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FiG. 28 cont—(e¢) Tomograph at 3 centimetres shows blocked cavity has reopened.
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Fi1G. 31.—Male, aged 23 years. (a) Extensive soft infiltration in upper and middle
zones of left lung with two cavities 2 centimetres and 2°5 centimetres at left apex.
Scattered soft infiltration in right upper zone. (b) Small extrapleural space: calci-
fied foci in left middle zone and right upper zone - - - - - -

F1G. 31 cont.—(c) Left oleothorax after the introduction of 500 millilitres of olive
oil. (d) Left oleothoraz: calcified foci in both lungs - — - - -
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unfit for pneumonectomy. (@) Extensive bronchiectasis left lung (postero-anterior
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FiG. 32 cont.—(c) After plombage (postero-anterior view). (d) After plombage
(lateral view) — - - - - — = == — =

Fi1G. 32 cont.—(¢) Tomograph showing spheres in position (65 in number). (I)Con-
dition 18 months after operation E - - - - - -

F1G. 33.—(a) Large pulmonary cavity at apex with contra-selective A.P. Almost
complete collapse of lung. (b) After operation, E.P. and A.P. space very extensive,
but cavity still persists - - — - - - - - - -

Fi1G. 33 cont.—(¢) A.P. and E.P. space smaller. Pulmonary cavity has disappeared.
(d) A.P. and E.P. space smaller, lung coming out. Pulmonary cavity has dis-
appeared — - = = - — = - = - == -

FiG. 33 cont.—(¢) Lung still creeping out. (/) Cap of thickened pleura has replaced
the E.P. space. The pulmonary cavity remains healed - - - - =
Fi1G. 34.—Pulmonary cavities both apices. (a) Generalized bilateral disease.
(h) Cavity left apex, spreading lesion right apex — - - - - -
Fi1G. 34 cont.—(c) Tomograph shows bilateral apical cavities. (d) A.P. right side.
Adhesions holding out apex - - - - - - - - -
Fi1G. 34 cont.—(e¢) Division of adhesions and pneumoperitoneum controlling right
side. (f) After E.P. on left. (Note pulmonary cavity not yet obliterated) — -
FiG. 34 cont.—(g) Control of pulmonary cavities on both sides. (#) Thoracoplasty
left. Lung restored on right - - - - - - — - —

