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OP TUBERCULOSIS, WITH THE DIS-
CUSSION, JUNE 6, 1916.

Contact Points Between Pulmonary Tuber-
culosis and Syphilis.

By James A. Lyon, M.D., Rutland, Mass.

In searching through the voluminous litera-
ture on the subject of pulmonary syphilis, one
is amazed and bewildered by the diversity of
opinions held by the medical profession on this
important and, to me in the light of my experi-
ence, unusual and uncommon condition. It has
been frequently suggested to me that a large
percentage of the cases at Rutland would be
found to possess definite pulmonary syphilitic
lesions, were a careful and diligent search insti-
tuted. To test this supposition 471 of our pa-
tients have been subjected to the Wassermann
test. The results of these tests, together with a

study of their clinical significance, form a part
of this paper.

The credit for the first anatomical description
of pulmonary syphilis must be given to Depaul
who, in 1853, read before the Paris Academy a

paper entitled "A Manifestation of Congenital
Syphilis, Consisting in an Alteration of the
Lungs Not Yet Described. ' ' Virchow was inclined
to expressihimself with considerable reserve about

the disease and was doubtful as to most of the
cases that had been previously reported. He
mentions having observed certain lesions of the
lungs which he considered syphilitic, particu-
larly so if there were other manifestations of
syphilis elsewhere in the body. ' The most marked
lesions that he found were a fibrous interstitial
pneumonia along the bronchi, leading to the
formation of fibrous bands passing from the
centre of the lung along the bronchi and vessels
toward the periphery, thus forming by their
contraction more or less deformity of the lung.
Along with this condition he believed that in
certain cases there was an associated pleurisy,
later on forming fibrous nodules beneath the
pleura. He states that caseous pneumonia and
gummata might also be discovered, and describes
cavities formed from the breaking down of foci
of caseous pneumonia, thus bringing up the
question of syphilitic phthisis. All subsequent
descriptions of the disease are based on this
work of Virchow.

Carlier, in 1882, collected 75 cases from dif-
ferent sources, and of these he reported the
autopsy findings in 50. Hiller, in 1884, collected
87 cases, 84 of which were examined post-mor-
tem. Of these Carlier had previously reported
20. Hiller himself reported two cases in which
syphilis of the lungs was undoubtedy present,
there being also other evidences of syphilis. He
is positive in his denial of the existence of a
syphilitic phthisis and he believes that the cavi-
ties found in the cases reported should be con-
sidered bronchiectatic and not syphilitic. Prom
the description of these cavities he was in all
probability correct in his theory. Only 28 .of
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the 84 cases of Hiller with autopsies should be
considered as syphilitic, the doubtful cases in all
likelihood being pulmonary tuberculosis with
fibrosis.

All authorities, with almost the single excep-
tion of Pancritius, agree that pulmonary syphi-
lis is rare. Most of the cases that he reported
are clinical and consist of rather indefinite pul-
monary lesions, with frequently obscure general
manifestations of syphilis which responded to
iodide of potassium. Prom the report of the
autopsies which he gives it would appear that
most of his cases were also ones of tuberculosis.

West maintains that out of 6000 syphilitic
patients treated at the hospital in Copenhagen
during a period of seven years, only 2 furnished
clinical evidence of pulmonary syphilis. He
also states that of 18 autopsies of adults who
died of acquired syphilis, specific disease of the
lungs was found in but three instances. Out of
105 autopsies on children with congenital syphi-
lis the lungs were affected in but four instances.
Lenhartz states that his teacher, E. Wagner,
could recall but one instance in which he could
niiike a clinical diagnosis of pulmonary syphilis,
and in which a cure followed anti-luetic treat-
men 1.

Fowler maintains that pulmonary syphilis is
a rare disease, and bases his statement on the
fact that he was able to find only 12 specimens
in the museum of the London hospital of the
Royal College of Surgeons. He contends that
two of these maybe excluded as either not of that
nature, or of a character so doubtful that they
are inadmissible as evidence. None of these
specimens is from a case of congenital syphilis.

Councilman, who reports two eases with
autopsy, states that the essential process in the
production of a gnmraa in the lung is a pneu-
monia with fibrinous exudation, accompanied by
a fibrous change in the alveolar wall, the whole
subsequently undergoing caseation. A hyaline
degeneration of the capillaries of the affected
area is stated to be the first step in the process;
this is followed by atrophy of the alveolar wall.
The alveoli become distended with large pale
epithelial cells and fibrin ; the cells also undergo
hyaline degeneration, forming smooth bodies
staining with eosin and varying in size from one-
half the diameter of a red blood corpuscle up to
that of a large epithelial cell. The capillaries
become converted into riprid tubes and their
lumen is much narrowed. Similar changes occur
in the small veins and arteries. Immediately
around the bronchi and arteries there is a for-
mation of connective tissue, find here the alve-
olar walls show much thickening and contain
small round cells. The whole of the structure
thus altered tends to undergo necrosis, and when
that change is complete a caseous-looking mass
results.

