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THE _PROBLEM OF TUBERCULOSIS IN GENERAL PRACTICE
WITH SPHCIAL REFERENCE TO THE INDUSTRIAL AREA,

Introduction.

The problem of Tuberculosels ae it affects the General
Practitioner in en industrial area, 1s not an easy one.

It is agreed upon by most authorities that Tuberculosis
is ubiquitous and that infection is unavoidable. This is
the more evident in the industrial neighbourhood where so
wany factors such as bad housing conditione, unemployment,
insufficient nourishment, overcrowding, polluted air, poor
sanitary arrangements, and the general mode of living are
favourable to the incidence of the dlsease.

The experience of the writer on this subject has for
the most part been galined since the termination of the
Great War and 1h coneequence, the conditions mentioned
have been aggravated.

It may be convenliently stated here that in Scotland
alone in the year 192%, 5,788 persons died of Tuberculosis,
and of that number no fewer than'5,978 died of Pulmonary
Tuberculosis. In the year 1921 in Scotland 8.2% of de?t?s
from all causes were caused by_Pulmonary Tuberculosis. T

Feegell working in Professor Ribbert's Institute 1in
Zurich found Tuberculoesils present in no(§§wer than 977 of
the bodies of adults which he examined.
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Stiil, working at the Hospital for Sick Children, Great Ormond

Street, found amongst 789 autopelee on children under 12 years
of age, that in 269 cases tuberculoue lesions were present and
in 223 of these,that is in 28.9%, the fatal result was directly
due to Tuberculosis. A similar proportion was found by br Cerr
at the Children's Hospital, Chelsea.

It would seem that amongst hospital patients in London
nearly 1/3 of the child mdrtality 18 due to Tuberculosisfs)
One is therefore justified in assuming that tuberculosie 1s
practically univereal in children whether latent or evident.

From the foregoing statistice 1t will be readily understood
how vitally important it is that the general practitloner should
be able to recognise this condition Iin childrens As Sir Robert
Philip truly sald "The tuberculosis of the adult ie in largest
vart the developed tuberculosis of the child.”

One has to remember that & true statistical revort on
the Incidence of Tuberculosis ie difficult to obtaln as many
deathe are certified as being due to Bronchitig, Pneumonie, etc.,
wvhen Tuberculosis is the real cause.

It 1s however well for us to note that in spite of the
high percentage of adults who are infected, over 90% are cured.

The heavy mortelity from Tuberculosie in infants and the
rapld diminution in mortality as.the child grows older, are
very etriking. The special liability to tuberculosis is much
more marked during the first five years of 1life than during
later years.

Seil1l/



ITIE.

Still has found that in 500 cases from the post-mbrtem
records of the Hospital for Sick Children, no less than 130,
that 18 more than 25%, occurred in the second yearf4)

It is known that the 1llability to tuberculosis gradually
increases during the earlier months of infancy. This very
marked age incidence is of conslderable practical importance
in as much as 1t bears some relation to the mode of infection.
If we are to succeed in the prevention ofvtubercﬁlbeis, we
must of necesslty determine what this relation is.

It has been found that in post mortems of children under
12 years, the infection appeared to have entered through the
lung in 83.8%,whereas in 29%, the primary infection was through
the intestine. This latter mode of infection was proved to be
actually less during the perlod of infancy. From these statistics
one must conclude that the blame attached to milk as a common
causal factor in this disease in childhood 1s unjuetifiable.(S)
This view however 1s probably not correct according to the
findinge of the Royal Commission and the work of Frazer, Stiles
and others in Edinburgh.

The lymphatic glands in childhood show a special susceptibility
to the infectisn of tuberculosis. These glands form the mein
defence against the tubercle bacilluse. They are well developed
in early years, and mechanically srrest the bacilli. This is
readlly understood when we recall that the lymphatics are mainly
concerned with the absorption and carriage of solid particles
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and of material insoluble in water. The bacillus is
carried into the lymphatics by phagocytic cells and

1s deposited in the lymphold tissue of the first lymph

gland arrived at. Those that survive this process,

multiply in the lymphoid tissue and give rise to a tuberculous
focus in the lymph glandEG) Here, toxins are produced and
these mix with the lymph stream and set up an intense
lymphocytosis in the other glande through which the lymph
passes. These lymphocytes act as a barrier to the bacillus.
In infancy, the arrest of the bacilll is but temporary and

e epread to vital organs readlly follows. Thls may explain
wvhy a generalised tuberculoeib in infancy 18 so common and
why the disease at this age is of such extreme danger.

Once this period 1s passed, a mild infection, such sas
that obtained from a well diluted bovine source is probably
of considerable protective value during the first two decades
of 1ife. In later years of childhood, the glands hold the
Infection and thus form clinicelly the primary focus from
which the disease may spread to other structures.

There are thus two well marked stages of the disease,

a firet stage in glands manifesf or occult, and a second
stage when the disease has overetepped these and appears
in any other part. .

The importance of early dlagnosis to thdprofession

cannot be over-estimated. When one rememberé that the

responeibility/
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reeponelbility for the majority of early cases of Tuberculosis
reste upon the General Practitioner, one realiges the very
important role which he has to play in this branch of his
worke

The publlc however are all too blind to the fact that
early dlagnosis means early cure in nearly every case and
as a result many hesitate to call in mediqal aid till
irreparable damage has been done.

In this theels, the writer proposes to discuse the
various methods of diagnoeis and the importance of the
difficuitiea encountered by the General Practitioner in
these and in the domiciliary camre of the tuberculous
patient and to give the results of personal experience

in a seriee of cases.
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DIAGNOSIS. 1.
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In the eerly dlagnosis of Pulmonary Tuberculosis,
consideration must be given to three main pointe.

1l The symptoms.

2. Physical Signs.

. Tests designed for the detection of the disease.
Before an accurate dlagnosis can be made, the inter-
reldtionship of these must be establighed, for as is
often experienced, symptoms ldentical to those of early
Pulmonary Tuberculosis may be complained of, when on
further 1nveetigation, the cause 1s found to be a non-
tuberculous one. 'For exqmple a patient may present himself
conmplaining of loss of appetite, fullnees after meals and
loss of energy and may show signe of anaemia and debllity
wvhen he may be suffering from neurasthenia or chlorosis;
on the other hand he may have no other symptom than )
fullnees after meals when the reasl cause may be a tuber-
culous toxaemia.

Herein in the writer's experience lles one of the
greatest difficulties for the General Practitioner in
the early and accurate diagnosis of Pulmonary Tuberculosis.

The toxaemia of the Tubercle Bacillus may so affect
organe distant from the primary lung focues that without a
very thorough coneideration of symptoms in thelr relation
to physical signse, error in dlagdnosls is almost sure to occur.

