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adults. In the 72 infantile cases we had 31 deaths (43,1 %)
and 41 survivals (56' 9 %). Of these 25 were patients in
the first 2 years of life, of whom 15 died and 10 survived
(40 %), but 6 with sensorial or cerebropathic sequelae:
in 10 children in the first year of life, 7 died and 3 were
alive (30 %), 2 after 2 years and 1 after 6 months of
treatment, but all 3 were cerebropathics.

Of the 47 cases between 2 and 12 years of age 16
died and 31 survived (65'9%). Of the survivors 17
completed treatment more than 2 years ago, 6 1-2
years ago, and 8 6-12 months ago; 28 are normal and
regularly attending school, 1 is deaf, 1 is hemiplegic
and 1 is seriously cerebropathic.

Of 38 adolescent and adult cases, 22 died and 16
survived (42'1 %), of which 10 are normal and 6 have
sequelae, viz. 1 with right hemiplegia and aphasia which
is slowly improving, 1 with blindness from chiasmatic
arachnoiditis, 1 with slight cerebropathy from poren
cephaly shown by pneumo-encephalography and electro
encephalography, 2 with complete deafness, and 1 with
persistent vertigo.

In our 110 cases meningitis was associated with
miliary disease in 26, and in these the survival rate is
34·6% (17 dead) subdivided into 6 deaths out of the
8 cases in the first 2 years of life, 3 deaths out of the
7 cases aged 2-12 years, and 8 deaths out of the 11
adult cases.

We noted only 4 relapses-3 in adults and 1 in a
girl of 9 years. Two of these resulted in death (1 .adult
8 days after the start of the relapse, and the gIrl of
9 after 3t months) and 2 are alive, one completely nor
mal and one with deafness.

I shall not waste time on the details of the technique
followed in our centre, which are not different from
others, nor on the results obtained with cisternography,
encephalography (which we always perform on admis
sion, on the 40th day, on the 90th day, and at the end
of the treatment, unless it is also necessary for anoma
lies), electro-encephalography which we perform regu
larly and find most useful for the early diagnosis of
tuberculous meningitis, as shown in our centre by
Schiavini, Martelli and Pisani,ll and the mental tests
and re-education method which the doctors and in
structors of our Medical Paediatric Centre carry out on
all patients.

I shall only point out in conclusion that since April
1952, a period during which to streptomycin we added
isoniazid intrathecally, orally and intramuscularly, we
treated 22 cases of tuberculous meningitis with 6 deaths
and 16 survivals (72· 7 %).

VALUE OF SPECIAL CENTRES FOR TUBERCULOUS
ME.INGITIS

These are the results, published up to the present,
obtained in the more important Italian centres for the
treatment of tuberculous meningitis and miliary tuber
culosis. These diseases are treated also in phthisiologi
cal, neurological and paediatric clinics, and in hospital
wards for general medicine, paediatrics, neurology and
phthisiology. We stress the advantage of our centres,
in which patients are brought together, in tranquil
surroundings, separated from the busy general hospital
ward; they acquire an intelligent idea of their condition,
thus avoiding imprudences and the wish for premature
discharge so likely to lead to eventual relapses; and they
become more disciplined and follow with interest their
treatment; all of which makes useful propaganda for the
necessary improvement of the hygienic conscience of
the public and the general practitioner and enable us to
make an instructive study by comparison of the various
patients.
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A PHYSIOPATHOLOGICAL BASIS FOR THE DESCRIPTION AND CLASSIFICATION
OF BILATERAL RENAL DISEASES*

PROF. P. BASTAI AND DR. M. CREPET

The cla'ssification the authors have proposed is based
on the physiopathologal interpretation of renal disease.
The primary consideration is modern knowledge of
renal function, quantitative and qualitative, as revealed
by clearance methods. It must b.e realized that, by the
renal arteries, one-fifth of the cIrculatory flow of the

* Summary of contribution at the 54th Congress of the Interne
Medical Italian Society, Rome, October 1953.

body passes through the kidneys, i.e. approximately
I litre of blood every minute; that the blood as a whole is
pufilled in its course through the glomerulus by the
passage through its wall of about 130 C.c. of plasma
ultra-filtrate; that the glomerular capillary behaves
like ari ultra-filter, exactly as a systemic capillary; and
that a limited quantity of the plasma ultra-filtrate
becomes reabsorbed selectively by the tubular cells.
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Renal function is mainly circulatory and the tubule
is equivalent to an interstitial space, receiving a capillary
filtrate absolutely similar to that from systematic
-capillaries, but differing from the interstitial spaces of
other tissues because it is provided with an epithelium
attached to the venous capillary, which operates selectively
on its contents.

