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THERE is nlo doubt that classification plays a very important
part in the questions of regimie, treatment, and pr'ognosis
of tuberculosis of the lungs. The more exact the diagnosis
the more definite and the more successful may the result
of treatment be. Not onlly is the stage of disease impor-
tant, but even still more, in my opinion, is the tendency
of the process-that is, the rapidity of the development
of the disease and transition into the next stage. It
reminids me of a non-stop train rapidly travelling towards
its destiniation anid passing all stations. The damage miiay

oilly be iioticed at the end of the journiey, when it miiay
be too late or too complicated to repair, or there may be
a serious accident on the way, quite suddenly and unex-

pectedly. But if the train stopped at each station and
was iinspected and examined in -every detail remedial
measures mliight be undertaken and disaster be averted.
A brief classification is comparable with such a " non-

stop " train, and is especially unsatisfactory for the in-
experiellced pr actitioner, since the most important part
of the disease-the rapidity of development-may entirely
escape attention. This is especially serious wlh-en the patient
is sent to amiother medical consultant, because eveiythinlg
turns on two fundamental points the exact stage of the
disease and 11ow quickly it developed. The rest depends
upon the experience of the doctor and the condition in
which the patient is and to which he couldl afterwards
attaini. It is unnecessary to enumilerate all the classifica-
tions, buit somie should be menitioned, especially the well-
known anid most imiiperfect Turban-Gerhard, where the
thlird stage inieludes an immense quantity of variations
under only one label.
Brehmer's classification reseminbles that of Turban in

character, but comiibines all forlms of pulmonary tuber-
culosis in three groups.

1. The acute form--as, for example, miliary tuberculosis.
2. The subacute anid chronic forms, including the caseous, caseo-

fibrous, and fibrous varieties.
3. Abortive forms, such as that at the apex of the upper lobe.

A slighltly more detailed classification was suggested by
Dr. A. Sokolovsky of Poland (Wyklady klinicznle clior6b
dr6g oddechowyclh). He also recognizes three stages, but
subdivides them into milore detailed forms.

A. Chronic Tu,berculosis.
1. Thke early stage: (a) With evident signs of lesion of the

orgns of respiration. (b) With eomoealed signis: (1) pseudo-
chlorosis, (2) pseudo-cardiac form, (3) pseudo-malarial form, (4)
pseudo-gastro-initestinal form, (5) pseudo-pleural form, (6) pseudo-
bronchial form, (7) pseudo-laryngeal form, (8) pseudo-emphy-

semalious form.
2. Tuberculasis of lungs ompletely developed-stage of lique-

fs>;- l,oqt . etion.
3. The fibrous form.

B. Icute Tuberetlosis.
1. Acute caseous tuberculogss: (a) local, (b) diffluse.

C. Ae.4e Jfiary3'w ere,4ossg.
1. Typhoid form (septic6mie bacillaire tuberculeuse).
2. Acute tuberculosis (form asphyxique de la phthisie aigue-

Graves).

Sir Robert Philip bases a detailed classification on the

degree of systemic intoxication, recognizing that the

toxaemia plays the great part in the course of tlhe malady.
Often the Local changes are most extensive, but systemic
intoxicationi is very slight; on the other hand, compara-

tively sliglht changes in the systemic disturbances 1in the

lungs miiay be extremely serious. The prognosis in these

cases depenids uipoInuwhat condition governs either the
extension of the process or the systemic intoxication.
He adopts a symbol L to designate the local lesioni of

the lungs, and a symbol S for the systenmic involvemiient;
by combiniing capital and small letters it is possible to
express the diagnlosis with mnore or less accuracy. In
addition, Sir Robert Plhilip uses the small numbers, 1, 2,

and 3 indicating the stages of Turban. For instaiqe,
Lis means early local process withi slight systelmlic intoxica-
tion, and L S the same early process b-ut with more severe

intoxication. Symbol I represents the relatively hopeless

case; so,, for inistance, l,s, 1Is, and 1ls are the group.s
where the toxaemlia is not in proportion to the exten,t
and severity of the local lesioni of the lungs.
His classification divides tuberculosis of the lunig into

twelve cliniical groups. This classification, is very detailed,
but gives place to subjectivism because the degree of

systemic toxaemia is less distinctively conceived thian the
extension of the lesion. Various observers muay indicate
the same degree of toxaemia differently; besides which,
used as a basis in this way, the Turban classification is
particularly inexact.

I do not think it is necessary to describe the classifica-
tions proposed by Petruschky., Cornet, Roliden, Beneke,
Laoinis, Williams, Germain S6e, Hoffmaiann, Bard, Franlkel,
Meissen, and others; none of these, in my opinion, give an

exact definition of the stage of the process. This is why
I propose the classification of Professor Gabrilovitch as the
best one for attaining this purlpose and the most detailed
and exact.

CLASSIFICATION OF PnORssot GABRILOVITCH.
Gabrilovitch divided all forms into two groups: (1) the

primary, and (?) the secondary. Each- of these groups he
subdivided into four forms or stages:

The Primary Group.
1. Sicca.
2. Catarrhalis.
3. Fibrosa.
4. Ulcerosa.

