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LARYNGITIS. 177

Sometimes particles of gritty, bone-like matter are expectorated
from the diseased cartilages; at times, also, the expectoration
becomes highly offensive, being formed of pus that has been in
contact with a carious, or mortified cartilage. Such cases are
extremely distressing. Yet, while most of the prominent
symptoms of laryngitis exist in an aggravated form, those
arising from obstruction to the larynx may be less marked than
in the more simple forms of the disease. The extensive disor-
ganization of the tissues may leave the passage for the air quite
as free as natural, unless when temporarily obstructed by the
secretion of the parts, and for the same reason, the tendency to
spasmodic contraction is diminished. Such cases are entirely
beyond the reach of remedies. Palliatives may relieve the dis-
tress of the patient, as the inhalation of conium, the use of mor-
phine, and sometimes tracheotomy may be called for.

There is an affection of the larynx, in adults, in which there
is no inflammatory or other organic change present, and which
18 characterized by a single prominent symptom, aphonia. It
seems to be dependent upon a simple loss of nervous power,
and its most evident cause is long-continued exertion of the
voice. I remember a street-crier, who, after the exertion of the
voice for a whole day, at last could only speak in a feeble
whisper; the nervous energy of the larynx was exhausted. In
such cases, rest is the first indication of treatment, and if this is
not sucecessful, the inhalation of chlorine gas, and of other stimu-
lating substances may be tried, also electricity, and the internal
use of strichnine. These cases of nervous aphonia are some-
times associated with an irritable condition of the larynx, espe-
cially in nervous females. I remember a very striking case of
this kind., A young lady of a highly nervous temperament had
suffered from aphonia for several months. With it was associ-
ated a dry cough, consisting of a single expiration, but which
was incessant, at least every half minute during the day. At
night the patient fell asleep readily and remained undisturbed
until morning, when the cough returned. This case was finally
cured, after the trial of many remedies, by the internal use of
strichnine. 'When aphonia is associated with hysteria, it may
be attended by paroxysms of dyspneea and by sibilant respira-
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LARYNGITIS. 179

may be employed under less threatening circumstances, to assist
in the cure of the more obstinate forms of the disease.

There are two forms of laryngeal disease, both of which are
of much interest, with which I wish to occupy your attention
for a tew moments at this time,

Polypi sometimes form in the larynx. They are seated upon
different portions of the interior of the organ, perhaps most fre-
quently upon the inferior vocal ligaments. They sometimes
originate in the fibrous tissue, sometimes in the submucous cel-
lular tissue, sometimes in the mucous membrane. Their strue-
ture depends a good deal upon their origin, being sometimes
fibrous, when they are firm and resistant ; or cellular, when they -
are less dense and more vascular; or mucous, when they are
quite soft and pulpy. Frequently these three elements are
united in the same tumor in different degrees; but whatever
may be the leading element of its composition, it is always cov-
ered by mucous membrane. These tumors are usnally pedicu-
lated, and movable to a certain extent in the cavity of the larynx.
They commonly excite no inflammation in the organ, unless
when they induce uleeration by pressure.

There is another form of tumor met with in the larynx, which
is more superficial, having its seat in the epithelium of the
mucous membrane, but penetrating, in time, more or less deeply
into the subjacent tissues. These epithelial twmors are usually
numerous, and often clustered. They appear like vegetations,
and often resemble in appearance the venereal vegetations of
the penis and of the parts about the anus. But they are not
necessarily of this nature. Clustering in masses, they often
form a tumor of considerable size, which may so completely fill
the cavity of the larynx as to render tracheotomy necessary.
These tumors may be also pediculated, so as to move in the
cavity of the larynx.

The symptoms of polypi of the larynx are obscure. They act
like foreign bodies in the larynx, and the symptoms they induce
must depend much upon their precise seat, their size, and the
degree of motion that their attachment will permit. In the best
recorded cases, the disease commenced very insidiously, without
pain, or other indications of laryngitis—except a gradually
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larynx. The commotion that such an accident excites is usunally
most violent. The individual is instantly seized with a paroxysm
of suffocation, and perhaps is dead before medical assistance can
be obtained. Or the foreign substance may get into one of the
ventricles of the larynx and thus create less permanent obstrue-
tion, while paroxysms of suffocation are constantly occurring
with every fit of coughing, threatening life every moment, if not
quite destroying it. The immediate performance of laryngotomy
and the removal of the offending substance is clearly indicated
in such a case. This may be pushed upward into the throat by
a probe, or drawn downward through the external wound. The
ventricles of the larynx should be especially examined. There
is a case on record, in which the operation was performed in
good season, but no foreign body could be found. The patient
died, and the hook of a lady’s dress was found in the ventricle,
lying, in fact, just at the edge of the incision into the larynx.

In many cases the foreign body, after creating, perhaps, great
commotion in the larynx, escapes into the trachea, and then the
patient is much relieved, for a time, at least ; or it may have
passed at once through the larynx into the trachea. But if the
body is light, so as to be carried up and down the trachea by
the air, so as to strike against the glottis occasionally, it will
induce paroxysms of violent coughing and of strangulation.
Sometimes the foreign body can actually be heard striking
against the sides of the tube, as it passes upward and downward.
When the trachea is opened, in these cases, the foreign body is
often expelled at once by the convulsive expirations that follow.
Sometimes, if a pin be the offending substance, it will be found
lying across the trachea, and it may be removed by a forceps.

Finally, the foreign body, if more heavy, finds its way down
into a bronchus, and usually, from the anatomical arrangement
of the first division of these tubes, into the right bronchus.
The right bronchus, you will recollect, is a more direct continua-
tion of the trachea than the left bronchus. So that a foreign
body falling by its gravity, would naturally fall into the right
tube. There are, however, exceptions to this rule, and I have
met with a recorded case, in which the substance changed sides
during its continuance in the air-tubes.
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and practical distinction. There are, no doubt, however, excep-
tions to the general rule. Passive hemorrhage may terminate,
for instance, in hemorrhage, as in pulmonary apoplexy; and
active cungestmu leads to the effusion of serum in the first stage
of pnenmonia.

Active or arterial congestion, probably, has its principal seat
in the ecapillary vessels more immediately connected with the
arteries. It is usually attended by constitutional febrile symp-
toms, not, however, in a very marked degree. There is in-
creased heat, some acceleration of the pulse, and perhaps some
dyspncea, uneasiness, or pain in the chest, although these local
symptoms are often entirely absent; unless relief is obtained,
hemorrhage may ensue, and often a very serious hemorrhage
takes place. This condition readily passes into inflammation
acute bronchitis, pneumonia supervene, and sometimes pleurisy.

Passive or venous congestion has its seat in the veins, and in
the venous capillaries. It may be preceded by symptoms of
oppression in the chest, but this is frequently absent. The pulse
may be full and rather languid, but this is not necessarily ob-
served. It terminates in the effusion of serum into the cavity
of the plenra, constituting hydrothorax ; or into the air-cells or
the cellular tissue of the lungs, constituting’ pulmonary edema;
or it may terminate in pulmonary apoplexy.

Both these forms of pulmonary congestion are secondary affec-
tions : they do not attack, primarily, the healthy lung, unless,
perhaps, in certain cases of asphyxia induced by hanging, or by
the inhalation of carbonic acid gas. The chief cause is, the ex-
istence of tubereles in the lungs, or organic disease of the heart,
especially that form of disease which commences in the mitral
orifice of the heart, and which induces hypertrophy of the right
ventricle. I eannot, therefore, speak to you of pulmonary con-
gestion as an independent form of disease. I shall return to it
again, when I speak of tuberculous phthisis and of organic dis-
ease of the heart. Still, I may properly describe now its pa-
thological appearances and the prominent symptoms by which
it is characterized.

The most simple form of pulmonary congestion is that noticed in
the lungs of almost every patient who dies of any disease, either
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are compressed, and, at the same time, irritated by the deposit
of miliary tubercles. This active or arterial congestion termi-
nates in hemorrhage.

Another form of the hemorrhagie congestion is what is called
pulmonary apoplexy. Tt consists in an effusion of blood into
the air-cells, in the first instance, probably, and into the bronchi
and the surrounding pulmonary tissues. It appears in the lungs
in the form of hard, circumseribed, dark-red, or even blackish
masses, granulated in their texture, and swrrounded by pulmo-
nary tissue, somewhat congested, perhaps, or quite healthy in
appearance. These dark, indurated masses vary very much in
size. Sometimes they are as small as a cherry-stone, sometimes
they are as large as an almond. They are seldom larger than a
goose-egg. In one instance, both lower lobes of the lungs had
passed into this condition, but then, I think, it was blended with
a certain degree of pneumonia, as it certainly was with pleurisy.
As I have already remarked, these masses are granulated, and
if seraped with the scalpel, after being divided, the granula-
tions are easily changed into dark blood, leaving behind them
little pits, or depressions. They are, evidently, little clots of
blood filling the air-cells, and which are easily removed by
seraping.

Sometimes these apoplectic masses are found to contain a
cavity filled by a larger clot, and are produced by an evident
rupture of the pulmonary tissue. Indeed, I think that Cruveil-
hier has recorded a case in which even the pleura was ruptured.

I have never examined these cases except when they have ter-
minated fatally in a short time, and then the lungs presented
the appearances I have now described. It is not, however,
necessarily fatal. It would appear that the effusion is gradually
absorbed, becoming more pale and yellowish, and more dry as
this process progresses. The dark masses may excite sufficient
inflammation around them to become inclosed in a cyst, or they
may undergo a further change, and suppuration may ensue, and,
perhaps, finally a cicatrix be formed. ButIam gpeaking now of
what I have never seen myself in the lungs.

Indeed, pulmonary apoplexy is, in my experience, a rare form
of disease. During a residence of a year and a half in Paris,
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cal signs of enlargement of the heart exist, and especially of
the right side of the heart ; if a blowing sound with the impulse
of the heart is heard, principally over the apex, indicating
mitral disease, the true character of the case may at once be
suspected, and its previous history, especially the long existence
of dyspneea, and, perhaps, of palpitation—symptoms. of heart
disease—will enlighten you as to the true nature of the case.

Passive congestion of the lungs is most commonly attended by
serous effusion. Sometimes this takes place into the pleural sac,
constituting Aydrothoraz. This is also, as I have stated, a com-
plication of heart disease, and, perhaps, more frequently of mi-
tral disease. The cause of the congestion is obstruction to the
return of the blood from the lungs to the heart. You may in-
quire how does it happen, that in some cases of the same disease,
pulmonary apoplexy sometimes occurs, while, in other cases, a
serous eftusion is the result? I think, that in cases in which the
right side of the heart is much hypertrophied, and in which the
blood is sent into the lungs with unusunal force in the attempt to
overcome the obstruction on the other side of the heart, that pul-
monary apoplexy will be the usual result; but that, in cases in
which this hypertrophy of the right side of the heart is not so
evident, and in which the action of the heart generally is feeble,
that serous effusion is more common. But this is certainly true:
they may both exist in the same case.

