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4 . Avere asthma continues uninterruptedly for days or- Ø›Ø“Ù�Ø'

_g ´'3 weeks and may end fatal exhaustion can always< that the j be arrested by the method
of adrenaline

advantage } injection whichI first usedabout years ago The*

unhappy
|

needlekept in position with a full syringe and after
r a proper f an initial

known to cause
continuous {

no unpleasant
more minims are

dreamless -1 injected every seconds according to the
lly happy â��! patient’s reaction rate being varied until it istimes _7 found how frequently injection can be made
only wakes } without tachycardia other symptom arising Theda â��} injections are continued if

necessary for even half
an hour or more relief always follows and generally

.4
manifests itself by the patient falling into a deep

sleep which may be he has had for several

Abitual days efficientlyAbitual use Anaphylaxis can also be most
efficiently treatedfor use in = by this method of injecting adrenaline which is faritions In â��1 more effective than occasional injections of largerof asthma =! doses If adrenalineis always at hand when agiven such â��J

patient is given serum or other treatment whicher attack
3 cause anaphylactic reaction the latter should

paroxysm |
rever prove fatal

.

paroxysm paroxysm ;

xysm the
PULMONARY ASBESTOSIShe sympa #
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overcome :
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REVIEW OF

ONE HUNDRED CASES

ˆ paralyse â��1 BY W. BURTON WOOD M.D. Camb M.R.C.P. Londulates the D.P.H.inhala
|

ramonium y
CONSULTING PHYSICIAN FOR TUBERCULOSIS TO THE ESSEX COUNTYPHYSICIAN TO PATIENTS

HOSPITAL VICTORIA PARK AND

S. ROODHOUSE GLOYNE M.D. Leeds D.P.H.
PATHOLOGIST TO THE HOSPITAL

DURING the last few years we have from time to
result of our observations of the

inhalation of asbestos dust as seen in
: patients attending a chest hospital or revealed at

studies commenced in the year 1928and a preliminary paper dealing principally with
radiographic appearances was published by one of
us in the following year In 1930 we reported our

findings in a series of 37 asbestos workers who had
been examined at Victoria Park As we now have

opportunity of studying 100 cases the time
seems opportune for a brief survey of the whole
group

* effects of the

ANALYSIS OF CASES

Our cases may be divided into four chief groups
PULMONARY ASBESTOSIS

three cases 19 males 34 females 12 deaths
4 males 8 females including 2 with carcinoma of the
lung and 1 with a few deposits of growth in the pleurathe cases still alive and observation diagnosisrests upon a typical appearances of the radiogram( symptoms and physical signs of fibrosis and c presenceof asbestosis bodies in the sputum These three diagnosticpoints are arranged in order of merit Twenty cases18 males 15 females were positive on all three countsall females had positive radiograms and clinical symptoms and signs but no sputum was available if
Available no asbestosis bodies were found 9 5 males

bodies females gave positive clinical signs and asbestosisbodies were present in the sputum but radiograms were
ther not available or failed to show definite evidence ofisease : 1 male had a positive radiogram and asbestosisodies in the sputum but no clinical signs or symptoms

PULMONARY ASBESTOSIS WITH ACTIVE TUBERCULOSIS

Twenty cases 4 males 17 females of these 11
males 8 females were fatal One had a

tuberculousprema one a
propneumothorax and lardaceous disease

the others pulmonary tuberculosis Ten cases male9 females are still alive All have tubercle bacilli andasbestosis bodies in the sputum
PULMONARY ASBESTOSIS WITH OBSOLESCENT

TUBERCULOSIS .

Nine cases 4 males 5 females This group emphasisesthe fact that obsolescent tuberculosis is not necessarilyreactivated by asbestosis Three cases have been fatal1 male 2 females of those still under observation2 females have radiograms exhibiting typical asbestosisand healed apical tuberculosis with asbestosis bodies inthe sputumn and 4 cases 3 males 1 female have asbes-tosis bodies present in the sputum and radiograms showing
as to asbestosis

. IV.DOUBTFUL CASES

Seventeen cases 6 males 11 females under observa-tion All but one have suggestive symptoms and signsbut the radiograms are indeterminate and with two
exceptions the sputum where available contains noasbestosis bodies Of these exceptions one has indefinite
symptoms signs of emphysema and a negative radio-
gram but asbestosis bodies are present the other hasno physical signs or symptoms and a negative radiogrambut has asbestosis bodies in the sputum ;