Of cases of acquired syphilis of the lungs
there are two varieties. Tn one there are gum-
mata which vary considerably in size and fre-
quency. They may range from one eighth of an

inch to several inches in diameter, and there
may be one or several of such masses scattered
throughout the lung. In their incipient stage
they are elastic and of a whitish or reddish-white
color. At a later period they may undergo
caseation and soften, or even become of firmer
consistency. Accordingly gummata appear so
like tuberculous masses that to differentiate them
is a difficult problem. They are located in the
interstititial connective tissue surrounded by a
dense fibrous capsule. It is maintained by some
that these gummata may soften and break into a
bronchus and thus be discharged, thereby de-
veloping a cavity. Osier believes that when such
a condition does occur it is caused by the
action of tubercle bacilli. Usually these gum-
mata are converted into dry, firm, cheesy masses,
or else they undergo transformation into inter-
stitial tissue. In the ]iost-mortem examination
of patients dying in the tertiary stage of syphilis
stenosis of the small and large bronchi has been
found, due to cicatricial contraction. These
gummata may undergo fibrous changes, their re-

sulting cicatricial contraction producing stenosis
of the bronchi which, if complete, causes atelecta-
sis of the air ceils supplied by the stenosed
bronchus, while a bronchiectasis may develop on
the trachéal side of the stenosis.

The interstitial hyperplasia appears to have
mi characteristics which would in any way dis-
tinguish it from fibrosis due to tuberculosis, ex-

cept in that it seems to have a tendency to be
confined to one lung. This fact has been brought
out very clearly by radiographs shown to me a
few days ago by Dr. Holmes at the Massachu-
setts General Hospital. These were proven
cases of syphilis, and the diagnosis of syphilis of
the lungs was suspected. In one instance there
was a marked destructive condition of the whole
of the left lung with no apparent involvement
of the other, a condition which would not be apt
to occur in a given case of pulmonary tubercu-
losis, because of the improbability of the oppo-
site lung escaping infection. In another case
there were two well defined areas, one occupying
the upper portion of the left lung, and the other
located in its lower portion. These areas were
clean cut and the rest of the lung was not
affected, nor were there any evident lesions in
the right lung. One would hardly expect to find
such a condition existing in pulmonary tubercu-
losis.

The clinical picture produced by syphilitic
disease in the lungs is rather indefinite and de-
pends to a great degree upon the extent of the
disease process. It is doubtful if a single gum-
ma would produce symptoms unless it should be
of sufficient size, or located in such a position as
to cause pressure on important blood-vessels, or
large bronchi. Likewise, the presence of inter-
stitial changes at the root, or in the interior of
the lung, is hardly likely to produce symptoms
unless it is sufficiently extensive to interfere with
the respiratory capacity.

There is a class of cases, however, in which
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the clinical picture of chronic phthisis is ob-
served, and these are described by some authors
as pulmonary syphilis. They occur in patients
who present evidence of tertiary lues, or have
been infected from 5 to 15 or 20 years previ-
ously. Whether the symptoms produced in such
cases, however, are really due to syphilis is a

much-disputed question, and one that has not
so far been settled.

It is safe to state that the symptoms referable
to pulmonary syphilis are not as a whole alike
in every case, nor are they sufficiently character-
istic as a group to make positive the diagnosis of
syphilitic disease of the lungs, as differentiated
from other pulmonary diseases. Indeed there
are no symptoms distinctive of pulmonary
syphilis.

In regard to syphilitic lesions of the bronchi,
it seems of importance to bring out the fact that
the signs of bronchitis which are found in the
second stage are, as a rule, general in their dis-
tribution; while in the tertiary stage they are
usually localized, owing to the tendency at that
period to form interstitial changes or gummata
in the bronchi. If stenosis occurs there may at
first be bronchial breathing limited in area, and
this may be found most frequently about the
root of the lung posteriorly. As the capacity of
the bronchi becomes narrowed, the respiratory
murmur over the pulmonary area which it sup-
plies becomes more and more altered until finally
it disappears when the air ceases to pass the
stenosis. If bronchiectasis occurs it will be fol-
lowed by cough with profuse purulent and often
foetid expectoration, and it is also accompanied
by general constitutional disturbances, such as
loss of weight and elevation of temperature.

