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PREFACE TO THE SECOND EDITION.

IN the first edition of this work, the consideration of the diseases of

the respiratory and circulatory systems was restricted to such a
presentation of the diagnosis and treatment as I had formerly made in
my lectures to classes of students. With the purpose of completing the
work and inereasing the value of this edition to both students and prac-
titioners, there have been added the subjects of Etiology, Pathology,
Symptomatology, and Prognosis of the diseases to which these organs
are liable.

The chapters devoted to physical diagnosis have been but little
changed. Those treating of diseases of the lungs and heart have been
amplified and modified to correspond with the present advanced line of
our knowledge on these subjects, and those relating to diseases of the
throat and nasal cavities have been entirely rewritten. I have endeav-
ored to include all diseases of the chest, throat, and nasal passages, as
well as the more important affections of the esophagus and thyroid
gland, and to give to each the consideration which its frequency and
importance demand. I have carefully consulted the extensive litera-
ture of these topics but have made no attempt to collate the various
theories and methods suggested by different authors. I have limited
the argument to that which personal knowledge of the diseases and of
writers, commends to my own Judgment; and I have generally confined
my recommendations for treatment to those methods which have proved
most efficacious in my own practice. The substance of the writings of
an individual soon becomes merged in general literature which makes it
Impossible for me to give personal credit as I would like, to all whose
labors have enriched this field, but to all such I gladly acknowledge my























































































10 DISEASES OF THE CHEST.

the lower part in men. This disparity is most conspicuous in rapid res-
piration. In children of either sex, the chest walls often hardly move at
all; and respiration seems to be performed by the abdominal muscles,
The respiratory movements in these three localities are named superior-
costal, inferior-costal, and abdominal breathing.

In men a deep furrow just below the fifth rib marks the lower bor-
der of the pectoralis major muscle. At the borders of the sternum,
about an inch below the clavicles, we often notice rounded prominences
about an inch in diameter, which mark the position of the second costal
cartilages. These are frequently mistaken by students for abnormal
swellings. In some patients the ribs and the intercostal spaces are
very distinet, while in others they are hidden by adipose tissne. The
obliquity of the inferior ribs varies greatly in different individuals.

Fig. 3, —TRANSVERSE UUTLIKE OF (HEST [THOMPSON).

Tn health, the respiratory movements are repeated sixteen or twenty
times a minute in adults, and from twenty to twenty-five or even thirty
times in children.

In the fifth intercostal space, about two snches to the left of the
sternum, we observe the impulse of the chest walls caused by the apex

beat of the heart. o .
Oceasionally we find local bulging or depression, independent of dis-
ease of the internal organs. The prominent sterniim known as pigeon-

1 | .} - '] Ll el 1 1:. 3 5 '-_l.\.: I-.{'r
breast, usnally due to violent cough or obstructed respiration, a from

tarrh or enlarged tonsils in childhood : the pear-shaped chest, due to

ci :
and flat chest, which often results from

rachitis, and the long, narrow, a4 (Fig. 3)
. < 3 H § Ay vy i EpARR 107, ).
rapid growth, are all found independent of intra-thoracic disease (X g i
There is often bulging of the preecordial region, especially 1 ehil-

: . ql recion, an the ribs in
dren. Deep depressions of the lower sternal region, and of the






















































































































































































































































































































































































































































































































































158 CARDIAC AND ARTERIAL DISEASES.

murmur. This impurity of the heart sounds, unless associated with
other signs of cardiac disease, is of no diagnostic importance, because it
very frequently occurs as the result of pulmonary disease when the
heart is in no way involved, and it is often moticed in healthy indi-
viduals.

The first sound of the heart is rendered duller and lower in puteh
than natural, by hypertrophy of the ventricles, with thickening of the
tricuspid and mitral valves. The second sound is modified in the same
way by thickening of the semi-lunar valves without regurgitation, and by
loss of elasticity in the arterial walls.

The first sound of the heart is sharper and higher pitched than nor-
mal in dilatation of the ventricles without alteration of the auriculo-
ventricular valves.

The second sound of the heart may be higher pitched than natural,
or, in other words, accentuated, at either the aortic or the pulmonary
orifice.

At the aortic orifice, this sound is somewhat intensified by hyper-
trophy of the left ventricle, due to obstruction in the artery. A ventri-
cle thus hypertrophied propels the blood with increased force into the
aorta, unduly distends this vessel, and thus causes sudden and more
foreible contraction of the artery, with a sharper sound from the semi-
lunar valves. Well-marked acecentuation of the second sound in this
position results from setting back, on the valves, of an increased volume
of blood, and it is always caused by dilatation of the aorta.

Accentuation of the second sound at the pulmonary orifice oceurs in
a great variety of diseases, It is the most persistent of all the signs of
cardiac disease, but it is also found in nearly every case of pulmonary
congestion from whatever cause. Whenever there is obstruction or re-
gurgitation at the mitral orifice, there must be increased tension of the
blood in the left auricle and in the pulmonary veins, which will be
transmitted through the short pulmonary circuit back to the pulmo-
nary artery. This will cause a sudden and sharper nlnsu}'e cf. the valves
which guard the outlet of the right ventricle._ Obsj;ructmn in the pul-
monary circuit from disease of the lungs, by mdmfm g h.}'pertrﬂphy and
dilatation of the right ventricle, causes extreme distention of the pul-
monary artery with each pulsation, and consequent accentuation of the
second sound in the pulmonary area. ) e

The heart sounds become metallic or tinkling in quality in irritable
conditions of the organ and when the stomach is distended with gas,

heart sounds are very metallic in character in tl‘le rave
ricardinm. They are sometimes metallic in left-
s sometimes noticed with the second
this vessel limited to its

Exceptional.—The
disease known as pneumo-pe :
sided pneumothorax. The same character 1
sound, at the aortic orifice, when there s atheroma of
initial portion. : -

The seat of the heart sounds is a limited space in which they can be

















































204 CARDIAC AND ARTERIA L DISEASES.

18 usually heard most 11i.~.=1i1:::1.1}' Just above the clavicle on the right side
It is due to regurgitation from the right ventricle through th: :lt]l'il::liill;
and into the veins. The diastolic murmur is extremely ru::.rn. [t 1s said
to require, for its production, hypertrophy and dilatation of the heart
with aneurism. These murmurs muy be mistaken for arterial !]HH'!HLII'.‘_&.’
They may be distinguished from the latter by slightly pressing on the
blood-vessel, which will prevent the venous hum, but will not 50 affect
the arterial murmur.

THI SPHYGMOGRAPH.

By the use of the sphygmograph we are enabled to obtain a graphic
statement of the condition of the circulatory system, written, as it were,

Fra. 86.—MiREY'S SPAYGMUGRAPH.

by the heart itself. When all the conditions are favorable, this state-
ment furnishes interesting information to physiologists; but so much
depends upon the adjustment of the instrument, its proper working,

Fra. 87.—NorMaL Raoran Porse (Fostegr)

and the pressure made upon the artery that up to the present time the
instrument has been of little clinical value. When all the conditions
are perfect, the tracings of the pulse may indicate: the time occupied
by the systole and the diastole of the heart:
the force of the heart’s contraction: the resist-
ance to the onward current of blood, or its re-
gurgitation throngh the valves, and the tension
of the arteries.

Thetracing is composed of a series of curves,
each of which represents a cardiac pulsation.

In the tracing of the normal radial pulse as
shown (Figs. 37 and 38) each completed series
congists ni}. a line of ascent, a summit, and

Fra. 38.—NorMaL RapurPurse, g line of descent. The line of ascent a &

SUNGLE EEACE  IHUARGED. in the normal condition is perpendicular to
the plane of the base. It is produced as the blood is F”"”“i[i{'d L
the artery, und indicates the force of the heart by its height, and
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the rapidity of the current of blood, by its direction. When the blood
is retarded in its passage from the left ventricle into the aorta, as in

Fig. 30, —Aonrric OpsTRucTIoN (HAYDEN).

constriction at the aortic orifice, this line will run more or less obliquely
to the right, according to the amount of obstruetion (Figs. 39 and 40).

Fig, 40.—AorTio OBSTRUCTION (FOSTER).

When the pulsation is forcible, the altitude is much greater than when
it is wesk., The sommit b (Fig. 37) in the normal condition a mere

Fia. 41.—MITRAL REGURGITATION.

point, is reached at the instant when the artery is most fully distended,
immediately after the systole of the left ventricle. When the vessel 18

LEFT AHRM.
i, 41 —ANEURISM OF ASCEXNDING AoRTA (LoOMIE).

incompletely filled the summit is rounded, or the line of descent may
run almost horizontally for a short distance. Examples of this are

Fig, 43 —AoRTIC REGURGITATION (BOILEAU).

found in mitral regurgitation (Fig. 41), or when the artery is partially
occluded by an aneurism (Fig. 42), and when free regurgitation through

Fio. 44.—AorTic OpsTRUCTION AND REGURGITATION (LOOMIS).

the aortic valves prevents full distention of the artery (Figs. 43 and 44).
The line of descent & ¢ (Fig. 37) corresponds to the period of arterial
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_ﬁjstnla and c:urnl‘m:-. dfﬂstﬂlv. The length of the line indicates the rapid-
1ty of the heart’s action. When the heart 18 beating rapidly, the line ig
short; when beating slowly, the line is 'f*"l'l"i'l'*fllmlt[i:ru;’l}' 1[::1#112{;11:;{1 The
undulations in this line 4 et (Fig. 37) are known as L]mhﬁrst se-mnd‘
and third secondary waves. The first secondary wave d is }H‘{Jtiurud b';
the natural contraction of the artery. The second wave ¢ currggimn{]:q
to the impulse occasionally felt, which is termed dicrotism. The third

F1a. 45.—Ixcirient HYPERTROPHY FROM OBSTRUCTION IN THE ARTERIOLES, DUE To BRicET'S
DeeasE oF TEE Kinneys.

wave f is not often present. The depression g marks the complete
closure of the aortic valves. A small noteh in the line of descent is
often seen near the summit,

Instead of having the form shown in'this figure, the line of descent
may run obliquely downward in nearly a straight course. It may have
& generally convex or concave form, and the position of the secondary
waves may vary in distance from the points 4 and ¢,

Convexity of the line of descent or small secondary waves (Fig. 45)

Fig. 46.—8ERILE PrLse (FosTER),

are due to increased arterial tension, as when there is incipient hyper-
trophy of the heart in consequence of contraction of the arterioles in
Bright’s dizease.

CUoneavity of the line of descent is due to diminished arterial tension.

Sudden dropping of the line of descent indicates aortic regurgitation
(Fig. 43).

In the normal tracing, the first secondary wave is found on a level

Fia, 47.—Mitran CoxsmricTioN (HAYDEXN).

with the junction of the middle with the upper third of the line of
ascent; but with loss of elasticity of the arfery it occurs nearer the sum-
mit, as in the senile pulse (Fig. 46). The same condition of the artery
is indicated by absence of dicrotism.

In mitral stenosis or constriction, the line of ascent is oblique, the
summit rounded, the line of descent prolonged, and the secondary waves

are absent or indistinet.
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From what has been said, we learn that the sphygmographie tracing
anv disease, us will be at once apparent in looking

is not diagnostic of
ken in different cases of the same disease (Figs. 39

over the tracings ta
and 40, 43 and 44); but the general appearance of the curve may indi-
cate special conditions. The special points to notice 1n the tracing are:

Fiz. 48 —MiTrAr. CONBTRICTION AND TricusPID REGURGITATION (HAYDEN).

the height and the obliquity of the line of ascent; the acuteness or
rotundity of the summit; the length of the line of descent; the con-
vexity of the line of descent; and the nearness to the summit of the
gsecondary waves.

Sanderson considered this instrument prineipally useful in detecting

FiG. 40.—HYPERTROPHY AND DiLararioN oF THE HEART (HAYDEX). High line of astent; sudden
falling of line of descent.

increased arterial tension consequent upon hypertrophy of the left ven-
tricle (Fig. 45).

Francis BE. Anstie thought that when the instrument worked per-
fectly, if accurately adjusted, it would be of value in the diagnosis, not
only of commencing hypertrophy of the heart, but also of aortic regurgi-
tation (Fig. 43), and especially of aneurism of the aorta (Fig. 44). = =



























































































































































































































280 DISEASES OF THE THROAT

In making a laryngoscopic examination, everything being in readi-
ness, the physician takes his position in front of the patient, and fixes
the reflector in its place; his eye is now brought within about ten inches
of the patient’s lips, upon which the light is directed. If the lamp has
been placed at the proper distance, a perfect inverted image of the
flame will be seen on the patient’s lips; otherwise the light should be
moved backward or forward until this result is obtained. The patient

¥

b
i

Fig, 61.—THE Liryscoscopic Migror 18 PosiTios. STEM To OxE SipE (CoHEN).

is then directed to protrude his tongue, which the physician grasps ﬂr.;ﬂ
holds between his thumb and fore-finger, which ll:cu-'e E?een prenaus]{
enveloped in a soft napkin. The eye of the examiner 1s 1311&[1 himugld
about four inches nearer, and the light from the reflector is so ﬂ:reiti
that the brightest point falls on the base of the uvula, where it mus ; e
retained. The throat mirror, having been warmed for a mnmﬂlntg ?z
the lamp and its temperature tested on the chefek or back of tlfe 12::t,uf
carried into position in the throat, and, by a sllglut, sifonﬁ}r EHICI-‘t ;;Tl

the mirror, the image of the larynx is brought into view (Fig. 61).
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440 DISEASES OF THE LARYNLY,

ulceration of the secondary stage most frequently occurs upon the ven-
tricular bands, the epiglottis, or posterior walls of the larynx. Condylo-
mata, if found, are usnally at the posterior commissure, or on the z;.i-
glottis. In the tertiary affection the general surface of the larynx is u;u-
ally of a deep pink or light red color. Gummata have the appearance
already described. The superficial uleer of this stage has sharply
defined borders, which distinguish it from tubercular ulceration. The
deep ulcer has been well described by Tiirck, as more or less circular in

Fig. 188 —SyrEiuiTic LAryNGrTis. Partial destruction of epiglottis.

form, with sharp margins sometimes elevated and surrounded by an in-
flammatory aveola. The floor is covered by a dirty yellowish white
coating. When the ulcers heal, the resulting cicatrices are dense, fibrous,
and unyielding, and exceedingly prone to return if divided. There is
usually no external swelling of the larynx, excepting when there is ex-
tensive perichondritis, but enlargement of the cervical glands is common.

D1aaNosis,—The disease is to be distinguished from sim ple chronic
catarrhal inflammation from tubercular laryngitis, and from benign and
malignant tumors. The essential pointsin the diagnosisare: the history

Fia. 130.—Syeainitic Unceration or Ertator- TFia. 140.—Sypminitio Unceratios (TURCE).
Tis. Hypertrophy of left ventricular band and a, b, e, Remnants of epiglottis,
ary-epiglottic fold (Mackenzie).

and absence of grave constitutional symptoms, the presence of scars in
the pharynx or upon other parts of the body and of one or more deep
uleers of the larynx. After the surgeon has satisfied himself of the
nature of the disease by the appearance of the parts and a cautious in-
quiry about former symptoms, such as prolonged sore throat, loss of hair,
and eruptions upon the body, he should ask the patient, How long since
you had syphilis? Put in this way the question is nearly always an-
swered honestly. While there is simply hypersemia without nlceration
it is impossible to arrive at an accurate diagnosis from the examination




















































































































































































500 DISEASES OF THE LARYNY.

PARALYSIS OF THE THYRO-ARYTENOID MUSCLES (INTERNAL
TENSORS OF THE VOCAL CORDS).

