
M i s c e l l a n e o u s
A FURTHER REQUEST FOR CASE HISTORIES OF 

HIGH MOUNTAIN ILLNESSES

The 22 year old, healthy young man who was rescued from the Snow- 
mass area in Aspen on January 1, 1959, started an interesting train of 
events. Initially the impression was that he had a fairly classical case of 
bronchial pneumonia, but subsequent investigation revealed that he had 
congestive heart failure. Serial electrocardiograms and chest x-rays con
firmed this diagnosis. He was, however, an extremely healthy, unusually 
well trained college student with no history whatever suggestive of heart 
disease. Several consultants who evaluated him personally and who ex
amined his record were unable clearly to diagnose the type of heart failure 
that had occurred. One thing was, however, abundantly clear: without 
hospital studies it would have been called bronchial pneumonia, and at a 
higher altitude he might very well have died. Antibiotics would have been 
unavailing. In all probability his death would have been ascribed to the 
pneumonia of high altitude.

Since his recovery, which took only seven days, he has increased his 
activities, has climbed extensively in the Alps, and has continued to remain 
healthy. It is now believed that his congestive heart failure was due to the 
combination of extreme cold, moderate altitude, and heavy work.

The writer has conducted an extensive correspondence with doctors and 
mountaineers throughout the world, and as a result has unearthed a number 
of other interesting bits of information which contribute to the total picture. 
The medical aspects of this condition will be reported in the appropriate 
Medical Journals, but the following summary may be helpful to mountain 
expeditions, and particularly to the medical personnel responsible for their 
care.

A previously healthy individual who develops shortness of breath, cough, 
and fever, and whose illness proceeds very rapidly, should be suspected 
of either or both of two conditions— bronchial pneumonia and heart failure. 
Both conditions may be rapidly fatal at altitudes above 15,000 or 16,000 
feet, and both should be treated. Massive doses of penicillin and broad 
spectrum antibiotics should be given at once, particularly if  the role of



infection seems dominant. At the same time, however, diuretics and oxygen 
if  available should be administered. Rapid digitalis administration should 
also be given, but only under the supervision of a physician familiar with this 
drug. In general, the higher the altitude, the more rapid will be the course 
of either disease, but the failure to respond to antibiotics is strong evidence 
against the presence of pneumonia.

The writer would be very pleased to hear from others, climbers or physi
cians, who may have information on this subject.
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