FiG. 35.—X-ray films showing active disease controlled by E.P. Extensive Fruh
infiltrar left, unstable lung right. () Left E.P. - - - - - -
FiG. 35 cont.—(c) E.P, replaced by firm “cap”. Disease on left controlled - -
Fi1G. 36.—(a) Apical cavity in lung with adhesive pleurae — - - - -
F1G. 36 cont.—(b) E.P. immediately after operation. Pleural detachment to 8th rib
laterally. Retracted apex maintains general form. (¢) E.P. a few weeks after
operation. Lower part of detachment reattached. Apex of lung depressed. (d) Poor
pneumothorax, with adherent apex. (¢) Combined intrapleural and extrapleural
pneumothorax showing “shelf™. (f) Beginning of décollement. (g) Décollement
continues, apex of lung peeled down. Creation of E.P. space — - - -
FiG. 37.—Demonstrating usual progress of E.P. during 10 years. (a) Before
operation—cavity in right apex. (b) Five years after E.P.—extensive “‘space” -
Fi1G. 37 cont.—(c) Ten years later—obliteration of E.P. space and replacement by
thick “cap™ of fibrous tissue. Cavity healed - - - - - - -
Fi1G. 38.—(a) Shows bilateral apical disease. Cavity right side and small apical
cavity on left. (b) Shows right sided cavity — - - - - = =
F1G. 38 cont.—(c) Shows right thoracoplasty with cavity opposite anterior end of
2nd rib on left side. () Shows condition after bilateral thoracoplasty - -
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FiG. 39.—(a) Shows apical cavitation after introduction of Monaldi tube with
left artificial pneumothorax - - ~ = — ~— ~ —
FiG. 39 cont.—(b) Shows condition after injection of LlplOdOl into cavity before
thoracoplasty. (¢) Shows condition after thoracoplasty with left lung re-expanded.
Some fibrosis and emphysema at left apex — - - - - - -
Fi1G. 40.—(a) Shows infiitration at right apex. Left lung normal — - - -
FI1G. 40 cont.—(b) Tomograph shows cavity at right apex. (¢) Shows condition after
5-rib thoracoplasty. No evidence of cavitation. Left lung normal — - -
F1G. 41.—(a) Shows large cavity left apex with scattered infiltration throughout the
whole of the left lung. Right side shows artificial pneumothorax - - -
FiG. 41 cont—(b) Shows condition after st stage thoracoplasty. Cavity still obvious.
(¢) Shows condition after thoracoplasty. Right lung re-expanded. Fibrosis in
middle zone with few scattered calcifications. Left side shows apex well collapsed.
Scattered calcifications in lower zone — - - - - - - -
F1G. 42.—(a) Shows cavity in left upper lobe, also cavity in apical scgment of the
lower lobe which is not clearly defined. Small patch of infiltration in right mid
zone. Pneumoperitoneum with elevation of left leaf of diaphragm - - -
Fi1G. 42 cont.—(b) Tomograph confirms presence of left cavitation. (¢) Shows
condition after left thoracoplasty — - - - - - - - -
FiG. 43.—(a) Shows right apical cavity and left artificial pneumothorax with
scattered calcified infiltration throughout both lungs. (b) Condition after right
thoracoplasty. Left artificial pneumothorax being maintained — - - -
Fi1G. 44.—Giant right apical cavity with fluid level. The film shows the appear-
ance after a limited anterior thoracoplasty - - - - = =
F1G. 45.—Excavation of almost all the right upper lobe followmg consolidation-
collapse type of lesion. Right phrenicectomy and pneumoperitoneum were in-
effective. (a) Endocavity drainage (Monaldi) established after a limited anterior
thoracoplasty. (b) A posterior thoracoplasty with limited apicolysis followed and
the tube was removed when the cavity had completely closed. Three years later
the cavity has remained closed (¢) and sputum is negative - -
Fi1G. 46.—Giant dorsal (apex of lower) lobe cavity on the left (a). Treated by caver-
nostomy using a posterior approach. Antibiotics helped the relatively quick
closure which has been permanent (b) — - - ~ - - = .
Fi1G. 47.—Cavity in apex of the right lower lobe treated by cavernostomy. A left
upper thoracoplasty had been performed some years previously (a). A posterior
approach was used for a skin flap drainage of the cavity (h) - - - =
FiG. 48.—Cavity at the apex of the right lower lobe which was not permanently
controlled by AP or phrenicectomy (a) — - - - - - = =
FiG. 48 cont—The posterior situation of the cavity is szen in the lateral view
(b). Segmental resection of the apex of the lower lobe gave a good result (¢) -
F1G. 49.—Pneumonectomy for bronchostenosis and extensive disease in the left lung.
A preliminary pneumoperitoneum was induced (¢) and pneumonectomy per-
formed with difficulty. Three weeks later a limited upper thoracoplasty was
carried out for partial obliteration of the dead space. Note that the mediastinum
has become central (b) - - — — - - — - - -
F1G. 50.—Failure of thoracoplasty to close left apical cavities. In spite of an exten-
sive apicolysis the lung “‘crept” out and there was considerable activation of
disease in this area (a). After mobilization of the apex it was found possible to
excise the diseased lobe (b) — - -~ - — — = = -
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FiG. 51.—Pneumonectomy for ‘“destroyed™ lung. Active ulcerating disease in right
lung uncontrolled by rest, antibiotics and pneumoperitoneum (a). AP was im-
practicable. Excision of the lung was followed by immediate lmprovement and a
thoracoplasty was performed later (b) — - - - - - -

F1G. 52.—Right uprper loke cavitation, also cavity in left mid-zone region (a).
Marked endobronchitis treated by streptomycin and PAS resulting in a stricture
in right upper lobe bronchus. Right phrenicectomy was added later and simul-
taneously the left cavity closed (b) - — - - = - - —

Fi1G. 53.—Extensive disease in left lung showing steady progression in addition
to gross endobronchitis. Note elevation of left diaphragm (a). Following
pneumonectomy there was remarkable improvement and the pdtlent has remained
well for 3 years without a thoracoplasty (b) — - - ~ - -

F1G. 54.—Femalc aged 16 years. (a) Film shows effusion left side and evidence of a
haemic dissemination in the right lung. () Shows absorption of fluid and diffuse
miliary spread of tuberculous foci throughout both lungs - - - -

FiG. 55.—Male aged 20 years. (a) Shows bilateral pleural effusion. (b) Further
examination 17 years later, shows multiple calcified foci in the lung fields having
the distribution of a haemic dissemination — - - - - - -

