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(2) Pathological.-The commonest central lesion in the high cervical cord is
syrngomyelia and this disease frequently produces a picture exactly like the present
case. The late onset and steady progress are both unlike syringomyelia of the common
variety but do not completely exclude it. Intra-medullary neoplasms originating
in or around the central canal frequently produce a very similar picture and may
be associated with a secondary syringal dilatation of the central canal above the
lesion. This diagnosis would agree well with the late onset and progressive
course and is *quite consistent with the absence of root pains. The spinal
fluid has twice been examined and on neither occasion showed any abnormality
and manometry was normal. These findings are consistent with the presence of an
intra-medullary neoplasm. Pressure upon the cord 'by an extra-medullary
neoplasm is a possible but unlikely cause, because of the absence of root pain or
changes in the cerebro-spinal fluid and the plentiful evidence of involvement of
the central region of the cord. It must be remembered, however, that extra-
medullary tumours may produce very deceptive signs and, especially when high
in the cervical region, may produce no changes in the spinal fluid until very
late. Since they are so readily amenable to surgical treatment, the possibility of
an extra-medullary tumour should always be considered, and repeated re-investi-
gation of the spinal fluid carried out so that loculation may be detected at the
earliest possible date. Syphilis can be excluded in this case both clinically and
serologically. Disseminated sclerosis is a possible but unlikely cause of this
patient's trouble. The progressive and solitary lesion is unlike that of disseminated
sclerosis though the disease may run an atypical course in the rare cases when it
attacks individuals past middle age.

On consideration of these facts an intra-medullary tumour is the most probable
pathological diagnosis.

A CASE FOR DIAGNOSIS.
Case presented by W. BURTON WOOD, M.D.

ERNEST L., aged 8, submitted to candidates for diagnosis as a case of pul-
monary disease.

Recent History.-The patient was recently admitted to the Victoria Park
Chest Hospital suffering from cough and malaise, said to be the sequel of an
attack of Whooping Cough in the summer of I932.

Family History.-The patient's mother died of pulmonary tuberculosis a few
months ago.

Physical Condition.-The patient is a fair-haired, clear-complexioned, blue-
eyed child.

The external appearances in a case of this kind are important, for though
they should not be allowed to pre-judge the issue, they are often very helpful.
The majority of children suffering from chronic pulmonary disease fall into one
of two groups: -(a) the chronic catarrhal group; (b) the tuberculous group. The
former comprises by far the greater number of children suffering from cough.
Chronic pulmonary catarrh is liable to lead to Broncho-Pneumonia, of which
pulmonary fibrosis and bronchiectasis may be the sequels. The child with a
"damaged lung" usually has a muddy complexion, and the eyes and hair lack
lustre. The appearance thus differs from that of the tuberculous child whose
complexion is usually fair and whose eyes are bright.
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Physical Signs.-On examining the chest, percussion reveals diminished
resonance extending from the apex to the level of the fourth rib anteriorly.
Posteriorly the lung is resonant below the level of the spine of the scapula. On
auscultation, the breath sounds are very weak over the dull area, and have a
faintly bronchial character. There is, however, a notable absence of adventitious
sounds.

The physical signs thus indicate a lesion of the right upper lobe.

Differential Diagnosis.-What forms of chronic pulmonary disease can give
rise to the physical signs noted?

(i) A localised pleural effusion. Tuberculous pleural effusions are not un-
common in childhood, but an effusion confined to the upper half of the pleural
space is extremely rare.

(2) Pulmonary consolidation, the result of an unresolved pneumonia.
Fibrosis of an upper lobe due to this cause does occur, though this location is
relatively rare. The lower lobe of the left lung is the most common site of post-
pneumonic damage, the right lower lobe being less commonlv affected. Apart
from the site of the disease, the absence of fibrotic crepitations, of flattening of
the chest wall over the affected area, and also the absence of clubbing of the
fingers make this explanation unlikely in the present instance.

