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Respirations, 80 per minute. Slight cough; no expectoration, Chest well
shaped ; right moved better than the left side. In front there was dulness over the
left side of the chest, with the exception of the clavieular supra-clavicular,
and the upper part of the infra-clavicular regions. (See diagram, Fig. 1.)
The dulness extended across the sternum opposite the second and third eostal
cartilages nearly to the right mammary line. The upper border of the liver dqulness
immediately outside the right mammary line was in the fourth intercostal space,
There was good resonance over the greater part of the manubrium sterni, the
right supra-clavicular and clavicular regions, and over the outer part of right infra-
clavicular and upper part of the mammary regions. (See diagram, Fig. 1.) Posteriorly
there was good rescnance over the upper part of the chest on both sides, but there
was dulness at both bases which extended nearly as far as the spine of the scapula
on the left side, whilst on the right side it only reached to a little above the inferior
angle of the scapula. On auscultation in front there was vesieular respiration over both
supra-clavicular regions, whilst adjoining the left border of the sternum over third
coetul cartilages and the third intercostal space there was perfect bronchial breathing.
More to the left over the dull area at the outer part of the left mammary region,
the respiratory murmur was weak. In this latter region also were audible either fine
crepitations or a fine friction zound, we could not be certain whether the adventitious
sounds which were there audible were of pleural or pulmonary origin. No adventi-
tious sounds over the right side or elsewhere over the front of the chest. Posteriorly

Sphygmographic tracing showing the effect of the respiration on the pulse (pulsus paradoxs) in
thocase of J. L., mb. 14. Casal. Inspr. = pariod at which a deep inspiration wns made.

there was weak reapiration over the dull area on either side, and over that of the left
gide were a few very small moist riles. An exploring needle was introduced into the
left side near the inferior angle of the scapula and a emall quantity of clear yellow
Huid withdrawn.

Pulse 120, small. A sphygmographic tracing showed that it was markeadly
affected by deep inspirations. When a deep inspiration was taken the two subse-
fuent pulse waves were very much smaller than the preceding or subsequent ones,
and the phenomenon was manifested on each succeeding deep inspiratory act. (See
sphygmogram, Fig. 2.) The cardiac apex beat could not be seen or felt, but from
auscultation it appeared to be in the fifth intercostal space just internal to the left
I:ti[:p]ﬂ*. The ecardiac dulness conld not be defined from the dulnesz over the left
side of the chest previously mentioned, On auscultation the heart sounds appeared
feeble, but unaccompanied by any murmur,

The liver dulness extended from the fourth intercostal space immediately outside
the right mammary line to a point about 1§in. below the costal margin, and in the
median line the lower limit was just above the umbilicus, The surface of the liver
appeared smooth and the organ was slightly tender on palpation,
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enlargement of the liver, and some effusion in the right pleural cavity. The urine
contained a small quantity of albumen. About a week after admission he became
worse, he was troubled with sickness and took very ittle food. The cyanosis and
dyspnoea became more marked, and the fluid in the right side of the chest increased
in quantity. On July 14, 280z, of pale, clear fluid were removed by means of an
aspirator from the right pleural cavity. This appeared to relieve the dyspnoma for a
time, and the cyanosis became less marked, On August 3rd, however, it was necessary
to again puncture the right pleural eavity, and on this occasion 42} oz, of clear fluid
were removed, This was not followed by so much relief as the previous aspiration,

and the boy gradually sank and died on August 12, 1801, During the last fortnight
of life a considerable amount of anasarca of the lower extremitics and ascites
appeared, The amount of albumen in the urine increased. On August 10th, two days
before death, it was noted that the urine was acid, sp. gr. 1018, contained about one-
eighth albumen, was free from sugar, and no casts could be found.

The post-mortem examination was conducted, on August 12th, in my
presence, by Dr. J, E. Platt, at that time the Resident Medical Officer
to the Institutlon, who has kindly furnished the following report :
Adherent pericardium ; indurative mediastinilis with caseous affection in
mediastinum. Thickened left pleura; effusion in right plewra; dilatation
of heart ; venous engorgement of liver and kidneys; anasarca and ascites.
Marked cutaneous hypostasis; considerable anasarca of the lower
extremities, none of the upper. Left side of the chest slightly retracted ;
an old cicatrix of small size in the left lower axillary region. [This was
the result of the operation of draining the left pleural cavity, performed
twelve months previously at the Consumption Hospital. —T, H.,] Rigor
mortis was well marked in the lower extremities; less so in the upper.
The abdomen contained a considerable quantity of clear, pale yellow
fluid. There were no adhesions in the peritoneal cavity, and no signs
of inflammation of the peritoneum.

Pleurss : There was a large amount of clear pale yellow fluid in
the right pleural cavity. The right lung was free from adhesions to
the chest wall, except a few old adhesions over the apex. There
were no adhesions of the right lung to the diaphragm, but old,
tough, firm adhesions united its inuer aspect to the mediastinum and to
the external surface of the pericardium. The anterior edge of the
right lung was about three-quarters of an inch to the right of the
median line. 'The left pleural cavity was obliterated by firm, old,
tough adhesions, the left lung being united to the chestwall, dia-
phragm, and mediastinum. The parietal layer of the left pleura
over the lower half of the chest was very much thickened; in places
it was half an inch in thickness,

Pericardium : The cavity was obliterated by firm, old adhesions,
which closely united the visceral with the parietal layer.

Mediastinum: In the anterior and middle mediastinum, imme-
diately above the heart, and extending from there to the upper part
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of the sternum, was a yellowish-white, fairly firm, easeous-looking
mass, which measured one and a half inches in length and two
inches transversely, It was surrounded by firm fibrous tissue, bands of
which, with the caseous mass, occupied the whole anterior and middle
parts of the mediastinum, and extended backwards to the trachea and
msophagus, There were no signs of any recent activity around the
periphery of the caseous-looking mass, or in the surrounding fibrous
tissue. Both the caseous-looking mass and the fibrous tissue were
evidently of very old standing. The caseous mass and fibrous tissue of
the mediastinnm were very firmly adherent to the sternum in front, to
the lungs on either side, and to the outer aspect of the peri-
cardium. No other caseous mass existed in the mediastinum except the
one above deseribed.

Lungs: Both congested, but otherwise presented nothing abnormal.
No signs of any disease in either apex.

Liver: Large, but not enlarged to an extreme degree, Surface smooth.
On section 1t presented a marked nutmeg appearance.

Spleen : Normal.

Kidneys : Congested, but otherwise healthy.

Heart : An antero-posterior section was made through the heart and
the mediastinum, so as to demonstrate the lesions in the latter part, As
the preparation was required for museum purposes, no further dissection
of the heart was made. (See plate.) As far as could be ascertained,
however, there was no valvalar disease, and the muscular substance of
the organ was of a healthy colour, though somewhat solt.

