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TRANSLATOR'S PREFACE. x1

thod. The first emancipated himself from the incubus of ideal
pathology and false diagnosis, and now teaches general patholo-
gy and morbid anatomy unobstructed by them.” It is sufficient
for Rokitansky’s class to witness at least four or six, and fre-
quently ten or twelve, post-mortems every morning ; to hear the
record of each case read, and the post-mortem appearances dic-
tated aloud ; to be required every afternoon to perform an
autopsy in turn, describe the healthy and morbid appearances
they meet with in each cavity and tissue, and answer the ques-
tions of the professor upon the subject ; to listen to Rokitansky’s
remarks upon all the morbid specimens which have been collect-
ed during the day, and finally, when thus grounded in the princi-
ples of pathological science, and their eyes made familiar with
diseased appearances, to follow him to the museum and hear an
elaborate course of lectures, illustrated by the largest and most
valuable collection of morbid specimens now extant. The rest
of practical medicine can be learned at the bedside in the hospi-
tal, from teachers as competent in their peculiar departments as
Rokitansky is in his, and mainly rendered so by the impulse
which has been given to their studies by the peculiar labors of
Rokitansky.

The Philadelphia Medical Examiner (see No. for August 5,
1843) has taken its cue and its materials from the Dublin Jour-
nal : from it we learn that “The present Vienna school of
Pathological Anatomy, under the celebrated Rokitansky, has of
late acquired much notoriety. Though an unrivalled pathologi-
cal anatomist, he is in reality no pathologist, and as all his de-
ductions are drawn from cadaveric appearances, his opinions on
disease should be received with great reserve. We hazard this
little caution here, because Rokitansky’s reputation is a rapidly
growing one, and as authority is every thing now-a-days in med-
icine, in a few years we shall not be surprised if the most as-
tounding theories become the vogue, solely because they emanate
from the fashionable Vienna professor. His late theory on Ty-
phus is a specimen of what we may anticipate from a man whose
studies are thus exclusive. As Rokitansky is the acknowledged
head of the Young Vienna school, and as he is a man of great















4 DILATATIONS OF BRONCHI.

ward all points of its periphery, so that a bronchus, which in its
normal state will hardly admit of a fine probe, attains to or even
surpasses the volume of a crow or goose quill. This enlargement
is remarkably distinct, when we find a dilated bronchial tube far
exceeding in size the branch from which it springs. It is rarely
confined to a single tube, but, as a rule, affects a whole division of
the bronchial tree. The branches and twigs may be increased
in size in a degree proportionate to their normal volume, or, as is
more frequently the case, they are found the more dilated the
nearer we approach the extremities of their ramifications. In this
they observe a law to be treated of hereafter.

b. The second form is the saccular dilatation. In this, we
find a bronchial tube enlarged, so as to form a spindle-shaped or
roundish sac. In the latter case, the dilatation is often greatest
in some particular direction, and then the greatest diameter of the
sac may fall without the axis of the entering or departing tube.
Such sacs may in rare instances attain the size of a hen’s egg,
more commonly that of a bean, a hazel or walnut. We find
also, that one or more portions of a bronchial tube may be dilated,
so as to form a sac, while the remainder retains its normal calibre ;
or the whole of the bronchial ramification may be affected. In
the latter instancd, numerous similar sacs of various sizes are so
arranged with regard to each other that they form a large, many
branched, sinuous cavity, the individual excavations of which are
bounded off, and separated from each other by ridges, or valve-
like duplicatures of the bronchial walls. The saccular dilatation
of the terminal branches of the bronchi forms a peculiar subdi-
vision. We frequently see these distended in the form of thin,
membranous vesicles, which are tightly filled with air; they are
found either singly, or in groups, in the apices of the superior
lobes of the lungs, or in the neighborhood of cicatrized tubercular
cavities. 'This condition arises when a bronchial tube becomes
compressed and almost obliterated in passing through the con-
tracted parenchyma of the apex of a lung which has been ren-
dered almost impermeable by obsolete and chalky tubercles, and
by a deposit of pulmonary pigment; its termination then ex-

nds itself into one of the above described vesicles. If the
bronchial tubes going to these are pervious, we can empty the
sacs of their air by pressing on them ; if they are not, they resist
this and remain unchanged.

Of the two forms of bronchial dilatation, the second occurs

the more frequently, especially in young subjects. The degree



DILATATIONS OF BRONCHI. : 3

of dilatation may be determined by measurement, with due atten-
tion to the original size of the tube, and the calibre of the parent
branch from which it proceeds. Its extent, as may be gathered
from the above, may be either very limited, or on the other hand
so considerable, that all the bronchi of a single lobe, or a whole
lung, may be affected.

Bronchial dilatation affects especially the smaller tubes, and as
a general rule is most frequent in those of the third and fourth
order, never occurring in the largest bronchial trunks, or at least
very rarely, and then only in the manner described when speak-
ing of tracheal dilatations.