Cough seems to be one of the earliest and most
prominent symptoms in the cases reported in the
literature on the subject. At first it is laryngeal,
then it becomes trachéal or bronchial. Dyspnoea
would appear to come next in point of frequency,
and varies in severity according to the degree of
the lesion. It may be mild when the process is
slight, or very severe when marked fibrosis or
stenosis of one of the main bronchi is present.
The dyspnoea tends to become paroxysmal and
to assume the character of bronchial asthma.
Hemoptysis is not of frequent occurrence, but it
may occur and prove fatal. Expectoration may
be profuse, purulent, greenish or yellowish in
color and offensive. It may also be streaked with
blood. Foul expectoration is common in cases
of advanced pulmonary syphilis. Pain may be
present, but it is not so prominent a feature as
in pulmonary tuberculosis. It is usually due to
a syphilitic perihepatitis and not to pleural in-
flammation. Emaciation is not, as a rule, nearly
so extreme and rapid as in tuberculosis, but with
advanced lesions in the lungs the difference is
not so remarkable as to be of any value from a
diagnostic point of view. Night sweats may
occur. Pyrexia may be present to a greater or
less degree, depending upon the extensiveness of
the pulmonary lesions. There may be a complete

absence of fever in the early stages of the dis-
ease, and on the other hand it may assume the
hectic type, as in tuberculosis, if the process is
extensive.

The lesions of pulmonary syphilis are rarely
of such a nature as to produce physical signs by
which they can be distinguished from other pul-
monary diseases of an entirely different origin.
On inspection there is likely to be an altered
appearance of the chest, depending upon the
extent and location of the fibrosis, but it will
hardly present the retraction' of the apices so

frequently seen in tuberculosis. If there are
extensive changes in the lungs their expansion
will be diminished, and there may be unilateral
retraction like that seen in cases of fibrosis from
other causes. Areas of consolidation and cavi-
ties will be recognized by the ordinary signs,
probably long before syphilis is suspected.

A careful inquiry should be made into all
cases of pulmonary disease as to the possibility
of a latent syphilitic infection. It has been my
experience in the routine taking of histories that
almost invariably a patient will deny that he has
ever had lues, and in many instances they are

perfectly honest in their statement, because they
have not known of the nature of their disease.
At Rutland I am able to obtain a definite syphi-
litic history in many instances only after the
patient has been notified of the result of the
Wassermann test.

Careful search should be made for syphilitic
lesions in the calvarium, the sternum, ribs, testes,
larynx, liver and spleen, and if there is a suspi-
cion of syphilis the search should not be aban-
doned in a case of pulmonary disease with a

positive, or even a negative, Wassermann with-
out first having a careful radiograph taken of
the lungs and the long bones.

In pulmonary tuberculosis the apices of the
lungs are the parts most frequently affected, and
the disease has a tendency to spread downward
over a definite line of march. One lung is rarely
found extensively diseased without an involve-
ment of the other. The lesions of syphilis on the
other hand seem to localize themselves about the
root, base, and central portions of the lung, and
they are, as a rule, confined to one lung, even
when there is a marked destruction of tissue.
Careful study of undoubted specimens of pul-
monary syphilis, however, does not bear out the
statement frequently made that the lesions are

generally limited to the middle portion of the
lung. They are so often found elsewhere that
their more frequent occurrence in that part
ceases to be a factor in diagnosis.

The presence of cavity signs in the lung and
the expectoration of large amounts of sputum
persistently negative to tubercle bacilli should
always suggest pulmonary syphilis. In these
cases and in all other doubtful ones an x-ray
examination should be made by a skilled roent- .

genologist who has had considerable experience
in the taking and interpreting of chest findings.
The Wassermann test should, in my opinion, be
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given to every case presenting a pulmonary dis-
ease, and a negative finding after repeated tests
should not necessarily be considered as evidence
to exclude the possibility of a syphilitic origin.
In all cases of pulmonary tuberculosis, which are
at all doubtful, when the sputum is persistentlj7
negative, the subcutaneous administration, of
Koch's Old Tuberculin should be given in doses
and periods laid down for that test. If the tu-
berculin reaction is negative, and there is a
marked Wassermann reaction, and if the x-ray
examination of the chest is confirmatory or sug-
gestive, if lesions are found in the bones and
there are other manifestations of syphilis pres-
ent, a diagnosis of pulmonary syphilis would
seem probable. On the other hand, if a positive
reaction to tuberculin occurs in a given case of
pulmonary disease with a marked positive Was-
sermann, it will be difficult indeed to make a
correct diagnosis because the two diseases, pul-
monary tuberculosis and syphilis, may co-exist
while the x-ray examination may not be of as-
sistance.

It has been suggested by some writers on this
subject that if a pulmonary disease which has
not responded to ordinary non-specific treatment
were put on an anti-luetic treatment, and the
process thereupon improved or disappeared, one
woidd be justified in maintaining that the case
was syphilitic. It will be noted that in the cases
Numbers 1 and 2, here reported, the physical
signs in the chest and the general condition
showed striking improvement under nothing but
the usual sanatorium treatment. Both of these
patients had definite signs in the chest, and
symptoms pointing to tuberculosis. An x-ray
examination made in one of the cases showed an
apical lesion. They had a positive and a doubt-
ful Wassermann respectively and negative spu-
tum. On the administration of 1 mgm. of Koch 's
Old Tuberculin they failed to react, as they did
also to 3, 5 and 10 mgms. respectively. Both of
these patients were referred to us from large
hospitals. They had been examined repeatedly
and considered to be tuberculous. During their
stay in the sanatorium they have increased
greatly in weight, and the physical signs have
entirely disappeared. Had these patients been
put on anti-luetic treatment and the same result
had occurred, we are confident that we should
have been disposed to credit the improvement to
the therapeutic effect of the drugs. On the
other hand, even in a given case of pulmonary
syphilis where marked changes in the structure
of the lung have taken place, with cavity forma-
tion, strictures of the bronchi, etc., one would
not expect specific treatment to improve these
conditions.