The detection of hydrothorax is by no means difficult. When
in the course of a heart disease the respiration becomes more
oppressed, you may find the cause of this increased oppression
in the physical signs of serous effusion into the pleural sae, pre-
cisely, in fact, as in ordinary pleurisy. There is the same dul-
ness on percussion, occupying especially the inferior and lateral
portions of the chest on one side, and perhaps extending over the
greater portion of the lung, with feebleness, or absence of the
respiratory murmur, and perhaps egophony. DBut there is no
pain in the chest, no febrile excitement, and, unless a previous
bronchitis had existed, no cough. It seldom happens, I think,
that hydrothorax is double at the commencement; but it usually
becomes so before the close of life. Almost invariably, when I
have opened the bodies of those who have died with this com-








































































































































































TUBERCLES IN THE LUNGS, 943

The respiratory sound becomes cavernous, the mucous rattle be-
comes a gurgling, the resonance of the voice is much increased.
Listening lower down in the chest, you will find that the deposit
has extended to that portion, perhaps nearly or quite to the base
of the lung. You will notice that the respiratory murmur is
altered in the same region, while, perhaps, the mucous rattle is
heard there. In the opposite lung also, the evidence of progress
in the disease, and of new deposits is very apparent, and is marked
by the same changes in the physical signs as in the lung first
affected. The rational symptoms continue, the expectoration
becoming more abundant, and assuming a more purulent charac-
ter. The emaciation, the debility, the tendency to night-sweats,
and to febrile excitement, the feebleness of the digestive organs,
with, perhaps, a tendency to diarrheea, are in continual progress,
until at length exhausted nature sinks, and the patient, gradually
suffocated, expires. Such is the history of a case of simple
phthisis.

Let me now, having examined this simple case, endeavor to
estimate the value of the leading symptoms somewhat in detail.
I know of no better method than this to arrive at a correct
- understanding of disease. In the first place, then, let me dis-
cuss the rational symptoms.

I have spoken of the cough as one of the earliest symptoms of
phthisis. Not a prominent and distressing cough, but a single,
dry hack, often supposed by the patient to depend on irritation
in the throat. This cough may be so trifling, that I have known
a physician kept in ignorance of it for several weeks in the case
of one of his own children, whose health he was anxiously
watching. It must be confessed that the cough has not always
this character. It sometimes begins in a more decided way,
and is early attended with expectoration. In the advanced
stage of the disease, when the secretion from the hronchi has
become abundant, the cough is more prominent. Many patients
cough but little, except in the morning after rising, when a long,
and often violent paroxysm, sometimes occurs. Other patients
experience several paroxysms during the twenty-four hours,
with intervals of rest; while sometimes, especially in the ad-
vanced stage, there are no such intervals.
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chalky concretions that form in the lungs. Usually this expec-
toration oceurs in small quantity, and at rare intervals. It indi-
cates a curative effort.

Heemoptysis is a frequent and most important symptom in
phthisis. Indeed, I may say that it throws more light on the
real nature of a case in which it occurs, than all the other ra-
tional symptoms together. So rare is heemoptysis in any other
disease of the chest, that it points most unequivocally to the
true nature of the case. In certain forms of heart disease, in
gangrene of the lungs, in cancer, in cirrhosis of the lungs, and
perhaps occasionally in women, as a form of vicarious menstrua-
tion, you may find hemoptysis. DBut these cases, in addition to
their peculiar attendant symptoms, are so rarely met, while
heemoptysis from tuberculous disease is so common, that its oc-
currence will naturally bring with it the presumption that,
when heemoptysis exists, tubercles in the lungs exist.

Hemoptysis is sometimes a very early symptom of phthisis.
It may be the very first symptom. I have known patients ex-
perience an attack without its being preceded or followed by
cough, or by any othersymptom. Finally, after a year, another
attack of hemoptysis occurred, still without being preceded by
cough, or by other symptoms, but being speedily followed by
all the well-marked evidences of phthisis. The attacks are sel-
dom frequently repeated. Many patients only experience one
attack, and sometimes only towards the close of the disease.
The quantity expectorated during an attack varies very much
in different cases.®* It is sometimes trifling in amount, and
mixed with mucus, but it is repeated at intervals for several
days. At other times, and this frequently happens at the onset
of the tuberculous disease, the discharge of blood is copious,
even alarming in its quantity. It seldom happens, however,

* In 67 cases of phthisis with hemoptysis, it was profuse in 29 cases ; slight in
38 casea—Parkes.

In 57 cases it was profuse in 25, slight in 82.— Louis.

Hamoptysis :
Profuse, before softening, 35 times in 100 cases.
E!ighti i i 04 “ “ -
Profuse, after softening, 50 -
Slight « . 60 = o . Parkes.
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sion in the chest, sometimes followed by hemorrhage. Dut these
Casecs are rare.

What are you to understand by a profuse hemorrhage from
the lungs? When a patient expectorates two or three ounces of
pure blood in a few hours, this may be called a free hemorrhage.
When a patient expectorates less than this, an ounce, during the
day, or occasionally mucus tinged with blood, it may be called
a moderate, or a trifling hemorrhage.

When the hemorrhage is very profuse the blood will rush
into the throat, exciting gagging, so that, for the moment, you
might hesitate whether it was not discharging itself from the
stomach. But if yon wait until it has comparatively ceased,
then you will easily perceive that it is, in fact, expectorated: by
coughing. On the other hand, when the hemorrhage is slight,
it sometimes passes up through the air-passages into the throat,
without exciting any cough. These peculiarities in the mode of
expectorating blood should be carefully remembered, otherwise
you may be easily deceived. Patients frequently try to conceal
from themselves, and of course from their physician, the true
gource of the hemorrhage. They are always ready to refer its
source to the throat, or to the nose, or to the stomach; and
physicians sometimes take their statements as granted.

Whenever I am called to a patient who has had hemoptysis,
I always mark him as, probably, a tuberculous case. I have al-
ready alluded to the rare, exceptional cases. Cases of simple
pulmonary congestion followed by hemorrhage, and by a return
of the lung to a healthy condition, have never occurred to me.
Neither have I ever met with a case of vicarious menstruation
occurring as hemoptysis. In acute bronchitis you will find a
few streaks of blood, in pnenmonia you will have the rusty ex-
pectoration. These are common cases, and the quantity of
blood is too small to constitute a hemorrhage. You may ask,
How little blood will constitute a hemorrhage from the lungs?
I answer, if the patient has expectorated a teaspoonful of blood
it is a hemorrhage ; or even half this quantity, and mixed with
mucus. A person coughs and expectorates a little mucus,
deeply stained with blood. From time to time, he expectorates
a little more blood in the same manner, without effort, without
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ably the fact in a great majority of the cases ofhemorrhage con-
nected with tubercles—always, indeed, when it oceurs at an carly
stage of the disease. Its mechanism is simply this: The tuber-
culous deposit, by pressing upon the capillary vessels of the
lungs, obstructs some of them, while others become congested in
consequence. These congested vessels, when seated in a mucous
tissue, become ruptured from distension, and discharge blood.
There is no reason to believe that the capillaries of the air-cells
or of the common cellular tissue of the lungs are ruptured. If
they were ruptured, you should find pulmonary apoplexy in
fatal cases. But this is not the case. Hemorrhage may, indeed,
occur from a ruptured vessel of considerable size, from ulcera-
tion. This can only happen in an advanced stage of the dis-
ease; even then it rarely occurs from this cause. When it does
oceur, it is usnally very abundant and difficult to control.

When patients are questioned as to what may have excited
the hemorrhage, they can seldom state any thing which seems
likely to have acted as an exciting cause. Inalarge proportion
of cases it oceurs quite unexpectedly, without premonitory
symptoms. Sometimes an unusual effort, especially of the
chest, seems to act as an exciting cause; and in women, the oe-
currence of the menstrnal period may induce the same result.

Hemorrhage would undoubtedly oceur more frequently and
copiously than it does in the progress of phthisis, and as the
lungs become filled with the tuberculous deposit, was it not that
the quantity of blood circulating in the lungs is materially di-
minished. The blood emaciates like the other parts of the
human system. This influence is felt also by the heart, which
does mot increase in size with the progress of the pulmonary
obstruction, as you might suppose, but it rather diminishes in
size, with the diminished quantity of blood in the circulation.

I am not afraid that I have dwelt too long on this important
symptom. Its frequency, its diagnostic value, its influence on
the prognosis, the great alarm it usually excites in the patient,
and in the family, make it worthy of the most careful con-
sideration. .

Dyspneea is a constant symptom of phthisis, and it usuall
occurs very early in the disease, sometimes even before the
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will usually eall your attention to the seat of the disease, to the
lung affected, when they exist in connection with tubercles. It
is a good habit to examine the chest carefully for the physical
evidences of disease, before you inquire as to the existence of
pain. Doubtful physical signs may sometimes be confirmed or
weakened by this method.

A diffieulty of lying on the side most affected is a very fre-
quent, but not a constant symptom. This fact will sometimes
aid you in determining which lung is most at fault. It may be
owing to external tenderness in the chest, but it is generally, I
think, dependent upon the compression of the lung itself, crea-
ting general uneasiness, and an increased tendency to cough.
In the latter stage of the disease, when an abscess exists in the
lung, this fact is sometimes reversed. The patient can rest most
quietly on the affected side. This position allows the secretions
of the abscess to accumulate, for a time, in the cavity. If the
patient moves to the opposite side, the contents of the abscess
may flow out into the bronchi and excite coughing.

The constitutional symptoms of phthisis are generally very
distinetly marked. Emaciation is the most prominent of these
symptoms. It sometimes precedes all the other symptoms. A
patient loses flesh for some unknown reason, and by-and-by the
symptoms of tuberculous disease appear. Emaciation is associ-
ated with a certain degree of anemia, and their combined influ-
ences are often early noticed in the countenance. There is a
peculiar physiognomy, even in the early stage of the disease,
especially in the thin and pallid cheek, and in the bright eye.
As the disease advances, this symptom increases, until at length
it may reach an extreme degree. Every organ in the body
seems to emaciate, except the liver and the heart, not merely by
the absorption of fat, but by a wasting of all the component tis-
sues. The blood even may be said to emaciate.

Emaciation is far from being always a progressive symptom.,
Patients, especially in the more chronic cases, often improve in
flesh, gain rapidly, sometimes many pounds in weight, and then
lose it again. These changes may continue through a series of
years, and after many years, the patient may, on the whole, keep
his usual weight. But it seldom or never happens, I think, that






TUBERCLES IN THE LUNGS. 253

Hectic symptoms—irregular morning chills, evening febrile
excitement, night-sweats—sometimes occur in the early stage of
the disease, from simple irritation produced by the tuberculous
deposit. But more frequently you will notice these symptoms
when the tubercles begin to soften, and especially when abscesses
have formed. Temporary causes, a pulmonary congestion or in-
flammation, gastric derangement, mental or physical excitement,
will aggravate these symptoms, and perhaps cause their irregular
appearance. A tendency to chills is sometimes shown by an
increased sensibility to cold, and the evening exacerbation ap-
pears only in an increased warmth of the palms of the hand
and of the soles of the feet. The countenance is apt to become
more animated, the eye to brighten, and, in delicate complex-
ions, the fine blush of excitement gives a new beauty to the fea-
tures. In the morning, the pale cheek, the languid expression,
point again more clearly to the ravages of the disease. In the
advanced cases, you will often notice a small, circumseribed red-
ness in one or in both cheeks.