The bronchi situated near the periphery and edges of the
lungs, and especially those of the upper lobes, are most subject
to this affection, and this among other circumstances shows its
analogy to true vesicular emphysema.

The walls of the dilated bronchi are found in various condi-
tions. At times the mucous membrane and fibrous sheaths are
hypertrophied and thickened ; the former showing the effects of
a chronic catarrh, being swollen, spongy, villous, softened, easily
torn, and of various shades of a dark red color. The walls of
the bronchi are rigid ; they gap open upon the cut surface of the
lung ; the thickened white fibrous sheaths contrast strongly with
the internal red and swollen mucous membrane, from which a
thick yellow purulent mucus is seen to exude. Such is gene-
rally the condition in the first or equiform variety of bronchial
dilatation.

At other times, especially in the saccular form of this disease,
the walls are found in a state of relaxation and emaciation.
The mucous membrane of the sacs is but little if at all reddened ;
on the contrary, it is generally paler than usual ; its tissue is but
slightly if at all loosened or softened, but is smooth, and ap-
proaches the character of a serous membrane. 'Fhe cavities
contain a thin, puriform, pale yellow, or almost colorless glassy
mucus.

This great difference in the condition of the walls in these
two forms of dilatation would lead us to conjecture an equal differ-
ence in regard to their proximate and exciting causes, and these
we shall proceed presently to point out.

The pulmonary tissue in the neighborhood of the dilated tubes
is increased in density and unfit for the purposes of respiration,
We will enter into a more thorough examination of the state of
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are sufficient to explain this metamorphosis, and which are of great
importance in the production of dilated bronchi.

Under whatever form bronchial dilatation appears, a bronchitis
may be regarded as the most frequent primary exciting cause.
It acts in very different ways, but not mechanically, from the ac-
cumulation of secretion, as supposed by Laennec.

In the first variety, atony and paralysis of the contractile and
irritable tissues of the tubes are present, occasioned by chronie
inflammation and blenorrheea. 'Their walls are then the more
easily dilated by the inspirations and concussions in paroxysms of
coughing, the more forcible these are obliged to be in order to
throw out the accumulated secretions. This process is still farther
aided by many of the smaller bronchi being completely filled
with catarrhal mucus. 'This variety only arises in that portion
of the bronchial system which forms the seat of the catarrh.

The second form, or the saccular dilatation of the bronchi,
arises, not in the catarrhal section of the bronchial system, but
beyond it. It is the consequence of a bronchitis in the terminal
branches of the air tubes, causing, first obstruction of them by
accumulation of seeretion and swelling of their mucous membrane ;
and finally entire obliteration of them. The more labored and the
more protracted the single inspirations, so much the more i
does the inspired air which is obstructed in its passage through
the tubes tend to produce dilatation. (Reywaup.) The expan-
sion takes place toward the perfectly impermeable portion of the
bronchus, for the parenchyma and air cells which were supplied
with air by it have now collapsed and become atrophied, thus
giving rise to a space to be occupied by the dilating bronchus,
which lies either entirely, or in some measure, in the midst
of a collapsed and apparently compressed pulmonary paren-
chyma; hence this last appears the exciting cause, the dila-
tation the result. This, together with the fact that the collapsed
tissues pass into the above described perféct atrophy, and contract
still further, leaving additional space in the lung, approximates this
theory to that of Corrigan. But we make the obliteration of the
terminal tubes the first step ; the obliteration of the parenchyma
which they supplied, the second ; the dilatation of the air tubes
in order to supply the vacuum, the third.

According to Corrigan, the primitive affection is not Bronchitis,
but a disease of the parenchyma of the lung, not so much an
inflammation of the interstitial cellular tissue, as a peculiar pneu-
monic process, (to be treated of subsequently,) which slowly






DILATATIONS OF BRONCHI. 9

they are rarely seated in the very summit; finally, when the
bronchial disease is very extensive, it is found to be incompatible
with tubercles.

Bronchial dilatation, when extensive, owing to the atrophy of a
large portion of the lungs, which attends it, occasions obstruction
of the circulation, active dilatation of the right ventricle, conges-
tion and dilatation of the whole venous system, cyanosis, exces-
sive development and vicarious action of the permeable portions
of the lungs, and is not unfrequently followed by bronchial and
pulmonary hemorrhage and hemoptoic infarction. If it attain a
very high degree of development, it causes debility, emaciation,
general ocachectic appearance, dropsy, and finally, total ex-
haustion. '

In consequence of the venous congestion and cyanosis which
attends this disease, it affords a remarkable immunity not only
from pulmonary tubercles, but from tuberculosis in general.” This
fact has been known since the time of Laennec, with regard to
bronchial dilatation; but the cause, and general applicability of
the above rule have not been discovered until lately, and only
led within a short time to various projects for the cure of con-
sumption.*®

