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"ESOTERIC DISEASES

On June 11, 1957 we had the honour
and pleasure of the visit of an eminent
American Radiologist, Dr. Merril C. Sos-
man, former Radiologist in Chief at the
Peter Bent Brigham Hospital. Harvard Me-
dical School. Dr. Merril C. Sosman was
also an Editor of the American Journal of
Radiology and Radium Therapy. and un-
der whom our Professor Dr. Luang Pynn
Bakaya did his training in Radiology. Now
Dr. Sosman is the Emeritus Professor in
Radiology for Harvard Medical School

Dr. Sosman spent the whole morning
discussing interesting films in our depart-
ment of Radiology. and in the afternoon,
gave a very enlightening lecture on **ESO-

TERIC DISEASES. ™

“Esoteric,” as he defines it. “ should
not be confused with ““exotic.”” The word
exotic means rare, strange or foreign. Eso-
teric, however, means designed for an inner
circle of disciples or understanding people.™

He gave us four ESOTERIC DISE-
ASES, of which only the roentgen aspects
were discussed.

The first esoteric disease is ** Nephro-
calcinosis.” By nephrocalcinosis 18 meant
a roentgenographically visible diffuse calci-
fication in the entire cortical tissue of the
‘kidney. The mechanism of production of
calcification is complex. This condition
has only been found in connection with
Chronic glomerulonephritis. which is rare.

Nephrocalcinosis should not be con-
fused with medullary calcification as is
often seen in hyperparathyroidism. hyper-
chloremic acidosts and chronic pyelonephri-
us.  All these produce medullary calcium

deposits or calculi and should really be

‘

called ** nephrocalculosis. ™

The second esoteric disease is “Vitamin
D. Intoxication.” Vitamin D, when used
Im excess, about 150,000 to 200.000 units
per day for periods of months. especially
irradiated  Vitamin D> will produce very
large, bizarre, calcium deposits in the soft
tissues about the joints, in the bursae and
tendon sheats, sometimes associated with
absorption of the normal bone in the same

area.

Similar changes sometimes occur in
rare metabolic disease like scleroderma, in
sarcoidosis, in nephritis and hyperparathy-
roidism and many others, The calcium
deposits are seen sooner in nephritis and
vitamin D intoxication because they both
have the severe nephritis as common de-
nominator. The mechanism of deposition
of calcium is by mobilizing calcium from
the bones producing hypercaiciurca. the
kidneys become irritated and loose func-
tion. calcium fills up and begins to be de-
posited in very bizarre collections around
the body.

When such deposition of calcium is
due to vitamin D intoxication, the cause
should be realized for its removal will clear
up the condition. It has been observed that
natural vitamin D fouud in natural state
as in shark liver oil, is less toxic.

The third esoteric diseasc is ** Hemo-
chromatosis = This is a metabolic disease
a mysterious disease of iron metabolism.
It is not known what exactly causes hemo-
chromatosis, the disease has been named

bronze diabetes. in which severe diabetes
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shows up first and bronzing of the skin
comes in later in the advance of the dia-
hetes. Four classical features of bronze
diabetes are: enlarged liver. bronzed skin.
diabetes and sexual hypoplasia. Often these
patients have severe anaemia. Roentgen
evidence of hemochromatosis consists in
the finding of a line of increased density
beneath the right diaphragm. exactly pa-
rallel to the top of the diaphragm. This
density is due to tremendous storage of
iron in the liver that cannot be utilized
by the individual. Therefore the line of
double density just parallel to the dia-
phragm and just below it. when no thoro-
trast has been given. is. in all probability.
" hemochromatosis. ™

The fourth esoteric disease has not
vet been described in the English language
roentgenological journals. Most of the cases
have been reported in the pathological
journals. We saw one case this morning.
the first recognized case in Bangkok. in the
department of radiology in this hospital.
This rare disease is called *° Pulmonary
calcinosis ™ or “ Pulmonary alveolar micro-
Jithiasis. ©°  This disease has no known
ctiology, it is not an infection and it does
run in parentage. It has no racial or

i‘]‘l’ﬁﬁ\iﬂﬁfﬁl]"ﬁﬁ1§'
geographical predominance.

Roentgenologically, the disease can be
recognized as very tiny particles of calcium.
strikingly diffuse and uniform depositions
of calcium all through the lungs.

Microscopically the lungs show lami-
nated, concentric calcuti in fairly normal
alveoli, the alveolar walls remaining nice
and thin.

Clinically. the disease can remain
silent for years and many cases have been
picked up at routine examinations.

The cause of calculi formation may
be due to the sudden change in PH in
the blood when CO> and O» are exchanged
in the lungs. resulting in precipitation of”
calcium. It is not pneumoconiosis in the
sense of a sillicosis and it is not hyper-
parathyroidism because it is not a hyper-
calciurea and the parathyroid in these cases.
has been found to be normal

The roentgen appearance is quite
characteristic, once we know what it looks
like. it is readily recognized.

Concluding. Dr. Sosman tooks us.
back to the fact that “ WE SEE ONLY
WHAT WE LOOK FOR AND WE

RECOGNIZE ONLY WHAT WE KNOW.™




	1None041
	1None042
	1None043
	1None044

