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PHTHISIS SIMULATED BY PNEUMONIA OP THE

UPPER [,OBES; DIAGNOSIS DISCUSSED.

By Assistant gurgeon J- Kelly, M.D., \st Punjab Infantry.

Pneumonia is a frequent complication of the remittent (or
so-called remittent) fever that has been 3o prevalent since the
cold season of 1869-70 at Kohat, Bunnoo, and various other parts
of the pypjap, It 'would be irrelevant here to discuss the
nature of the fever, or the grounds upon which the generally
received opinion as to the gsecondary nature of the pneumonia
rests; but it is right to state that the pulmonary affection is
occasionally considered to be the primgry disease, and is gpoken
of as epidemic pneumonia ©f = peculiar nature.

The object of this paper is to call attention to the difficulty
of distinguishing in some cases pneumonia occurring in the
upper lobes from tubercular phthisis, and to state the means
employed in the diagnosis; but less with a view to jypart than
to elicit information from others.

Of 25 cases of gecondary pneumonia that were recorded in the
Ist punjab Infantry in the cold season of 1870-71, the disease
was limited to the ypper lobes in g; these 6 cases presented many
of the local and general characteristics of phthisis, but only one
became phthisical.

In cases which have been under observation from an early
period, or even in those which come under notice ]gter, but with
the fever and other symptoms still high, a careful consideration
of the circumstances will remove all doubt; but the cnses which
present the greatest difficulty are those in Which (in addition to
dulness or amphoric resenance on percussion, increased vocal
resoilance, blowing, moist, creaking, or other abnormal sounds
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limited to the ypper lobe of either lung) there are present great
wasting and loss of gtrength, = fever followed by gyeating at
night, and cough. An inquiry into the previous history may
show that pain, rusty sputa, and other symptoms °f pneumonia
were ghbsent; and in some cases another cause of perplexity
rarises by the pylmonary lesion continuing to extend after the
fever has subsided or disappeared_ In such gggeq, as there is no
single sign or gymptom sufficient to guide us to a correct
diagnosis, we are obliged to examine the previous history, the
present state, and the progress of the cagse, and form our conclu-
sions from a consideration of them.

Previous Histoey.?If the patient bad been preyioysly ingood
health, or, if in bad health, had been free from cough, and owed
his bad health to some disease other than phthisis or allied
affections, and if he was guddenly attacked by high fever, attepded
by vomiting, headache, delirium or great restlessness, lumbar and
other so-called rheumatic pains, and an infected tongue ; and if
*the general and local symptoms ©f = disease, which pight be
veither phthisis o= pneumonia, supervened upon this feyer, or
accompanied it from the beginning, we may pretty confidently
assume that pneumonia is the disease present; for the only form
of phthisis that could simulate such a disease is acute phthisis,
or rather that variety of it which is limited to the apex of the
dung?a variety which is not accompanied by feverish gymproms
that could pogsibly be confounded with remittent fever. Besides,
it is not probable that acute phthisis, had it set in with
feverish and other gymptoms se severe as to render its discrimi-
remittent fever and pneumonia a matter of
would halt; it would, o= the contrary, proceed
and would not exhibit the pause ©Or

nation from

difficulty,
to a fatal termination,
abatement assumed to liave occurred in the case under consider-
ation. Therefore, the more extensive the pulmonary lesion
under the circumstances supposed, and the more severe the
feverish gymptoms have been, the less likely is it that the
pulmonary lesion is due to phthisis. It is .also probable that
there would be something else in the character of the symptoms
or their gequence inconsistent with the history of acute phthisis.

We may therefore conclude that the previous history, when
it can be zgcertained, is a reliable guide to the diagnosis; but as

it cannot be 3lways ascertained, we must have recourse to the
other means mentioned.

Present state.?A consideration of the present state will
include that of the general and local gigng and gymptoms. The
chief general symptoms == prostration, wasting, daily attacks of

fever, and sweating.
Prostration can be accounted for by the previous illness.

Sometimes it appears tO increase after the acute gymptoms have
abated, because being then more felt by the patient, it is more
complained of-
features resume their natural expression.

is even Slight amendment, or at least no real aggravation, we
entertain a favorable view of the case.

