
THE PLACE OF THE SANATORIUM IN THE 

TUBERCULOSIS SCHEME* 

By JOHN M. JOHNSTON, M.B., D.P.H., Superintendent, Tor-na-Dee 
Sanatorium, Murtle, Aberdeenshire. 

Doubtless it will have struck most of my hearers that the 

subject under discussion is already so well worn that nothing 
new can be said about it. Whilst this may be so, yet I think 

that the sanatorium question requires discussion by our Society 
in view of recent adverse criticism of the results of sanatorium 

treatment in this country. 
It is being said by many .that sanatoria have failed 

both as regards the prevention and treatment of pulmonary 
tuberculosis, and that the money which has been expended on 
the provision and maintenance of sanatoria might have been 
better spent otherwise, for example, in providing better housing 
and other environmental conditions for the people. 

We, as a Tuberculosis Society, have to ask ourselves frankly 
whether sanatoria have really failed. If so, where have we 

gone wrong? Is the whole principle at fault, or is it that the 

principle has been improperly applied ? If the whole principle 
is wrong, what is the alternative, and if the principle has been 

improperly applied, what is the remedy ? 
It seems to me that, in order to answer these questions, 

we must first clear the ground by a reconsideration of the place 
of the sanatorium in the fight against pulmonary tuberculosis. 
The modern organisation for combating pulmonary tuberculosis 
was conceived in the fertile brain of our illustrious President, 
Sir Robert Philip, so long ago as 1887. The greatest testimonial 
to his scheme is the fact that his system, the Edinburgh 
system, has been adopted in all civilised countries. Now, in 
that system the sanatorium was assigned a definite function. 

Sir Robert Philip laid it down that the place of the sanatorium 
was for the reception of patients in the early stages of the 

disease, with a view to its effective arrest by means of proper 
treatment Subsidiary, but no less important, functions of the 
sanatorium were the education of the patient and of the public 
how to treat and prevent the disease. Experience may have 
shown that there are other functions which may be added to 

* Read before the Tuberculosis Society of Scotland at Aberdeen, 

27th October 1922. 
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Sir Robert Philip's original conception, but these can be more 

conveniently referred to later. 
Now, if we assume that effective arrest of early pulmonary 

tuberculosis can be obtained by sanatorium methods in a 

considerably greater proportion of cases than by other methods 
of treatment, it will be obvious that the principle is not at 

fault. But recently, this assumption has been assailed by 
various writers, though I have seen only one paper in which 

the writer supported his argument with statistics. I refer to 
a paper by Dr E. Ward, Tuberculosis Officer for South Devon, 
which appeared in the Lancet in March 1921. Dr Ward's figures 
related to cases among the poorer classes who had been 

observed by himself, and of whom some were sent to certain 
sanatoria, whilst the others were treated in their own homes. 

Taking his figures of patients in all stages of the disease, 
in the one case, 4 years after discharge from the sanatoria, 
where the average stay was three and three-quarter months, 
and in the other case, four years after domiciliary treatment 
was commenced in the controls, he states that the percentage 
of cases alive was 75 in both classes, but that only 46 per 
cent, of the 121 sanatorium cases under review were probably 
" 

cured," against 50 per cent, of the 282 controls. 
In an analysis of these cases, according to the three stages 

of disease under the Turban Gerhardt classification, he gives 
better figures for the cases treated at home in each instance. 

Dr Ward further asserts that most cases discharged from these 
sanatoria with the disease arrested relapsed within a short 

time, that patients commonly lost ground on returning home 
more quickly than if they had remained at home, and that 
those who were longest in the sanatoria gave worse results 

than those who stayed only a short time. He concludes that 

no case which seems to be improving at home should be sent 
to a sanatorium. 

Now, this is a very severe indictment of sanatorium treat- 

ment, and if his comparative figures and conclusions be confirmed 

by other observers an other areas, and for other sanatoria, it 

would appear that, to use the forcible phraseology of the late 
Admiral Fisher, we might as well 

" 

Scrap the lot." 
Have we any figures which confirm or controvert Dr Ward's? 

So far as I am aware no figures exactly on the same lines have 
been published, though I hope other observers will follow his 

lead. However, Dr C. H. Wurtzen of Copenhagen recently 
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published a monograph on the clinical course and duration of 
1812 fatal adult cases of pulmonary tuberculosis in which he 

showed that the mean duration of life after the onset of the 

first symptoms was 35.9 months. Of the 1812 cases, 339 had 

had sanatorium treatment, and though several of them had 

been too ill at the time of admission to benefit, yet the mean 
duration of life for this class of case was 56.1 months. In other 

words, sanatorium treatment increased the expectancy of life 
in a consumptive by 56 per cent. 

These figures are, of course, not strictly comparable with Dr 
Ward's, but they are, at all events, distinctly favourable to 
sanatorium treatment. 