THE CLINICAL PICTURE

The picture of pulmonary asbestosis is that of a
-

pneumonoconiosis occurring in a factory in whichfew precautions had been taken to protect the workers
from a danger the gravity of which was not realisedHappily these conditions are now a thing of the
past and elaborate precautions have been taken to
protect the workers There is thus good reason to
believe that the disease is now under control thoughit seems probable that workers exposed to the dust
under the old conditions will continue to presentthemselves for examination for some time to comeThere is no need to amplify the descriptions of
pulmonary asbestosis already given elsewhere Thesymptoms.are indeed those common to all forms of
pulmonary fibrosis uncomplicated by bronchial dila-
tation or pulmonary excavation coughwith little expectoration discomfort or dull pain inthe chest occasionally perhaps a streak of blood inthe phlegm and dyspnoea It is this last symptomof which the patient complains The distress occa-sioned by constant breathlessness is so great thatthe disease might almost be described as mono-
symptomatic It is the patient’s first and last com-plaint In the earlier stages dyspnoea is only apparentduring exertion- found I could not hurry towork in the morning- the later stages the actof undressing or even the effort required for speechmay cause the patient to pant for breath Whenasbestosis is complicated by tuberculosis broncho-
pneumonia or other thoracic disease the symptomsof these will be added but the dyspnoea of pneumo-noconiosis can still as a rule be recognised Malnutrition is very evident in the terminal monthswhen the patient may pass into a condition of extremecacheria

DIAGNOSIS

When a new disease is under consideration thesalient features are first observed and
depends on the recognition of gross symptomsThus phthisis was formerly only diagnosed when
symptoms and signs of advanced disease were evidentWe now diagnose incipient phthisis with confidenceat a stage when the patient is healthy in appearancewell nourished and little troubled by symptomsIn the diagnosis of asbestosis we have still to dependupon the

symptoms and signs of more or less gross
disease We have no means adequate to discover
during life the existence of the finer degrees of

diagnosis
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1334 THE LANCET DRS W. B. WOOD AND S. R. GLOYNE PULMONARY ASBESTOSIS DEC 22 1934
pulmonaryfibrosis which must precede graver develop-ments and it is not surprising that the pathologistsometimes discovers mortem evidence of fibrosisnot recognised during life
In diagnosis at the

on a history of exposure to asbestos dust as ourstarting point The symptoms described by thepatient may supply a clue for the malingerer doesnot as a rule emphasise dyspnoea as his chief dis-ability In the physical examination the patient’sappearance should receive special attention Inadvanced cases the
character of thecomplexion and a slight violet tinge in cheeks or

lips

The physical signs supplysuggestive but never conclusive evidence They arethose of a basal fibrosis and the fine nature of thescarring
is

indicated by fine dry crackles

of emphysematous lungs More superficial cracklesproduced by the movements of a damaged pleuraare often mingled with the fibrotic rˆ¢les
.. The radiographic picture is that of a fibrosis offine type affecting the lower thirds of the lungfields ; the scarring is as it were etched in Attentionmay be drawn to a difficulty constantly encounteredwhen a delineation of the basal portions of the lungsis required The diaphragmatic shadow censors thebases of the lungs and in a radiogram taken withthe ordinary posterior technique as much astwo inches of the lung may be blotted out Theextent of this silent area can be demonstrated inthe normal lung by a lipiodol injection the result ofwhich will surprise those accustomed to regard the
diaphragmatic area as the lung base Againa lateral view of the lung if the interlobar septum isthickened or if the middle lobe is opaque as theresult of for example an epituberculous exudateshows that the lower margin of the middle ofthe lower portion of the right upper corre-sponds approximately with the shadow of the cupolaof the diaphragm At a recent meeting of theRˆ¶ntgenSociety Dr. L. A. Rowden pointed out thata more extended view of the lung bases can beobtained by the simple expedient of placing thepatient in the dorsal position and centring the tube
over the brow We have tried this method andverified its efficacy
The exact diagnostic significance of asbestosisbodies in the sputum is doubtful As pointed out

by one of us S. R. G. the formation of an asbestosis
body is evidence of tissue change We cannot
assume however that the expectoration of a few
asbestosis bodies implies that pulmonary fibrosis has
already occurred If we could make this assumptionthe problems of diagnosis and claims for compensa-tion would be simple Nevertheless the microscopewill sometimes reveal

commencing fibrosis in lungsections where mortem radiograms failed toreveal evidence of disease
present available do not enable us to determineincipient disease The asbestosis body is simplyevidence of exposure to asbestos dust and of tissuereaction thereto

