused contact

examination and her attifude at examination was defensive. This

attitude leads to a blank history being given, and should, of itsel

De 8lven the weight of a symptom.
Physical examination was negative in this case.
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CLINICAL REPORT.

Case Yo. 15,

F.B. Age 235 years, Female, Single. Factory Hand .

. Date of first Attendance: 17.12.31.

Reason for Attendance: Routine contact examination.

Family History: Mother has advanced disease P.T.T.B. +.

Past History: No illness since chicken pox in infancy.

Present History: Date of onset of firsl definite symptom
163_1_‘ 2

Mode of onset: Slight pain in left
subclavicular region.

Present State ~ Nutrition goodf Colour good.

SYMPTOMS . SIGNS.

o CougheeieseanansssaNO Inspection: No abnormality discovered.
501 v Y | o IS Palpations No abnormality dilscovered.
- Haemoptysis.eeesn..NO. Percussion: No abnbormality discovered.
Dysprnoc& « v eesass...NO. Auscultation; A few fine crepitations,

Pain. .. eveeeeennaa.NO. which are removed bi coughing, are
SWea LS seevesenanaaoNO, present velow the left clavicle.
Appetites.ssess. G004,

Bowels........Regular. X~-RAY EXAMINATION.

Vomiting...eeeev...No,
Iblght........Sfféwins Heart and medisstinum normal.
Weight......7st11}1bs. Left Lung: Early infiltration of upper

(17.12.31). zone from apex to second rib. Rest
Highest known of lung clear. '
~ weight ..8st1%1bs, Right Lung: Clear.
L (18.1.32) . . ‘
Temperature..98.6oF. DIAGNOSIS: Pulmonary Tuberculosis.

Pulse...vvvvvvs....88,  Type: Broncho pneumonic.
Hoarseness..:......No. Site: ' Left subclavicular region.
_ Other symptoms.....No. Treatment ;s Artificial pneumothorax.
esujts' Good collapse. Remains under
treatment.

This patient had no symptoms when first examined, except
~oa temperéture of 98.6°P. A few crepitations resembling the
CPepitus recux of pﬁeumonia were present below the left clavicle,
X;Tay examination confirmed the diagnosis of Pulmonary .-
'7@uberCulosis. This case illustrates the necessiﬁy’fof careful
Physical examination, especially in young adult>qontacts of
Sputum positive cases. Tﬁe weight increaSed, despite the |

Progress of the lesion.




CH. 3. Age

CLINTITCATL

REPORT,.

Case No.

16 years, Nale,

First Attendance: 21,12,

Reason for Attendance :

Pamily History: Brother,

Past History: Excellent

Present fistory:

Present State:

16,

Single. Cig arette Machine Maker.

31. .

Routine contact examination.

ége 20 years, has extensive disease

PIT. T-B. "}"0

health,

Date of onset of first definite Symptom 14.12,31.

Mode of onset:

SYMPTOMS «

oughuuevvuennnn. lo,
SPUutUM e e v e v nness O
Haemoptysis.eees... O,
Dyspnoea . vvveeeen..-NO,
Pain,..,.....000....NO.
SWEB LS s asueveennnssNO
Appetite..u...... Go0d.
Bowels.........Regular,
Vomiting...........,No.
Height........5ft54+ins.

Weight....
Temperature ..98°F(P.il) .
'PulseonoocoQOC.ouoﬁovgo

- e o 098‘291080

Other Symptoms . .Languor

Languor one week ago.

Very good: Athletic: Muscular tone excellent.
Colour pale,

SIGNS.

N

Ingpection; No abnormality discovered.
Palpation; No abnormality discovered.
Percussion: No abnormality discovered.,

Luscultation: No abnormality discovered.)

X-RAY DXAMINATION.

Heart and mediastinum normal.

Left Lung: Early Tuberculous 1nfiltratknf

under clsvicle.
Right Lung: Clear.

GNOSIS: Pulmonary ‘puberculosis .

