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FIBROID DISEASES OF THE LUNG.

CHAPTER 1.
HISTORICAL ACCOUNT.

Fisroip Disease of the Lung has been known and discussed under
various names ever since the days of Bayle and Broussais, but
though frequently described, there can hardly be found any two
writers on this subject who agree as to the pathology and clinical
aspects of the disease. Thus, Sutton termed it * Fibroid Degenera-
tion,” and maintained it to be a constitutional disease, induced by
a special fibroid diathesis.* On the other hand, Corrigan before
this had deseribed another form of the disease under the name of
“ Cirrhosis,” which he held was of local and not constitutional
origin, and which anatomically had its chief seat in the interstitial
tissue of the lung. Owing to this wide diversity of opinion, the
nomenclature of the disease has been involved in much perplexity
and confusion. Each writer, holding his own particular views
as to its morbid anatomy and pathology, adopted that terminology
which seemed to him to convey most accurately the main idea
of his belief. Hence arises the multiplicity of names for these
processes taking place in the lungs.

Some authors—e.g., Laennec and Stokes—gave a fairly complete
account of the disease, while describing another morbid condition
which was closely associated with it. Both these authorities, in
giving illustrative cases of dilatation of the bronchi, described
fibroid conditions of the lungs, which they believed to be either
secondary to the dilatation, or indeed, of accidental origin.
Others, among whom may be mentioned Grisolle, Chomel, Charcot,
Andral, and Wilson Fox, styled the affection * Chronic Pneu-
monia,” notwithstanding the doubt existing in their minds as to

* Thus adopting the view promulgated by Handfield-Jones.
A



2 FIBROID DISEASES OF THE LUNG,

the chronic condition succeeding the acute. Some of the names
were applied on account of the colour and texture of the lung
when invaded by this process. For instance, Bayle called it
“ Melanosis ”; Addison, “Grey Induration”; while Corrigan,
supposing the disease to resemble the poly-lobular changes in the
liver, gave to it the name of * Cirrhosis.” Handfield-Jones
discussed the whole question of a constitutional fibroid change
taking place in the different tissues of the body, and applied to
it the term * Fibroid Degeneration.” Sutton also gave it the
same name, and in common with Handfield-Jones regarded it
essentially as a degenerative process, in which the lung substance
proper was replaced by a tissue of lower formation. Iunergensen
and Rokitansky held it to be really an interstitial inflammatory
process, in other words, extra alveolar, and preferred to call it
“ Interstitial Pneumonia.” Drs. Hughes Bennett and Wilson Fox
maintained strongly the view that these processes were in reality
tubercular, or the result of cured tubercle.

In 1868, Sir Andrew Clark drew attention to the subject in a
paper read before the Clinical Society, in which, whilst asserting
that when invading the lung and accompanied by cavities, it was
a phthisis in the strict acceptation of the term, he acknowledged
the main features of the change to be a fibrosis, and gave it
the name of ¢ Fibroid Phthisis.” By this title the disease is now
generally known in this country.

We have then for this disease the names of “ Fibroid Phthisis,”
“ Fibroid Degeneration,” ¢ Cirrhosis,” ¢ Chronic Pneumonia,”
« Interstitial Pneumonia,” ¢ Grey Induration,” and * Melanosis.”

The acceptance of the doctrine of Laennec, which, expressed in
brief, regards every cheesy mass as tubercular, soon divided
observers into two classes: (1) those who believed that the
primary cause of this Fibroid Phthisis was tubercle, and (2) those
who believed that although fibroid phthisis was in some degree
almost invariably connected with tubercle, it might, and indeed,
did have an origin quite independent of tubercle.

Literature.—In examining and reviewing the literature
devoted to this subject, it must be borne in mind how far back in
medical history some of the accounts are to be found, and the
difficulties in the way of writers of those times. We must
remember that the first of them had no stethoscope, that physical
examination in his day was but little developed, and that post-












6 FIBROID DISEASES OF THE LUNG.

mto a cartilage-like, fibrous material. The upper lobe was slate-
grey in colour, and the lower as white as tendon. The bronchi
were everywhere dilated. The fourth case was that of a man,
aged 41, who had suffered from cough, expectoration and
dyspneea from infancy; latterly, he had fever, diarrhcea, night
sweats, emaciation, and h@moptysis. There was contraction of
the lower part of the left chest, with bronchophony and mucous
rhonchus. After death, the right lung was found to contain
many areas of induration. The left lung was traversed by dilated
bronchi, which were especially numerouns in the lower lobes.
The intervening pulmonary tissue was condensed, firm, and, in
some parts, wholly cartilaginous, forming one mass with the
““degenerated envelopes.” Of these four cases of Laennec—the
second, third, and fourth, are undoubtedly fibroid; indeed, the
third case is as typical an example as can well be imagined of
that form of fibroid disease known as * cirrhosis.”

In another part of the work, speaking of chronic pneumonia,
Laennec regarded the condition as decidedly rare, but admitted
that, though rare, it did sometimes follow the acute variety. He
mentioned two forms of chronic pneumonia, a red and a grey
induration. Elsewhere, in treating of tubercle he described the
induration so often observed around tubercles and tubercular
cavities, under two forms, the grey tuberculous infiltration, which
was tough, smooth, of the consistency of cartilage, and eventually
broke down into caseous tubercle; and the jelly-like, tuber-
culous infiltration ¢like unto an unusunally viscid cedema,” but
which also broke down into caseons tubercle. In opposition
to the views of Andral and Chomel, who believed this zone of
grey tuberculous infiltration to be nothing more than chronic
pneumonia, Laennec held that though often mistaken for such,
it was yet in reality tuberculous.

It will be seen from his cases, that among the symptoms
presented by individuals affected with bronchial dilatation,
Laennec gives long-continued cough and expectoration with
heemoptysis, and later, diarrhcea, hectic, wasting, and sweating,
with occasional cedema. We gather then, from Laennec, some
well-described cases of fibroid induration of the lungs occurring
often with dilatation of the bronchi, with thickened pleura and
contracted lung, and with the occasional presence of cavities.
We think we may assume with later writers, that the condition
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10 FIBROID DISEASES OF THE LUNG.

the emphysema of the right lung to be more of a primary, than a
secondary, condition. The trifling emphysema of the left lung he
adduced in favour of this view, maintaining that also to have been
the remains of a widely spread emphysema of the left lung. All
this condition he ascribed to the result of bronchial dilatation. He
did not attribute the whole process to the effects of fibroid disease
of the left lung, and were this case to be described now, it could
hardly pass under any other denomination.

Corrigan.—A year after this account was written, another Dublin
physician, Sir Dominic Corrigan, gave a very minute and precise
account of a form of fibroid disease, in the Dublin Medical Journal
of 1838. Corrigan described a disease which resembled phthisis,
but which he strenuously maintained was not phthisis. He sought
an analogy in the changes taking place in the liver, to which the
name ““cirrhosis ” is applied, and believing the same agencies to be at
work in the lung as in the liver, he proposed to style this disease
“ cirrhosis of the lung.” Corrigan taught that the main feature
of cirrhosis was a formation of fibroid tissue in the interlobular
septa of the lung, and around the bronchi, which tissue, in growing,
gradually replaced the pulmonary substance, and finally contract-
ing, drew apart the walls, and so dilated the bronchial tubes. Thus
the dilatation of the bronchi was merely secondary to the fibroid
process taking place in the lung. The lung thus became very
much diminished in size, and eventually consisted only of fibrous
tissue and dilated tubes. Corrigan’s idea of cirrhosis was, that 16
was primarily an interstitial process, and had nothing to do with
the alveoli of the lungs. According to him, there are three
structures in the lung which favour the contracting process:
1, “ cellular tissue ”; 2, * the fibrous envelope of the lung ”;
3, “the elastic tissue of the bronchi.”

He gave three complete cases illustrating this condition; two of
them came under his own observation, whilst the other was that
which has already been quoted above, when speaking of Laennec’s
cases. Besides these, he mentioned instances of several other
persons who, at the time of his paper, were still living.

His first case was that of a child. Three months before, it had
contracted influenza, and at the autopsy, the left lung was quite
sound ; there were no tubercles to be seen anywhere; but the
right lung, when cut into, presented the appearance of being
intersected with white bands of fibrous tissue, and the bronchi



1 = 1 1 L1y | | L .
o 5y 1 1 -,




12 FIBROID DISEASES OF THE LUNG.

differ in their appearance, colour, and power to become organised—
the uniform albuminous kind being most highly organised, the
granular form showing little or no tendency to become so, and the
grey variety being capable of only partial organisation. Addison
maintained that the uniform albuminous induration never was, and
never did become, tubercular. He held that the other two varieties,
although sometimes becoming tubercular, nevertheless did often
undoubtedly occur uncomplicated with tubercle. According to
him, this affection, when occurring without tubercle, was dis-
tinguished from ordinary phthisical lesious in three ways: 1, by
evidence of past inflammation, derived both from the history of the
patient, and the puckered and adherent condition of the pleurse
and lung; 2, by being found most commonly in the lower lobes,
whilst tubercle generally occurred in the upper; and 3, by the
total absence of tubercle in other parts of the body. Later on, he
maintained that these indurations might soften, become caseous, or
break down into cavities; and quoted cases where caseous deposits
were associated with induration, but in which no trace of tubercle
existed. Addison also gave accounts of cases of tubercle on the
way towards organisation, surrounded more or less by the darker
forms of this induration. Under the designation of *pneumonic
phthisis,” he narrated several cases of typical fibroid disease, in
which the autopsies showed indurations, dilated bronehi, with
usually no cavities, and never any tubercles; whilst under the
title of * tuberculo-pnewmonic phthisis,” he clearly laid down the
coincidence of reparative indurative changes, surrounding, and
associated with tubercle. which changes, resulted from pneumonic
inflammation ; but he drew no distinction between cases originally,
or only secondarily, tubercular.

Whilst discussing the pathology of phthisis, Addison again
reverted to the indurations left behind by a pneumonia; and
stated his firm conviction that whether they occurred in tuber-
culous lungs or not, they had the same origin—viz., in pulmonic
inflammation ; and he considered these indurations might .take
on the course of scar tissue; in other words, they might slough,
soften, break down, form cavities, become calcareous, or remain
more or less fully organised and quiescent. Lastly, in speaking
of physical signs, he believed that chronic induration with dilated
tubes could not be distinguished, by signs alone, from tubercular
phthisis.
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All through Addison’s works, one is constantly meeting with
cases which were diagnosed and looked upon ordinarily as cases
of phthisis; yet which, owing to the tenacity wherewith this
writer followed up his observations to the end, led him to the
firm conviction that cases did occur which, though presenting
many, if not all, the physical signs of tubercular phthisis, yet
differed from that disease, before death, in their chronicity, in
the absence of wasting and sweating, and a/ffer death, in the
appearances met with at the post-morfem examination. The
symptoms which Addison found mostly associated with these
conditions were those of chronic bronchitis, such as cough and
expectoration. Sometimes, there was hemoptysis, but rarely
was there so much constitutional disturbance, in the way of hectic
and emaciation, as in the ordinary forms of phthisis. The
physlcal Slgns most common were those of an unresolved pneu-
monia—~viz., mdesprea.d infiltration, consolidation, and excavation.
He was struck, in one or two cases, with the very wide extent
of the physical signs, and the paucity of constitutional symptoms ;
and this is exactly in accordance with modern ideas.

We must not leave Addison, without searching his writings
for some opinion as to why these changes and conditions should
occur : why one case of pneumonia should completely resolve,
and another remain more or less unresolved, and tend to undergo
either organisation or degeneration. Concerning this point,
he says that pneumonias have a tendency to remain unresolved
in persons of cachectic and strumous constitutions, or who are
in a state of debility or low vitality, and that afterwards the
unabsorbed exudation becomes more or less organised. But
he offers no explanation why in one case there should be a large,
and in another a small, amount of the indurative and reparative
processes. Indeed, from his writings, one would be led to take
it as his opinion, (1) that pulmonary indurations were almost always
the result of pneumonia or of pulmonic inflammation of some
kind, at first free from tubercle ; and (2) that when found with
tubercle, the latter had become engrafted secondarily.

Grisolle, writing in 1841, in his well-known work on Pneu-
monia, regarded the condition of pulmonary induration as due to
chronic pneumonia, and divided it into two classes: 1, The simple
form, which occurs independently of any other condition; and
2, the tubercular form, which occurs around crude tubercles and
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deciding which is the initial change, the abscess and gangrene,
or the induration.

With regard to the extent to which chronic pneumonia may
occur, Grisolle had seen it invade part or whole of a lobe, or
a whole lung, or even affect both lungs to a greater or less
degree,

Grisolle did not think the induration favoured bronchial dilata-
tion, although he allowed that the latter affection occurred with
chronic pneumonia; he criticised the opinion of Durand-Fardel
adversely, and held that the dilatations probably preceded the
induration. Again, althongh Grisolle admitted the pleurz to be
often affected, yet he would not allow them to be more so in the
chronic than in the acute variety. Lastly, he regarded cirrhosis
as essentially the same -change, and distinctly stated that in the
condition he was describing, there was absolutely no tubercle
in the diseased or in the sound lung.

Grisolle’s is mostly a pathological description; and beyond
stating that when the disease is well established, the chest wall
falls in, he says little or nothing about the cause, physical signs, or
symptoms. So, too, we gain but little with regard to the ante-
cedents of this condition, except his statement that syphilis may
give rise to similar changes, and that this lesion may be caunsed by
working in carbon, or other forms of irritating dust.

The indurations around tubercles he considers to be due to
chronic pneumonia, often, of course, becoming infected and
breaking down with the tubercle ; but he does not regard them as
primarily tubercular, as does Laennec,

Hasse.—At about the same period, Hasse published his “ Patho-
logical Anatomy,” which was afterwards translated in the pub-
lications of the Sydenham Society. In speaking of chronic pneu-
monia, Hasse says: “There is a state after acute pneumonia, in
which the air-cells fail to recover themselves, the effused substances
becoming amalmagated with the parietes of the alveoli, This
obliteration of the cells is connected with vasenlar development in
the effused product. The lung then gradually shrivels ; the walls
of the thorax sink in, and dilatation of the bronchial tubes
results.” Chronic pneumonia he held to be rare, and scarcely
ever seen as a sequel to acute pneumonia, Hasse assented to
Andral’s teaching that red and grey induration were nothing more
than chronic pneumonia, and remarked that in the few instances
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he had seen, the indurated portions of the lung were at the base
and tubercles at the apex. Hasse then goes on to quote Hope and
Andral, who said that “chronic pneumonia is a slowly
developed hypertrophy of the septa of the lobules, attended,
during the period of augmented vascular activity, with a
depnsitiuq of albuminous matter in the interstices of the pulmonary
substance. The septa are thus thickened and eventually become
cartilaginous.”

There is, perhaps, not much that is new in this account, but it
admits both an interstitial and an intra-alveolar origin, which is
more than had been granted by previous authors.

Rokitansky.—>Still more decided views upon the subject are
taken by Rokitansky, in his great work, published in 1849. He
there says that chronic pneumonia is very rare after the acute
disease, and that, even when acute pneumonia runs a chronic
course, the process is essentially different from that taking place
in interstitial pneumonia. Speaking of interstitial pneumonia, he
stated that, although the air-sacs were frequently implicated, yet
the interstitial tissue proper was the chief seat of the process, it
being infiltrated with an albuminous substance which became
organised, and in time formed a dense fibro-cellular substance.
This condition he thought most common in the upper lobes. '

In the two.preceding accounts, we hear for the first time (with
the exception of Corrigan’s paper) of the process being in the main
an interstitial one, although the air-cells may and do become
secondarily affected.

Handfield-Jones.—In 1854, several books appeared, each
dealing directly, or indirectly, with fibroid degeneration taking
place in different tissues of the body. Reviewing these books in
an elaborate and thoughtful paper, entitled ‘* Fibroid and Allied
Degeneration,” in the DBritish and Foreign Medico-Chirurgical
Review, Dr. Handfield-Jones sought to link together the fibroid
processes going on in the body, and to assign them all to a general
constitutional cause. Where one organ alone was attacked with
fibroid change, he held that it was but a local manifestation of a
general disease. The fibroid disease of the liver, termed cirrhosis
that of the kidney, known as interstitial nephritis; the fibroid
condition met with in the pericardium, heart, and valves; the
various forms of degeneration taking place in the brain, and the
chronic changes occurring in the lungs and pleurs, were, according
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HISTORICAL ACCOUNT. 1

the bronchial tubes, lobules and thickened pleura, and had appa-
rently begun there, and thence extended in all directions until the
cells themselves were filled up and obliterated.

Sutton thought that the cheesy masses referred to above, were
cansed by a degenerative metamorphosis of the fibroid tissue, due to
imperfect nutrition. The same cause was assigned to the forma-
tion of cavities at the apices of the lungs, and elsewhere. From
the cases quoted in support of his views, it appeared that the
sufferers were well-built persons. There was generally a history of
intemperance, and winter cough had supervened for years. Inthese
cases there was little wasting ; the appetite remained good ; there
was an absence of intestinal disease, and the immediate cause of
death seemed to be capillary bronchitis, pleurisy, or broncho-
pneumonia. Finally, Sutton addunced six reasons for not regard-
ing this condition as one of * scrofula ”:

Microscopically, there were well-formed cells.

Cheesy matter is not proof positive of scrofula.

. Patients were well-built.

There were no tubercles, except granulations.

No tubercular disease of the intestines.

Different tissue was affected to that involved in scrofula,

hen o B o

Recalling how often the lung change was associated with similar
changes in the liver, heart, and kidney, Sutton inclined strongly
to the belief in a fibroid diathesis, and thought that in order to
convert this diathesis into actual disease, an exciting cause,
generally to be found in excessive spirit-drinking, was necessary.
The disease was prone to occur in the middle and advanced periods
of life.

The microscopic account given in this article is in the main exact,
and substantially correet. On looking through the cases, however,
supplied by Sutton, one can hardly come to any other conclusion
than that many of them were cases of chronic tubercular phthisis
with a large amount of fibroid tissue superadded; and again, his
arguments against scrofula would hardly be accepted now. It
seems reasonable to suppose that Sutton was describing in reality
the fibroid element of chronic tuberculosis. Yet the fibroid state
he described, though taken from tubercular cases, is identical
with the process going on in cases without this complication.

Clark.—In 1868, Sir Andrew Clark gave a detailed description
of a case of fibroid disease of the lung, and whilst admitting the
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the lung in all directions, but chiefly following the course of
the bronchi and blood-vessels, and running from the thickened
pleura. The intervening lung was hard, resistant, and in some
positions presented caseous masses and some small cavities. Long
irregular cavities were also found running from the root towards
the periphery, lined with cheesy matter, and one of them resembled
a dilated bronchus. Some of the bronchi were dilated ; but they
were not generally so; their mucous membrane heing “thick,
vascular, ulcerated, and villous.