F1G. 56.—Tension cavity: adhesion section: empyema: death - - - -

F1G. 57.—Tuberculous empyema: amyloid disease: pleurectomy: recovery — -

FiG. 58.—Tuberculous empyema: pleurectomy: recovery - - — - -

F1G. 59.—Tuberculous empyema: drainage: thoracoplasty: recovery - - -

FiG. 60.—Lung cavity: spontaneous tuberculous pyopneumothorax: pleuro-
pneumonectomy : recovery — - - - - - - - - -
FiG. 61.—Bilateral pulmonary tuberculosis: bilateral artificial pneumothorax:
right spontaneous pneumothorax: left tuberculous empyema: pleurectomy:
recovery — - - - - - - - - - - - -
FiG. 62.—Bilateral pulmonary tuberculosis: contra-selective artificial pneumothorax
(left)—mixed infection empyema—penicillin sterilization: right A.P.—super-
added spontaneous pneumothorax: death  — - - E - - -
Fi1G. 63.—Artificial pneumothorax: tuberculous empyema: aspirations and chemo-
therapy: thoracoplasty - - - - - - - - - -
F1G. 64.—Adhesion section: empyema with bronchopleural fistula and pleuro-
cutaneous sinus: pleuropneumonectomy - - - - - - —
FiG. 65.—Adhesion section: atelectasis and tuberculous empyema: aspiration and
chemotherapy: bronchial fistula: thoracoplasty - - - - - -
Fi1G. 66.—Lobectomy to prevent pyothorax - - — - - - -
Fi1G. 67.—Muixed infection pyothorax: actinomycosis: sinuses: sterilization: radical
toilet: hypoproteinaemia and nephrosis: recovery - - - - ~ -
FiG. 68.—Artificial pneumothorax: endotronchial tuberculosis: pyothorax: phrenic
crush: thoracoplasty — - - - — - - - - — =
F1G. 69.—Inadequate artificial pneumothorax: tuberculous effusion: aspiration:
azochloramide lavage: sterilization : re-expansion — B - - - -
Fi1G. 70.—Pleural effusion: tuberculous empyema: aspiration: residual encysted
collection: late secondary infection and bronchial fistula: aspiration: re-
expansion: recovery — - - - = = = = = - =
FiG. 71.—Aspiration techniques - - - - - - — - —
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F1G. 72.—Adhesion section: atelectasis: tuberculous empyema: asplratlon phrenic
crush: re-expansion — - — - - - _ - = _

FiG. 73.—Post-lobectomy basal empyema: drainage: pneumoperitoneum: radical
toilet (unroofing): healing - - - - - - - = = -
FiG. 74.—Pleurectomy for tuberculous empyema—operative technique - -
Fi1G. 75.—André Maurer's articulated rib spreader - - - — - -
Fi1G. 76.—Pyothorax and bronchial fistula after pneumothorax: pleurectomy and
segmental resection: recovery - - ~ ~ - - - - -
FiG. 77.—Artificial pneumothorax: ruptured tension cavity: empyema: upper
thoracoplasty: basal pleurectomy: recovery — - - - - - —
FiG. 78.—Contra-selective artificial pneumothorax: tension cavity: pyothorax:
thoracoplasty without drainage: healing - — - - - - -
FiG. 79.—Lobar atelectasis: empyema: basal re-expansion after sterilization and
aspiration: apical thoracoplasty - - - - - - — - -
F1G. 80.—Oleothorax: late bronchial perforation: pyopneumothorax: thoraco-
plasty: re-accumulation of empyema: drainage and radical toilet: recovery -
FiG. 81.—Tuberculous pyothorax: thoracoplasty without drainage: encysted
residual collection: delayed bronchopleural fistula — - - - - E
Fi1G. 82.—Perforation externally of undrained residual empyema under thoracoplasty
Fi1G. 83.—Adhesion section: pyopneumothorax: abdominal sinuses: thoracoplasty:
radical toilet: streptomycin: recovery — - - - - - - -
Fi1G. 84.—Upper lobectomy for tuberculous cavity: bronchopleural fistula:
secondary lower lobectomy and total pleurectomy: recovery — - - —
F1G. 85.—Operative technique of radical toilet for residual empyema cavity — -
Fi1G. 86.—Healing after radical toilet for residual empyema cavity. Healing after
the “‘saucerization™ type of unroofing operation for residual empyema space
depicted in Fig. 85 - - - - - - - - - - -
Fi1G. 87.—Tuberculous infection of chest wall after thoracoplasty - - -
F1G. 88.—Mixed infection pyothorax: cellulitis of chest wall: drainage and multiple
incisions: thoracoplasty: healing — - - - - - — - -
F1G. 89.—Immobilization of the neck by a head or carapace splint  — - -
Fi1G. 90.—Skiagrams of the neck showing calcified lymph nodes — - - -
Fi1G. 91.—Skiagram of calcified lymph nodes removed at operation - - -
Fi1G. 92.—Premature fusion of the left knee epiphyses in tuberculosis of the left
hip of a child after 4 years fixation - - - - - - -