Tt 1s feared that in General Practice too much stress

18/
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is 1aid upon what 1s commonly termed the cardinal symptoms
of this disease, namely cough, splt, loss of welght, night
gweats, for as sure as one walts for these slgns to occur
in order to establish a diagnosis of Tuberculosis, so sure
18 the patient likely to be in an advanced stage of the
dieease.

And agaln the practitioner may have diagnosed the
case in an early stage only to find that, because the pattent
has not complained of these cardinal symptome, he finds great
difficulty in making him realise that he is suffering from
the disease, in spite of the fact that he ls assured of
good prospecte of cure. The inevitable result is that
irreparable damage may be done through this neglect. Even when
a8 more advanced stage has been reached, there is Adifficulty
with the patient, who, although qulte coneclous of the fact
thet he suffers from these cardinal symptome, yet tends to
regard them with an optimism thag% is almost characteristic
of the disease.

This optimism of the tuberculous patient and his general
disregard of symptoms and signs as contraeteg with the mental
depreesion of the neurasthenic with his ever-present desire
to reveal fresh symptoms, is an interesting psychological
factor in the diagnosis of Tuberculosis in General Practice.

Other instances of difficulties faced by the General
Practitioner in hie efforts at early dlagnosie may be glven
here.

The /
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The almost universal objection to having Tuberculoeis
in the family, prevents many cases from deriving the
benefits of early treatment. Indeed it is not uncommon
to find that mothers frankly oblect to thelr daughters
* being labelled tuberculous on the grounds that theilr
prospecte of marriage will be considerably diminished.

For exemple, A.G., aet 25 years, was seen by the
writer in January, 192%, and found to be suffering from
Apicel Tuberculosis. She had marked enlargement of
the cervical and axillary glands. She was advised to
undergo treatment but daily persisted in cyceling some
2 milee to and from her employment. Six months later
ehe had several small haemoptyses but concealed the fact
from her mother and the writer, until she was compelled
on account of a rather larger haemoptyeis to remain off
duty. Her mother protested that there was no consumption
in the family and that as she was soon to go abroad to be
married, she ought to get about and get her strength up.
The disease advanced and ehe dled twelve months later.

Again there is the question of employment. It is
sometimes very difficult for the tuberculous patient
even where early diagnosis and treatment have been carried
out, to obtain re-employment in view of the prevailing idea
that she will affect her fellow-workers. For example, A.C.,
aet 23 years, a factory worker, was treated for over & year
in a Sanatorium with marked improvement in her health

and/
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and although she had no spit or cough and was quite fit
for her duty, she was unable to get employment at her
former work. In domestlc service also, many employers
object to having maids who have had Sanatorium treetment.

In other cases the patient may realise the gravity
of hls condition hut his circumstances such as his
eagerness to keep working for, it may be, a wife and
large family, prevent him undergoing immediate treatment
with the inevitable result. As an example C.s:t aet 25
years, a painter to trade complalned of fulness after
meals, occaslonal attacke of nausea, and loss of appetite
in April, 1922. On examinatlion he was found to be
suffering from spical tuberculosis. When he was informed
of his condltion he volunteered the information that
osccasionally he had felt a tired feeling in his right
chest. As it was spring time he was anxious to take
advantage of the extra work demanded of him at that
time of year and with this end in view he resumed worke.
His relatives discredited the fact that he suffered from
Tuberculoeis. Even after slx weeks when he had a
haemoptysis, they were inclined to believe that he had
ulceration of his stomach and indeed this was diagnosed
by another practitioner. He ~ontinued to work after due

warning of the consequences and eventually after repeated
haemoptysis the disesse spread till both lungs were in an
advanced stage and he was forced to remain in bed. Numerous

Tubercle/
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Tubercle bacilll were found in his sputum which by thie
tiﬁe was much increased. He diled 18 months after his
onset of symptoms.

When one considere that early symptome of Tuberculosis
do not commonly incapacitate the patient, it is dbvious
that there 1s difficulty in coming into contmet with
early-cases, but the general prectitioner has soﬁe
opportunities for detecting such cases. ‘

The writer for example whlle attending the confinement
of Mrs R. at a farm cottage some distance away, found that
her daughter aged 7 years was suffering from tuberculous
glends of the neck which had been allowed to go on to
caseation. Aspiration of the glands, appropriate
domiciliary treatment and after cere of the case were
carried out with the result that the child was soon
much improved in healthe. On further investigation 1t
was found that bhe child's father had suffered ffom loss
of appetite and a morning cough for two months. Tubercle
bacilli were found in the sputum. He received domiciliary
treatment and four months later he had gained weight and
was able for work on the farm. _

It may be of Interest to note that the writer had
18 months previously attended in the adjoining cottage,

& young woman who had come from town for a change and
vho wae suffering from advanced phthisis. _

Again, the practitioner on being consulted for a
condition/
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condition other than tubercular, may find on examination
that the patient suffers from Pulmonary Tuberculosis, e.g.
the writer was engaged for a confinement by Mrs.M. an
Italian lady who in the course of antenatal examination
wag found to be suffering from Pulmonary Tuberculosis.

In the Child Welflare Clinic there is opportunity
for detecting early cases of Tuberculosis, pulmonary,
abdominal and glandulsar. ‘

Symptoms.

In practice symptome such as anaemlia, tiredness, loes
of appetite and indigestion are frequently complained of.
These may be due to debility such as 1s seen in the
industrial worker. On the other hand they may be indicative
of eerly Tuberculosle or this dlsease may develop later in
‘these cases of debllity. Great care 1s therefore required
In differentiating fhe early tuberculoue case from the
case of debility. As anzemia is an early eigm of
Tuberculosis, thorough examination must be made before
eliminating Tubercle. The toxins in the blood, from the
tubercle bacillus cause & loss of Haemoglobin and so
resembles Chlorosis, but according to Lloyd Jones there
is a reduction in the bulk and epecific gravity of the
Plasma in tuberculosis, whereas both are increased in
chloroaia.(V)

It is practically impossible in general practice
to/
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té carry out this dlagnostic test and the practitioner
must rely on physical signs in relation to symptoms.

Lose of appetite 1s an early symptom complained of
and when met with in tubercle it is usually in the nature
of a hypochlorhydris which is due to the inhibiting effect
of the toxinse on the gastric secretion.

It 18 the writer's experience however that 1t is much
more general to have the patlient complaining of cough, and
loes of flesh as well as the above mentioned symntoms.

Expectoration is not an early spmptom but 1s frequently
swallowed by the patlient who often thus conceals 1its
presence from both relative and practitioner. It 1s well
to examine it carefully microecovically as it 1s.1mpossib19
to tell by macroscopic appearance whether this sputum is
tuberculous or note The so=called nummular sputum in
the writer's experience 18 by no means commone.

Amenorrhoea is an important early symptom and one
that should not be dismlissed until Tubercle ie eliminated.
The return of regular menstruation is often accomplished
by rest which lessens the existing toxaemisa.

Pain is not a very frequent symptom and more often
the patient complains of a tired feeling in a particular
part of the chest. The disease may be advanced and yet
no pain complained of.