(C ﬁfirmed after obsgervation in
hospital).

Treatment: 3Sanatorium.
Result: Quiescence..

REMARKS s ~

A short history

of languor was the only symptom present.

Combined with the contact history it assumed significance.

The diagnosis was confirmed by X-Ray examination. Physical

examination was of no value in establishing the diagnosia.i

R S g G e e T

i
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CLINICAL  REPORT,

Case No. 17.

M

H. Age 18 years, Male, Single. Fancy Leather Wofker.

i

y

Ve
e e

™rst Atten@ance: 18 .8.30.,

Reason for Attendance: Anxiety of mother for patient on account
of slight spit.

Family History: TPFather died P.T. 1927. Brother died, &ge 22
- years, of P.T. on 10.3.30. '

Past History: Perfect health. |

Present History:

Date of onset of first definite symptom: 4/8/30.

liode of onsets: Slight spit. . ;
The patient was working steadily and enjoying good health, 1l
On 1.8.30 he commenced his annual holiday of two weeks b
and on 4.8.30 he noticed a slight desire to spit. i

EXAMINATION . I!

SYHPTOUS . SIGNS..

Sputum......Very slight. Palpation: No abnormality discovered. |
Haemoptysisesis.ss...NO. Percussion: No abnormality discovered. |
DEpPNoea « s v s enseaesa.olio. Auscultation:; No abnormality discover- |

COUE s e cvesevonnennsallOn Inspection; DNo abnormality discovered.j

Paine.sneeenenenanaa O, - ed. L
Sweatse...... cerees.aNO. ' |
Appetitecieecne..a.Good. SPUTUM EXAIIINATION: Three specimens |
Bowels..........Regular, negative for Tubercle Bacilli. ‘
Vomiting.......nc..0.Noo :
Height.........5ft61ins. X-RAY EXAMINATION. !
Weighte.........B83541bs. : o ;
Highest known Heart and mediastinum normal. |
weight......— Left Lung: There is a circular ring of
Temperature....,.99.2°F. mottling, the size of a half crown, [l
Pulge......ovveereaa100, below the left clavicle in the left
Hoarseness...........No, mid zone. : ;

Other Symptoms,.....Nil. Right Lung: Clear.

DIAGNOSIS: Tuberculous infiltration,

Sites Mid zomne,

Type: Broncho pneumonic.

Treatment: Artificial pneumothorax
attempted. Abandoned on
account of posterior adhesilon. (
Sanatorium Treatment - © I

l
|

months.
Result: wuiescent and full work.

——

REMRBKS;

Contact history, sputum, elevation of temperature
&nd rise of pulse rate, led one to suspect active disease.

: X=Ray examination was necessary for localisation
of the infiltration. ZHlevated temperature ©r pulse rate are e
highly significant where 2 definite history ©f contact is |
Odtained, Sputum was the first symptom to attract the attention
°f the patient, and his mother, who realised its importance, !
drought him for examination at once .
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CLINICAL - REPORT,

Case No. ' 18,

F.W. Age 21 years, PFemale, Single. Waitress,

Pirst Attendance: 2,.,7.31.

Reason for Attendance; Contact.

Fﬁmily History: lother died -of Pulmonsry Tuberculosis.
Aunt living at same address has P,T, T.B., .

Past History: Good health.

Present History:
Date of onset of first definife symptom
June, 1931. :
Mode of onset: Lassitude followed by cough.,

— - ,
Present State: Tin. Colour fair. No evidence of wasting.

SYMPTOUS . SIGNS. )
Cougheesesennenanas¥es, Inspection: No abnormality discovered.:
Sputum..eesenneas.. NO,. Palpation: ©No abnormality discovered.f
Haemoptysis.........NoO. Percussion: No abnormality discovered. |
DYSPROECE e s enessensealNO, Auscultation: One or two post tussic

23 1+ S L o 1
Sweats.iisisnesnsoa¥ES,
Appetitesssees... PoOOT,
Bowelseuv......Regular.
Vomiting..eeveauseo NO

crepitations over left
subeclavicular region.