The microscopical appearances of portions of the lung were as
follows: Some of the air-cells were emphysematous and atrophied,
others were filled with an amm‘phﬁus material, showing but little
fibrillation, and containing for the most part no cells, though
occasionally a few were seen chiefly against the walls of the alveol,
and pus-like or epithelial in character. The fibroid material
presented the characteristics of more or less well-formed connec-
tive tissue, and was noticed to be most abundant around the
vessels and tubes, and springing from the pleura on the surface
and between the lobes. The walls of the blood-vessels were
observed to be distinetly thickened, (the thickening appearing
mostly in the external coat), and some had become impervious.
Sir Andrew Clark considered that the changes were due to a fibroid
degeneration of normal textures, and that there was no independent
production of fibroid tissue in the alveoli themselves, they being
invaded from without by the ever-increasing interlobular tissue.
Speaking generally, he believed that when the disease was non-
tubercular, nearly always one lung only was affected, and the base
more commonly so than the apex.

In speaking of the physical signs, he laid great stress npon the
almost universal occurrence of contraction of the chest, and dis-
placement of the heart towards the affected side. And with regard
to the symptoms, he insisted on the importance of recognising the
absence of marked constitutional disturbance and hectic ; the slow
progress of the cases with the occasional supervention towards the
close of cedema, albuminuria, and diarrhcea ; the last of which he
congidered to be due, in some cases, to a non-tubercular ulceration
of the intestine,

Wilson Fox.— This observer wrote an article on chronie
pneumonia in Reynolds’ System of Medicine.  The views in that
article were based on an analysis of 39 cases, of which 22 were
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as to the formation of bronchiectasis, and proceeded to distinguish
cirrhosis from tubercular affections, and also from bronchiectasis.
In order to mark the difference between cirrhosis and this latter
affection, he instanced the different ages at which they occur.
Twenty-six out of 43 of the cases of bronchiectasis occurred after
the age of 6o years, whilst almost two-thirds of the cases of eir-
rhosis were found between the ages of 15 and 40 years. Further,
Dr, Bastian considered it almost always the rule to find one lung
only affected in cirrhosis, while this rule by no means held good in
bronchiectasis. Lastly, he stated that heemoptysis was more
frequent in cirrhosis than in bronchiectasis, and that whereas the
former affection 1s more common in males, the latter falls with
greater intensity upon females.

In treating of the minute anatomy, anthors are quoted as
writing on the same disease under different titles, as we have
seen before in our review of their researches. Attention is drawn
to the fact that they all agree as to the occurrence of a fibroid
metamorphosis, which may be chronic from the first, or occur as a
sequel to acute pneunmonia. Dr. Bastian was inclined to agree
with these authors in the main, but objected to the terms used.
Thus, whilst he agreed that the process described by Rokitansky
and others, under the title of interstitial pneumonia, would give
rise to this condition, he objected to the word pnenmonia being
employed, since in it there is no pneumonic exudation. Similarly,
although he admitted the process described under that name, he
objected to the title of chronic pneumonia, in that the process—

1. Pathologically, is quite distinct from pneumonia.

2. Though sometimes a sequel to it, is yet quite different.

3. May arise independently of any pneumonia, and

Lastly, that there is no inflammation, but simply the formation of a new
overgrowth.

It does not appear that Dr. Bastian does away altogether with
inflammation as part of the process, but he points out most clearly
that this cirrhosing process differs essentially from ordinary in-
flammation, in that there is no destruction of the granulation or
lymphatic tissue first formed, but that it is organised, and persists
as a developing, fibroid growth. Likewise he distingunishes it from
a degeneration, becaunse a new tissue is formed, not an old one
degenerated. This is true in a measure, but, as has been before
remarked, this new tissue is formed at the expense of the more
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Lastly, those instances in which the pulmonary artery is noted
as being narrowed, atheromatous, plugged, or entirely obliterated,
are the very cases which have advanced to such a degree of con-
traction, that the lung has become a mere appendage, imparmeahle
to air, useless and unused.

Tuergensen.—An extremely instructive article written 'hf,r
Iuergensen, appears in Ziemssen’s Cyelopeedia of Medicine, under
the title of * Interstitial Pnenmonia.” Tuergensen perceived the
difficulty of dogmatically defining the process, and truly says that
the greater part of this difficulty lies in the fact that interstitial
preamonia never occurs as an independent affection, though, as an
accompaniment of various common bronchial troubles its occurrence
is fairly frequent.

He mentions the two schools of opinion as to the formation
of bronchiectasis, the one led by Laennec and the other by
Corrigan—the former regarding it as the primary, the latter as
the secondary, affection. Further on, we gain some information
with regard to the causation of lung induration. Inergensen is
definitely of opinion that chronic bronchial catarrh is capable of
setting up interstitial changes, either through the decomposition,
and resulting irritating character of the secretion, or even by its
gimple chronicity. In conmection with this point, he instances
the common occurrence of this affection in the lungs of  those
exposed to the inhalation of irritating forms of dust. With regard
to the formation of the interstitial changes, he adds the still more
interesting explanation, that it is due to impaired function, and
lymphatic flow, in a lung where the interstitial fissue is blocked
by more or less irritating foreign bodies. This is a new thought
as to the causation and perpetuation of this process, for, we can
understand that a lung or a portion of a lung, bound by adhesions,
or in any way prevented from undergoing its normal movements
and expansion, will be placed at a disadvantage as to its recovery,
if it should become inflamed or catarrhal, and thus the interstitial
changes may be originated. Moreover, when once started, the
resulting impairment of lymphatic flow will still further tend to
perpetuate that change. Iuergensen gives the age at which this
affection .most commonly occurs as between 40 and 60; but
says that it nearly always originates in childhood, from which we
gather that it often takes some years to arrive at such a pitch as
to cause symptoms. Catarrhal pneumonia in connection with
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measles and pertussis occurring in childhood, he regards as by far
the commonest antecedent. When the disease begins later in life,
pleurisy and bronchitis are, according to him, the chief causes, and
he admits croupous pneumonia and syphilis as occasional ante-
cedents. According to Iuergensen, tubercle may be deposited
secondarily, but the induration may exist for a long time without
its supervention. The most usual position for the induration is
at the base, except when it ocours with primary tubercle, and then
it takes the position commonly assumed by that affection, at the
apex. The resulting contraction of the lung and falling in of the
chest, and the displacement of viscera, are noted. Attention is
drawn, as the case progresses, to the usual supervention of cardiac
hypertrophy, congestion of the spleen, liver and kidneys, which
Iuergensen says are often fatty, but rarely amyloid.

Turning to the clinical aspects of the case, the absence of the
ordinary symptoms of phthisis is noted—the good nutrition, the
absence of fever, the good, slow, pulse, associated with many
symptoms which are met with in that affection, such as the chronic
cough and expectoration.

According to this author, death may ocecur from exhaustion,
dropsy, dyspncea, or from an attack of acute disease in the already
narrowed respiratory tissue, or even from a fatal attack of hsemo-
ptysis. In conclusion, Tuergensen states that he never hesitates
to exclude ordinary phthisis, if there be great physical or mental
activity, or a steady and vigorous action of the heart, and he
regards the absence of fever also as an important point in the
diagnosis between these two affections.

Powell.—In 1869, Dr. Douglas Powell reported three cases in
the Transactions of the Clinical Socicty (vol. vi.), under the title of
¢ Phthisis with contracted Lungs,” which are worthy of note.

Case 1., aged 40, was admitted suffering from severe hamo-
ptysis, from which he rapidly died. The history showed that one
of his brothers had died of phthisis. Personally, he had suffered
from cough for six years, had had pneumonia a year ago, and his
first attack of heemoptysis had oceurred six months previously, since
which he had had several subsequent attacks, for the last of which
he was admitted into hospital, and during which he died. A% the
autopsy the left lung was found to be contracted, with the pleura
thickened, in some places to as much as half an inch. Long
irregular cavities, which were thought to be dilated bronchi, were
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to be seen running in a direction from the root to the periphery of
the lung, and there were also tubercular granulations, and much
increase of fibroid tissue throughout this organ. The right lung
was enlarged and emphysematous, there was no thickening of the
pleura, neither was there any increase of fibroid tissue, but a few
tubercles were found at the apex. The heart was found dis-
placed ; the intestines were not examined. Microscopically, por-
tions of the left lung showed much increase of fibroid tissue, with
the alveoli collapsed, their walls much thickened, and for the most
part empty, or at any rate remarkably free from the large granular
cells of epithelial pneumonia. In commenting on this case, Dr.
Douglas Powell was of the opinion that it was one of old arrested
tuberculosis, or one of interstitial pneumonia in which fresh
tubercle had supervened, and he distinguished it from * cirrhosis,”
because in it, there were the physical signs of excavation. But we
must remember that, although the signs of excavation are not so
common in “eirrhosis” as in other forms of fibroid disease, neverthe-
less they do sometimes occur, and this distinction would not hold
good in any way when all the different forms are taken into
consideration, for in them the signs of excavation, due either to
cavities or dilated tubes, are the rule and not the exception.

Case II., aged 38, having no history of phthisis in the
family, had suffered from an acute illness five years previously, the
nature of which was unknown, and had subsequently had an attack
of pneumonia, six months before, since which time he had been
definitely ailing. The signs here were those of contraction of the
left side of the chest, with those of excavation. The heart was
displaced, and there was a mitral systolic bruit. There were also
signs of slight disease of the right apex. There was no albu-
minuria. He improved and gained weight, but the disease seemed
to increase on the right side.

Case Ill., aged 57, having no phthisical taint in the family,
had had a subacute attack of either pleurisy or pneumonia eight
months previously, not severe, and running a chronic course.
Here there was no hmmoptysis, and the signs were those of con-
traction of the left side, with excavation at the level of the second
intercostal space in the axilla. The heart was displaced, and there
was albuminuria. There was also in this case very doubtful early

_ disease at the right apex.
"~ In all these cases, from the contraction of the chest and from
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the Pathological Society, the subject, so far as advancement is
concerned, has slept.

Indeed, in text-books, the stereotyped descriptions of the disease,
as given by Corrigan and others, have been followed closely. It
is impossible to quote at any length all the opinions of writers who
have touched on the subject in these latter years, nor would it be
necessary, since they have drawn their opinions largely from the
authors to whom we have already referred at length. - The opinions,
however, of some of them may with advantage be epitomised.

Fagge, in his text-book described the disease under the name
of cirrhosis, and seemed to be of opinion that, to use his own words,
“in all but an insignificant minority, the so-called cases of fibroid
phthisis are nothing but an advanced stage, or a very chronic
form, of a disease that is really tubercular.”

Dr. C. I. B. Williams and Dr. C. T. Williams, in their work
on Consumption, give two modes of origin, one from pleurisy and
interstitial pneumonia, another from chronic pneumonia, resulting
from the inhalation of particles of dust. They hold to the belief
that the disease is essentially tubercular, and maintain that
tubercle bacilli can be detected in the sputum. They quote
Watson Cheyne and Percy Kidd, as having found in these cases
no bacilli in the fibroid tissue, but in large quantities in the
cheesy masses, found after death in the lungs. In the second form,
that arising from the inhalation of dust, Dr. Williams states that
multitudes of bacilli are generally to be found.

Dr. Eustace Smith, in his clinical studies on Disease in Children,
gives some very typical cases of this disease, and assigns the chief
cause to pleurisy and catarrhal pneumonia. He believes both the
interlobular tissue and the vesicles to be the seat of the morbid
process, and further gives cases in which ulcerative destruction of
the fibroid tissue is set up, constituting fibroid phthisis,

Peacock and Greenhow, in the Transactions of the Pathological
Society, give interesting cases of lung disease induced by the
inhalation of irritating dusts, Many of these were undoubtedly
tubercular, having been set going by the irritating dust ; but some,
on microscopical examination, appeared to present all the characters
of chronic pneamonia cansed by the irritation. Greenhow relied

* on a cool skin, quiet pulse, and a wheezy asthmatic cough, to dis-
tinguish this disease from tubercular phthisis. Peacock held that
if a man had an hereditary predisposition to tubercle, his occupation,

P






CHAPTER II.
ON THE TERM ‘ FIBROID PHTHISIS.”

TrrovGHOUT this book, as well as upon other occasions when
writing upon the subject, we have employed the term ¢ Fibroid
Phthisis ¥ ; and, as it has been widely discussed, inaccurately appre-
hended, and adversely criticised, we regard it as a duty to ourreaders
to explain the term and to justify its retention.

Assuredly, to invent names and apply them to ill-defined, in-
coherent, and unstable groups of facts and phenomena, is an
offence against scientific method. But, on the other hand, to refuse
a distinetive appellation to well-defined, coherent, and permanent;
groups of facts and phenomena, of which certain characteristics may
be universally predicated, is to violate an imperative scientific
duty.*

What then, are the criteria of a specific distinction P

. Ifagiven group of facts and phenomena is well defined, if it pos-
‘sesses sufficient unity and continuity of history, if its constituents
are interrelated and coherent, if it responds in the same general
manner to its environments, if throughout its course there can be
always predicated of it what cannot be predicated of any other group,
then the framing of a specific distinction is not merely justifiable
but imperative. :

Next in importance to the criteria of distinction come the con-
ditions of naming. There are at least three. (1) The name
should be simple and intelligible; (2) it should be formed out of
the unchanging physical characteristics of the group named; and
(3) it should neither convey nor suggest any hypothetical explana-
tion of ifs nature. Due attention to these conditions would exert
the happiest influences upon the course and character of scientific

* “Where a certain apparent difference between things (although perhaps in
‘itself of little moment) answers to we know not what other differences pervading

not only their kmown properties, but properties yet undiscovered, it is not

optional but imperative to recognise this difference as the foundation of a specific
difference." (Mill's Logic; Book I. o. vil. § 4.)
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discussion, and greatly promote the progress of clinical knowledge.
We fear it is mainly to disregard of them, and to want of precision
in the use of language, that we owe our present controversies
about this subject, and the personal bitterness which they sometimes
beget.

Let us now apply these considerations to the employment of
the term Pulmonary Phthisis. By this term is meant that
assemblage, progression, and relation of signs and symptoms,
associated with or dependent upon, the ulcerative or suppurative
disintegration of more or less circumscribed, non-malignant con-
solidation of the lungs. This term neither suggests nor conveys
any hypothesis ; it is framed out of the physical characteristics of
the group of facts requiring to be named; it may be predicated of
this group throughout the whole of its history ; it is both con-
venient and intelligible in use and application ; it enables discus-
sions to be conducted without misunderstandings; it has the
sanction of immemorial usage ; and, whatever the direction which
knowledge in its progress may take, the term “ pulmonary phthisis ”
may remain for ever unchanged.

It will be here observed that the term ‘ Phthisis” is a generic
one ; for it is assumed that there are more kinds of consolidation
than one; and it is contended that if there be consolidations
differing in their nature, in their origin, in the signs and symptoms
associated with them, in their relations to their environments, in
their course and complications, in their duration and issues, it is
a scientific duty to distinguish them ; and it is, to say the least of
it, a scientific retrogression to huddle them together under one
name.

We are not unmindful of the fact that it is seriously con-
tended by some persons of experience and eminence that,
underlying the assemblage and progression of signs and symp-
toms to which we give the name of * Phthisis,” there is but
one form of pulmonary consolidation, and that, that form is invari-
ably and truly tubercular. We cannot believe that this conclusion
has been formulated in the light of any sound and extensive
clinical experience ; and even in the narrower, and sometimes
misleading, light of pathological anatomy, we fail to discover
by what facts and reasonings, a judgment could be established
in such conflict with common experience, and doing such vielence
to the canons of scientific procedure,
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THE LARGER GROUP,

Origin insidious and seemingly consti-
tutional.

Fever more or less continuous from
first to last.

Features of subject delicately moulded ;
manners refined ; nervous.

Body spare ;
pointed.

fingers slender and

Heart small, quick, frequent, weak, and
rarely much displaced.

Cough frequent, hacking, percussive,
rarely paroxysmal, unaccompanied
by vomiting ; occurs indifferently
thronghout the day.

Sputum usnally purulent, eclotted,
nummular, discrete but variable ;
always contains tubercular bacilli,

Chest long, flat, narrow, and seldom
very unsymmetrical.

Urir_le seldom albuminous,

Secondary affections commonly tuber-
cular.

Recurring sensations of illness and
exhaustion, Unequal to the ordinary
duties and enjoyments of life.

Lasts from two to five years, often
hereditary.

THE SMALLER GROUP.

Origin in some local inflammation,
traumatic injury or specific fever.

Except at the beginning, rarely fever
throughout its whole course.

Features of subject full or heavy ;
manners unrefined ; not nervous,

Body seldom spare ; fingers clumsy ancl
sometimes clubbed.

Heart of full size, often enlarged,
characteristically slow, and uauau]r
much displaced.

Cough infrequent, usually Eamx]ramal
and often accompanied b‘_r vomiting,
sometimes by vertigo ; occurs mostly
in the morning,

Sputum commonly watery or frothy, or
muco-purulent and diffiuent ; rarely
discrete ; sometimes foetid ; never
contains tubercular bacilli.

Chest usually broad and deep, variously
retracted and unsymmetrical.

Urine almost always, at some time,
albuminous.

Secondary affections commonly con-
gestive or hyperplastic,

Usually continuous good health and
strength ; unless exceptionally and
towards the end, equal to the ordi-
nary duties and enjoyments of life,

Lasts from five to fifty years;
if ever, hereditary.

seldom,

The consolidations in the lungs of the patients constituting the

larger group of cases are mmpﬁsed invariably of tubercular bacilli,

of “tubercles,” and of the various other structural changes which
they bring about.

The consolidations in the lungs of the patients forming the
smaller group of cases are composed almost entirely of fibroid
tissue of different grades of organisation, and of some other
inconstant structural changes brought about by derangements and
interruptions of the local currents of blood and lymph.

To hboth groups the term ¢ Phthisis” may be applied, if we
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be admitted severally as the starting-point of the disease, yet ib
must be remembered that, when we have an opportunity for
examining the lung, there is often nothing to tell us in whzft
precise site the morbid process first began : all three of the locali-
ties being invaded to an almost equal extent.

In describing the morbid anatomy of this disease, it will be well
first to give a systematic account of the results of the autopsies in
general, and then to narrate the actual changes in each particular
case, pointing out as we proceed, wherein we differ from the de-
scriptions given by other workers in this subject.

The rarity of opportunities for making autopsies in these casesis
perhaps one reason for the great want of agreement to be observed
in the results of post-mortems already published. An observer
may quite easily go for a number of years without being fortunate
enongh to obtain an examination of the viscera after death. It
is often the case that these patients, after attending for years at a
hospital, and finding themselves no better and no worse, at last
cease coming altogether, and then by accident, the fact is learnt
that they have died some time back. But although the number of
autopsies is small, yet, when the infrequency of the disease is
taken into account, it must be admitted that there is a sufficient
number of them on record to allow of a fairly definite pathological
picture of the disease, as seen post-mortem, being drawn.

Conformation of the Chest.—The general conformation of
the chests of people who have died of fibroid disease is good, if we
except the extreme contraction of one side, which is almost always
present. There is, as a rule, found a thick covering of muscle, and
often a fair quantity of subcutaneous fat. The cartilaginous por-
tions of the ribs, especially those of the first three, are generally
caleified, and require to be cut through with bone forceps.

