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occurred within 48 hours of commencement of therapy.
Thus, the prompt administration of oxygen is the single
most important therapeutic measure in cases of acute cor
pulmonale, even in the absence of clinical cyanosis, which
may be masked by an underlying anaemia. From this ex
perience it is suggested that digoxin be withheld unless
signs of heart failure persi t 48 hours after antibiotic
and oxygen therapy is begun.

SUMMARY

Cor pulmonale is a well-described complication of chrQnic
pulmonary disease, but is rarely mentioned as a complica
tion of acute pulmonary infection in childhood. This
series shows that, of 178 consecutive cases of severe
pneumonia, there were 14 complicated by acute cor pul
monale. These included a patient with an acute onset of
the Harnrnan-Rich syndrome.

The symptoms and signs of cor pulmonale in childhood
are described, and special emphasis is placed on the
development and prognostic significance of the presystolic
gallop rhythm.

The clinical diagnosis of cardiopulmonary disease is
emphasized as being more important and more accurate
than either the ECG or radiological findings.

Autopsy evidence of right ventricular hypertrophy was
found in 2 fatal cases of pneumonia and cor pulmonale.
Children with pertussis may develop cardiac complications
when there is an associated bronchopneumonia.

Hypoxia i the probable ba i for the hyperdynamic
circulation and the resultant cardiac failure. Prompt ad
mini tration of oxygen was successful in overcoming right
heart failure.

Our thanks are due to Dr. 1. Frack, Superintendent of
Baragwanath Hospital, for permis ion to publi h. We are al 0
indebted to Dr. E. Kahn enior paediatrician, for allowing u
acce to the case in his ward, as well as for his invaluable
help and criticism.
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BILATERAL TUMOUR-FORMING PULMONARY AMYLOIDOSIS

AN UNUSUAL AND INTERESTING CASE

E. ORSMOND, M.R.C.S., L.R.C.P., D.P.H., Uitenhage

A European male, aged 83 years, was admitted to the
Uitenhage Provincial Hospital on 5 February 1959 suffering
from developing gangrene of his left foot, which was
found to be cold, discoloured and slightly oedematous.

He was a free patient, and the house surgeon in charge
did the usual routine tests; except for a blood pressure of
180/110 mm.Hg and signs of emphysema, nothing was found
in his urine, blood, heart, nervous system, and abdomen to
suggest any serious disease. His clinical condition was de
scribed as fairly good.

On X-ray examination, however, a rare condition was
found. The patient was questioned regarding his lungs and
he tated emphatically that he did not remember ever having
suffered from any complaint of his chest, but his house
doctor stated that he had treated the patient some years ago
for pleurisy; this was evidently correct because on post
mortem examination there was no doubt that at some time
during his life he had definitely suffered from pleurisy.

The hospital radiologist showed me the X-ray film and I
decided to show it to the doctors in charge of the tuber
culosis section. I was advised that whatever happened I had
to retain the lungs at death. Arrangements were then made
with the next-of-kin for a postmortem examination in the
event of the patient's death.

The patient lived for about. a year after this and died in
Graaff-Reinet. His body was returned to Uitenhage. At the
POStmortem examination I found both lungs equally affected;
hence I removed the right lung only. I also found that he
had a pleural effusion and old pleuritic adhesions of both
lungs. The heart appeared to be normal. I was informed
that death was due to a stroke.

The case proved so interesting to me and others that it
was suggested that I follow it up by sending the lung for

a pathological report. This is submitted herewith, together
with the X-ray report.

PATHOLOGICAL REPORT ON LUNG

Macroscopic F eatl/res
The lung shows the presence of chronic pleurisy. The lung

substance is studded with multiple, various-sized, calcified
irregular masses, and bears a superficial resemblance to a
pneumolithiasis. The calcified masses vary from very small
ones to masses several centimetres in diameter. They can be
readily enucleated. On dissection they are found to be attached
to the walls of the pulmonary veins and grow outwards in
irregular positions compressing, but not invading, the conti
guous lung substance. They have not been found in the
lumina of vessels, nor attached to bronchi.

Chemistry
Chemical examination shows the bulk of the masses to

consist of a protein matrix impregnated with calcium, mag
nesium, and sodium salts (carbonates and chlorides). Carbo
hydrate is present in traces - tests for fat are negative.

Histology
Histological examination shows that the masses are

amorphous, irregular, hyaline masses which consist of
paramyloid in which calcification has occurred. Tests for
amyloid show a red metachroma ia with gentian violet and
a red colouration with Congo red.