X~RAY EXAMINATION,

Height........5st41lbs. Heart and mediastinum normal.
Weilght........6s5t121bs. Left Lung: Infiltratlon in clavicular
Highest known region with cavity 1% inches in

weight .. .Not known. diameter ., Iiiddle and lower zones
Temperature....99.4°F. clear, _
Pulse..............go. Right Lung: Suspicion of early
Hoarseness........Nil. infiltration in 1lst interspace.
Other Symptoms....Nil. DIAGNOSIS: Pulmonary Tuberculosis,

- "8§ite: Left upper lobe & ? right
T~ upper lobe,

Type: PBénumonic. ‘ '
Tr eatmentv Hospital. Rest in bed.
Report: 6.10.31. Ko physical signs

Temperature and pulse normal.
Weight 8st 1llb.

——

REMARKS :

Syﬁptoms pointed to the diagnosis. The iﬁdefinite
Physical signs strengthened suspicions. X-Ray examination
ostablished the diagnosis. Lassitude is of such common
Occurrence in an industrial area that too much weight.cannot
be given to it, but, when accompanied by other recognised

Syuptoms, it assumes the greatest importance.




Height.

- ,,,,.,,,W4 4\!} —

CLINTITCATL

Case No. 19,
A. R. 4ge 17 years, Female, Single. ILeather worker.
First Attendance: 24.56.,30.

Reason for Attendance ;

Family History:

Past History:

Present History:

Date of onset of first'définite‘symptOm;

June 1930, -
Mode of onset:

Examined in hosoital after admission
- for hdemoptysis. :

~No history of tuberculosis..

Wo history of ill-health.

~Barly-=in .

Loss of weight, night sweats and

haemoptysis (half cupful on 22.6.30).

ez

arcn»eoﬂhY@So
ooq.NOl

Couzh....
SPULUIIMN . o 0 00 v vns
HJaemoptysis..
Dyspnoeadaseseanan ¥es,
Pain,....
Sweatg.eennreee..YE8.
Appetite....cs...Fair,
Bowels........Regular,
Vomiting......--...No.
.In bed.
.In bed.

LRI )

Weight...venus
Temperatire.....99° R,
PUlsCiennesennzaanal0.
Hoarsenessee.es....NO.
Other ‘Symptoms.....No.

——

Nutrition fair.

. .Not now.

. Left axilla.

"Right Lung:

DIACIIOSTIS
Type: Pn
" Result:

Colour pale.

SIGNS .

No abnormality dlscovered.
Palpation: No abnormality discovered.
Percussion: Tympanitic note over left
lung in front and in left axilla,
Anscultation: Very weak breath somnds
over left lung in front and in
" left axilla.

Inspection:

X~RAY EXAMINATION.

Heart and mediastinum normal.

Left Tung: Early infiltration below
left clavicle in first interspace
from-first to second rib.

Rest of lung clear.

Clear.

No evidence of spontaneous pneumothorax

in antcro-poste”ior view.

:  Pulmonary Tuberculosis.
eumonic.
Decline, foetid breath. No

sputum. o

hxamlqation 29.7.50. Pueumonic
consolidation of left upper lobe with
impairment, tubular breathing and

crepitations. Died 28.8 30.

Post-mortem Lxaminaitlon:

Teft Lung. Caseating Necrotic mass in
middle zone entirely broken down.
Large cavity at apex. '

nght Lung+: Tuberculous Broncho
Pneumonia in lower lobe; also very
small focus in upper lobe.

Root glands enlarged.

I TG .
Ru MARA S

The interest of this case lies in the problem of

differential diagnosis.
Suggested lung abscess.

Sease 1s advancing artiflclal nneumothorax should e done. i

The clinical course of the case
Where diagnosis is doubtful and the




CLINICAL -REPORT.,

Case No. 20.

W. H. Age 22 years. lMale, Single. Metal Worker .

First Attendance: 22 .4.29.