Paralysis of the thyro-arytenoid muscles is a common affection, which
may be either unilateral or bilateral. It is often associated with pa-
ralysis of the crico-thyroids and the adduetor muscles of the cords. It is
characterized by harshness and high pitch of the voice, with fatigue
and sometimes pain in its use, and is most frequent among singers,

ANATOMICAL AND ParmHoroGrcan CUHARACTERISTICS.—The cords
are often congested, sometimes swollen, and the edges are not accurately
approximated but leave an elliptical chink between them in phonation,
which accounts for the hoarseness or aphonia.

Er1orLoGy.—The affection usually results from over-use of the voice
when the larynx is inflamed, or at the period of adolescence when the
voice is changing, but it may be caused by a simple cold, fatigue, or
gtrain of the muscles, and occasionally by diphtheria or hysteria.

SYMPTOMATOLOGY.—There may be fatigue or even pain upon use of
the voice, with dysphonia, or, in case other muscles are involved, aphonia.

Fic. 181, —BILATERAL PARALYSIS OF THE Fin. 182, —AcuTe Larvsermis. Paralysisof
Orico-TEYROID MUuscLES (MACKENZIE). the thyro-arytenoid muscles,

Upon inspection during phonation, an elliptical chink about a line in
width is usually observed between the voeal cords (Fig. 182), which, to-
gether with other portions of the larynx, are liable to be congested.
When the arytenoid muscle is also paralyzed, the laryngeal picture is
peculiar, an elliptical chink appearing in front of the vocal processes,
and a more or less triangular opening behind them (Fig. 183).

Draaxosis.—The diagnosis is based upon the history, symptoms, and
laryngoscopic appearance.

ProGgNosIS.— When associated with simple laryngitis, provided the
paralysis is not complete, recovery usually takes place within a short
time, but some cases extend over several months, and occasionally the
paralysis is permanent. ’

TREATMENT.—In over-fatigne and in cases resulting from acute in-
flammation, rest for the voice, with soothing inhalations or feeble astrin-
gent sprays, are most beneficial. In some instances, eap-?ciﬂlly where
fatigue is the cause, prolonged rest for many months is necessary.
When the affection has already extended over several weeks, ustn.ngent-
or stimulating sprays to the larynx should be used; but if contraction of
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042 DISEASES OF THE NASAL CAVITIES,

phied structures can seldom be expected, though I have seen a few cases
in which undoubted atrophy, with great enlargement of the nasal cavi-
ties, has so far disappeared as a result of treatment, that the nares be-
came of normal size, and in one case even smaller than desirable, There-
fore Lagree with Moure, of Bordeaux, who holds out hope of regeneration
of atrophied structures in some cases. Impairment of the general
health resulting from constant inhalation of the fetid air from the nose,
and probably from partial absorption of the secretion is speedily remedied
as the local disease is relieved.

TresrMeNT.—Judging from the great importance attached by vari-
ous authors to special forms of local treatment it is probably of little
consequence what remedies we employ, so that they be used in such
manner as to keep the nares cleansed and disinfected, and the mucous
membrane slightly stimulated. Cleanliness must be insisted upon,
otherwise any form of freatment will be of little avail. It is maintained
by some that this cleansing must be done by the physician, to which
there is no objection, providing he has sufficient time and it does not
entail too much expense upon the patient; but it is entirely unnecessary

Fig. 2. —IxaALs' WASAL SYRINGE (14 size).

for the physician to perform these ablutions if he will insist that the
patient do it himself. The patient should be directed to wash the
nose thoroughly two, three, or four times daily, using from half fo
one and a half pints of fluid each time, as may be found necessary to
accdmplish the object. In some cases it is sufficient for the patient fiﬂ
snuft fluid through the nose from the palm of the hand. In others it 18
better to use some form of nasal syringe (Fig. 204) or the nasal douche,
though the latter should be avoided if possible, on accou nl'.nf the danger
of causing deafness by forcing fluids through the Eustachian tubes to
the middle ear. In using any form of nasal syringe or douche, but little
force should be employed, the mouth should be kept open, and the
patient must be careful not to swallow during the washing process. As

a rule, the golution should be warm, though with some patients the |

stimulation of cold douches answers an excellent purpose. Pure water

is sometimes sufficient, though usually it is hﬂttu? to use
some of the sodium salts, of which sodium chloride or bicarbonate, or

the salicylate mixture (Form. 187) may be employed in the proportion

|

e solutions of












o406 DISEASES OF THE NASAL CAVITIES.

tion of the nasal mucous membrane as some of these authors supposed,
yet in most cases such a relation is undoubted. Commonly the attack
appears to be brought on by inhalation of the pollen of wmbrosia arte-
misi@ folia, known also as Roman wormwood, rag-weed, or hog-weed, or
that of solidago odora, known commonly as golden-rod, but it is frequently
excited by dust and smoke, especially in railway travel, and by the
emanations of roses and other fragrant plants, or the pollen of certain
grasses, as wheat, barley, oats, rye, or even indian corn. It may also
be excited by the dust of ipecac, salicylic acid, benzoic acid, and lyco-
podium, and sometimes it is brought on by exposure to heat or light,
or by over-fatigne, So strong is the neurotic influence in this disease
that imagined exposure to influences which had formerly excited an
attack have been sufficient to induce the return of the paroxysm; for
example, an artificial flower or even the painting of a full-blown rose
has brought on an attack of the disease.

SYMPTOMATOLOGY.—The attacks often come on the same date of suc-
ceeding years, regardless of the temperature, the conditions, or surround-
ings; but in some is a variation of a few days, apparently dependent
upon atmospheric conditions or environment. There are two well-
marked types, the cafarrhal and the asthmatic. 1In the former the dis-
ease usually comes on suddenly, with irritation of the mucous membrane
of the fauces, conjunctive, and nares, attended by frequent sneezing;
in the latter, asthmatic features are usually developed after the nasal
symptoms have existed two or three weeks, but they may come on inde-
pendently. The asthma in this affection commonly differs from ordinary
spasmodic asthma in that the paroxysms are likely to occur during the
day-time.

In most instances the patient is made aware of the onset of the
disease by a tickling or stinging sensation in the Schneiderian mucous
membrane, accompanied by violent sneezing and itﬂhing: uf. the con-
junetivee, with profuse lachrymation; or by burning or stinging sensa-
tions in the throat, or in some instances by severe neuralgic pains in
the eyeballs or back part of the head. Swelling of the cnn;]'unc!;n'se,
eyelids, lips, or tip of the mose is frequently present. Uﬂn‘st:tutmuul
symptoms are often marked by elevation of temperature, aching of the
muscles, general malaise, and sometimes great weaknes‘& _One of the
most uniform concomitants is swelling of the Schneiderian mucous
membrane, which causes ohstruction of the nares, and thus interferes
with respiration, in many cases leading to the asthmatic a tta.cks. Pro-
fuse watery discharge from the nose, Etlbﬂﬂfill'?-“ﬂ}' becoming muco-
purulent, and which is often very irritating, is nearly fﬂ“’ﬂfs present..
The mucous membranes affected are usually of a bright red color,

though occasionally angmic, ) hind
Diaaxosis.—IHay fever may be confounded with simple acute rhini-

tis or spasmodic asthma. The essential points of difference are the his-
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iodine, or chloroform are sometimes useful, though they must be em-
ployed guardedly lest they increase the irritation.

For relief from the itching of the conjunctive, weak solutions of lead
acetate are especially recommended by Mackenzie. I have found most
beneficial a solution of sodium biborate gr. v. to x. ad 3 1. of camphor
water. With this, the eyes may be bathed as frequently as desired.
The lips and nostrils may be protected from the irritating effect of the
secretion by applying the ointment of zine oxide, or better the iodol
and lanolin ointment (Form. 9), to each ounce of which has been added
ten or twenty grains of zine oxide. The irritation of the nasal mucous
membrane may sometimes be largely prevented by wearing plugs of
wool in the nostrils to exclude dust and other irritating substances.
Bathing the eyes and mnose with either of the solutions recommended,
or with very hot or very cold water, will sometimes give great relief.

As a local application to the Schneiderian mucous membrane, a spray
of a saturated solution of boric acid will sometimes be found very grate-
ful. In some instances it is well to make this solution in camphor
water; in others it will be necessary to add to it small guantities of
atropine, morphine, or cocaine. The latter remedy gives more immediate
relief than any other we possess; but unfortunately its use is frequently
followed by most serious consequences. With some patients, oily sprays
will be found more beneficial. For this purpose a most excellent com-
bination is that of the oil of gaultheria 7 i., thymol gr. ss., camphor
gr. ss., oil of cloves Tl iij., and liquid albolene Z 1., to which in some cases
o small amount, not more than one or two per cent, of the alkaloid coca-
ine may be added. The strength of this solution may be slightly in-
creased in some cases with advantage, but care should be taken not to
make it irritating. A powder containing three or four per cent of coca-
ine hydrochlorate (Form. 166) will be found more convenient for gen-
eral application. In whatever way cocaine is employed, the patient
should not use more than one-third of a grain daily, and this should not
be long continued. Because of the temporary relief afforded, paj;ie11ta
are very apt to use this remedy to excess, therefore physicians should
never give written prescriptions containing it, and should insist upon
knowing exactly how much the patient is using. I have known several
lives wrecked by neglect of this precaution. During an acute at!;amk of
hay fever, nasal douches of wenk solutions of quinine, salicylic acid, sul-
phurous acid or other antiseptics have been recom mended on the theory
that the irritation is due to the local action of microbes. These applica-
tions seem to have been beneficial in the hands of some physicians, but
in my experience they haye been disappointing.

When the attacks are due to sensitiveness of the 1]_!1531 mucous
membrane, the discuse may be cured by judicious operative measures.
These consist in removing any spur from the septum that may 'PE }*“'gﬂ
enough to impinge upon the outer wall, the removal of polyp1, linear
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symptoms are not pronounced, Cauterization of the' surfaces with
ehromic or carbolic acid and other caustics has also been recommended,
Asthmatic attacks occurring in connection with hay fever call for the
same treatment as simple spasmodic asthma. -It is always best for the
patient to seek a different climate during the season if possible; and
this is especially important in those who suffer from debility for several
weeks or months after the attack, and in children, in whom we may
hope to cure the disease by interrupting for two or three years the
vicious habit of the nervous system, which otherwise might last a life-
time.

FURUNCULOSISE OF THE NOSE.

Furunculosis of the nose is a comparatively frequent affection, char-
acterized by the development of small pustules or larger furuncles, the
cavities of which vary in diameter from one to five millimetres or more.
These suppurative points are attended by redness and great soreness of
the end of the nose, and a larger furuncle by constant pain. The
inflimmation usually originates in the hair follicle. The affection lasts
from three to seven days, and, upon discharge of the pus, healing quickly
takes place. In many individuals the attack frequently recurs, and in
some, one or more of these small abscesses are nearly always present.

TREATMENT.—As in all other abscesses, the indications are to evac-
unate the pus; but it is most important to adopt some measure which will
prevent a recurrence of the attack. For this purpose remedies caleu-
lated to prevent the occurrence of suppuration in any part of the body
are indicated, such as calcium sulphide, potassium chlorate, saline diu-
retics and laxatives; brewers’ yeast has also been used for this purpose,
with apparent success. Of the above, potassium chlorate has seemed to
me most valuable. Local applications of tincture of iodine or solutions
of silver nitrate and of various oils and ointments have been employed,
with almost uniformly unsatisfactory results; for although the remedies
appear beneficial at the time, the affection persistently recurs. It is
true that in many cases any of these remedies may be used with appar-
ent benefit; but it is doubtful in such Instances whether the patient
would not have recovered almost as speedily without them. In ubsn{mte
examples the fact remains that local applications, as a Tule,_ do but Ilt‘tlﬂ
good. In two or three cases, under a suggestion for which I am In-
debted to J. B. Best, of Arlington Heights, I11., T have seen apeefl:,: 1m-
provement and permanent cure result from the use, four or five times
daily for two or three weeks, of a two per cent aqueous golution of car-
bolic acid, which should be thoroughly applied with a small swab of
absorbent cotton wound upon a toothpick or other applicator.
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sixty hours (Union Médicale, 1868, 3éme strie, Tome VI), When
the bleeding is .excesfsive, syncope 18 liable to oceur, and may prove
fﬂtl:i-l. Where' epistaxis occurs frequently, or continues for several days,
serious an®mia may result, Usually bright red blood flows from one
nostril only, but 1t may pass back to the posterior nares and escape
around the septum from the other nostril, or run down the throat.

DiscNosis.—Simple epistaxis may be confounded with certain neo-
plasms, or with ulceration, and can only be distinguished therefrom by
careful inspection of the parts.

Procaxosis.—Most cases ferminate spontaneously within ten or
fifteen minutes; but in some the bleeding continues several hours or
even days. The cases occurring in children without apparent cause,
and those resulting from various injuries to the nose, are seldom, if ever,
dangerous. When occurring in old people without provocation, epi-
staxis indicates degenerative changes in the blood vessels, which are
ominous, In subjects of hemophilia, bleeding is liable to prove fatal,
and in other cases, unless properly treated, hemorrhages frequently re-
curring and lasting several days at a time cause dangerous an@mia, and
many therefore terminate fatally. In low forms of fever, and in diph-
theria, it is a grave symptom. As has been shown by Hughlings Jack-
gon, this symptom occasionally precedes apoplexy (“ London Hospital
Olinical Lectures and Reports,” 1866, Vol. IIT); on the other hand, in
malarial fever, in plethora, and in congestive conditions of the brain,
the bleeding is sometimes beneficial. Instances are on record in which
mania, epilepsy, and asthma seem to have been induced by checking the
flow.

TrEATMENT.—In the majority of cases the bleeding does no harm
and need receive no treatment. When of a vicarious nature, and where
there is evidence of plethora or of obstructed venous ecirculation, it
should not be checked unless long continued. Owing to the fact that
most cases stop spontaneously within ten or fifteen minutes, a great
variety of methods for checking bleeding from the nose are implicitly
relied on by the laity. To aid in checking hemorrhage, the head should
be kept erect, applications of cold may be made to the neck or directly
to the nose, or the application of hot water at a temperature of 120° to
195° F. As in most instances the blood flows from a small point on the

cartilaginous septum, it is easy to check it by continuous compression

of the ale nasi for ten or fifteen minutes or by direct pressure of the
finger upon the septum. Compression of the facial artery is also recom-
mended. _

In continued bleeding which occurs from points far back in the
nares, other methods must be employed. The insufflation of pow-
dered alum, tannin, or matico leaves will often be found efficient. C[:ha
alum is liable to cause excessive pain, and tannin also is frequently pain-
ful; powdered matico, however, has been found much less painful, and ap-
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This is stuffed into the nose, fold after fold, until the naris is filled,
Sometimes to the end first introduced, I attach three or four strong
thrt_:u{_ls about two inches apart. This end is then passed through the
naris into the naso-pharynx, the free ends of the thread being left hang-
ing from the nostril. The strip is then rapidly pushed in until the
posterior part of the cavity is full, after which the threads are drawn
upon so as to pack the gauze firmly into the posterior naris, The
whole cavity is then filled with the strip of gauze, any remaining por-
tion being cut off. This is to me the most satisfactory means of plug-
ging the naris, and has proved efficient in the most severe cases where
posterior plugging would be indicated. The gauze may be rapidly and
easily introduced, and readily removed, and the method obviates the
dunger of pressure upon the openings of the Eustachian tubes and
consequent inflammation of the middle ear. The only disadvantages
I have observed are that its removal is sometimes painful, especially
after operative procedures in the nose, and the tannin causes some in-
dividuals considerable smarting. Walton Browne, of Belfast, Ireland,
recommends a similar procedure, the gauze being impregnated with
powdered alum instead of tannin, and he says it is not painful (Trans-
actions of the Ninth International Medieal Congresg, Vol. IV), though
from my observation alum appears to cause much more smarting than
tannin,

Plugging the posterior nares has long been practised for checking
obstinate epistaxis. It is commonly performed with the aid of Belloeq’s
canula, by drawing through the nose from the throat a strong string to
which is attached a plug of cotton or lint of a sufficient size to fill the
posterior naris. By traction on the string, this plug is firmly packed
into the choana. A plug is then introduced into the nostril, and the
string tied about it. Lint is much preferable to cotton for eithf:r of
these plugs, as the latter tends constantly to become smaller when it be-
comes saturated with the secretions, A loop at least two inches in
length should be left hanging from the plug that is drawn +iﬂtﬂ the
posterior naris, or a string should be attached and left protruding from
the mouth to aid in removing the tampon. Both sides may be treated
in the same way, but the impaction of a large mass into the naso-
pharynx is to be deprecated. It is unsafe to leave the P“St‘m‘s‘_‘l plug
in position for more than twenty-four hours without renewal, as n fiﬂ-m-
mation of the middle ear or suppuration of the mastoid cells is linble
to follow such practice, and occasionally death from gangrene, tetanus,
erysipelas, or septicemia has resulted. To remove the tampon, the
pledget should be taken from the nostril, and, when only one side hili
been stopped, warm water to which has been zldd.ed. a teaspoonful o
sodium bicarbonate to each pint should be gently injected through the
opposite side to loosen the tampon. The affected side may be carefully
washed in the same way, but force should not be used. The string
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ti-:m_ :1-11_{:'1 a profuse discharge, but the discharge in the case of foreign
bodies is nearly always offensive—not so with mueous polypi. The his-
tory of the case, together with inspection and palpation of the nares,
will establish the diagnosis.