Pyrexia ie'a most constant symptom present in
Tuberculosis as even & mild toxaemia will stimulate the

heat /



8e
heat centre in the medulla. This 1is well proved by
such methode of stimulation as exercise, emotion,
constipation or over éxertion in any way. Tt is the
suthor's experience that more stress should be 1laid on
this important and sometimes the only diaghostic proof
of the presence of Tuberculoeis. From experience it 1is
found that the rectal temperature is the most reliable.
It is best taken at 8 ayme. before the patient rises, sat
12 noon, 4 peme. and 8 pem. It is usually high at 4 p.m.
and 8 pem. and falls in the early morning. It 1s said .
that in women, a menstrual rise in temperature 1s dlagnostic
of Tubercle and that in healthy women a pre-menstrual rise
is seen. The writer has seen so many variations of
temperature at this period that no significance is
attached to this phenomenone.

It is worthy of note that in the tuberculous patient,
it 18 rare to find any complaint of rigor as in acute
forms of pyrexia. This is due to the fact that the
toxaemia of tubercle is a gradual one.

Night sweating 1s not as a rule an early symptom
but its significance in the diagnosis of Tubercle differs
in the adult and in the childe In the latter it may
be caused by rickets, malnutrition Qnd other debilitating
diseases.

It may be convenient here before discussing physical
signs to note the significance of two important symptoms
of/



of Tuberculosis, viz. Pleurlsy and Haemoptysis.

Pleurisy 1s one of the earllest and most frequent
manifestations of Pulmonary Tuberculosiz.

Ghon in his work(s)”The Primary Lung Focus of
Tuberculosls in Children® 1918, found in 142 cases with one
focus that changes in the pleura occurred in 95 cases.
Jousset(g)by his special method of examination found that
all his cases of pleural effusion were tuberculous.

Sir W. Hale White(IO)found that 754 of all clear
serous effusions in the pleural cavity were tuberculous.

Allard and Koester(ll)in Clive Riviere's "Farly Diagnosils
of Tubercle" 1919, p. 13, found that in 514 cases of pleurisy
wlth effusion followed up over a number of years, no fewer
than 47.7% developed Tuberculosis of Lung, and that
after dry pleurisy 42% developed lung dlsease subsequently.
Tt was also found that in most cases 85% of the total
symptoms of pulmonary disease developed within 5 years
of the pleurisy.

In the writer's experience of cases, a history of
Pleurisy as far as could be ascertained, was found in
58¢7%.

From the foregoing statistics one must conclude that
Pleurisy denotes the presence of Tuberculosis of lung or
that Tubermulosis is likely to develop subsequently. Tt
1s therefore important that all cases of plburisy should
be kept under close observation when possible.

According to Riviere(lz)in his "Early Diagnosis of
Tubercle/
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Tubercle” 1919, there 1s less chance of disease following
after 5 years have elapsed.

It would appear that gross changes in the lungs do
not tend to appear for some years after the initial
pleurisy.

Haemoptysis although not an early eymptom may often be
concealed by the patient. Careful ingquiry as to the history
of haemoptysie often reveale the fact that several
haemorrhages though small in amount may have occurred at
intervals while the patlient continued at his work. A
c&mmon explanation by the patient i1s that the bleeding must
have come from the back of the throat. The initial
haémoptysis however mey be the means of bringing the
patient to the practitioner at an earlier stage than would
otherwise have héppened, and so it may be of great valpe
in the prognosie of the case. It is practically patho-
gnomonic of Tubercle but diseases such as mitral stenosis,
aortic aheurysm, bronchlectasis, the anaemias, cancer,
and syphilis of tracheam and bronchl must be eliminated
before. ‘tubercle 1s diagnosed. It 1is wise that time should
elapse after haemoptysis before examination of the chest
is carried out, as a false opinion of the slze of the
diseased area may be arrived at due to the presence of
temporary adventitious sounds. The sputum after haemoptysils
in tuﬁercle is always mixed with blood streaks or clots

for/



11.

for a few dayse.

Trauma of the chest may be followed by haemoptysis.
This may be brought about by the lighting ur of tuberculous
disease which has been quiescent probadbly for years. Several
writers have quoted cases where ﬁhe haemoptysis occurred
several daye or weeks after the injury and some cases
where the health of the patient steadily declined from
the day of the ingury and svbsequently dled after an
11llness of three months. 1In these cases there was no
previous history of 1ll-health although tubercle bacilli
were found in the sputum before death.(IS)The writer had
a pationt A.G. aet 25 years, who had Pulmonary Tuberculosis
but had been treated and was in good health for six months.
One day, while leaving her work, a friend accidentally hit
her on the back and immediately she had a haemoptyslis and
for several daye she had spltting of blood. The disease
- quickly advanced and the lunge became excavated and she
dled 5 months after this incident having been confined to
bed from the evening of the accident. ,

In advanced cases of pulmonary tuberculosis, haemo-
ptysis is a grave symptom.

In the writer's experience of cases 37.8% gave a
history of haemoppysis. It may be of interest to note
that 1t 1s the authOr'e experience that an East or ¥,Rgst

wind favours haemopf§ysis probably on account of its tendency
to/
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to exclte coughing.
Physical Signs.

As already stated the toxins of the Tubercle Bacillus
affect changes in most of the organs of the bbdy and this
necesslitates a thorough inspection of the case. Ualuable
Information may be gained from this part of the examination
and especially so in the early case where the more modern
forms of dlagnosis may be misleading. Vaso-motor changes
in the tuberculous affect the skin and the hands are often
found to be molst and clammy. The halr is invariably
abundant but thin. The wrlter has noted that often in
the fibroid type of case the halr 1s often dry and brittle
while in the suspected caseation type it is often greasy.
In tuberculosis of the reproductive organs the hair 1s
often prematurely greye. The eyebrows are usually bushy
and the same characteristic change may be seen in the
downy appearance along each slde of the vertebral column.
The anterior and posterior triangles of the neck should
be examined for the presence of enlarged glands. These
may be of minufe size but are important as they may be
the starting point for the bacillus to eventually invade
the lungs by way of the lymph stream. According to Crocket
in "Physical Examination of the‘cheat', 1922, enlarged
suprs clayicular glands are always indicative of tuberculosis
of apical pleura and probably also of lunge.