Microscopically the caseous mass in the mediastinum presented a homo-
geneous, granular appearance, and would not stain with logwood or
carmine. A few isolated nuelei here and there among the granular material
were the only structures which stained atall. A number of sections taken
from the periphery of the mass were stained and examined for
tubercle bacilli, but with negative results. Microscopical examination of
sections made from the liver showed very marked venous congestion,
but no inerease of fibrous tissue at any part.

Remarks on the case of J. L.—The total duration of this boy’s
illness appears to have been at the most about one year and nine
months. For the first three months his symptoms were very indefinite,
as he only complained of feeling unwell and of pain in the left side. It
was not until these indefinite symptoms had existed for about three
months that he became seriously ill, the illness being apparently acute
pericarditis and pneumonia. Between four and five months after the
onset of this acute illness he first came under my observation. At that
time his chief complaint was shortness of breath, He then had marked
eyidence of venous engorgement, the lips and ears being very blue, and
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the veins of the neck engorged. There was evidence of pleuritic effusion
on the left side, and there was dulness over the sternum and to the right
of the lower part of that bone, which could not be accounted for simply
by assuming a displacement of the heart by the pleuritic effusion. This
dulness, as the post-mortem examination proved, was due to the inerease
of the tissue in the mediastinum, to the caseous mass which was
present there, and to the enlargement of the right side of the heart,
secondary to the adherent pericardium. The liver at this time was
enlarged in consequence of the venous engorgement, but there was no
ascites nor anasarca. Although the veins of the neck were much
engorged they did not become more swollen during inspiration, as has been
seen in some cases of mediastino-pericarditis ; but another feature of
that affection was present—rviz.,, the pulsus paradoxus, Pleuritic effusion.
of the left side accumulated again and again after tapping, until a
drainage tube was inserted into that side, with the result of causing a
union of the parietal with the visceral layer of the pleura, and eonse-
quent obliteration of the left pleural cavity. Relief followed this
operation for a time, but subsequently pleuritic effusion developed on
the right side, the "heart became more dilated and feeble, anasarea
and ascites ensued in consequence of cardiac dilatation, and the
boy sucenmbed, chiefly from the effect of the condition of the
heart.

Ascites, which sometimes forms a prominent feature of the cases of
mediastino-pericarditis, was absent in this patient until a late stage of
the illness, and was then clearly a part of the general dropsy, which
resulted from the wvenous engorgement consequent upon the ecardiac
dilatation. Inspiratory swelling of the veins of the neck was also not
present. The pulsus paradoxus, which is frequently present in such
cases, but as we know occurs in other affections also, was marked in the
above case.

Another physieal sign which was present is well worth a few
considerations : This sign is the bronchial breathing which was observed
in front to the left of the sternum, and the same type of breath-sound
which at a later period of the boy's illness (April, 1891), was so marked
in the upper part of the interseapular region of both sides. The
bronchial respiration present, when he first came under my observation,
to the left of the sternum, was clearly associated with the accumulation
of fluid in the left pleural cavity, and the displacement of the
left lung brought about thereby, because, when the fluid was
removed by aspiration, weak vesicular respiration replaced the
bronchial breathing, and as the fluid re-accumulated and reached its
previous limits, the breath sounds again became bronchial at the
same spot,



17

The bronchial respiration which was present at a later period of his
illness (April, 1891), and heard over the inner extremity of the first inter-
costal space, at the left borderof the sternum, was most probably conducted
from the trachea, as it may be found in this position occasionally in healthy
individuals, A similar explanation applies to the bronchial respiration
which was audible at the same period over the upper part of the inter-
scapular region of both sides, Having regard to the appearances pre-
sented at the post-mortem examination, I do not think that the bronchial
breathing, heard at the posterior and upper part of the chest, could
have been connected with the mediastinal affection, but that it was
probably simply a pronounced example of a type of breathing which is
not uncommon in this region, especially’ in children, who present
neither an affection of the lungs nor of the mediastinum. [See also the
report and comments on Case 2.]

The following case is an illustration of Class IL., which comprises a
group of cases, where, on post-mortem examination, the pericardial
cavity is found to be obliterated by adhesions, and the exterior
of the pericardium is adherent to surrounding parts, whilst there is
little or no increase of fibrous tissue throughout the mediastinum
generally ; a condition which has been termed * Pericarditis interna
and externa.”

Case 2.—Dyspnoa; cyanosis; tubercular disease of the elbow joint ;
cardiac dilatation ; engorgement of the veins of the neck ; enlarged liver
and ascifes ; very slight anasarca of the lower extremifies. Repeated
paracentesis of the abdomen. Bronchitis and catarrhal pnewmonia, and
death from gradual cardiac failure.

[From notes by Dr. R. W. Marsden,]

J. M., aged 8 years, was admitted to the Manchester Royal Infirmary, on
April 7th, 1893, complaining chiefly of great distension of the abdomen, His
mother gave the following account of his illness: The boy had besn quite well up
to 5f years of age, i.e, 2} years before he was admitted into the Infirmary. The only
illness which he had had before that time was scarlet fever, At O} years of age he
was noticed to be looking ill, to be getting thinner, and to have a slight cough. At
that time, however, he had no swelling of the abdomen or elsewhere. Three monthe
later the abdomen commenced to enlarge, and after another period of three months
had elapsed he was admitted to the Manchester Clinical Hospital. During the past
two years the mother stated that the abdomen had been tapped 23 times, but Dr.
Railton, under whose care he was, has kindly looked up the records of the case for
me, and from these we only have evidence that during the past two years the boy had
been tapped 13 times. About 12 months previous to his admission into the
Manchester Infirmary, signs of disease in the right elbow joint appeared, suppuration
had subsequently ensued, and the joint had been drained.

On admission the most prominent feature of the ecase was the BNOTINOUS
distension of the abdomen, which measured 38in, in circumference at the umbilicus,
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healthy appearance, he became more and more livid, He recovered, however, from the
pulmonary attack, and was able to return home for a short time, but he had to come
again and again for the ascitic fluid to be removed. He was admitted for the last
time on February Gth, 1804, when he was in a more serious condition than on any
previous occasion. The abdomen wag, as usual, distended, and the boy was very livid.
He had a troublesome cough, and there were numerous riiles and rhonchi audible over
the chest. The precordial dulness was similar to that above recorded when he firsh
came under observation. The elbow-joint and the enlarged axillary glands showed
no appreciable change. The jugular veins were very much distended ; the cheeka,
lips, and ears became more and more cyanotic. The extremities became cold, the boy
passed into a drowsy semi-conscions condition, and died on February 22nd, 1894,

The post-mortem examination was made on February 23rd, 1894, by
Dr. Kelynack, the Pathological Registrar to the Infirmary. Permission
wag not obtained for the examination, which consequently was not so
complete as it otherwise would have been.