Fibrous, sarcomatous, and cancerous growths in the nasal cavity are
usually of deeper color, and more resistant to the touch, they bleed
easily, and, the fibrous growths excepted, have a more irregular sur-
face than polypi. The malignant tumors usually grow much more
rapidly, often causing considerable pain, much disfigurement, and
sooner or later grave constitutional symptoms. We would readily de-
tect cartilaginows or osseous tumors by the sense of touch.

We frequently see hypertrophy of the mucous membrane associated
with myxomata, but, on the other hand, the mucous polypi may cause
atrophy of the soft tissues and sometimes even of the bony structures.

ProcNosis.—The affection, if not relieved by operative procedure,
usually continues for a lifetime, causing the patient much discomfort
and annoyance. Although the obstructed respiration must eventually
compromise the general health, the affection does not appear to threaten
life. Often the tumors remain so small as not to attract the patient’s
attention, but when they have become large there is no reason to ex-
peect retrogression. Spontaneous expulsion of one or more polypi some-

times occurs. They are very liable to recur after removal, and are

i
L
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sometimes very difficult to eradicate. Rarely myxomata are trans- ;

formed into sarcomata, and according to Schiffers, of Lidge, such change
occurs only in subjects past the fiftieth year (Transactions Interna-
tional Congress Laryngology and Otology, 1889).

TREATMENT.—For destruetion of the growths the injection of vari-
ous substances has been recommended, such as zine chloride, iodine,
aleohol, carbolic acid, and solution of iron perchloride; also local appli-
cations of saturated watery solutions of potassium bichromate. F. Don-
aldson, of Baltimore, has also recommended introduction into the tumor
of chromic acid on a sharp pointed probe. While these methods have
sometimes succeeded, they certainly generally fail, even in the hands of
gkilful operators.

Bvulsion with the forceps, the oldest method, is still most com-
monly practised by general surgeons, though seldom m:npluyed by
laryngologists. Sometimes, however, the polypus forceps w1]l bﬂ_ found
nseful. As commonly performed by surgeons, this operation Is very
painful, there is much bleeding, often some of the turbinated bones are
torn away at the same time, and rarely are the polypi completely re-
moved. Some surgeons advise that the nose be laid open and the parts
thoroughly curetted. This would evidently be more effectual than re-
moval with forceps in the old way, but it cannot be more thorough than
removal with the snare, followed by cauterization (or, if th.e operator
prefer, curetting), when done under good rhinoseopic illumination, by
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209), wound with absorbent cotton, for swabbing out the blood while the
operation proceeds, as it is useless to try to cateh the tumors when
the nose is filled with blood. Whatever operation is performed, the
parts should first be thoroughly anmsthetized with a four to ten per
cent solution of cocaine, which is best applied by means of a hypoder-
mic syringe fitted with a long, blunt silver nozzle (Fig. 210) bent at the
end so that the solution may be thrown up about the base of the

— S — LT P—

Fraz. 200.—CoTroN APPLICATOR (2-5 size). Made of copper,

tumors. Sometimes both cavities may be cleared at once, but it is
usually preferable to remove what growths may be easily reached,
and to complete the operation at one or two subsequent sittings, as
this generally gives the patient much less discomfort than one long
sitting. It will be remembered that the effects of cocaine disappear
in about ten minutes, and after blood has once begun to flow it is

Rt

difficult to anmsthetize the parts again; furthermore, if too much

cocaine is used, its constitutional effects, even if not alarming, are ex-
tremely annoying. After the polypi have been removed, the patient
should cleanse the nose once or twice daily with the salicylate wash
(Form. 187), or with a wash of sodium bicarbonate, a teaspoonful to the
pint of lukewarm water.

Antisepsis and healing will be promoted by insufflation two or three
times daily of a powder containing twenty per cent of boric acid, fifty
per cent of iodol, and sugar of milk sufficient to complete the mixture;
together with the use of a spray containing about one minim of oil of
wintergreen, two minims of carbolic acid, three minims of oil of cloves

Fig. 210.—HypoperMIc SYRINGE (34 size). Long silver nozzle,

to an ounce of liquid albolene. If secretion is profuse, ten minims :nf
terebene may be added advantageously. The patient should return in
about a week, when it will often be found that sacs which were invisible
at the time of operation have filled, and may be ren.mmd. He should
return again in four or six weeks, so that if the polypi are growing they
may be thoroughly cauterized with the guh’nnu-m.mtur;(. If the sur-
geon is not provided with this instrument, chromic acid may be used
instead. In some cases mucous polypi do not return :l:ftm' thorough
removal, but nsnally recurrence takes place, and operative p:rncedmiea
must be repeated from time to time until complete destruction of the

growths is effected.
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may be ground down or drilled through with dental burrs or trephines,

and subsequently broken, but, if very large, an external incision is
usnally necessary for their removal.

MALIGNANT TUMORS OF THE NOSE.

Cancerons growths of the nose are characterized by rapid growth,
obstruction of the nasal cavities, an offensive discharge, frequent epi-
staxis, and usually by severe pain. .

ANATOMICAL AND PATHOLOGICAL CHARACTERISTICS.—They com-
monly grow from the septum, but sometimes from the outer wall or
floor of the nasal cavity. They are usually sarcomatous, but sometimes
carcinomatous. They tend to increase rapidly in size, and soon en-
croach upon surrounding structures. They have a pale, slightly
nodular or raspberry-like surface, are of soft consistence as a rule, and
bleed freely when touched with the probe; their microscopic character-
istics are the same as those of similar growths in other parts of the
body.

Erioroay.—The etiology is unknown.

SYMPTOMATOLOGY.—At first there are alteration of the voice, impair-
ment of the sense of smell, and sensations of stuffiness in the nose com-
mon to all tumors in this locality. Other symptoms, however, rapidly
develop. A greenish, offensive discharge is apt to soon occur, frequent
epistaxis takes place, and great pain is often felt in the infra-orbital
region. As the disease progresses, the bony structures are pushed in
front of it or separated from each other, the eyeball protrudes, and
the mass, perforating the base of the skull, may extend to the brain.
Deafness, dysphagia, and dyspnea are all symptoms which may oceur in
the progress of the case, and ere long constitutional symptoms appear
indicated by loss of appetite, the development of fever, and a marked
cachexia. Upon inspection, a tumor may be detected, usually of a light
pink hue, but sometimes darker, even brown or black; hi_g]w.‘ly'vnsculf.r,
bleeding easily when touched, and commonly soft and friable, Malig-
nant growths ulcerate early; the ulcer presenting raised, ragged edges,
and a saniouns base. s

DracNosis.—Malignant tumors of the nose are to be d‘istmgmshed
from rhinoliths, impacted foreign bodies, abscess, and ht?mgn growths.
When the nasal cavity has been cleansed and well illuminated, we find
{he appearance of a rhinolith or impacted foretgn body, and the sensa-
tion it communicates throngh the probe entirely different from that of
a malignant tumor. An abscess may be developed rapidly or slowly,
but it is almost universally located at the lower part of the septum, 18
apt to present upon both sides, is covered by normal mucous membrane,
does not bleed, is elastic to the touch, and is not attended by t_hﬁ: symp-
toms so commonly found in malignant growths. We may distinguish
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CHAPTER XXXIV.
DISEASES OF THE NASAL CAVITIES.—Continued.

SYPHILIS OF THE NOSE.

A 1ocarn manifestation of constitutional syphilis in the nose may be
primary, secondary, or tertiary, and may be congenital or acquired. It is
characterized in mild cases by simple obstruction of the mnares, and in
the more severe by extensive ulceration and neerosis of the bones and
cartilages.

ANATOMICAL AND PATHOLOGICAL CHARACTERISTICS.—The mucous
membrane may be thickened in patches or may be ulcerated. Condylo-
mata are sometimes observed, and if the perichondrium or periosteum
beneath the thickened patches becomes the seat of suppuration, death of
the cartilage or bone is the natural result. This necrosis may also fol-
low extension of the ulceration from the surface. Sometimes the pro-
cess is one of gradual molecular destruction or slow caries, entirely es-
caping observation during life. In such cases the bone, gradually
devitalized and absorbed, is replaced by exuberant granulations.

Erroroay.—The sole cause is the syphilitic virus, but the severity
of the disease often appears to depend upon individual constitutional
peculiarities other than syphilitic. According to Mackenzie, the stru-
mous diathesis seems to render the subject particularly liable to severe
forms of nasal syphilis; and in countries where the disease is imper-
fectly treated, as, for example, in Egypt and Mexico, it becomes virulent.
Primary syphilis of the nose is very rare. The secondary form is not
infrequent in infants, in whom it is usually developed about the third
or fourth month; but it is generally overlooked, and passes for what the
nurse terms snuffles. Tertiary manifestations are seldom noticed
until several years after the initial lesion; but the symptoms are some-
times developed between the sixth and twelfth month, and it is stated
that among the modern Arabs, where syphilis is peculiarly severe, the
tertiary symptoms appear much earlier.

In the secondary stage of the disease, the congestion of the mucous
membrane causes profuse muco-purnlent secretion and more or less
obstruction of the nares. Mucous patches may occasionally be observed

at the angle of the nostrils or upon the anterior portion of the mucous

Evidences of the disease in the mouth and throat and upon

membrane. .
In the tertiary stage,

the skin are usually present at the same time.
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sprays or washes. Indeed, any secondary symptoms usually require only
mild constitutional treatment, and touching of the condylomatous
growths or mucous patches with tincture of iodine or silver nitrate.
Tertiary syphilis, however, demands active constitutional and local
treatment. It i1s well to begin with potassium iodide in moderate
quantity, and steadily increase the doses until the reparative process
is well established. To this end, not infrequently the drug must
be pushed to its physiological limit. In all cases it or other
specific medication should be continued in larger or smaller doses
until a complete cure is effected. Small doses of mercury, or of
gold and sodium chlcride, will sometimes be found especially bene-
ficial. At the same time, bitter or ferruginous tonics are often de-
manded, and cod-liver oil when well borne is useful. Good nutri-
tious diet should be provided. Loeal treatment is extremely impor-
tant. The nose should be thoroughly cleansed two or three times daily
with the sodium salicylate wash (Form. 187) or a similar alkaline

Fig. 211.—Ixcars' Nasan Dressise-Forcers (8-5 size).

solution. Under this treatment superficial ulcers nsually speedily heal;
but where deep ulceration exists, in addition to cleansing, the sores
must be touched with some stimulant or caustic. For this purpose the
most commonly employed caustic is silver nitrate fused upon the end of
an aluminium or silver applicator, but in the majority of cases ™ prefer
strong tincture of iodine to any other local remedy. The applications
should be made daily for ten or fourteen days, unti. evidence of cica-
trization appears, and then every other day for a week or more, and
subsequently less often. Even large ulcers under this treatment usunally
heal within three or four weeks. If dead bone is present, it must be
carefully removed with forceps (Fig. 211), though it 1s unsafe to use
much force. In the mean time the patient may advantageously insuf-
flate into the nasal cavity twice daily a powder consisting of one part
boric acid and two parts iodol or iodoform; or with this, in case 'tl}ere 18
much swelling, may he combined two or three per cent of cocaune;_“"d
five per cent of aristol to correct the offensive odor. Schuster 511{3}-.1:1]] ‘y
recommends scraping the ulcers with a sharp spoon, and afterward de-
stroying any indurated tissue that may remain with the
or silver nitrate (Vierfeljalrsschr. fur Dermatol, w.

calvano-cautery
Syphilis, 187%).
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TUBERCULOSIS OF THE NARES.

Tubereulosis of the nares is a rare affection characterized by the for-
mation of tubercles of varying size, with ulceration and a fetid discharge.
It is usually secondary, though Thornwaldt has reported a ease in which
the nasal symptoms preceded any other; and I have seen one case in which
no evidence of pulmonary lesion could be discovered for several months
after the appearance of the tubercular uleer in the nostril. Of thirty-
eight cases of nasal tuberenlosis collected by Michelson, of Konigsberg,
nineteen showed no tuberculosis of any other organ (Infernationale
klinische Rundschau, Vienna, 1889), and F. Hahn reports five primary
cases (Dewtsches medicin Wochenschrift, Leipsic, 1889).

ANATOMICAL AND PATHOLOGICAL CHARACTERISTICS.—The tuber-
cular deposit may be observed either as thickening, with or without
uleeration of the mucous membrane, or in the form of tumors varying
from two to thirty millimetres in diameter. The disease may attack
any part, but most frequently the septum is the seat of the trouble.
The nodules are generally small and of a grayish white color; the ulcers,
which may be single or multiple, have a grayish base and frequently
raised edges.

Erioroey.—The bacillus tuberculosis is now generally accepted as
the ultimate canse of the disease.

SYMPTOMATOLOGY.— The affection comes on insidiously, and gener-
ally progresses slowly, causing all the symptoms of offensive catarrh.
Tubercles or ulcers, as already deseribed, may be detected by careful
inspection. The uleers are not generally painful and at first are not
accompanied by constitutional symptoms; but sooner or later tubercu-
losis of the lungs or larynx is developed, and runs its ordinary course.

DiaGNosis,—Tuberculosis may always be suspected when obstinate
ulcers or tubercles are detected in the nose, especially in serofulous pa-
tients, or those with recognized tuberculosis of other organs providing
syphilis has been carefully excluded. An accurate diaguusia_can only
be made by finding tuberculosis in other parts or by the detection of the
bacillus tuberculosis in the discharges or scrapings from the uleers.