Appearances on removing the Sternum.—On removing
the sternum, instead of the heart and anterior mediastinum coming
at once into view, the anterior edge of the least affected lung, im-
mensely hypertrophied and very emphysematous, can be seen occupy-
ing and stretching across the anterior mediastinal space. The heart
is altogether lost sight of, being drawn away and displaced along with
the mediastinal tissues, towards the diseased side. It may here be
noted that the heart is not simply twisted on its axis and drawn
to one side or the other, but the anterior mediastinum as a whole
is drawn over to the affected side, The hypertrophy of the least
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affected lung is so extreme in some cases, that its anterior edge not
only reaches across the mediastinum, but rextends far into the
opposite side of the chest. Indeed, one case is quoted in which,
in addition to other signs, there was evidence of a cavity at about
the third or fourth rib on the left side, about an inch away from the
sternum. At the antopsy, it was found that this cavity was in the
anterior edge of the otherwise sound right lung, which had ex-
tended over so as to take the place of the contracted one. At
times the anterior edge of the least affected lung is found to
extend only a few ‘lines across the mid-sternal line; but there can
almost invariably be noticed some encroachment of the least
affected lung upon the mediastinum. The diseased lung is found
occupying the posterior part of the cavity of the chest, and lying
more or less towards the spine. The heart is bound tightly to the
lung by firm fibrous adhesions uniting the pleura and external sur-
face of the pericardium together, Sometimes the adhesions are so
old and close that the lung has literally to be * cut out.”

The Pleura, in cases of fibroid disease, may be said to be
thickened to a greater or less extent in all cases. Most descrip-
tions pieture the pleura as being enormously thickened even to the
extent of half or three-quarters of an inch. This may un-
doubtedly be so in some instances, especially in that form known
as cirrhosis; but in many cases the pleura, though increased in
thickness, is not markedly so, and in some others it appears to
be almost unaffected. The extent of pleural thickening seems to
bear no relation to the duration of the disease, for in two examples
which have come under our notice, although the cases had lasted a
long time, yet the pleura was only increased to about one-eighth of an
inch. Altogether, judging from the cases which we have observed,
the pleura is not nearly so thick as in cases of chronic tuberculosis of
the apex, where it is no uncommon thing to find it measuring from
a quarter to a half inch or even more in thickness. Whether the
thickness of the plenra affords any help in the solution of the
question as to the starting-point of the disease, cannot be deter-
mined ; it would, however, be reasonable to suppose that if the
disease started in that situation, the pleura might show evidence of
involvement to a greater degree than other parts of the lung.
However that may be, the pleura is almost universally thickened,
and if one part of it is thicker than another, it is that which lies
over the area of most extensive disease in the lung. On the cut
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surface, the interlobular bands, much increased, can be seen dipping
down into the lung from the deeper layer of the visceral pleura ;
giving the appearance of thin, white lines.

The Pleural Cavity is generally obliterated by tough fibrous
adhesions, binding the two surfaces together. If the whole lung
be diseased, the whole cavity is obliterated ; if only a localised area
is affected, usually that portion of the pleural cavity opposite the
disease is closed up; but the cavity is sometimes entirely effaced
without the whole lung being fibroid. Sometimes on section
of the pleura there are seen cyst-like spaces, the walls of which
are smooth. The origin of these is doubtful, but probably they
are caused by the irregular way in which the bands of fibrous
tissue become attached to the pleural surfaces; some adhering
closely; some leaving loops and spaces, and enclosing in their
meshes masses of soft lymph, which have become imperfectly
organised. This condition of things is well shown in Dr. Coats’
Pathology.

Size of the Lung.—The size of the lung varies considerably.
In some cases its dimensions may be slightly decreased only; but
in others it may be contracted to the size of the closed fist. In
other instances of partial involvement of the lung by fibroid
disease, that part affected (whether it be a lobe, or a part of a lobe)
is contracted and shrivelled to a very small size, while the rest of
the lung fills up the whole of the:pleural eavity, its size having
increased by compensatory emphysema. Why, at times, there
should be great diminution of size, and at others scarcely any, is
not at all clear. Duration of the disease will not offer a sufficient
explanation. For, in one case coming under our notice, where the
disease had lasted fifteen years, there was little or no departure
from the normal size of the lung; while in another, where the
disease had lasted just as long, the lung was no larger than the two
fists. The solution of this problem must be sought for in the
conditions under which the disease arises. The real cause of the
contraction in the bulk of the lung depends upon the amount of
contracting fibroid tissue therein. The wasting of the lung might
possibly be rendered more easy by the diminished resistance due
to softening of the chest wall, during the time the process was
most active. If contraction of the lung set in and proceeded in
early life, when the thoracic parietes were easily capable of yield-
ing, it is probable that there would be a greater chance of the
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lung becoming diminished in size, than if the process began later:
in life, when the thorax was firm and fixed. But whether the cases
coming under observation bear out this suggestion is difficult to
say ; to speak with any degree of certainty would require a very
long and patient investigation of this point.

In infinitely rare cases the fibroid change appears to be almost
exclusively confined to the interlobular spaces, and in such cases,
when the surface of a section of the lung is examined, it is seen to
be much contracted, and to present the appearances of a true
cirrhosis. A case of this kind is, or was recently, to be found in the
Musenm of the Royal Naval Hospital at Haslar.

The amount of compensatory emphysema in the lung is another
point upon which its size depends. Where the disease is partial,
emphysema may well take place, so that little diminution ensues.
The position of the greatest amount of fibrous tissue also affects
the contraction of the lung. For the purposes of the production of
a decrease in the size of the lung, fibroid tissue is more effective if
it is placed mostly in the interstitial tissue around the’bronchi and
vessels, and in the pleura, than if it is found in greatest excess
in the alveoli themselves. This being so, one would suppose
that the lungs of those cases which arise out of an attack of
pneumonia would show less evidence of withering than those
which had their origin in bronchitis and pleurisy. To this pro-
pnsltmn, ]].GWE‘FEI, a positive answer cannot be given. Lastly,
the situation of the disease might affect the resulting contraction.
Disease more or less localised to the apex would produce less
contraction than disease localised at the base, or affecting the
whole lung. Be that as it may, it is important to bear in mind,
that extreme diminution in the size of the lung is not an invariable
concomitant of fibroid disease. That the lung is in all cases smaller
than natural cannot be doubted; but for it to reach a size no
larger than the closed fist, is a condition which, from our own
observations, would seem to be of great rarity.

Consistence.—A fibroid lung is firm, tough, dense, and leathery
to the touch; and in consistence resembles india-rubber. When
pressed tightly between the fingers, the organ retains its shape and
does not pit on pressure, unless emphysema and cedema be present.
Throughout the lung can be felt lumps of harder texture than the
surrounding tissue, which on section will be found to be dilated
tubes, masses of fibroid tissue, or caseous nodules. The normal
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external conformation of the lung is not greatly altered, but the
division of the viscus into lobes is lost; the interlobar fissures
being bound together, adherent, and cﬁmplete‘ly obliterated b_}r the
results of old pleural inflammation and thickening. The density *nf
the lung is much increased, and small portions of it, where its
texture is of the closest consistence, sink in water. At other parts,
where the process is mnot so complete, there is enough sound
pulmonary tissue to allow of its floating.

On cutting into the organ, the tissue resists the knife, and, in
some instances, a distinctly cartilaginous and grating sensation
is obtained. The appearances seen on the cut surface depend
very much upon the extent of the disease. If the fibrosis be very
advanced, the lung seems to be made up almost entirely of
fibrous tissue, dilated bronchi, and thickened vessels ; the cut ends
of which stand out prominently, all lung-tissue having disappeared.
If not so advanced, the lung has the appearance of being inter-
sected in all directions by white fibrous bands, dividing its tissue
up into lobules and marking it out into planes. If carefully
inspected, the fibrous tissue will be found in largest amount
around the bronchi ; and it can be followed up to the root of the
lung, where often all the elements forming it are encased in fibrous
tissue. Frequently, in parts of the lung not greatly affected with
fibroid disease, a considerable amount of emphysema can be seen.
Often the edges of the lung contain bulle of large size. This
emphysema is in the truest sense of the word compensatory, and
is found only in those parts of the lung where the intimate
pulmonary tissue is not already destroyed by the overgrowth of
fibrous tissue. Emphysema of this kind never seems to attain
large dimensions, and cannot for a moment be compared with the
enormous hypertrophy which is the rule, rather than otherwise,
in the least affected lung.

Compensatory emphysema in these cases is often a genuine
hypertrophy, without atrophy in any form whatever. True
emphysema, when present, may often be caused by obstruction of
the blood-vessels ; for this condition of true emphysema has been
experimentally produced by one of us, by the injection of minute
particles into the pulmonary vessel, :

Colour.—The colour of the lung, when cut into, is a matter
of considerable moment. Authors, as a rule, have spoken of
the lung in this state as being deeply pigmented. The black colour-
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Ing matter is said to be most in evidence beneath the pleura,
in the interlobular spaces, and in the bronchial glands; in other
words, thickest in the regions occupied by the lymph channels
of the lung and their appendages. They go on to describe the
lung as looking quite black in extreme cases, and exuding on

pressure a black, inky juice, which stains the fingers. The
~ colouring matter, they maintain, invades all portions of the
organ, and presents a uniformly black appearance. In other
cases, where there is only a slight amount of pigment, it is
deseribed as having the appearance of dotted lines scattered all
over the lung in the situations mentioned above. This is a per-
fectly appropriate deseription of the colour in very many cases
of fibroid disease, but it does not by any means apply to all cases
without exception. The mere fact of fibroid disease being pre-
sent 1s not sufficient reason to account for pigmentation. One
must seek in the antecedents of the case for the caunse of the -
dark colour of the lung. A man who has spent his life in a coal-
mine, and who has fallen a victim to fibroid disease brought on
by long-standing bronchitis, will almost certainly have his lungs
blackened extensively by pigment; and this concomitant is due
to the accident of his surroundings. But another case of fibroid
disease, which has begun after an attack of pneumonia or broncho-
pneumonia, and which has lived far away from any influences
likely to produce pigmentation, will, at the autopsy, present lungs
which, though quite as unmistakably fibroid as the other, yet
contain hardly more colouring matter than normal. Of course,
the fact that the lymphatics are blocked and obliterated by
inflammation, renders it impossible for the dust in the inspired air
to pass through and become absorbed.

Some lungs affected with fibroid disease contain even less
pigment than normal. The pulmonary substance has a greyish
hue, and in some places is almost white. This light colour is
produced by the large amount of white fibrous tissue closely
packed together, and the absence of blood. When more sparsely
scattered, the fibroid change appears as thin white lines, as has
been before mentioned. Sometimes again, the lung has a siaty-
grey appearance. In one case we examined, the organ in its
anterior portion was of a light buff colour, in the posterior and
basal portions slaty-grey, and all the pigment that could be seen
consisted of a few spots, distributed evenly all over the lung.
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The Bronchial Glands are always enlarged to a varying
extent. They may be hard, and covered by a thick fibrous
envelope ; on section they may be seen to be overrun with fibrons
growth, and here and there may be demonstrated pigmentation.
Nevertheless, fibroid changes in the glands, as far as our autopsies
go, are the exception rather than the rule. It is rare, according
to our experience, to find caseating centres in the glands, The
fibrous overgrowth spreads out in the form of white lines inter-
secting the gland, or is seen as circumscribed masses. The
bronchial glands are not, perhaps, so large as in cases of tubercu-
losis, and, so far as has been ascertained, they do not appear to be
softened and cedematous, as is so often observed in bronchial
glands enlarged as the result of tubereulous deposit.

The position of the lesion in the lung has been variously
described by preceding authors. Some have spoken of the apex
as being the commonest situation for this affection, others have
just as precisely indicated the base as being the most frequent
site for fibroid disease, while in many instances no special locality
of the lung has been claimed as being most liable to it. Now,
although it cannot be said that fibroid disease favours invariably
any particular part of the lung, yet, from the cases we have
collected, and the post-morfem examinations we have been able
to perform, great support is given to the belief that the middle
and base of the lung are the common seats of this disease.
Indeed, it is not too much to say that fibroid disease affects the
middle and base just as constantly as tubercular disease does the
apex, and that those cases in which the summit of the lung is
primarily attacked, must be taken rather as exceptions which
prove the rule. Even when the whole lung is overrun with
fibroid tissue, the process is most advanced at the middle and
base, and whereas in a tuberculous lung all gradations may be
traced from the old, dry, cavity at the apex, to the recent fresh
miliary granulations at the base ; so here one may make out the
complete fibroid metamorphosis at the lower parts, passing up-
wards in successive stages, until at the apex there is found newly
formed fibrous fissue, or healthy lung. Again, when the disease
passes over to the other lung, it is not the apex which is first
attacked, but generally the basal parts. These opinions are
borne out by many observers, but it should be mentioned
that Sutton, Rokitansky, and Laennec held that the common
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seat of the disease was the apex. So much are their opinions at
variance with the generally accepted views, that it might almost
be thought they were dealing with cases of chronic tuberculosis,
in which the fibroid formation predominated.*

As seen by the naked eye, two forms of fibroid disease may be
distinguished.—a diffused form and a circumsecribed form.
The fibroid tissue may be more or less evenly diffused over the
whole lung or parts of the lung, or it may appear as well-defined
masses varying from the size of a pea to that of a filbert. These
masses are hard, and consist of fibroid tissue. Sometimes, though
rarely, they have small spots of softening in their centres. The
intervening lung-tissue shows increase of fibroid material. By
gsome authors this condition is termed modular cirrhosis, and is
thought to be really aggregations of tuberculons matter, which
have taken on a fibroid change ; in this form the bronchial tubes
do not seem to be much dilated.t But the diffused form is the
common one, and presents appearances such as have been described
in-this chapter.

Cavities and Caseous Deposits.—At times, though rarely,
one meets with cavities and small areas of caseons softening, in
addition to the appearances already described. We do not mean
to include, in the term cavity, those vomicse which are formed
by the dilatation of a bronchial tube, but simply those which are
produced by the softening and liquefaction of deposits, and those
rare cases in which the walls of the bronchial dilatation have become
completely destroyed, and have resulted in the formation of a
cavity.

A discussion as to the true nature of these cavities and caseous
deposits is of great importance, for whatever conclusion is arrived
at will go far towards deciding the question of the dependence of
this condition of fibrosis upon tuberculosis. The presence of ex-
cavation is by no means constant in fibroid lungs. In three cases
that have come under our notice, although the lung was cuf in all
directiong, yet in one of them not a vestige of a cavity could be
found ; and in the other two, at last, after a diligent search, a 1.511.1&11
cavity in each was observed, about the size of a bean, containing
caseous matter.

* In consequence of this distribution a rule may almost be formulated that
. contraction in the lung extends from the periphery towards the root.
+ Ziegler, Pathological Anatomy,
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There is a cavity—narrow, sinuous, and brunch:ed, irregular,
imperfectly lined, and bloody—which is usunally qllliia'fr?e from
caseous matter. Such cavities sometimes take their origin in small
bronchial tubes by ulceration spreading along them, which destroys
the bronchial walls and lining substance. Now there can be no
doubt that the majority of writers have admitted the existence of
breaking down and caseation in fibroid lungs. Some of them
attributed it to ulceration, others to gangrene, while yet others
were describing that form of fibroid disease which is sometimes
found associated with chronic tuberculosis. To this last category,
in strictness, should be relegated most of the cases given by Dr.
Sutton in his well-known article. When caseous deposits and
cavities are found in lungs which, in their origin and cause, are
purely fibroid, and bear no relation to tubercle, they are generally
of small size, and situated in the densest parts of the fibroid material.
They are not plentiful in number, and bear no proportion to the
amount of fibroid tissue in the lung, and seem to depend for their
origin upon the starvation of the fibroid material of its blood, and
consequent necrosis, rather than upon the deposition of tubercle.
Another point worthy of notice is, that these deposits and cavities
are not usnally found at the apex of the lung. It cannot be said
that fibroid tissue in the lung is certain to end in caseation, for it
is a matter of common experience to find slight caseation in one
dense patch of fibrosis, while in other patches near by, and just as
old and uite as dense, there is no evidence of necrosis to be seen.

There is no naked-eye appearance of caseous deposits and cavities
to call for special notice ; the important question of the possibility
of a tubercular origin of these conditions will with advantage be
left to be discussed when we come to speak of the microscopical
characters of the lung ; suffice it to say at present, that because, in
a fibroid lung, there is caseation or excavation, it must not there-
fore be too quickly assumed that the cause of these conditions is
tubercle, and still less that the whole fibroid process is due to
them.

It should have been said, while speaking of the difference between
the tuberculous and non-tuberculous cavity, that the wall of the
former has a distinctly membraniform character, while the latter
has no such appearance.

Bronchiectasis.—We must now consider the state of the
bronchi in pure fibroid disease of the lung. Bronchiectasis is,
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perhaps, the most constant accompaniment of the affection. It
18 true that a few anthors have spoken of the bronchial tubes as
being little, if at all, dilated. The opinions of these authorities may
possibly be accounted for on the supposition that the cases on
which they based their assertions were not advanced, and con-
sequently presented no great change in the bronchi. So prominent
a feature of fibroid disease is bronchiectasis, that before the time
of Corrigan it was commonly believed that the tube dilatation was
primary, and the fibrosis secondary., It would be indeed difficult
to meet with a fibroid lung in which there was no bronchiectasis,
and, with the few exceptions mentioned above, all are agreed as to
the enlargement of the calibre of the tubes taking place in fibroid
disease, In this matter, our experience certainly coincides with
the majority.

In fibroid disease, there is always evidence of chronic inflammation
of the bronchi. The mucous membrane is of a dull red eolour, and
deeply congested ; sometimes rough and uneyen, sometimes smooth
and shining, sometimes ulcerated. Very often it is thrown into
folds and creases,

When the lung is pressed between the fingers, large guantities
of yellow mueo-purulent secretion well up from the bronchial tubes.
As a result of the chronic inflammation, the wall of the tube
becomes thickened. When the bronchiectasis is at all extensive,
this thickening is not always apparent ; but on comparing the tube
with those of the sound lung, it can almost always be demonstrated
that its wall is thicker than usual.

When the main bronchus belonging to the affected lung is cut
across as it enters the organ, an increase of thickness in the wall can
as-a rule be easily noticed ; and sometimes a slight increase in the
calibre of the tube can be detected, as soon as it has fairly entered
the lung. This latter appearance is, however, not often seen ; but
it may be mentioned that in one of the cases coming under our
observation, on slitting up the bronchus, an oval-shaped dilatation
was found just at the spot where the lobar branches are given off.

Bronchiectases are gener ally described as hemg either cylindrical
or sacculated ; and it is true that most specimens of fibroid lungs
show this to be the case. But there are other kinds which may be
regarded as subdivisions of these two main forms. We might,
indeed, with aﬂw.rantage describe the different varieties of bronchi-
ectasis occurring in fibroid disease of the lung in the following way.
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It is rare to meet with a single bronchiectasis involving but one
tube in fibroid disease, and equally rare is it to find bronchiectasis
as the result of ulceration of the walls of the bronchi. As a
rule, the bronchiectases are always multiple, and confined to that
part of the lung in which the fibroid disease exists; and from this
it follows that the common situation for bronchiectasis is the
middle and lower parts of the lung. In connection with this it
may be noticed that many have named the apices of the lung as
the commonest site for bronchiectasis ; but, as has just been stated,
whatever part of the lung is most prone to fibrosis must also be
most frequently the seat of the tube dilatations, and the common
situation for fibroid disease is generally the middle and lower parts
of the lung. To conclude the description of the gross morbid
changes in a fibroid lung, there now only remains to speak of the
vessels ; and these may be dismissed in a very few words. The
branch of the pulmonary artery going to the diseased lung is
sometimes smaller than natural, sometimes not at all altered. On
entering the lung many of its branches become obliterated, and
look as if they had been ligatured from the main trunk, while
other branches show evidence of hypertrophy of their walls.