The valuation, in relation to modern physiopathology,
of the facts arising out of the functional examination of
bilateral renal disease makes it possible to extract the
fundamental common factors and points of contact
from which, in the opinion of the authors, the most
natural description emerges. The classification they
.suggest is as follows:

Renal Disease due 10 Arleriolar Disease
1. Renal disease due to arteriolar disease with chronic manifesta

tions: i.e. essential hypertension

2. Renal disease due to arteriolar disease with acute and
.subacute manifestations:

Ca) From malignant hypertension
Cb) From pan-arteritis nodosa
Cc) From sclerodertnia
Cd) From thrombo-angiitis obliterans
Ce) Symmetrical necrosis of the cortex

.Renal Disease due 10 Capiliary Disease
1. Renal disease due to inflammatory capillary disease:

Ca) Haemorrhagic glomerulonephritis
Cb) Proteinuric glomerulonephritis
Cc) Renal amyloidosis

2. Renal disease due to non-inflammatory capillary disease.
Ca) Diabetic renal disease
(b) Renal disease in pregnancy
Cc) Simple arteriosclerotic renal disease
Cd) Renal disease due to myeloma

Renal Disease due 10 Circulalory Insufficiency
1. Central: kidney of stasis
2. Peripheral: kidney of shock

Toxic Renal Disease

Jnlerslilial Renal Disease

Renal Disease due 10 Idiopathic Tubular Defecls

Renal Disease due to Arteriolar Disease
Normally the stream of blood to the glomerular tuft,

and consequently the pressure which controls the
.glomerular filtration, are dependent on the tone of the
afferent artery. TOW the basis of some renal dysfunctions
js known to be the functional and organic modification
of this first regulator of the renal purifying mechanism,
viz. the glomerular afferent; which modification
produces an increase of the resistance offered to the

. intra renal circulation. This produces a decrease in the
-outflow of glomerular filtrate and in the purifying
activity of the nephron.

This is the common physiopathological characteristic
of ;enal disease due to arteriolar disease. The prototype
is the renal disease which develops in the course of
essential hypertension; then come those respectively
·determined by malignant hypertension, nodose pan
arteritis, sclerodermia, thrombo-angiitis obliterans and,
lastly, symmetrical cortical necrosis, from which the
distinction of ischaemic necrosis due to shock is not
.always easy.

The symptoms of renal insufficiency in the various
pathological conditions of arteriolar origin are due to
altered haemodynamic conditions arising in the glome
rulus and in the arteriolar capillaries which send blood
to the tubule; the anatomical and functional state of
the glomerular walls remaining fundamentally un
changed.

Renal Disease due to Capillary Disease
For other renal pathological conditions, on the

contrary, the vascular tract fundamentally concerned is
the capillary one; from which arises the authors'
terminology of renal disease due to capillary disease.
A lesion in the glomerular part of the renal capillary
and the consequent manifestations of altered function
determine the fundamental objective characteristics. The
capillary membrane of the glomerulus, like that of all
systemic capillaries, may be compared to the membrane
of an ultra-filter: through it, impelled by an effective
filtration-pressure, only molecules of a certain volume
can pass, while molecules of a greater volume cannot;
amongst the latter being the protein molecules. Now,
in renal disease due to capillary disease the objective
urinary signs and symptoms are the result of altered
function following a lesion of the renal capillary-in its
glomerular tract-and a modification of its characteristics
of permeability. In proliferation of the glomerular
capillary and the consequent thickening of the capillary
wall, the amount of plasma filtrate is reduced; this is
the common physiopathological characteristic of intra
capillary glomerulonephritis. In an inflammatory or
other lesion of the basement membrane of the capillary
wall, with or without participation of cellular element,
there is the passage of plasma protein substances in the
primary urine. This happens in protein uric glomerulo
nephritis (membranous glomerulonephritis of Bell,
nephritis type II of Ellis), in amyloidosis, in renal disease
of pregnancy, and in diabetic nephropathy.

Although it is a seperate entity_ because of its milieu
and its anatomical and functional aspects, renal disease
due to myeloma is included in this group, because it is
characterized, at least at first, by the pasEage
through the capillary wall of heterogeneous pro
tein .substances which is the cause of developments
in the tubular sector that are the inevitable outcome of
nephropathy.

In the senile kidney, the fundamental disturbance
differing from that in the arteriosclerotic kidney-is
found in the thickening of the glomerular wall and
therefore in the progressive decrease of its filtering
activity.