Adherent pericardium ; adhesion of the exterior of the pericardium to
surrounding parts ; dilatation of the heart ; nutmeg liver; chronic
peritonilis and ascites ; slight anasarca of the lower extremities.

Euternal,.—The body was that of a spare boy., The abdomen was
prominent, and evidently had been distended with flnid. Very slight
anasarca of both feet, none of any other part of the body. Lips and
cheeks blue. Rigor mortis well marked in both upper and lower
extremities. Cutaneous hypostasis dorsal. Eyeballs prominent, but the
eyelids just met over the eyeballs. Right elbow presented a fusiform
swelling, with sinuses on the outer and inner sides of the olecranon, and a
little thin pus oozing therefrom, A small cicatrix existed over the front of
the elbow. The joint was ankylosed. An enlarged gland could be felt in
the right axilla. On opening the abdomen 350z of turbid yellow fluid
was removed.

Internal.—Thorax : On removing the operculum the lungs and the
pericardium were seen to be closely adherent to the posterior surface of
the operculum by old inflimmatory matting, The pericardial and
mediastinal area at the level of the second costal cartilage measured 2in.
across ; at the level of the third costal cartilage it measured 2}in. across;
at the fourth, 3}in, ; at the fifth, 3}in, ; at the lower border of the
sixth, 4in.

Pleure : Firm fibrous adhesions on both sides, almost completely
obliterating the pleural cavities ; a small space, however, existed at the
upper portion of the right cavity, which contained a small quantity of
straw-coloured serous effusion, and another small space also remained
at the lower part of the same cavity, The pleuritic adhesions were
evidently of old standing, They could not be separated by the fingers,
but had to be detached with the aid of the knife. The pleurm were
also closely adherent to the pericardium and to the diaphragm,
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Pericardium : Immensely enlarged, as indicated by the above
measurements ; but its cavity obliterated by old adhesions, The
external or fibrous cont was closely adherent anteriorly to the back of
the sternum and to the aunterior portion of the costal cartilages.
Laterally it was closely adherent to the pericardial layers of the pleura.

The Heart, Lungs, and the structures in the Mediastinum,
together with certain of the abdomina viscera, were removed
en masse, and a single wvertical incision was made, through the
heart and mediastinum from front to back so as to ascertain the condi-
tion of the mediastinal tissue and the structures therein contained.
Mediastinum : There was no enlargement of the lymphatic glands of the
mediagtinum, with the exception of one gland situated immediately
below the bifurcation of the trachea between the two bronehi. 'This
gland was slightly enlarged, measuring #in. in length by }in. in thickness,
and was the seat of the casec-caleareous change, Thers was possibly a
slight increase of the fibrous tissue in the mediastinum surrounding the
arteries, veins, and adjacent struetures ; but this was not marked, and the
chief evidence of mediastinitis was afforded by the firm adhesion of the
external surface of the pericardium to the pleura and to the sternum and
costal cartilages, As previously stated, the anterior part of the
mediastinum was adherent to the posterior aspect of the sternum.

Heart : The interior of certain of the cavities of the heart
was exposed by the above described median incision through the
mediastinnm. The cavities contained dark-red recent blood clot, The
cavities were dilated, but the valves, as far as could be ascertained from
the incision made, appeared normal. As the specimen was required for
museum purposes, the heart was not further dissected.

Lungs: At the apex of the right organ there was slight puckering
and a small area of fibroid induration, apparently indicative of old
apicial pulmonary tubercle. Both lungs congested and much compressed
by the extensive chronic pleurisy, The fibrous tissue forming the
thickened pleura not only completely surrounded them both, but in
places extended slightly inwards into the pulmonary tissue. Although
increased in consistency, there was no complete consolidation anywhere,
and no indication of any recent tubercular focus. The only sign of
tubercle in the lungs being the old obsolescent affection of the apex of
the right organ. Vertical measurement from base to apex of the right
organ 41in., of the left 4}in.

Abdomen : Peritoneal cavity contained 350z of turbid yellow fluid.
The parietal layer was generally thickened; it was smooth and had
a white porcelain-like appearance. The visceral layer was also densely
thickened, and over the liver and spleen the opaque white porcelain-like
appearance was very pronounced. The peritoneum forming the serous
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coat of the intestines was somewhat thickened, and presented numerous
closely packed rounded white spots. These at first sight had much
the appearance of tubercles, but were not so raised, and were evidently
localised spots of thickening of the serous coat of a fibroid character.
There were no adhesions of the coils of the intestine to each other, but
there was much peritoneal matting in the neighbourhood of the spleen,
which was firmly fixed by such adhesions to the under surface of the
diaphragm, A few similar adhesions united the upper surface of the
liver to the diaphragm.

Liver : Not markedly differing in size from what one would expect
in a child, but the edges were very rounded, this apparently being
caused by the contraction of the previously deseribed thickened
capsule. The capsule was everywhere much thickened, and of the
opaque white porcelain-like aspect previously menticned. The organ
was adherent to the under surface of the diaphragm. On section the
organ was extremely congested, presenting a typical myristicated appear-
ance, but apparently little or no cirrhosis. No evidence of tubercle or
of old caseous foci.. The inlet of the hepatic veins into the hepatic
portion of the inferior vena cava did not appear to be mechanically
obstructed by direct fibrous compression, and there was no narrowing of
the inferior vena cava at its entrance into the right auricle. The
measurements of the liver were as follows : Vertical, 4in. anteriorly, and
41lin. posteriorly, transverse, 8%in. The weight of the organ cannot be
given, as it was desived to leave it attached to the thoracic organs and
diaphragm for museum purposes,

Spleen: Congested; not, however, markedly enlarged; capsule
thickened, of dense opaque white poreelain-like aspect, but this not to
so marked a degree as is the case with the capsule of the liver.

Kidn#s: Both markedly congested, but not otherwise presenting
any abnormal appearances.

Retroperitoneal lymphatic glands: Not enlarged. No signs of
caseation or caleareous change in any of the glands, Brain not
examined for reasons previously stated,

Microscopical examination of the liver showed immense venous
engorgement ; the capillaries of the central portion of the lobules
were enormously distended, and a great part of the lobule presented
simply a network of engorged capillaries with no liver cells. A
little more remote from the centre of the lobule the vessels
were still engorged, and the liver cells between them atrophied
and pigmented. At the periphery of the lobules the liver cells
were fairly healthy, except that some of them contained a large
amount of fat. The periportal tissue showed very little ehange; it was
nowhere markedly increased, but was possibly slightly in excess of the
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chiefly of the dilated heart, but possibly the mediastinitis might have
agsisted and rendered the distension more marked. The engorgement
of the liver and kidneys was also the result of the cardiac dilatation.