Minute Changes.

In considering the microscopical appearances presented by the
various fibroid conditions of the lung, it will be more satisfactory
to take each tissue of that organ, and consider separately the
changes oceurring in it; the condition as a whole having been
portrayed in the description of the coarse anatomy. It will be
gathered from that deseription that the changes may be great or
small in amount, that they may chiefly affect the interlobular
tissue of the lung and those parts most intimately associated with
it, or may find their chief seat in the alveoli themselves, and that
the pleura may be greatly or but slightly affected. It is necessary
to remember, therefore, that all the changes in the advanced form,
about to be described, will not always be present in any one part;
but that when any particular tissue of the organ is involved, it
will present more or less the condition and appearances here given.
Furthermore, it must be borne in mind that the lung as a whole,
and especially that part of it in the neighbourhood of a fibroid
mass, has its circulatory and other dynamic and static conditions
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so profoundly disturbed, that none of its elementary anatomical
constituents can escape structural alteration. It is these changes
which, by their gradual growth and development, aided perhaps
by slight, fresh inflammatory troubles (usually taking the form
of patches of vesicular pneumonia, giving rise to groups of
degenerative epithelial cells), lead to the further production of
the disease. Whether the trouble originally began in one
of the three tissues of the lung usually affected—viz., the
pleura, the interlobular tissue and the parts it includes, or in
the alveoli themselves—one tissue is so intimately associated
with and related to another, that sooner or later each in its
characteristic manner will tend to take part in the further progress
of the disease. Thus, in the recent and more slightly affected
lungs, we often find one or other tissue presenting more marked
changes than the others, whereas, in the most extensive and long-
standing cases, the whole of the various anatomical elements of the
lung have almost always become the seat of disease more or less
advanced. That tissue, however, which was fivst affected, is often
much more so than those secondarily implicated, and gives a pre-
vailing character to the whole lung, by which in many cases the
disease may be recognised as one of pleurific, interlobular, or alveolar
origin. This difference, however, is infinitely more easily seen with
the naked eye than under the microscope, which shows the changes
in the individual tissues to be the same, whether they have been
the result of a primary or secondary affection.

The description of the minute anatomy has been also confused
and rendered unnecessarily complicated by separating into rigid
classes, designated by different names, varieties which are all the
result of the same process working in different tissues, in different
stages and conditions, with a tendency to extend and perpetuate
itself. This process is a chronic hyperplasia and inflammation of the
various tissues of the lung. If the alveoli were the chief seat of
this change, naturally we should expect some modification of the
pneumonic process; if the interlobular tissue, an increase in
amount with an alteration in character of this element, So also,
if the pleura showed the most marked change, should we expect
thickening and adhesion of that membrane, with a tendency to
extend by thickened bands of scar-like tissue into the substance of
the lung, with the interlobular tissue of which it is so intimately
associated. Therefore, we find observers referring the condition

D
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sometimes to ‘ chronic pneumonia,” sometimes to * interstitial
pneumonia,” whilst others have ascribed it to a ‘chronie pleurisy.”
It is not necessary to particularise further ; but with regard to the
term ‘ interstitial pneumonia,” if it is to be applied to the con-
nective tisssue between the lobules, it is a rational enough desig-
nation ; but if it is intended, as Williams and others intended it, to
apply to an inflammation of the alleged connective tissue between
the alveoli, the term is applied to a condition which can have no
‘existence, and is irrational. For the wall of one alveolus is also the
wall of the alveolus adjacent to it, and although this wall may be
thickened in various degrees and ways, there can be no free exu-
dation into any space between the alveoli, which space in fact does
not exist. No doubt one or other of these three conditions was
the initial cause, and might even remain the main factor in any
individual case ; but it is hardly possible to insist too strongly that
in almost every instance, sooner or later in the disease, all these
processes will be found to co-exist in varying proportions.
Reasoning from analogous affections in other organs, this is
exactly what one would expect. The kidney has been already
instanced ; and as in that organ we know how practically impossible
it is to have an inflammation completely limited to the capsule, or
the interstitial tissue, or the tubules, so also is it in the lung.
Further, the more prolonged and chronic that affection proves, the
more do we see the interstitial element creeping in, until, in
kidney and lung alike, the last stage of long-continued disease is
a contracted and fibroid condition, in which all the different tissues
of the organ are more or less extensively implicated, and the func-
tions of the whole more or less gravely impaired. The analogy
ceases with the impairment of function, but in the case of the
lung we have all the further changes, resulting from its contrac-
tion, occurring in the chest wall, the surrounding organs and
vessels, in the air-tubes and lung-tissue, as well as in the lymph-
atic and blood-vessels contained in its substance. It is chiefly
upon the signs and symptoms caused by these changes that we
depend in making a diagnosis of the fibroid and contracted
condition of a lung.

Bearing these facts in mind, we will proceed to discuss the
anatomical changes met with in this condition in the various
elementary anatomical constituents of the lung taken seriatim.

Pleura and Interlobular Tissue.—As we have seen, the
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plaui'n is generally thickened, though usually not to the extent that
is often found in tubercular cases, and sometimes, even when the
disease is advanced in other parts, as may be seen in the case of
A. K., this membrane may be found but slightly, if at all, affected.
Microscopically, this thickened pleura can generally be defined as
consisting of an outer and an imner layer. Both of these are
largely composed of fibroid tissue, but the outer of the two con-
sists almost exclusively of this material. The fibroid material m
the outer layer shows great regularity of the fibres, which are
arranged more or less parallel to the surface of the lung, well
organised, containing for the most part but few new elements in the
shape of round cells, and having in its meshes numerous dilated
and thickened blood-vessels. The lymphatic channels in this layer
are markedly dilated, so as to form guite an open network near the
surface. Outside this layer may occasionally be seen a third,
which can easily be shown to be a portion of the parietal pleura,
stripped from the chest wall in removing the lung, to the visceral
pleura of which it has become densely adherent. Between this
and the outer layer may often be seen elongated spaces, lined by a
single layer of flattened epithelium, showing the remains of the
now obliterated pleural cavity.

The inner layer, like the outer, is largely composed of fibroid
tissue, but in it the bundles of fibres show no regular arrangement,
being curled and twisted in all directions. In its meshes are
numerous small, round, nucleated cells; some are seen dividing,
and others becoming elongated into oat-shapes and losing their
nuclei. In most cases it is almost impossible to determine where
the plenra ends and the altered and sclerosed lung-substance
begins. Both alike are composed of irregularly disposed bundles
of fibroid tissue, infiltrated with numerous small, round, nucleated
cells, and containing, in addition to the thickened and dilated blood-
vessels, seen in the outer layer, many newly formed capillary vessels
filled with blood ; but no traces of the alveoli are left in what was
originally pulmonary tissue. By the addition of caustic potash,
or acetic acid, the redundant connective tissue becomes expunged,
and the elastic tissue of the former alveoli may be recognised. The
network of new capillaries forms guite a feature in some parts, and
8o numerous are they occasionally, as almost to merit the term
nevoid. Sometimes the margin between this fibroid envelope
(which, as hinted above, is, in all probability, partly composed of
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altered lung-tissue) and the more or less healthy pulmonary tissue
beneath, is abruptly defined. At others, the two shade more
gradually into one another, and always there may be seen numerous
septa of sclerotic tissue dipping into the lung from the pleura, to
join the usually thickened and condensed interlobular tissue. The
lymphatic channels are not at all numerous in this layer, thongh
occasionally connecting branches may be seen, passing from the
large network in the outer layer, into the lung along the above-
mentioned septa. Lastly, in most parts of the thickened envelope,
granules of pigment are seen, sometimes lying in the interstices of
the tissue, and at others apparently in blocked lymph spaces.
These are much more numerous in those lungs in which the
disease is the result of inhaled dust, but are present to some
extent in all.

Interlobular Tissue.—Turning now to the consideration of
the interlobular tissue, we find that in all advanced cases it is more
or less increased in amount, and considerably condensed and fibroid
in structure. It must be remembered that of the bands which are
seen and felt traversing the affected portions of the lung, some
undoubtedly arise from the increase and thickening of the original
interlobular tissue of the organ. Others owe their chief origin to
the pleura, as seen in the description of it above. There is yet
another way in which these fibroid bands are formed, and that is
by the condensation and conversion into fibroid tissue of the lung-
substance itself ; and perhaps, of the three ways, this accounts for
the greatest part of the fibrosis. It must, however, be noted that
these bands, although they may owe their chief support to the pleura
or to the condensed lung-tissue, yet are usually formed round strands
of pre-existing but altered interlobular tissue, and may generally be
seen to contain the lymph- and blood-vessels of the part. There-
fore it will be seen that the interlobular tissue plays a very
important part in the process, although there are bands of fibroid
material formed independently of it; and when large areas are
affected, its increase is insignificant in comparison with the gross
lesion. The formation of fibroid material from lung-substance
will be dealt with in the consideration of the alveoli. The part
played by the pleura in this change has been referred to. It
remains, however, to study here the altered structure of the inter-
lobular tissue, and the result of this change upon the vessels and
lymphaties which it contains.
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When a section including a portion of the altered interlobular
tissue is examined microscopically, it usually presents the appear-
ance of more or less well-organised fibroid material, containing in
its meshes a few lymphoid cells; some large and thickened blood-
vessels, some of which are quite obliterated ; whilst the lymphatics
are for the most part so altered as to be no longer recognisable.
The earlier steps of this process may generally be traced in different
parts of the lung, or gathered from the appearances presented in
other lungs where the disease is not so advanced. In all inflam-
matory troubles of the lung, the interlobular tissue will be seen to
take part, and the earliest changes may be well studied in pneu-
monia, and more especially in those cases which, from some cause
or other, have failed to resolve for a considerable time after the
usual period for resolution. In such a case, and often too in fibroid
cases, in those areas which have been but recently involved, the
following changes may be observed. Numerous lymphoid cells are
seen in the meshes of the connective tissue of the part, some
probably derived from the blood-vessels found there, and others
from the connective-tissue cells which can be seen actively
dividing. Where the neighbouring alvecli are also the seat of
inflammation, crowds of these lymphoid cells may be seen in-
vading the interlobular septa from them. Later, many of these
new elements become more or less perfectly organised, the cells
elongating, and finally losing their nuclei, so that the septum
may be seen to be increased by a fibro-cellular growth; which
later again, tends to become more or less completely fibroid;
the cellular elements becoming less and less distinct. In the
first stage, the capillaries, where seen, are found distended and
tortuous ; later, in the fibro-cellular stage, there is often a very
considerable increase in their number so as to give the part
great vascularity. Generally, at this stage, many of the neigh-
bouring alveoli have become involved, and being often similarly
vascular, large areas of almost neevoid tissue are sometimes seen,
reminding one forcibly of the like appearance noted in the deeper
layer of the pleura. This condition will be again referred to when
speaking of the affection of the alveoli, where its importance in often
giving rise to heemoptysis will be discussed. (Vide Figs. 1, 2, 3.)

Finally, the stage first deseribed of more or less well-organised
fibroid tissue is reached, there being now but few vessels, and those
large and thickened as to their walls. The capillaries have wholly
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disappeared, often many even of the vessels proper to the part
have become obliterated, and the whole structure tends to become
more fibroid and less vascular and cellular. Lastly, there may be
seen in this tissue, as elsewhere in the lung, pigment: granules ; this
change, as before remarked, being more apparent in the lungs of
those engaged in dusty employments. This would seem the best
place to speak specially of the vessels and lymphatics, which present
marked changes throughout the lung. Some of these changes
have been mentioned, and others will be referred to later on;
but as the minute appearances are similar in all, they will be here
described, It will be seen from what has already been said, that the
blood-vessels found in the diseased organ are: 1. Those originally
belonging to it; 2. Those which have been newly formed.

I. Blood-vessels proper to the Lung.—Of these, let us first
mention the larger ones. If the larger vessels be slit up from the
root to the periphery of the organ, their walls will be found some-
what thickened, and in many cases presenting patches of atheroma ;
but this change is not marked, and calls for no special description.
As one passes to the medium-sized and smaller vessels, one may
observe that some have become wholly obliterated, whilst those
that still remain pervious present considerable thickening of their
walls, and, in some instances at least, are larger than normal.
Taking first the impervious vessels, little need be said as to the
minute changes. They may be traced often for some distance as
fibrous cords, and then become quite lost in the dense fibroid tissue
of the part. It is important to note, however, that the areas
of lung which they formerly supplied are, on the one hand,
converted into dense fibroid tissue; or, on the other, show well-
marked emphysema. That is to say, these obliterated vessels are
found largely where the fibroid change in the lung is so advanced
that the whole, or indeed large areas, are converted into practically
unused appendages of fibroid tissue. Where a vessel leading to
a part, not yet involved in the fibroid change, becomes nipped
and impervious as it courses through a diseased area, then it may
be sometimes observed that the part drawing its supply from such
a vessel has passed into a state of well-marked emphysema. Those
vessels with thickened walls, but which were still pervious (and
these formed by far the larger number), were found to owe the
thickening, partly to some hypertrophy of the muscular layer,
but mostly to a marked increase of the external coat, which
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3. The lymphatics, except in the outer layer of the pleura,
where they are considerably dilated, are early obliterated.
Probably a large amount of the pigment-granules was originally
in these channels, and in “dust lungs” the lymphatics, where
still recognisable, are seen loaded with pigment and particles of the
matter of which the dust is composed. The dilatation of the
pleural lymphatics is easily explained by the blocking of the
channels, as they course to the root of the lung.

Air-tubes.—We now pass to the consideration of the air-tubes
of the lung, the trachea, and the bronchi, from their larger
to their smallest ramifications. In the trachea, the changes are
not important. We have not noticed any dilatation of this tube,
and often it presents a perfectly normal appearance, though in
cases where there has been long-continued bronchitis, the mucous
membrane shows the changes which are ordinarily seen in such
cases. That is to say, the cilia are shed, and, in some instances,
many of the superficial cells of the mucous lining also; while the
deeper layers show some proliferation, associated with fibro-cellular
increase in the submucous layer. Small superficial erosions or
ulcers may also occasionally be seen, and from these, and similar
ones in the bronchi, small portions of elastic tissue are sometimes
extruded, but never, so far as we know, presenting the charac-
teristic areolar form of the alveoli. Beyond these slight changes,
there is nothing worthy of note. The glands present a normal
appearance, and the cartilages do not appear to calcify any earlier
in this disease than in normal cases.

When we come to examine the bronehi and their ramifications,
however, the changes are most marked and interesting. The
consideration of the coarse appearances in them will have tanght
us that, perhaps, the most usunal characteristic presented is the
uniform, but not excessive dilatation of almost all the tubes
throughout the affected lung, associated with more or less
thickening of their walls. The minute anatomy of these thickened
walls will first be considered. Then we shall describe the appear-
ances presented by the walls in those cases where the tubes are
dilated to many times their ordinary size, or expanded into globe-
like cavities. Further, we must say a few words with reference to
the condition of the mucous membrane throughout the tract, and
lastly, consider the appearances and formation of cavities connected
with the bronchial tubes,
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If a section be made of the thickened wall of a tube, dilated to
about the size of a goose’s quill, the following changes may be
observed microscopically. As in cases of bronchitis, the cilia are all
shed. The columnar cells of the mucous lining are also, In mosb
places, absent, while the deeper layers of cells have proliferated,
and form a layer of irregularly shaped cells lyng on a very
considerably thickened basement membrane. In some cases, all the
cells are shed down to this thickened basement membrane, while
yet again, in others, this membrane itself may be indistingunishable
from the deeper fibroid tissue; or the tube may be lined with
granulation tissue, no trace of the mucous lining or basement
membrane being left. The submucouns tissue beneath the base-
ment membrane is generally found considerably thickened by a
fibro-nuelear overgrowth, which, on the one hand, may be rich in
cells, and contain many new capillary vessels; or, on the other, may
be more or less perfectly organised into fibroid tissue, with a
considerable diminution in its vascularity and cellular structure.
The glands of the bronchial tubes are sometimes plainly visible,
and seem but little altered, whilst at others, they may be seen
imbedded in fibroid tissue, and undergoing atrophy ; and in many
cases are altogether wanting. The cartilages withstand the
changes for a long time, but many of them eventually atrophy and
disappear ; and this process may be traced in different sections, in
some of which they appear normal; in others their outline has
become irregular and shreddy, and the cells are fast disappearing ;
whilst in yet others, they are wholly absent. Outside them is gene-
rally seen a dense layer of fibroid tissue, forming by far the greater
part of the whole of the thickened wall of the tube. Indeed, not
unfrequently, nearly the whole of the tissues inside the cartilages
have disappeared, and the tube wall is formed by these two
constituents only, whilst in a few cases the wall is composed alone
of fibro-cellular tissue, no trace remaining of mucons membrane,
glands, or cartilages, In these last, it is naturally difficult to say
what the origin of this tissue was; whether any of the original
tissues of the tube, now converted into fibroid material, went to
make up part of this wall, or whether they had all been shed, and
the substance remaining was simply the product of fibroid con-
densation of the surrounding interlobular and pulmonary tissues.
However that may be, the result is the same; the walls are
entirely composed of fibro-cellular tissue, and none of the original
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anatomical constituents can be recognised. In those cases where
the bronchial tube is dilated to many times its normal size, much
the same appearances as those described above may often he
observed. But here sometimes the wall of the tube is thinner than
normal, This thinning of the wall was not remarked in the large
or medinm-sized tubes; but where the dilatations affected the
smaller bronchioles, and it seemed to be most commonly close to
where the smallest ramifications opened into emphysematous lung.
The condition of the mucous lining at various parts of the tubes
requires some special notice. We have seen that the cilia are
always shed ; further, that often the columnar cells are wanting, or
the whole of it down to the basement membrane may be absent.
Sometimes the mucous membrane presented to the naked eye a
velvety appearance. Microscopically, this was found to be due to
the fact that, the lining was composed practically of granulation
tissue, presenting more or less distinet papillee, composed of
lymphoid tissue, each with its own tiny capillary vessel. Here
the whole of the innermost cells of the mucous membrane had
been shed, and the granulation-tissue was formed from the sub-
mucous layer. It was, as will be gathered, very vascular, and
would no doubt often be responsible for more or less serious
haeemoptysis. In some of the larger tubes, which were at the same
time dilated, a fenestrated appearance of the lining membrane was
observed. When » section was made of such a portion, it was
found that the submucous tissue had thickened into tiny,
irregularly arranged bands, over which the mucons membrane was
stretched, and between which it had sunk, so as to form little sacs
or pits when looked at from the lumen of the tube.