The shape of the chest 1s not in 1tself indicatdve
of/
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of Pulmonary Tuberculosis unless the disease has advanced so
that the structures have become so atrdphied as to change
the whole outlines Very frequently and especially in children,
the veins in the 1st and 2nd interspace are prominent. This
is saild to be due to pressure on the azygos vein by enlarged
mediastinal ™ =lands. The mammae are lower and nearer the
middle line in chronic pulmonary tuberculosis. In early
phthisis the mammary gland 1s generally a 11ttie larger on
the affected side; 1n chronic disease it 1is usually smaller£14)
Lagging of the affected slde on breathing 1s a useful sign
In Tubercle of the Lunge

From palpation, much information can be obtallned; for
example, the muscles in the neighbourhbod of the affected
part of lung are often in a condition of spasme. This is a
compensatory change effected by Nature, the spasm acting as a
splint for the lung. It is said to be due to reflex irritation
from the lung or pleura by way of the sympathetic to the spinal
centres of the motor nerves.(IS) Wasting of certain muscles
is an early sign of tubercle: e.g. at an apex where 1t 1s due
to disuse atrophy. It 1s usually most apparent in the
trapezins of the affected side. The border of the muscle on
palpation feels thinner and flabbler. Palpation of the lowo;
third of the neck above the clavicle and in the upper inter-
cortal spaces often reveals the presence of pinhead glands.
Any lagging in the movements of the chest 1s best elicited
by palpation at the aplces.

Increased/
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Increased vocal fremitus over consolidated or excavated
areas 1s present in Tubercle of the lung. Yormally it is
more marked over the right apex. 1In thickened pleura the
fremitus ie diminished.

By percussion early infiltration may be detected as
for example where shrinkage of an apex occurs, the note
is dull. Thie is one of the earliest signs In Tubercle.
This shrinkage 18 the result of deep seated lesions rather
than superficial. The reflex bands of dulness (Riviere's
Sign) are claimed by Riviere to be diagnostic of Tuberwulosis
of Lunge. By means of light pegcussion up or down the back
Riviers firds that bands of slight impatrment at the apex
and also across the lower scapular region on both sides, but
more strongly marked on the affected side are revealed. The
upper band is at the level of the Junction of the first and
second dorsal vertebrae, the lower extends between the fifth
and seventh dorsel spines. According to Riviere these
reflex areas precede by a considerable time, the signs due
to anatomlical surface changes.' They are absent in the
healthy chest and in simple bronchitis. The practical
value of the sign liee in the fact that a hidden lung
focus may be discovered long before 1t becomes apparént
to other clinical methode of investigation and even before
symptome are presento(ls)

In practice 1t is wise not to rely on the stethoscope

in/
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in diagnosis unless to confirm the findings of previous
methode of examination. It may lead to misleading resulte
for the disease may be established in the lung for months
before auscultation gives evidence of itse presence.

According to Crooket(lv)in "Physical Examination of
the Chest," 1922, three triangular areae are emphasised in
auscultations

l. that formed by the clavicle, sternuﬁ and imaginary
line jJoining the 4th comtal cartilage and acromion.

2. that formed by the spine of the ecapula, lst four
dorsal spines and imaginary line Joining 1st dorqal spine
and acromial end of spine of scapula. t

3. that formed by the vertebral border of scapula
dorsal spines four to elght and imaginary line joining 8th '
dorsal spine and the inferior engle of scapula.

Crocket mainteine that if one finds localilsed,
especially in one or more of the triangular areas mentioned,
rhonchi crepitent or subcrepitant rédles with relative
dulness, there is 1little need of analysing the details of
the other signs elicited, but 1f no adventitious sounds
are heard and the Respiratory murmur is not bronchial then
careful analysis of the various parts of the respiratory
murmur 1s expedient. |

8 n agnosise.

In general practice Xrays apparatus 1s usually beyond

the means of the practitioner and the time involved necessitates

this method of Diagnosis remaining in the hands of the Tuber-

culous Specialist or Radiologist.
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In the dlagnosis of Pulmonary Tuberculoeis ¥rays give
much assistance in confirming the signe revealed by
clinical investigation and also in demonstrating areas of
disease which may have been overlooked or unsuspected in
clinical examination. They z2ertainly give evidence of
the extent of the lesion. The true interpretation however
of the Xray plcture 1s applicable only to those trained
not only in Radiography but also in Clinical Tuberculosis.
The avthor is of opinion that rash dlagnosis is often the
outcome of the finding of the radiologist who may or may
not be trained in this art and who is only too often
untrained in the subject of Tuberculosis. Hence it
would seem that the true value of Xrays in Diagnoeis of
Pulmonary Tuberculoels is often underestimated. In deep
seated leslons as in hllus disease Xrays are invaluable
in diagnosis.' According to R. Murray Loslie(lg)in
*Hilus Tuberculosis®in the Tuberculous Year Book, 1914,
we have in Radlography in association with symptomatiec
manifestations and tuberculin reactione, a method of
diagnosing early cases of pulmonary ﬁuberculosis which
renders it poesible to discover deep-seated central
tuberculous disease in the hilus and surrounding pulmonary
tissues before tubercle bacilli appear in the sputum and
long before physical signs manifest themselves. According
to Riviere in "Early Diagnosis of Tubercle" 1919, Xrays

in children up to school age is of supreme value 1n

deciding/
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declding on a doubtful charte. Other radiologlets however
are more conservative in their views with regard to the
Diagnosis in Children.

The use of Tuberculin 1in Dilagnosis is within reach
of every practitioner but he 1s often prevented from
carrying out thls test by the parents of the patient
who may refuse to allow the child to be sublected to such
a procedures A poslitive reaction in a child under 10
years is of value and a negative reaction excludes the
possibility of Tubercle. Mc!aill(lg)has shown that
the Von Pirquet test when carefully performed and the
results properly interpreted will produce positive
reactions in cases of massive and advanced tuberculosis

in children. In his three 1llustrative cases ¥hose ages

were 13 months, 15 months, and 11 years respectively, a

rositive reaction was obtained a few days before death,

the patiente suffering from extreme weakness and emaciation.
He claims that he has not falled to obtain a positive
reaction in any case of Tuberculous meningitis, acute
miliary tuberculosis, massive abdominal tuberculosis

and acute pulmonary phthisis.

This would seem to disprove the 1dea that the Von
Pirquet was negative in cases.with advanced dlsease in
children. |

(20) .

Ghon working in St. Amme's Children's Hospital

in Vienna found that only one case giving a positive Wan

Pirguet /
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Pirquet failed to show any tuberculous changes or remnants
| of suche.

The writer whlle 1n residence in the Ayrshire Sanatorium
1ﬁ 1919 found that out of 80 children examined, 78.8% gave a
positive Von Plrguet. It may be of interest to note that in
a few cases, a week had elapsed before any local hyperaemia
was observed.

The subcutaneous injectlon of o0ld Tuberculin when carried
out in 6hildren and which glves a positive reaction, that is,

a local hyperaemia, indicates that the child is infected but
does not give any proof that the condition 1s active. The
temperature in the child however 1s very mobile and this
phenomenon tends to make the result misleading.

The possibility of a focal reaction resulting, would show
that the disease 1s active or may become so. It 1s evident
then that there is danger in administering Tuberculin by this
method. Bandelier and Roepke,(zl)however, with experience of
from 10,000 to 12,000 injections declare that they never saw
harm done. 1If this test 1s absolutely negative then we may
assume that active diseése is not present.