This evening excitement terminates in its natural erisis, noe-
turnal perspiration—sometimes slight and limited, at other
times profuse and general. The nightsweats generally keep
pace with the febrile excitement, and if any temporary cause
increases the latter, the former increase also. Chills are fre-
quently wanting, and the patient may be ignorant of any evening
excitement, although there is sweating at night. A leading
characteristic of hectic is its irregularity. It disappears without
apparent cause, or from the use of certain remedies which do
not exert any influence on the disease itself.

Hectic symptoms do not necessarily indicate the existence of
tubercles, or, indeed, of any fixed disease. Feeble persons, if
any temporary derangement of the system occurs, are apt to
have night-sweats.

If a patient is affected with a slight deposit of tubercles, or
has them in an inactive state, no hectic symptoms exist. DBut
if he happens to contract a pneumonia, or other inflammatory
affection of the chest, night-sweats are apt to supervene. The
marked existence of this symptom in an acute inflammatory
attack may lead you to the first suspicion of tubercles.
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which debility is a prominent symptom. The powers of the
stomach are weakened, the appetite is impaired, the food pro-
duces oppression, flatulence, and if the attempt is made to tax
too much the weakened organ, vomiting will ensue, and very
likely a low inflammatory action will be established, which it
will be very difficult to control. Youn will not unfrequently find
the evidences of this action after death. The mucous mem-
brane of the stomach is thickened, mammillated, softened—some-
times injected, at other times presenting the grayish tint of
chronic inflammation. Vomiting not unfrequently occurs with-
out any special derangement of the stomach, after violent fits of
coughing. These cases should be carefully distinguished from
those in which the stomach is primarily at fault. When the
patient complains of tenderness and of heat in the epigastric
region, when he vomits frequently bile and mucus, there is
reason to believe that inflammation of the mucous membrane
of the stomach exists. Uleeration of this organ is very rarely
met with.

It is very common also for patients in the advanced stage of
phthisis to experience some diarrheea. Indeed, few escape this
symptom altogether. At first you will notice that the bowels
are moved by slight causes, by a little irregularity in living, for
instance, or that the daily motions are rather free and loose
without positive diarrheea. If this disposition is not held in
check, the symptom becomes more decided, and the free con-
dition of the bowels becomes one of the most prominent features
of the case. An uncontrollable diarrhecea may supervene, which
will hasten materially the fatal issue, and after death you will
find ulceration of the mucous membrane, tuberculous deposits,
thickening and softening of the mucous membrane, enlarged
muecous follicles, especially near the termination of the ileum
and in the colon. Much of the ulceration in these cases is
undoubtedly dependent on the softening of tuberculous matter
deposited among the coats of the intestines.

1 have mentioned the condition of the digestive organs, al-
though I am now speaking to you of simple phthisis, because,
in the simplest cases, these organs are more or less affected be-
fore the end of life. When inflammation, and especially ulcera
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resonance on percussion becomes again more clear, butstill with-
out the natural clearness of healthy lung. It resembles, in some
degree, the sound produced by percussing over a hollow organ,
as, for instance, over the stomach; and frequently it gives a
chinking sound, which the I'rench have called the cracked-pot
sound. This eracked-pot sound, however, is not, as some have
supposed, a sure indication of a cavity in the lung. T have per-
ceived it where no cavity existed, especially where the chest was
unusually sonorous, and contained much mucous secretion.

‘When you percuss a patient carefully, using the left fore-finger
as a pleximeter, you will get another indication of pulmonary
condensation besides the dulness. You will perceive a want of
that elasticity which the parts naturally exhibit. This is animport-
ant fact in connection with the dulness, and it should be care-
fully noticed. In addition to this, I may say, that when the dis-
ease has made some progress, the clavicle of the side most
affected seems to be more prominent than that of the other side,
from a diminution in the actnal size of the lung, from pleuritic
adhesions at that spot, and perhaps, also, from a certain degree
of local emaciation having oceurred. In advanced cases of the
disease, this flattening of the chest under the clavicle is often
very marked.

The most important early change in the respiratory murmur in
incipient phthisis is feebleness, sometimes united with harshness,
or with a jerking inspiration. Sometimes you will notice, lis-
tening with attention, a kind of dry crackle, repeated, perhaps,
once or twice at the end of inspiration. Generally, the murmur
of expiration is prolonged, and more distinctly on the right side,

.with the same amount of disease, than on the left side, for the
reasons I have stated in my introductory lecture. These changes
are observed at the summit of the chest, and there only ; some-
times, they are most distinct under the clavicle; sometimes be-
hind, above the spine of the scapula. Indeed, I may remark
that the changes in the respiratory murmur are often more
clearly appreciated behind than in front. It is important to
remember this. You must remember, also, the great advantage
of comparative auscultation, of comparing carefully the same
spots in each lung; for the respiratory murmur, like the reso-
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The cavernous respiration, sometimes dry, sometimes accom-
panied, and, more or less, masked by a gurgling, is not always
heard during life, although cavities are proved to have existed by
post-mortem examination. Indeed, I think this is frequently
the case. If the abscess has not opened into a bronchus, of
course it can give no sure sign of its existence. Or if it has, the
communication may be small and indirect, so that the air will
not enter it freely and generate a cavernous sound ; or, finally,
the abscess may be small and deep seated in the lung. Some-
times the peculiar resonance on percussion may induce you to
suspect that a cavity exists in the lung, when the sound of res-
piration does not indicate it.

Increased resonance of the voice, bronchophony, and some-
times pectoriloquy, are developed at the summit of the affected
lung. You must not forget that there is naturally rather more
resonance of the voice at the summit of the right lung, than at
the summit of the left lung.

I have described the phenomena of simple phthisis, which
may be regarded as the type of the disease. Let me now call
your attention to gome other forms of the disease.

An infiltration of tuberculous matter into the pulmonary tis-
sues, sometimes occurs as the primary lesion in the place of the
miliary granulations. It is not to be distinguished from the
latter form of the disease, except by the physical signs. The in-
filtration is usnally rapid, extensive, and affects frequently the
lower and posterior portion of one lung. Hence you may ex-
pect to find many of the physical signs of pneumonia, with
which, in its acute form, the disease is apt to be confounded.
There is marked dulness on percussion, extending perhaps from
the base of the lung to the lower angle of the scapula, but not
usually passing a vertical line drawn from the axilla downward,
The respiratory sounds may be simply feeble and indistinet, but
eenerally von will hear a bronchial respiration ; and as I think,
possessing, sometimes at least, peculiar characters which distin-
guish it from the ordinary bronchial respiration of pneumonia.
It gives the impression of air passing through fine tubes, and
as if drawn through them by a sort of suction. In the early
stage it is dry, but as the tuberculous infiltration softens, a mu-






TUBERCLES IN THE LUNGS. 963

tional symptoms of phthisis exist. This should excite your sus-
picions, and lead you to a careful examination of the chest.
Thus you may find the physical signs of phthisis well developed,
or obscure and indistinet, or even absent. Still, keep your at-
tention directed to the chest. Examine it carefully from time
to time, and, sooner or later, the true character of the disease
will be revealed. These remarks apply with particular force to
the cases of children. In them the disease of the lung is some-
times developed secondarily, after other organs have become
affected, and its true nature may only be discovered after the
lungs are found to present the physical signs of phthisis. In
adults, the lungs are probably affected as soon, at least, as any
other organ ; but still, by the overpowering activity of the dis-
ease in remote parts, it may continue latent.

It is in this way, I suppose, that pregnancy operates upon
phthisis. There is a common impression, that pregnancy re-
tards the progress of phthisis ; probably it only renders it latent,
and thus an apparent rather than a real advantage is gained.
That it produces neither of these results, in some cases, I am
very well convinced, and the practitioner who recommends it to
his patient may be disappointed even in a temporary advantage.
Even supposing that the progress of tubercles is retarded during
the existence of pregnancy—what is the final result? As soon
as delivery has taken place, the pulmonary disease usually ad-
vances with great rapidity, and, in addition, a child with a strong
tuberculous tendency is born. Certainly there is no great ad-
vantage in these results, and you will, I hope, be disposed to
adopt the opinion that I have formed—never to advise preg-
nancy to a tuberculous female. Cases of the kind will oceur
often enongh, and the evil consequences be experienced, with-
out, or in opposition to, your advice.

There are cases of phthisis which may be called chronic or in-
termittent. That is, the symptoms commence and progress to a
certain point, and then an improvement takes place, perhaps a
very decided improvement. The patient may think himself
nearly recovered, when the symptoms return again, and continue
for a time, and again improve. These changes for the better,
seldom carry the patient to the point of health he enjoyed before
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in the lung? Very often this is the case, but not always. Let
me remind you of what I have already alluded to while speaking
of chronic pleurisy. When a lung has been long in contact with
a purulent effusion in the pleura, it is liable to a limited inflam-
mation, often attacking the summit of the organ, and which may
pass into abscess. The progress of this abscess is indicated
by the development of a mucous rattle, and finally by a gurgling
rattle with a cavernous respiration. This physical condition
once led me to mistake some of these cases. I supposed them
to be tuberculous abscesses, knowing how rare it was for abscesses
to form in the lung from simple inflammation, and being igno-
rant that pleuritic effusion not unfrequently led to this result.
When the abscess is situated at the summit of the lung, it is,
perhaps, impossible to be sure of its real character. It will be
doubtful whether it is tuberculous or not. But let me caution
you against making up your minds that it is necessarily tuber-
culous, or you will sometimes find yourselves mistaken.

This tendency to form abscess in the lung, as the consequence
of empyema, is an effort of nature to remove the pus from the
chest, and sometimes this is accomplished. The abscess opens
into the pleura, pus escapes freely and suddenly by expectora-
tion, and a pneumothorax may be established. The cases on
record in which the sudden disappearance of the pleuritic secretion
coincided with a sudden and abundant purulent expectoration,
and which were once attributed to an absorption of the pus, and
its subsequent discharge by purulent secretion, a metastatic action
now known to be impossible, were probably cases of this kind.

Chronic bronchitis, a rare disease except in old people, can
hardly be confounded with tuberculous phthisis. There is no
emaciation, no acceleration of the pulse, no heemoptysis, and no
physical signs, unless, indeed, you may find rather a dry respi-
ratory murmur, and perhaps a sibilant rhonchus over the chest,
and occasionally, when an acute attack supervenes, a little fever,
increased oppression, and a mucous rattle at the base of both
lungs. Many persons, especially those advanced in life, expecto-
rate every morning a little mucus—opake, purulent mueus, and
yet they live on without suffering more than a temporary incon-
venience. I have seen but very few cases of chronic bronchitis
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very many cases of phthisis occur among persons who are ex-
posed to no known unfavorable influences, and who are attacked
while in perfect health.