The ascites, which had been one of the most prominent features of
the case during life, was clearly the result of the chronic peritonitis,
The exact pathology of the chronic peritonitis is one of the most inte-
resting points of the case, but one about which it is impossible to be
dogmatic. From the history it is clear that the ascites was of early
oceurrence, and was one of the first signs noticed by the friends,
It therefore is a question worthy of consideration whether it can be
brought into association with the cardiac condition, and explained as a
secondary affection to it, or whether it was an independent disease,

Chronic peritonitis in children is so commonly tubercular, that con-
sidering the fact that we had to deal undoubtedly with a tubercular
subject, as shown more especially by the affection of the elbow-joint, it
must be regarded as possible that the chronic peritonitis in this case was
tubercular. Against this, however, is the very long duration of it, the
absence of any signs of tubercular abdominal disease, except the accumu-
lation of fluid in the abdomen and the simply fibroid thickening presented
by the peritoneum at the autopsy, without any signs of tubercle in the
peritoneum or lymphatic glands. We know that recovery may ensue in
even acute tuberculosis of the peritoneum, and although tubercular foci
may result in the formation of much fibrous tissue, a general fibroid
thickening of the peritoneum, such as existed in this case without any
signs of caseation at any part, is not likely to be the result of peritoneal
tuberculosis. For these reasons, together with the consideration of the
fuct that we may find a similar condition of the peritoneum in
undoubtedly non-tubercular cases, I am inclined to think that the
chronic peritonitis was not of tubercular origin,

It is, however, possible that the ascites was indirectly due to
the cardiac dilatation in this case. In some cases of valvular heart
disease with cardiac dilatation, instead of getting a general dropsy
affecting both the peritoneal cavity and the extremities, we have very
little or no anasarca of the lower extremities, but marked ascites,
the peritoneal dropsy being out of all proportion to the anasarca of the
extremities. OF course, in many such cases there is independent hepatic
cirrhosis, due to its most common cause, aleohol. In the cases, however,
here referred to, there is often no history leading us to suspect such
independent hepatic cirrhosis, and the peritoneal dropsy is probably
connected with the cardiac lesion. OF course, it is quite possible that
congestion of the liver—the result of cardiac dilatation—may set up a
secondary periportal cirrhosis of the liver, and so account for the ascites
of such cases preponderating over the anasarca, From my own
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on the right than on the left side, opposite the spine of the seapula and
also above in the supra-seapular region, The case in this respect
illustrates how careful one has to be, especially in children, in interpret-
ing even well-marked bronchial respiration at the right supra-scapular
and upper part of the right inter-scapular regions, and that such breath
sounds may be present in a marked form independent of any enlarge-
ment of the bronchial or mediastinal lymphatic glands. The little value
that can be attached to the presence of bronchial breathing in the regions
indicated is quite in accord with the experience of many German obser-
vers, although much greater importance has been attached to the sign
as indicative, especially of tubercular disease of the bronchial glands, by
Austrian and French physicians, *

The following case is an illustration of Class IIL, where we have
increase of fibrous tissue in the mediastinum without any internal peri-
cardial adhesions, The case was one of very chronic tubercular phthisis,
probably beginning in the apex of the left lung, which resulted in a
marked thickening of the pleura over the left apex, and subsequently a
chronic fibroid ehange in the upper part of the mediastinum.

Case 3.—Chronie tubercular phthisis of both apices ; difficulty in
detection of tubercle bacilli in the expectoration ; inoculation experiments
with guinea-pigs ; nephritis; general anasarca and later Limitation of
dropsy lo the left arm; paralysis of the left vocal cord; marked orthopnwa,

P. J, a big stout and muscular man, by occupation a lithographer, aged 40
years, was admitted to the Manchester Royal Infirmary on June 6th, 1894, with
great dyspnca and slight anasarea of the lower extremities. Patient was a very
intelligent man, and gave the following history : He stated that 12 years ago, when
he was 28 years of age, he was operated upon for fistula in ano. At the time of the
operation he had a slight cough, and this had persisted ever since and somewhat
increased in severity, but at no time had it been very troublesome. His chief com-
plaint during the past 10 years had been shortness of breath, which during the past
12 months had been much worse than formerly. He had been able to attend to his
work, however, which was of a light nature (the superintending of the lithographic
department in a large firm) up to 10 days before admission, at which time the swelling
of the feet commenced. He had had no dropsy before that time. During the past
12 years he had never been confined to his bed or to the house with any acute pul-
monary affection. The dyspuneea had always been the most troublesome complaint,
and he frequently had to rest on his way to and from his work, and to go upstairs
very slowly. This difficulty had been especially marked during the past 12 months.
Many years ago, exactly how many he could not say, he brought up a very little
blood, but never any considerable amount. He admitted having taken rather freely
of spirits, but did not impress us as having been a heavy drinker. He stated that he had
not only not lost any flesh during the past 12 years, but was much heavier now than 13
years ago, which, considering his history and the distinet physical signs of phthisis
which were present, and which will be directly related, was remarkable and scarcely

* Nrosmans (Dr. H), ' Ueber die Bronchialdrilsen-tuberculose nnd ihre Bezighungen zur
Tuberculose im Kindesalter,'- Deutsche medicinische Wochenschrift, 1808, 8, 870,
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third left costal cartilage. No murmurs. Pulse 114 : to the finger it appeared regular
but small. The sphygmograph showed, however, that it was slightly irregular il:
foree and rhythm and of low tension, No difference between the radial pulse of the
two sides. (See sphygmographic tracings taken June 8, 1894, Fig. 11). There is
no unusual pulsation in the supra-sternal notech nor over the upper part of the
front of the chest. No tracheal tugging. Pupils equal and of medium sizs,

Liver dulness commences above, at the sixth rib, in the right mammary line,
and extends downwards to fully two inches below the costal margin. Patient is too
stout for any statement to be made as to the character of the surface of the liver,

Spleen cannot be felt below the costal margin. The impaired resonance which
exists over the lower costal region of the left side of chest renders the percussion of
the organ difficult and unsatisfactory.

Urine : 14oz. only has been passed in the last 24 hours, Tt is high
coloured, 1025, acid, deposits a copious quantity of urates, is loaded with
albumen, but containg no sugar. (For the amount of urine which was passed
subsequently, see the subjoined table). The large quantity of lithates which

/ ’ 0 : \
A AR, A AP, A AAAA A

Right Hadial,

AN AN, AN A AN, A,

Laft Radial.
Frz. 11.
Case 8.—T. J., mt, 40. June Sth. 1304,
Sphygmograms of Right and Left Radial. FPuolse 114, Respirations 40 per minute.

the urine depozited rendered the search for organic elements in the deposit
very difficult. Some recently passed urine was therefore mixed with an equal
volume of potassium acetate and chloroform solution,® in order to prevent the
deposition of urates, and the following day the deposit was examined. Epithelial
casts small, and medium sized hyaline casts were found, but no fatty or opaque
granular casts. Bowels have not been moved since patient was admitted.

The nervous system presents nothing unusual, except that for a hoepital patient
the invalid is an unusually intelligent man.