Tuberculosis in Children.

The problem of Tuberculosis in children 1in general practice
1z beset with meny difficulties. According to the inveskigations
of Ghon(az)the primary focus in young chlldren generally occurs

in the lung with involvement of the glands at the hilum forming

the so0-called Hilus Tuberculosis which is the earliest clinilcal

form/
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form of lung tubercle in children. It is extremely difficult
~ to dlagnose this condition and indeed it is seldom recognised
t111 such symptoms as wasting, fever and characteristic cough
appear. Kﬁsggggs showm that the hilus glands do not usually
arfest the bac111i, but that the mediastinal glande which also
become affected are the first in childhood to form a barrier
against the progress of the virus. A healing procees may occur,
but usually the infection spreads further and often ends in the
lunge becoming affected by a retrograde movement through the
lymphogenous channels.

The disease may be slowly invading lung without showing
any outward signs and so the mother may have no reason to have
her child examined.

Again many children may exhibit by radiological exanmination
signs of hilus tuberculosis but may not necessarily show any
signs of impatted health. As already stated ZXrays are of
great value in the diagnosis of this form of tuberculosis but
they are outside the immediate reach of the general practitioner,
who must therefore rely on other methods whereby the condition
may be detected br suspected, before submitting the case to a
confirmatory radiographic examination. The writer 1s of ovinion
that a careful note of the family hietorj is of the greatest
assistance in elucidating this condition.

The symptoms present may be due to 1nvolvemeﬁt of lung or
to pressure by the enlarged glands in the mediastinum.

Prominent amongst these is wasting which 1is a most

constaht /
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constant symptome. Cough in the absence of enlarged torsils
and edenoids should make one suepect.hilus tuberculosis in
children. It 18 generally of a short and barking nature and
gives no apparent relief to the child. ¥Xight sweats as already
noted may be of no diagnostic importance in this condition.
Prominent veins in the cheset, temples and neck are sometimes
present and are due to pressure on the azygos vein and superior
vena cava. Enlarged cervical glands are often seen in intra-
thoracic gland disease. Conditions such as diseased tonsils,
adenoids, and dental caries should be eliminated before a
diagnosis 1s made. Supraclavicular glands whigh are said
to be in direct communication with the trachpo-bronchia] glands
are often enlarged and give rise to the para-sternal dulneses
which is so often present.

In dealing with the physical signs, an important aid in
the dlagnosis 1s the direction of the tongue on protrusion.
The writer has invariably found that in involvement of lung
the tongue on protrusion is directed towards the affected side,
whereas if lung involvement 1s not present the tongue assumes
its normal position. In these cases also the niprle of the
affected side 1s often markedly at a lower level than the normal
eide. The chest 1s usually long and DArrow. Posteriorly the
writer has noted that the vertebral border of the scapula of
the affected side liee more vertically than that of the normal side.

The most useful sign in percuseion in the writer's exverience
is the para vertebral dulnees which 1s usually most marked between

the/
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the first and fifth dorsal vertebrae. It 1s more common on the
right side where impalrment to vercussion is often elizited.
Parssternal dulness 1ls also diagnostic of this. condition.
Auscultatlion in the writer's experience reveales very little
except that the breath sounds are sometimes unduly loud. The
so-called rales in hilus tuberculosis are not commonly met with
and it is the writer's opinion that if these are vresent, acute
mischief 1s invariably the cause. This is sometimeg seen in
younger children and may be confounded wlith Broncho-Pneumonisa.
In older children 1t 1s a more chronlc disease. After 7 years
of age apical tuberculosis similar to'that in the adult may
supervene.

Millary tuberculosis may be present without signs or symptoms
except that Xrays examination may reveal large numbers of small

tubercles.
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J.T. a®t 44 vyears, a Research Chemist, In November, 1924, com-
plained of pain in the left side of one week’s duration, nausea,
aough with slight spit*

He had always been subject to colds and in 1913 from Feb*
to April was laid up with Pleurisy. Three weeks later he had a
haemoptysis and was sent to a sanatorium, where he remained
for three weeks. H1B sputum at this time contained Tubercle
Bacilli* In August, 1913, he had another haemoptysis after
weight lifting* He remained well and was at work till February,
1921, when he developed a swelling in the middle of the right
thigh* This was aspirated and 4 oz. of Tubercular pus was
evacuated. He enjoyed good health till his present illness
in November, 1924%*

On examination he presented a picture of Fibroid Phthisis.
He was pale and very thin; the hair was abundant and brittle
and the eyebrows were heavy. Enlarged glands in the neck were
palpable and scars of excised glands were present in the neck.
There was dulness on percussion over the left chest and at
the right apex where moist crepitations were present on aus-
cultation. His temperature ranged from 98 to 101"F. at 8 a.m. V
and rose to 103°F. at 4 p.m. This continued for three weeke,
but after six weeks rest in bed and strapping of the left chest
his temperature was normal. The sputum contained Tubercle Pacilli.

On examination on 29.1.25 crepitations were present at the
right apex. He complained of great breathlessness and cough and
spit had increased. He was Xrayed on 23.1.25 by Dr.F.L.Henderson,
Glasgow, who reports "There 1is very widespread affection of both
lungs. Tubercular disease has extended through almost the entire

extent of both lungs. It is very largely fibrotic in character
but /
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J.T. (contd)

"mut I should fear that there are certain acute areas. It
is very hard to estimate how acute such a conditions is on
one examination. Had I seen him this time only and known
nothing about him I should have feared a fairly speedy
ending, but as this has evidently gone on for a dozen
years, I think the acute disease may settle down."

23
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L#B, aot 8 years, a schoolboy, was brought to the writer 1In
December, 1924, by his mother who noticed that he had a short
«ough for two months. He had felt tired and sleepy for the
past 14 days.

An aunt of the patient’s had been under the care of the
writer, suffering from Tuberculous Pneumonia and who is now
well. An uncle also under the care of the writer died of
Acute Phthisis with Tuberculous Laryngitis in 1922.

His grandfather, two aunts and two uncles died of Phthisis.

The patient had suffered from frequent colds in the head
but otherwise had no past illness.

He was very pale, thin and tall for his years. His cheet
was long and narrow. The right nipple was at a lower level than
the left nipple* The tongue on protrusion was deflected markedly
to the right. Chains of small glands could be felt in the
posterior triangles of the neck and one gland was felt in the
right axilla. Myotatic irritability was marked.

The right apex was dull to percussion and paravertebral
dulness in the right side was present*

The breath sounds were unduly loud but no rales could be f
found on auscultation*

His chest was Xrayed by Dr*F*L.Henderson, Fuchill Hospital,
Glasgow, who reports "There are a number of enlarged glands in
both roots of the lunge and the mediastinal shadow is larger
than noroal. In a boy of his years we could not say that there
ie anything here Indicative of an active tuberculosis*" 23-1*25.
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R.C. aet 46, complained of general weakness and shortness of
breath.