Thus, so far as our present knowledge extends, the causes
which favor the deposit of tubercles are such as tend to deterio-
rate the general health rather than those which act as local irri-
tants to the lungs. DBut another fact is still more evident from
daily experience. When the disease has once commenced, when
the tuberculous deposit has actually taken place, then local irri-
tation exerts a manifestly bad influence. Even a local excite-
ment, which may exert a protective influence against the de-
posit, becomes highly injurious when the disease exists, as is
shown in the active exercise of the voeal powers in singing, for
instance. Experience also shows that bronchitis, which does not
appear capable of producing the disease, is very apt to aggra-
vate it ; to develop new activity when it is quiescent,.

These considerations lead to two general indications of treat-
ment.

First, to support and to invigorate, as much as possible, the
powers of the constitution ; second, to guard against local irrita-
tion of the pulmonary organs.

Much has been written upon the preventive treatment of tu-
bercles. The good that can come from any preventive treat-
ment must come from following the two indications I have just
stated to you, especially the first of these indications. And as
you never can be sure that tubercles are not existing in a latent
form in those who are predisposed—indeed, there is reason to be-
lieve that this is often the case—the second indieation is hardly
less important.

Taking these two indications of treatment as your guide, what
means have you at command of fulfilling them, and what means
are the best adapted to this purpose?

The means of invigorating the general health are, exercise in
the open air, freedom from physical and mental exhaustion and
from anxiety, a simple and nutritious diet, a healthy state of the
digestive organs and of all the funetions—certain agents admin-
istered internally of a tonic character.

The means of guarding against local irritation of the lungs are,
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means of invigorating the comstitution. They must exercise
with moderation and with prudence. So injurious is the effect
of confinement, that I always advise patients in whom the dis-
ease is quite advanced, and even during the unfavorable season
in this climate, to go out into the open air as much as possible,
taking every precaution to guard themselves from exposure, and
I have often had reason to feel satisfied with this recommenda-
tion, which to some physicians might seem hazardous. DBut the
truth is, an invalid shut up in the house is liable to suffer from
numerous and unavoidable, although trifling exposures, which
another more accustomed to the open air would hardly feel.

Continued mental and physical exhaustion operate most pow-
erfully in deteriorating the vital powers, and thus exert a very
injurious effect on phthisical patients. The active pursuits of
business should all, if possible, be resigned, and the invalid
should make the improvement of his health his sole business.
An attack of tubercles in the lungs is no trifling matter, and
when the diagnosis is clearly established, the invalid can hardly
make too many sacrifices to regain, if possible, his health. Let
him then free himself from the restraints, the anxieties, the ex-
posure of business, and by cultivating a cheerful spirit, and en-
joying moderate and well-regulated exercise, or rest and quiet,
as the circumstances of his case may require, think only of his
health and comfort.

A question now presents itself. Is it better to inform a pa-
tient of his true situation, to let him know the worst at once ¥
It is difficult to give a general rule which shall apply to every
case. Some persons are very susceptible, and look wupon
being called consumptive as a certain doom. The effect of
knowing the whole truth on such minds is certainly injurious.
There is a black cloud before them wherever they go. Others,
again, possessed of more firmness of mind, more hopeful, or
more indifferent, as the case may be, will receive the intelli-
gence without being disturbed by it. As a general rule, I think
that it is best to let the patient know enough of the disease, to
regard it as something not to be trifled with or neglected, and
that every attention and every sacrifice that can be made to
health, should be perseveringly made. But it iz better not to
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is a great error. Cases, indeed, occur in which pulmonary con-
gestion, and perhaps inflammation, exist, and in which a rather
low diet, for a time at least, may be proper. Indeed, still more
active means of reducing congestion may be indicated, as blood-
letting ; but these are exceptional cases, and the advantage of
this treatment is but temporary, and the sooner the necessity for
it ceases, the better for the patient. The leading indication
should never be lost sight of for a moment. Yon must sustain
the patient ; and although occasionally circumstances may modify
this prineiple, it must never be forgotten.

‘When the disease is more advanced and the digestive powers
fail, great caution is necessary in regulating the diet. This is
the usnal course of things: The appetite first becomes some-
what impaired and capricious ; vomiting occasionally relieves it
from undigested food, until, at length, a low inflammation of the
mucous membrane ensues, which adds greatly to the discomfort
of the patient, by causing frequent nausea and vomiting, pain
in the epigastrium, and other symptoms less regular in their
development. This condition acts unfavorably upon the lungs,
by increasing the irritation there. Itacts upon them indirectly,
and perhaps still more unfavorably, by interfering with nutri-
tion. Thus, when your patient cannot digest his food well, he
usually declines rapidly, he suffers more from cough and from
expectoration, and, above all, from discomfort of mind, which is
the true attendant on dyspepsia. I, therefore, always look
carefully at the state of the digestive organs in phthisical pa-
tients. When the digestion is good, I endeavor to keep it so by
a perfectly simple and digestible diet. As the digestive powers
fail, I endeavor to limit the diet still more strictly. Generally,
a weak stomach will digest simple, nutritious food better than
what are called slops. But I would recommend to a patient to
use arrowroot or gruel, if this was the only kind of diet the
stomach could digest, rather than more substantial food, which
would oceasion vomiting and pain.

The use of stimulants in this disease, of wine, brandy, porter,
are often useful, but require much caution in their administra-
tion. In the early stage, they are seldom advisable. If the
digestion is good, if the patient can exercise freely in the open
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tage over the rest. Those that I would more particularly rec-
ommend are the iodide of iron, the Griffith’s mixture, and the
iron prepared by hydrogen.

A patient, then, in the early stage of phthisis, whose previous
state of health has been good, and whose constitution is naturally
vigorons, needs no stimulant or tonic, when his digestion is good,
and he can exercise freely in the open air. DBut if he be natu-
rally delicate and feeble, these remedies may be useful, even at
an early stage of the disease, and especially if he has been re-
duced by severe haemoptysis or by acute disease which has
passed away. In the advanced stage of the disease, these reme-
dies are more frequently required, when they, certainly, if used
with discretion, add much to the life and comfort of the sufferer.
They are useful when the stomach is simply weak and not
inflamed, when they are not followed by excitement, and
when the secretions of the alimentary canal are ina healthy
condition.

The influence of a residence in certain climates or regions of
country on the development and progress of phthisis deserves
also your most careful attention. The first advantage that a
change of climate presents is the ability to breathe a less irri-
tating atmo-spheré, and less exposed to sudden vieissitudes of
temperature. Dut this is not the only advantage. The endemic
diseases of the countries under consideration are equally im-
portant in their influence upon the disease. The extensive
experience we have already gained on this subject proves, con-
clusively, that regions situated in the same parallels of latitude,
and exposed, apparently, to the same meteorological influences,
present very different results in their influence on phthisis, and
that this difference is owing, in part, at least, to the prevalence
or not, of malarious diseases. It also seems probable that a
long-continued exposure to a tropical climate by a northern con-
stitution, exerts a far less favorable influence on the tuberculous
diathesis than was once supposed. Indeed, it seems to be estab-
lished, that when phthisis is well developed, a continued residence
in a tropical climate exerts a decidedly unfavorable influence.
Formerly, it was supposed that if a person predisposed to
phthisis, or with the disease actually developed, could reside,
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same fate will probably await him. If, on the contrary, he goes
to the East Indies, and particularly to Ceylon, or to the eastern
shore of the Bay of Bengal, his chances of life, so far as phthisis
is concerned, will probably be much increased. But will he
escape the prevalent tropical diseases of this climate? Will not
fever, or dysentery, or disease of the liver, carry him suddenly
out of existence? This is certainly a very important considera-
tion. Is it not avoiding the chances of immediate danger, for a
danger more remote, but equally great ?

For my part, I cannot see that permanent residence in a
tropical climate affords much chance of permanent benefit to
those predisposed to phthisis, or who are suffering from its early
stage. It certainly does mot to those in the advanced stage of
the disease.

But, if a permanent residence in a tropical climate is not to
be recommended to the phthisical patient, can he derive no ad-
vantage from a temporary residence? Will he not, by avoiding
the damp and chilling influence of our winter and spring months,
by a residence in a tropical climate at a season when malarious
disease is not prevalent, and when the heat is not oppressive,
escape in a degree both dangers, and thus materially improve
the chances of life? There can be no doubt of this, If proper
cases are selected, and proper management is adopted, great
cood will be experienced—Ilife will be prolonged, and some
cases, I believe, permanently cured.

What, then, are the conditions most favorable to the patient?
If the disease is in its early stage, if it is limited to one lung,
and to a small portion of that lung, if the disease is not heredi-
tary, if no local complications exist, and if the progress of the
case has been slow and with occasional interruptions, if the
patient has still considerable vigor of constitution, the case may
be looked upon as a favorable one. If, on the other hand, the
disease has commenced at a favorable season of the year, and
has advanced steadily and rapidly notwithstanding this circum-
stance, if both lungs are affected, or if the tuberculous deposit is
very extensive in one lung, if cavities exist, and the usual train

of secondary complications have ensued, then the case is un-
favorable,
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in the chest are compressed. Cancer of the substance of the
lung, indeed, produces sometimes the symptoms of pressure.
It certainly did so in the first case I have related, in which it
induced ecaries of the ribs and neuralgia, and also obstruction
in swallowing. In this mediastinal variety of the disease, the
tumor may compress the great vessels about the heart, and in-
duce eedema, and even the signs of valvular disease, or it may
grow and fill the whole cavity of the chest, and present the
physical signs of an empyema.

Let me illustrate this statement by two cases which have oc-
curred to myself.

A gentleman, forty-five years of age, of rather delicate con-
stitution, had been subject to a trifling cough for many years.
About two years before I saw him, he began to complain of
slight dyspncea, and of wandering pains about the chest. Dut
his general health was unaffected. Six months before I saw
him, he had an attack of severe pain in the left side of the chest,
which continued several days. Since that time the dyspncea
has rather increased, and wandering pains in the loins and
about the chest have continued. Ie attended, however, regu-
larly to his business. A day or two before I saw him, in at-
tempting to pull at a rope, he felt something snap in the ante-
rior portion of the left side of the chest. This was followed by
intense pain about the third rib, in front, with sub-cutaneons
effusion of air into the cellular tissue in that region.

When I saw him in consultation with Dr. Du Bois, the effused
air was nearly absorbed, and the patient complained of but
little pain in the chest. There was, however, considerable dysp-
noea. The patient was rather pale and feeble, the pulse was
only sixty-five in a minute, and no febrile symptoms existed.
On examination, the whole left side of the chest was dilated,
intercostal spaces as well as ribs, and it was universally dull on
percussion. The respiratory murmur was feeble. I formed the
opinion that a liquid effusion existed in the left pleural cavity.
After a time, I thought that I heard egophony, and I noticed
that the heart was pushed over to the right side of the chest.