ProaNosis.—The progress of the disease is generally slow, and may
extend over many years; but it usually continues until other organs
finally become involved, and then runs a more rapid course to a fatal
termination. ; :

TREATMENT.—The nares should be kept clean. Tumors which by
their size interfere with respiration should be removed, and ulcers should
be thoroughly treated with lactic acid, in strength varying from tl!l}"f-.‘r"
to one hundred per cent, with or without previous scraping, according
to the indications, Treatment of the ulcerated surfuce by carefully
touching it from time to time with the galvano-cautery has been recom-
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cavity or adjoining sinuses, such as caries, polypi or granulation tissue
in the middle meatus, or suppurative inflammation of the ethmoid cells

or middle meatus, the pus from which enters the antrum,
SYMPTOMATOLOGY.—The affection usually comes on insidiously and
lasts for several months, or possibly years, before it is detected. When
it has existed for some time, there may be found considerable disturb-
ance of the general health. In most cases, pain in the cheek is com-
plained of, sometimes radiating toward the ear and frequently attended
by supra-orbital neuralgia. But comparatively few of the patients suf-
fer from toothache or swelling of the face, the most common subjec-
tive symptoms being more or less obstruction of the nose, a foul
smell or taste seemingly from the throat, and discharge from one nos-
tril. The fetor 1s often appreciated only by the patient himself, and
is present in many instances only at certain hours of the day. The dis-
charge also is usunally periodical, occurring in considerable quantities
two or three times a day, though in many instances there is a continual
but slight flux. Sometimes this is only experienced upon assuming cer-
tain positions, as when lying upon the affected side, or even upon the
sound side, or, again, upon bending forward with the head low down.
Sometimes the principal flow is into the naso-pharynx, where it may
excite reflex cough, or even nausea and vomiting. Upon inspecting the
nares, a purulent discharge is generally observed in the middle meatus,
trickling down over the inferior turbinated body. Oftentimes this, on
- being wiped away, speedily reappears. Polypi or granulation tissue may
be seen in a large percentage of cases, and with the probe caries may
not infrequently be deteeted. By tapping over the mular prominence
with the tip of the finger, pain or tenderness is usually caused, which
is not experienced on the sound side. McBride, of Edinburgh, notes
that generally there is marked redness of the gum corresponding to the
diseased antrum (Bdinburgh Medical Jowrnal, April, 1888).
Diaexosis.—The essential points in the diagnosis are the pain, fetor,
and discharge from one naris. The affection is liable to be mistaken for

e e i A

disease of the frontal sinus or of the anterior ethmoid cells, or for {
polypus, ozmna, foreign bodies, syphilis, caries, or disease of the

sphenoidal sinus. A useful method of detecting pus,in_this loeality
consists of injecting, through the normal opening in the middle meatus,

a solution of hydrogen peroxide, which, in case pus is present, will im-
mediately cause a discharge of froth through the opening. Trans-

illamination, as suggested by Voltolini, o
ing obscure cases. It is practised by means of a small electric lamp

placed in the mouth while the patient is in a dark room. The e_ffectrﬂf.
this is to cause a rosy-red suffusion of the face, L':hf.lﬁkﬂ,: lips, rm.d inferior
evelid in health, but the cheek and inferior eyelid will remain dark in
case the antrum is filled with pus. A three candle power Iamp,fﬁve_ to
eight volts according to the strength of the battery used, is best for this

is often of great value in decid- -
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the discharge flows into the throat, but not from the nostrils, It
would not cause pain in the cheek or interference with the transmission
of light; therefore, it may readily be excluded.

ProGNOsIS,—Acute cases sometimes recover spontaneously within a
short time, but the affection may extend over many years unless appro-
priate treatment is adopted. Even under the most approved methods,
with free drainage, it is sometimes impossible to check the forma-
tion of pus.

TREATMENT.—Some cases have been cured by washing out the an-
trum through the natural opening with detergent solutions or with
hydrogen peroxide, but usually free drainage must be established. For
this purpose, Hunter’s method of opening the antrum through the socket
of one of the molars is still considered best, the only objection urged
against it being the annoyance caused the patient by the offensive dis-
charge into the mouth, and the possibility that particles of food may
escape into the antrum. Christopher Heath recommends puncture of
the antrum above the alveolus (Transactions Odontological Society,
November, 1889). The main objection to this is the difficulty of keep-
ing the opening patent. The antrum may be opened through the

Fia. 214, —BrAaxARD'S BoveE DRILL.

inferior meatus by means of trephine, drill, knife, or a long, curved,
strong trocar, as recommended by Krause (Berliner klinische Wochen-
schrift, 1889). The latter position obviates the objection to Hunter’s
method, but the opening is less easy of access, and is more diffienlt to
maintain until healing has oceurred.

My own preference is for Hunter's method, a tooth or a root being
extracted when necessary, or an opening being made through the space
left by a tooth which has been already lost. Various forms of trapl:in{fs,
_drills and dental burrs have been used for making the opening, but in
most instances too small an instrument is employed. I use Brainard’s
conical bone-drill (Fig. 214), which makes an opening nearly a quarter
of an inch in diameter. Notwithstanding statements to the contrary,
the operation is extremely painful unless an anmesthetic has been.uam'l,
General anmsthesia may be induced by chloroform, ether, or nitrous
oxide gas—the effects of the latter are usually too evmmscent.—}mt. n
most instances the parts may be sufficiently benumbed by injecting
into the gum, in two or three places on each side of the 1111*{31::111?5, a
solution of cocaine, already recommended (Form. 143). The opening
having been made, the antrum should be washed out and a gulld or
rubber tube introduced to maintain its patency. If ﬂliﬁ_ precaution 1s
neglected, the opening is almost sure to close before the disense has been
cured. Any good dentist can make a suitable gold tube which can be
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of the antrum. Opening has ulso been successfully effected through the
inner wall of the orbit in extreme cases.

INFLAMMATION OF THE FRONTAL SINUS.

Inflammation of the frontal sinus is a comparatively frequent affec-
tion, but owing to the dependent position of the duct in most cases the
products of inflammation readily escape and spontaneous recovery speed-
ily follows. Sometimes, however, swelling obstructs the duet, and the
secretions may be pent up. Such cases I have seen readily relieved by

Fre. 216.—Cross Secrion oF Heap. From photograph of f:l-uxan section prepared by C. ‘H.
Stowell (4-5 natural size). a, Middle turbinated body; b, infenr:w turbinated body; e, Ellflmrlmj
turbinated body; d, sphenoid cells; e, frontal sinus; f, Eustachian orifice; g, naso-pharynx as

elosed in deglutition.

the local use of cocaine, which reduced the swelling sufficiently to allow
free discharge, and, this condition being maintained for two or three
weeks, recovery ensued. In some instances, PEI"ﬂlmlElﬂf obstruction
of the duct occurs, and then empyema of the frontal sinus follows.
When this results, the pent-up secretions mrenn}:tlly cause a tumﬂé*
at the upper inner angle of the orbit, disfiguring the patient, an
displacin® the globe of the eye. \

IT]m {icurrime of suppuration will be indicated by Rl O, ER0eEs
give headaches, swelling, redness, and some Iuc_n,l usden}ﬂ mn.idthrubi
bing pain. Violent pain in the course of the infra-orbital and nasa
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may ordinarily be distinguished from mucous polypi by the presence of
pus; this must be wiped away, and carious bone which often exists, or
fungous granulations are to be carefully songht with the probe. Not
infrequently small polypi are associated with this affection.

Suppurative ethmoiditis must be distingnished from suppuration
of the antrum by careful inquiry into the history and symptoms and
by persistence of the discharge after the latter cavity is known to be
healed. We readily distinguish afroplic rhinitis by the abnormal size
of the nasal cavities, the peculiar stench, and collections of decaying
crusts of mueco-pus,

Proaxo0s1s AND TREATMENT.—It is probable that some of the cases
recover spontaneously, but most of them continue for many months, and
even years, in spite of the best-directed treatment, The indications are
to remove any obstruction which prevents free exit of pus; to keep the
parts cleansed, and as nearly aseptic as possible; and by judicious stimu-

Tra. 817 —HoLorook CurTis' WasH BoTTLE (34 size). Used for the ethmoid cells.

lation to encourage healing. If disease of the antrum exists, it must
be remedied before we can hope to cure the disease of the ethmoid cells.
Polypoid growths or fungous granulations may be best removed by snare
or sharp spoon, or small masses may be touched with the galvano-cautery
or with monochloracetic acid. Dead bone must be carefully scraped
away, and with the drill, trephine, or forceps the partitions of the eth-
moid cells may be broken down to give free exit to the pus; but care
must be taken not to excite undue inflammation, which might extend to
the brain. I have found the most satisfactory results from injecting
into the ethmoid cells, with a long, slender silver canula attached to a
hypodermic syringe, about fifty per cent saluj:.u:_ms of the hydrﬂglin
peroxide, and subsequently oily solutions containing oil uf+ gaultheria
1 i., 0il of caryophyllum 1 v., terebene 1] Xos u:d .5 i. of hquxq ulbnlegf,
the strength being slightly ‘nereased or diminished according to 1S
offect. It should not cause pain for more than half an hour after-
ward. At the same time the nasal cavity should be Evs:shed] two or three
imes daily, by means of the nasal syringe or Curtis’ wash-t
g-lln;:?, wil;hjr a getergent solution, and a similar oily ]:-1:epnr:1tm?1,_ u.:: cmg
somewhat weaker may be used as a spray by the patient morning an

bottle (Fig.

RS N
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We cannot always distinguish eptfheliome from lupus in the be-
ginning, but after a short time the characteristic features of the two
diseases render the diagnosis easy.

The small red nodules found in lupus do not precede frus fuber-
cular wlceration, in which the ulcers are of a lighter color and present
few if any of the bright red granulations usually seen in lupus, and
show no tendency to repair. The presence of pulmonary tuberculosis
would be a valuable point in the diagnosis.

Proaxosis.—The dizsease continues for several years, but can some-
times be checked by appropriate treatment, though even when the
ulceration has healed there is great tendency to recurrence, especially
if the cicatrices remain red and indurated. With advancing age there
is sometimes spontaneous recovery. In some instances it extends to
the pharynx and larynx; in these, recovery is not likely to take place.

TREATMENT.—Arsenious acid and other tonics, with cod-liver oil,
sometimes prove beneficial. The local treatment consists in removing
or destroying the diseased tissues by the knife, curette, caustic, or the
galvano-cautery. The treatment generally recommended consists of
scraping the uleers thoroughly with the curette, and then applying
lactie acid, which should be repeatedly used until the process of repair
is thoroughly established; other powerful caustics such as nitric acid,
caustic potash, and zine chloride have been recommended, but they
are more severe and seem no more effective than lactic acid. The
galvano-cautery has also been efficiently used for the same purpose.
Koch’s tubereulin has a wonderful effect on the disease, and has proven
curative in some cases, Complete removal by the knife is sometimes

practised.
RHINOSCLEROMA.

Rhinoscleroma is a rare affection, most cases of which have been ob-
served in Austria, Hungary, and Italy, but a few have been seen in
Germany. As described it is characterized by the formation about the
nostrils or upper lip of smooth, flat, slightly raised, and extremely hard
patches. Theintegument over these is either natural or of a reddish hue,
and the spots are tender on pressure, but not otherwise painful. No con-
stitutional symptoms are developed. The disease may appear in two or
more places simultaneously; it progresses slowly, and may involve the
ale of the nose and septum, and may pass backward to the throat,
larynx, and even the trachea, causing extensive swelling uf‘ the mucous
membrane and symptoms due to mechanical interference with the func-
tions of the parts. .

ErioLoGY.—Rhinoscleroma is probably due to local infectmu,.hnt
the specific cause has not yet been identified, thongh micro-organisms
are always to be found in the cells and lymphatic spaces of the affected

part, and some of these have been specially studied.
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D1aGN0s18,—Rhinoscleroma is to be distinguishgd__ frm:r; syphilifs,
epithelioma, and keloid. It is differentiated from syphilis 1}}: its chronic
course, the absence of softening and ulceration, and the fruitlessness of
specific medication. Epifhelioma is softer, it soon u}ceratc.es and blEfed:s,
which does not oceur in the affection under consideration and it is
much shorter in duration. Rhinoscleroma must be distinguished from
keloid by the location and progress of the case. Keloid usually_t:-ceurs
on the front of the chest as an irregular, corrugated, cicatrix-like ex-
crescence, of slow growth.

Proayosis.—There is no tendency to spontaneous recovery, and if
extirpated or destroyed it is sure to recur, but it does not shorten life,

TreEATMENT.—Treatment is of no avail exeept as a palliative meas-
ure; obstructing masses should be removed from the air passages, and
in case the larynx becomes involved, tracheotomy should be performed
to prevent suffocation. Injection of Koch’s tubereulin produces no re-
action in these cases.

GLANDERS.

Glanders is a contagious disease derived directly by inoculation
usually from a horse suffering from the affection. It is characterized by
the formation of nodules, which soon become pustular and ulcerated, with
symptoms of septiceemia and thick, muco-purulent, or sanious, offensive
discharge. The affection is rare and is hardly observed except among
veterinary surgeons, grooms, cuachmen, and others whose occupation
brings them in contact with horses. The disease may extend to the
skin and various parts of the body, causing inflammation of the lym-
phatics, and it is then termed farcy. It may be either acute or chronic;
the chronic form frequently precedes the acute.

ANATOMICAL AND PATHOLOGICAL CHARACTERISTICS.—There is usu-
ally but little swelling and redness of the mucous membrane, which is
covered by scabs, beneath which ulcers will be found in several places;
it extends in less degree to the mouth, throat, and larynx,

Er10106Y.—Glanders in the human subject is always caused by direct
inoculation from a horse suffering from the disease, and is due to the
bacillus malei,

SYMPTOMATOLOGY.—The acute form is marked at its outset by chills,
hig}l fever, and erysipelatous rash on the nose and face, soon followed by
vesicles which burst and discharge a thin, serous fluid. These pustules
appear on the face associated with blebs. The secretion soon dries
and forms a crust, under which a deep and rapidly spreading ulcer is
found. {]E)stnmti{_m in the nose and throat is caused by the pustules,
The chronic affection is characterized by similar symptoms, coming on
more slowly, but it is likely to be merged suddenly into the acute form.
ESe:fti}:le t:;sgaae becomes fairly develﬂped,_ the 1}111331&3 and tendons

_ er and the seat of rheumatic pain.  The voice be-
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CRERER h11~°:k3' or even lost, ﬂl’l.d some dyspneea may develop; frequently
there is slight cough. The discharge from the nose and throat is always
extremely offensive, and usuaMy profuse and thin at first, but later
thick and glutinous, and sometimes streaked with blood. Nausea,
diarrheea, and abdominal paing are sometimes experienced. As the dis-
ease progresses, the patient passes into a typhoeid condition, which, in
the acute form soon terminates in coma and death, In the chronic
form the patient may remain ill for several years, and he seldom fully
regains his health,

DisacNosis.—Glanders is liable to be mistaken for rheumatism, py-
@emia, typhoid fever, syphilis, and serofulous eruptions. The essential
points in the diagnosis are: the history of infection, the marked consti-
tutional symptoms, nasal obstruction and offensive discharge, pains in the
limbs, and abscesses in various parts of the body. It will be distinguished
from rhewmatism by the history, the presence of pustules and ulcera-
tion, and the occurrence of pain in the muscles and tendons, instead of
in the articulations. It will be distinguished from py@mic by less
pronounced rigors, and by the pustules, nlceration, and offensive nasal
discharge. It will be differentiated from fyphoid fever by the history,
the pustules, ulceration, and discharge. There should be no difficulty
in distinguishing glanders from syphilis, if the history, marked consti-
tutional symptoms, and failure of specific medicines to cive relief are
considered, It is readily distingnished from secrofulous eruptions by
the marked constitutional symptoms.