He had suffered from Silicosis in 1910.
Hie daughter A.C. suffered from Pulmonary Tuberculosis.

He was treated in Bellfield Sanatorium in 1914, where
tubercle bacilli were found in his sputum.

The patient was thin and showed signs of cyanosis.

Both apices were dull to percussion but no rales could
be heard. There was diminished movement on the right side*

Xray Report by Dr.F.L.Henderson, Fuchill Hospital, Glasgow.

There is considerable mottling throughout both lungs. 1In
a man who has been a stonemason it is difficult to say if any
or all of the abnormal mottling seen is purely fibrotic. I
am of opinion that from the apex to the level of the 2nd coital
cartilage in both lungs the lesions are definitely tubercular.
Below that level the mottling is such that it may be non-
tubercular and due to his work.
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A.C. aet 22 years complained in August 1921 of feeling tired,
and of cough and spit.

Previous Health; She had Influenza in 1920, after which she

developed a cough and spit. Was treated in Bellfield Sanatorium
in 1920.
Family History; Her father had Phthisis and stone mason’s lung

Present Condition? She was quite well till 1920 when she had
Influenza, after which she developed a cough with spit, with

lose of weight. She was easily tired and was sweating atnight.
The patient was thin and showed signs of cyanosis.
Physical Signs; The chest was long and narrow, with somedegree

of lordosis, and showed marked lagging of left side on breathing.
There was dulness at left apex with fine crepitations, and the

note on percussion of left base was impaired. Tubercle Bacilli
were found in the sputum.

She was admitted to a Sanatorium in August, 1921, where
her temperature was never much above normal, she improved
considerably. She has had several attacke of Pleuritic pain
and on two occasions in 1923 she had haemoptysis.

She is at present (Jan.1923) well and acting as a Furse
in a Sanatorium* She was 7rayed on 14/12/23 by Dr-Henderson,
Ruchill Hospital, Glasgow, who reports: Right Lung: "There is
a very faint inter-lobar pleuritic thickening seen in anterior
view."

T 4T * "There 1B a lesion of the apex and extending
down T3 the level ef the first interspace, largely fibrosed now."
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D.T.T. aet 27 years, a works .chemist, complained on 8*7.24 of
cough and spit and of getting thinner for the past eight months*

He had enjoyed good health except for Influenza in 1913
when he was laid up for 3 weeks. He was wounded in the Pelvis
in the Great War in 1917* He had Pleurisy (left) in 1923 and
was laid up for one month* Since then he had developed cough
and spit, and was easily tired. He had freauent night sweating.
There was no haemoptysis. The sputum examined by a Glasgow
Bacteriologist was found to contain Tubercle Bacilli* His
appetite remained excellent.

When first seen by the writer on 8.7.24 he was found to
be very anaemic and thin. Both apices revealed dulness on
percussion but no crepitations could be detected on auscultation
which however revealed marked increase in Vocal Hesonance over
left apex. There was dulness over the whole of the left chest
behind. He was sent to a sanatorium in 8.8.24 and was examined
again by the writer while the patient was on leave on 39.12*24,
when he was found to have a temperature of 102°F. The patient
was walking about in this condition. Myotatic irritability
was marked. The left nipple was at a lower level than the
right. There was diminished movement of the left side*
Whispered pectoriloquy was marked over both lungs. No rales
could be found.

He was Xrayed, Oct. 14,1924, by Dr.F.L.Henderson for the
Ministry of Pensions who reported that "both lungs showed
extensive disease and active."

He is still at the sanatorium and running a temperature.

50.1.25.
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A.G. aet 27, felt run down In December, 1921%*
Previous Health! Measles in infancy.

Family History; There was no history of Tuberculosis.

Present Condition; ©She was feeling well till January, 1923,
when she felt a pain In the right chest and she spat up several
mouthfuls of blood. She then developed a cough and spit which
contained on examination Tubercle Bacilli. She remained in bed
for one month when she was admitted to a Sanatorium where she
improved slowly. In August, 1923, she came home and developed
a pleurisy of the right side. She improved so much after this
that she was able to resume work as a typist in a factory.

She had increased her weight by 17 lbs. Three months later
while leaving the factory she received a blow on the back which
caused an immediate large haemoptysis followed by a rapid
advance of the disease in her lungs and she died in June, 1924.

Physical Signs; She had enlarged glands of neck and axilla
from first time of examination. After her initial haemoptysis
she had dulness of right apex and fine crepitations. Ultimately
both lungs became involved.

Xrayed on 30.11.25 by Dr.F.L.Henderson, Fuchill Hospital,
Glasgow, who reports! Screen Examination! Fight Lung! onacity
in upper A3 of lung.

Diaphragm moves well.
Left Lung! ©No abnormality.
Radiogram: Fight Lung: "There is a very dense opacity in

the upper part of the lung which is limited below by an unilobar
pleuritic /
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Mrs.M.L. aetat 30 years,in April, 1923, complained of cough
and spit, loss of weight and loss of appetite.

Her illness began in June, 1920. While at wort in a
mill she was seized with pain in the left chest. She noticed
that shortly after this she began to sweat at night. The pain
subsided in a few days but she was so easily tired that she
had to stop her wort.

She was Xrayed at the Western Infirmary in 1921, but no
sign of Tuberculous disease could be detected in the lungs.

In April, 1923, when she consulted the writer, she had

a troublesome cough with spit. She was getting thinner and
her appetite was impaired. Tubercle Bacilli were found in
the sputum.

This patient on inspection gave one an impression of

caeeous tuberculosis of lung. Her complexion was pale,

the stin and hair presented an oily appearance, but apart

from an enlarged gland in the neck and some dulness at the
left inter-scapular region there was no evidence of tuber-
culosis. She was treated in a Sanatorium where she made rapid
progress and at the present? day, almost two years after
admission, she is well and doing her housework. She was
Xrayed by Dr.P.L.Henderson, Glasgow, who reports

*There are enlarged glands on both sides but no Xray

evidence of lung Tuberculosis. Cervical rib on both sides
presente"
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J.C. aet 25, was demobilised from the Wavy in January, 1919,
and at the end of that month complained of cough9 spit and
lose of appetite, hut continued at his work.

In March, 1919, he had sevefal small haemoptyees and was
sweating at night* In July, 1919, he was said to have Bronchial
Catarrh.

When seen by the writer in October, 1920, he was found to
be suffering from Apical Tuberculosis. Tubercle Bacilli were
found in the sputum. He was treated in a Sanatorium and
improved, but on his return home he refused to carry out the
necessary domiciliary treatment and steadily the disease became
advanced and he died in September, 1922.

This man was refused a pension because he was declared
non.Tuberculous shortly after demobilisation, and this no
doubt hastened his end.

Obviously he was suffering from Tuberculosis on
demobilisatione
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J.McD* aetat 10 years, a schoolgirl, complained in May, 1921,
of cough, loss of appetite and of losing flesh, of three weeks*
duration.