* Diagnosis.—Dilatation of the bronchi may be easily mistaken
for chronic phthisis ; so close is the resemblance of these two diseases,
that Laennec, Louis, Andral, and other great masters have repeatedly
confounded them. It is attended with habitual dyspnea, more or
less cough, muco-purulent expectoration, which however is not floc-
culent and cheesy like the tuberculous, but sanious and often re-
markable for its fetor; some lividity of the face, edema of the feet,
and dropsical effusions are common, owing to the frequency of its
combination with dilatation of the heart ; as these symptoms and this
condition of the heart is much more rare in phthisis, Stokes justly
affirms that they may assist us in forming a diagnosis. Another
point of importance is that it developes itself slowly, and rarely attains
such a degree as to prove the immediate cause of death. Again,
some one of the characteristic signs of phthisis is generally absent ;
thus in a case which Louis mistook, there was absence of h&moptysis,
hectic fever, pain in chest, and dulness on percussion, but there
was emaciation, cough with opaque greenish sputa, and mucous rattle
with gurgling under the left clavicle; the case was of ten years’
standing, and diarrhea and night sweats did not set in until the last
fifteen days of life ; the face was pale and livid, the legs edematous,
and obscure fluctuation in abdomen. In a case mistaken by Lerminier
and Andral there had been oppressed breathing for a year, one attack






CONTRACTION OF AIR TUBES. 11

1. Contractions may be occasioned by pressure from without,
as in the larynx, and trachea, by an enlarged thyroid gland, in
the trachea and bronchi by lymphatic ganglia of unusual size,
aneurisms, extensive cancerous deposits in the neck and medias-
tinum, large thymus glands, effusions into the chest and cavities of
the pleura, &c. According to King, the left bronchus may be
compressed by a dilated left auricle. By these means, the air

walls of the chest, owing' to the compression and obliteration of the
parenchyma. Respiratory murmurs are harsh, bronchial, diffused,
and blowing ; the dry and humid rhonchi of bronchitis are present;
also bronchophony, or imperfect pectoriloquy ; bronchial cough. In
phthisis the symptoms and physical signs are constantly increasi
in degree and extent, in bronchial dilatation they often remain un
tered in both these respects for months and even years. The loss of
flesh is rarely so great as in phthisis. In both the equiform and
saccular varieties, the external signs of the tubercular diathesis are
absent, while those of emphysema and disease of the heart are
common.

The diagnosis of the saccular variety is much more difficult, and
at times almost impracticable, as there is no point of absolute dif-
ference between its signs and those of cavities in the lungs. Still
the long duration of the disease, the absence of hectic fever, except
towards the last; although h@moptysis may occur, yet if it be fre-
quently repeated and abundant, it will almost decide the question in
favor of the tuberculous nature of the disease. If the disease have
been watched from the commencement, it will be found that the
physical signs of a cavity are present without being preceded by
dulness on percussion; at a later period, when the neighboring pa-
renchyma becomes obsolete, dulness supervenes. In the majonty of
cases dulness of percussion precedes tuberculous cavities. In large
sacs we find cavernous respiration, gurgling, and pectoriloquy, and
to add still more to the resemblance to phthisis, they are generally
seated in the upper lobes, although, according to Williams, nearer
the mammary region than the apex of the lungs. Stokes says the
diagnosis can only be made by watching the case ; for in saccular dila-
tation the physical signs remain stationary ; hence if the extension and
enlargement of the cavity be too rapid to be explained by the suppo-
sition of a dilated tube, we may at once conclude on phthisis. Stokes
has frequently had recourse to this method with sucecess. Accordin
to Skoda, when several sacs are strung along one bronchus, an
communicate with each other, they may present a characteristic
auscultatory sign, viz., loud blowing, dry ringing, interrupted sound,
like that made by geese in their flight; when the sac is large and its
opening small, a very strong hissing sound precedes this ; the expira-
tion is attended by hissing or whistling.
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trophy of the mucous membrane and the muciparous glands of
the larynxz and trachea.

When existing in a moderate degree, it presents the usual
characteristics of hypertrophy of mucous membranes ; but when
extreme, it affects in particular the mueiparous glands, occasions
their enlargement, and attacks those parts most abundantly sup-
plied with them, viz., the neighborhood of the superior vocal
chords, the ventricles, above the musculus transversus, and the
epiglottis.

In the trachea we notice the dilated mouths of the excretory
ducts of the mucous follicles, situated behind the muscular coat,
and gaping open on the swollen mucous membrane of its poste-
rior wall. . These glands are enlarged to the size of a hemp seed,
pea, or cherry, and are changed either into simple, or sinuous, or
imperfectly partitioned sacs, in the cavities of which a whitish,
opaque, or transparent glassy mucus is accumulated.