In still another instance (Case 3), where there
were marked physical signs in the chest with a
negative sputum on repeated examination and a
positive Wassermann, the patient was put on
specific treatment, mercurial inunctions and po-
tassium iodide, and within a very few weeks the
process in his chest became more active. He

began to cough and expectorate large amounts of
muco-purulent sputum which contained tubercle
bacilli. The x-ray diagnosis in this case was
pulmonary tuberculosis, involving the upper two-
thirds of the left lung and the apex of the right.

Case 4 had well defined lesions in both lungs.
His sputum was positive on admission, but was

negative thereafter on repeated examinations.
It was only a short time before his discharge
that his blood was examined and found to be
positive to the Wassermann reaction. This pa-
tient gained 26 pounds in weight during his
residence, and at the time of his discharge his
pulmonary disease was "apparently arrested."
The x-ray report is as follows: "Dilated arch
with dense mottled areas in both apices." If
this patient had been given specific treatment
and had made a similar improvement we might
have considered that this was an instance of an
associated pulmonary tuberculosis and syphilis.

t

Case 1. Admitted January, 1916. Female, house-
wife. Age 28. Married. Family history, negative.
Well ns n child, with the exception of having had
children's diseases. Menses established at 15, but
have always been irregular. Was married ten years
apo, and has a healthy, living child, aged 9 years.
She has had no miscarriages. She gave a negative
history to syphilis prior to the positive findings of
her Wassermann test, but following this she stated
that she had an eruption on her skin shortly follow-
ing the birth of her child. She had no treatment
for this condition. During the past several years
she has had pain in her back, suffered occasional
chills, gradual loss of strength, anorexia, con-
stipation, and during the past few months has lost
about 12 pounds in weight. There has been no
cough or expectoration.

In December, 1915, she was treated at one of the
hospitals in Boston, and a diagnosis of incipient
tuberculosis was made and confirmed by the x-ray
examination. The process at that time, so she was
told, was in the right apex. Later she was exam-
ined at another hospital, and was advised tö go to
Rutland for treatment. Her application blank was
marked "incipient."

On admission she complained of loss of strength,
constipation, slight morning expectoration and pain
in the back. Her temperature was 99° F. and her
pulse was 102.

Physical Examination.—Fairly well developed;fairly well nourished; attitude erect; color of lips
and mucous membrane normal; teeth in good condi-
tion; pupils equal and react. Nares,, pharynx and
larynx normal. There are several large and small
scars about the shoulders and back, which are stated
to have been caused by being scalded by hot water.
There is no enlargement of the lymph nodes. The
chest mobility and symmetry are normal. Heart
normal.

.

On percussion there is slight dulness in
the right apex anteriorly extending down to the
second rib, and posteriorly extending down to the
fourth vertebra. Over this area there is broncho-
vesicular breathing, and there are a few medium
râles; the left apex is a.little high pitched on per-
cussion, and there are a few fine râles present.

The temperature throughout her stay ranged
from 97 to 99° F. ; her pulse has varied from 70 to
105, with a steady gain in weight and strength. The
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physical signs have gradually disappeared from her
chest, and her sputum has been 011 repeated exami-
nations negative to tubercle bacilli. On March 14,
1916, following the routine examination of patient's
blood, she was found to have a positive Wasser-
mann. Consequently, beginning on May 16, 1916,
she was given 1, 3, 5 and 10 mgms. respectively of
Koch's Old Tuberculin subcutaneously, and there
was not the slightest local, focal, or general reac-
tion. This was apparently not a case of pulmonary
tuberculosis, and she was discharged with instruc-
tions to take specific treatment, having gained 15
pounds in weight.

Case 2. Admitted Feb. 11, 1916. Female.
Housewife. Age 25. Married. Mother and father
well. An only brother died of pulmonary tubercu-
losis two years previously. She was delicate as a
child, having had pneumonia at the age of three
months, diphtheria in childhood, measles, etc.
Menses established at 14, irregular. Was married
six years ago, and has two children living and well.
She had an induced miscarriage two years ago, and
has not been well since that time. She gave a nega-
tive history to syphilis on admission. During the
past two years she has complained of a moderate
cough and expectoration, together with pleural
pains. She has been suffering from moderate dysp-
nea, and in May, 1915, she expectorated about a
drachm of clear blood. The same thing occurred
in January, 1916, but the blood then expectorated
amounted to about one ounce. There has been a

gradual loss of strength during the past two years.
Her usual weight is 110 pounds, but on admission
she weighed only 104 pounds.