This
tissue

The clinical methods at

PROGNOSIS

As the disease has only been recently recognisedas a clinical entity our present ideas on prognosismay require modification In a previous article westated that the cessation of exposureto asbestos

present time we have to rely

nnadust did not avail to check the spread of diseaseThis is certainly often true but we have now seenpatients whose condition appears to have remainedstationary since stopping work in the factory Thateven serious damage to the lungs is not incompatiblewith many years of tolerably comfortable existenceis proved by such an example as that of patient
still

dutiesat a factory when nearly 40 years exposure to thedust had caused a fibrosis involving all except the
We recently examineda female patient at the request of Dr. C. McShanewho after a period of two and a half years employ

service did not entitle her to
compensation describedherself as fairly comfortable and she was still ableto perform her household duties It is none the lessobvious that any patient who betrays symptoms offibrosis or in whom any evidence of fibrosis is dis-covered whether by physical or radiological examination should at once cease working in any dustyoccupation A quiet life preferably in the countryand avoidance of the risk not only of dust inhalationbut of catarrhal infection provides the best safe-guards against an aggravation of incipient diseasaSeptic bronchitis pneumonia and pul-monary tuberculosis are the commonest terminalcomplications of the disease

COMMENTS

Occupation elaborate analysis of occupationalfactors

the following departments : spinning 24 weaving 5mattress making 9 carding and opening 11 andmiscellaneous or unstated 18. Twenty of thembegan their employment before the age of 18 whichis now no longer permitted under Home Office reguls-tions The shortest exposure was six months twocases and the longest 15 years
.

The 33 men came under
thirds of them were

factory
of jobs

aged 18 whose spare time during two and a half yearsemployment had been spent in mixing powderedasbestos in an open yard a middle boiler riveterwho had served his
apprenticeship as a youth in a

shop where asbestos was used for lagging pipes anda man who had been employed handling asbestosmattresses in the open air at an aerodrome Amongthe men the shortest exposure was 11 months dis-integrating department and the longest about40 years clerical and administrative work Four ofthe
group began their employment under the ageof 18

Pathology addition to the autopsies mentionedabove 10 mortem examinations have been madeby one of us S. R. ) of cases we had not seenduring life 3 males 7 females but these are notincluded in our 100 cases
Macroscopically thefibrosis is best seen in the lower lobes and adherentpleura is very common but silicotic nodules havenot been encountered Histologically the diseasebegins in the respiratory bronchioles and alveosarducts and is characterised by a cellular reaction of
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mononuclear phagocytes and asbestosis giant cells
.380

â��|
followed by the formation of a reticular fibrosis.´„

seen Tuberculosis and Asbestosis a previous article *

=â�� aling with tuberculosis and asbestosis we recorded
- cases of active tuberculosis in 57 cases of pulence ~, Lonary asbestosis 17.5 per cent The figures haveence â��1 now reached 21 cases of active tuberculosis out ofsient 100 21 per cent It must be borne in mind how
the ever that these figures do not indicate the per
the centage of cases of asbestosis with tuberculosis in
ized the industry We have been dealing with a groupized {

mostly from one factory who were sufficiently ill105 to seek advice at hospital In discussing this ques-

enty i
tion at length Merewether´‡Merewether´‡

considers after a review

ures |
of the whole industry that the data are too frag-

of mentary to be dogmatic at the moment but that

dies â��{ whatever the added risk of tuberculosis may be
But .

in asbestosis it is less than that associated with
of 1 alicosis We hope to publish our material on this
bed ci subject at a later date

able Complications from pneumonia and pul-less =; monary sepsis and complications arising from tuber-
of calosis there have been none definitely attributable
dis to the asbestosis with the exception of two instances

nina j of spontaneous pneumothorax diagnosed by X ray
usty and apparently unassociated with tuberculosis which
ztry, may have been due to the rupture of emphysematousation bullˆƒ