In its highest degree, the swelling of the membrane and glands
of the larynx becomes a polypous hypertrophy or gives rise to
cellular or mucous polypi. |

When we find the mucous membrane of the air passages and
its glands atrophied, especially in the larynx and trachea, there is
a diminished secretion of mucus, with simultaneous emaciation of
the laryngeal muscles, followed by the dilatation of the larynx,
trachea, and bronchi, already described as peculiar to aged per
sons. 'The epiglottis is occasionally the seat of atrophy with
relaxation, arising apparently from subacute inflammation ; or
similar causes it may become atrophied, indurated, and variously
deformed, so as to allow only an imperfect closure of the glottis.
Finally emaciation, and final absorption of the laryngeal cartilages,
the tracheal and bronchial rings with their membranes, occurs
in consequence of the pressure of various tumors, such as aneu-
risms, &c.*

* Diagnosis.—According to Williams, when the bronchi are hy-
pertrophied, they expand less easily, and hence there is difficulty of
inspiration, which is short, quick, and labored, especially on making
any exertion ; the lungs cannot accommodate themselves by a sup-
plementary effort ; hence, if pleurisy or pneumonia set in, the oppres-
sion of respiration is very great. [Ezpiration is comparatively easy,
but both acts are often attended by wheezing ; the expansion of the
chest is perceptibly limited ; the vesicular murmur is feeble. The
signs in fact are those of a permanent and not very severe spasmodic
asthma.












































































































































































































STASIS, 21

later be changed into inflammatory stasis, or true inflammation.
It never attacks both lungs at one time, and with equal severity ;
but it generally selects the lower lobes in preference to the
upper, and when it is found extended over a whole lung it has
usually commenced below.

Passive stases in the most dependent posterior and inferior
portions of the lungs are important affections, as they are generally
developed in bed-ridden old persons, or in such as have been
confined to bed for a length of time by diseases of the brain,
typhus fever, typhoid, and adynamic affections, &c. It is iden-
tical with the so-called Pulmonary-Hypostasis of Piorry.

Mechanical stasis is most frequently occasioned by organi
diseases of the heart, although excessive density of the lungs
may give rise to it. It is developed according to circumstances,
either in the arterial, or venous portion of the pulmonary capil-
lary system.

It is important to distinguish these stases from that which
occurs in the cadaver after death, the more especially as this
latter is very frequent, and often is superadded to the former.
It is most marked in the posterior and inferior portions of the
lungs, and gradually diminishes from thence upward and for-
ward. The lungs are soft, crepitating, and apparently not so
much saturated with actual blood, as with a dark-reddish, discol-
ored, bloody serosity, which pours out in large quantities from
the cut surface, frothing as it flows, and may be entirely forced
out by very moderate pressure, after which a pale, discolored
parenchyma remains, more or less compressed in proportion to
the pressure applied. Various quantities of bloody discolored
serosity are found to have transuded into the pleural cavities ;
and the pleure themselves are stained from imbibition.

These stases have been variously regarded with respect to
their relation to pulmonary hemorrhage and apoplexy of the
lungs, especially in latter times, whep doubts have been raised
against Laennec’s views of hmzmoptoic infarctus. We regard
them as hyperemiz of greater or less degree, which may oc-
casionally lead to hazmoptysis, and it also appears quite clear to
us that they also represent apoplextes, viz., congestive apoplex-
ies, when slighter in degree, and apoplexies with effusion of
blood into the parenchyma of the lungs, when more severe.
But as the hemorrhage does not take place originally within the
cavity of the air-cells, they are not necessarily followed by
haemoptysis, and hence must be distinguished from it.
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CROUPOUS PNEUMONIA. 93

the perfect solution of this question involves a decision of the
seat and nature of the pneumonic process, of which we propose
to treat more fully hereafter. We content ourselves with saying,
at present, that each granulation is a hardish, fragile, and dark-
reddish plug, which adheres so closely to the swollen walls of
the air-cells, that it is extremely difficult to separate it from them
and hit it out.

From the state of red hepatization, pneumonia passes through
several, not well marked transition stages, into the third stage
proper. The alterations consist almost exclusively in modifica-
tions of consistence, but particularly of color; for the red
hepatized lung gradually becomes paler, assumes first a brown-
ish-red, then a grayish-red and gray color, which finally takes
on a yellowish tinge, when the whole forms a condition which
has been aptly called gray hepatization. We recognize
this color, even by external inspection, but in a far more marked
degree upon the cut surface ; in many instances the coloring is
not uniform, but we find a grayish-red, or gray ground, tinged
with yellow in some places, traversed by the white and promi-
nent severed vessels, and sprinkled with more or less black pul-
monary pigment, so that the whole presents an appearance simi-
lar to the yellowish-gray German granite.