She had been treated by various physicians and,
during February, 1916, an application was made
for her admission to the State Sanatorium by her
physician, who stated that she was between the in-
cipient and moderately advanced stages of her dis-
ease. The duration was stated to be two years, and
the process was marked as being in the right apex
anteriorly.

Her symptoms on admission consisted of moder-
ate cough, moderate loss of strength, insomnia and
moderate dyspnea.

Physical Examination.—Poorly developed and
poorly nourished; attitude erect; color of lips pale;
teeth fair; pupils equal and react. Lymph nodes
negative. Nares, pharynx and larynx negative.
Mobility and symmetry of the chest normal. Heart
normal.

There is slight dulness in the right apex ante-
riorly, extending down to the third rib, and pos-
teriorly extending down to the fourth vertebra;
high pitched breath sounds and medium coarse
râles are present over all this area.

During her residence her temperature fluctuated
between 97.4° F. a.m., and 99.2° F. p.m., and her
pulse varied between 70 a.m. and 106 p.m. She
gained 10 pounds in weight. Her symptoms have
all disappeared, and she is stronger and the phys-
ical signs in her chest are now negative.

She had a doubtful Wassermann on two exami-
nations. Her sputum was negative to tubercle ba-
cilli on repeated and careful examinations. On
May 16, 1916, she was given 1 mgm. of Koch's Old
Tuberculin subcutaneously, which failed to cause a
reaction, and consequently she was given 3, 5 and
10 mgms. respectively, following which there was
still no reaction. She was therefore discharged as

non-tubercular, with the recommendation that she
take specific treatment.

Case 3. Admitted October, 1913. Male. Age 20.
Cook. Single. Family history, negative. As a
child was delicate, and had the usual diseases of
childhood. He denied having had syphilis. His
present illness began in March, 1913, at which time
he claims to have had a "touch of pneumonia."
Since then he has been losing weight, has had a
moderate cough and expectoration. He has had a

slight evening temperature, night sweats and mod-
erate loss of strength. On admission the foregoing
symptoms were still present.

Physical Examination.—Fairly well developed
and nourished ; attitude erect ; color of lips and mu-
cous membrane normal; teeth in good condition;
pupils equal and react; lymph nodes negative. The
ears, nares and pharynx are normal. There is a

slight thickening of both vocal cords, with moderate
inflammation and catarrh. Mobility and symmetry
of thorax normal. Heart normal. There are no
scars of any kind upon the body. There is a slight
incipient lesion in the right apex, with dulness in
the left lung, extending down to the third rib ante-
riorly, and to the sixth vertebra posteriorly, in
which area there are numerous râles, and also harsh
breathing.

During the first few months of his residence he
ran a rather irregular temperature and pulse. His
sputum was persistently negative to tubercle ba-
cilli. On Aug. 18, 1915, his Wassermann was posi-
tive, and on questioning him he admitted that he
had had a primary lesion in 1912. He took "pills"
for several months, and there were no secondary
manifestations of the disease. Iodide of potassium
was given, together with inunctions of mercury.
Because of the "two-year residence rule," he was

discharged as a patient in September, 1915, as "im-
proved," and took up employment in this institu-
tion. Some time later he began to lose weight, his
cough increased and he raised large amounts of
muco-purulent sputum, which contained tubercle
bacilli. The physical signs in his chest increased,
and his temperature, which had been normal for
several months, became elevated. The x-ray diag-
nosis was tuberculosis of the upper two-thirds of
the left and the apex of the right lung.

Case 4. Admitted June, 1915, Male. Age 37.
Printer. Married five years, no children. Family
history negative. As a child was well, with the ex-

ception of diseases of childhood. He denied having
had syphilis. His present illness dated from about
one year back, at which time he began to feel run
down. In January, 1915, he coughed and expecto-

•rated moderately, and later he complained of dys-
pnea, chills, moderate fever, night sweats, etc. On
admission he had practically no cough or expectora-
tion, and none of the above symptoms were present.

Physical Examination,—General development
fair; well nourished; attitude erect; color of lips
and mucous membrane normal; teeth, artificial up-
pers, lower ones in good condition. Mobility and
symmetry of thorax normal. Heart normal. There
are interstitial changes in the right lung, involving
the upper and middle lobes anteriorly, and the
upper lobe and upper half of the lower lobe pos-
teriorly, with moderate activity. There are scattered
deposits in the apex of the left lung, with slight
activity. While under treatment he ran a practi-
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cally normal temperature and pulse, and his spu-
tum, although it was examined repeatedly, was
found to contain tubercle bacilli only once during
his residence.