Proaxosis.—The chronic disease usually runs from four to eight
months or even longer. Bollinger (Ziemssen’s * Cyclopzdia of Medi-
cine”) mentions a case in which the symptoms lasted for eleven years.

The acute affection usnally lasts for about three weeks when coming
on independently; but when following the chronic disease, it generally
terminates fatally within a week. The acute disease is almost always
fatal, probably always if the nose is attacked. The symptoms preceding
a fatal termination are protracted fever, night sweats, diarrheea, delirinm,
and great exhaustion.

TrEATMENT.—No form of treatment seems to be of any avail, but
the case should be managed on general principles, and an attempt made
to relieve suffering and sustain the vital powers.

-

NASAL AFFECTIONS IN ACUTE DISEABES.

Acute coryza is one of the earliest symptoms of wfmsh:a_' and it is oc-
casionally followed by severe inflammation, with epistaxis and muco-
purnlent secretions. Atrophic rhinitis and ulceration of the septum
sometimes result.

Slight or severe acute rhinitis, with profuse serous or muco-purulent
discharge and sometimes epistaxis, may attend scarlet fever.
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may have also caused fracture of the base of the skull and serious injury
to the brain.

TrEATMENT.—With the patient under an anasthetic, the fragments
should be replaced, as nearly as possible in their normal position, by the
finger and forceps; and if there has been much displacement, the part
should be retained by plugging the nares lightly with antiseptic wool or
by the introduction of plugs or tubes of gutta-percha or other sub-
stances, or by a spring, as practised by Roe (New York Medical Record,
July, 1891). At the same time a plaster of Paris dressing may be ap-
plied with benefit externally, Sometimes it will be necessary first to
reduce the swelling by cold applications, and wait from twenty-four to
forty-eight hours before an attempt is made to replace the fragments;
but it must be remembered that healing in this location takes place
very rapidly, and it is desirable, therefore, to correct the deformity be-
fore union has oceurred.

DISLOCATION OF THE NASAL BONES.

Dislocation of the nasal bones is a rare accident, which in the few
reported cases has resulted from a blow on the side of the nose by which
the bones at the upper third of the organ have been laterally displaced.
Reduction is accomplished by means of combined internal and external
manipulation while the patient is fully anesthetized.

DEFLECTION OF THE NASAL SEPTUM.

Uncomplicated deflection of the septum does not often exist, but,
associated with thickening of the cartilage and bone or enchondroma
and exostosis, it is one of the most common deformities of the nose. In-
deed, Mackenzie found a deflection of from half a millimetre to nine
millimetres in over seventy-six per cent of 2,152 crania examined in
the museum of the Royal College of Surgeons (“ Diseases of the Throat
and Nose”). Delavan has found among European races Trell marked
deflection in fifty per cent of several thousand crania examined (Trans-
actions of the American Laryngological Association, 1887).

ANATOMICAL AND PATHOLOGICAL CHARACTERISTICS,—The cnrtil:]gi-
nous or the bony septum, or both portions, are simply bent to one side,
the cartilaginons portion usually being most involved. The u_:leform]t}f
cause enlargement of one nasal chamber, at the expense u%' its fellow.
Simple bending of the septum is' uncommon, for in most instances of
deflection there is also thickening, especially at the lower part of the
convex surface.

Ertonoay.—The causes of the affection are obscure. It was at one
time thought to be often congenital, but Zuckerkandl, as reported by
Mackenzie and Delavan, states that it is never found before the seventh
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vear; this, however, is a mistake, for I have operated upon severfd cases
in children under four years of age, and I observed _1t in a child legs
than eighteen months old. Delavan believes that it 1s gene?allly d'.ue to
injury, especially when situated anteriorly, and thflt otherwise it is due
to hypernutrition, particularly when located posteriorly ({oc. ﬂlff,;lr. Chas.-
saignac attributes it to hypernutrition (Bullefvn de Z-::frf a'??ﬂswic de {:i".u-
rurgie, 1851 to 1852, Tome IL). My own observation is in accord with
that of Delavan, excepting that I have found comparatively few cases
that could be clearly traced to an injury; and the evidence in support
of some of the older views, as suggested by Mackenzie, is, to say the
least, insufficient. It is probable that not infrequently trauma is the
starting-point, but undoubtedly chronic eatarrhal congestion, by deter-
mining an inereased flow of blood to the part, gives rise to hyperplasia.

QY MPTOMATOLOGY.—When the deflection is great, the most promi-
nent symptom is twisting of the nose to one side, usually opposite the
convexity of the septum. This deformity is sometimes very marked
from bending to the side of the anterior edge of the cartilage, even
though there is but little deflection farther back. More or less difficulty
in nasal respiration is experienced according to the amount of obstruc-
tion. Interference with the free passage of air through the obstructed
side causes the secretion to collect behind the convex portion and in
the naso-pharynx, giving rise to post-nasal eatarrh. Pressure upon the
external wall, especially when this is associated with exostosis, often in-
duces atrophy of the turbinated body of that side, whereas the inferior
turbinated body of the other side is usually hypertrophied; and thus it
frequently happens that patients find respiration easier through the
cavity which upon inspection seems most obstructed. As further conse-
quences of the obstruction, the voice acquires a nasal twang, and mouth-
breathing becomes necessary, with all its attendant evils,

DiseNosis.—There is no disease with which deflection of the septum
is liable to be confounded if a careful rhinoscopic examination is made.

Progwosis.—Most of the evil results of the obstruction can be reme-
died by a suitable operation, and the external deformity may be largely
removed if the nasal bones have not been crushed so as to cause depres-
sion of the bridge of the nose.

TREATMENT.—The simplest treatment that has been recommended
is for the patient to push the nose or the septum firmly over to the op-
posite side several times daily; but unfortunately this is seldom capable
of accomplishing any good.

If‘ 1851 Chassaignac recommended a form of treatment especially
ﬂI‘-'plmuhlep to d:eviatiﬂns with thickening of the cartilaginous septum.
This consisted in dissecting up the mucous membrane and paring off
the El_lpﬂrﬂumm tissue. It is not always easy of accomplishment, but in
certain cases no better operation could be devised. Blanden first ad-
vocated punching out a portion of the septum and establishing free con-
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nection between the two nares (“Compendium de Chirurgie Pratique,”
Tome IIL), but this does not afford the desired relief and cannot I;B
recommended. Walsham proposes forcible replacement of the bent
septum (Nélaton: “Pathologie Chirurgicale,” second edition, Tome
ITL.), its resiliency having first been overcome by stellate incisions.
This practice has been effectual in moderate deviations of the septum
without thickening. Where the deviation is marked, the redundant
tissue must be removed in order to obtain perfect results, In slight

Fig. 218 —IxGaLs' SepTus Forceps (14 size).

deviations most excellent results may be attained by making a crucial
ineision through the cartilage, the cut being made obliquely so that the
bevelled edges will easily slide past each other. The septum is then
forced into its normal position by forceps (Fig. 218), the vomer being
fractured if necessary, and a gutta-percha plug of sufficient size is kept
in the obstructed nostril until union has taken place. Where the stellate
incisions are made either by knife or punch, the plug, or Adam’s clamp,
must be worn in a similar manner; the plug is simpler and quite as
effective. In most instances it will be found necessary to remove the re-
dundant tissue before a good result can be obtained. In cases where the
cartilage is bent, almost at right angles, across the nostrils, I have found
it most satisfactory (as I stated in Transactions American Laryngological
Association, 1880) to dissect up the mucous membrane, remove a triangu-
lar piece from the cartilage of sufficient size, incise the cartilage farther

Fic. 219.—Ixcans’ BEpTuM ExiFe (2-5 size).

back to destroy its resiliency, and then place a plug in the obstructed nos-
tril to maintain the septum in position until union has taken place. When
the obstruction is less complete, and there is simple deviation of the sep-
tum, I have frequently operated by making three or four horizontal inei-
sions through the cartilage from the front backward, the cut being made
obliquely from above downward and outward; sometimes across these
near the middle is made un oblique vertical incision; the w]mle‘m t‘tfeu
pushed over and retained by a plug or tube of gutta-percha untﬂ' union
has occurred. The main objection to this, and to other operations 1n
which no tissue is removed, is that certain parts remain thickened and

S |

—






590 DISEASES OF THE NASAL CAVITIES,

the line of articulation between the vomer and the perpendicular plate
of the ethmoid. This may be small, or so large as to impinge against
the outer wall of the nasal cavity. The spur is covered by mucous

membrane, its anterior portion is cartilaginous,
i the posterior bony, and the inferior part immedi-
ately back of the eartilaginous septum is made
\ up of bone of extreme hardness. These forma-
% tions, because larger and exerting more pressure
4 against the outer wall, are more liable than simple
deviations'of the septum to excite neuralgic pain
and various other nervous symptoms. They are
Eo frequently found in cases of hypertrophic rhinitis,
Mfmﬁxﬁ;i’m::“ﬁg:; hay fever, asthma, and persistent supra-orbital or
SipE oF SEpTuM. Hypertro- ﬂﬂﬂipitﬂl neuralgia.
E:gr -;fr liﬁﬂ;:?;. CUCTRES L ‘ ]]mfmna[s.-—The diagnosis is easily made by
inspeetion of the nares and the application of a
probe, which detects the difference in the density of simple thickening
of the soft tissue, and that of bony or cartilaginous tissue.
Proayosis.—The obstruction may be completely removed by suita-
ble operation, and many of the symptoms will be relieved accordingly;
but the surgeon should not be too confident of the result, for in a con-
siderable number of cases, some of the symptoms will remain,
TrEATMENT.—The excessive tissue must he removed by operation,
during which an effort should be made to save as much of the mucous
membrane as possible. Before commencing the operation, the septum,
both upon the affected side and upon the opposite side, and all other
portions of the walls of the cavity liable to be touched during the
operation should be thoroughly anwesthetized by cocaine. It will be found
impossible to produce complete ansesthesia by applying cocaine to the sur-
face near the nostrils, therefore when the operation is to extend far for-
ward a few drops of the solution (Form. 140) should be injected beneath
the mucous membrane where it joins the integument. Eechondroma near
the nostril may be removed by dissecting up the mucous mem brune_ and
paring away the cartilage with a knife, or cutting it with saws, trephines,
or drills. Jarvis has devised a drill for cutting cartilage beneath the
mucous membrane, but I have not seen its work. C. H. Wright, a den-
tist of Chicago, had made for me a burr which cuts cartilage very well
in adults, but it will not cut mucous membrane except under ﬁrl_n [Press
sure, and unfortunately does not accomplish much on mr?ilag& in chl_l-
dren. This, or other drills or trephines (Fig. 202) I use with an electric
motor. The burr may be made fo penetrate the mucous membrane by firm
pressure while it is in motion; and then, by moving it Sl'f'“'l-'f “b,':“ft’ Flm
excess of cartilaginous or bony tissue may be cut away without injuring
the mucous covering. Any of the débris which is not extrud:ad during
the drilling process is washed away with a two per cent golution of car-
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lower part of the nasal fossa; a narrow saw is then passed beneath the
spur, and a cut made directly upward to meet the one from above. After
the bone is cut through, it may be held by soft tissues, and these are cut
by secissors (Fig, 200), to allow removal of the fragment. Sometimes
stronger scissors, as shown (Fig. 228), will be needed. Subsequently with

Fig. 328.—INGALs' HEAvY-BoNE Scissors (14 size).

bone forceps (Fig. 229) any sharp spicul® are cutoff. In some instances
I find it preferable to cut through the lower portion of the spur with
a good-sized trephine. In others where the spur is not large, I use the
trephine, only removing one or more cores as seems desirable. This
latter operation'is usually made without first having removed the mucous
membrane, and the cut is made as much as possible beneath it. After

Fia. 220, —IxcAirs' Nasar-BoNe Foroeps (L4 size).

the bone is removed, the loose flap of mucous membrane, which may
have been saved above, is pressed down smoothly against the septum.
The patient then blows out the blood; the cavity is freely dusted
with a powder of equal parts of iodoform and borie acid, and, while the
flap is held in position with the nasal spatula (Fig. 230), the naris is
packed, as recommended in the treatment of epistaxis, either with a

Fia, 230, —INGALS" NASAL SPATULA (14 size). Sets of three varyingin width, angle of 45°, Made of steel.

strip of hemostatic gauze or pledgets of lint. This tampon the patient
is directed to remove at the end of sixteen to twenty-four hours, hu_tt
sometimes it is allowed to remain two or three days provided there is
no offensive odor or pain. Subsequently the woun.cl is kept clean and
as nearly antiseptic as possible, and the patient is directed to use two or
three times a day a powder containing from twenty to fifty per cent of

1odol.

LT

-



r L il -
1 5 - 4 wll LW L
¥ | 3 i
. 24 - ! AL
| 1 i | I -
T I I F i
f 1 =
. I’ L . = 5
I H - 1

[

1 1 k
ki I 4 i




594 DISEASES OF THE NASAL CAVITIES.

HAEMATOMA OF THE SEPTUM.

Hm.ma.t-:-mn is a collection of blood in the septum indicated by the
f{}‘rma,tmn of a tumor u_sua,l] y at the lower anterior part, and projecting
alike upon both sides; it results from an effusion of blood between the
deep layer of the mucous membrane and the underlying cartilage.

ETIDLUG"‘E‘.—.R&TE cases of spontaneous hmmatoma have been ob-
served, but it is usually due to fracture of the bony or cartilaginous
septum by violent blows on the nose.

SyMproMATOLOGY.—The blood collects immediately or within a few
hours after the causative accident, and causes a smooth, uniform tumor
of purple color, which hue sometimes extends to a considerable portion
of the mucous membrane of the nose. These tumors are situated just
within the nostril, ave soft and fluctuating, usually symmetrical upon
both sides, and may be so large as to protrude from the nostrils. More
commonly they cause simply an extremely thickened appearance of the
cartilaginous septum.

DisaNosis.—The tumors are liable to be mistaken for mucous
polypi, hypertrophy of the turbinated body, ecchondroma, or abscess of
the septum. ~ The essential points in the diagnosis are the symmetrical
character of the swelling, the color, and the fluctuation.

These tumors are distinguished from cartilaginous tumors by their
softness and symmetrical appearance; from mucows polypt by their uni- -
form character, broad base, and color; from extreme hypertrophy of the
anterior end of the inferior turbinated body, by their location in the sep-
tum, as demonstrated by the probe; from abscess by their color and by
the result of exploratery puncture.

Proaxosis.—The enlargements sometimes exist for a long time,
but usually, within a few days, they eventuate in abscess, the patient
rarely recovering without a permanent aperture in the septum.

TrEsTMENT.—Cold applications to reduce the gwelling and inflam-
mation should be made at first; if the blood does not become absorbed,
as sometimes happens, within three or four days, it is apt to become
purulent, and the swelling must then be opened upon one side at its
most dependent part. Usually a single opening will drain both sides,
but an incision on each side may be necessary.

APSCESSES OF THE NASAL SEPTUM.

Abscesses of the nasal septum may be acute or chronic. They are -
found in the same position as the hematoma just duscrib?d. They
may result from the latter, or follow from gimple inflammation of the
parts. The symptoms, diagnosis, prognosis, and treatment are essen-
tially the same as those of hematoma of the septuni.
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ous, but in most instances sooner or later provoke an extremely offensive
discharge.

TrREATMENT.—The nasal cavity should be an®sthetized with cocaine,
and the substance removed with forceps, catheter, probe, hooks, screws,
posterior nasal douche, or the snare; the latter I have found more use-

SHARP & SWMITH :un:u:u.'