Emaciation becomes more apparent when the
In both ages, if there

maI}; is not unusual for a remittent to be converted into an
Sweating also occurs,
sometimes, as = part ©f this fever, and sometimes when no fever
is present. Now, I believe it is not possible *© distinguish this
fever and sweating from those of hectic fever; but if they are
attended by amendment, even though slight, or at least hy no
real aggravation, we may takea favorable view of the case.

intermittent fever during convalescence.

The chief local gigns and gymptoms t° be taken into con-
sideration zre, the extent and seat of the pulmonary lesion, the
presence of tubular or amphoric resonance on percussion, and
ithe character of the expectoration.

The extent of the pylmonary lesion, if at all considerable,
would tend to show that the disease was pneumonia, for it is not
iprobable that so great = deposition .of tubercles could take place
in so short a time, or that having taken place the disease
-would gyddenly halt in its course.

The usual seat of tubercles is in front, inthe infra-clavicular
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space, and at firgt, at least, they have no tendency 0 occupy the
whole ]Jobe; on the other hand, the pneumonia that occurs as a
complication of the remittent fever has a tendency £© occupy the
whole lobe, and is almost never, except when of tubercular
Secondary
pneumonia therefore extends, when occurring at the left gide,
below the nipple in front, and when occurring at the right side,
to the third interspace in front; behind, it extends a few inches
It is true that it is sometimes limited to the

origin, confined to the anterior half of the gpex.

below the gpex.

‘anterior halves of the ypper lobes, but then it is not confined to

the gpex, Put extends to the lowest limit of the Jopeg; in some
cases, again, it occupies only = small part of the front of the
lung, but then it occupies the posterior surface as yell, and a
larger portion ©f it, which is not the case in phthisis. The
form most 1ike1y to be mistaken for phthisis is that in which
the disease is limited to the anterior half of the apex, this being
usually of tubercular origin or preceded by tubercles
probable that some other circumstances would be present to

but it is

indicate its nature.

Tubular or amphoric resomance on percussion, if due to a
cavity, would be accompanied by purulent and nummular gpyt,
and also by gurgling, cavernous breathing( and pectoriloquy;
if found over an extensive ares, it would indicate an enormous
cavity, and the other gymptoms would be proportionally severe,
and moreover there would be some local depression over the
cavity, some displacement of the heart, and disease of the other
lung. ©On the other hand, amphoric resonance on percussion in
pneumonia usually indicates a mild* disease ; the other symptoms
would consequently be pild, and those mentioned as being

present in the case of a cayity, would be ghgent, and theamphoric
resonance would disappear after a short time. The 1arger the
space over which it was found, the greater would be the proba-
bility of its being due to pneumonia. For remarks on expec-
toration, see above.

Progress of the Case.?This guybject may Pe considered under
the heads of aggravation and amendment .

With aggravation ©f the pulmonary and feverish gymptoms
together we are not now concerned, but only with aggravation of
the former after the subsidence or disappearance of the fever?
an occurrence gccasionally observed, and giving rise to much
perplexity. Such in tubercular
phthisis, .because the pylmonary lesion, being the exciting cause
of the feverish and other symptoms, could not become sggra-
corresponding aggravation of" the general
symptoms ; but it is different in the case of secondary pneumonia.
We may therefore pretty confidently pronounce the pulmonary
lesion, under the circumstances above stated, to be due to
secondary pneumonia and not to phthisig.

Amendment of the pulmonary lesion would tend to show
that it was due to pneumonia'

A long period (some weeks)
ceptible change taking place in the pylmonary lesion, must have
its significance read by a consideration of the other circum-

an event could not occur

vated without a

elapsing without much per.

stances of the case.

In conclusion, = short summary may BOt be out of place:?

1s?.?Pneumonia, occurring = a complication ©of remittent
fever when seated in the upper lobes, presents many of the
local and general signs and symptoms ©f phthisis.

2nd. ?The giagnosis would present little difficulty if tho
case were seen from the beginning, °r if the previous history
could be ascertained.

3rd.?The diagnosis could also be made by observing the
progress Of the case if there were no pecegsity for promptitude ;
but for purposes of treatment and others an early recognition
of its nature is always demanded.

Mix.?From the present state the diagnosis must, i many
* It would occupy tO° MUcCh gpace to bring forward the cases and gygy-
ments upon Which the gignificance of amphoric resonance, 8bOVO gtated,
is founded.
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cases bo made. The local sj_gns and gymptoms must mainly
be relied ,on if we are limited to a gingle examination, and
consequently under such circumstances the diagnosis is beset

"with difficulties.