Histological examination of everal sections shows that
the condition begins as an amyloid degeneration of the media
of blood vessels, especially veins. Large collections of plasma
cell are found in the vicinity of many of the lesions.
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My thanks are due to Prof. B. J. P. Bekker of the University of Pretoria
for the pathological report, and to Dr. T. B. FOrTest of Bloemfontein for
tbe radiological report. Witbout tbeir cooperation it would bave been
impossible for me to publisb this case.
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entitled to free hospital and medical treatment in the many
hospitals established by the various states. In these hospitals
the public patients are cared for by the 1st and 2nd year
residents (Intern and Senior Intern), supervised by Registrars
and Honoraries. In consequence the hospitals are inefficient
and the public patients inevitably receive care of a rather
lower standard than their richer brethren. There is evidence
that this last outpost of the Honorary system (an admirable
practice originally, but now hopelessly out-dated by modern
medical needs), is slowly crumbling, and in centres such as
Melbourne an increasing number of full-time and part-time
specialist posts are being provided. It is common knowledge
that the standard of medical practice is higher in Melbourne
than elsewhere in the Commonwealth.

There appears to be a trend towards group practice, among
both specialists and general practitioners. Where no spe
cialist register is kept, such groups may be heterogeneous, and
it is not uncommon for generoal practitioners to carry on a
specialist consultant practice at another address in addition
10 their own general practice.

Because the honorary system is not conducive to the most

appearances are consistent with a diagnosis of pneumopathia
osteoplastica racemosa in which bone formation occurs with
in the lung tissue and bronchial tube walls. Note also the
wedging of the body of one of the lower dorsal vertebrae.
This probably represents senile osteoporosis with wedge com
pression of the involved vertebra.

DISCUSSION

Frank Bergman -and Erland Linder give the following infor
mation about amyloidosis:

'Incomplete knowledge of the aetiology and nature of
amyloid degeneration makes classification of amyloid diseases
difficult Research has recognized three groups in addition to
the secondary amyloidosis of chronic infectious diseases,
namely (I) Primary atypical amyloidosis characterized among
other things by the absence of any disposing basal disease;
(2) nodular solitary or multiple local amyloidosis; and (3)
amyloidosis, associated with multiple myeloma amyloid
tumours, has been the subject of research for many years,
especially in Germany where Leopold emphasized the value
of publishing cases of localized amyloidosis and stressed the
importance of descriptions of the tumours in -the elucidation
of problems bearing on amyloidosis.'

The factors considered of importance for the development
of secondary amyloidosis can nearly always 'be excluded in
nodular amyloidosis.

Another important difference is that amyloid tumours are
seldom seen in parenchymatous organs. They show a liking
for smooth muscle, skin, lymph nodes, and the mucous
membrane of the digestive and urinary tracts. This form of
amyloidosis is roarely seen in the lung tissue. As far as the
lung itself is concerned, changes sometimes produce symptoms
of pneumonia and pleurisy, but at other times no clinical
signs are present and are only discovered incidentally by
X-ray examination. It will be noticed from the above his
tory that this was what occurred in the present case, when
it was only by X-ray examination that the strange condition
was discovered. This form of amyloidosis' is rarely seen in
the lung parenchyma, and a search in the literature failed
to reveal reports of more than 13 cases.
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RADIOLOGICAL REPORT

11 March 1959 - Chest (Fig. 1)

There are multiple irregular densities scattered throughout
both lung fields. These opacities are extremely den e and
there is evidence of involvement of some of the bronchi and
possibly of some of the blood vessels in the lungs. There is
surpri ingly little distortion of the lung anatomy. These

Fig. 1. Cbest X-ray sbowing calcified masses in both lung fields.

Diagnosis
Primary pulmonary tumour-forming amyloido i .

As in the United States, each of the 6 States forming the
Commonwealth of Australia has its own Medical Board which
is responsible for maintaining a register of medical practitioners
and acts as a licensmg body. These Boards do not have any
disciplinary powers (beyond withdrawing the names of practi
tioners who do not comply with the ordinary requirements for
registration such as the payment of an annual fee), the conduct
of members of the profession being subject to the ordinary
rules of society as mterpreted by the courts of law and to
the weight of professional opinion as represented by the
British Medical A ociation. For purposes of registration the
Australian Capital Territory of Canberra is included in Tew
South Wales and the orthern Territory in South Australia.

The Honorary System
Medical practice follows the same lines as elsewhere in

the British Commonwealth, but the honorary system still pre
vails, particularly in ew South Wales. Unlike America, only
a mall part of the population (about 40%) are private patients
either in their own right or by virtue of their regular contri
butions to insurance schemes. The balance are public patients
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