Now with regard to ulceration of the tubes.—No doubt the
condition described above, where the lining membrane is composed
of granulation tissue, is, strictly speaking, one of superficial ulcer-
ation ; but in rare instances this process extends deeply, so as to
involve the whole of the constituents of the wall ; and as in such
cases it often extends along the tube and its ramifications, ex-
tensive, ragged-walled, dendritic or branching ulcers are thus
formed. So it will be seen that the ulcerative process may be but
a superficial erosion, or may extend completely through the wall
of the tube, and even invade the pulmonary tissue beyond. This
brings us naturally to the consideration of the cavities in con-
nection with the bronchial tubes. The above description will
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serve to show how they may sometimes be formed by extension of
ulceration from a tube in a more or less deep and circumscribed
direction, or may be, as it were, simply a certain length of
ulcerated tube ; in the former case being more or less regular in
shape, in the latter, irregular and branched. The walls of such
cavities will be found ragged, often sloughy, and limited by altered
pulmonary tissue, or by the remains of the walls of the tube from
which they originated. Sometimes smooth-walled cavifies are
found communicating with the bronchi. Some of these are only
globe-like dilatations of the tube itself, and some of the original
elements of the tube may be demonstrated in the tissues composing
their walls, or even the mucous lining may be more or less intact.
Others are undoubtedly cavities originally formed by ulceration,
which have become subsequently lined with a false membrane,
often very thin, and apparently presenting no traces of the con-
stituents of the tube wall.

With regard to this so-called * false membrane ” of cavities,
sometimes the lining membrane is quite smooth, about one-twelfth
of an inch thick, and apparently a distinct formation, more or
less completely independent of the lung-tissue, or the tube out of
which the cavity opened. This appearance is strengthened by
the circumstance that, without injury to its integrity, one
can strip the so-called membrane from the cavity which it
lines. But a more critical examination reveals the fact that
this impression is erroneous. The free surface of the ¢ membrane,”
smooth to the naked eye, is found microscopically to be very
irregular, and to have projecting from it portions of elastic tissue,
which, by examination in another way, can be traced into continuity
with the elastic areolee of the lung. When a section of the
““ membrane,” made vertical to the surface, is examined, it will be
seen that there is no distinet membrane, but that the lung-tissue
is continuous to the free surface of the cavity, and that the appear-
ance of the membrane is begotten by sharply defined infiltration
of the pulmonary tissues surrounding the cavity, almost uniform
in thickness, but very thin. Examination of the contents of such
a cavity will invariably show the presence of areola of elastic
tissue, identical with those entering into the constitution of the
alveoli; of degenerated pus and lymph cells, of flakes of imper-
fectly formed fibre material, and of granulo-molecular débris. The
structural elements of the fluid contents of a cavity are thus
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seen to be identical with those entering into the constitution of its
wall, and one can see that the contents of the cavity are produced,
not from the true secretions of a real membrane, but from a
shedding, more or less continuous, of the infiltrated pulmonary
tissues forming its wall.

In summarising the changes in the bronchial tubes as above
described, we note that—

I. The cells of the mucous lining are partly shed, sometimes
show proliferation, or are wholly wanting.

2. The basement membrane is much thickened.

3. The submucous tissue is generally much augmented in bulk
by a fibro-cellular overgrowth, which may form extremely vascular
granulation tissue, or well-organised fibroid material,

4. The glands tend, in advanced cases, to atrophy.

5. The cartilages, thongh late, gradually disappear.

6. There is an enormous increase of fibroid tissue outside the
cartilages, forming the major part of the thickened wall.

7. Ulcerations may occur, varying from superficial erosions to
deep excavations, or even may convert whole lengths of the tube
into irregular, branching cavities,

Alveoli.—We now pass to the consideration of the alveoli.
The appearances presented by their walls and contents vary very
considerably according as different portions of the lungs are taken
for examination.

In many parts, of course, the alveoli presented no disease, in
others they were emphysematous or hypertrophied only. It must
be here mentioned that a good deal of the lung, which from its size
might casually be thought to be emphysematous, is not really so;
but there seems to be in many cases a true hypertrophy of the
pulmonary tissue, for obvious reasons more commonly seen in
the least diseased, or practically healthy lung. Further, it has
already been remarked that, the emphysema seemed in some cases
to be due to the cutting off of the blood supply, by the obliteration
of the vessel leading to the part, although, as far as the emphysema
itself went, it differed in no way from the ordinary form. Other
alveoli were entirely obliterated, collapsed by the shrinking of the
surrounding sclerotic tissue, eventually becoming no longer recog-
nisable. In others, changes might be seen occurring, which at the
last resulted in their conversion into fibroid material. These
changes will now be deseribed. If a portion of the indurated,
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the time being, the disease was not spreading, but only needed gome
slight catarrh, causing further exudation, to set going the above pro-
cess, which would end in a gradunal extension of the disease, This
distinet change, oceurring first in the alveoli, and resulting in the
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F16. 2.—Exudation into the alveoli becoming fibroid, showing also slight thickening of
the walls; and small vessels from the walls running into the alveolar contents.

A. Thickened alveolar wall.
B. Capillary running from wall into alveolar contents,
C. Plug of exudation becoming fibroid, sparsely cellular.

formation of fibroid lung from their organisation, could not be
found in all the cases examined by us. And it must be supposed,
that in those cases in which no such change was observed, one of
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two things had oceurred. First, that the metamorphosis had gone
on to such an extent that the origin of it could not be detected,
there being at the time of death no fresh areas of disease. Or,
secondly, that in some cases the chief change was an interlobular

F16, 3.—Bhowing marked thickening of the alveolar walls with but little
intra-alveolar exudation.

one, in which the alveoli were implicated more by the surrounding
contraction, than by disease actually occurring in them ; though it
was often observed that, in those cases where the interlobular change
was the most marked feature of the disease, the walls of the alveoli
were considerably thickened by fibro-cellular overgrowth, though
there was no exudation within them.* (FVide Iigs. 2 and 3.)

#* It is very difficult to find a proper name for " fibro-cellular” material.
Essentially, it consists of fibroid tissue, and of corpuscular particles, more or
less abundantly scattered throughout it, According to the hypothetical views
of particular observers, these particles may be regarded as nuclear, lymphoid, or
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A somewhat similar occurrence may be traced in the ecirrhoses
of the liver, where in the polylobular variety, large areas are
surrounded, and undergo atrophy from the pressure of the sur-
rounding fibroid material, whilst in the monolobular form, each
individual lobule is the seat of the fibroid change. It may be
observed also that in the lung, as in the liver, in those cases in
which the alveoli themselves are primarily affected, the lung is
more bulky, and does not tend to undergo that extreme amount of
contraction which is often seen where the pleura and interlobular
tissue are the chief seat of the disease.

In summarising the morbid appearances oceurring in the alveoli,
we note the following points :

1. That some are simply emphysematous.

2. Some are shrunken and collapsed.

3. Occasionally fibro-cellular thickening of the walls oceurs, with-
out exudation taking place into their interior.

4. In many cases a sparsely cellular exudation takes place into
the alveoli, which very rapidly organises into fibroid material ;
and that this may occur before, together with, or after the fibro-
cellular thickening of the walls has taken place.

Lastly, it must be mentioned that occasionally granules of pig-
ment were observed in the walls or interior of the alveoli, but that
they were not so abundant there asin the interlobular tissue or the
pleura, and certainly were not by any means a marked feature.

With regard to the bronchial glands in these cases, after the
naked-eye appearances have been noted, it is only necessary to add
that microscopically we were unable to detect any marked changes
in their structure. They certainly, in the majority of cases,
contained a large amount of pigment-granules, but we failed to
find any caseation or evidence of softening on the one hand, or
undue increase in the amount of fibroid material with hardening,
on the other.

Having reviewed the morbid conditions of the various elements
of the lung, it will now be necessary to dwell shortly on the
cavities occasionally present, and also to consider the appearances
of caseous patches or nodules in the fibroid lung.

Cavities.—What has been said in describing the morbid

cellular. Having regard to their whole history, and avoiding every hypothetical
assumption, we have agreed to regard them as cellular, and hence the epithet
(fibro-cellular) applied to the tissue under consideration.
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tinetly encapsuled by fibroid tissue, so that they have become more
or less completely cut off from the rest of the lung. The other
form in which caseous material is sometimes observed is more dis-
seminated, having no capsule, occurring in small patches, and most
commonly seen in those parts where the fibro-cellular growth is
active. Here, to the naked eye, the tissue appears marbled or
mottled, and when examined microscopically, amongst the plugged
alveoli and increased fibroid elements, small areas may be some-
times observed, consisting of dense masses of lymphoid cells, which
towards the centre of the patch have begun to lose their outline,
and become granular; or the contents of the alveoli themselves
are distinctly caseous, without any patches of crowded lymph cells
being observed. With regard to the presence or absence of
tubercular formation, it may be said at once that the microscope
revealed nothing characteristic of tubercle in any of those lungs
which have been selected as non-tubercular, It will be remembered
that, to the naked eye, no tubercles could be found, and there-
fore the caseous nodules, in the few cases in which they were
present, were the parts presenting the greatest interest in the
solution of this question. So much has been said upon this sub-
ject, that perhaps it will be of interest to note the steps taken by
which we arrive at this conclusion. At the posi-morfem examina-
tion, the fresh caseous material (where found) and scrapings from
small cavities, were carefully examined for tubercle baecilli, but
always with negative results. In one case a cultivation was made
of some of this material, but no tubercle bacilli were found.
Finally, a guinea-pig was inoculated, but nothing tubercular was
afterwards discovered. Next, portions having been hardened in
alcohol, sections were made so as to include caseous material and
walls of cavities, These were appropriately stained and ex-
amined for bacilli, but none were found. Fully recognising the
difficulty of finding the bacilli in cut sections, we cut and stained
over and over again, but with the same result in all cases; we were,
however, able to clearly demonstrate their presence in a fibroid lung
which also showed undoubted naked-eye evidence of tubercle. It
is also worthy of note that in sections stained for ordinary examina-
tion, no characteristic tubercular formation could be recognised.
In all the sections of these lungs examined, there were but few
large cells, and none to which the title of typical giant cells could
be applied, Tt must not be supposed that the caseous. portions
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were the only ones examined, but from experience with tuh'er-cu]f':r.
lungs, we found that these parts were the most likely to contain
the bacilli, and therefore special care was taken to arrive at the
truth with regard to their presence or absence there. It has been
stated that in some cases of cured tuberculosis of the lung, the
bacilli do disappear. Whether this be so or not we are unable to
say, but the fact remains that, although the fibroid disease was ac-
tively spreading in parts of these lungs, while at others the formed,
fibroid material was undergoing retrograde degenerative changes,
yet in no part could we find tubercle bacilli.

Morbid Anatomy of other Organs.

The Heart.—Some of the important features of the heart have
been already insisted on when deseribing the morbid appearance
of the lungs. It remains, however, to complete the account of
this organ. Its displacement has been spoken of. In pure fibroid
disease the heart is almost always enlarged, and hypertrophy of
the walls of the ventricles is clearly observable. It is perhaps
more common for the right ventricle to show comparatively more
hypertrophy than the left. Some have described areas of fibroid
degeneration in the walls of the ventricles, in the valves and
columnze carnege ; these areas to the naked eye appear as greyish
streaks and patches, and the knife meetswith considerable resistance
and toughness in cutting. On microscopic examination there can
be seen well-defined connective-tissue elements. The arteries in
the neighbourhood of this degeneration sometimes show evidence
of thickening and inflammation. The increased size of the heart
in fibroid disease is in striking contrast to the diminished size of
the organ in cases of tubercular bacillary phthisis, and is one of
the principal guides in deciding as to which .category the disease
belongs. At times one meets with valvular disease, in the shape of
thickening of the valves, either due to the general degenerative
process, or to some antecedent rheumatic affection.

The Stomach.—When the disease is on the left side, the
stomach is universally drawn upwards, and in some cases can be
found extending up to the third rib. Fibroid thickening of this
viscus has been described, but whether this condition bears any
relation to fibroid disease of the lung does not appear.

The Spleen is often enlarged and the capsule thickened. The
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organ itself sometimes shows fibroid change, and not uncommonly
there is lardaceous disease; but the commonest canse of splenic
enlargement in fibroid disease is chronic venous congestion.

The Liver is nearly always enlarged, and when cut into, shows
signs of chronic congestion, or fatty infiltration ; in some cases there
is a well-marked cirrhosis, which presents no difference from the
ordinary polylobular variety. It is worthy of remark that, on looking
over records, a large number of those cases of cirrhosis of the liver
with phthisis seem to belong (so far as the lung condition is
concerned) to the tubercular variety of the disease, whereas, one
would suppose, that if there be anything in Handfield-Jones’ theory
of a fibroid diathesis, the lung lesion in these cases would be fibroid,
or at all events tuberculo-fibroid; but such does not appear to be
the case.

The Kidneys often present signs of fibrosis. They are nearly
always congested, and, when examined microscopically, may show
evidence of fibroid change. Sometimes they are enlarged ; at others,
small and granular, the capsule stripping with difficulty. In some
instances, again, there may be signs of lardaceous disease.

We will now give an account of the post-mortem examination
of some typical cases.

Case I.—A. K., aged 2 years, 5 months, (No. 41 in the Table
in the sixth chapter.)

This case was one of a child, who having had a rather severe
attack of bronchitis when seven months old, with which he was ill
seven weeks, had been subject to repeated, less severe, bronchitic
trouble, almost continuously since that time. In general health
he had at first failed and lost flesh, but subsequently had much
improved in these respects, and had so continued until about three
weeks before death. Acute bronchitis set in, and he became
feverish ; the dyspneea became more and more urgent ; cyanosis
appeared, and the child eventually died asphyxiated. The physical
signs, in addition to those of bronchitis, were almost confined to
the right side, there was dulness more or less marked over the
whole lung, with cavernous sounds in the upper part. The
heart was beating in the sixth intercostal space on the right side,
in a line with the nipple. Having thus briefly touched upon the
signs and symptoms before death, we will describe the condition
as seen on the post-mortem table, The autopsy was made about
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twenty-four hours after death, and rigor mortis was well n:mrkerl.
The body was thin, there was but little subeutaneous fat, yet it could
not be said to be wasted. There was no deformity of the chest what-
ever, the normal shape being maintained on both sides. On open-
ing the thorax, the left lung was seen {0 be much enlarged, and
crossed the middle line for about 1} inches ; the hypertrophied edge
of the lower lobe overlapped the heart to such an extent that only
a portion of the pericardium covering the right side could be seen,
about two inches to the right of the sternum. The right lung was
retracted beyond the costal margin so as to be invisible. There was
no excess of fluid in either pleural cavity. A few soft, silky,
recent adhesions, easily broken down with the fingers, were found
towards the base of the right lung, but there were none on the left
side, neither were there any between the pleurse and pericardinm.
The condition of the left lung may be at once dismissed by saying,
that though much enlarged, and hypertrophied rather than em-
physematous, it was in other respects ¢uite normal on section ; and
there was no evidence of tubercle in any part of it.

The right lung presented many interesting features. It was
contracted to the size and somewhat the shape of a short thick
banana, practically airless, and composed almost entirely of
thickened and dilated bronchial tubes, bound together by fibrous
material, which by its contraction had rendered the intervening
lung-tissue collapsed and useless. In this lung hardly a portion
could be called normal, and very little that seemed even capable of
inflation, or aération, remained. The tissue was tough, and leathery ;
it could not be broken down under the finger and thumb ; it was buff
or greyish-white in colour ; it felt heavier than normal lung, but still
contained sufficient air, probably in the dilatations of the smaller
tubes, to cause it to float in water. Fibrous bands were not marked
in this lung, because the whole seemed fibrous. The tubes were
uniformly dilated thronghout, and towards the periphery were found
in some instances to present irregular dilatations., A vertical section,
made from the axillary border to the root of the long, showed the
condition extremely well. The smaller dilatations were at the peri-
phery, with occasionally a larger one towards the root. Here,
too (ab the root), could be seen the bronchial glands, enlarged
and firm, but none undergoing caseation, nor presenting distinct
fibrous metamorphosis. They seemed out of proportion to the size
of the lung, which, of course, was diminighed, while they were
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enlarged. Around them, and running in some distance amongst
the larger tubes, might be seen a considerable quantity of fat, which
presented quite a normal appearance. It is also interesting to note
that, in spite of the advanced state of the disease, with the exception
of the few recent adhesions mentioned above, the pleura was un-
affected, and retained its normal polish, appearance, and thickness,
There was no evidence of tubercle anywhere in this lung either.
The heart was displaced to the right as a whole, so that the apex
remained only half an-inch to the left of the middle line, whilst the
base extended some t¥o inches to the right of it. The right side
of the heart was dilated, and filled with dark clot; the left side was
normal. The valves showed no signs of disease. The pericardinm
was quite healthy. Nothing remarkable was noted in the other
organs, but the negative evidence of the absence of any tubercle in
any of them is important. Also the absence of any enlargement
of the mesenteric glands, and the healthy condition of the intestines
must be noted.

CasE II.—The next case was that of J. B. (No. 33 in Table in
the sixth chapter), who, having presented the signs and symptoms
of a contracted and fibroid lung for many years before death, finally
succumbed to an attack of acute bronchitis. At the autopsy, the
following appearances were noted: The body was well developed,
there was no emaciation, nor any cedema. The lips were blue, the
veins of the neck were distended, and he was somewhat livid;
indeed, he presented the appearances of death from asphyxia, which
had been the ultimate cause of his decease, and which was con-
sequent upon the acute bronchitic attack. On opening the body
there was no calcification of the cartilages of the ribs. The
abdominal cavity presented a mormal appearance, there was no
peritonitis, and no adhesions; neither was there any excess of
fluid. ' '

The right lung was observed to extend one inch to the left of
the middle line, so as to cover the heart and completely hide it
from view.

- On removing the contents of the chest, the left lung was found
so firmly adherent over the whole surface that the knife had to be
freely used in order to detach it, the pleural cavity of that side
being entirely obliterated. The mediastinal tissues were also
fibrous and consolidated, and had to be cut from the sternum with
the knife. The right lung was likewise somewhat adherent, but to
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a much less extent than the left, and there was no fluid in what
remained of the pleural cavity on this side.

On more careful examination the various organs presented the
following appearances :

Left Lung.—The pleura was -::ﬂnsldembly thickened, in some
parts reaching one-sixth or one-fourth of an inch in thickness. The
whole lung felt leathery and the anterior edge solid to the touch,
whilst on firm pressure hard, cord-like strands could be felt
through the condensed and leathery tissue. The fissures between
the lobes were completely obliterated. On making a section into
the anterior edge, the fibrous bands which had been felt could now
be seen traversing the lung in all directions; and close to the
surface in this anterior edge were two small cavities, each about
the size of a pea, and filled with cheesy material. Portions of the
lung from this part were of a pale (buff) colour, tough, airless,
resisting pressure and traction, dry, yielding no fluid on pressure,
and sinking in water. Other portions, presenting much the same
characteristics as regards consistence, were of a slaty or iron-grey
colour.