The Secoidary Group.
A. Broncho-pneumonia metastatica chronica:

1. Fibrosa.
2. Ulcerosa.

B. Pneumouia tuberculosa chronica:
1. Fibrosa.
2. Ulcerosa.

For the basis of this classification was taken tlhe patho-
logico-anatomical condition of the lungs and the clinical
signs. Toxaemia plays a very important part in the
1' index progniosticus," but is not ineluded in the classifica-
tion. With egard to the general charactelristics of this
classification it is very expedient to divide tuberculosis
inito two groups-tflhe prinary anid secondary-the latter
beino merelt the consequences of the forimier.
The tuberculous process in the lungs extends chiefly in

two ways One of these is often the result of aspilration
of particles of luniig (especially after haeroptysis) into
the lovwer lobes; Gabrilovitch calls it " broncho-pneumonia
tnetastatica chronica." Thie otlher way is inlfectioll spread-
ing by continuity and gradually involving adjacent par'ts
of the lungs-the so-called "' pneumonia tuberetlosa
chronica." In the first case the middle lobe of the right
lung is always found in good condition without any signs
of inflamminiation, but the upper and lower lobes are affected.
In the second case the area affected is only the continuationi
of the process from the neighbouring part of the lung.
Turban's classification gives no distinetion betweeen these

two forms, attributinig themii to the third stage only; but
there is a very gr eat difference between them, and, as

a rule, the first is muieh the more dangerous, and is very
grave as regards prognosis.

I wi'll now describe the details and characteristics of
all formlls of this classification.

PRIMARY FORMS

1. Sicca.-This, the initial form of the process, is dis-
tiiiguislhed froiii patliologico-aniatomical standpoints by the
formiiation of a ver y smiiall fibrous nxodtule, partly under-
goinig caseous degener-ation. Slight dullness at one or botlh
apices may be present. Auscultation may reveal a wueak
inspiration or prololnged expiratory sound over the affected
region. As a riule there arle no comiplications. The healing
process may consist in the formiiationi of fibrous tissue, and,
clinically, there may somietimiies be found signs of the
lhealed area, wlicil is nearly the same, but not so distinct
as at the timiie of developmelnt. The capacity for work is
undiminislied.
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2. Catarrh'alis.-This, pathologico-anatomically, means
tho transition of a fibrous -nodule into easeous masses
and the formation of exudative caseous foci. As a rule the
upper lobe is affected, and some degreo of dullness is
present with bronchial breathinig and crepitationi. There
are complications in approximately 15 per oent. of the
cases. Healing is due to the formiiationi of fibrouis tissue,
whiclh is interspersed also between the affected and sound
parts of the lung. Clinically in 30 per cent. crepitation
disappears, and dullness is not so distinct as before. The
patient's capacity for work is about 90 per cent.

3. Fibrosa.-The pathologico-anatomiiical coindition is the
further spr-ead of caseous masses, their liquefaction, and
the formation of tuberculous ulcers. Marked dullness. may
be detected over the affected area with bronchlial breathling
and prolonged expirationl. Fine moist rales anld medium
rales as a rule may be heard. There are com-lplications in
about 25 per cent. Healing is- due to the removal of
caseous masses from the bottom of the ulcer; theni follows
the contraction. of the cavities by fibrous. tissue. Clinlic-
ally bronchial breathing and dullness over the affected
area are always presenit; moist rales are absent ini about
10 per cent. The capacity for w-ork is relativyly about
70 per cent.

4. Ulcerosa.-Tbis, pathologico-anatomicallv, is the
spreading of the process with caseous degeneration, and
the coalescenice of small cavities to formii large ones. Over
the area of small cavities there is no miarked lchange in
the dullness, but a large cavity with tlhiek walls or sur-
rounded by caseating- lunig tissuie, especially when. emiipty,
will give, as a rule, a dull note of higl pitch with somiie
resoniance. On auscultation a low-pitchled amphoric breath-
ing is heard, with bubbling rales, crepitati ons, an'd also
resonalnt rales. Complications occur1 in abouit 40 per cenit.
of the cases. The process of healing is due to the empty-
ing of the cavities ancd the contraction of their walls by
fibrous tissue. Clinically, with the exception of 5 per cenit.
i ales anid very distinct amphoric breathiing are usually
present. The capacity for work is about 35 per cent.

SECONDARY FoRMS.
If caseous masses are not ejected from the affected area

of the upper lobe they may be traansferred by aspiration
through bronchi and form nieCv foci either in the lower lobe
or in the neighbouring part of the lunig. In this way they
give rise to ani exudative -caseous process and to pnieumonic
foci.