F1G. 93.—A lesion of the lumbar spine considered by experienced surgeons to be
pyogenic. The misleading feature was the stout buttress of osteophytes. Myco.
tuberculosis was found in the pus from the psoas abscess. (This patient refused all
treatment and yet obtained healing of his bony focus.) - - - - -

Fi1G. 94.—Six years after ischio-femoral arthrodesis for active disease in a man
aged 52 years. Designed to shorten his treatment, the operation has failed in
every way — - - - - - - - - - - - -

FiG. 95.—Disease of the lumbar spine still active in a man aged 20 years. At this
stage an Albee fusion was done “‘to give him a hope of quicker cure™ - -

F1G. 96.—The same lesion as in Fig. 95; fifteen months later the disease is still
active and further destruction has occurred. Healing is being prevented because
the graft is holding the diseased area open — - - - - -
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FiG. 97.—Illio-femoral fusion for tuberculosis of the hip in a woman aged 30 years
FiG. 98.—Diagram of Trumble's method of ischio-femoral fusion by a low extra-
articular cortical graft - - — - - - - - -
F1G. 99.—Diagram of Brittain’s ischio-femoral arthrodesis — - - - -
FiG. 100.—Double tibial onlay grafts (Girdlestone) for fusion of a lumbar focus in a
man aged 26 years after 30 months of conservative treatment had produced
quiescence of the disease — - - - — - - - - -
F1G. 101.—Ischio-femoral arthrodesis (Brittain) of para-articular type. X-ray
appearances |1 months after operation in a woman aged 23 years — -
Fi1G. 102.—The Albee hip fusion as performed in 1913 - - - - -
Fi1G. 103.—The Hibbs hip fusion - - - - - - - - -

F1G. 104.—A soundly united ilio-femoral fusion by tibial graft in a man aged 22
years, performed after 2} years of conservative treatment - - - -
F1G. 105.—Arthrodesis of a tuberculous knee in a woman aged 47 yedrs using the
Brittain cross-graft technique - — - - - - -
FiG. 106.—(a) Arthrodesis of a tuberculous knee using Charnley’s clamps. (h) Bony
union five months later - - — - - - - - - -
FiG. 107.—X-ray 18 months after fusion of a quiescent tuberculous shoulder by
the McKee-Brittain tech nlque (posterior scapulo humeral fusion with tibial
graft) in a woman aged 22 years — - - - - - - -
Fi1G. 108.—While one focus in the dorsal spine of a man aged 48 years has healed
and consolidated, a second has developed 2 segments below — = -~ -

Fi1G. 109.—Antero-lateral decompression for Pott’s paraplegia — - - -

FiG. 110.—Illustrating why a kyphosis helps in bringing the compressing agent with-
in easy access in antero-lateral decompression - - - - - -

FiG. 111.—(a) and (b) X-ray films of a dorsal spine lesion in a woman aged 25 years
with profound paraplegia in extension — - - - - = - -

FiG. 112.—Same case as Fig. 111. lilustrated are films obtained two years later,
showing the amount of bone removed, and also showing that the operation in no
way impedes healing of the skeletal lesion - - - - - - -

FiG. 113.—Endometrium with tuberculous endometritis without caseation - -

FiG. 114.—Tubercle follicle with giant cells, epithelioid prohferaflm and central
caseation — - - - — - — - 5 - _ -~

Fi1G. 115—A small tuberculoma in the cerebellum, reaching the surface in the
depth of the sulcus. Typical tuberculous exudate is seen in the meninges on the
upper surface of the cerebellum and is p'lrtlcularlv marked in the lnlerpeduncular
fossa - - - - - - - - - - -

FiG. 116.—Encapsulated tuberculoma in the lenticular nucleus destroying the
internal capsule. Below, the optic chiasma is surrounded by exudate - -

FiG. 117.—Enlarged photograph of base of brain showing thick exudate filling the
interpeduncular fossa, obscuring the optic chiasma and covering the upper part of
the anterior aspect of the pons. The basilar and carotid arteries are obscured, as
are the origins of the third nerves - - - - - - - -

FiG. 118.—Extensive dense exudate filling the interpeduncular fossa and burying
the basilar artery. Extensions of this exudate are seen extending laterally and
dorsally in the cisterna ambiens encircling the mid-brain. The pineal body is
embedded in exudate — - - - - - - - - - -
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