Reason for Attendance: Referred by panel doctor on account of
cough and spit (Sputum TBe ~).

Family History: ©No history of Tuberculosis.

Past History: Winter colds. No serious illness,

Present History:

Date of onset of first definite symptom: January, 1929,
- Mode of onset: Cough.

Present State: Of average height and build; Pale:; no apparent
wasting: no deformity.

SYMPTOMS . SIGNS.

- e v s

Coughsvevosn...3light. Inspections Slight retraction of both
Sputuma.........3light. apices.
Heemoptysis........No. Palpation: No abnormality discovered.
DySPNOEa e vsvnuens.aliOn Percussion: Relative impailrment Right
Pain..eieeeeees....Nou subclavicular region.

SWeatS sueeeesoansae N0, Auscultation: ©No abnormality detected.
Appetite.cesns.. .G00d . :
Bowels........Regular, SPUTUM: 8.4.29. T.B. 4.

Vomiting seeesseens '

Height..«.....5ft6ins. X~RAY EXAMINATION.
Weight.......88t13+1bs
Highest known Heart and medisstinum normal.
b weight .9st4lbe, Left Lung: There is a small area of
.. Temperature.....96.69F. early mottling the size of a crown
Pulse.,.v.vvunaeaal24, in the subclavicular region.

Hoarseness.........No. ‘

Other Symptoms.....Nil. DIAGNOSIS: Pulmonary Tuberculosis of
- left lung.

Type : Broncho pneumonic.

Site: Subclavicular,

Treatment: Sanatorium.,

Result: 4ulescence.

—————

G REM&RZ\;S_ s

This is a case of Early Infiltration in a moderately
healthy looking patient engaged in heavy work up to the time
of examination, and shows that with minimal X-Ray findings, and
N0 definite evidence of softening, T.B. may be present in the
Sputum. The physical signs were misleading, but the symptoms
Vere strongly suggestive of Tuberculosis. o
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CLINICAL REPORT,

Case No. 21,

K.E. &ge 19 years, Female, WNarried. Housewife.

"Mrst Attendance: 28.5.31.

Reason for Attendance: Diagnosed by panel doctor who found
T.B. in sputum,

Family History: o history of Tuberculosis.,

Past History: Meagles and Bronchitis.

Present History: Date of onset of first definite symptom~
December, 1930. _
lode of onset~ Cough.

Present State: Nutrition and colour fairly good.

SYMPTOHS ; SIGNS .

———:

' 1Cm@h..............Yes. Inspection: No abnormality discovered.

Sputumae caseo..a.Slight. Palpation: ©Wo abnormality discovered.
Haemoptysgis eee..o.. N0 Percussion: Slight impairment over

Dysprnoes . ...........No. left clavicle and below left-
Pain...Yes, Left Apex. clavicle, _
SWeatSecieesas-ns..Yes. Luscultation: Shower of post=tussic
Avpetiteeesar.ss-.PooOr, crepitations above left clavicle.
Bowels.........Regular. No crepitations under clavicle.

Vomiting.eosee.en...No.
Height........5ft3xins. 5JUTUJ EXAMINATION: 18.5.31. T.B. 4.
Weight........7st3%1bs. ,
Highest known X-RAY EXAIINATION.
weight......9st.
Temperature ....98.6°9 7, Heart and mediastinum normal.
Pulseeseiineeesnna...80, Left Lung: Recent fluffy infiltration
Hoarserness..e.eose...NO. from apex to 3rd rib.
Other Symptoms......No. Right Lung: No obvious disease.
Diagnosis: Pulmonary Tuberculosis.
Type: Broncho-pneumonic.
" S8ite: Left upper zone.
Treatment: Artificial Pneumothorax.
Result; Good collapse of all zones.

REMARK S «

This case illustrates the importance of sputum
examination. Tt emphasises the necessity of careful
examinatidn of the sﬁpra-clavicular'regions wherélaibhé f
definite’clinical signs were found. Op‘these‘signé the
tase could easily be diagnosed, but the symﬁtomsualone.