Now, let us turn to the results of some of the sanatoria 

which have kept in touch with discharged patients. Take, for 

example, the Loomis Sanatorium, New York. In 1921, 1639 
patients who had been discharged from the sanatorium during 
the previous twenty-four years were communicated with : 1499, 
or 91-5 per cent replied, and of these 88-4 percent, were alive, and 
84-7 per cent, were in satisfactory health. These patients are 
stated to have included both early and more advanced cases, 
such as are usually sent to private sanatoria, the proportion 
being 10 per cent incipient, 50 per cent, moderately affected, 
and 40 per cent, far advanced. The average duration of 

treatment was said to be considerably longer than in British 

industrial sanatoria. 

In a letter to the Lancet last year, Dr Prest of the Ayrshire 
Sanatorium stated that of the first 500 cases at all stages of the 
disease admitted to his sanatorium, 45 per cent were alive, 
and many were well 9 to 15 years after discharge. This is a 

much severer test than Dr Ward's figures just quoted. Dr 

Prest, after long experience, concludes that all cases which will 

get well outside the sanatorium will get well in the sanatorium ; 

and, in addition, many cases which will get progressively worse 
outside will recover in the sanatorium, and that the only 
chance for most bad cases is to admit them to the sanatorium. 

I do not know the average duration of treatment in Dr Prest's 

cases, but I gather that it is at least five months. May I add 
that I am strongly in agreement with Dr Prest's conclusions. 
I speak both as a former patient and now as a sanatorium 

physician. 
The two institutions quoted are well known, and I think 

their results may be taken as fairly representative of the results 
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of well-conducted sanatoria. The Loomis results are extra- 

ordinarily good, and if such results were general, there could be 
no question of the failure of sanatorium treatment. 

The secret lies in prolonged treatment, up-to-date methods, 
and selection of cases, in whatever stage of the disease, likely to 
benefit from sanatorium treatment. Dr Prest's results are also 

very good, especially if it be explained that his patients belong 
to the working classes, who probably return to adverse home 
and work conditions, and that of the 500 cases, only 24 per cent, 
were in the first stage, 36 per cent, in the second stage, and 

nearly 40 per cent, in the third stage. Of the first-stage cases, 
77 per cent, were well, and of the second stage 52 per cent, 

were alive, and many well. 
It seems to me that, quite apart from the generally expressed 

opinion of most acknowledged authorities, the above quoted 
figures are sufficient to show that properly conducted sanatorium 
methods are by no means a failure, but, on the contrary, are 

highly successful in the treatment of early and moderately 
advanced pulmonary tuberculosis. We may safely take it that 

the principle is right, and, in view of the fact that many 
sanatoria in this country have given less favourable results up 
to now, we must assume that the principle has been improperly 
applied, and seek for the remedy. 

I am not in a position to speak at first hand on the possible 
defects of industrial sanatorium treatment, but I have no doubt 
that some of my hearers will speak from personal knowledge. 
May I suggest that they give us information on such points as 
the sufficiency of medical and nursing staff, the suitability and 
adequacy of accommodation and equipment, the type of case 
sent for treatment, the average length of stay, whether patients 
are expected to work, and what provision is made for patients 
after discharge. 

A number of patients who have been treated in certain 

public sanatoria have informed me that the comfort of the 

patients is not always sufficiently considered, and that the food 
is often lacking both in quality and manner of service. It is 

admitted that sanatorium treatment is expensive, and that 

funds are scarce, but success cannot be looked for without 

adequate equipment and sufficient staff to ensure that each 

patient shall receive skilled individual supervision and induce- 
ment to stay for a period long enough to enable him to fight 
his malady. Again, suitable mental and physical occupation 
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are helpful in sanatorium treatment, but I am not one of those 

who believe in deliberately pushing patients by means of so- 
called " graduated labour 

" 

to auto-inoculations. It is possible 
that this method of treatment may account to some extent for 

the unfavourable results reported by some sanatoria. I shall 

be interested to have the views of others on this point. 
In private sanatoria we have to face problems somewhat 

different from public institutions. As a rule, staff, equipment, 
and accommodation are adequate; the stress of competition 
compels us to be up-to-date, and, subject to proper treatment, we 
must cater for the mental and physical comfort of our patients. 
But we have to receive such cases as are sent to us, and my 
main complaint is that I receive an undue proportion of advanced 
cases. Using the Turban Gerhardt classification, I find that of 
the last 50 cases admitted, only 10 per cent, could be classed as 
stage 1, 26 per cent, as stage 2, and 62 per cent, as stage 3, 
while one patient was wrongly diagnosed. Or, to put it in a 

different way, in estimating the probable prognosis soon after 
admission in consultation with my colleagues, I thought arrest 
probable in only 14 per cent., possible in other 20 per cent., 

quiescence possible with ability for light work 20 per cent., 

quiescence possible with inability for work 14 per cent., hopeless, 
though not urgent, 18 per cent., urgently hopeless 12 per cent 

Now, it is obvious that we cannot hope to show very good 
results with such a large proportion of advanced cases, and a 
false impression is obtained of the value of sanatorium treat- 
ment. True, some apparently hopeless cases secure quiescence, 
or even arrest, after prolonged general treatment, or by means 
of collapse therapy, and I have no objection to, indeed from the 
clinical standpoint I welcome, a proportion of advanced cases. 
But it is for the early cases that the sanatorium is primarily 
intended, and in which the best results are to be looked for. 
In this connection I should like to protest against the tendency 
to send the early cases to Switzerland, and to reserve for 
sanatoria in this country those considered unsuitable for 

Switzerland. I firmly believe that we can show quite as good 
results for early cases in this country. Recently several cases 
have been sent to me for artificial pneumothorax after un- 

successful Alpine treatment, and so far as I can make out 
from the histories, they were the usual type of case considered 
suitable for Switzerland. 