Previous Health: She had measles in infancy, broncho-pneuraonia,
1920.

Family History: There was no history of Tuberculosis.

Present Condition; She was in good health till two years
when she had Influenza: since then her mother noticed that
she was always very pale and did not incline to play outside
with her companions as formerly but rather preferring to
remain indoors. She became thin and was growing very tall
for her age. She was sweating at night. Her cough was short
and gave no apparent relief. She had no spit. There was no
history of Pleurisy.

Physical Signs: She was tall and thin; the chest was long and
narrow. Enlarged cervical glands were present on both sides.
The tongue on protrusion showed no deviation, but there was
some lagging of the left chest and the nipple was at a lower
level than on the right side- There was paravertebral dulness
present. Auscultation revealed nothing abnormal.

She received sanatorium treatment for five months and
was much improved.

May, 19241 had left the district but was keening well.
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A.J. aet 14 years In March, 1922, complained of loss of
appetite, loss of weight and a listless feeling.

She had measles and whooping cough in infancy, congestion
of the lungs at 3* years and Tuberculous dactylitis at 7 years
of age, followed by enlargement of cervical and axillary glands.

When seen by the writer in March, 1922, there were present
enlarged and caseating glands of the neck and axilla. The
patient was very anaemic- There were no physical signs in
the chest. The glands were aspirated and she was treated
at a Sanatorium where she gained two stones in weight and
improved generally.

She remained well till April, 1924, when she had Lobar

Pheuraonia (Left). Three months later she began to lose
weight and felt a pain in the right chest. She had some
cough and spit and several small haemoptyses. She was kept

in bed till admitted to a Sanatorium where she is still
confined to bed with a temperature of 38°C. in the morning.
(1-2.28) .
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Mrs.E.McC. aet 26 years, housewife” complained m January,
1920 of spitting of blood, and loss of appetite*

Previous Health; She had measles and whooping cough in
infancy, and scarlet fever at age of 6 years.

She had enlarged glands of neck at the age of 19 years,
spinal disease at the age of 21 years, and bronchial catarrh
at 22 years of age.

Family History; There was no history of Tuberculosis.

Present Condition! In July, 1919, she had catarrh of stomach
and felt run down in health. Two months later she developed
a cough and spit and suffered from night sweats which still
persist. In January, 1920, after coughing she brought up a
mouthful of blood. There was no history of pleurisy¥*

Physical Examination; Patient thin and showed malar flushing.
Enlarged glands on right side of neck were palpable* Dulness
on percussion over night with fine crepitations which were
present over 2 months after haemoptysis. Breath sounds were
feeble at right base suggestive of a possible old pleurisy-
increased vocal fremitus and vocal resonance present over
right apex. Tenderness over 8th dorsal spine.

Received Sanatorium treatment for eight months and in
January, 1921, gave birth to a child after which she was care-
fully watched for some months and again received further
Sanatorium treatment*

19249 She was well although thin and rather breathless on
much exertion.



20

Mrs. M* W. aet 42, a housewife, complained in May, 1920, of
pain in the right chest, general weakness, loss of flesh,
shortness of breath and night sweating.

Previous Health: She had Bronchitis in Infancy, measles,
whooping cough and scarlet fever. She had Pleurisy of right
side in February, 19109.

Family History: There was no history of Tuberculosis.

Physical Signs: The complexion was fine with distinct malar
flush. There was diminished movement of the right chest9 and
dulness to percussion anteriorly and posteriorly on right
chest, and feeble breath sounds at right base* Vocal resonance
was increased Jjust above the dull area.

Was treated in Glenafton Sanatorium for nearly one year
with marked benefit-

She has remained perfectly well since and on 12*1.25 was
quite well and able for her housework as well as looking after
a small shop.



R.O. aet 26, analytical chemist, complained in July, 1°2C,
of having coughed up some blood.

Previous Health! measles and scarlet fever at 10 years of ace.
Influenza, 1918.

Family History: No history of Tuberculosis.

Present Condition: He had never felt his usual since he had
Influenza in 1918 and began to feel tired and run down in

May, 1920* and at this time felt a pain in the back, but there
was no history of Pleurisy. Cough was present in the morning'

but the sputum was scanty. It however was examined in July, 1920,

and found to contain Tubercle Bacilli, which continued to be
present till February, 1921. Night sweating was not present.

Physical Signs; He was well built and showed no marked sign
or Tuberculosis on Inspection. The right apex however was
found to be dull on percussion and Vocal Fremitus markedly

Increased behind. Fine crepitations were found at the right
apex.

Temperature S7.2°C. Von Pirquet positive 24.8.20 and on
12.12.20a

This patient gained one stone in 7 months treatment in a
Sanatorium.

He was well and working in England in December, 1924.

January, 1925, was 1ill and in bed with temperature, cough
and spit and loss of weight.
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S.McL. aet 26> Factory Superintendent, complained of feeling
tired and run down in May, 1920.

Previous Health: She had measles in infancy, pleurisy (left)
at age of 10 years.

Family History: No history of Tuberculosis.

Present Condition? Felt quite well till May, 1920, when she
felt she could not do her work without feeling very tired. She
had occasional attacks of vomiting and later developed a cough
but had no spit. She had some pain in the left side, was short
of breath and was losing flesh. She had occasional night sweats.

Physical Signs? She was tall and thin and anaemic; the arms and

back had a downy appearance. The chest was markedly long and
narrow with the left breast at a lower level than right, ‘the
left chest showed diminished movement. Dulnese to percussion

was elicited over left chest and some fine crepitations were
heard at the left apex where vocal fremitus and vocal resonance
were increased. At the left base dulness to percussion was
found and the breath sounds at this area were feeble.

Even after rest in bed till she was admitted to a Sanatorium
2~ months later she continued to run a temperature (rectal)
of 57 Ce+ During this period she gained lstone 5 lbs. in weight.
She is now (7.1.25) a nurse in a Sanatorium and weighs 8 stone
0F 1lbs. and still experiences periodic rises in temperature with
some loss in weight. On examination, 7.1.25, no activity could
be discovered in the lungs*
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J*S. aet 19 complained in June, 1922, of sickness and loss
of appetitex*

Previous Health! She had measles and whooping cough in
infancy.

Family History: Her sister died of Phthisic, April, 1922%

Present Condition! She felt quite well till June, 1922, when
she began to feel sick and had no appetite* She had been
sleeping in the room where her sister had died of Phthisis two
months previously*

This patient was warned of her condition but persisted in
remaining at work till August, 1922, when she developed a cough
and spit* She still refused to rest in bed and in September,
1922, she had pleurisy on the right side which forced her to
rest for a fortnight* In spite of repeated warnings she
resumed work and six weeks later she was confined to bed with
pain in the chest, and cough and spit* Tubercle Bacilli were
present in large numbers.