The granular texture is still evident, and even becomes more
distinct at the commencement of the third stage, especially when
the disease has run a rapid course. The consistence diminishes
the more the nearer the hepatization approaches to the third stage,
and keeps pace with the increasing loss of color ; the lung, itis true,
feels pretty firm, but gradually retains a pit after pressure ; it is
mellow, easily torn, and a grayish-red, very turbid, flocculent,
viscid fluid exudes from its cut or torn surface.

If we examine into the state of the granulations during these
transition stages, we find that they have become more marked,
and isolated, and larger; they are more easily separated and
lifted out, as they adhere but slightly to the walls of the air-cells,
through the intervention of a glutinous substance.

Such is the deseription of the transition stages from the red
to the third stage proper, that of purulent infiltration, at the
commencement of which the yellowish tinge becomes more
equally diffused, and the granular texture disappears more or less
rapidly, its place being supplied by a purulent inﬁitrayiun of the
parenchyma. The lung is the_-n heavy ; pressure re_adll}r forms a
pit, which remains for a long time ; the cut surface is of a straw-
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commenced to retrograde towards the normal state, we notice
the following phenomena: The purulent infiltration gradually
lessens, and an exhalation of serum commences from the mucous
membrane of the air-cells ; from admixture with this, the still re-
maining pus is rendered thinner and thinner, and finally is changed
into a turbid and flocculent serosity, which quickly becomes frothy,
as the air commences to penetrate the air-cells almost simultane-
ously. The parenchyma at the same time becomes paler, more
grayish and yellowish, and retains this color for a long time ; it
crepitates less than in the normal state ; it is softer and moister ;
also cedematous to a certain degree, and easily torn.

The lung may also retrograde from the second stage, that of
red hepatization, to the normal state, without passing through
that of purulent solution of the exudation. This process is
doubtless one of the most difficult undertakings which the cura-
tive powers of nature succeed in accomplishing, for it always
takes place slowly, and in fact the more so, the more plastic the
exudation is on the one hand, and the greater the exhaustion of
the patient on the other, owing either to the severity of the
disease, or to the effects of active medical treatment, or to both.
The granulations then, together with the parenchyma, gradually
become paler, and the former are melted down, layer by layer,
by a serous fluid which is secreted from the walls of the cells.
The lung still retains its granular texture, but the granulations
become smaller, of a pale-reddish, or reddish-gray color, and are
bathed in a fluid which is intermixed with rather consistent, pale-
reddish, or whitish flocculi, and which gradually becomes frothy
from admixture with air. When the granulations are thus finally
melted down, the parenchyma remains in a state of serous infil-
tration ; it is also somewhat redder, firmer, and denser, owing
doubtless to a still existing partial infarctus of the walls of the
air-cells, and of the interstitial ce]l]ular tissue. _’I..‘his‘ retrograde
process does not always progress with equal rapidity in all parts,
and we often find more or less densely hepatized patches seated
in the midst of tissue which has made some advance towards
resolution. The diagnosis is then easy.

Finally, pneumonia may also retrograde from the first stage,
that of inflammatory engorgement; and in fact very frequently
does so, especially when aided by judicious medical treatment,
The inflammatory stasis, after having deposited a moderate infil-
tration of turbid serous fluid, changes to*simple stasis, after the
resolution of which the lung recovers its normal condition, but

7
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It proves fatal, either from the addition of fresh pneumonia
in its neighborhood, or of pleurisy, or of hectic fever, from the
absorption of pus into the blood. In rare cases it perlorates the
pleura, and leads to suppuration of the adjacent parts, after
having excited pleurisy and adhesion of the lungs to the walls of
the chest. Still more rarely does it open into the cavity of the
pleura before pleurisy and adhesion have been effected, and is
then followed by general or circumscribed pleurisy. 1If one or
more bronchi open into the abscess, pneumo-thorax will be added,
and the pleuritic effusion may be ejected through the air-pas-
sages ; an occurrence, however, which takes place more frequently
from a reverse succession of events, viz., from primitive pleurisy,
followed by consecutive corrosion and suppuration of the pleura.
[See Pleurisy.) Finally, pulmonary gangrene may arise in the
neighborhood of abscesses, and the purulent solution of the
tissues may be changed into gangrenous ichoration.

If an abscess has existed for a long time, its inner wall will
be found smooth, its form nearly roundish, and a secondary inter-
stitial inflammation will have taken place, and transformed the
surrounding parenchyma into a cellulo-fibrous tissue, which
encloses the cavity and isolates it from the rest of the lungs.
The perfect closure of an abscess is the more difficult the greater
its size, but it ultimately takes place by adhesion of its walls;
during this process the bronchi which opened into it become
obliterated ; if it were large, the walls of the chest sink in over
it, and if seated near the surface of the lungs, this latter becomes
puckered and contracted over the cicatrix.