I saw the patient again, after an interval of about four months.
He continued to linger, but attended more or less to his busi-
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pulmonary orifice is thirty-two lines, the diameter of the circle
is ten lines and two-thirds, and the height of each valve
ghould be five and two-ninth lines. The same caleulation will
give you the necessary height of the aortic valves—five lines.
Yon must be careful, however, to observe, if one segment of
the valve falls short of the requisite height, whether another
segment does not compensate for this deficiency by an in-
creased height. The auriculo-ventricular orifices being oval
instead of cireular, do not admit of this calculation with the
same exactness. This is unfortunate, because the valves of
the aorta and of the pulmonary artery are so irregular in
their shape, that you can frequently detect any insufficiency
by the eye alone, as the slightest deformity is perceptible.
This is mnot the case with the tricuspid and the mitral
valves,

‘When you examine the precordial region in the healthy in-
dividual, you will notice several things worthy of attention. By
placing the hand over this region, you will feel the heart beating
with a certain degree of force, not uniform for all individuals,
but capable of being properly estimated by the comparative
examination of many cases. The stethoscope, however, is a
better instrument than the hand in judging the impulse of the
heart. By the use of this instrument you can determine the
extent of the impulse, which is something very different from
the general jar communicated to the parietes of the chest, which
depends more upon the force of the action of the heart, and
upon the narrowness and elasticity of the thoracic parietes, than
upon the size of the heart. The true impulse is felt only over
the heart itself, and is a measure of its size. The shock seems
to come from under the stethoscope, and this ceases the moment
you leave the region of the heart, although the-general shock of
the parietes of the chest, more feeble and distant, may still be
heard even at a great distance from the heart. The true impulse
will be found to extend, above, as high as the third rib; below,
to between the fifth and sixth ribs; to the right, to the middle
of the sternum, sometimes beyond this point; to the left, to the
nipple. You can also measure the size of the heart by the
method of auscultatory percussion, introduced by Drs. Cam-
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erally judge of the proper dulness of this region, by the degree
of dulness over the central portion of the precordia.

I may remark, also, that in the healthy condition of both
heart and lungs, the respiratory murmur should be heard, more
or less distinetly, over the whole precordial region.

In examining the healthy heart, there is no fact of more im-
portance than that of ascertaining the point where the apex
strikes the ribs. If the patient is standing, this point will be
found uniformly between the fifth and sixth ribs on the left side,
and generally about an inch below and to the inside of the nip-
ple. The nipple, however, cannot be taken as a safe guide, as
its position is liable to vary. You must count the ribs. It sur-
prises me that authors have not dwelt particularly upon this fact
of the position of the apex of the heart. In my experience, it is
by far the most important fact among the physical conditions of
the healthy heart. I shall have frequent occasion to allude to
its great diagnostic value. .

When you listen to the action of the heart by applying the
ear to the precordial organ, you will hear two distinct sounds,
each followed by an interval of silence. The one, dull, prolonged,
accompanying the impulse of the heart and of course the con-
traction of the ventricles, is called the sysfolic sound of the
heart. The other, clear, short, and abrupt, accompanying the
dilatation of the ventricles, is called the diastolic sound. Be-
tween the first and second of these sounds there is a short, but
distinet interval of silence; between the second and the first
there is a longer interval. These sounds, with their intervals,
constitute what is called the #ic-fae of the heart.

The succession of the movements of the different portions of
the heart, and their connection with the sounds of the organ, are
now well established by experiments. The auricles contract
first. This is immediately followed by the systole of the ven-
tricles, the first sound of the heart, and the diastole of the au-
ricles. After an interval of repose, comes the diastole of the
ventricles, and with it the second sound of the heart. Then
comes a longer interval of repose, after which the succession of
movements and sounds is repeated.

Laennec really knew nothing of the mechanism of the sounds
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Bat if the first sound were simply valvular, it would be clear
and abrupt like the second sound, instead of being dull and
prolonged. That other elements of sound exist, there can be no
doubt. But what are they? For myself, I cannot conceive
how the heart can strike against the ribs with the force we know
it does strike, without generating a sound. If I strike against
the chest with the end of my finger, ever so gently, I generate a
sound: why, then, should not the apex of the heart, striking the
chest with equal force, also generate a sound? I believe that it
does. But then observers tell you that the first sound is heard
when the sternum and ribs are removed, although far more
extended observations are necessary to prove to my satisfaction
that the sound is not modified by this removal. There must,
therefore, be some other cause for the dull and prolonged sound,
independent of that caused by the striking of the heart against
the walls of the chest, something, in fact, in the heart itself.
Now there are two causes residing in the heart itself, which may
produce this result. Dr. Wollaston has proved that muscular
contraction generates a sound. This, then, may be an element
of the first sound of the heart. Again, it is in accordance with
the laws of physics that the rush of the blood against the walls
.of the ventricles, during their contraction, may generate a dull
sound. This, also, may be an element of the first sound of the
heart.

The sum of our knowledge of the causes of the sounds of the
heart is this. The first sound is compound, and caused certainly
by the tension of the auriculo-ventricular valves, and by the
striking of the apex of the heart against the ribs ; and probably,
also, by muscular contraction, and by the friction of the blood
against the walls of the ventricles.

The second sound of the heart is simple, and caused by the
tension of the valves of the aorta and pulmonary artery during
the diastole of the ventricles. This faet is fully proved by most
abundant and conclusive experiments.*

* The student will find a detailed aceount of the most important experiments
perforiaed to establish the mechanism of the sounds of the heart, in the Huw ].’q:#
Journal of Medicine and Surgery, for April, 1840,
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In examining the heart, it is important that the precordial
region should be fairly exposed to view. In males, it is better
to expose the whole chest; in females, delicacy requires yon to
allow a thin covering to the person; but even in them, you will
add to the exactness of your examination by cautiously exposing
the region of the heart. If a little tact is employed, you need
not offend the most serupulous delicacy, and yet gain all that is
desired. It is important, also, to select a uniform position of the
body for your examinations, as the heart is a movable organ,
and the best is, undoubtedly, the erect position. Let the patient
stand, with the shoulders resting against a wall, or if too feeble, let
him sit in a common chair. Many patients cannot lie down in an
advanced stage of heart disease without feeling oppression, and
prefer the erect position. If the patient lies upon the back,
the heart falls towards the spine, and the impulse, as well as
the sounds, become less distinet. If he lies upon the right side,
the heart falls, somewhat, in the same direction, and the relative
position of the organ to the sternum and ribs is, of course,
changed. In the erect position, indeed, the heart descends a
little; but if all your examinations are made in this position, no
error can be committed on this account.

In percussing the precordial region, the best pleximeter is the
forefinger of the left hand, and the best hammer, the first two
fingers of the right hand. The finger fits easily into the in-
equalities between the ribs. In females, and sometimes in
males, the accumulation of fat about the mammary region inter-
feres with percussion, but practice will enable you to make
proper allowances for this difficulty. But I need not now enter
into the details of percussion, having done this in a former
lecture.

The best method of examining the sounds and the impulse of
the heart, is the solid stethoscope. From comparative trials I
am inclined to think that this instrument is preferable to the
hollow instrument. But after all, perhaps, the best instrument
is the one to which you are most acenstomed. The stethoscope
i8 indispensable in your examinations of the heart. Without it
you cannot obtain a just idea of the extent of the heart's im-
pulse, or locate with precision the seat and direction of the
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LECTURE XXI1V,.

SIGNS AND SYMFTOMS OF DISEASED HEART.

Physical signs.— Displacements of the heart.— Influence of disease on the rhythm
and the sounds of the heart.—Mechanism of the blowing sound ; of the friction
sound—Rational sympioms of heart disease : palpitation, pain.— Constitu-
tional symploms : dyspnea; congestions, active and passive : pulse.

AN appreciation of the physical signs indicating a diseased
heart is, in the present state of our knowledge, quite as easy as
in the case of diseased lungs. But this has not always been so.
When you read the writings of Laennec, who is justly regarded
a8 the founder of auscultation, you will be surprised at the dif-
ferencein his knowledge of the physical diagnosis of cardiac and
of pulmonary diseases. So that, while he is still regarded as the
highest authority in the latter class of diseases, no well-informed
physician thinks of consulting him in relation to the former
class. I wish,at the present time, to bring before you a general
view of the physical changes which disease induces in the heart,
in relation to other organs in the chest, as well as in its own
structure.

In speaking of the medical anatomy of the healthy heart, I
have described its position and its relations to other organs. I
have spoken of it as a movable organ, capable of being sensibly
displaced, even by gravitation. It is also capable of being dis-
placed by disease. There is no cause that operates so frequently
or so powerfully in displacing the heart as a liquid or gaseous
effusion into the cavity of the pleura, especially of the left
pleura. I have frequently seen the organ pushed quite over to
the right of the sternwm, and that, too, without producing any
marked disturbance in its fanctions. The same accident may
result from effusion into the right pleural cavity, but the dis-
placement is then much less. I have also described a cancer-
ous tumor developed in the chest, which produced the same
result, but these cases are rare. It may also happen that a
deformity of the parietes of the chest will displace the heart,






BIGNS AND SYMPTOMS OF DISEASED HEART. 365

the right side of the heart is alone enlarged, the position of the
apex is not much displaced. This point of the heart, indeed,
may be regarded as belonging to the left ventricle alone.

The force of the impulse of the heart may be diminished as
well as increased by intrinsic, as well as by remote canses.
Thus a considerable effusion into the pericardial sae, will nearly
annihilate all impulse, by pushing the heart backward. An ad-
vanced stage of enlargement will produce the same result,
although in a less degree, by cooping up the heart, and the wear-
ing out of its nervous energy. A soft heart, a fatty heart, an atro-
phied heart, also, loses its impulse. The same result may also
follow from mere nervous exhaustion. I may remark, however,
that nervous exhaustion is still more apt to induce the contrary
condition, at least temporarily, when combined, as it usually
i8, with nervous excitement.

I have already stated that the impulse of the heart, both in
extent and in degree, is best measured by the stethoscope, and
that I prefer the solid instrument for this purpose. The limits
of the healthy impulse I have also already pointed out in the
preceding lecture.

Irregularity in the rhythm of the heart is not a certain indica-
tion of organic disease ; it may be caused by mere nervous irri-
tation. I have known it produced in a child from the over-action
‘of a cathartic, and I have noticed it every now and then in
typhoid fever, and in other diseases, without there being the
least reason for supposing any disease of the organ.