Were significant.
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CLINICAL REPORT.

Case No. '22.

M.T. Age 20 years, Female, Checker (Biscuit Factory.) Single

First Attendance: 11.10.30.

.Reason for Attendance: Referred by panel doctor on account of
cough and spit (T.B. ).

Famlly History: ©No history of tuberculosis.

Past History: 9?2 Aprendicitis Xmas 1929. MNo operation.

Present History:

Date of onset of first definite symptom: Xmas 1929,
lode of onset: Cough and pain in Right Iliac fossa.

Present State: Nutrition feirly good. Colour good.

SYMPTOLS . ' ‘ SIGNS.

Cough....vsuanes.s.Yes, Inspection: No abnormality discovered.

Sputum..... Slight Palpation: No abnormality discovered.
Thick Yellow. Percussion: DNo abnormality discovered.

Heemoptysis.........No. Auscultation: Post-tussic crepitations

Dyspnoes cvvuvnesnaYes, from 3rd to 6th ribs.anteriorly, and

Pain,....Right side of from 6th to 8th ribs posteriorly, over

Chest. Right ILung.
Sweats.l!..l.ﬂ-anl&e“oﬂ

Appetite..... +e.s.Pailr, SPUTUM EXAMINATION: 1.10.30. T.B. ~}.
Bowels.........Regular.

Vomiting....eeues...NO. X-RAY BXANINATION.
Height.........5ft5ins,

Weight......... 7st91lbs. Heart and medlastinum normal.

Highest known Right Lung: PFibrous infiltration and
weight .83t61bs excavation confined to the inner aresa

~ Temperature......98.2°F of the middle zone, and localised hazy

Pulse,..vovevense..104, mottling along lower border of middle

Hoarseness....... lobe .

’ Occasionsal.

Other Symptoms.....Nil. DIAGNOSIS: Pulmonary Tuberculosis.

' Type: Broncho-pneumonic .

3ite: 1In close proximity to the Right
7 root. :
Treatment: Artificial Pneumothorax.
Result:  Healing.

REMARKS .

This case at first attendance was a straight-forward
¢8se for diagnosis. The mode of onset would suggest that the
Hrsg symptom was pain over the appendix regilon. The lesion was
Posterior in situation and pleurisy was probably assoclated.
fain in the Right Tliac fossa should be regerded with suspicion,
and, in the absence of definite diagnostic criteria, the lungs
Should be investigated. X-Ray examination after artificial
Pneumothorax treatment and Phrenic avulsion shows only a very
slight haziness at the root.
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CLINICAL REPORT.

Case = No. 23,

A. P. Age 24 years, Male, Single. Kitchen hand.

} First Attendance: 68.3.30.

Reason for Attendance: Referred by panel doctor on accouht of
cough and spit, and family history of
tuberculosis, :

Family History: 3rother died of Pulmonary Tuberculosis in
February 1929. , :

Past History: No serious illness. Accident when aged 5 years -
Cart wheel went over chest.

Present History: Date of onset of first definite symptom
February, 1930.

Present Stats: Nutrition fair. Colour good.

SYMPTOIS . ~ 3I6uS.
Cm%h;..,.,........fyes, Inspections No abnormality discovered
Sputumiza.......Yes, except hectic flush,. -

moderate grey. Palpation: Movement of left side of

Haemoptysis........:..No. - chest slightly impaired.
Dyspnoea .........31light. Percussion: Slight impairment over
Sweats..... Me e e e ..No. left subclavicular region.
Appetite...........Fair. Excursion of diaphragm

Bowels........ . .Regular. limited on left side.
Vomiting...........,.No. Auscultation: Post-tussic crepitations
Height....... ..5ft531ins ., ' in left subclavicular region.