Pulmonary abscesses may be mistaken for tuberculous vomi-
ce; also for certain accumulations of pus which arise from
secondary inflammation of the capillary vessels of the lungs, of
which we will treat more fully subsequently ; or even for saccu-
lar dilatation of the bronchi. The diagnosis may easily be made
by a comparison of the positive characteristics which attend each
of these affections.

Induration. Under certain conditions hepatization does not
pass into purulent infiltration, or abscess, but into induration ;
then the red products of inflammation become grayish-red and
finally gray, and instead of breaking down they become more
compact and indurated, and form the so-called indurated hepati-
zation, which has occasionally, although not justly, been regarded
as the result of chronic pneumonia. In it the lung is firm, but
fragile and pale; it has lost somewhat of the increased size
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chronic inflammation ; with this we will become better acquainted,
when we come to treat of inflammation of the interstitial tissue.
- We notice various differences in the original extension of
pneumonia, which are of importance on account of their connec-
tion with the nature of this disease. Thus lobar pneumonia is
generally a primitive affection, while the lobular and vesicular
varieties are generally secondary processes. We have already
treated of lobar pneumonia: we have only to add that it always
attacks a whole lobe, or at least a large portion of one; that it
often attacks a whole lung, and extends to the other, and often
does not prove fatal until the last remaining portion of the latter
becomes inflamed. Under such circumstances it is generally a
primitive affection ; its special seat is in the lower lobes, and the
right lung is most frequently inflamed ; but both these rules are
subject to many exceptions.

It is called lobular pneumonia when it attacks smaller sections
of the lungs, i. e., varying numbers of single lobules, or single
aggregations of lobules, between which we find the parenchyma
in a relatively normal condition. This variety must be carefully
distinguished from those lobular hepatizations which arise in con-
sequence of an inequality in the course of lobar pneumonia, the
remaining parenchyma being still in a state of inflammatory en-
gorgement.

Finally, pneumonia may be confined to single air-cells, and is
then styled vesicular pneumonia. In this variety the disease runs
through its stages of inflammatory engorgement, hepatization, and
purulent infiltration, in a single air-cell, or may pass over into
induration and obliteration of it. This indurated hepatization of
single air-cells is doubtless that condition which writers on pa-
thological anatomy treat of under the name of Bayle’s pulmona-
ry granulations, and about which there has been so much un-
necessary disputation. It undoubtedly is the result of inflamma-
tion, and Andral is justified on the one hand in upholding this
view ; but as the products of inflammation may under certain
circumstances take on a tuberculous nature, Laennec and Louis
are also right, on the other hand, when they declare it to be tu-
berculous. It represents, as will be proved subsequently, the
tuberculous infiltration of single air-cells.

Lobular and vesicular pneumonias, as we have before re-
marked, are generally secondary processes.

It is of the greatest importance for us to examine into the
differences which the products of inflammation offer with regard
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We must also allude to certain transformations which the
plastic, fibrinous, hepatizing products of inflammation undergo, in
consequence of the existence of a general constitutional dyscra-
sia. We refer to the very frequent alteration of the same into
tubercle, in the form of tubercular infiltration ; and to the very
rare transformation, or perhaps organization of them into a me-
dullary cancerous tissue, in the form of cancerous infiltration, or
infiltrated cancer of the lungs. We will treat of these two
states more particularly when we come to the consideration of
tubercle and cancer of the lungs.

The so-called hypostatic pneumonia of Piorry isa peculiar
variety, which developes itself out of that passive stasis, or pul-
monary hypostasis, of which we have already treated. It bears
in a marked degree the stamp of an asthenic inflammation, for it
is generally slow in its course, persists for a long time in the
stage of stasis, with dark and livid coloring of the parenchyma,
from which there gradually is formed either a general or partial,
lax, soft, livid-brown hepatization, which commences in single
and isolated spots, to which it may be confined, while the re-
maining portions, and even the whole at times, may become the
seat of a sero- or gelatino-purulent infiltration, without ever
having presented a trace of hepatization. It is the substratum
of most of the so-called latent inflammations of the lungs.