Substantially, it is on the basis of capillary disease
that most of the renal pathological conditions described
as interstitial nephritis have their origin. A capillary
lesion on an inflammatory or toxic or ischaemic basis
is in fact the cause of the haematogenous variety of
interstitial nephritis, either in its 'serous' form or in
the 'proliferative' form. The increased interstitial
pressure thus produced clogs the more delicate structures,
viz. the small veins and peritubular capillaries. The
picture of the disease, reflecting its basic ischaemia, is
consequently characterized by variation in urinar}'
volume.
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Renal Disease due to Ischaemia and Altered Haemo-
dynamic Equilibrium _

Under this heading-in this classification - are
grouped: the kidney of congestive cardiac failure and
the various nephropathies due to shock-the result of .
trauma, intravascular haemolysis, grave haemorrhage,
and crush. The decrease in the supply of blood to the
glomerulus and the tubules, as an indirect consequence
of diminishing cardiac output and as a direct consequence
of afferent vasoconstriction, is the main factor in the
insufficiency found in the disease states mentioned above.

Toxic Renal Disease
In the pathogenesis of the renal diseases which are

called 'toxic', ischaemia and consequently anoxic
lesions of kidney tissue are again amongst the leading
factors; this happens in the serous forms, when the
massive onset of toxic conditions in the organism

provokes the shock phenomena responsible for im
mediate death.

Lesions directly produced on the tubular surface by
toxic substances filtered through the glomerulus are
not considered here.

In the acute ischaemic or toxic forms of renal disease,
the chain of events starts outside the kidney and the
lesion in the organ is produced secondarily, which is
contrary to what happens in the forms due to capillary
or arteriolar disease. Therefore, as specifically tubular
disease, either in the physiopathological sense or in the
clinical sense, only renal diseases due to idiopathic
tubular defects are considered in the authors' classification,
and that means those pathological renal conditions
which originally and fundamentally arise from and
show themselves in the isolated loss of one or more
attributes of tubular function. In this group are included
norrnoglycaemic diabetes, phosphaturia and amino
aciduria.

THE TREATMENT OF ARTHROPATHIES WITH CORTISONE

PROF. LmGI VILLA

with the collaboration of

DRS. C. B. BALLABIO AND G. SALA

Institute of General Medical Clinic of the Milan University*

Arthropathy cases treated with cortisone or ACTH in
the Rheumatoloe:ical Centre of the Medical Clinic at
Milan during the period 1950-1953 total 153 and are
thus distributed:

Chronic primary polyarthritis and its varieties 65
Rheumatic disease 60
G~ 8
Degenerative arthropathies and related forms 20

The series at our disposal allows some reflections in
relation to each of the disease forms which we. report,
purely from the clinical aspect. The more significant
changes in the laboratory data of this series are referred
to in other communications.

(A) Chronic Primary Polyarthritis
1. Cortisone therapy is effective and useful in this

form of disease. We prefer treatment in interrupted
courses to the usual initial posologies at full doses
and are using maintenance doses. These are varied
in our cases from a minimum of 50 mg. to a maximum
of 100 mg. a day and the preferred route has been the
oral one; however, we are of the opinion that the
75 mg. dose should be exceeded only exceptionally.
After each cycle of treatment, which amounts to 5-7 g.,
an interval is necessary, lasting from 15 to 20 days
according to the case. During the interval, in the

, majority of cases, we have given ACTH intramuscularly
or intravenously according to the function.al response

* Dean: Prof. L. Villa.

of the adrenals. estimated by the elimination of the
urinary cortical katabolites.

Our series include cases treated for more than 3 years
and with total doses which exceed 100 g. of cortisone.
These cases, notwithstanding an evident functional
inhibition, with a sensible decrease in the basal urinary
values of the 17-ketosteroids and the ll-oxycorticoids,
have always responded to ACTH, even if with different
intensity. Further experience has convinced us that the
dangers attributed to secondary atrophy of the adrenal
cortex are very slight.

2. It is convenient in the choice of cases to be treated
to exclude from cortisone therapy the forms with very
slight inflammatory manifestations or which have
arrived at the terminal phase of ankylosis.

3. Some favourable results, even if inconstant, have
been furnished by the combined salts of gold and
cortisone, which we have tried in 26 cases, with dosage
schemes and results which form the subject of a publica
tion by my collaborators.

4. The well-known contra-indications are serious
cardiac disease, renal insufficiency, gastroduodenal
ulcer, active tuberculosis, obvious disturbance of the
psyche. We have always followed these criteria.

5. Water retention has never constituted an important
enough reason to discontinue the therapy; complete
resolution has occurred spontaneously or with the
simplest procedures. Increase in weight by fattening
influences the articular burden unfavourably. Psycho
motor agitation, insomnia, restlesness, some anxiety
states, disturb but do not prevent therapy: acne and