On Oct. 2, 1915, his Wassermann was found posi-
tive, and he then informed us that he had had an
initial lesion in 1900, for which he took mercurial
pills for about one month. In March, 1916, an
x-ray examination showed dense mottled areas in
both apices. Diagnosis, pulmonary tuberculosis.
He was discharged in March, 1916, having gained
26 pounds in weight, and the physical signs in his
chest had entirely cleared up, there being nothing
present but a few fibroid changes in the tops of
both lungs.

Of the 471 cases having received the Wasser-
mann test, 430 were negative, 10 were doubt-
ful, 2 were unsatisfactory, and 29, or 6%, were
positive.- Of the 430 negative cases 140 had in-
cipient pulmonary tuberculosis, 105 of these
had repeated negative sputum, and 35 had posi-
tive sputum. Moderately advanced, 222, and of
these 75 had negative sputum, and there were
149 instances where it was positive. The re-
maining 68 were far advanced; and of these 7
were negative, and 61 had positive sputum.
The sputum was negative in 4, and positive in
2 of the doubtful cases in the incipient stage ; 2
had negative and 2 had positive sputum in the
moderately advanced stage. There were no
doubtful cases in the far advanced stage of
their pulmonary disease. Of the 2 unsatisfac-
tory cases, both of which were in the moder-
ately advanced stage, one had a positive
sputum and the other was negative.

A positive Wassermann was obtained in 10
incipient cases, and of these cases 8 had nega-
tive sputum and 2 positive sputum. In the
moderately advanced stage, 4 had negative and
11 positive sputum. In the far advanced stage
there were only 4 that gave a positive Wasser-
mann, and in each instance the sputum was
positive.

From my experience at Rutland, and the
careful consideration of the cases there, I am
firmly convinced that all patients who are suf-
fering from diseases of the lungs should be
given repeated Wassermann tests. It is by
this method, together with a careful study of
the x-ray findings and physical signs in these
organs, that we may hope to settle this difficult
and complex question of what really consti-
tutes clinical pulmonary syphilis.

discussion.

Dr. W. A. Hinton, Cambridge: I am much
pleased with the points Dr. Lyon brought out
in his paper, especially the description which
he gave of the pathology of the disease. In a
review of more than 5,000 autopsies, I do not
recall a single case where the diagnosis of syph-
ilis of the lungs was made in an adult. There is
a good deal of work to be done on the disease,
and we cannot be absolutely certain that lesions

of the lungs which we think are syphilitic are
such until spirochetes are found.

In regard to the incidence of syphilis among
the tuberculous, out of 1164 cases examined by
the State Wassermann Laboratory from pa-
tients in the Boston Consumptives' Hospital
and in Rutland, 105, or 9%, gave positive re-
actions; 49, or 4.5%, doubtful reactions. These
Wassermann tests were done as a routine in
these two institutions. It is of interest to com-

pare these statistics with others. In the case of
the Lying-in Hospital, in 1130 cases about
5.9% were positive and an equal per cent, were
doubtful. It would seem to indicate that
roughly from 5 to 7%' of the inhabitants of
Massachusetts are syphilitic. I take the sta-
tistics of the Boston Lying-in Hospital as giv-
ing the average, as these people apply for a
specific complaint—pregnancy—and no dis-
eased condition. On the other hand, in general
hospitals, about 20% of all patients give a posi-
tive Wassermann.

As bearing upon the relative frequency of a
negative or positive sputum in the cases with a
positive Wassermann test, the following statis-
tics will give some information: In the Boston
Consumptives' Hospital and Rutland State
Sanatorium in 67 positive Wassermanns, 35 had
a positive sputum and 32 had a negative. In 707
negative Wassermanns, 364 had a positive sputum
and 343 had a negative. In other words, there
is no more likelihood of finding a positive Was-
sermann in cases with a negative sputum than
in cases with a positive sputum.

In conclusion, I wish to emphasize Dr.
Lyon's point to the extent of saying that I be-
lieve that all patients, whether private or insti-
tutional, who have a diagnosis suggestive of
pulmonary involvement, should have a Wasser-
mann test performed.

Dr. C. Morton Smith, Boston : This subject
was first brought to my attention about twelve
or fifteen years ago, when a patient of mine,
definitely luetic, who had been under treatment
for a matter of three or four years, fell over-
board down the Harbor one day in June. The
wetting and exposure were followed by an at-
tack of pleurisy, according to his description.
Two or three months later he applied at one of
the hospitals for a chest examination, and was
recommended to a State sanatorium as a case
of incipient tuberculosis. He remained at the
institution abo»t ten months, and during that
entire period had a persistently negative spu-
tum. It was before the days of the Wasser-
mann test. The guinea-pig inoculated with his •

sputum in December was killed the following
June, and, at the post mortem, showed no evi-
dence of tuberculosis.

As far as diagnostic signs on physical exami-
nation are concerned, it seems impossible to dis-
tinguish, from physical examination alone, a
case of syphilis of the lung from tuberculosis,

 The Boston Medical and Surgical Journal as published by 
The New England Journal of Medicine. Downloaded from nejm.org at SAN DIEGO (UCSD) on July 9, 2016. 