Advanced cases are very expensive to treat and nurse, 
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and an undue proportion means high sanatorium fees, with 
the result that many patients are debarred altogether, and 

many of those who do come are unable to stay as long as 

they should. Even after a so-called educational stay of two 
or three months, I do not believe that the treatment can be 

sufficiently conscientiously carried out by the vast majority 
of patients outside an institution. I am perfectly willing to 

agree that many patients with a small local lesion, and little or 
no systemic disturbance, may get well under carefully supervised 
domiciliary treatment, but I know no method of selecting such 
cases. 

I would, therefore, enter a plea that as soon as the nature 
of the illness is recognised, if the patient be not hopelessly ill, 
he should be sent to a sanatorium without delay. I could give 
many examples of patients who have been wrongly advised in 
this respect, with disastrous consequences. 

Post-mortem findings have shown that tuberculous infection 
is readily overcome by the great majority of people, and hence 
it is often stated that tuberculosis is one of the most easily 
curable of diseases, but, to my mind, this is not quite true of 

clinically recognisable pulmonary tuberculosis, and I almost 

prefer the old saying, 
" Once tuberculous, always tuberculous," 

as a working maxim. 
Some doctors have a tendency to minimise the seriousness 

of the disease when acquainting their patients of the nature 
of their illness. Not infrequently I receive patients with the 
disease well established, and with a severe degree of systemic 
disturbance, who have been told that two or three months' treat- 
ment will put them right, and it becomes my unpleasant duty 
to tell them a much longer period will be necessary. 

Prognosis in pulmonary tuberculosis is extremely difficult, 
and I, for one, seldom hazard a prognosis without a careful 
consideration of all the facts based on a period of observation 
of some weeks. 

So far, then, as private sanatoria in this country are con- 
cerned in the tuberculosis scheme, I think the main mistake 
has been in not sending cases as soon as the diagnosis is 

made, the doctor having been persuaded too often by the 
patient or his friends to let him go to the country for treatment 
" 
on sanatorium lines," the patient being totally ignorant of 

what that means. 

Lastly, 1 should like to refer to some functions of the 
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sanatorium in the tuberculosis scheme which I think may 

reasonably be added to those originally laid down by Sir 

Robert Philip. 
Firstly.?Research, especially in regard to treatment and 

prognosis, seems to me to be a duty of all physicians engaged 
in sanatorium work. The material is at hand under ideal 

conditions, and concerted research should lead to valuable 

results. Foreign sanatoria are much ahead of us in this 

respect. 
Secondly.?I think sanatoria should be used for teaching 

purposes. It is surprising how little is known about sanatorium 
methods outside the circle of those actively engaged in tuber- 
culosis work, and to this want of knowledge I ascribe some 

of the present-day antagonism. 
Thirdly.?Sanatoria, or at all events private sanatoria, should 

be utilised to a greater extent for diagnosis of doubtful and 
difficult cases. I am rather in agreement with Dr Crocket's 
remark at the recent British Medicial Association meeting that 
it is better to err on the safe side, and send a doubtful case, 
rather than wait till the diagnosis is put beyond doubt by the 

finding of tubercle bacilli in the sputum. Even if the patient 
be not tuberculous, no harm is done if he be informed beforehand 
that the diagnosis is uncertain. 

Fourthly.?I am not sure that sanatoria should be restricted 
only to early stage cases. Some early stage cases are tempera- 
mentally unsuited for sanatorium treatment, whilst many cases 
with the disease well established do very well if the treatment 

be prolonged enough. It is largely a question of proper 
selection. Further, with the aid of collapse therapy, certain 
quite advanced cases can be greatly benefited and a few even 
cured. This treatment, in my opinion, should be initiated in an 
institution furnished with an X-ray plant, for close supervision 
is required. 

Lastly.?As regards private sanatoria, I think that perhaps 
a few beds should beset aside for the hospitalisation of advanced 
infectious cases, where home or other conditions render this 

desirable. 

To sum up, the sanatorium must continue to form an 

integral part of the Anti-Tuberculosis Organisation. The value 

of sanatorium treatment may be greatly enhanced if more 

attention be devoted to early diagnosis, and less delay in 

placing the patient under treatment. 
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Better results might follow improvement in staffing and 

equipment, more attention to the mental and physical comfort 
of the patients, and treatment governed by the clinical condition 
of each individual, rather than by rigid adherence to a system. 
Further, the sphere of usefulness should be widened to embrace 
research, teaching, diagnosis, and in the case of private sanatoria, 
the treatment, and perhaps the segregation, of cases beyond 
the early stages of the disease. 