Indeed, you will every now and then meet with individuals
who have an intermittent action of the heart, either constant or
occasional, who seem to be in good health, and are free from
other cardiac symptoms. Yet an irregularity in the rhythm of
the heart should always draw your attention to the careful exam-
ination of that organ, and you will frequently be able to discover
disease. In acute pericarditis and in endocarditis, especially
when severe, or complicated with other acute internal inflamma-
tion, you will be apt to notice this irregularity ; also in advanced
cases of enlargement of the heart. I have observed that this
irregularity, which is by no means constant in the same case, is
induced by opposite causes. Thus, in one patient, exercise, ex-
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severity, and continue for a long time without organic disease.
In such cases, there is something in the history which should
lead you to suspect their true nature. The gradual develop-
ment of the symptoms, and especially their permanence and
constancy under the same circumstances, which mark organic
disease, are often wanting. It is the character of organic dis-
ease of the heart to progress, or at least not to retrograde, under
the eame circumstances. Active excercise especially aggravates
it. While in functional disturbance, the symptoms may disap-
pear even for a time, and return at irregular intervals. It isa
striking fact, that active exercise, which so uniformly acts tn-
favorably on the symptoms of organic disease of the heart, often
acts in precisely the opposite way in funietional disturbance of
that organ. Thus, it is not uncommon for the latter class of
patients to express themselves as feeling better after a long walk,
or after a journey, in which the mind and body have been ac-
tively engaged. The dyspncea, which forms so constant a symp-
tom in the organic cases, may be entirely wanting, at least at
intervals, in the cases of functional disturbance, or present itself
in so slight a degree as to occasion no inconvenience. Patients
thus affected will sometimes run up stairs, even withont diffi-
cult breathing, while palpitation and precordial distress are very
prominent symptoms. As a general rule, dropsical symptors
do not occur in these cases. I have noticed them occasionally
in cases of chlorosis, in the feet and legs, but I think never in the
serous cavities. While those symptoms, which are called ner-
vous, as painin the head, neuralgia in different parts of the body,
depression of spirits, coldness of the extremities, are often so
prominent as to add greatly to the sufferings of the patient. In-
deed, I am inclined to think that there is generally more dis-
tress in the cases of funetional disturbance of the heart, than in
those of an organic nature, at least during the earlier progress
of the latter cases.

But whatever doubts may have arisen in your minds during
the study of the symptoms of such cases, they should vanish at
once when you come to examine the precordial region. I have
already remarked that, in organic disease of the heart, symp-
toms do not usually attract much attention before enlargement
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tion. I have known it follow a fall, in which this portion of the
spine was affected.

Venereal excesses are a frequent source of disturbance of the
heart. Seminal emissions, from the habit of masturbation, are
often at the bottom of the difficulty, and much tact is necessary
to elicit the truth. The patient seldom makes a voluntary con-
fession ; indeed, he is sometimes ignorant of the true cause of his
symptoms. Such ecases wear a peculiar aspect, which will
awaken the suspicion of the experienced observer as to their
true character. The same symptoms are sometimes noticed in
married persons, where a husband of rather feeble powers is
united to a vigorous and exacting wife. Indeed, any cause tend-
ing to exhaust the nervous energies may lead to the same result.
The inordinate use of tobacco, or of strong coffee, long-continued
mental anxiety, undue mental effort, if united with sedentary
habits, will produce the same effect. I have frequently noticed
the same symptoms in students, especially towards the close of
the session, and which exercise and country air would soon re-
move. Finally, there are cases in which you may feel sure that
the disturbance of the heart is merely functional, but in which
the cause escapes you. The removal of the apprehension of or-
ganic disease, however, is a great relief, if not an important step
towards the cure of such affections,

Cases of chlorosis, when complicated with heart symptoms,
are those which are distinguished from disease of the heart with
the greatest difficulty. I recollect some time ago visiting a young
lady with a physician of this city, who was supposed to be labor-
ing under a disease of the heart, and indeed the symptoms were
very much like it. The patient was almost confined to the bed ;
she was pale and bloated, and complaining a great deal of palpi-
tation and dyspncea, and with the lower extremities very cedema-
tous. She had suffered from these symptoms, I think, for some
months, and she appeared like a person far advanced in organic
disease of the heart. Yet a careful examination of the precordial
region could detect no symptoms of enlargement of the heart.
Relying on this fact alone, I ventured to express the opinion that
the case was one of chlorosis, and recommended the free use of
iron. The patient soon recovered.
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has been impaired, his digestion imperfect, and his bowels de-

* ranged. He thinks that his breathing is a little oppressed in
going up stairs. One evening, after having felt as well as usual
during the day, and while he was sitting quietly reading after
tea, he was suddenly seized with a sensation like a flush of heat
in the head and in the chest, followed by violent palpitation
and by dyspncea, which did not continue longer than a quarter
of a minute, but gave way to a rapid, fluttering, irregular action
of the heart, accompanied by coldness of the extremities, and by
moderate dyspneea. There was no pain about the heart. When
I saw him, two hours after the attack, he was tranquil, his res-
piration easy, the action of the heart accelerated, but regular,
and with the impulse moderate in degree. A careful examina-
tion of the precordial region discovered no signs of enlargement
of the heart, no abnormal sounds.

The suddenness of the paroxysms in this case, and their ap-
pearance when the patient was most quiet, were certainly in-
dicative of functional disturbance, rather than of organic disease
of the heart. The suddenness of the paroxysm is not, however,
so diagnostic as the attack during a period of rest. For I have
seen, within the last year, two cases of organic disease of the
heart, both of which have terminated fatally, and in which a
post-mortem examination was made to confirm the diagnosis, in
which a sudden paroxysm of dyspneea was the first symptom of
disease of the heart that attracted attention. One of the cases
was that of a well-known comedian, who was suddenly attacked
while on the stage. In the other instance, I think the gentleman
had risen at night to open a window.

In the case that I will next detail, symptoms resembling angina
pectoris were present. The only cause for the symptoms that
could be detected, was a buxom wite, aided, perhaps, by too
great application to his trade. At all events, a treatment
founded on these suppositions was perfectly successful.

A baker, 30 years of age, a pale-looking man, enjoyed good
health until about seven years ago, when he began to be affected
by palpitation and by dyspneea. After a time he began to experi-
ence a gnawing sensation about the lower portion of the sternum,
extending across the base of the chest. Finally, the pain extended
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by lightning, he had noticed a remarkable ability to withstand
the action of eleetricity from the machine, but since that time
the least shock overpowers him. Ie continued to enjoy good
health until about four months ago, except that for several years
he had occasionally felt a soreness at the lower part of the ster-
num. Four months ago he accidentally slipped upon the ice,
and made use of uncommon efforts to recover himself. The
same night he was seized with severe symptoms resembling
those of angina pectoris. Ever since that time he has expe-
rienced pain and soreness along the spine between the shoulders.
The paroxysms of angina have continued to recur, and attack
him after unusual exertion or fatigue. They sometimes also oc-
cur when he is quiet in bed, and with equal severity.

He is seized with excruciating pain in the precordia, with
constriction. The pain shoots down the left arm, along the track
of the ulnar nerve, and occasionally, with less severity, down
the right arm. It is accompanied by numbness, by a sensation
of tingling, and by a temporary paralysis of the left arm; but
there is no lividity. He has noticed no sense of suffocatiom ex-
cept in two or three paroxysms, and compares the sensation to
that produced by the inhalation of nitric acid. During the
paroxysm, the pulse in the left radial artery becomes extinet,
and very feeble in the right radial artery. The paroxysms pass
away with a copious discharge of urine. He also complains of
more or less shooting pain along the intercostal nerves of the
left side, and lately the nerves passing up the back of the neck
to the head have been similarly affected.

The appearance of this gentleman was that of perfect health,
with this exception, perhaps, that the countenance was rather pale.
His digestion is good, his nervous system is not affected, except
locally, as just mentioned. The pulse was soft and feeble, and
stronger in the right than in the left wrist (this may be congen-
ital).* The sounds of the heart are natural. There are no signs
of enlargement, or of valvular disease. The action is feeble, and
occasionally intermittent.

* It is possible, in this case, that there may be a latent aneurism of the thoracic
aorta.
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LECTURE XXXII,

ORGANIC DISEASE OF THE HEART.

T'reatment of organic disease of the heart.— Treatment of enlargement of the heart
and of valvular disease.— Blood-lelting, purgatives, diuretics.— Diet and regi-
men.— Treatment of functional derangement of the heart.

Tux treatment of enlargement of the heart may be reduced to
the fulfilment of a single indication—that of equalizing the cir-
culation of the blood. In health, the heart may be regarded as
a regulatory by which each organ is made to receive its due sup-
ply of blood, and afterwards to return it to the general circula-
tion. The moment any portion of the heart becomes unequal to
the performance of its duties, whether this arise from increased
or from diminished power, a tendency to congestion in some
part of the system takes place. In many cases it is easy to
ascertain that both these causes of congestion exist at the same
time, that while the one portion of heart is forcing the blood
too rapidly into the system, another portion is obstructing its
progress. In most cases, it is probable that obstruction is the
primary evil, residing either in the heart itself, or in some re-
mote organ, and that increased action is the result. But it is
not always easy to establish the fact. Those organs which are
more immediately under the influence of the action of the heart
are the earliest to feel the effects of this congestion. Of these
organs, the lungs hold the first place, then the brain, then the
liver.

There are two modes of equalizing the circulation in cases of
enlargement of the heart. The one, direct, by diminishing the
amount of the circulating mass by blood-letting in some form ;
the other, indirect, by limiting the exercise of the patient, both
mental and physical, by a simple diet, and lastly, by relieving
the tendency to congestion in certain organs, by exciting the
functions of other organs in which no such tendency exists,
especially by purgatives and by diureties.
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from the arm is generally inadmissible, and even local depletion
fails to relieve. Yon must carefully diseriminate between cases
of the same disease in different stages of their progress. A worn-
out heart and an enfeebled constitution, do not bear bleeding ;
they require rather a tonic or supporting treatment. In such
cases, however, you can sometimes effectually relieve the embar-
rassed circulation and the effects of congestion, by calling into
activity the functions of remote organs which are not so liable to
congestion. Thus, by acting freely on the intestinal canal and on
the kidneys, you can often relieve the heart and other suffering
organs.

The effects of purgatives, especially of those of an active,
drastic character, in relieving the symptoms of congestion, are
often most happy to witness. They are useful in the early stage
of the disease, as derivative and depletory in their action, and
become useful adjuvants to blood-letting in many cases ; but it is
at a later period, especially when dropsical symptoms have en-
sued, that their effects are most happy. The full and free
operation of purgatives is often attended with a striking sensa-
tion of general relief, and its repetition is soon followed by a sub-
sidence of the dropsical effusion, by improved respiration,
happier spirits, and other indications of a favorable change.
Purgatives are less debilitating in their effects than blood-letting,
although they require much care in their use in weakened con-
stitutions, They hold a middle place, in this respect, between
blood-letting and diuretics.

The purgatives most commonly employed in this Hospital are,
the compound jalap powder, and the super-tartrate of potassa, the
Croton oil, and a pill of scammony and gamboge. The object is
to induce free and watery evacunations with as little irritation to
the stomach and intestinal canal as possible. The purgative
may be repeated every day, or every second day, or less fre-
quently, according to circumstances.

Elaterinm is a remedy much recommended as a purgative in
cases of enlargement of the heart, but I have not often found
it available, on account of the nausea and vomiting it is so apt
to induce ; so that, after repeated trials, I have been obliged to
give up its nse. When, however, it does not disturb the stom-
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ach, it will act most powerfully and effectively in removing
internal congestions, Indeed, so valnable have I sometimes
found it, that I have used the utmost care to guard against its
effects on the stomach, by administering it in very minute
doses, even in doses of the one twenty-fourth part of a grain, fre-
quently repeated, but still it has disturbed the stomach. I have
been informed, that if combined with a small quantity of opium,
and if rubbed up well with powdered gum-arabic, its unpleasant
effects on the stomach may be avoided. In a single case this
effect was not produced.