June 11, 1894, —The dyspncea, with pallor of the face, remains the prominent
feature of the case. The only noteworthy change is that the cedema has quite dis-
appeared from the lower extremities, but the left arm has become considerably
eedematous along its whole length, This cedema is unaccompanied by any pain in the
arm, the limb gimply feeling unusually heavy and full. There is no evident assign-

» Hanrnis (Tuomas), * A method of collecting and preserving urinary casts and other crganic
urinary sediments."— British Medical Jowrnal, Yol L, 1804, p. 1356,
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lung consists of little more than deeply pigmented cicatricial tissue
surrounded by a much thickened pleura, and having embedded in it
large dilated bronchi which, towards the upper part, form distinet
bronchiectatic cavities. The pleural involvement over this part of the
lung has evidently been secondary to, or at least associated with the
chronic fibrosis of the lungs and is not a primary condition, The lower
portion of this left lung is more or less air containing, but in parts presents
a certain amount of fibroid induration. No evidence of caseation or of
recent tubercles. Weight of left lung, 11b. 100z. The right lung is very
similar in general appearances to the left one, but is not quite so exten-
sively affected. The upper part of the upper lobe is in a condition of
fibroid induration with bronchiectatic cavities. In one or two places there
is a very small focus of caseation. In the upper part of the lower lobe
there is also slight fibrosis, whilst the greater part of this lobe is
extremely congested and presents evidence of more recent tubercular
involvement. Weight of right lung, 2lbs. 20z,  Bronehi of both sides
much congested, slightly thickened, and dilated into brounchiectatic
cavities in the midst of the fibroid parts of the lungs. No bronchiectatic
cavities in the lowermost parts of the lungs.

Larynx and trachea congested, but otherwise presenting no abnormal
appearances.

The condition of the lungs and bronchi above described is peculiar,
in that the upper part of both lungs is converted into firm, tough,
pigmented and coarse fibrous tissue; but there is little or no
macroscopic evidence to show that the fibrosis is of tubercular
origin. There is little or no ulceration in the form usually seen
even in cases of chronic tubercular phthisis, and practically no
caseation. The bronchi embedded in the fibroid lung are much dilated,
and in one or two instances enlarged, and form distinet pouch-
like cavities. These bronchiectatic cavities are lined with a distinet
smooth membrane, like a mucons membrane, and contain a certain
amount of secretion. There appears to be no ulceration of their walls, and
no distinet evidence of tubercles in connection with them can be detected.
If the fibroid condition were limited to the lower parts of the lungs, and
not, as it is, especially seen in the upper parts, the appearances would be
exactly what is seen in the rare cases of chronic non-tubercular fibroid
phthisis with bronchiectasis. There can, however, be no doubt that the
fibroid change is of tubereular origin when the condition of the lungs
as a whole is considered, because (1) the fibroid change and bronchiee-
tasis is specially seen in the apices of the lungs and on both sides ;
(2) in some portions, after making several sections into the lung paren-
chyma, small caseous foci can be detected ; (3) at the lower part of the
fibrous areas distinet fibrous tubercles are present singly, in patches, and
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running along lines suggestive of wvascular or lymphatic extension.
There is, however, no indication of any recent tuberculous pneumonia
nor of the formation of acute tubercles.

The aorta presents slight evidences of atheroma.

Abdomen ; Peritoneum normal.

Stomach and intestines congested.

Liver: Considerably enlarged; weight, 5lb. 6oz, soft and friable,
and, on section, of typical nutmeg appearance. Gall-bladder : Normal.

Spleen : Slightly enlarged ; weight, Soz., soft, friable, and congested.

Kidneys: Both enlarged; each weighs 8oz, ; capsules peel off
readily ; surface smooth and of mottled congested appearance, On
section, both organs much congested, and much blood drips from the cut
surface.  Slight increase of the cortex, but no distinct evidence of
fibrosis, There is evidently considerable parenchymatous degeneration,
the change heing probably dependent upon the passive congestion.
Ureters normal. Bladder and testicles normal.

Joints and bones present no abnormal appearances. The muscles of
the body generally are not appreciably wasted.

Remarks on Case 3. —During life this case presented many features
of clinical interest. The very long history, during which time dyspncea,
rather than cough or expectoration, had been the most prominent
feature, together with a gain rather than a loss of flesh, was not what
we expect to find in phthisical cases. His appearance too was not the
least suggestive of phthisis, but very much so of a thoracic aneurism or
other intra-thoracic tumour, In favour of the latter diagnosis was also
the paralysis of the left vocal cord, and the occurrence of cedema of the
left arm. Except, however, for the two last named signs no others,
except his age and general appearance, could be cited in favour of the
diagnosis of a thoracic aneurism, The physical signs of phthisis were,
however, so distinet that had it not been for the great difficulty of
finding tubercle bacilli in the expectoration, we should have had no
hesitation in deciding upon the existence at least of one lesion, viz,
tubercular phthisis. But at this time, after the repeated examinations
of the sputum by different stains and by different persons, I was
inclined to regard the case as possibly one of aneurism with
secondary affection of the lungs, due to the pressureof an aneurismal sac.
When, however, the guinea-pigs showed unmistakable signs of tubercu-
losis, the result of inoculation, and when later a few tubercle bacilli were
found in the expectoration, we could no longer escape the diagnosis
of chronie tubercular phthisis, but whether there was an aneurism in
addition we could not say. Paralysis of the left recurrent laryngeal
nerve is so uncommon in cases of phthisis that with the recurrent
edema of the left arra I felt we could not exclude the possible presence
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of either an aneurism or a mediastinal growth in addition to the phthisis,
The clinical diagnosis which we did arrive at, and which was sent down
on the usual abstract of the case to the post-mortem department, was
“*Chronic tubercular phthisis—paralysis of the left voeal cord—nephritis,”
and the paralysis of the vocal cord we attributed to thickening of the
pleura over the apex of the left lung, just as we see occasionally, paralysis
of the right vocal cord in phthisis of the apex of the right lung,

I must admit that, although I have been for years interested in the
subject of mediastino-pericarditis, and was at the time this case occurred
actually engaged in writing a part of this communication, I never
even thought of chronic mediastinitis as the cause of the cedema of the
left arm and the paralysis of the left vocal cord. .

The result of the inoculation experiments with the guinea-pigs shows
the value of such experiments for diagnostic purposes. The animals
were manifestly tubercular, and tubercle bacilli had been found in the
inguinal gland of one of the animals before we found tubercle bacilli in
the expectoration of the patient. I am perfectly aware that many will
be inclined to say that we did not perform our examinations of the
sputum carefully enough. That is probably true to this extent,
that a few tubercle bacilli were in the expectoration which we examined,
but that on account of their scarcity we overlooked them. Too
many examinations were made, and with the actual knowledge or strong
belief that the case was one of tubercular phthisis, for us to admit that
cavelessness was the real cause why we did not find the organisms in
the sputum before the twenty-first examination.