Primitive pneumonja generally attacks robust adult persons ;
still delicate individuals are frequently enough subjected to it,
and may even at times possess a remarkable predisposition for it.
Up to extreme old age it is generally lobar, as it commonly
attacks at least the whole of one lobe, and deposits a plastic,
hepatizing product ; it also occurs in young persons, and even
in new-born children, and then presents various peculiarities, for
the granular texture is commonly but very faintly evident, owing
doubtless to the density of their lungs, and the smallness of their
air-cells. In children, the termination in abscess is relatively
more frequent than in adults, and lobular pneumonia is more
common, although the simple catarrhal variety is often mistaken
for the croupous. Primitive croupous pneumonia arises under
the influence of a peculiar constitution of the atmosphere, which
predisposes to inflammation in general, followed by profuse plas-
tic exudations, and then may be induced by various well-known
and often trivial exciting causes. Hence it is important for us to
mention the combinations into which it enters, as they all proceed
from a common proximate cause, viz., a peculiar spontaneous
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Secondary pneumonias frequently arise in the train of inflam-
mations of other organs, when the blood has taken on a consecu-
tive affection similar to the spontaneous one already described.
They frequently accompany those specific processes which are
allied to the exudative, and hence occur with great frequency
during the course of acute exanthematic affections. In both the
above instances, the pneumonias are generally lobar. On the
other hand, these secondary pulmonary inflammations may occur
as so-called metastases, in the train of various acute dyscrasias of
the blood, which degenerate into croupous affections, and among
these, again, belong many exanthematic processes, also the typhous,
and tuberculous ; they are generally lobular, and even vesicular.
Among these we may also arrange many of the so-called latent,
or symptomatic, and, as already remarked, metastatic inflamma-
tions. They combine themselves, especially under the last
named conditions, with exudative, croupous processes upon other
mucous and serous membranes, which deposit products of vary-
ing degrees of plasticity.

From all that has been said, the eroupous nature of pneumo-
nia becomes distinctly evident ; it is always based either upon a
primary and spontaneous, or upon a secondary affection of the
blood, which is similar in secondary pneumonia to what it is in
those other metastatic croupous processes which are frequently
combined with it, and also perhaps in its essential features both
in primitive pneumonia and in the other primitive croupous pro-
cesses upon the mucous membranes of the mouth and thrn-:at,' lfut
in particular of the respiratory organs. But as the peculiarities
of constitution and age vary, and also the external influences
under which buccal, pharyngeal, tracheal, brnnc:hial croup, and
also croupous pneumonia arise, so may the affection of the blood
differ'in all these, although perhaps only slightly. If we regard
the degree of plasticity of the exudation, we must consider pneu-
monia as a pulmonary croup in its most exquisite form. It usurps
the place, in adults, of the pharyngeal and tr_acheal croups which
oceur so frequently in the earlier periods of life ; while bronchial
croup forms the transition disease between the two. From
croupous we proceed to the conﬂgleraunn of th:e fypﬁam pneu-
monta, as the pat'holugico-anammma] characteristics of the two

diseases are very similar.®

* Diagnosis.—Acute primary pneumonia is much more common
in males than females : of 540 cases collected by Grisolle, Hughes,
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local typhous process upon the intestinal mucous membrane, is
not always the same, and hence its importance varies.

In all cases of typhus, however, even in the most marked
cases of ileo-typhus, we find the well-known hypostasis in the
inferior lobes of the lungs, which often increases to pneumonia,
depositing a gelatinous, glutinous, soft product, similar to the

no expectoration for the first day or two, except some bronchjal mu-
cus, mixed with saliva. When the pleura is but slightly affected,
there is a sense of oppression and uneasiness in the chest, or a more
or less painful weight, and an annoying and deep-seated sense of
heat in the side, but generally no real pain. The most common
charaeter of the pulse is its frequency and largeness ; but when the
inflammation is very intense- it is often remarkably small, soft, and
frequent, but feeble, so similar in fact to the pulse of weakness, that
the uninitiated may regard it as such; but it is the pulse of oppres-
sion, and if the patient be made to cough, or take a deep inspiration,
it instantly becomes full and hard—it also rises after a free bleeding.
The hurried respiration and dyspnea are generally proportionate to the
extent and severity of the inflammation, except when it is located in the
upper lobes, for then the dyspneea is much greater than in an equally
severe affection of the base of the lungs. If the dyspnwa be great,
the face often becomes livid ; the patient, however, is often unaware
of any difficulty of breathing, but the frequency of respiration will
always strike the attention of the observant physician. The disturb-
ance of the breathing is always at its maximum in the first stage, and
cannot be increased afterwards except by an extension of the inflam-
mation, or the supervention of a pleuritic effusion.

The percussion sound does not commence to be obscured before
the second or third day ; rapid and extensive dulnessrather points to
pleurisy with effusion. Crepitant rattle is characteristic when pres-
ent, but in nearly one-fourth of all cases of pneumonia it is obscured
by bronchial rales; as long as the normal, breezy, vesicular murmur
s heard through and louder than the crepitant rattle, the inflamma-
tion is not far advanced ; when it supplies the place of the vesicular
murmur entirely, then the first stage is fully formed. As soon as
the crepitant rattle becomes well marked, the expectoration begins to
be characteristic : usually by the second or third day it assumes
some shade of red, particularly that of iron-rust; smaller quantities
of blood in the expectoration give it a sea-green, tawny, orange, saf-
fron, yellowish, or dull greenish tinge ; these colors are frequently
intermixed in stripes or spots in the same spit-cup. At the same
time the sputa become more tenacious and viscid, but not sufficiently
<o to adhere to the vessel, and are mixed with minute, equal-sized
bubbles of air. If there be only a few viscid and tawny sputa amid
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or metastatic connection with the typhous affection of the intes-
tinal mucous membrane.