(3) Atelectasis. The common causes of atelectasis in childhood are (a) bron-
chial obstruction due to a foreign body; (b) compression of a bronchus by an
enlarged gland; (c) unresolved pneumonia. It is possible also that certain
cases of basal atelectasis are due to the presence of a congenital extra lobe, as
suggested by Dr. Peter Kerley. It is extremely unlikely that a foreign body would
find its way into an upper lobe bronchus, but the pressure of an enlarged root gland
on such a bronchus would produce atelectasis, and would thus explain the physical
signs including the absence of crepitations. Drs. Scott-Pinchin and Morlock have
recently described a case of atelectasis in which broncho scopic examination proved
that the condition was in fact due to an enlarged caseating gland.

(4) Epituberculosis. It is questionable whether we have the right to regard
this condition as a pathological entity. Elias and Neuland first described a con-
dition in which with the physical signs of consolidation, the X-ray picture showed
a uniform opacity involving a whole lobe-usually the right upper-lobe. They
considered, this appearance to be due to pulmonary exudation, and postulated a
non-specific response in the tissues around a central tuberculous focus to explain
it. In epi-tuberculosis, there is, as a rule, no history of acute illness at onset.
The physical signs include dullness, absent or diminished breath sounds, and the
absence of crepitations. No expectoration is available for examination, but a
family history of close contact with tuberculosis and a positive Mantoux skin
test together with the X-ray appearances form the basis for diagnosis.

X-Ray Examination.-Serial skiagrams of the patient's chest show that at
the time of admission to Hospital there was a uniform opacity corresponding to the
light upper lobe. This was limited below by the inter-lobar septum, and though
its margin was slightly concave in an upward direction the appearances did not
suggest a collapse of the upper lobe, but were more suggestive of some exudative
process. The X-rays revealed no evidence of glandular enlargement. Further
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skiagrams showed a gradual clearing of the opacity commencing at the periphery.
In " epi-tuberculosis," clearing of the lung, which is usually uneventful, occupies
a period of some months, commences at'the periphery, and when complete, leaves
little if any damage or pulmonary scarring.

Pathological Examination.-Owing to the absence of sputum, the ordinary
tests for tubercle bacilli cannot be carried out. The Mantoux or von Pirquet
teses, if "positive," merely prove that the child has, at some time received
a tuberculous infection. A negative response to the test should lead us to recon-
sider our diagnosis. Tubercle bacilli should be sought for by swabbing the tonsil,
collecting particles of spray from a laryngoscopic mirror held over the glottis, in
stomach washings, or by examination of the faeces.

Conclusion.-The patient manifests the condition commonly known as
epi-tuberculosis. This may be the result of an allergic reaction around a tuber-
culous focus in the right upper lobe occurring in a child who was, at the time of
infection, already in a sensitised condition as the result of massive infection from
his mother, or the condition may have resulted from an enlarged mediastinal gland
pressing on the right upper bronchus and causing atelectasis of the corresponding
lobe. The prognosis is favourable. The treatment should consist in prolonged
convalescence in some suitable locality, preferably on the coast, under careful
medical supervision.

(A concise and clear description of Epituberculosis is given by B. Goldberg
and B. M. Gasul, in the American Journal of Medical Science; I930, CLXXX, 824.)

A CASE OF COMPLETE HEART BLOCK.

Case presented by K. SHIRLEY SMITH, M.D., F.R.C.P.

History.-The patient, a compositor of sixty-four, gave no history of
rheumatism and denied syphilitic infection. Early in I93i he began to get short
of breath on effort. He noticed that the breathlessness was succeeded by
epigastric pain, and that he was then compelled to rest, the symptoms thereupon
disappearing in a minute or two.

Examination.-The patient looked ill and became dyspnoeic and somewhat
cyanosed on exertion. No engorgement of the cervical veins or liver was present,
nor any pulmonary or other cedema. The apex beat was heaving in quality and
situated in the anterior axillary line in the sixth space. The heart beat regularly
at 36 per minute, the rate being uninfluenced by exertion. It was noticed that the
first sound was from time to time accentuated, and the soft sound of auricular
contraction could be frequently distinguished in the diastolic intervals. The
blood pressure was 2I5/85, and the peripheral arteries were thickened and
tortuous. Radiological examination showed enlargement of the heart, the left
ventricle being grossly hypertrophied, and the aorta moderately dilated; the
dissociation between auricular and ventricular contractions could be well seen.
The electrocardiogram confirmed the presence of complete heart block and showed
some involvement of the right bundle branch. The Wasserman reaction was
negative.
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