As to whether the dyspneea was entirely to be attributed to the
general bronchitis and to the cardiac dilatation, or to auy effect which
the chronie mediastinitis had on the vagus or other nerves, I cannot say.

The pathological appearances of the lungs show how closely a fibroid
lung of tubercular origin may resemble a fibrosis of simple inflammatory
origin, and how difficult it may be to distinguish the two unless regard
be paid to the position of the fioroid affection and the condition of the
parts of the lung surrounding the old fibroid parts.

The pathological history of the case was probably that we had a
tubercular phthisis which ran a very chronie course ; that this was asso-
ciated with thickening of the pleura over the tubercular lung, and that
the inflammation extended to the upper part of the mediastinal tissue
and produced there the fibroid mass found at the post-mortem examina-
tion. This fibroid mediastinal tissue and the thickened pleura compressed
the left recurrent and left vagus nerves and the left innominate vein,
thus accounting for the paralysis of the left vocal cord, and for the cedema
being so marked and at one time limited to the left arm. Dilatation of
the heart subsequently followed, probably from muscular degeneration



41

rather than from the obstructed pulmonary circulation. This was
followed by an enlarged liver, anasarca of the lower extremities, con-
gestion of the kidneys and secondary nephritis, the immediate cause of
death being cardiac failure,

As previously stated, the subject of indurative mediastino-pericarditis
was first brought prominently before the notice of the profession by
Kussmaul' in 1873. Widenmann's case* from Griesinger’s clinic had
been at that time apparently forgotten, if not entirely overlocked, by
the majority of physicians. Although we are indebted to Kussmaul for
his eareful and detailed account of the clinical features of three cases
which he had observed, and for describing in detail the pathological
appearance found after death in two of the cases, it should not be for-
gotten that, in 1871, two years before Kussmaul’s communication
appeared, Dr. Samuel Wilks wrote in the Gugy's Hospital Reports® for
that year, when referring to pericardial adbesions, as follows: “I wonld
especially draw attention not only to the fact that the chronic inflamma-
tory process very often involves the vessels entering the heart within
the pericardium, but that, where the latter is adherent, the thickening
and induration proceeds, as would a growth, to involve the cellular tissue
in the mediastinum, and even creeping upwards to surround the veins in
the neck. I have thus seen, in two or three cases, a tough areolar
tissue surrounding the vena eava and brachio-cephalic veins in connec-
tion with the old pericarditis.” Dr. Wilks then relates six cases of
adherent pericardium, five of which belong to the affection now under
congideration. Four of them are well-marked examples of the condition
known as pericarditis interna and externa, and one is a most typical
stance of an adherent pericardinm, associated with marked increase of
the tissue in the mediastinum, Certainly, there appears to be a great
deal in a name. Wilks' cases were recurded chiefly to illustrate the
effects of an adherent pericardinm upon the heart, and although the
majority were instances of one variety of mediastino-pericarditis, that
term was not employed. Kussmaul, on the other hand, recorded his
cases not only as examples of mediastino-pericarditis, but drew promi-
nent attention to the occurrence of a special form of pulse, the pulsus
paradoxus, and to inspiratory swelling of the veins of the neck in connec-
tion with that affection.

Subsequent observations and increased experience do not, I think,
allow us to attach that importance to the pulsus paradoxus in the diag-
nosis of mediastino-pericarditis, which Kussmaul appeared inclined to
attribute to the phenomenon, It was, nevertheless, that physician’s com-
munication which created an interest in the subject, and brought forward

the publication of a number of cases of indurative mediastino-peri-
carditis,
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Since 1873 cases of chronic or indurative mediastino-pericarditis
have been published in various medical journals, and the time seems
now to have arrived when we may, with advantage, bring such eases
together, and consider what are the most common clinical and patho-
logical features of the affection. It is with that object that I have
collected as many cases as the medical publications at my disposal will
allow, and have abstracted the prineipal points of each case. The
abstracts of these communications I have arranged approximately in the
chronological sequence of their publication, (See pages 42 to 53).

The tables given include three cases of chronic non-suppurative
mediastinitis, and such cases would therefore come under our heading of
Class III. The remaining 22 cases are representatives of the affection
which, up to the present, has been known as indurative mediastino-
pericarditis. As before stated, however, we can distinguish on the post-
mortem room table two varieties of this affection, which differ rather in
the extent and degree of the lesion than in any other essential features,
One variety is where there is an adherent pericardium together with
marked increase of the fibrous tissue in the mediastinum, and inthat variety
there is an adhesion of the exterior of the pericardium to surrounding
parts, a condition which is accurately termed indurative mediastino-peri-
carditis (Class I.). The other variety is where there is an adherent peri-
cardium, with thickening of the sac and adhesion of it to surrounding
parts, but with very little and sometimes no general mediastinitis, a con-
dition which has been termed pericarditis externa and interna (Class II.).
I have little doubt that many cases of the latter variety (Class IL.) have
been described by authors under the heading of indurative mediastino-
pericarditis, and certainly one (see Case No. J in the tables) and probably
others, which can be considered as well-marked examples of indurative
mediastino-pericarditis, have been described by the authors under the
simple heading of an adherent pericardium. From the descriptions given
by those who have recorded these cases, it is not always easy to be
certain as to the exact variety, and I bhave frequently had a
difficulty, when reading the records, in sayiug whether the case
was one of true indurative mediastino-pericarditis or one of pericar-
ditis interna and externa. As, however, it is probable that we
eannot in the majority of cases distinguish at the bedside between these
two varieties of the affection, it will be better, in considering the above
tables, not to attempt to determine how many of the 22 cases belong to
Class I (indurative mediastino-pericarditis) and how many to Class II,
(pericarditis interna and externa).
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We will now briefly consider some general features in the clinical
history of cases of indurative mediastino-pericarditis which the above
records appear to warrant.

Age.—1 think many physicians have an impression that the affection
oceurs more commonly in children than in adults. Such an impression
may be correct ; but if so, a large number of cases in children must have
escaped being placed upon record, or have not been followed by a
post-mortem examination, From the above tables, which are com-
prised solely from cases where the diagnosis has been confirmed by
a post-mortem examination, the affection would appear to be somewhat
more common in adults than in children. Of the 22 cases, nine occurred
in persons under 18 years of age, and thirteen in persons over that age
(including one where the patient is indefinitely described as a “young
man”). Only two cases occurred in persons over 30 years of age.
(The three cases of chronic mediastinitis which appear in the
tables all occurred in older people, the youngest being 37 years of
age.)

Sex.—Males appear to be more frequently affected than females. Of
the 22 cases no less than 17 occurred in males and only five in females.