Another class of remedies much emplﬂj'ad to relieve internal
congestion and dropsical effusions in cases of an enlargement of
the heart, are diuretics. These agents are more slow in their
operation than purgatives, but less weakening in their effects.
They form the chief medical means of relief in the more ad-
vanced stage of enlargement of the heart, and at an earlier
period when much prostration exists. As a general rule, it is
well to precede their administration by the exhibition of a pur-
gative, or even by local blood-letting, if the case requires it.
While I wish you to guard against weakening an already ex-
haunsted patient by too free depletion, I wish you to be equally
guarded against that false weakness which is the result of op-
pression. The patient, if I may so speak, being kept down by
the weight that is upon him rather than by any real debility,
take off that weight, which is congestion, by abstracting blood,
by purgatives, and your patient rises up at once, refreshed and
invigorated. But do not mistake for this temporary depression
the real weakness which is the result of the general progress of
the disease, the gradual exhaustion both of the heart and of the
vital powers. Depletion will not relieve this, even temporarily,
but will add to it. The application of the more active means
of treatment to cases of enlargement of the heart, is a matter
of much tact and discrimination.

The diuretic most frequently employed in this Hospital
is, the compound squill pill—calomel, squills, digitalis, each
one grain—to be used twice or thrice a day. This is an old and
much used formula for dropsical effusions connected with dis-
ease of the heart. I have, however, found that it frequently
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salivated patients very early, and before its diuretic effects were
established. Experience has taught me, in such cases, to look
upon salivation as a most unfortunate occurrence. It compels
me to stop at once the use of the remedy. If it goes beyond a
very moderate degree, its effects are most injurious. It increases
the irritability of the system, it excites fever, it induces debility,
and, in every way, aggravates the unhappy condition of the
patient. Indeed, I am satisfied that I have seen more than one
patient with enlargement of the heart, hurried ont of existence
by being salivated profusely. This experience has induced me
to substiinte a grain of blue mass for the grain of calomel, and
even with this change, I feel obliged to watch patients very
carefully. It has appeared to me that dropsical patients are
very easily salivated.

It seldom happens that diuretic remedies are used singly.
Single remedies, however, sometimes exert great power; and
this, I think, is especially true with digitalis, It has been
much employed in the early stage of the disease, to quiet inor-
dinate action of the heart. That it does produce this effect is
very certain, but it cannot be long continued, owing to its poi-
sonous properties. As a diuretic, however, when the action of
the heart is not too feeble, its good effects are conspicuous, espe-
cially when given in the form of the infusion.

There are several old diuretic formul@ which have long been
employed in this Hospital with advantage. The Diuretic De-
coction, composed of squills, seneka, juniper berries, and a little
sweet spirits of nitre, is that most frequently employed. An-
other formula, much older, I believe, and very old-womanish,
but which is still, sometimes, very efficacious, consists of horse-
radish root, white mustard-seed, and rust of iron, boiled in cider.
I have, I think, improved this formula by substituting the ace-
tate of iron for the rust, and adding the acetate of potassa.
Another formula, of country origin, but which an experienced
practitioner informed me he had found more useful than any
other, is composed of milk-weed root, horse-radish root, dande-
lion root, mustard-seed, juniper berries, and elder bark, boiled in
cider. Other remedies have been found diuretic in these cases.
Parsley root, the seeds of the pumpkin and of the watermelon,
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broom-tops possess this reputation. The super-tartrate of po-
tassa is also much employed, especially, as it forms an agreeable
beverage. Fruits, especially melons and peaches; vegetables,
especially asparagus, possess diuretic properties which may be
useful. The Indian hemp is also sometimes employed with ad-
vantage. The iodide of potassium, given with the decoction of
sarsaparilla, is sometimes recommended.

The operation of diuretic remedies is proverbially uncertain ;
one remedy, or a combination of remedies, acting well in par-
ticular cases, while they appear to possess no power in appa-
rently similar cases. The cause of this may often escape you,
but you must take care that it is not your own fault. If the
system is not prepared for their action, they will not afford re-
lief. It may be that the system, especially the circulating sys-
tem, requires relief by previous blood-letting—it may be that it
first requires that its tone should be increased. In either case,
diuretics will not act. In the former instance, you have a ready
co-agent in the lancet, in local depletion, or in purgatives. In
the latter case, unfortunately, your means are neither so prompt
nor so efficacions. Exhausted nature will no longer respond
readily to the efforts of art.

You are taking a practical view of the symptoms of enlarge-
ment of the heart, when you regard them as tending to one re-
sult, inability to exercise. This remark embraces both mental
and physical exertion, and should never be disregarded, for a
moment, in the management of heart disease. Many patients
urge on their own destruction by an inattention to this fact.
Many cases even of sudden death are owing to active or violent
effort ; while if the patient is contented to move in the narrow
circle his disease allows him, he may hardly be sensible of dis-
ease at all. Persons suffering from the early stage of disease of
the heart may often enjoy life very highly, with proper pru-
dence, but if' they go one step too far, they are suddenly and
sometimes fatally arrested in their progress. The limit of ex-
ercise will, of course, vary in different cases; but it is safe to
say, that whatever excites the heart, or increases the dyspnoea,
is beyond the proper mark. Men engaged in active business
are frequently attacked with enlargement of the heart, and are

L
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reluctant to quit their customary pursunits. Yet they must be
urged to do so, and fortunate are they, if they are in sufficiently
eagy circumstances to render the sacrifice possible. An active
business man, who will retire to the country, perhaps oceupy-
ing his mind pleasantly with agricultural experiments and with
books, or in riding about leisurely in a carriage, will often not
only succeed in checking the progress of his disease, but so
mitigate his symptoms as hardly to notice their existence;
while the poor or less prudent patient, constantly exposed to
various causes of excitement, is rapidly hurried onward to a
fatal end, perhaps to a sudden catastrophe. Cheerful and mod-
erate exercise, however, is essential to the healthy performance
of the funetions in this as well as in other chronic diseases.

The same is true also of diet. A too generous diet should be
carefully avoided. It fills fhe blood-vessels, produces distension
of the stomach, and thus aggravates the symptoms. Patients
with enlargement of the heart almost invariably complain of
feeling worse after a full meal. In cases in which the heart is
active with a tendency to congestion, a very spare and rigid
diet should be enforced. This alone will often supersede the
necessity of blood-letting, frequent purgatives, and other more
active modes of reducing the system, and is a far better meth-
od of controlling the disease. A simple farinaceous diet is the
best in some cases, while a moderate indulgence in fish, and the
less nutritious kinds of animal food may be indicated as the
vital powers begin to fail. In advanced cases, the use of stimu-
lants even may be beneficial. DBut in all cases in which a more
generous diet is called for, you should proceed with great cau-
tion, limiting especially the quantity to that which the stomach
can easily digest without inducing symptoms of distension. A
very common, I think almost constant, symptom in these cases
is flatulence; and nothing will guard against its becoming a
source of great inconvenience, except a carefully regulated diet.
Hence many articles of vegetable diet, which otherwise would
fulfil very well the indication of controlling the action of the
heart, must be carefully avoided. The same remarks apply also
to the condition of the intestinal canal. The accumulation of
gas, of indigestible food, an overloaded state of the bowels,
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insensible, with stertorous breathing, and even with symptoms
of paralysis, that actual rupture of a vessel and hemorrhage have
ensued. There may be still only congestion present, which a
prompt bleeding will entirely relieve. The proof that no hemor-
rhage has taken place, is in the rapid recovery, especially from
the paralysis, which result does not usually occur, and never per-
haps perfectly, when the fibres of the brain have been ruptured.
Even when hemorrhage has occurred, blood-letting may still be
the best means of preventing its increase.

While recommending blood-letting in these cases, I must atlll
caution you against its indiscriminate use. It sometimes hap-
pens in apoplectic attacks, that the shock to the nervous system
is 80 great as to paralyze the circulating system. The pulse be-
comes feeble, the extremities cold. IHHere early bleeding is not
admissible. You must wait for reaction, and favor its appear-
ance by external and internal stimulants, and bleed perhaps af-
terwards, as the pulse rises and the skin becomes warm. DBut
there are cases, especially the more advanced cases, in which
general bleeding is never admissible. Leeches, or cups to the
temples or to the neck, may then be indicated, or free purgation,
especially by an active injection ; with frictions and counter-irri-
tation to the extremities,

Sudden pulmonary congestion is not often so urgent a condi-
tion as a similar affection of the brain; because, although pul-
monary apoplexy may occur, it is by no means so serious in its
consequences as cerebral apoplexy. Blood may undoubtedly be
effused into the air-cells, and yet these organs may recover per-
fectly their functions. But if abundant hsemoptysis oceur, it is
sometimes rapidly fatal. The mode of treating these cases is the
game as in cerebral congestion. Your chief remedies are blood-
letting, general or local, purgatives, and external stimulants. In
cases in which a sudden effusion of serum has taken place into
the air-cells, the same indications are to be fulfilled. Although, as
a general rule, pulmonary cedema indicates a more advanced
stage of the disease and less vital power than pulmonary apo-
plexy; the tendency is to dropsy or to passive congestion, rather
than to hemorrhage—the congestion is of a less active char-
acter.

33
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“exercige, tonics, are often indicated. Thus the means which
relieve one class of affections will aggravate the other. To treat
a case of chlorosis, of dyspepsia, of exhaustion from the habit
of masturbation, as if real disease of the heart was present, is
a sad mistake, yet not a very uncommon one. The aggravation
of the symptoms by improper treatment, will often lead the
practitioner to suspect an error in the diagnosis. DBut let me
repeat, in conclusion, what I have strongly insisted upon in my
former remarks, that the best source of diagnosis is in the
physical condition of the heart, in ascertaining whether any
signs of enlargement of that organ, or of valvular disease,
exist.

LECTURE XXXIII.

MISCELLANEOUS DISEASES OF THE HEART.

Carditis, or inflammation of the muscular substance of the heart.—Abscess of the
heart.— Induration.— Saftening — Fatty degeneration of the heart.—Rupture of
the heart.—Atrophy of the heart— Tubercles in the heart.— Dropsy of the peri-
cardinm ; symptomg—Air in the pericardium : symptoms.— Displacement and
malformation of the heart.—Polypi of the heart : symptoms and {reatment.
TraerE are several morbid conditions of the heart, which are

of rare occurrence, and are unattended by characteristic symp-

toms, which require at least a cursory notice; and which, al-
though entirely unlike in their nature, I shall introduce to your
notice in the present lecture.

In considering the inflamnmatory affections of the heart, I have
spoken only of endocarditis and of pericarditis. Js there such
@ disease as carditis, or simple inflammation of the muscular
substance of the heart? Laennec observes, that there is not,
perhaps, a single well-established case on record of general car-
ditis, either acute or chronic in its character. This opinion,
although now known not to be absolutely true, is yet so near the
truth, that T have been unable to find more than two cases
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remarkable that these abscesses are, almost uniformly, found in
the left side of the heart, and in the substance of the ventricle.
They lead to the formation of a false aneurism, which sometimes
attains a considerable size.