Fic, 241, —Gross’ INnsTRUMESTS ForR REMovinGg ForEIGy Bopies FRos THE NasaL CaviTiES AND Eins,

ful than other instruments. The loop is easily passed by the sides of
the foreign body, and when tightened upon it the object is firmly held so
that it can be withdrawn. In one instance I extracted by this means
a wild tooth from the floor of the naris which had caused a catarrhal
discharge for several years.

RHINOLITHS.

Rhinoliths are cretaceous masses of comparatively rare occurrence
which usually owe their origin to the lodgement in the naris of some
foreign substance upon which phosphate of lime is gradually deposited
from the secretions. They are generally hard on the surface, but softer
toward the centre.

SYMPTOMATOLOGY.—The symptoms are similar to those described as
due to the presence of foreign bodies, the most characteristic being ob-
struction and a fetid discharge from one nostril. When situated in the
upper and anteriov portion of the nasal fossa, they sometimes cause
swelling of the face. The symptoms come on more slowly than those re-
sulting from a foreign body; but as the caleulus con tinually Enl:&ll"ges, the
obstruction finally becomes greater. The calculus is usually smgl-ie., but
more than one may occasionally be found. It is cenerally of a gl‘ﬂ.j’ls}l or
blackish color, with a rough, and more or less uneven though sometimes
smooth surface. Sometimes it becomes partially imbedded in t:he
mucous membrane, which then is apt to ulcerate and bleed. The size
of the caleulus varies greatly. W. N. Browne records a case (Edin-
bur gl Medical Jowrnal, 1859) in which the stone measured one mch_:md
three-quarters in length, one inch in breadth, and nearly half an inch
in thickness.

DisgNosis.—A rhinolith may be confounded with osteoma or can-
cer. Itis distinguished from osfeoma in that it is movable ar}d can be

1 to the fungoid, bleed-
penetrated by a sharp probe or nead]n.. Owing to g b
ing granulations which sometimes spring up from the edges ol the
mucous membrane, where ulceration has occurred, and also to the offen-
sive discharge, it may be mistaken for cancer, from which 1t 18 dd:}E-
tinguished by its slow growth, the comparative absence of pain, an :
inspection and palpation with the probe.






CHAPTER XXXVI,
DISEASES OF THE NASO-PHARYNX.

RHINO-PHARYNGITIS.

Synonyms.—Post-nasal catarrh, retro-nasal catarrh, follicular disease
of the naso-pharynx.

Rhino-pharyngitis consists of chronic inflammation of the mucous
membrane of the naso-pharynx, characterized by collection of viscid or
drying secretion, and a tendency to hawk frequently and clear the
throat, especially in the early morning or after eating. It is a very
common and widespread affection, but seems especially prevalent in
America, where it is found in all regions and among patients of differ-
ing age, sex, and condition; it is less frequent in warm and equable cli-
mates.

Erronoay.—Beverley Robinson justly attributes it largely to cold
and damp atmosphere subject to sudden and great changes of tempera-
ture, but believes that it is also due to a special diathesis which he terms
catarrhal (“ Nasal Catarrh,” 1880). Mackenzie believes it is mainly due
to dust, and frequently to dyspepsia. I am satisfied that a cold, damp
climate, and an excessive amount of irrifating dust in the atmosphere,
are the chief of its predisposing causes, and that disturbance of the
&igesi:im organs is a pronounced etiologiecal factor in many instances;
but I am equally satisfied that obstruction of the nares, as in hyper-
trophic rhinitis, is the exciting cuause in a large proportion of cases;
* while in certain others the affection is due to extension of inflammation
from the nares or oro-pharynx, Hypertrophy of Luschka’s tﬂng.il
or even of the faucial tonsils undoubtedly causes the disease In
some cases; but the catarrhal symptoms caused by hypertrophy of
Luschka’s tonsil, or excessive adenoid growths in the naso-pharynx,
should not be confounded with the result of simple inflammation.
Tornwaldt contends that it is often due to catarrhal inflammation ﬂE
the pharyngeal bursa (“Ueber die Bedentung der Bursa pharyngea,
w. & w., Wiesbaden, 1885) ; this is undounbtedly trne of some cases, but not
of a large percentage. Many cases are apparently caused by sub-
mucous thickening at the sides of the posterior part ?f the vomer.
I am unable to explain the direct relation of this thickening to the dis-
charge and chronic inflammation, but I am satisfied of its etml?glcﬂl
relation from the fact that its reduetion will offen greatly benefit, if not
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completely cure, the post-nasal catarrh. Tobacco-smoking is_ A com-
paratively frequent cause, and the excessive use of alcoholic stimulants
may produce congestion and inflammation of the mucous membrane
here as in other localities.

SyaproMAToLoGY.—In slight cases the patient is merely troubled
with a sensation as of something sticking in the naso-pharynx, but
usually the secretion is tenacious or dry, and difficult to dislodge,
and gives the patient great discomfort, causing him o hawk and
make frequent efforts at its removal. Distinet articulation is fre-
quently prevented, partially from obstruction of the naso-pharynx and
partially from a mild form of chronic laryngitis which often coexists.
These conditions are most annoying early in the morning or after eating,
when the patient’s efforts to dislodge the secretion may produce nausea
or even vomiting. The symptoms are especially troublesome in damp
or chilly weather, or after catching cold. Dull aching in the upper part
of the throat, and sometimes weight and pain in the occipital region,
are experienced by some of these patients, but the latter is apparently due
to the rhinitis rather than to the pharyngitis. The sense of hearing is
often obtunded, in consequence of extension of the inflammation through
the Fustachian tube. *

Upon examining the pharynx, tenacious secretion will usually be
observed coming down from the naso-pharynx, upon the vault of
which similar secretion or adherent crusts may be found. The mu-
ous membrane is more or less congested and usually has a relaxed
appearance, often exhibiting one or more enlarged follicles, especially
just back of the posterior pillars of the fances; indeed, in many in-
stances this affection appears to be simply a chronic follicular inflam-
mation of the upper part of the pharynx associated with a similar condi-
tion in the oro-pharynx. The diseased follicles referred to appear as
small, oval or round, reddish granulations, usually raised about two
millimetres, and from four to eight millimetres in diameter. Small ero-
sions or ecchymotic spots are sometimes seen,and in young subjects:
adenoid growths in the vault are frequently present. The Eustachian
orifices are often congested and swollen and sometimes blocked with
secretion. Varicose veins are often observed in the [Ihiti'j"llx, and
the pillars of the fauces are usually congested and thickened. In ad-
vanced cases, atrophy oceurs, with accompunying dryness and irritation
of the parts. Whatever the condition, there is apt to be a similar affec-
tion of the oro-pharynx. .

. £li::f$i1:;3_'ﬂm d 1}5;3;11& Tgfw be cc:fnf;:-unde‘d with admmic‘! g‘ruwil;hs

adenoid and nt;m?*r EF&I: r;ﬂ' ; ]E 13"3“55’ :’ i plm . “TE S dlﬂtlﬂg_ll}S?l

disease by a cnnsidg:att: 0:13 g :;?EP? :;ml i dpnlprftmn, m'ld Syjm-m&c

liable to reveal mucmlsl ~D S lnspef:tmn_, s iy
_pa,tt..hes, condylomata, uleers, or cicatrices.

Proaxosis.—The disease may extend over a period of many years,
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but iz not dangerous to life, and, contrary to the popular belief, which is
fostered among the laity by designing charlatans, there appears to be no
tendency for it to extend downward and eventnate in pulmonary tuber-
culosis. When the affection has lasted for many years it is doubtful
whether it is often cured, but in the majority of ecases removal of
the nasal obstruction will greatly relieve, if not cure, the disease in the
naso-pharynx,

TREATMENT.—As a means of prophylaxis the patient should be pro-
tected so far as possible from sudden changes of weather; he should
avoid dampness and chills; summer and winter constantly wear woollen
underclothes; keep the skin and digestive organs vigorous by the ob-
servance of proper hygienic rules, and when exposed to un excessive
amount of dust in the atmosphere, protect the nares and pharynx by
wearing loose pledgets of wool in the nostrils, or by some form of
respirator.

The treatment of this disease resolves ifself in the main into curing
the nasal disease which has caused it. Constitutional treatment is indi-

Fig. 22 —PoBT-NABAL BYRINGE (2-5 siza).

cated for debility, and faulty digestion must be corrected by appropri-
ate treatment, as has been so judiciously insisted upon by Beverley
Robinson (Transactions of the American Laryngological Association,
Vol. X). In the direct treatment of the naso-pharynx, cleanliness
is of first importance. This may be accomplished by means of the
nasal douche, nasal insufflation, the post-nasal syringe (Fig. 232), or the
free use of nasal or post-nasal atomizers. The salicylate wash (Form.
187) is an excellent detergent application; but any alkaline wash, as, for
example, sodium bicarbonate or equal parts of sodinm bicarbonate with
sodium chloride 2 i. ad O i. of water, or Dobell’s solution may be used
instead. It should always be borne in mind that with the nasal
douche, and to a less extent even with the other methods of eleansing
just recommended, there is some danger that fluid may pass through
the Bustachian tube to the middle ear. This may generally be avoided
by causing the patient to keep the mouth open, not to use too mgﬂh
force, and to be careful not to swallow while the application is being
made. The solution should always be used lukewarm.

The parts having been cleansed, Mackenzie specially yacu:mmendﬂ
the insufflation of astringent powders. The old-time application of a
solution of silver nitrate, varying in strength from ten to sixty grains to
the ounce, will be found beneficial in many cases; and astringent or
stimulating sprays, either aqueous or oleaginous, are often desirable.

T
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the chain_uf ossicles is put on the streteh, and the stapes is pressed into
the lﬂ'ﬂj’rm:ﬁh. S.ecundarjr chunges soon follow, passive congestion of
the tympanic cavity leads to trophic changes of a more or less cirrhotie
c}mmutm:, consisting at first in the growth of a low form of connective
tissue, .w_:lth .ELIbEEquEnt atrophy. Adhesion takes place, the stapes be-
* comes fixed in the fenestra ovalis, and the labyrinth becomes the seat of
disease. The patient often complains of tickling or scratching sensa-
tions in the throat; of snapping sounds heard during mustication or de-
glutition; of fatigue in listening, and difficulty in hearing during general
conversation, though he may readily understand one person talking
alone; and often of noises in the head and giddiness.

Drsaayosis.—In the mildest form, according to F. C. Hotz, pro-
fessor of ophthalmology, Chicago Polyelinic, the tympanic membrane
is of normal color and brightness, but abnormally concave (personal
letter from F. C. Hotz, July, 1891). In the medium variety, attended
by acute inflammation of the middle ear, the membrane is congested ac-
cording to the degree of inflammation, and the injection may be limited
to a small streak along the malleolus or may occupy the upper flaceid
portion only, or it may spread over the whole membrane. The Eusta-
chian tube is obstructed, and the tympanic cavity containg more or less
secretion, the presence of which is indicated by characteristic riles
heard through the auscultating tube while insufflation is made through
the Fustachian catheter. In the most serious variety, the drum mem-
brane may be bright and clear or dull and opaque, its movements may
be impeded indicating sclerosis or anchylosis, or they may be excessive,
indicating atrophy, and the Eustachian tubes may be either closed or
unusually patent. The drum cavity may be either dry and empty or it
may contain inspissated mucus, and we must distinguish by the tuning-
fork test whether the deafness is due to changes in the middle ear or to
lesions of the internal ear. If the patient hears the sounding-fork bet-
ter when placed near the external ear than when touched to his fore-
head or held between the teeth, we must assume that the internal ear is
involved; but if the forkis heard better against the forehead or between
the teeth, we conclude that the chief cause of deafness is located in the
middle ear.

ProGNOSIS.—In the mild variety the prognosis is favorable provided
the congestion and swelling of the pharynx and Eusti_mhiﬂ,n tube can be
removed by occasional insufflation. In the second variety, also, the prog-
nosis is good if proper treatment is adopted early; but if T_ngf-‘ﬂtﬂd: 2kt
manent damage to the structure and sense of hearing is likely to ensue.

In the most severe or chronic form, the chances for cure or even rehef
are poor, especially when the tuning-fork test shows .tlmt the internal &
in these cases the prognosisis gomewhat more =

ear is affected ; but even 1 2
favorable if there are riles, indicating the presence of mucus In
there is marked and fre-

tympanic ecavity, or if, as sometimes happens,
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into the external meatus, and warm compresses covering the ear and
mastoid region, together with careful insufflutions through the Eus-
tachian catheter to ventilate the drum chamber and clear it of accumu-
lated mucous seeretions, and at the same time spraying this cavity
through the catheter with solutions of boric acid, eucalyptus, or other
suitable remedies. In this variety, rapid and copious secretion into the
cavity 1s liable to take place, indicated by intense pain and bulging of
the membrane, for which paracentesis should be done at once. In the
severer forms of the disease the local applicutions recommended may
be tried, but not much can be accomplished. Mackenzie recommends
constitutional treatment by the use of iron, strychnine, and phos-
phorus, and suggests that in the later stages nothing remains but the
doubtful operation of paracentesis of the tympanum or tenotomy of the
tensor tympani (“ Diseases of the Throat,” Vol. II).

These cases are most unpromising, and it is only by carefully adapt-
ing the treatment to the requirements and the peculiarities of each
individual patient that we can hope to prevent even absolute deafness,
The details of treatment are more properly set forth in werks on diseases
of the ear, and the treatment itseli should be carried out by an experi-
enced aurigt.

HYPERTROPHY OF THE PHARYNGEAL TONSIL.

Synonyms.—Hypertrophy of Luschka’s tonsil, adenoid growths in
the vault of the pharynx.

An abnormal enlargement of the glandular tissue normally found in
the vault and walls of the pharynx, is characterized by obstruction of
nasal respiration, alterations in the voice, and in
many cases partial deafness, with catarrhal symp-
toms and more or less deterioration of the gen-
4 eral health. Tt is particularly observed in damp
“d climates. It commonly oceursin children, but is
§ not infrequently observed in young adults.

ANATOMICAL AND PaTHOLOGICAL CUHARAC-
rERISTICS.—The changes in the glandular tissue
- closely resemble those which are frequently wit-

Fio. 234, Rumoscorio View nNessed in the faucial tonsil. The gland is of a
OF VEGETATIONS 1N THE VAULT gl‘&jriﬂh or pillkiﬂh color, thuug]}. sometimes even
OF e PHARRX (CORED- of a bright red hue, and the surface often has

a lobulated appearance. Enlarged blood vessels are not present upon
the surface, as in many other forms of abnormal growth. Thu‘tlssuﬁ
may be soft and friable (Fig. 234) or exceedingly firm. It consists of
lymphoid structure and increased comnective tissue similar to that
found in hypertrophy of the faucial tonsil. The effect upon respiration
and the general health depends upon the size and the amount of ob-

struetion.
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the fancial tonsils are also enlarged. The uvula, pillars of the fﬂllces,.
and edge of the palate are generally slightly congested, and frothy or
muco-purulent secretion is found upon the pharyngeal wall dropping
down from the naso-pharynx. In many cases the pharynx is relaxed
and the follicles are swollen, as in advanced cases of follicular pharyn-
gitis. The follicles, which are liable to be paler than the surrounding
mucous membrane, usually increase in size toward the upper part of
the pharynx, until just above the edge of the palate they become con-
tinuous with the glandular enlargement. In posterior rhinoscopic ex-
amination we should observe especially the posterior pharyngeal wall,
the vault of the pharynx, and the choana; irregularity of their upper
outlines are among the most easily recognized signs of the disease.