Mode of Onset and Causation.—In some of the cases there is a history
of an acute illness, usually some acute chest affection, occurring some time
previous to that at which the symptoms of mediastino-pericarditis mani-
fested themselves. In some instances this acute illness was clearly an
attack of acute pericarditis. In these cases it is probable that the acute
illness represented the time when the disease commenced, and that the
manifestation of symptoms indicative of indurative mediastino-pericar-
ditis at a later date represented the commencement of cardiac dilatation
and failure, which was brought about by the pericardial adhesions. In
some cases the only acute illness which the person is said to have
guffered was one of the acuie fevers, most commonly scarlet fever or
measles,

In many cases the onset has been perfectly insidious, and careful
enquiry may fail to elicit any symptoms of the patient having had any
acute chest affection. This was so in one of my own cases (Case 24 in
the table) where, although from the results of the post-mortem exami-
nation, it is almost certain that he had had, at some antecedent date,
acute pericarditis, we could obtain no history from the mother pointing
to any such acute affection.

Trauma does not appear to have commonly played a part in the
causation of the affection, although the contrary has been stated. (Hare).

Tubercle appears certainly to be not an infrequent associate of the
disease, but in many no mention is made either of any tuberculosis of the
mediastinal lymphatic glands, or of other parts, being found on post-
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the chronic peritoneal changes. We shall have occasion to refer to these
cagses more in detail in a future communication, but so far as our
experience at the Manchester Iufirmary bears upon the subject,
obstructive heart or lung disease, causing backward pressure and venous
stasis, is a more common associate of chronic non-tubercular peritonitis,
and capsulitis of the liver and spleen, than is a granular kidney. It
would appear, therefore, that the chronic peritonitis with capsulitis of
the liver and spleen is found not only in cases of indurative mediastino-
pericarditis, but that similar changes in connection with the abdominal
viscera are found in various forms of obstructive heart and lung disease,
and also that similar changes may sometimes be present independently
of such venous stasis,

Rosenbach,” in consequence of an observation of his own and a case
recorded by Wiess" from Bamberger’s clinic, calls attention to the pos-
sible connection between an adherent pericardium, an enlarged liver, and
the occurrence of ascites without general dropsy. He has observed such
cases, and followed one to the pathological department. He calls atten-
tion to the thickening of the capsule of the liver which is found in such
cases, and suggests that possibly the pericarditis spreads along the eourse
of the large veins to the capsule of the liver and results there in the
formation of fibrous tissue, or that possibly the process spreads in the
reverse direction from the capsule of the liver to the pericardium. He
goes so far as to regard the association of an enlarged liver and marked
ascites without general dropsy with cardiac symptoms as of some value
in the diagnosis of an adherent pericardium,

This view of Rosenbach’s does not seem tobe on a prior: grounds
a very probable ome, and if it were true we ought to meet with the
association more frequently in cases of adherent pericardium than is the
case. Dr. Kelynack, the Pathological Registrar at the Manchester In-
fimary, has kindly looked up the records of the post-mortem examina-
tions which have been made at the hospital during the past few years,
and we find that out of twenty-five cases of adherent pericardium only one
was associated with chronic peritonitis and thickening of the capsule of
the liver—a proportion far too small to render Rosenbach’s suggestion
probable. We also find the peritoneal lesion and the thickened capsule
of the liver in obstructive heart disease, such as mitral stenosis, without
any pericardial adhesions being present.

I am inclined, therefore, to think that the ascites which some-
times occurs in cases of mediastino-pericarditis, and which is unaccom-
panied by extreme anasarca of the lower extremities, is due, in some
instances, at all events, to the onset of a peculiar form of chronic
peritonitis, This chronic peritonitis may be possibly due to venous
engorgement of the peritoneum, consequent upon the dilatation
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of the heart or wvenous obstruction in the mediastinum, or it
may occur so early in the case as to be probably independent of such
venous stasis. In my second case (Case 24 in table) the ascites was a
prominent symptom from a very early period of the illness, and probably
was independent of venous engorgement, which only appeared as a
marked feature some time after the development of the ascites.

The Pulse in cases of mediastino-periearditis presents different
characters in different cases. We may have it differing very little
from the normal, but usually it has been found small and frequently
also irregular—one form of irregularity was formerly regarded as a
pathognomonic sign of mediastino-pericarditis, viz,, the pulsus para-
doxus, the pulse becoming smaller during the act of inspiration.

Pulsus Paradoxus :—1t is stated (0. Rosenbach)'® that F. Hoppe (1855)
was the first to observe the phenomen of the pulse becoming small during
the act of inspiration. Hoppe's observation was made in August, 1853, in
a person affected with periearditis, dilated heart, and emphyeema, and
was published in 185413 The phencmenon had, however, been observed
some years previously by Dr, C. J. B. Williams, and published by him in the
London Journal of Medicine for 1850. At page 464 of the second wolume
of that periodical (1850), in a article on “ The Prognoeis and Treatment of
Organic Diseases of the Heart,” the following may be found: *Advanced
stages of pericarditia and adhesions of the pericardium present a remarkable
kind of inequality, and even intermission, in the radial pulse, whilst
the heart's pulsations are quite regular ; in fact, some of the latter are too
weak to reach the wrist, hence the irregularity ; and I have distinctly ascer-
tained that the weak, or deficient beats, are those corresponding with
inspiration, whilst the stronger pulses are those enforced by the expiratory
act, which thus helps the weak heart, and angments its propulsive power,”
It appears, however, that Widenmann's case (1854), from Griesinger’s clinie,
was the firsb case of mediastino-pericarditis where this form of pulsa inter-
mission was detected and published, although it was not until Kussmaul pub-
lished his cases of mediastino-pericarditis in 1873 that special attention was
directed to this form of pulse in that dizease,

This form of pulse, however, is seen oceasionally where we have no
mediastinal affection, and mediastino-pericarditis may exist without causin I
the production of this peculiar form of pulse (see several of the cases in
the table—e.g., Case 19). The first of my cases presented it in a marked
and typical form, my second never presented it during the time the case
was under my observation, although it was repeatedly examined for,
This form of pulse has been observed not only in mediastino-pericarditis
but in different forms of pericarditis without mediastinitis % 12 14 15 16,17
in cases of large pleuritic effusions (Bauer™), in great cardiac weakness,

'* WiLitams (CHanies J. B}, ‘“On the prognosis and treatment of organic diseases of the
hoart.""— Jowrnal of Medicine, Vol 1L, 1850, pago 464,

13 Hoppe (F.). ' Ucber cinen Fall von aussetzen des Radialpulses witlvend der Inspiration
und die Ursachen diescs Phonomens."—Deutsche Klinik, 1854, 8, 33. [Under the notion of digitalis
whon the pulse became slower and atronger, the intermission disappeared, and reappeared later
when the pulse became quicker aud wenlkar, |
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in convalescence from long standing felrile affections™, I have observed
it also in a case of mitral incompetence with dilatation of the heart,
and it occurs in cases of great dyspncea from narrowing of the air
passages”, and it is recorded in cases of mediastinal tumour®.
Experimentally it has been produced in animals by compression
of the inferior vena cava at its entrance into the auricle during the
inspiratory period™, and lastly, slight diminution of the pulse has
even been observed in sphymographic tracings taken from healthy
individuals.®* *