A. Blroncho-pneurmonia Mletastatica Chronica.
1. Fibrosa.-Pathologico-anatomically this form is due

to the aspiration of caseous masses into olne of the bronchi
of the lower lobe. There are the same chaiiges in the luings
as in the primary form of fibrous tuberculosis, but between
the two affected areas there is a quite normal one. Com-
plications occur in 50 per cent. of tlle, cases, and recovery
is impossible. The capacity for work 'is 15 per cent.

2. Ulcerosa.-The conditioln resembles that just described,
witlh the exception of the clharacter of the pr-ocess, which
is the same as in tuberculosis ulcerosa. The incidence of
complications and the capacity for work are the same as
in the foregoing.

B. Pneunioiiia Tubercdlosa Chron ica.
This form is due to coalescenlce of many broncho-pneu-

monic foci, and develops into conltiniuous exudative caseous
tuberculosis.

1. Fibrosa.-Infiltration or consolidation of nearly the
whole lung, with the clinical signs, previouslv described.
Recovery is iml1possible. Complications occutr -in more than
50 per cent., and there is practically no capacity for work.

2. Ulcerosa.- Cavities may be found in all parts of tlhe
lung. The clinical signs are as previously described.
Recovery is impossible. Complications are found in more
than 50 per cent., anid the capacity for work is practically
nil.

Inl comparison with Turbana's -classificationl thlis one is
excepationally complete. Instead of Turban's thlird stage it
givres a full account of all the progressive changes in the
lungs. Turban's third stage: does -not inldicat.e the condi-

tioIn of the lulngs, but from Gabrilovitch's classification. the
condition of the pulmonary process may be discerned
without further investigationi.

This classification shows nlot only the character of the
process, but also the prospects as regards treatment and
prognosis-an exceptionally important poinlt. Brolncho-
pneumounia is always more dangerous than simple pnel-
monia; tho regime in this case must be very severe, and
the proglnosis extremely grave. Turbani's classification
gives us no indication as to the nature of the process
nor how it spreads. All tlhese considerations are based not
on my personal experience only, but also on statistics. If
the same area is affected both by broncho-pneumonia and
pneumonia., anid even if the affected area in the case of
pneumonia is the larger, the prognosis is always better for
pneumonia than for broncbo-pneumonia.
As regards statistics, Turban's " third " stage is silelnt,

and all statistics founded on this classification give not the
slightest idea about the nature of tuberculous processes anid
are of very little value.
The advantage of this classification has been proved

statistically. In my work (with Miss Eldertoni) " Correla-
tion between prognosis based on the condition of the
tuberculous patient at entry to a sanatorium, and the
issue ".(Annals of Eutgenies, Vol. II, Parts I and II, April
1927; Cambridge University Press), on page 65 we finid:
There is no doubt that the three stages of the Turban-

Gerhardt Classification are not sufficient for prognosis, and
that the subdivisioni of Group III by Professor Gabrilo-
vitch's metlhod is an improvement." And furtlier (page 73),
as a conielusion: " (2) In estimating issuo from stage,
the Stage III of the Turban-Gerhardt Classificationi shouhl
be subdivided following the divisions used by Professor
Gabrilovitch."

COLLOIDAL ANTIMONY IN THE TREATMENT OF
TUBERCULOSIS.

BY

PERCY MOXEY, M.B., Ch.B.,
TUBERCULOSIS OFFICER AND DEPUTY M.O.H., PORT AND BOROUGH

OF SOUTHAMPTON.

IN previous articles1 attention has been drawn to the treat-
menit of tuberculosis by m-leanls of intramuscular injectionis
of collosol antimonium (Crookes). A large numiiber of cases

lhave now been treated by this method, and the results
obtained aro giveni below. Cases are separated into
sl)utum+ and sputum-, and the spLitunm+ cases are
separated into groups according to the classification adopted
in the Miniistry of Health Memoralndunm 37/T.
During the latter half of 1926 196 cases were placed- on

this treatment; 90 were sputumi-, and have nearly all
done very well, 3 only having died up to date, but no
detailed statemelnt will be made concerning these, as with
sputumll- cases the diagnosis is open to doulbt, and tlhe
value of- the treatment cannot therefore be demonistrated.
The sputuni+ cases numbered 106-11 in Group 1, 23 in

Group 2, and 72 in Group 3. No case is included wlhich did
not have at least two months' treatmient in 1926, anid the
results are as follows.

Not so DidLeftImprovk . Well. AreaQuieseent.Irlrvd Nel Died.Lef

+ 1 7 4 0 0 0 July 1st, 1927-6 months or
+ 2 6 17 0 0 0 more after commence-
+3 2 56 9 5 0 ment of treatment.

+ 1 7 3 0 1 0 Jan. lst,1928-12 months or
+ 2 13 9 O 0 1 more after com-imence.
+3 _ 34 10 19 4 ment of treatment.

+1 7 3 0 1 0 At present-18 months or
+ 2 15 5 2 0 1 more a ter commence.
+3 7 15 13 32 5 ment of treatment.

Four deaths were from other causes, but as the tuber.
culosis was a contributing factor these are included in the
above figures. It will be noted that 67 cases of the original
106 are still under observation or treatment.