Upon the pharynx the growth has a clearly defined cushion-like ap-
pearance, more or less nodular upon its surface, but in rare instances it
hangs from the vault in soft, pendulous masses resembling condyloma-
tous warts, In color it is usually pale pink or grayish, though it may
have any shade from this to a deep red. Its surface is not traversed
by blood vessels. In adults, where atrophy has taken place, the remains
of the gland may sometimes be seen as small excrescences. Palpation is
often desirable in adults to determine the consistency of the growth, and
it is nearly always essential in children because of the difficulty of
rhinoscopic examination. In performing it, a gag having been placed
between the teeth, the forefinger of the right hand should be carried
back to the pharyngeal wall and then turned upward behind the palate,
where it at once detects the abnormal growth. Those unfamiliar with
the normal feeling of the part should at first search for the septum
and carry the examination from this backward and upward al-:n.zg hat.h
sides. Slight bleeding usunally follows, though the exumina-tinn_lt_s%lf is
not specially painful to the patient. Chronic pharyngit%s, rhinitis, or
laryngitis will be found present In some cases, and ncc@mually defor-
mity of the thorax will have resulted, as shown in the pyriform ehest_ur
pigeon-breast already referred to in speaking of hypertrophy of the tonsils.

DiAcxo0s1s.—The affection is to be distinguished from nasal mucous
polypi and fibroid tumors by inspection and palpation.

We seldom find mucous polypt at so early an age as hypertrc:phy of
the pharyngeal tonsil; they are of a lighter color, gem1-tmnsl+ucent,
and usually have coursing across their surface blood vessels, w]uch_ are
not seen in this disease. They usually spring from the nasal cavities
and may be readily detected by anterior rhinoscopy. ) o

We find fibrord twmors much harder than the lfg,rper_trﬂll'lllﬂd glandular
tissue; they are frequently attended by severe epistaxis, and, upon bmn&g
touched, bleed easily and profusely. They are usually of a bright re
color with blood vessels apparent upon the surface. Wllen. large, they
cause distortion of the neighboring parts. I_Jana of these signs are ob-
served in hypertrophy of the pharyngeal tonsil.
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not well adapted to a complete extirpation of the growth, so that other
instruments must generally be used to make a complete operation,
The punch-like forceps are not open to the same objection, but it is
asserted that unnecessary bleeding results from their use,

By far the most satisfactory instrument to me for removal of the
gland is Loewenberg’s forceps, or some one of its modifications, espe-
cially that suggested by John N. Mackenzie. I have had a similar in.
strument made with shorter blades, for operating upon young children.

In performing the operation upon adults, it is often sufficient to an-
msthetize the parts by cocaine, which may be applied by gpray, syringe,
or swab, or by the hypodermie syringe with a bent needle, by which it
may be injected directly into the gland. My own custom has been to
apply a ten per cent solution by spray behind the palate, and a similar
solution by means of a syringe with a long blunt nozzle, to the upper
part of the gland through the nares. The application should be re-
peated about once a minute until the part is fairly anmsthetized, which

Fig., 235, —MacEENZIE'S MobDIFIcaTioN oF LoEweENBERG'S FORCEPRS,

will take about ten minutes. A self-retaining palate retractor should
then be adjusted and the patient may hold the tongue with a depressor.
The forceps are then inserted with the aid of the rhinoscopic mirror,
and thus one or two bites may be made accurately, but subsequently the
blood obstruects the view and the remainder of the operation may be
postponed to another sitting or completed by the sense of touch if the
patient will permit. Usually, even with cocaine, after two or three
bites have been made, patients prefer to have the remainder of the op-
eration done at another time. Two or three sittings, however, will be
sufficient in the majority of these cases. When an ansthetic is objected
to, or if for any reason a complete operation will not be pm‘m.itted, a
single, large excision may be recommended when the gland is soft.
This, in the case of either children or adults, will generally give much
relief, In children chloroform or ether should be administered, chloro-
form being preferable. When anssthesia is complete, the child shm}ld
be turned upon its abdomen and face, the mouth coming over the side
of the table. A gag should then be inserted to hold the teeth apart.

Henrotin’s gag is the simplest one that I have seen for this plll'pﬂﬁihh“t
sometimes (Goodwille's will be found preferable, especially for large GliCes

(Fig. 113).
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placed in bed, amf_:l it is well for the nurse to keep him as much a.s possible
upon the face till he has thoronghly recovered from the chloroform.
"This latter suggestion, however, is not very important, and it is seldom
followed. The patient should be kept in bed for a few hours, and in
the ‘hnuse.for from two days to a week according to the weather.
"During this time Lusnally have insufflations made through the nostrils
two or three times during the day, of a powder of two" per cent of
cocaine, fifty, per cent of iodol, and sufficient sugar of milk to make one
hundred parts. A simple detergent alkaline spray is not ‘objectionable,
but washes should be avoided for fear of injury to the middle ear; even
sprays will sometimes find their way up the Eustachian tube, and there-
fore, unless by the odor there seems to be a special indication for them,
I prefer to use the powder only or in connection with an antiseptic oily
apray (Form. 87).

As a result of the operation there is usually a little soreness of the
parts for a day or two, but not sufficient to interfere with swal-
lowing. There is sometimes slight elevation of temperature; the im-
provement in breathing is marked and immediate in many cases;
very often the friends become alarmed during the first night because
the child breathes so quietly, Where partial deafness exists, consider-
able improvement may be expected within a few days or weeks, but
recovery from alterations of the voice is sometimes less rapid. Some
danger of otitis media exists from the liability of blood or other fluids
passing into the Hustachian tube, but thus far mo permanently bad
results have been observed from it. In ecase it ghould oceur, the con-
tinuous use of hot water in the ear, or hot water with glycerin and
opium and dry heat externally, are the best remedies that can be
employed.

In some cases nasal obstruction will be found to exist after the opera-
tion, and it must receive appropriate treatment subsequently. The final
results of removing the hypertrophied pharyngeal tonsil are the rm::S.t
satisfactory of any with which I am acquainted in the domain of spem_a.l
surgery. The operation should not be recommended unless the dis-
eased gland is large enough to interfere with nasal respiration, at least
when the patient has a cold, or unless it affects the sense of hearing by
pressure on the orifice of the Eustachiun tube. In cases suitable 'fm-
the operation, the patient’s general condition undergoes a 1-eTulutmn
for the better, which often astonishes even the physician, and gives the
friends most unbounded satisfaction. In a child of from three to 81X
years of age it is not unusual for a gain in weight of from twenty to
twenty-five per cent to occur within five or six months after the gland
has been removed. I have never seen any ill results follow the opera-
tion, and I think it safe to tell the friends that when properly done it 18
no more dangerous than the removal of a finger.
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nares, and palpation with the finger, the characteristics already pointed
out may be readily detected.

DraaNosis.—The growths are liable to be mistaken for mucous or
fibro-mucous polypi and sarcomata. From the latter they can only be
distinguished by a microscopic examination. The essential points in
the diagnosis are the age, sex, smoothness and density of the growth,
and frequent epistaxis, They are distingnished from mucons polypr by
their color, density, and tendency to bleed. Fibromata are distingnished
from fibro-mucous polypt or tumors by being less dense, having less
tendeney to bleed, and by microscopic examination. We might possi-
bly mistake hypertrophy of Luschka’s tonsil for fibromata, from which
it will be differentiated by the age of the patient, its slower growth,
lack of tendency to bleed, and by its having a lighter color, more irreg-
ular surface, and less density. Adenoid vegetations in the vault of the
pharynx bleed easily, are soft, irregular, and occur at an earlier age than
fibrous tumors.

ProeNosis.—The growths tend steadily to increase in size, and,
unless recognized and removed, will prove fatal in most cases, in the
course of four or five years. Even when removed, there yet remains a
strong tendency to recurrence, but fortunately, if they can be kept in
check until the patient has attained the age of twenty-five, thereis a
tendency to spontaneous arrest of development.

TrREATMENT.—If possible, the tumor should be removed through the
natural passages by the Geraseur, galvano-cautery, or by electrolysis.
When large, it may be necessary to adopt the more severe measures
recommended by Dupuytren, Rouge, Langenbeck, Chassaignac, Glyier,
Lawrence, Palasciano, or Rampolla, which consist of various operations
for exposure and removal of the tumor through the face that are ful}y
described in the textbooks on surgery. I have never seen cases 1n
which these methods were necessary, and the experience of Lincoln
(Transactions of the American Laryngological Association, 1885), as
well as my own experience in bwo cases, show that even large tumors
may be extirpated through the naves and naso-pharynx with ST
better results than are obtained by external operations. The sim-
plest operation, and one which is sometimes uiftenﬂed by success, consists
of electrolysis, which is performed by passing one Ot mure.needles
connected with the negative pole into the tumor from bcluudflm
palate or through the nares, a single needle connected with the positive
pole being introduced in a similar manner. A continuous r:u:u'rﬂ”tﬁfIls
strong as the patient can tolerate should be used, and the operation
continued ten or fifteen minutes, and 1'epeuted_ about once a wee}l;[ or
less frequently according to circumstances, until the growth has been
dissipated.

Iﬂgaturus have been employed for the removal of these gr“""t’h]:s! b:;l;
they are less satisfactory than the tcraseur or galvano-cantery. i
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tight upon the pedicle of the tumor before the electric current is turned
on,

As it is very difficult to adjust the platinum loop properly with
the patient under ether or chloroform, I have in recent cases relied
upon the anmsthetic effects of cocaine ; but its benumbing effect in
this locality is not suflicient to prevent considerable pain during the
burning off of the growth; therefore, when everything is in readiness,
I tell the patient to bear the burning as long as possible, and that I
will stop the current as soon as he requests it. The current is then
turned on and the ratchet tightened at the same time. The patient
will endure the puain two or three seconds, then the circuit is broken
and he is allowed to wait two or three minutes; as soon as he is again
ready, the circuit is again closed and thus the process is continued until
the pedicle is burned through. The tumor is then seized with a pair

Fig, 236, —INGALS' PosT-NAsSAL S¥ARE AppLicaTor (14 size). For tumors in naso-pharynx. The
wire loop is held in notehes at D by the slides B, C, which are held firmly by the cam A, As the loop
is carried behind the palate, the blades are opened so that the wire incloses the tumor; it is then
tightened, the cam is loosened, the slides B, C are drawn slightly backward, and the wire is re-
leased and left in position while the applicator is withdrawn.

of post-nasal forceps and withdrawn through the mouth. There is
little or no hemorrhage from this operation.

Whenever as the result of an operation hemorrhage ensues, 1t may
be necessary to plug the posterior nares. For this purpose I have
found most satisfaction in passing through the naris a long strip of
gauze, rendered styptic by saturation with tannic and gallic acids, as
recommended in the treatment of epistaxis. The gauze 1s pushed back
with the probe through the naris to the naso-pharynx, and there it 1s
packed into the vault, with the finger carried up behind the palate.
Finally, the naris itself is completely filled to prevent the plug from fall-
ing into the throat if it should become loosened. The tampon should
be removed within from twelve to twenty-four hours, by traction npon
the end protruding from the nostril, by which the strip is gradually
unfolded. In case clotting of blood has rendered the tampon ]1511'-:1, .and
bound its folds together, it should be softened by gently injecting into
the nostril a warm solution of sodium bicarbonate. Should recurrence
of the tumor take place, it should be treuted while it is yet small by the

aalvano-cautery or by electrolysis.
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MALIGNANT TUMORS OF THE NASO-PHARYNX.

Malignant tumors of the naso-pharynx are comparatively rare ; they
are characterized by symptoms of nasal obstruetion, with abundant dis-
charge, frequent epistaxis, and often by severe pain.

ANATOMICAL AND PatHOLOGICAL CHARACTERISTICS.—The growths
are usually more or less pedunculated, somewhat pyriform in shape,
and they have a nodular or lebulated surface covered by mucous
membrane. They appear to be mostly of a sarcomatous nature, and
often contain mucous or fibrous elements to a considerable extent.
Microscopically they are found teo contain the usual round or spindle-
shaped cells and sometimes cartilaginous cells. In common with malig-
nant tumors elsewhere, they are characterized by rapid growth, speedy
recurrence after removal, and tendency to form new deposits in other
Organs.

Errorocy.—The etiology is unknown,

SYMPTOMATOLOGY.—The tumors cause the common symptoms of
nasal obstruction, with more or less discharge and bleeding, and often,
but not invariably, severe lancinating pain shooting toward the ear and
most troublesome at night. As the tumor increases in size, dyspnea
and dysphagia may become pronounced. If may be readily seen upon
rhinoscopie inspection.

DisaNosis.—The malignant tumor isto be distinguished from other
retro-nasal growths by the features mentioned in speaking of fibrous
and fibro-mucous polypi, and by microscopic examination.

Proaxosis.—The tumors grow rapidly and terminate fatally, usually
within from four to six months, Recurrence is the almost constant rule.

TREATMENT.—When seen in the early stage, if possible, the growths
should be thoroughly removed by the steel wire or galvano-cautery
snare; but more serious operations cannot be advised.

CYSTIC TUMORS OF THE NASO-PHARYNX.

Cystic tumors of the naso-pharynx are of rare fm'nmti!:m; unlf,?r a few
cases have been reported in this country, by Leﬁertla_. Clinton Wagner,
and myself. They are characterized by the usual signs and symptoms
of nasal obstruction. They are most readily removed by evulsion
with strong post-nasal forceps, and show little or no tendency fo recur-

rence.
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sphere, temperature, m‘1d surroundings, and in some of which the drink-
ing-water cannot possibly account for it, shows that we are still in the
dark regarding the etiology.

SYMPTOMATOLOGY.—The symptoms depend upon the amount of pres-
sure exerted upon surrounding structures. The extent of pressure is
not necessarily commensurate with the size of the tumor, which,
though small, may send prolongations downward and backward that
press upon the trachea or the pneumogastric or recurrent laryngeal
nerves and cause alteration of the voice, and dyspneea, which may be
slight or severe. When dyspneea is severe, it often comes on in parox-
ysms due to acute congestion and swelling of the already narrowed tube.
These attacks are sometimes speedily fatal, and though the patient may
recover from one attack he is liable to others during which the danger is
great. Pressure upon the brachial plexus may cause pain, numbness,
or even paralysis of the arm. Pressure upon the veins causes turges-
cence and lividity of the face and passive hypermmia of the brain,
There is occasionally, though not often, pressure upon the weophagus,
which then causes difficult deglutition. The gland, which is connected
with the trachea, rises and falls during deglutition unless too large, and
the skin over it is movable. The size varies from slight fulness of the
neck to an enormous growth. The surface is sometimes even, but often
nodular, and in extreme cases lobulated. The fibro-cystic variety, which
is most common, has an irregular surface, firm to the touch, with here
and there soft spots over the cysts.

Dracaxosis.—There is no difficulty in the diagnosis excepting in rare
cases, where small goitres press posteriorly, causing difficulty in respira-
tion, while the external growth may be hardly perceptible.

Proawosis.—The tumor usually slowly increases for many years,
but is always a source of danger, as, from sudden swelling or steady
pressure, with acute inflammation of the lining membrane of the air
passages, it is liable to cause strangulation.

TREATMENT.—It is necessary to remember that endemic causes play
a prominent part in the etiology of goitre, and therefore removal to
some other locality may be the most important measure in effecting a
cure. If the tumor is small or of medium size, it may often be dissi-
pated by iodine in some form. The tincture of iodine may be applied
locally to the meck, and the remedy given internally in the form +nf
potassium iodide in doses of from gr. v. to gr. xx., or the tincture of io-
dine in doses of T v. to xx. may be administered in capsules, which are
taken with a large draught of water, three hours after each meal. The
internal use of the remedy often fails, and then injections have b{?en
practised in some cases with excellent results. Here again iodine
may be used, but it is important that the solution should be thoroughly
aseptic; for this purpose I would recommend the solution IJI:GPHTEd by
J. B. Clark, already referred to in the treatment of tuberculosis. Hypo-
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DISEASES OF THE (ESOPHAGUS.