Safe
< We are indebted to our colleagues at Victoria Park

3} for permission to quote certain cases seen by them
For a full account of pulmonary asbestosis in all

=, is bearings the reader is referred to Dr. Merewether’s
exhaustive paper.´‡
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bor MANY patients suffering from colon dysfunctioncars

ipart from proved examples of carcinoma divertic
tered litis and ulcerative are admitted to surgicalveter well medical wards for investigation investigation Of thisin

a Toup the majority are discharged with intact
and bdomens and uneasy minds others undergo fruitless
sto aparotomy under general nˆƒsthesia; a

minoritynong Cowever operated under spinal anesthesia
bout isplay a fascinating important living pathology
of Neoplastic ulcerative and fully developed divertic-
acn Nous diseases of the colon have no place in this

per which concerns a group of cases suffering
onal Tom abdominal pain mainly left hided but with
Madr Sportant references to other areas and sometimes
à‰ƒà…�sociated with blood and mucus the stoolsmet itative diarrhoea and constipation occur in equal11-

pportions Dyspepsia is often an important andnat

Eleading symptom Concentrating mainly on those
diverticular conditions until recently mainly of

Haye
- Based on a short paper read before the Association of

. cons of Great Britain and Ireland at Birmingham on-5
3rd 1934

+

radiological interest an attempt will be made to
establish spasm as an important ˆƒtiological factor
the formation of diverticula in the colon The

disquieting thought that surgery apart from dealingwith complications such as obstruction perforationabscess formation and fistulous communicationsonly oners a dangerous operation for the cure of
colon diverticulitis makes investigation of the earlier
prediverticular state of tremendous importanceAdvances the knowledge of the etiology map
enable effective medical treatment to be

administrationIf spasm be an important factor the administration
of belladonna in suspect prediverticular states

will

value as a prophylactic measure

SPASTIC COLON

Spastic color

Stacey Wilson

Tonic Hardening

contracted colon

have grouped into classes

a The commonest sufferer is described by

Hardy *
as being the emotionally unstable type of

individual whose colon is unstable also Often the
patient is a nervous female thin and unhappyperennially dyspeptic ailing and constipated throughwhose thin abdomen the racing aorta and a hard
tender colon can be parpated with ease Radiologicaland biochemical examination discover an active
tonic stomach with

pylorospasm pylorospasm
and hyperchlorhydria

is a recognised entity
first drew attention to it in his book

Hardening of the Colon 1 a tender hard
may be palpated in patients I
three classes

I have no evidence nor do I think that these patients
proceed to diverticular formation
frequently met with in the surgical
it is no place for them and they repay surgery with
groans and a constantly increasing increasing list of symptomsMore than one has undergone pyloroplasty many
appendicectomy without least relief of their
dyspepsia

It is important to remember

They
are

patient room

remember this class of patientwhen investigating cases of pylorospasm Cannon
and Murphy have produced pylorospasm by
traumatising intestines and have declared its
occurrence in these circumstances

visceral reflex

treatment combined

medicine containing belladonna

hyoscyamus the perchloride of
iron

often leads to great
improvement

b Occasionally spastic colon occurs in the youngathletic man who suffers from constipation pain
may be a prominent feature and may lead to
operation for supposed acute abdominal conditionsNo abnormality is seen other than generalised
enterospasm

c Far different is the last group represented bythe rather fat aged man muscular athleticin his younger sane and sanguine
in

outlookbut worried by an alteration in his bowel habit and
because his ample meals formerly enjoyed with
relish cause indigestion and discomfort; requentlydefecations unsatisfactory and irregular requently Smail
internal hˆƒmorrhoidsoften develop and the descendingcolon is tender and hard Rectal examination is
more painful than usual but once the

spinncterhas been passed the rectum itself is normal We
will consider later that the important pathological

Clinically suitable general
administration of

. the tincture of
iron and of

mercury

change
in

these cases lies in the muscle layer and Not
in the mucous membrane mucus and blood aTO
therefore not always present The meal

cos

all cases so far investigated shows hyperchlorhydria Outline in the radiological picture of thebarium enema as in the clinical picture is indecisive
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