Telghteeasaes..8st3510s,

Highest known

: Wwelght ...Not known.
“Temperature......102°F,
PUlSEerisiennneenns 96,
Hoarseness..........No.
Other Symptoms.....Nil,

SPUTUM EXANMINATION.

X-RAY EXAMINATION .

Heart and mediastinumr normal,

Left lung: Area of infiltration with
cavitation involving the upper and
middle zones between the 4th and
6th ribs.

Right lung: No definite infiltration

: but & swmall hazy arca is present
between the 5th and 6th ribs.
DIAGNOSIS:  Pulmonary Tuberculosis.

Type : . Pueumonic. '
§ite:  Upper and middle zones of -
right lung.

Treatments Artificial Pneumothorax.

|

——————— V —

3@@&3&§i This is a straightforward case for diagnosis, but was
Feforrad by the practitioner, who had observed it for two weeks,
for observation and-investigation. Tis note refsrred only to
fanily history and not to symptoms or clinical signs. The shorg
Distory 1llustrates the limited time at the disvposal of the
diagnostician, The two wecks delay probably accounts for the
fallure of artifieial pneumothorax to cure the case. While the
left lung remains collapsed, two daughter Infiltrations arec now
€vident in the right lung.

lode of omnset. Languor and loss of appetite.

51
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10.5.31. T.B. - (first'positive sputum}§
J
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CLINTICAL REPORT.

Case  No.. 24.

¢.N. Age 22 years, Female, Single. Tie maker.

Pirst Atbendance: 3.12.29.

Reason for Attendance; Referred by panel doctor on account of
cough. -

Pamily History: No history of Tuberculosis.

Pagt Historv: No serious illnesses.

Present History: Date of onset of first definife symptom
October, 1929. »
" Mode of onset:: Cough,

General Conditions: Nutrition and colour fair. .

SYMPTOMS . : : SIGNS.
Coughe.oonoen. . .31light, Inspection:s Impaired movement at
Sputum,.........S31light. : " right base.
Haemoptysis...29.1.30. Paloation: Confirms impalired movement

streak. ~ 7 at right base.

Dyspnoea........31light. Percussion: Impaired note over right
PAilleseenennneensesNOow T base .
SWeatSsesvnnaeenna. N0, Auscultation: Crepitations suggestive
Appetite..........Pair, of fibrosis over right
BowelSaenuenn. .Regular, axilla, right root and
Vomitingesvovun.ons «.No. right base.

Height.........5ft5ins. :
Welght . ..o.vuv.....8st, SPUTUM EXANINATION: 3‘2.30. T.B. .
Highest known

weight.....9st. X-RAY LXAMINATION.
Temperature.......97°, ,
Pulseveveeeenen....112, Heart and mediastinum normal,

,Hoarseness,....b;...No. - Right Lungs; Opacity of upper and inner
Other Symptoms.....Nil, area of right lower lobe, most dense
- above the right root, and sharply
demarcated from the middle lobe.
PROVISIONAL DIAGNOSIS; Unresolved
pneumonia .,
FINAL DIAGNOSIS. Pulmonary Tuberculosis
based on sputum examination 3.2.30.
Type of lesion: Pneumonic.
Site: RBasal.
Course: Non-progressive after
- sanatorium treatment.

REMAR£S~- . The interest of this case lies in the dlfferentlal
diagnosxs from.unrosolved pneunonia. The evidence was in favour
of a non -tuberculous lesion until the sputum was found to
contain Tubercle Bacilli. Another three positive sputum '

exam1natlons were recorded later.
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CLINICAL REPORT,

Case No. 25,

W. J. Age 20 years. Female; Engaged to be “married. Dispatch
Pirst Attendance: 24.11.30.

Reason for Attendance: Referred by panel doctor bécausélof
s8light cough and family history of Tuberculosis.

Family History: Brother. Died P.T. (T.B. <) 21.3.30.

Past History: o serious illness.

Present History:

Date of onset of first definite symptom
22,11.30. B Lo e
Mode of onset: Pain at inferior angle of
Right Scapula. (1).