 For personal use only. No other uses without permission. From the NEJM Archive. Copyright © 2010 Massachusetts Medical Society.



judging from the cases that have proven to be
definitely syphilitic; for practically all these
cases have either been recommended to, or have
spent a certain time in, one of the State sana-
toria, having been sent there by experts. It
seems to me that the x-ray furnishes one of the
most valuable aids in the matter of diagnosis.
The distinctions have been brought out by the
reader, and I will not dwell on them.

Another point the reader mentioned is the
well being of the individual with syphilis of the
lung, as compared with the same degree of pul-
monary involvement of tuberculosis. It seems
to me that, in the matter of syphilis of the
lung, the Wassermann is of about the same
value as it is in other questions of syphilitic in-
volvement. It is not so much a test as an addi-
tional symptom or sign of the disease. When
we realize that the Wassermann reaction is
positive in a large percentage of cases of lep-
rosy, sleeping sickness, and certain other condi-
tions, we see that it is far from a specific test.
There are other temporary conditions in which
the reaction is positive, such as certain febrile
conditions, malaria at the time of the chill,
pneumonia, scarlet fever, and sometimes after
ether anesthesia. This winter at the Massachu-
setts General Hospital there were several cases
of broncho-pneumonia that gave a varying de-
gree of positive result, the reaction becoming
negative, with no anti-syphilitic treatment,
when the fever subsided. Probably other condi-
tions, unknown at the present time, may give a
temporary positive reaction.

There is one point not mentioned which I
think is of value, and that is the need of per-
forming the Wassermann test on other members
of the family—the husband or wife, as the case
may be. In cases where the patient fails to
give a positive reaction, the mate may give a
positive reaction in a fairly definite percentage.
The same is true of examination of their chil-
dren.

The x-ray plates, which Dr. Lyon speaks of
as having been shown him by Dr. Holmes, were
undoubtedly from one of our eases of congenital
syphilis, where one lung is practically consoli-
dated, while the other shows no evidence of in-
volvement.

The persistent negative examination of spu-
tum for tubercle bacilli is another striking
point in this condition.

Dr. Hinton has probably given the correct
solution of the failure of the pathologist to rec-
ognize this condition in the lung macroscop-
ically. In the same way definite specific lesions
of long bones are revealed by the x-ray alone.

In the matter of tuberculin tests, Dr. Otis
published some cases several years ago where^he
did the tuberculin test on a certain number of
definitely known lueties, with no signs of tuber-
culosis. As I remember it, he obtained about
33 1/3% of positive reactions in syphilis. That
is interesting in connection with Dr. Lyon's

observations that syphilis fails to give a positive
reaction, even in large doses of the old tuber-
culin. I was interested in what Dr. Lyon said
about the tuberculous process lighting up after
the administration of mercury and potassium
iodide. I was not sure that treatment of this
sort would cause irritation or a lighting up of
the tuberculous condition, but I am convinced
(that salvarsan has that effect. I am sure that
I have lighted up tuberculous conditions from
the injection of salvarsan in patients with a
double infection. It seems to me that tubercu-
losis of the lungs is ordinarily one of the defi-
nite contra-indications to salvarsai* The con-
sideration today deals with a definite luetic con-
dition of the lung, not the combination of syph-
ilis and tuberculosis. A certain number of
luetics are going to become tuberculous, and a
certain number of tuberculous individuals will
acquire syphilis. These cases of syphilis of the
lung that simulate tuberculosis are of particular
interest.

I do not wish to enter into controversy with
the laboratory men on the subject of Wasser-
mann reactions, but I wish to reiterate once
more the fact that the Wassermann reaction is
not a specific test for syphilis; it is a group
reaction.

All the patients with positive reactions, even,
though they may be moderate or weakly posi-
tive, are sent from the Lying-in Hospital to the
Syphilis Department of the Massachusetts Gen-
eral Hospital for obseiwation and treatment.
There is a certain number of eases that are
reported as "doubtful" or "suspicious." I
do not understand that the reaction is doubtful
or suspicious, but the laboratory man is in
doubt as to whether that patient should be
called syphilitic or not. It would seem that
more help could be given the physician if the
degree of positiveness of the reaction is re-
ported, rather than the report "suspicious" or
"doubtful." The moderate and weak positive
reactions to the laboratory man mean a definite
per cent, hemolytic reaction. When interpret-
ing the Wassermann findings with the clinical
signs on physical examination, it may be a re-
solving syphilitic infection, that gives you only
a moderate or weak reaction, or perhaps the pa-
tient has been recently under treatment, and
thus gives a moderately positive reaction, or it
may be one of the false positives. It leaves one
less in doubt to know the degree of positiveness.