On cutting into the substance of the lung, fibrous tissue was
found greatly increased throughout. The bronchial tubes were
everywhere much thickened and considerably dilated. In short,
wherever one cut, were seen thickened and dilated tubes (to about
the size of a goose’s quill) surrounded by fibroid material, and
wasted and altered pulmonary tissue. This condition was most
marked in the lower lobes. There was no evidence of tubercle
anywhere, and the only caseous material found was seen in the two
small cavities already mentioned. The bronchial tubes were filled
with purulent secretion which freely welled up on pressure.
They were dilated uniformly and throughout; but none of them
were expanded into globe-like cavities such as may sometimes be
seen In these cases.

Right Lung.—Here the chief features were congestion and
cedema, the tubes being filled with similar purulent secretion to
that seen on the opposite side. But here also the fibrous trans-
formation was commencing, towards the base chiefly; its advance,
however, was but slight in comparison with that described on the
opposite side. The bronchi showed likewise some slight uniform
enlargement and thickening. The free edge, which had been seen
extending across the middle line, exhibited marked hypertrophy
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and emphysema. There could be found no trace of tubercle in any
portion of the lung,

Bronchial Glands.—These were enlarged and juicy, but con-
tained no caseous, or other deposit. Careful examination failed to
show any excess of fibroid material in them ; indeed, they looked
quite normal, thongh they were unusually large, and perhaps
contained rather more pigment than is commonly seen, but were
not by any means black.

The Spleen weighed 11 oz, the Kidneys right g} oz, and
left 10} oz., and Liver 5 lbs.—They were all enlarged, as will be
gathered from their increased weight, and congested, especially so
in the case of the kidneys. (There had been albuminuria for some
time before death.) But though carefully examined, no other
morbid change could be discovered. The capsules of none of these
organs were thickened, such as sometimes may be seen in the case
of the spleen, and no excessive firmness or fibrous induration could
be made out. It must also be observed that they were not
lardaceous.

The Stomach and Intestines presented no abnormal appear-
ances, neither could any changes be detected in the mesenteric
glands, which appeared quite healthy.

The Heart.— This, as far as its walls and valves were concerned,
was perfectly healthy. The death from asphyxia had given rise to
great congestion of the right side, which was full of dark blood and
clots. The pericardium, however, was markedly affected, being
firmly adherent, on the one hand, to the surface of the heart, the
cavity being entirely obliterated ; and, on the other, to the left lung ;
and was matted by fibrous material with the other mediastinal
tissues.

Lastly, it is important to note the absence of any appearances
which, as far as we could determine, showed any sign of tubercular
formation throughout the entire body.

Case ITI. (No. 12 in the Table in the sixth chapter) is that of a
young man aged 24 years, who had been suffering from fibroid
disease for fifteen years. He had been repeatedly under observa-
tion for the last four years, and during that time he was always
in good health and able to follow his occupation of ship steward.
On his return home from his last voyage, in May 1893, he was
suddenly attacked with hsemoptysis, losing blood to the extent of
two pints. He recovered from this, but on the following day he
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visceral surface of the membrane presenting a smooth and shining
appearance. The heart itself was enlarged, but the increase in
gize did not seem to be more on one gide than the other. On
opening its chambers, there was a marked absence of blood. The
wall of the right ventricle was a little thicker than normal, and
the left ventricle was hypertrophied, perhaps, to a greater extent.
The cardiac muscle looked pale, but no spots of fibroid material
could be detected. The valves were all of them competent and
healthy, and the aorta contained no more evidence of atheroma
than is generally found in adult life. The heart contained no
excess of fat. The mediastinal tissues were matted together,
and the glands and other structures composing them, were in-
durated. :

The left lung was voluminous, and did not collapse to any
extent when the pleural cavity was opened. It was fully twice
the normal size. The pleural covering was not thickened,
but the interlobar fissures were obliterated by old and firm
adhesions. The colour of the lung did not depart from what is
generally observed in people who have passed much of their life
in towns ; it had a dull bluish look, with darker lines of carbon
pigment. The edges of the viscus were rounded, and on pressure
being made with the finger, deep pits were produced. At the base
there were four or five large bullee about the size of a pigeon’s
egg, and smaller ones were found at the anterior edges and apex.
On palpation the organ crepitated under the finger, and here and
there, scattered about, could be felt hard masses in the lung-
substance. When cut into, a considerable amount of blood-stained
serum escaped from the base. There was great congestion at the
inferior parts, and here and there, small areas of blood-stained
pulmonary tissue simulating infarction. The emphysema over
the whole lung was manifest. The bronchi were not dilated, but
they were slightly thickened, and the mucous membrane was
congested. The vessels appeared dilated, but no marked thicken-
ing of their coats could be observed. There was no overgrowth of
fibrous tissue in this lung, at least so far as could be determined by
naked-eye inspection.

The hard masses in the lung-substance on section, appeared to
be patches of caseous material, masses of fibroid tissue, and cavities
containing putty-like matter. In the anterior edge there was a
caseous centre as large as a bean. At the apex there was one
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small encapsuled patch as large as a pea, and in the apex of the
lower lobe there was found a large, irregular, smooth-walled cavity,
filled with blood. This cavity led into a bronchus, but its walls
were not like those of a bronchus. . These were the principal
morbid changes to be seen in the left lung.

The right lung presented a very different appearance. The
pleura was one-third of an inch in thickness, and at the apex and
base very much thicker ; in these situations it was fully an inch
deep, and the lung seemed to have been encroached upon by its
covering. In the pleura were some large irregular spaces, with
strands of lymph running across them; one especially large space
ran down from the apex to within an inch or two of the base.
The lung itself was about the size of the closed fist, and was com-
posed mainly of dilated tubes and fibroid tissue, there being very
little lung-substance proper left. All trace of division into lobes
was gone, and the lung had a compact elongated shape, resembling,
in external conformation, the spleen. The fibroid tissue was col-
lected in large quantity at the root of the lung, and the main bronchi
and vessels were encased by it. Thence it spread out and invaded
the lung in all directions. It was particularly plentiful around
the bronchi and vessels. Some of the fibrous tissue also appeared
to spring from the pleura, and could be seen as thick white lines
dipping down into the interlobular spaces. There was very little
pigment to be seen. The lung, to the touch, was intensely hard, and
when cut into gave almost a sensation of cartilage. It was difficult
to say which part of the lung presented the most complete change,
for the organ as a whole was affected, and the disease had advanced
to such a degree that one part of the lung could not be pointed
out as being more affected than the other,

The bronchi were everywhere uniformly dilated, the walls of
the tubes were much thickened, and the mucous membrane showed
signs of chronic inflammation.

The right bronchus, soon after entering the lung, presented a
large oval-shaped dilatation, from which were given off the
bronchial tubes to the lobes in the lung. The smaller bronchi
could be followed with but little difficulty to their terminations,
near the pleural surface of the lung. Trom the size of the organ
and the number of dilated tubes, it would seem that many of them
had become obliterated, and on carefully inspecting the walls of
the tubes, minute holes could be distinguished, just admitting
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of a probe, and which seemed to end blindly, "The tubes were
filled with froth and blood-stained phlegm.

The vessels of this lung, so many of them as remained, were
thickened, but not dilated. The right pulmonary artery was a
little narrowed, and its wall was certainly thicker than the left.
On following it out to its entrance into the lung, however, the
vessels proceeding from it were immediately narrowed, and in
many cases obliterated, looking very much as if they had been
ligatured.

A marked feature of this right lung was the almost complete
absence of cavities, other than bronchial dilatations and areas of
caseous deposit. On looking carefully throngh the lung, one or
two spots of caseation could be found; they were sitnated in the
centre of fibroid masses, but they were not numerouns enough or large
enough to account for the whole of the fibrous transformation.

Lastly, to complete the description of the lung, the bronchial
glands must be mentioned. They were enlarged, hard and firm, and
enveloped in thick, tough capsules. There were no areas of soft-
ening to be seen, but an excess of fibrous tissue was quite evident
to the naked eye.

All that could be said of the other organs was, that the kidneys
appeared somewhat enlarged and congested, and that the same
remark applied to the liver and spleen.

Cask IV. (No. 45 in the Table in the sixth chapter), althongh by
no means typical of pure fibroid disease of the lung, yet illustrates
many of the points raised in the chapter. The lungs were taken
from a woman, aged 44, who had complained of winter cough for
nearly twenty years. During life there was flattening at both apices,
with dulness and bronchial breathing ; but no displacement of
viscera., When the necropsy was made, the plenra was slightly
thickened over both apices, and much more so at the bases, the
lobes were also bound down by adhesions, This pleural thickening
was much greater over the left lung. The lungs, to the touch, were
crepitant at the bases, and only slightly so at the apices. In this
latter situation lumps about the size of a filbert could be felt.

Right Lung.—This lung on section was like leather, and it
could at once be seen that the apex was the chief seat of the
disease. TIts colonr was dark, and numerous broad, white, inter-
secting lines of fibrous tissue running in all directions were plainly
visible. The bronchi stood out prominently, their walls were
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CHAPTER IV.

CLINICAL ACCOUNT OF FIBROID DISEASE
UNACCOMPANIED BY TUBERCLE,

Iy treating of this important division of the subject, it will be most
advantageous to adhere to the plan which has been followed in the
chapter on the pathology of the affection ; thatis, to give first of all a
description of the disease as it presents itself in its clinical aspects,
and then to relate some of the most typical cases which have come
under our observation, insisting strongly upon the precise points
which enabled us to form a definite opinion as to the true nature
of the disease, This method of drawing inferences from both
generals and particulars, is of peculiar value when the clinical
study of a disease is in question ; for, from the nature of things,
there must be a marked deficiency of diagnostic points in an actual
case seen at the bedside, when compared with the multitudes of
signs and symptoms finding an appropriate place in a general
account, including all variations of the disease.

The account in this chapter will aim at being clinical in its
broadest sense, embracing everything that can be elucidated
concerning the disease: its origin, signs, symptoms, diagnosis,
prognosis, complications, and sequele; the family history, the
ages of the patients ;—all these separate headings will find a place
in this clinical account of pure fibroid disease of the Jung. The
congideration of the clinical side of fibroid disease is of the deepest
interest, for it is when approaching it from this standpoint that
misconceptions as to its real nature most frequently arise. We
cannot help thinking that, if the special diagnostic points of
fibroid disease were better understood and borne in mind, less
confusion would oceur, and much would be done towards the
general acceptance of this disease as a clinical entity, apart from
tuberculosis.

From the point of view of the patient, a just appreciation of this
part of the subject is all-important; for the fibrotic has a much
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longer prospect of life, and a much better prospect of working
during that life, than the tuberculous patient. He seldom requires
the changes abroad, or the special care at home, which are so neces-
sary for the well-being of the phthisic.

Remembering this, let us now pass to a description of the atio-
logy, signs, symptoms, diagnosis and prognosis of the disease, taking
them seriatim.

Ztiology.—On looking over all the assignable canses of
this affection, we have a lengthy catalogue of conditions, all of
which may be regarded as capable of giving origin to fibroid
disease of the lung, Some are a fruitful and common source of
the disease, whilst others belong to the domain of single recorded
instances, found scattered over the literature of the subject. The
varions causes may be thus tabulated :

Broncho-pnenmonia following upon whooping-cough or measles,
Acute croupous pneumonia,

Prolonged chronic bronchitis,

Pleurisy.

Inhalation of irritating dust,

Collapse of the lung.

Syphilis, -
Bronchiectasis.

Traumatic caunses.

General fibroid state (fibroid diathesis).

Aleohol,

—
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Each of these causes requires separate consideration.

Broncho-pneumonia.—Bycommon consent thefirst of these head-
ings—yviz., broncho-pnenmonia sueceeding upon whooping-cough or
measles—is regarded as a frequent mode of onset of fibroid disease ;
indeed, there are few writers on this subject, who do not mention
it as accounting for a large proportion of the cases met with,
And, so far as our observations of young adults affected with the
disease are of value, we should entirely endorse the view of the
majority of writers. But the huge preponderance of this cause
over all others, is only met with in those cases which have begun in
early life. It finds no such prominent place in those which have
come on comparatively late in life; and this is no more than one
would expect. Broncho-pneumonia dependent upon measles and
whooping-cough being excessively rare in adult life, indeed, almost
unheard of, it would be strange if any cases of fibroid disease,
arising at that period, were attributable to that cause. So that, for
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those cases arising later in life, some other cause must be sought.
But another fact of great importance in connection with this
subject is, that few cases, having begun in early life, and having
lasted well into the middle decades, are due to broncho-pnenmonia.
From this it may be inferred that few of those so affected in the
earlier periods of life live to a great age.

How often this broncho-pneumonia, following whooping-cough or
measles, is answerable for fibroid disease, will be readily seen by
referring to the Tables of the cases coming under observation, inthe
sixth chapter. Here, with a frequency which is surprising, and quite
tnaccounted for by chance circumstances, broncho-pneumonia fol-
lowing whooping-cough or measles, is over and over again assigned
as the beginning of the disease. The records of Children’s Hospitals
also show the potency of this caunse; though it must be remem-
bered that by far the greater number of the cases quoted in the
Tables are those beginning in childhood,

It would be profitable to inquire the after-history of children
attacked with broncho-pneumonia following whooping-cough or
measles ; to know what proportion become affected with fibroid
disease, and how many succumb to tuberculosis; but, so far as
we are aware, there are no data on which conclusions of any value
could be based.

The history given by patients who owe their disease to this
cause is quite definite, and is somewhat as follows. After an
attack of whooping-cough or measles, instead of completely
recovering, they become rather suddenly affected with a new
set of symptoms, in which cough, dyspneea, and fever play a
prominent part. On examination of the chest at this period, dulness
and bronchial breathing, attended with crepitations, and sibilant
rhonchi, can generally be found over various parts of the lungs.
The child, after suffering for a variable time with this attack
of broncho-pneumonia, at length recovers to a certain extent ; but
if fibroid disease of the affected lung be about to ensue, the injured
organ fails to heal, and the recovery is never perfect. Although
the child may regain a fair amount of health and strength,
yet the cough, dyspneea, and expectoration never altogether
cease, and after a time, evidence of the accession of fibroid disease
becomes manifest. It is held by Eustace Smith and others that,
in an attack of broncho-pneumonia, the bronchial tubes in the
affected part of the lung quickly lose their tome and become
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dilated, never regaining their calibre; and Wilson Fox suggests that
this may be the starting-point of the fibroid process. But more
light is needed upon this subject. What determines the onset
of fibroid disease after broncho-pneumonia, in some cases and not
in others, cannot with any accuracy be accounted for, unless we
assume a diathesis. '

Acute Croupous Pneumonia.—Concerning the frequency
of acute croupous pneumonia as a cause of fibroid disease, there
has always been expressed much contrary opinion and much
doubt. Some have denied altogether its place in the setiology
of fibrosis of the lung, while others have assigned to it more
importance than it really deserved. There are, however, on
record many cases in which the clearest sequence of events is
traceable from an attack of acute pneumonia, to the establishment
of a fibroid process in the lungs. We must again refer the reader
to the Table of Cases in the sixth chapter; he will there find that
a not altogether insignificant minority give evidence of being due
to such an attack. Much of the scepticism concerning acute
pneumonia as a cause, is donbtless due to the well-known remark
of Chomel, who only met with it eight times in a pathological
experience extending over thirty years. In most instances, the
patient was in perfect health until he had an attack of acute
pneumonia ; this, instead of resolving in due course, went on
smouldering, and the lung began to show signs of fibroid disease,
affecting chiefly the part which had been attacked by the pneu-
monia. It may be said that, although by far the majority of cases
of acute pneumonia do not terminate in fibroid disease, yet enongh
of them do so in order to make it, next to broncho-pneumonia and
bronchitis, the most frequent exciting cause of the process,

Prolonged Chronic Bronchitis is also recognised as an
important factor in the causation of fibroid disease, but whereas
we saw that broncho-pueumonia was answerable for most of
those cases oceurring in early life, bronchitis is chiefly effectual
in inducing fibroid disease coming on late in life, and at this
period is responsible for almost as many cases as broncho-pneu-
monia was in the earlier ages. For bronchitis to be able to
produce fibroid disease, it must be prolonged ; a few years seem to
make but little impression upon the lungs—indeed, most indivi-
duals, attributing the beginning of their disease to this cause, give
a history of fifteen or twenty years. or even longer ; and if this be

¥



82 FIBROID DISEASES OF THE LUNG.

so, it would be impossible for cases coming on early in life to be
caused in this way. We may stop to inquire the reason for
the sequence of fibroid disease upon prolonged chronic bronchitis,
Of the various views that have been offered, the most probable
seems to be that upheld by Inergensen, in his article on Inter-
stitial Pneumonia in Ziemssen’s Cyelopeedia, for which explanation
the reader is referred to the historical chapter. He there main-
tains that the secretion of the tubes, cansed by inhalation of dust,
sets up inflammatory change, and that in lungs affected in this
manner, the large quantities of foreign material hinder the flow
of lymph through its channels; and the secretion, which before
did not remain a sufficient length of time to cause inflammatory
change, now has ample opportunity to act injuriously on the lung-
tissue. This is also true of cases where dust does not play such
an important 7dle. It is also held by Iuergensen and others that
the mere chronicity of bronchitis is enough to cause induration of
the lung. We,may, therefore, suppose that either the induration
is brought about by secretion of the bronchial -tubes acting upon a
lung whose nutrition is impaired by impeded lymphatic flow, or
by the mere chronicity of the bronchitis.

Pleurisy.—Coming now to pleurisy as a factor in the wtiology,
we must consider its agency in the production of fibroid disease in
two different lights : first, as a dry pleurisy ; second, as a pleurisy
with effusion of either serum or pus. The first of these two condi-
tions must, we think, be answerable for almost all the eases of
fibroid disease supervening upon this affection; for, as we shall
presently show, there is mno reason to believe pleural effusion
effective in bringing about such a result.” Though a dry pleurisy is
sometimes undoubtedly a cause of fibrosis, yvet we cannot help
thinking that its frequency, wtiologically, has been somewhat over-
estimated. Because, at a post-mortenm examination of fibroid disease,
the pleura is found enormously thickened, that is hardly a proof of
the disease having begun as pleurisy. And, again, it must be re-
membered that two of the common causes of fibroid disease—viz.,
broncho-pneumonia and acute croupous pneumonia—are almost
always attended with a deposition of lymph on the pleura. Yet an
attack of dry pleurisy, altogether independent of lung complica-
tions, does sometimes pass into fibroid disease. This sequence of
events has been noted several times by one of us. A patient comes
complaining of a dull, heavy aching in his side; on examination,
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he is found to have a dry pleurisy. This does not get well, and
after a time there is evidence of fibroid disease. This is apparently
the history of not a few cases of fibrosis of the lung. With pleurisy
with effusion the case, however, is very different. We cannot
recall a single instance of fibroid disease which gave a I}istﬂrj of
ever having had a pleural effusion; and on calling to mind those
cases of effnsion which have come under our notice, we cannof
refer to a single one as having passed into a fibroid condition.
Again, the disease rarely follows upon empyema. Inquiry into the
after-histories of those who have had pus in the pleural cavity, yields
negative results, so far as fibroid disease of the lung is concerned,
After empyema, one often finds contraction of the chest and
diminution of the respiratory murmur, but no evidence of fibroid
disease. Dr. E. B. Hastings, the late resident medical officer af
the Bast London Hospital for Children, has taken great pains to
obtain the subsequent histories of all the cases treated for empyema
at the hospital ; among these records we do not see a single case of
fibroid disease, and no stronger proof of its rarity as a result
of empyema could be given. So that, while dry pleurisy may be a
cause of fibrosis, there is not much evidence to show that, effusion
of serum or pus in the plenral cavity, is followed by it with any
frequency.