) |
Present State: Colour and nutrition are fairly good. i
No deformity. i

SYMPTOMS . ’ SIGNS. f

_ , |
CougheeeesseesesaVery Inspection: No abnormality discovered|

slight (22.,11.30).  Palpation: No abnormality discovered
SPULUMa s s s neanacnsasassNO, Percussion:; No abnormality discovered

Hoemoptysis..evenso .+NO. Auscultation: No abnormality
Dyspnoeaseeecenenesas O discovered. l
Painieeeecenssraase.Not now :

SweatS . eveeanan sosasseNOo X~-RAY EXAMINATION. .
Appetite,seiceveesGood.

Bowelseseeoesonas Regular. Right Lung: Early infiltration at |
Vomiting...e..0.vu....NO Junction of middle and lower zones |

Weighte.veuoos...88t421bs Left Lungs Clear.

Highest known

Height............5ft4ins = with early excavation. |
weight....8s8t71bs  DIAGNOSTIS+ Tuberculousinfiltration(
[
|
|
|
\
|
|

Temperaturee......97 .4°F. of Rignt Lung. T
Pulse.iveveveevsnana.72, Type: Pneumonic.
Hoarseness............No., Sife; Lower Lobe.

Other Symptoms.......Nil. Treatment: Artificial Pneumothorax. ||
General Condition....... Result: Remains under treatment: '

Nutrition good. Colour ¥it for full work. Very good
good. - collapse of lung.
-REMARKS ;-
This is a case of early infiltration of the lower

lobe in a very healthy looking young girl. The family |
history of Tuberculosis, the slight cough, and the history
of pain, raised suspicions, which could not be confirmed
by clinical examination. X-Rey examination completed the
diagnosis. . :

: The place of the general practitioner in early
diagnosis is emphasised by the happy result in this case.
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CLINTICATL

REPORT.

Case No. 26,

J.D. Age 20, Female, Single. Factory Hand.

First Attendance: 25.1.32,

Reason for Attendance; Referred to hdspital by panel doctor
on account of Haemoptysis and delayed recovery from
Influenza.

Family History:" Ho history of Tuberculosis,

Past Hisbtory: No serious illness.,

Present History: :

| : |

Date of onset of first definite symptom 5th January, 1932.
Mode of onset:; "Influenza™ with cough, sputum and pain |
in the chest. : E

i

Present State; Nutrition fair. Pale .

SYMPTOHS . SIGNS.

LCough..........s8light. Inspection: No &bnormality'diécovereda
Sputum.........slight. Palpation; No abnormality discovered.
Heemoptysis......Clot, Percussion: Impairment Left upper lobe.

25.1.32.
Paine..eve...Left sgide
SWeatS s aeenaanssNO,
Appetite....vv...Good.,
Bowelsevuess.s Regular
Height........5ft2ins.
Weight........78t41bs.
Highest known

Auscultation: Showers of post tussic
crepitations under left clavicle.

T.B. 4.
X-RAY EXAMINATION.

SPUTUM: £27.1.32.

Heart and mediastinum normal.,

weight..7st91bs.
Temperature .... DB SF.
Pulsg,iv.cveee..a80.
Other Symptoms....Nil,

————,

Right Lung: Clear.
Left Lung: Infiltration of upper and
middle zones (densest just below

clavicle) and to a lesser degree in

lower zone. _
DIAGNOSIS: Pulmonary Tuberculosis.
Site: AIl zones left lung.
Type : Broncho pneumonic.
Treatrent: Artificial Pneumothorax.
Result: Doing well,

ivREMARKS:-

This case illustrates the so called "Influenza™

Which is so often allowed to pass without full investigation.

The result of artificial pneumothorax treatment shows that

Prognosis is hopeful if diagnosis is not too long delayed.

The haemoptysis wase undoubtedly ah advantage to the‘patient

In that 1t accelerated her béing brought under treatment. The

Symptoms associsted with the febrile illness should have directedf

8ttention to the chest immediately.
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