Phy6jlcal Signs: She presented a typical picture of Phthisis*
Her chest revealed dulness at both apices on percussion and
rales were present over the whole of the chest* Even in this
condition her mother and she thought that a walk in the fresh
air would do her good and consequently this was carried out.
The patient died a month later* (June, 1923)%*
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S«K*S* aet 30, complained of cough, spit and pain in left
side of five monthsl duration.

Previous Health; She had measles, scarlet fever and whooping
cough in infancy.

Family History! Three sisters died of Phthisis, one had tuber-
cular laryngitis, andther sister is at present (1924) suffering
from tuberculosis with frequent haemoptysfes. (Since dead). A
younger sister is also suffering from right apical tuberculosis
and 1s at present in a Sanatorium.

Present Condition: She was quite well till she went to Ireland
in August, 1920, to live with a cousin who had a bad cough and
spit* She developed a pain in the left side with cough and

spit in April, 1921. She had little or no appetite and had been
night sweating for one month. She had lost considerable amount
of weight and suffered from shortness of breath. There was no
history of haemoptysis. Tubercle Bacilli were present in
September, 1921.

Physical Signs: The patient showed obvious signs of Phthisis.

Malar flushing was marked. Dulness over the whole left side
was elicited with many crepitations. Her temperature ranged
from 38.5° to 39°C e in the morning. She improved considerable

from Sanatorium treatment and gained almost 1 stone in weight
in 7 months, her temperature regaining normal after a month
in the Sanatorium. She did well at home under ebservation
till June, 1923, when she became pregnant and steadily went
downhill dying a few months later after giving birth to a
premature child.
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Domiciliary Care.

The domiciliary care of the Tuberculous patient in tge
industrial district 1e in the writer's exveriemnce highly
unsatisfactory both to patient and to practitioner, but certain
difficulties make this form of treatment a necessafy vart of
the General Pract;tioner'é work.

Many cases refuse absolutely to go into a Sanatorium and
8o have to be.treated at home. Agaln there are those who
return from treatment in a Sanatorium but who have to continue
treatment at home. In those cases of Surgical Tuberculosis, on
account of lack of accommodation in hospital or sanatorium,
treatment must be carried out at home. A certain number of
cases unfortunately all too common, who are past the ald of
the Institution require domiciliary care.

Great difficulty 1s experienced by the writer in convincing
the patient that rest in bed and not long walks, forms an
essent 1al part of the treatment. The prevalent idea that such
exercise 1n the open ailr must be carried out, has been responsibvle
for many disasters to the early and curable case &f Pulmonary
Tuberculosis. It must be admitted however that in the working
man's house with its limited accommodation, this rest is not
easlly obtained. The absence of the da}ly supervision and
the necessary discipline which prevail in a sanatorium are much
Tfelt in the domiciliary care.

'The rractitioner must rely on the services of the district

nurse/
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mtiree who may hawe had no training in the care of the Tuberculous

patient, which is so important, but who may be of great service
in educating the patient in the regular recording of temperature
and to see to the fulfilment of the practitioner's orders for |
sufficlient fresh air, rest and 1t may be graduated exercilse,

the dieinfestion and destruction of sputum, etec. So far as

the nourishment of the patient is concerned, the county authorities
provide extra aliment for as long as the case may require and
thls proves to be of inestimable benefit in many cases so long
a8 the privilege 1s not abuéed. The guestion of abundant fresh
air 1s so obvious that no comment would seem to be necessary,
yet many fail to appreciate 1ts benefit on account of the idea
still prevailing that a chill méy resulf, and 8o the windowe are
kept tightly sealed. In many houses in the writer's district
the windows are so constructed that they cammnot be opened and
difficulty is even experienced in obtaining permission to have
this remedied.

Sometimes a patlient considers that because he has had a certain
number of moﬁths' treatment in a sanatorium, that he 1is cured and
therefore requires no further care when he returns home, and so
he resumes his former mode of living oblivious to the fact that
he may be again ruhning grave risks to his 1ife. For example
it is not uncommon to find that a patient returns home after
five months' sanatorium treatment and although this may be
sufficient to cure him, he goes back perhaps to heavy‘manual
labour, remains out late at night and generally disregards the

rules/
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rules that prevailed in the sanatorium with the result that his
health may soon be much impaired.

It behoves the general practitioner to watch these cases
carefully and by routine monthly examinations he is able to keep
his patient in the right direction. In the writer's opinion
domiciliary care in this type 1s most essential as it is the
case Who 1s likely to benefit most from the treatment.

In the domiciliary care of the advanced case the practitioner's
difficulty 1s increased as he may be dealing with a highly
infectious case, who 1s perhaps residing in a one apartment house
and where perhaps his children are allowed to sleep in the same
bed. It 1s obvious that the disease gets every chance of
spreading so long as these conditions are allowed to persist.

It is the writer's experlence that sufficient disinfection
of an infected house after an advanced case has died, is not
efficliently carried out and that families who are suffering from
this disease in an advanced form should not be allowed to flit
about from one house to anofher without the proper authority
being informed as 1t is certain many cases of Tuberculosis have
followed from the inhabiting of these vacated houses.by people
who, ignorant of the health of the former occupants have not taken
the necessary precautions of dlesinfecting the house.

It 1s not difficult to see why Tuberculosis is so easlly

spread and why it 1is not easily exterminated.
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Conclusions.

Under the present conditions of medical service where a
system of routlne examination doee not prevail, it is not easy
to obtalin cases of Pulmonary Tuberculosis at a stage where cure
can be expected.

Cases of Pulmonary Tuberculosis who have been diagnosed and
treated often lose much on‘account of the lack of a proper system
of after care. This might be remedied to a certain eitent by
a service whereby Tuberculosis would be the work and care of
the Tuberculoels expert.

There ie 1little hope of the question of Tuberculosis being
solved in the industrial district until the housing conditions
are much improved.

Many patients on account of unemployment and consequently
lack of means hesitate to consult their doctor and so wvaluable
time may be lost. A medical service such as a Wational Health
Insurance Scheme to include women and dependents would do much
to remove this condition and would enable records of all cases
to be kept.

That Xrays should form an essential part of the equipment
of the Tuberculosis service attached to the Public Health
Department, and that the Tuberculosis officer should be trained
in both Radlology and in Clinicel Tuberculosis. As 1s often
the case, the Tuberculosis officer is Assistant Medical Officer
of Health, who has not the time to devote to Tuberculosie if
he is to perform his Public Health dutles as well.

That /
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That a more intimate relationship between School Medical
officer and General Practitioner should be established so that
doubtful cases in school chlldren could be reported.

That on a tuberculous patient vacating one house for
another, the sanitary authority should be notified before a
new tenant is allowed to inhabit the house.

That ample sanatorium accommodation should be provided
80 that each notified person could have the benefit of treatment
which 1s as valuable from the educative point of view as from
the curative.

That in General Practice, Pleurisy should always be

considered a symptom of Pulmonary Tuberculosis.
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