Uleeration of the muscular substance of the heart has also been
noticed in certain rare cases, both upon the external and upon
the internal surface of the organ. Laennec relates a case, in
which an uleer an inch in length, half an inch broad, and four
lines deep, affected the internal surface of the left ventricle.
This may have followed the rupture of an abscess.

There are, unfortunately, no symptoms or physical signs as
yet discovered, by which the existence of carditis can be diag-
nosticated during life. That it is not always fatal, at least in its
immediate consequences, is proved by the existence of the false
aneurisms which follow it. But in these cases, the inflammation
is no doubt limited in extent. There is every reason to suppose
that the disease, when general, is uniformly and rapidly fatal,
and with symptoms very analogous to those noticed in severe
cases of pericarditis and endocarditis, and that they present
nearly similar indications of treatment.

Induration of the heart, commonly partial, is sometimes ob-
served in post-mortem examinations. It is usual to find in hy-
pertrophy of the heart which terminates at a comparatively early
period of its progress, the muscular substance unusually firm and
red, giving the idea of simply increased muscular development.
But sometimes you will find even a horn-like induration, and
commonly without any change in the color of the part affected.
This has been attributed to chronic inflammation and to the de-
posit of fibrine among the muscular fibres of the heart.

In a case of this disease, affecting the right ventricle, the im-
pulse of the heart was increased ; while in another case, affecting
the left ventricle, the pulse was hardly perceptible, and irregular,
while the impulse over the precordial region was abrupt. The
patient was in a dying condition.

Very rarely, the muscular tissue of the heart has presented,
in eome portion, a ehange into a substance like cartilage, or even
into a bonelike substance. TLaennec quotes a case in which the
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There is, upon the table, a specimen of softening of the heart,
with rupture of the left ventricle near the apex, which illustrates
this form of disease. The specimen was presented to me by
Dr. Lasher, who also favored me with the following particulars
of the case. The patient was a retired sea-captain, seventy-three
years of age, a free liver, but not intemperate, and extremely
corpulent. IHe had previously presented some symptoms of
cardiac disease, and he had an irregular pulse. The day of his
death he had dined very heartily, and walked four miles immme-
diately after dinner, and became much fatigued. He was
attacked, during the afternoon, with sudden and severe pain in
the epigastrium, and with a disposition to vomit, When first
examined, the pulse was regular and of good strength. The case
was regarded as an attack of colic, and an emetic was preseribed.
But the pain continued, moving up a little higher to the pre-
cordial region, the pulse became feeble and irregular, and the
patient began to sink. He died suddenly, while raising himself
in bed, about twelve hours after the attaclk.

The post-mortem examination was made the next day, the
weather being clear and cool, in the month of April. The heart
was generally enlarged and flaccid, and of a pale slate-color.
Although removed within twenty-four hours after death, evident
decomposition had commenced. Near the apex of the left ven-
tricle, a portion, about an inch and a half in diameter, was of a
brownish-red color, very soft and broken down, and this con-
dition extended quite through the muscular substance. The
pericardium covering this portion was penetrated by three or
four apertures large enough to admit a small pea, and which
had more the appearance of ulceration than of rupture. Yet
there were no marks of inflammation in the pericardium, or in
any other portion of the heart. The pericardium was filled with
blood ; numerous atheromatous and ossific deposits were found
upon the aortic valves and in the course of the aorta.

The treatment of softening of the heart is tonic and support-
ing. In cases in which the tendency to softening is dependent
upon typhus fever, stimulants are indicated, as wine, brandy,
ammonia. When the general system is cachectic, or when
anemia exists, tonies, especially the preparations of iron, are the
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The cases which Laennec described as softening, with a change
of color compared to that of a dead leaf, were probably cases of
this fatty degeneration. The disease, even when extensive, does
not, according to Quain, affect equally every portion of the
organ, so that its surface appears marbled with palered and
yellow, and in different degrees, the yellow tint predominating
where the degeneration is most advanced. The consistence of
the heart also is diminished in different degrees in different
cases. Sometimes it is torn with the greatest facility, and the
torn surface may present a distinetly granular appearance. It
often exists (twenty-three times in thirty-three cases, Quain) with
enlargement of the heart. But, in some cases, the heart has been
found to be smaller even than natural.*

The influence of this condition nupon the heart, and upon the
gystem generally, is easily understood. The power of the heart
is weakened, and the consequences of obstructed ecireunlation
ensue. The symptoms of softening of the heart are those of this
fatty degeneration : dyspneea easily excited ; a tendency to faint-
ing; coma; precordial pain; angina pectoris; a feeble pulse;
dropsical effusions; and very frequently sudden death, often
from rupture of the heart. The impulse of the heart is feeble,
with or without the physical signs of enlargement of the
organ.

The conditions which seem to favor this affection of the heart
are such as tend to impair the nutrition of the organ. It has
frequently been noticed in connection with different exhausting
diseases, and it is still more intimately connected with local
causes which tend to produce the same result. Thus it has been
frequently found in connection with obstruction of the coronary
arteries from the atheromatous deposit, a form of disease which
may also be regarded as connected with a fatty degeneration, and
which I shall deseribe more particularly when Ispeak of aneurism

strated by their highly refractive properties, and by the action of ether upon them
when they have eseaped from the sarcolemma.”

* According to Dr. Quain, all parts of the heart's muscle are liable to this change,
but not equally so. First in frequency is the left ventricle, then the right ventri-
cle, then the right auricle, and least of all, the left auricle. It attacks the columna
carnes and the inner layers of the muscular fibre most distinetly.
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Corpulent persons are usually deficient in both mental and phys-
ical energy, and that independently of the unnecessary weight
they are obliged to carry with them. They are very different
from the “ bone and sinew” men, so well illustrated in our back-
woodsmen, whose endurance of fatigne and mental energy are
so remarkable.

The symptoms which attend this deposit upon the heart are
not marked, unless it amounts to a disease of structure, by com-
pressing the organ and attenuating the muscular fibre. Its
symptoms are then those of a weak heart—symptoms which I
have already indicated in speaking of softening of the heart,
and of the fatty degeneration of the organ. The same princi-
ples of treatment which I alluded to when speaking of a ten-
dency to softening of the heart, should guide you when youn
have reason to suspect that a tendency to fatty disease of the
heart exists.

Rupture of the heart is an occasional cause of sudden death
in heart disease. It may occur from softening of the heart, as
in the case which I have related; but it occurs, probably, more
frequently in connection with fatty disease of the organ. Mr.
Quain states, that it occurred in eight of thirty-three cases of
fatty degeneration, which he has analyzed; and in three of
fifteen cases of fatty growth upon.the heart. DBut sndden death
may occur still more frequently in cases in which the heart is
weak, from syncope. Rupture of the heart is generally com-
plete, and death soon follows, but it may happen, especially in
the fatty degeneration of the organ, that the internal fibres of
the heart alone give way, and thus a small cavity may be formed
containing a clot of blood, and communicating with one of the
cavities of the heart, until, finally, a false aneurism of the heart
itself is developed.

Rupture of the heart from wounds of the organ belong rather
to surgery than to medicine. It is generally supposed that al-
most instantaneons death follows this accident. DBut this is not
always the case. I recollect the case of a young sailor who was
stabbed through the left ventricle and the aorta near its origin
with a knife. He ran a considerable distance after the accident,
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intense than natural, and when unusual clearness on percussion
over the precordial region exists,

Atrophy of the heart, but with very different physical signs,
has been noticed in cases of old and thick false membranes cov-
ering the heart, also after long-continued and abundant liguid
effusions. In both cases the atrophy is the result of pressure,
and the symptoms and physical signs are those of chronie peri-
carditis.

Dubereles and eancerous deposits are sometimes found imbedded
in the muscular substance of the heart, or existing in the false
membranes of the pericardium. I have witnessed, I think, two
cases in which tubercles existed in the heart, but in neither case
have I any knowledge of the attending symptoms. I have never
seen a case of cancer of the heart. In speaking of cancer of the
mediastinum, I described a cancerons mass that was developed
around the origin of the great vessels that spring from the heart,
80 as sensibly to compress these vessels. The symptoms were
those of valvular disease of the heart; a very distinct blowing
sound, with the first sound of the heart, existed at the base of
the organ.

I will simply allude to the fact, that Aydatids, serous cysts,
and apoplectic effusions, have been found in the substance of the
heart. Ihave seen a case of the latter disease. The history and
the symptoms of these organic changes are unknown.

Diropsy of the pericardiwm is, in my experience, a very rare
form of disease. I have never seen it, except in connection with
enlargement of the heart, and with effusion into other serous
cavities. My observation agrees entirely with that of Laennec,
that when a considerable effusion of serum exists in the pericar-
dium, it exists at the same time, and still more abundantly, in
other cavities. Authors speak of an idiopathic effusion into the
pericardium, a simple excess of the serous secretion from irrita-
tion, but I have been unable to find a single recorded case.
There are, indeed, cases of pericarditis in which the effusion of
serum is abundant, while that of lymph is very trifling, but these
cases evidently belong to a subacute, or chronic inflammation
of the pericardinm,
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left in the fluid. It is also stated by Dr. Hope, that the impulse
is fluctuating. This also I have never noticed, and the gen-
eral impression among auscultators seems to be, that it is of rare
occurrence. Perecussion is an important aid in these cases. The
dulness over the precordial region is much increased in degree
as well as in extent, reaching sometimes as high as the second
rib, and extending laterally even beyond the nipple. The area
of dulness is sometimes conical in its shape, with the apex of
the cone upward; and on post-mortem examination, you may
find this to be the shape of the distended sac. In a case of chronic
pericarditis, in which the liquid effusion was enormous, the dul-
ness was noticed to recede an inch or more from the left side,
and to increase to the same extent on the right side, as the
patient turned from the left to the right side, and vice versa.
This will, probably, also be sometimes observed in cases of great
dropsical effusion. There may also be noticed a dilatation of the
precordial region, and an absence of the respiratory murmur.

It is a question how much fluid must exist in the pericardial
sac to become evident by a physical examination. Laennec
states that a pint is necessary ; but with the improved means of
physical examination, it is probable that a less quantity could
be easily detected. 1In a case that oceurred to me some time ago,
the quantity during life was, probably, less than this. The pa-
tient was a seaman, thirty-two years of age, who entered the
Hospital with the symptoms of enlargement of the heart. He
had been attacked with acute rhenmatism six years before, and
his cardiac symptoms had been noticed about a year before.
He had hydrothorax on the right side, and anasarca; the pulse
was accelerated, but regular. On examining the precordial re-
gion, the whole anterior portion of the left side of the chest ap-
peared more prominent than the right side. The dulness on
percussion extended an inch above and the same distance out-
side each nipple. On applying the hand to the precordial re-
gion, the action of the heart could not be felt, even at the apex.
No respiratory murmur was perceived over the body of the ven.
tricles. The patient lived nearly four months after this, the
tendency to dropsical effusion gradually increasing, and died
after a prolonged agony. The pericardium was found mueb dis-


















































































































































































