(ESOPHAGITIS.

ACUTE (ESOPHAGITIS.

Acute cesophagitis is a comparatively rare affection of the mucous
membrane lining the wsophagus, characterized by painful deglutition.
The inflammation may be either circumseribed or diffused.

HrioLoey.—Esophagitis sometimes results from simple exposure
to cold, in which case it is generally rhenmatic; it may be induced by
the use of extremely hot or irritating foods, or by iced drinks, particu-
larly when the subject is warm; it may be caused by irritating medi-
cines, foreign bodies, or the passage of surgical instruments; but most
frequently it results from swallowing very hot or corrosive substances.
It is sometimes associated with diphtheria, pneumonia, scarlet fever,
small-pox, dysentery, cholera, tuberculosis, py@mia, or cancer.

SyMPTOMATOLOGY.—In mild cases there may be simply a sense of
constriction in the msophagus; but in those more severe, pain, which
in the acute disease may be increased by pressure, is felt deep beneath
the sternum or in the back, between the scapule. This pain is experi-
enced upon deglutition even of saliva, and is much aggravated by swal-
lowing solids. Dysphagia or aphagia results from swelling or spasm
of the csophagus during attempted deglutition which may cause
regurgitation of food and vomiting. The vomited matter consists of
glairy, sometimes blood-stuined mucus, together with the food that
has been swallowed. There is fever, with intense thirst, commonly
accompanied in children by convulsions. Somefimes involvement of
the larynx causes hoarseness, and cough may be produced by the act of
swallowing. By auscultation while the patient is swallowing fluid, a
peculiar gurgling sound may be heard at the seat of inflammation pro-
vided it has caused narrowing of the tube.

Disaxosis.—The diagnosis will depend upon the history, the seat
of the pain, the time of its occurrence and the presence of dysphagia.

Procxosis.—In mild cases the disease usually subsides within three
or four days; in those more severe it may terminate favorably within a
week or ten days, but where there is extensive inflammation the prog-
nosis is grave. When associated with diphtheria or small-pox, it is gen-
erally fatal. Phlegmonous inflammation of the esophagus may cause
death within two or three days. Where recovery occurs, the walls of
the tube usually remain more or less thickened, and if the inflammation
has been severe a stricture results.

TREATMENT.—In mild cases, demulcents should be employed, and
frequent comparatively large doses of bismuth subnitrate are valuable,
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given in powder and with as little fluid as possible. The foad_ should
be liquid. When swallowing is impracticable, food should be given per
rectum. In the early stage, the sucking of ice, and the apphcutmn_ of
cold compresses externally, are useful. In cases resulting from an im-
pacted foreign body, the cause should be removed. In those resulting
from the swallowing of acids or alkalies, weak chemical antidotes
should be administered in the beginning. ;

CHRONIC (ESOPHAGITIS.

A chronic inflammation of the mucous membrane of the csophagus,
with more or less thickening of the walls, is characterized chiefly by
difficulty in deglutition.

ErrorLoGY. —Chronic cesophagitis usually results from the acute dis-
ease, from the excessive use of alechol, from syphilis, or from impaction
of foreign bodies; but it may be due to extension of inflammation from
neighboring parts, to pressure of aneurismal or other fumors, or to pro-
longed congestion occasioned by chronie pulmonary or cardiac affections.

SYMPTOMATOLOGY.—The symptoms resemble those of the acute dis-
ease, though they are less pronounced.

Disaxwosis.—The diagnosis depends upon the history and symptoms,
The sounds obtained upon anscultation while the patient is swallowing
are apt to be more pronounced than in the acute affection.

Proaxosis.—The affection usually extends over a considerable time,
and is liable to eventuate in stricture.

TrEATMENT.—The cause should be removed if possible, and any
associated disease should receive appropriate treatment. Locally the
use of astringents or stimulants, applied by means of a soft sponge at-
tached to a whalebone, has been found beneficial. For this purpose,
solutions of alum, zine sulphate, or tannin, varying in strength from
gr. X. to xxx. ad % i, or silver nitrate gr. v. to x. ad 3 i., may be employed.
Solutions of iodine are also recommended. Any of these in small quan-
tity, not more than 7 xv. to xx. at a dose, and in weak solution, may
be brought in contact with the parts by the act of deglutition. As the
inflammation subsides, bougies should be passed at intervals of one or
two weeks to prevent the formation of stricture, and in some cases this

procedure will be found beneficial for overcoming a persistent low grade
of inflammation,

STRICTURE OF THE (ESOPHAGUS,

~ Stricture of the msophagus consists in a narrowin g of the tube, ocea-
slonally congenital, but generally as the result of injury. It occurs most
frequently in children or young adults.
ANATOMICAL AND PATHOLOGICAL CHARACTERISTICS,.—The thick-
ening usually involves the mucous membrane and connective tissue, and
sometimes the muscular walls also, It occurs oftenest at the upper,
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narrowest portion of the tube, and next in frequency near the cardiac
orifice of the stomach. It varies in degree from slight obstruction to
almost complete closure, and rarely involves more than a few inches of
the tube; it may be single or multiple, symmetrical or tortuous; the
thickening may be uniform about the tube, leaving the opening in
its centre, or it may involve only a portion of the walls, leaving the
opening at one side. Afrophy of the wall is usually found below the
seat of stricture if it is narrow. Collection of food above the stric-
ture causes hypertrophy first, with subsequent fatty degeneration and
dilatation. As a result of this weakening and dilatation of the wall
and collection of food, not infrequently a large cul-de-sac may be formed
above the obstruction. :
Erionocy.—Stricture is sometimes congenital, but nsually it results
from acute or chronic inflammation most commonly excited by swallow-
ing of hot water or lye, or the result of rhenmatism, syphilis, or cancer,
SYMPTOMATOLOGY.—Except in traumatic cases, the symptoms usually
come on gradually, the patient at first experiencing some difficulty in
swallowing large boluses of solid food. As the obstruction increases and
deglutition becomes more and more difficult, solids have to be taken in
small boluses and washed down with liquid. Subsequently the diet is
necessarily restricted to fluids; and eventnally, in extreme cases, even
these cannot be swallowed. Sometimes the bolus is regurgitated imme-
diately after it has been taken, perhaps covered with mucus, pus, or
blood. When dilatation of the msophagus has occurred above the stric-
ture the food may be retained for some hours, finally to be regurgitated
more or less decomposed and softened. The patient is usnally much
depressed and very nervous, and this adds to the tendency to spasm of
the msophagus, which not infrequently takes place during degluht_mn.
Pain at the seat of the stricture is sometimes experienced, and occasion-
ally dyspnea is complained of;; this is especially likely to occur in can-
cerous strictures involving the recurrent laryngeal nerve. Usually
nothing can be discovered by laryngoscopic examination, but hy. care-
fully passing sophageal bougies the location and degree of stricture
may be determined. VT
D1AGN0sIS.—Stricture of the esophagus is to be distingunished from
tubereular laryngitis, from tumors of the pharynx, larynx, or esophagus,
from spasms of the esophagus, from paralysis of the pharynx and
@sophagus, and from the presence of foreign bodies. The diagnosis is not
usually difficult; the essential points are the history, and presence of
dysphagia, and regurgitation of food. By auscultation t}lﬁ seat of _the
stricture may frequently, be located when the pnt:eni_; is awall{::wmg,
owing to the sound caused by the ascent of bubbles of air just above tllle
narrowest portion; but the degree of stricture can only be accurately

determined by the passage of the esophageal bougie. ~For this purpose,
graduated dilators made of the same material as flexible catheters are
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ening the inevitable progress of the diseuse. In other cases dilata-
tion should be attempted by the graduated bougies already described,
and the operation should be repeated every two, three, or four days
according to the amount of irritation produced, time always being al-
lowed for this to subside before the next operation, When an instru-
ment has been passed, it should be allowed to remain for a few seconds,
as long as the patient can tolerate it, and then withdrawn and followed
by one of a size larger. Thus the largest instrnment that can be passed
without great force should be used at each gitting; at the mnext an
instrument a size smaller than the one previously introduced should
be first used followed by one or two larger sizes. If the dilatation
proves suceessful, bougies should be introduced from time to time with
diminishing frequency, and the patient should be taught to perform the
operation himself, which must be repeated at intervals for several
months or possibly years, the cure usually requiring a treatment for at
least six to eighteen months, When the stricture is very narrow, an
cesophagotome (Fig. 238) may be employed for incising the mucous
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membrane to allow of more rapid and permanent dilatation. The bulb ]
is to be introduced beyond the stricture, the knife slightly protruded, |
and the instrument withdrawn. The operation is attended by great |
danger, and is liable to be a direct cause of death in about thirty-five
per cent of the cases operated upon. If this operation is adopted, two
or three slight incisions should be made at different parts of the stric-
ture, gradual dilatation being practised subsequently. External esoph-
agotomy and gastrotomy are recommended in special cases, but they
come more properly within the domain of general surgery. Electroly-
gis has also been recommended in the treatment of stricture, but the
close proximity of the msophagus to the vagus nerve renders 1:t hazard-
ous, A, Fort, of Paris, has practised it successfully in sevairal msliances,
and appears to have obtained considerable benefit even In malignant
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COMPRESSION OF THE (ESOPHAGUS.

Compression of the esophagus results from the pressure of mediasti-
nal tumors, which may be carcinomatous, aneurismal, or purulent. It i3
gometimes caused by enlargement of the bronchial or t-h_',."rf.'.ild g]u._nda,
and may be occasioned by pressure of the fluid in pericarditis, 1t is to
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ProaNosis.—The spasm is nsually transient, and the liability to re-
currence may disappear after a few days or weeks; but in some in-
stances it continues for a long time, and I have seen patients who have
been unable to swallow satisfactorily for three or four years.

TREATMENT.—Anti-spasmodics, as bromides, camphor, valerian, and
asafeetida, are frequently of benefit, and in most instances such tonics
as iron, quinine, strychnine, and arsenious acid are necessary; but the
repeated passage of an wsophageal bougie will give more relief than any
other measure. Usually it is necessary to repeat the operation only
three or four times,

Borgiotti reports a case of eesophageal spasm in a woman thirty-one years
old, which continued uninterruptedly for five hundred and thirty days, rarely
permitting the passage of the sound or liquid food. Cure was effected within a
few days by the use of Verneuil's cesophageal dilator (Centralblatt fiir klinische
Medicin, 1888).

PARALYSIS OF THE (ESOPHAGUS.

Paralysis of the msophagus consists of loss of muscular power, char-
acterized by difficulty in deglutition. It is said to be very common in
the insane, and it is comparatively frequent in old age or in those
broken down by poor health, and also as a sequel of diphtheria.

ANATOMICAL AND PATHOLOGICAL CHARACTERISTICS.—The lesions
may consist of changes at the nerve centres, such as hemorrhage
into the pons or the medulla, or tumors of these organs, bulbar pa-
ralysis, multiple sclerosis, cerebral atrophy, and progressive locomotor
ataxia; or of pressure upon the nerve as in tubercular enlargement of
the pharyngeal lymphatic glands, or syphilitic enlargement _nf the cer-
vical vertebr®; or there may be simple muscular weakness without ner-
vous lesions, as observed in the feeble or aged. .

Er1oLoay.—The most common causes are diphtheria, and _mmple
muscular weakness from old age or ill health. The affection is occa-
sionally caused by syphilis, tuberculosis, lead pﬂisnni_n g, acute feirer, m.ld
hysteria. Inmability to swallow is usually observed in ﬂ.ppru.achmg dis-
solution some time before failure of respiration and circulation.

SYMPTOMATOLOGY.—The essential symptom is diffidulty in swallow-
ing, which may develop quickly or slowly according to the cause. I? is
probable that complete aphagia is never present unless t_he phm-ym.‘ }a
paralyzed at the same time. When due to hemorrhage mtf} the nerve
centres, it comes on suddenly, and is at once cnmpl_ete; hurt 1f1 resulting
from tumors, it develops gradually. Following 111111.11;]15-1-1:;,, it ua:.mﬂ%fr
appears within three or four weeks after the beginning of the at.:;:c f
and may reach its full intensity in three or four days. As the resu n:f
nervous diseases it is a rare affection, and in any case se]dm.n appears
until late in their course. When of central origin, it is sometimes asso-
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trode, which should be introduced three or four times at each sitting,
and retained for a few seconds. It is sometimes desirable to feed tle
patient through an esophageal tube; especially is this necessary if the
pharynx and larynx are also paralyzed.

FOREIGN BODIES IN THE (ESOPHAGUS.

Foreign bodies, of great variety, may become impacted in the cesoph-
agus, where they interfere with respiration and deglutition. They gen-
erally lodge either in the lower portion of the pharynx or just below
it or at the upper portion of the wsophagus directly behind the ecricoid
cartilage, but sometimes they pass lower and occlude the passage opposite
the bifurcation of the trachea or just above the cardiac orifice of the
stomach. The most common of these foreign bodies are large boluses of
food, coins, pins, fragments of bone, and plates with false teeth.

SyMPTOMATOLOGY.—When foreign bodies are large and lodged in the
lower part of the pharynx, they may depress the epiglottis so as to cause
immediate suffocation. Large bodies may provoke retching or vomit-
ing, and prevent swallowing either of solids or fluids. Smaller bodies
usually cause actual pain or pricking sensations, sometimes slight bleed-
ing, and frequently interfere with the swallowing of solids, but not with
swallowing of liquid. Sharp, irregular bodies cause pain and inflam-
mation. Large or irregular bodies may cause cough, spasm of the glottis,
aphonia, or asphyxia. The respiration may be impeded by invelution
of the trachea or by spasm.

Disexosis.—The presence of foreign bodies is to be distinguished
from globus hystericus and from parmsthesia of the esophagus. The
essential features in the diagnosis are the history, laryngoscopic exami-
nation, and exploration with the bougie. By inspection, affections of the
pharynz and larynz may be excluded; and sometimes, in the case of
irregular bodies, blood or pus may be detected at the wsophageal en-
trance. Exploration with the finger will sometimes detect a foreign
substance, and passage of the wsophageal bougie will unsually locate
the object unless small; but in some cases spasm of the msr:rplmgqs
above or below the foreign substance seriously interferes with this
examination. Care must be taken mnot to be misled by the dense
pharyngo-epiglottic ligament and normal narrowing at the entrance of
the esophagus. Foreign bodies will be distinguished from globus hyster-
{eus by the history, by the presence of other symptoms of hystera, by
frequent change in location of the sensations in the nervous affection,
and by exploration with the bougie. From par@sthesia of the ﬂ’Sﬁf?ﬂ‘
agus, where the patient’s sensations indicate the presence of a .fm‘ﬁ_‘lg“
body, and where the history generally points to an m::mdm}t- of this l-:mfl,
the diagnosis can only be made by careful exploration with the bougie

and extractor.
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When susceptible of digestion, there is no objection to pushing the
foreign body into the stomach, care being used to avoid injuring the
wsophagus; and if the offending object be lodged low in the passage,
this is frequently the only operation that can be practiced. Fortunately
many indigestible substances may pass into the stomach without harm
to the patient. When substances are firmly lodged in the upper por-
tion of the msophagus, and cause distressing or dangerous symptoms,
laryngotomy or eesophagotomy must be performed. These operations,
which are fully described in textbooks on general surgery, not infre-
quently give good results.

PARESTHESIA OF THE (ESOPHAGUS.

Parasthesia is a nervous affection in which the patient fancies some
foreign body lodged in the pharynx or cesophagus. It usually ocours
in women of enfeebled health, 