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The general belief that diphtheria is com- 

paratively rare in India, and that cases wliicli 
do occur are of a very mild type would appear 
to need some modification. That the disease is 
at times so mild as not even remotely to suggest 
diphtheria may be quite true, but that it is as 

rare as is generally believed is open to question. 
In the absence of statistics based on bacterio- 

logical diagnosis it is of course impossible to 
say to what extent the disease is prevalent in 
India or how many so-called " sorethroats 

" 

are due to the diphtheria bacillus. Clinically 
we know the disease is not easy to diagnose 
particularly in a typical cases. G. S. Graham 
Smith says: "The clinical manifestations of 

diphtheria are so divergent that the widest 

experience cannot hope to diagnose correcti- 
on clinical grounds alone any but the more 

typical cases. Even in such cases mistakes are 
not infrequently made." If this is true of 

European countries how much more applicable 
to India where the disease as a rule appears to 
run such a mild course? 

Minor epidemics of "sorethroat" or 

" Follicular tonsillitis" with a fatal case or 

two occurring towards the end, have come 

within the experience of many practitioners. 
In some instances the throat swabs taken from 

one or more of the severe cases in these epi- 
demics have proved the disease to be true 

diphtheria. In the absence of bacteriological 
tests or severe symptoms such cases would cer- 

tainly be treated as ordinary "sorethroat 
" 

and none of the precautions usually observed in 
diphtheria would be taken unless, after the 
subsidence of acute symptoms one or other of 
the sequelae of diphtheria manifests itself. In 
those epidemics which are proved to be diph- 
theritic we probably have the bacillus only 
slightly virulent at the beginning, and giving 
rise to mild symptoms but gradually attaining 
a more virulent form by passage through 
human beings. This would help to explain 
the severe cases towards the end of such epi- 
demics, and in which it is only the gravit}' of 
the symptoms that prompts the need or desire 
for a bacteriological diagnosis and leads the 

medical attendant to adopt the procedures for 

dealing with infectious disease. What is needed 
is an earlier recognition of the disease in order 
to avoid the occurrence of the severe and fatal 
cases towards the end of the epidemic. For 
the present, however, the clinician in India is 
satisfied with his criteria of diphtheria, viz., 
severity of symptoms, fatality and sequelae, 
and is therefore led to conclude that diphtheria 
is very rare in this country. Rut judging from 
the number of positive findings in the examina- 
tion of throat swabs sent to this Laboratory 
during the past five years I consider it likely that 
diphtheria is much more common in India than 
is supposed. This contention receives further 

support from the fact that the examinations are 

chiefly from material of severe cases and not 
from the cases which led up to them. 
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The notes given below of six cases which I | 
have selected from among others may be of 

interest to practitioners as illustrating some ot 

the various types of cases which may be met 

with in India. Five were cases ot membranous 

rhinitis and one a very mild throat 
affection 

so mild that the temperature does not appear 
to 

have risen above the normal. 
In the beginning of October one (case No. 1) 

of four children in a family developed^ an abra- 

sion on the knee which sloughed. I he follow- 

ing day a sore appeared on his lip and a dis- 

charge was noticed from his left nostril. Within 

the next two and a half weeks two other 

children (cases Nos. 2 and 3) of the same family 
had developed a discharge from the nose (the 
left nostril in each case). These three children 

had had slight fever but did not appear very 

ill. At about this time a fourth child (case 
No. 4), the baby became similarly infected. 

She, however, suffered from high fever for over 

two weeks. At the end of this time the tem- 

perature came down but kidney symptoms 
supervened and the child died on the l^tn 

November. In the meantime another child 

(case No. 5) who had been in contact with 

these children developed an ulcer on his fingei, 
smears from which, together with a swab 

made 

from the nose of case No. 2, were found to contain 

diphtheria bacilli virulent for laboratory animals. 
In no case was the throat affected. Moreover only 
one nostril was atfected and not the othei. 

l ie 

original source of infection could not be tiace( . 

Case No. 6 was that of a child (M.B.) admitted 
on 25th October for "sorethroat.^ Lempeia- 
turo normal. "Follicular spots on tonsils. 

Temperature that evening was normal, opots 
confined to tonsils; feels and looks quite 

well- 

running about. Next morning (26th) cmlu 

appeared ill. No sign of a membrane breathing 
rather loud but no obstruction. Pulse ovei 100. 

Temperature normal. . . , 

Same day 1-30 p.m.?Child sat up 
m bed, 

moaned and dropped back dead. 
It will be noticed that in the cases (1 to o) 

of rhinitis there was no sorethroat and only 
little fever except in the case of the baby vIMo. -). 
In all one nostril only was affected, 

and t leie 

was nothing in the symptoms ̂ 

clinically to 

distinguish the disease from ordinary cataiih. 

In case No. G there was no fever and the cu 
<- 

appeared quite well up to within 
a few ouis 

of death, Yet judging from the specimens 
sen , 

the disease in all these cases was due to stiams 

of diphtheria bacilli virulent to laboiatory 

animals, that is to say, true diphtheria. Cases 

such as these may or may not be rare, 
but when 

they occur are they in the absence or fatalities 

such as cases Nos. 4 & 6, correctly diagnosec 
on clinical symptoms alone? One can haid y 

expect it as their very mildness 
and the lather 

unusual site of the lesion in some of the cases 

would lead to the cause being ovei looked. 

Without a bacteriological examination case No. 
G 

would probably have been put down to acute 

tonsillitis. So that it is possible we have cases 

of true diphtheria occurring in practice which 

are not recognised as such unless a very severe 
or fatal case demanded a bacteriological diag- 
nosis. The correct diagnosis in the absence of 
bacteriological examination may be forced on 

one by the subsequent histories of cases, namely, 
by the appearance of some of the sequel? of 
diphtheria such as myocarditis, renal disease or 

palatal paralysis. Blochmann writing in the 

Berliner Klin : WocJl : (1910, Vol. XLVII, 2008) 
points out that nasal diphtheria in infants is 

often mistaken for "snuffles" or coryza; and 

notwithstanding the fact that the condition is 

fairly frequently met with, and that the appear- 
ance of the child to the experienced eye is so 
characteristic, a correct diagnosis is often only 
made on the appearance of an otitis media or 

complete occlusion of the nasal passages. 
The mortality from diphtheria in India is 

certainly much less than in European countries 
where the disease follows a more virulent course, 
but can we claim an immunity from the sequels ? 
Be the case ever so mild the bacilli are there and 
the toxins are produced, and it is well known 
the only way to avert the onset of complications 
which give rise to the usual sequel? is to 

neutralise the toxins early by the timely 
administration of antitoxin. But some would 

argue that if one is to guard against the 

sequelae in hypothetical cases of diphtheria 
one would be obliged to administer antitoxin 
to every case of sorethroat. I confess I do not 
see any other alternative in a country such as 

India is at present where laboratories are few 
and far between. At some future date (we 
hope not very remote) India will like most 
other countries have district and city bacteriol- 

ogical laboratories where it will be possible for 
the busy practitioner to obtain an opinion in 

something less than three days. But in the 
meantime it follows that the careful practitioner 
will see the necessity of sending throat swabs 
to the nearest laboratory for examination and 
of giving at least every case of fairly severe or 

suspicious looking sorethroat a preliminary 
subcutaneous dose of anti-diphtheritic serum 
pending theresult of the bacteriological examina- 
tion. In ordinary cases a prophylactic dose of 

say 2,000 units should be administered. The 

administration of the serum in cases of 

diphtheritic origin would help to avert 

complications or death and in cases of non- 

diphtheritic origin it could not possibly do any 
harm. 