Although, therefore, the pulsus paradoxus can no longer be con-
sidered peculiar to cases of indurative mediastino-pericarditis, the detec-
tion of it in any case should direct the physician’s attention to the
possible presence of that affection,

Engorgement of the veins of the neck is common in cases of mediastino-
pericarditis, and such engorged veins may show marked pulsation, as in cases
of dilatation of the right cavities of the heart from simple cardiac dilata-
tion, or in cases of dilatation of those cavities secondary to mitral or
other valvular disease. A particular form of distension of the right
external jugular vein, however, is sometimes seen in mediastino-pericar-
ditis, and has been considered of great diagnostic value, In this form
of pulsation the vein is seen to fill and become distended during the act
of inspiration, especially when a deep inspiration is takéh, Unfortunately
for its diagnostic value this inspiratory swelling of the right cervieal
vein is sometimes absent in cases of this disease. In neither of the two

* At the present time there is a coloured men going the rounds of various cities exhibiting
himself to medical men a8 a pathological curiosity. He is, however, a frand, in that he has not
the two hearts, as he asserts. A few daye ago he called upon me, and I examined him, He
stated that, in addition to other anomalies, ha had two hearts, and that he could stop the one in
the left side of his chest. Whilst he presumes to do this, he allows you to listen with the
stothoscops, over the mammary region of the left side, and, at the sama tims, to feel his left
radial artery at the wrist. During the performance, which he then goes through, I certainly
noticed that the pulse at the left wrist was very small, if not quite imperceptibls, and the heart
sounds were very indistinet. The explanation appeared to be that be took a very deep
inspiration and beld his breath. As he was o very muscular man, and contracted the pectoral
and other chest muscles, so much muscular nolse was produced that the heart sounds were not
easily heard, and probably by the deep inspiration and holding his breath, possibly also assisted
by the violent muscular contraction of the pectorals and upper arm muscles compressing
the main vessel to the left upper extremity, ho actually did render the left radial pulss
small. Both myself and a friend feund that by a similar action we also could diminish the
volume of our radial pulse, and I have since seen that F. Hoppe (ibid.), 80 long ago as 1854, wrote
that any one by an experiment on himsalf can prove that the radial pulse becomes weaker whan
the muscles of inspirution are violently contracted whilst the glottis is kept closed, and he also
states that this i3 not to be confused with the disappearance of the pulsa from the radial artery,
affected by the compression of the subelavian vessels, by forcibly elevating the firat rib during a

prolonged deep inspiration.
"4 Wear (J.). ""A case of purulent pericarditis treated by paracentesis, ste.”—British Medical
Journal, 1888, [Disappearance of the pulsus paradoxus after the removal of the fiuid.]

1 Bognr (E.). * Ueber cinem zweltsn Fall von Pulsus paradoxus in Folge von Pericarditis
chne Medinstinitis,"— Berliner klin, Wochenschrift, 1883, Nr, 18,
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cases above recorded was it ever observed, although it was repeatedly
examined for, and although the veins were in each case much distended,
In many of the recorded cases no mention is made of the presence or
absence of this inspiratory swelling of the cervical veins, and in some
(e.g., Case 19) it is expressly stated that it was not present. We can-
not, therefore, regard it as a constant sign, and one which is always
present even in well-marked cases of mediastino-pericarditis. It has also
been observed in an uncomplicated case of pericarditis exudativa
(Boehr).*

It should, however, be stated that more importance in the diagnosis
of mediastino-pericarditis has been attached by one observer to the
presence of a pulsus paradoxus and to inspiratory distension of the right
jugular vein. Schreiber® says that the true pulsus paradoxus, as seen in
mediastino-pericarditis, differs materially from the inspiratory pulse
intermission, which is met with physiologically and under various other
conditions. The special peculiarities and characteristics of the pulsus
paradoxus, as seen in cases of mediastino-pericarditis are, according to
this observer, the following :—

(1) Marked diminution in the volume or complete disappearance of
the pulse of all arteries, and not only of that of the radial vessels, during
inspiration and especially in the second half or at the end of that
act.

(2) The impossibility of replacing the paradoxical pulse by a full
pulse by a prolonged and sustained inspiration,

16 GrirFsER. " Pulsus paradoxus bei eitriger Pericarditisund doppelseitiger Ponenmonie."'—
Berliner klin, Wockensckr,, 1878, Nr. 27.

17 BrpicEER.  * Pulsus paradoxus bel Periearditis tuberculosa, aber ohne Mediastinitis,*—
Charité-Annalen, IL. (1875), 1877.

18 RogeweacH (0.} % Mediastino-porlearditis,"—Real-Eneyelopddic der gesammten Heillunde
EBd IX.; B, 475

1? Hipaer, ‘‘Hrankheiten des Herzbeutela in *f Gerhardt’s Handbuoch der Kinderkranlk-
hot "—Bd. IV., 8. 251,

10 BrocEmayE (E. M.). “"Polsus paradoxus in acute Inryngitis."—British Med. Journal,

June, 1803, BaUMLER. Deutsch. Archiv. klin. Mel, XIV., 4556, Ripoer,  Berliner Kin, Woeh.,
1876, Nr. 4T.

1 Perriva.  Prag, med. Wochensehift, 1877, No. 10 (Doball's Reports, 1877).

22 RosespacH (0.). " Experimentelle untersuchungen liber dis Einwirkung von Ranmbes-
chritnkungen in der Pleurahohle aul den Ereislaufsapparat und namentlich auf den Blutdurck,
nebat Beobachtungen iber den Pulsus Paradoxus."— Firchow's Avehiv, OV,

33 HuMsMErERODT. " Gegen die Lehre vom Pulsus porndoxus."—HBerliner blin, Wochenaht,,

1877, Nr, 42." Rieoer (F.). ' Ueber die respiratorischen asnderungen des Pulses und den Pulsus

paradoxus, "—fbid,, 1878, Nr. 20, also Fhid., 1877, Nr. 45 ; and “ Gerhardt's Handbueh der Einder-
krankheften."—Bd. IV,, 5. 250,

1% Boxns (E.), ibid ; and Rosexpact (0.), Real-Encycloplidie der gesamniten Heillunde, Bd. 1X,,
8. 473,
14 Scmperer (Jurivs).  “Die wirkung des Verinderten Luftdruclks in dem Lungen

suf den Blotkreisloul des Menchen."—Archiv fiir Experimenielle Pathologie und Pharmacologie,
Lelpelg, 1880. Bd. XII,, 2 Thell B, 8. 184,
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