Dr. Roger I. Lee, Cambridge: The pathol-
ogy of syphilis and tuberculosis is very similar.
We all know how common pulmonary tubercu-
losis is. On the other hand, our pathologists
tell us that syphilis of the lung is very rare.
The great difficulty from the clinical point of
view comes from the question of diagnosis.
We have no means of diagnosing syphilis of
the lung in life. We cannot find spirochetes in
the sputum. Even if we did they would prob-
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ably come from the mouth and not from the
lung. We are, therefore, thrown back on the
Wassermann reaction, which, as Dr. Smith has
pointed out, is, after all, not a specific reaction.
The Wassermann test is of tremendous value,
and, other things being equal, a positive re-
action indicates syphilis. But in the presence of
any very marked disease of any sort, one has
to be a little chary about accepting a positive
and especially a doubtful Wassermann reaction.
Furthermore, the presence of a positive Wasser-
mann reaction in no wise necessarily involves
the lungs. It is a general reaction and not
at all a local reaction in the lungs. We have a

positive means of diagnosing tuberculosis of the
lungs by finding tubercle bacilli in the sputum.
On the other hand, the absence of tubercle ba-
cilli from the sputum, even on repeated exami-
nations, is of no great importance. If the
search is persistent enough, we usually find tu-
bercle bacilli. I should be very regretful if this
section broke up with the idea that negative
sputum examination for tubercle bacilli was of
any real value in eliminating tuberculosis, and
in suggesting that the disease was syphilis of
the lung.

Dr. Lyon and the discussers have rather re-
stricted the discussion to the question of the
relation of tuberculosis and syphilis. It seems
to me that it is very much wiser to accept the
experience of everybody here that, patholog-
ically, syphilis of the lung is very rare, that
clinically it is certainly very rare ; and to put
syphilis down as one of the rare conditions of
the lung. One has to admit that there are other
rare conditons in the lung which may not be
syphilis. Take, for example, pneumonitis,
bronchiectasis or actinomycosis, that we occa-
sionally see and cannot explain. In other
words, there is a group of pulmonary condi-
tions, usually localized in one lung, which are
due to other agents, usually infective agents,
than the tubercle bacilli. It seems to me that
rather than to say that some chronic non-tuber-
cular condition of the lung, even in the pres-
ence of a positive Wassermann reaction, is
syphilis, we should say that the condition prob-
ably belongs to a rare group of lung infections,
and syphilis is simply one of that group.

Dr. Abner Post, Boston: Some years ago I
asked one of the gentlemen who had been promi-
nent in anti-tubereulosis work what he knew
about syphilis of the lung. He answered me

something like this: that he knew there was

syphilis of the lung, but did not know that he
had ever seen it, and did not know how he
should recognize it if he were to see it. We
have advanced a little bit further than that.
We know that there are certain cases of syph-
ilis of the lung at the present day. We do not
know how to distinguish them exactly from tu-
berculosis.

It is a fact that the advance in our knowledge

of syphilitic phenomena has been due very
largely to the clinicians. It was denied for
some time that locomotor ataxia could possibly
be of syphilitic origin, because its lesions were
entirely different from those ordinarily attrib-
uted to syphilis, and the clinicians established
the connection. I cannot but think that our
knowledge of syphilis of the lungs must be ac-
quired in the first place chiefly through clin-
ical study, especially if we may include ra-
diology as a part of the clinical study, rather
than through pathology. It seems to me that in
cases in which there are symptoms which simu-
late those of tuberculosis, but in which the le-
sions in the lungs are unusual, and in which
tubercle bacilli are not found, with a positive-
Wassermann test, we should not make a hasty
diagnosis of syphilis; but such cases should be
regarded as possibly syphilitic, and from their
study we shall learn what the clinical pecu-
liarities are, and shall acquire at length a
knowledge of syphilis of the lung which will be-
worth while.

Tuberculosis Carriers.

By Charles E. Terry, M.D., Northampton, Mass.

In our campaign against tuberculosis we
must consider the individual, the family and
the public. Each is of nearly equal importance-
and their interests so closely allied that it is
impossible to consider one without the other.

The individual's rights are to have his dis-
ease discovered at the earliest possible time and
to have laid before him information concerning
the possibilities of an arrest or cure if he fol-
lows the proper path, and the probable conse-
quences if he fails to do so. He next should
have an early opportunity of admission to a
sanatorium, where he may be properly started
on his way to health and receive an education
that will be useful to him for the remainder of
his life.

It is the right of the family to be protected
from a source of infection and still not be de-
prived of the support of the wage earners,,
housekeepers or the comfort of loved ones for a
longer period than is necessary.

The public rights should also be preserved, by-
protection from sources of infection, as well as
by having the funds which the public provides;
for health work spent judiciously for the pur-
pose for which they are intended.

At first thought, looking at tuberculosis as a
communicable disease, it would seem that the-
problem could be solved by segregating those
afflicted, but further reflection shows how ob-
viously impracticable such a procedure would
be in a State like Massachusetts, and also brings
up the question as to the desirability of such a
course.

It is the purpose of this paper to discuss what
ought to be our attitude toward probably the-
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