Inhalation of Dust.—With regard to the inhalation of irritat-
ing kinds of dust, not much need be said; most are agreed as to
this being a cause of fibroid processes in the lungs. In those
regions where people are much exposed to these irritating dusts,
the lungs, after an antecedent stage of bronchifis, often take on
fibroid induration which presents no difference from the ordinary
forms. The probable mode of operation of the dust, producing this
effect, we have already discussed, when speaking of ordinary chronic
bronchitis. We, who draw our observations from London and its
surroundings, have but little opportunity for studying this element
in the production of the disease, since here it is unfrequent ; but in
towns where the occupations of workmen render them peculiarly
liable to inhale dust, cases of fibroid disease from such a cause are
by no means uncommon.

Collapse of the lung, independent of pleural effusion, we have
mentioned as a cause, on account of our having met with one case
which could hardly be regarded as having begun in any other
way. So far as we know, Dr. Wilson Fox is the only other observer
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who discusses the probability of this condition inducing the dis-
ease. It is quite conceivable that after a portion of the lung has
become collapsed permanently, a growth of fibrous tissue might
spring up in the injured portion, and become the starting-point
for a widespread fibrosis of the whole lung; and apparently in
some few instances this is really what does happen.*

In the case above referred to, which will be found in the Tables
in the sixth chapter, a child, who was in perfect health, went out
to play. Suddenly, without any warning, a violent fit of coughing
came on, the child became blue in the face and gasped for breath ;
from these violent symptoms she recovered, but a persistent cough
with much expectoration always remained, and at the time of
observation there was well-marked fibroid disease of the lung. - We
may even go a step further, and regard the partial fibroid state of
lungs which have long been pressed upon by chronic pleural
effusions, by tumours and aneurysms implicating the bronchi, and
by plugs of muens in the bronchi in chronic bronchitis, as due to
the deposition of fibroid material in the collapsed portions, aided
by the chronic congestion of the parts; though a perfect condition
of fibroid disease is never produced by these means. So also this
quasi-fibroid state may be induced in a collapsed portion of the
lung brought on by the pressure of an enlarged auricle on the
bronchus or lung, in heart disease. |

Syphilis is undoubtedly, stiologically, concerned in fibroid
disease ; but it is with extreme rarity that cases capable of being
ascribed to this cause are to be met with. Cases of syphilitic
disease of the lung are not wanting, but hardly any of them could
be looked upon as perfect examples of pure fibroid disease of the
lung ; most of them taking the form of patches of gummatous
material with induration around them. In some few cases a
diffused form is met with, much resembling pure fibroid disease.

Bronchiectasis.—Coming now to dilatation of the tubes, it is
questionableif it should find a place among the diseases which give
rise directly or indirectly to fibroid disease of the lungs. It has
elsewhere in this work been stated that bronchiectasis is a resulf,
not a cause, of fibroid disease. Prior to Corrigan, the generally
accepted view was that, the bronchiectasis was the cause of the
disease, and at the present time there are not wanting those who

* In this way, it is possible that fibroid disease may occur as an indirect result
of pleural effusion; but of this we have met no instance.
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parts of the lung, and large, coarse crepitations. The young man
remained in much the same condition for a year longer, and then
quite suddenly developed hectic and rapid emaciation. A pneumo-
thorax of the left side was noted, and he died a short time after. At
the post-mortem, the pleura was enormously thickened at the level of
the sixth rib in the axilla, and in this mass of fibrous tissue was
found a piece of exfoliated rib, penetrating the lung. From this
centre, fibrous tissue spread out in all directions throughout the
lung. The bronchi were not much dilated. There were no
tubercles in this lung. The opening into the pleura causing the
pneumothorax could not be discovered. The right lung, from
apex to base, was stuffed with fresh miliary granulations.

Another instance of fibroid disease originating in traumatism
was the case of Daniel Gilbert, a picture of whose lung is repro-
duced in this work, and which is an excellent example of this
mode of origin.

There can be no doubt that the fibroid process in these cases
was set going by the injury. The state of the parts revealed at
the post-mortem all supported such a supposition. Yet it is a very
- rare occurrence, and only a few cases are on record.

Fibroid Diathesis.—We come now to discuss the guestion of a
diathetic condition, favouring the onset of fibroid disease. It may
well be asked, Why is it that some cases, after various attacks of
diseases of the lungs, degenerate into fibroid phthisis, while many
others escape without any untoward result? The question is hardly
capable of answer, unless it be assumed that there is a fibroid
diathesis which renders some prone to develop fibroid disease,
while those who do not possess this vulnerability, escape. We
have seen in the historical account that Handfield-Jones believed
strongly in this diathesis, and went even a step onward and looked
upon the lung fibrosis as merely a local manifestation of a general
disease. As 1s well known, the arteries, the heart, the liver, and
the kidneys, in addition to the lungs, are liable under suitable
conditions to become fibroid, May we mnot suppose that these
individual tissue metamorphoses are governed by a general fibroid
diathesis, which comes into operation when one or other of the
organs has its vitality lowered, or its nutrition in some way altered,
so as to allow of the prevailing tendency to take effect? Or
are these fibroid changes in different organs quite independent of
a diathesis, and do they rest for their production simply upon
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lowered vitality, or altered nutrition of the organ? 1f the first of
these suppositions be accepted, one would expect to find some-
times several sets of systems affected at the same time in the
same individual ; and Handfield-Jones seems to have shown
this to be the case. In this way could be explained the high
tension pulse, the hypertrophied heart, and the fibroid trans-
formation in the liver, spleen and kidney, sometimes met with in
fibroid lung disease. On the whole, this seems more capable of
credence, than to suppose that the result was brought about simply
by an alteration in the metabolic activity of the organ, without the
intervention of a diathesis.* It is by no means improbable, how-
ever, that a fibroid condition of one system might favour a like
event in another, For instance, a patient with arterial fibrosis
would be, on that account, in a position to turn the scale in favour
of the onset of fibrosis in the lung, kidney, or liver, when these
organs had their nutrition interfered with, or wice versé. What-
ever view be taken of this difficult problem, we must remember
that, all those lung conditions, which have been described above as
being to a certain extent responsible for fibrosis, can only be
viewed in the light of direct exciting causes ; as it were the lighted
match which produces the-explosion. When we come to speak of
the family and personal history of these cases, we shall inquire
what evidence there is of a diathetic fibroad taint.

Alcohol.—In connection with mtiolﬁgy there yet remains to
consider the influence of alecohol. Sutton inclined to the view that
the abuse of alcohol was capable of exerting a direct effect on the
production of fibroid disease. Several facts favour such a view.
In the first place, in an analogous condition, the well-known effects
of gin-drinking on the liver and kidneys may be instanced ;
secondly, some cases have come to hand in which tubercular
phthisis has apparently taken on a fibroid change through the
agency of imbibing large quantities of alcohol; and, lastly, it has
been stated by some, that croupous pneunmonia is less likely
to resolve, and more likely to pass into a fibroid state, if the
therapeutics have consisted in a liberal use of alcoholic stimulants.

# On the other hand, one of us thinks that the increased work to which the
heart is subjected, is snfficient to account for its hypertrophy, more especially, as
has been noted, that hypertrophy is relatively greater on the right side. Further,
he thinks that the changes in other organs can be well explained by the chronic
congestion to which they are subjected, on account of the back pressure.
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That alcohol is an excitant may certainly be true in some cases,
but it must be noted that fibroid disease of the lung often comes
on at a tender age, at a time when there could be no possibility of
aleohol playing any part in the production of the disease. For
these reasons, alcohol must not be regarded as a general and
direct cause, but only as a special and indirect one, operating
upon, and giving the coup-de-grdce to a constitution already pre-
disposed to fibroid disease.

In closing this account of the @etiology of pure fibroid disease of
the lung, it will not be out of place to summarise the different
points which are claimed to have been brought out by the inquiry.
The statistical part of this subject will be seen on reading the
tables and analyses to be found in the sixth chapter. We may
then, recapitulate our results as follows :

1. There is reason to believe that pure fibroid disease of the
lung depends, in common with like affections of other organs, upon
a vulnerahility, or susceptibility of the organism to take on a
fibroid process, when the particular organ to become so affected has,
by some means or other, its vitality lowered and its nutrition
altered. This vulnerability is termed the * Fibroid Diathesis.”

2. The causes which operate in producing this lowering of vitality,
and alteration of nutrition, are chiefly those diseases which we have
discussed and enumerated.

3. Of these diseases, the most common are, broncho-pneumonia,
acute pnenmonia, and bronchitis. -

4. The abuse of alcohol may be said to exert some influence over
the production of the fibroid state.

5. Some of these diseases set going the process in early life,
while others are responsible for its onset in the later periods.
Thus, those which give rise to fibroid disease in early life are,
broncho-pneumonia, acute croupous pneumonia, collapse of the
lung, and pleurisy. Those giving rise to it later in life are, bron-
chitis, bronchiectasis, traumatic causes, alcoholic abuse, syphilis,
and sometimes acute pneumonia and pleurisy ; the two last acting
either in early or late life.

Family History.—Let us now pass on to consider the family
history of people affected with fibroid disease, with a view to
determine if there be any family taint, or condition, which specially
influences it. TFirst, with regard to the question of a family
history of tubercle, Tt will be seen in the chapter on the
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Therefore, whilst we ‘contend that we have no proof of tubercular
origin in heredity, we do not deny that a tendency to it, or a special
vulnerability of the lung, occurs in the descendants of those
aflected.

Sometimes there 1is found, in the family histories of these
patients, a tendenecy to chronie, or, more rarely, acute rheu-
matism. This is the more interesting on account of the fact that
some observers have found valvular murmurs in a large proportion
of their cases. On the other hand, there are some who have
altogether failed to demonstrate cardiac complications, with any
degree of frequency, and this last remark applies to the series of
cases in the sixth chapter. But besides having an effect upon the
cardiac complications, a rheumatic diathesis might be supposed to
considerably favour the onset of fibrosis in some organ or other of
the body, rendered suitable for it. Professor Laycock, in his
Lectwres, has drawn an admirable picture of a rheumatic type of
phthisis, and on reading over his description one can hardly escape
the belief that he was portraying fibroid disease of the lung. In
some cases the chain of events is all but complete. The father or
mother of the patient, or perhaps his uncles or aunts, have suffered
from rheumatic attacks, which left heart trouble. The patient
himself becomes affected with heart disease, following upon rheu-
matism, and then, soon after, fibroid disease of the lung supervenes.

A family history of gout, interstitial nephritis, and apoplexy
is sometimes to be obtained, though not very often. Still, it is
common enough to be looked upon as playing a part in the fibroid
process. Now between all these three conditions, and arterial
degeneration or fibrosis, there is a close relationship, and interstitial
nephritis itself is a fibrosis of the kidney. It may be possible that the
fibroid diathesis, above referred to, may so operate as to bring about
arterial fibrosis or renal fibrosis in one individual, while in another
member of the same family, from some cause or other, it is lung
fibrosis that is produced. It will be remembered that one of
Laennec’s cases ended by an attack of apoplexy. The supposed
antagonism between gout and tubercle is well known, although
the idea of gout being a prophylactic to tubercle, is now held to be
erroneous. Yeb one meets with very few cases of tubercle of the
lungs giving a history of gout. On the other hand, the gouty or
uric acid diathesis seems particularly favourable to the onset of
fibroid disease.
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Then again, there is sometimes a family history of syphilis, but it
does not appear to exercise any influence over the fibroid dlSEﬂ.Eﬂ..

Lastly, we must consider cirrhosis of the liver. There. is
occasionally evidence of this disease having oceurred in the family,
but not with any frequency. We have already pointed out that,
when occurring in people affected with tubercular phthisis, it does
not seem to render the tuberculosis more fibroid and chronic; on
the contrary, many, so affected, quickly succumb to arapid form of
phthisis. Recapitulating, then, the various points raised in this
account of the family tendencies, we may say :

1. That a family history of tubercle, interstitial nephritis, rheu-
matism, gout, morbus cordis, syphilis, cirrhosis of the liver, and
apoplexy is sometimes present, but that they none of them occur
with sufficient frequency to cause them to be regarded as having
a direct and special effect in the production of fibroid disease of
the lung.

2. That tubercle oceurs no oftener than in the family histories
of healthy individuals, and for this and other reasons stated may
be disregarded.

3. That the other diseases enumerated may, in one generation be
manifestations of a fibroid diathesis, whilst in another they give
rise to fibroid disease of the lung.

Personal History.—Coming now to the personal history of
these cases, there is but little to say beyond what has already been
said, when speaking of the setiology. As a rule, until they become
affected with the disease, the health of these patients is remarkably
strong, and few of them can be found who give a previous history of
ever having been valetudinarians. It is true that not a few of them
date the beginning of their disease from a few years after birth, and
to such these remarks do not apply. But, in those who are attacked
later in life the general statement is, that they were strong, well-
grown, able to hold their own in the various walks of life, and were
considered as robust and healthy individuals, with the exception of
a winter cough.  Even after they become victims of the disease they
are by no means to be regarded completely as invalids; they are
still capable of much bodily activity, and continue to wear the
appearance of good health. This is a very different account to
that which would have to be written, were one describing the
personal history of tuberculous patients, or almost any other
pulmonary trouble.
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The Mode of Onset of Fibroid Disease is of great importance,
for it is a point of diagnostic value enabling us, in many instances,
to determine its origin in tuberculosis or otherwise. If we except
those cases which owe their origin to prolonged bronchitis, almost
every case has some definite beginning. There is generally a
history of some acute attack, before which they were in perfect
health. These patients can almost always trace the sequence
of events up from this attack, and are able to say that, since such
and such an illness (whether pneumonia or broncho-pneumonia),
they have never been quite well, but have complained of
dyspneea, cough, expectoration, and the like. Now when one has
to deal with a case of tuberculosis, the impressions conveyed
are very different. There is often no definite onset, nothing
to account for the state they have fallen into, and beyond a
vague history of cough and weakness gradually increasing, there
is no landmark in their past history by which to determine its
beginning. Though it must be conceded that sometimes tubercu-
losis apparently owes its origin to some other lung disease, such as
pneumonia or bronchial catarrh, yet this is not the general mode
of onset. It is surprising how many of such cases break
down when carefully investigated. Further, it may be mentioned
that tuberculosis from its onset is quickly progressive, when
compared with fibroid disease, which is slow. Where tuberculosis
will overrun the greater part of a lung in a term of months,
fibroid disease, on the other hand, will take years to attain the
same result.

Age.—Coming now to the age at which fibroid disease is most
prone to attack people, there exists in published records, and
personal experience, much diversity of opinion. As will be
gathered from a perusal of the historical account, it is held by
some, that it is met with most commonly in the early periods
of life, by others, in the later periods. We may state our belief
that both periods are liable to the disease, though in which it is
more prevalent, it is very difficult to say. The series of cases
tabulated in the sixth chapter certainly fayours the view, that it is
common before the age of thirty, and decidedly rare after it.
But we must hesitate to accept these tables as conclusive, for the
reasons which are there set forth, more especially when we know
that it is the common experience of one of us, to meet with the
disease most frequently in the late adult life. This great dis-
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crepancy may be explained, perhaps, on the hypothesis that the
cases in the tables are hospital cases, while the others are entirely
drawn from private practice.

In fact, while waiting for larger statistics, all that can be said
as to the age of patients affected, amounts to this; that many
cases are met with in early life, as is shown from statistics, and
that it is within the experience of the highest authorities, to come
in contact with cases almost exclusively occurring in people
advanced in years.

Almost all are agreed that the duration of fibroid disease is
long—that is to say, the disease lasts years. According to some,
an average of twenty or thirty years’ duration is not considered too
high, others would place it at a lower figure. However that may
be, it is certain that the duration of this affection is longer by
years than that of any other chronic lung disease, excepting
chronic bronchitis.

General Features of Fibroid Phthisis.—Before entering upon
a critical account of the signs and symptoms of fibroid disease,
it will be of advantage here to give a brief clinical description
of its more common features. Patients with fibroid disease
generally present themselves giving a history of having had, at
some remote period, an acute attack, in the shape of broncho-
pneumonia or acute pneumonia, and that, since the attack they have
never been quite well in health ; or, on the other hand, they may
have been subject for many years to a harassing winter cough,
which of late, instead of recovering in the summer, has lasted all
throngh the year. The symptoms they generally complain of, are
cough of a peculiar paroxysmal kind, coming on most often in the
early morning on waking, and sometimes ending by the expulsion
of large quantities of phlegm, and not unfrequently, vomiting.
They are liable to dyspncea on the slightest exertion. Sometimes
- there is a good deal of pain complained of in the affected side, and
occasionally, there is an account to be obtained of a fairly profuse
heemoptysis. Patients rarely complain of much emaciation or
night sweats. The digestive system is, as a rule, in good working
order ; at times, however, there is dyspepsia, and sometimes,
diarrheea. Fibroid patients frequently state that, but for the
cough, expectoration and dyspncea, they wonld think themselves
in perfect health. They bear upon their countenances the impress
of health. The face, owing to the venous congestion pro-
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duced by the Inng disease, is turgid, the lips blue, and the eyes
dark, There is an almost normal development of muscle and fat :
the chest is well-formed and deep. Sometimes white fibroid spots
can be noticed in the skin. The fingers are frequently clubbed
at the ends, often to an enormons extent.

On inspection of the chest, there can generally be observed
greater or less irregular flattening of one side, and impairment of
movement during respiration; the shounlder of the affected side
droops somewhat, and in some cases, there is a lateral curvature of
the spine. On percussion, all degrees of impairment of note can be
ascertained, from slight deviation from the normal, to absolute
dulness. Generally the disease is most intense over the middle and
lower parts of the lung, more rarely at the apex. The tactile vocal
fremitus may be either increased or diminished, depending very
much npon the thickness of the pleura. On auscultation, there
can be heard, bronchial breathing and bronchophony, passing on
into pectoriloguy, these phenomena being best marked around the
inferior angle of the scapula. In association with these sounds are
lond gurgling riles, wheezing rhonchi, and dry, rustling crepita-
tions ; the latter being quite superficial. The sound lung is hyper-
trophied, emphysematous, and encroaches on the affected lung,
across the sternum. The heart is almost always drawn to the
affected side. Sometimes it may be found sitnated under the right
nipple or in the left axilla, or its position may only slightly
deviate from the normal. There is, as a rule, some hypertrophy
of the organ, and its beats are slow, infrequent, and measured. A
murmur, systolic in rhythm, may often be detected.

The urine of fibroid patients is very apt to contain albumen,
often in large quantities, and albuminuria is the rule, after the
disease has lasted any length of time. The temperature can hardly
ever be observed above normal, and the expectoration contains no
tubercle bacilli. This condition of things, with care, may last years
without any worse concomitant, and death may not take place until
old age; when this event happens it is due generally either to
tubercle, capillary bronchitis, or heart and renal troubles.