Pneumo-typhus, however, assumes such a connection when

seems more perfectly demonstrated than in this. But we should dis-
trust them unless attended with a lateritious sediment in the urine,
The urine, from being of a deep red color in the acute stage, becomes
turbid, and then minute, crystalline, reddish, glittering particles are
precipitated, and the water assumes its natural, clear, amber color ;
if the urine still remains dark-colored or turbid a relapse is apt to
occur, and if the peculiar sediment is wanting, the probability is
that the lungs are tuberculous, [ScuoeNLEIN.] About the time of
convalescence, the urine also becomes precipitable by nitric acid;
in fatal cases no precipitate ensues. [GrisoLLe.] The expectora-
tion, too, is often peculiar; the cough becomes moist, and opaque,
yellowish, slightly greenish, or almost white, woolly or cottony
globular masses are expectorated with ease; they do not flow to-
gether, but remain distinct and float in water. If resolution takes
place from the first stage, crepitant rattle gradually gives way to
weak but normal vesicular murmur ; the expectoration becomes easy,
and is no longer marked by the presence of minute, equal-sized bub-
bles, but the large and small unequal-sized bubbles, peculiar to the
bronchitic sputa, are noticed.

Delirium is an unfavorable symptom, except when it only occurs
at night, or in nervous or hysterical persons. Coma, especially in
old people, is still more unfavorable. Jaundice is an accident of but
little moment. Recovery seldom takes place if the pulse runs over
130 or 140; but if the pulse becomes slow, while the respiration
increases in frequency and difficulty, the termination is almost inva-
riably a fatal one. Dyspneea modifies the prognosis more than any
other sign ; if considerable, it is always an alarming sign. Inflamma-
tion of the upper lobes is more dangerous than that of the lower. If
the urine, after having been turbid, becomes clear before the fourth
day, a fatal result may be anticipated. Pneumonias not attended
with expectoration do not seem more dangerous than others.

The termination in abscess is rare; there is not much hectic
fever; there is a dull, muddy sallowness of the complexion ; the ex-
pectoration is of a brownish, or greenish-yellow color, has an in-
tense putrid odor, and resembles rotten eggs in appearance and smell,
so that it has become familiar in the profession that this variety of
expectoration holds out a more favorable prospect of recovery to the
patient, than the ordinary purulent expectoration which attends

hthisis. The percussion-sound over the abscess becomes fuller and
less dull, and if the abscess be large, empty, and near the surface of
the lungs, it becomes tympanitic, but empty. In rare instances, the
cracked-pot sound may be produced, but it is only very large ab-
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the process which goes on in the tissues surrounding the softened
tubercle. The breaking down of tubercles is always followed
by a secondary deposition of them in the surroundin a parenchy-
ma, which is abundant in proportion to the degree of intensity
of the constitutional disease. The secondary tubercles and the
tissue in which they are seated also break down with a rapidity
proportionate to the intensity of the general affection, and thus
the tubercular ulcer becomes enlarged. If this process proceed
so rapidly and tumultuously as quickly to exhaust both the react-
ive powers of the constitution and the supply of plastic materials,
then the ulcer will usually be found to have extended itself
unequally in various directions, so as to form an irregular, multi-
saccular, and apparently lacerated cavern, the walls of which
are composed of parenchyma loaded with softened tubercles. Its
internal surface presents a corroded or gnawed appearance, with-
out exhibiting any trace of a lining membrane, except a coating
of tubercular pus; the small quantity of parenchyma which is
found between the tubercles is in a state of compression and
dirty-brownish discoloration, i. e., in a state of carnification ; that
which is farther removed ofters no trace of inflammatory reaction,
except a certain degree of hyperemia. If this process take
place, as it usually does, in several points simultaneously, then
two or more caverns will be formed in close proximity, and will
finally open into each other; we then find a number of caverns
communicating together, by means of fistulous passages of various
widths, which run either straicht or tortuous courses, so that
the whole represents a large, irregular, and multi-saccular cavern.
Bridges or ridges of rotten pulmonary parenchyma traverse the
abscess in various directions, and shreds of the same hang down
into it.

This variety of pulmonary phthisis is analogous to that acute
form of tubercular intestinal ulceration which runs its course
without any inflammatory reaction.

In other more common and less rapid cases, an inflammatory
affection arises in the parenchyma adjacent to the softened tuber-
cles or the primitive tubercular ulcer, and near to the secondary
tubercular deposits ; itis seated in the interstitial tissue, and must
certainly be regarded as a curative process. It throws out an
albuminous, grayish-white, or reddish and viscid exudation,
which Laennec mistook for a peculiar variety of tubercular infil-
tration, his so-called infiltration tuberculeuse gelatiniforme. (See
Interstitial Pneumonia.) It induces a closure, and finally atrophy
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