Symptoms.—We now pass to a critical analysis of the signs
and symptoms, presented by those suffering from pure fibroid
disease of the lungs,

Cough.—This symptom is one which is nearly always present in
a greater or less degree, usually also, with the history that it has
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been troublesome for a very long time, often for years, perhaps
even for a lifetime. It is worse at times, especially, of course,
when the patient has contracted some fresh catarrh, but does not
show a great tendency to get worse in winter; and, what is a more
marked feature still, is that it does not leave the patient even in
the summer. In some cases there is nothing in the cough (apart
from its duration) which is at all characteristic. In most cases,
however, it is more or less distinctly paroxysmal, worse in the
mornings; indeed, the patients are sometimes almost free at all
other times. In such cases the morning fit of coughing is very
violent and prolonged. Attended at first with no expectoration,
the efforts become more and more violent ; the face becomes livid,
the patient almost suffocated, epistaxis not unfrequently occurs,
and at last the expectoration comes in a gush, but often, not until
the cough has culminated in vomiting ; and in many cases it would
appear as though it were voided, more by the action of vomiting
than coughing.

Expectoration.—It is evident that at different times, even in the
same case, the expectoration must present very different characters.
Thus, one finds it occasionally almost absent, or at any rate very
scanty, watery or viscid, hardly, if at all, purulent ; indeed, simply
white, frothy mucus. At other times, it may be muco-purulent,
purulent or sanious, varying in colour, according to its consistence,
from a greenish or yellow to a reddish-brown, purple, or almost black
appearance ; at the same time being either quite sweet, of a stale,
sickly, or intensely feetid odour. When voided in large amounts,
and indeed often at other times, its heaviness, stale, sickly odour
and want of aération are sometimes very characteristic.

Microscopically examined, the sputum may perhaps present only
a few catarrhal cells and mucous granules, with a few pus cor-
puscles. In other cases, it may be crowded with pus cells, blood
dises and catarrhal cells. Elastic tissue may, not unfrequently, be
found. [Elastic tissue, when present, occurs in two main distinct
forms ; either in mere cords, strings, or leashes of fibres, or in the
form of elastic areole.* In the former case they are undoubtedly
derived from the submucous tissue of the bronchial muecous

* In a well-known clinical manual, there is given an engraving of leashes of
elastic fibres, as indicative of the existence of a cavity in the lung. But such
long leasnes of clastic tissne do not exist in the pulmonary alveoli, while they
are not unfrequently found in the sputa of severe chronic bronchitis,
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membrane, in the latter from disintegrating alveoli. As might be
expected, the sputa are often found crowded with putrefactive
organisms, staining well with methyl blue ; but though cases were
often under close observation for years, in none of those, which
have been chosen as non-tubercular, were there ever any tubercle
baeilli found.

Dyspncea.—The severity of this symptom varies very much in
different cases. It must be remembered also, that in some cases
the adjustment of the system to the diminished extent of respira-
tory area, is so far complete, that sometimes, the shortness and
frequency of breathing, always present at such times, is not pain-
fully felt by the patient, who will declare that he has no difficulty
of breathing, although its shortness and frequency are obvious to
the physician. It is always more evident on exertion, and indeed
may be present only at such times; but as a wider and wider area
of lung-tissue becomes implicated, so does the difficulty of bhreath-
ing become more and more urgent ; until, towards the close, even
when at rest, the breathing may be noticed to be shallow and
hurried, or even laboured, and the slightest exertion will, in such
cases, bring on such a paroxysm of dyspneea, that the sufferer
becomes deeply cyanosed, and looks as though about to die. More-
over, if a patient, a certain portion of whose lung is implicated in
fibroid disease, should contract acute trouble, in the shape of
bronchitis, or a more or less limited patch of pneumonia, then the
consequent further narrowing of his respiratory area renders the
dyspncea most urgent indeed. This complicating bronchitis or
pneumonia by no means unfrequently occurs, and the patient then
dies of asphyxia with extraordinary rapidity.

Cyanosis.—The presence of this sign depends upon the urgency
and duration of the dyspncea. There may be none; but not
unfrequently, where the difficulty of breathing has not yet given
rise to actual cyanosis, there may be observed a congested, turgid
or swollen appearance of the face, begotten of the prolonged
dyspncea, and the violent straining, caused by the distressing and
often paroxysmal cough, added to the direct obstruction to the
return of blood from the head and neck, consequent upon the
impaired flow through the lungs. This sign is often present, and
may give the patient a deceptively robust, or even bloated, appear-
ance. Of the same nature is the clubbing of the fingers, which
occurred in 75 per cent. of our cases. It was by no means a
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constant sign, being often absent in the best marked cases; an_d, as
ity is present in so many other chronic affections, but little reliance
can be placed upon it. It is, however, interesting as it shows the
result of chronic embarrassment of circulation. The toes are often
similarly affected. .

Epistaxis.—This sign is intimately associated with the chronic
congestion of face above mentioned. It is fairly common, more
especially among the younger patients, and is most apt to occur
during a paroxysm of coughing. We saw no reason to regard it
as having any connection with renal disease.

Hemoptysis.—This symptom, it will be seen from the tables,
occurred in 15} per cent. of our cases. When one remembers the
extreme vascularity, so often presented by the newly formed tissue,
the common occurrence of erosions, ulcerations, or a villous con-
dition of the bronchial mucous membrane, with the occasional pre-
sence of ulcerating cavities; and, further, when one bears in mind
that these conditions are frequently associated with prolonged and
exceedingly violent fits of coughing, one is not surprised that this
symptom should be of so frequent occurrence. It tends to be often
repeated in the same case, and may vary in amount, from only a
few streaks to a very considerable loss of blood ; and, in rare cases,
may be so profuse as to directly and immediately cause the death
of the patient.

When one takes into consideration the extreme violence of the
cough, and the state of chronic congestion of the whole of the
respiratory tract, one has little doubt that, in some cases, the blood
comes from the throat, Still less doubt is there that, in the
majority of cases, it comes from the bronchial tubes, which, in
nearly all cases, present numerous points from which haemorrhage
is only too likely to arise. Whereas, when cavities exist, either
extending from, or formed independently of, the tubes; and, as
sometimes occurs, their walls are ragged and sloughy, and the
excavation is rapidly spreading, then the probability of a large
vessel being opened becomes at once imminent, and would result in
such a profuse haemoptysis as to endanger the life of the patient.

Energy and Bodily Vigour.—Noone, who has had an opportunity
of comparing a number of cases of fibroid disease with those of
ordinary pulmonary tuberculosis, can help being forcibly impressed
with the striking contrast, existing between them, in this respect.
In the cases of fibroid disease, the patients are almost invariably in

G
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active employment; both mentally, and physically, they are vigorous;
and, cut off as they often are, by the supervention of some more op
less acute trouble, they most frequently remain occupied mentally,
or are even engaged in laborious manual labour, up to within a
short time of their death, On the other hand, the lack of energy
and extreme and progressive bodily enfeeblement, so characteristic
of the tubercular affection, must have been remarked by all.

Fever, Sweating, and Emaciation.—These are certainly not
symptoms of pure fibroid disease, except under unusual or ex-
ceptional circumstances, It is, however, necessary to mention
them, as their absence goes far in accounting for the retained
mental and bodily vigour, to which attention has just been drawn.
Fever does occasionally occur, as, for instance, when a patient
becomes the subject of some more or less severe fresh trouble,
bronchitis and the like; but as a rule we may expect a normal
temperature.

Sweating occurs under similar circumstances, and indeed, in most
cases, the skin acts rather freely, perhaps taking on some of the
work of the damaged lung ; but in no case have we seen the excessive
drenching night sweat, so often occurring in tubercular cases.

Emaciation is conspicuously absent, the patients often being
quite fat. Towardsthe close of the case, however, it does sometimes
oceur ; at first slowly, but, as the disease extends, and the dyspncea
becomes more and more urgent, the patient becomes restless and
disturbed, does not take his food, and the wasting is more rapid.

Gastro-intestinal Disturbances.—Sometimes it has been noticed,
in advanced cases, that there was considerable functional derange-
ment of the stomach. Vomiting is often present, consequent upon
the violent cough, and sometimes the vomit is tinged with blood, or
this symptom may oceur independently of conghing. The stomach
is always much displaced in left-sided disease, and also generally,
considerably dilated. At the same time, it is conceivable that there
may often be a chronic congestion of the organ, consequent upon
the back pressure, caused by the impeded flow of blood through
the lungs. These considerations fully explain the dyspepsia, vomit-
ing, and slight hsematemesis occasionally noted by us.

Diarrhea is often mentioned as of common occurrence in this
disease. Certainly the cases we have collected did not verify
this. It does, undoubtedly, sometimes occur, caused by chronic
congestion of the intestines, or actual erosions of the mucous mem-
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brane. But, as far as one can gather from recorded cases, by far
the most common cause of this complication is some septic poison-
ing, begotten of the retention of quantities of foul and stinking
secretion in the bronchial tubes; or the death of small portions of
the lungs—pulmonary gangrene—giving rise, in either case, 10
symptoms of general septic poisoning, in the majority associated
with diarrhcea, more or less profuse. One of us holds, however,
that although diarrhcea may not be common among the younger
patients, it is of common occurrence amongst the older ones, and
in long-standing cases,

(Bdema not unfrequently occurs, It may be found in both
the upper and lower extremities, or either alone. When occurring
in the lower extremities, it is generally late in its appearance, i.e.,
when the disease has become very extensive in the lungs, or the
general health is giving way. In such cases, it may be accounted
for by the back pressure in the venous system, due to the inter-
rupted flow through the lungs, and also, by the direct obstruction
to the return of blood from the lower extremities, from implication of
the vena cava as it passes through the thorax to the heart, caused
by the matting together of the mediastinal tissues. Further, the
displacement of the heart far to one or the other side, may, in
some cases, prove an impediment to the free entry of blood from
the vena cava., All these conditions may exert some influence
in causing cedema, but the fact remains that, it is rarely present
until late in the course of the disease, and when the patient’s powers
are rapidly failing.

In some rare cases, the lymphatics and veins, coming from the
upper extremity, are implicated in the contraction of the lung, and
cedema, which in some case is enormous, occurs of the whole arm
corresponding to the diseased lung. In these cases there is direct
obstruction to the venous and lymphatic flow ; the cedema may
begin early, and tends to become more and more marked.

Albuminuria and Renal Disease.—Albuminuria was present
in 20 per cent. of our cases. It will be seen, therefore, that
in those we have collected, it is not of common oceurrence. In
the instances in which it was found, it seemed that, other things
being equal, it most often appeared when the disease had lasted a
long time, and was more likely to be present in those cases occurring
in older, than younger individuals. Another point that came ont was
that, the albuminuria was not constant, at times wholly disappearing
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in cases in which it had been previously discovered. It is the
experience of one of us, who has dealt chiefly with fibroid disease
in middle and advanced life, that albuminuria is almost always
present, at least intermittently, after two years’ duration of the
malady. So that, it may be present in a large number of cases at
certain times. As far as we could determine, when the patient
was suffering from a fresh catarrh, and the breathing and circulation
were more than ordinarily embarrassed, so the albumen would
appear ; and as he recovered his former state of health, so it would
disappear. We came to the conclusion that when albuminuria
was present, it was due to chronic passive congestion, and this
was borne out by the fact that, at the autopsies of our cases, two
of whom had albuminuria during life, we could find no structural
disease of the kidmeys at all, but they were somewhat enlarged
and deeply congested. Two of us think, therefore, that if structural
renal disease, apart from congestion, be present, it is simply an
accidental occurrence, not caused by, and in no way associated with,
the pulmonary trouble.

Having reviewed the general signs and symptoms associated
with, and dependent upon the state of the lung, we will now
turn to the consideration of the physical signs in the chest, npon
which we depend for the diagnosis.

Physical Signs.—In order to have a correct picture before
us, we will proceed in the ordinary way in which physical examina~
tion is made. In order that the physical signs may be quite
definite, we will assume that the case is already considerably
advanced, and that one lung only is the seat of disease.

Inspection.—By this means alone, very much may be learnt as
to the nature of the case. Thus, it will be seen that the chest is
deformed. One side appears smaller than the other, the corre-
sponding shoulder is dropped, theribs ave twisted downwards and
inwards, the intercostal spaces more or less retracted, and the
spine is pulled towards the affected side. The impulse of the
heart may generally be seen displaced from its normal position
towards the affected side. All these conditions have been fully
discussed in the consideration of the * displacement of viscera,”
and it is only necessary here, to refer to what has been said there.
If now, the patient be asked to draw a deep breath, the affected
side will be observed to remain almost motionless, whilst on the
opposite, the movement is excessive, the chest there expanding



PHYSICAL SIGNS. 101

to an unusual degree, and the shoulder being lifted high up,
whereby the contrast between the two sides is remarkably accen-
tuated.

. Percussion.—From this we learn that there is dulness, more or
less extensive, resistant, and complete, over the affected (contracted)
side. Moreover, we notice that this impaired resonance is nearly
always af, or towards the base; the apex often remaining free,
being sometimes even hyper-resonant. Sometimes the chest gives
a dull note from base to apex, both anteriorly and posteriorly ; but
usually the resonance is impaired throughout, the impairment being
more and more marked, until, at the base, especially posteriorly,
absolute dulness is reached. On the opposite, least affected side, if
the disease (as is usual) is of one side only, an unusunally good note
may be obtained—indeed, it is hyper-resonant; and, not unfre-
quently, this hyper-resonance may be traced transgressing the
middle line, both along the sternum in front, and the spine behind.
Percussion also teaches us that the area of cardiac dulness is, in the
majority of cases, enlarged, and displaced towards one side or the
other to a degree which varies in different cases.

Further, in left-sided cases, we may frequently elicit the charac-
teristic note of the stomach, as high as the third rib in front; and
in right-sided cases, the liver is often so pulled up that its dulness
does not reach the costal arch, and would give the idea that it was
contracted, did we mnot bear in mind the displacement; more
especially as its dulness cannot, as a rule, be distinguished from
that of the lung above it. Sometimes, however, we find, still from
percussion, that both the liver and splenic dulness are increased, and
in the case of the liver, the enlargement may be very considerable,
being due, as we know from post-mortem examination, to chronie
congestion and fatty degeneration.

Palpation.—By this we at once detect the displacement of the
heart, and we gain a certain knowledge as to the character of its
beat, which is slow and measured, regular and forcible, quite
undisturbed by the gross changes going on around it, and showing
a marked contrast to the weak beat of a tubercular case. Then,
with regard to tactile vocal fremitus, one finds that, in the majority
of cases, it is increased, generally more so at the middle and lower
parts. of the lung and posteriorly, orin the axillary region. Not
at all unfrequently, however, it is diminished, and in a few cases
altogether absent. Of course this is on the diseased side, the
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tactile vocal fremitus remaining normal on the sound, or least
affected side, or is sometimes slightly exaggerated.

Auscultation.—Over the dull area the inspiratory and expiratory
sounds are more or less exaggerated, so as to give rise to harsh,
bronchial or cavernous breath sounds, the intensity varying in
different cases. This is the case in by far the greater majority of
instances ; sometimes, however, the breath sounds are diminished,
and in a very few almost absent. TIn those cases in which there is
bronchial or cavernous breathing, the vocal resonance is also much
increased, bronchophony, or even pectoriloquy, being well-marked.
On the other hand, in those in which the breath sounds are
diminished or almost absent, the vocal resonance is likewise less,
or more often absent. In a few instances, although the breath
sounds seemed distinctly exaggerated, the vocal resonance showed
no such increase, The cavernous sounds, above mentioned, showed
a considerable uniformifty in the position over which they were
best heard. Thus, in almost every case, they were found at the
middle and lower parts of the lung; and, further, they were most
frequently heard around the inferior angle of the scapula, very
rarely reaching so high as its spine. The top, or middle of the
axilla was perhaps the place next in frequency. Occasionally these
sounds were heard in the mid-scapular region, but, as has been
said above, rarely at the apex, although, the apical affection was
occasionally observed, alone or in connection with disease lower
down ; so that it must not be concluded that the base of the lung
is the only seat of this disease. Indeed, the lower middle part is
the most common sitnation for its commencement, and thence it
spreads downwards before it passes upwards, so that, usually, the
lower half of the lung becomes early affected.

Adventitious Sounds.—Scattered over the greater part of the
lung, but more numerous, and heard more distinctly at those
points where cavernous sounds were heard, were rhonchi, coarse,
bubbling crepitations, pleuritic creakings and frictions, and often a
peculiar squeaking, sucking sound, difficult to deseribe, but not
easily forgotten when once heard. Of these sounds, the bubbling,
and often metallic-sounding crepitations were the most constant,
being almost invariably heard. Most often they were associated
with pleuritic creakings; and the peculiar sucking sound, last
mentioned, was also often heard, and appeared to us the only sign
which was of itself peculiar to the condition. It is, perhaps, here
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worthy of notice, that fine crepitations are rarely heard in these
cases; the crepitations almost invariably heard, as has just
been remarked, being of the subcrepitant variety, moist and
bubbling.

If the opposite lung remained free from disease, as was the
rule, the signs to be heard over it were, chiefly, somewhat exagge-
rated breath sounds, puerile in their intensity. In those instances
in which, in addition to the disease in one lung, there was general
catarrh ; rhonchi and riles were also to be heard over the other-
wise sound side, and in some cases, even when there was no
evidence of such a complication, an occasional rhonchus, with a few
crepitations could sometimes be heard, more especially at the base
of the sound lung. It was considered that these sounds were
conducted from the diseased to the sound side.

The Heart.— With regard to the heart, we learn by auscultation
more accurately than by any other means, the character of its beat.
The regularity, slowness, and steadiness of its action have been
before emphasised. It was further remarked that there seemed, in
many cases, a rather longer interval between the first and second
sounds than normal. Oecasionally, there was heard a systolic bruit
over the pulmonary area; and, in one case, fairly well-marked
systolic bruits, were to be heard, at many points over the diseased
lung.

To summarise these various points :

On Inspection.—Deformity, dropped shoulder, twisted ribs and spine,
displaced heart's impulse, and deficient or absent movement during
respiration, were to be seen,

On FPercussion.—Impaired resonance, or more or less absolute dulness—as
a rule, at the middle and lower parts—on the diseased side, with hyper-
resonance on the sound side. There was sometimes also hyper-reso-
nance of the apex on the diseased side. Increased area and abnormal
position of cardiac dulness. Recognition of stomach note high up in
the left-sided disease, displaced liver dulness in right-sided disease.

By Palpation,—Displaced impulse of heart. Increased, diminished, or
absent tactile vocal fremitus on the diseased side, the same being
well-marked on the opposite. Pleuritic friction or riles also felt.

By Auscultation.—On the Diseased Side, breath sounds increased to bron-
chial, or even cavernous, breathing ; or diminished, or almost absent.
Vocal resonance increased to bronchophony or pectoriloquy, or
diminished, or even entirely absent. Coarse, bubbling, and metallic
crepitations, rhonchi, pleuritic creakings and frictions, and peculiar
squeaking, sucking sound,

Heart's beat heard to be forcible and measured, with apparently a
longer interval between the first and second sound than normal,
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Occasional systolic bruit heard at pulmonary orifice, and also, in
one case, the same to be heard at various points over the diseased
lung,

On the Sound Side.—Puerile breathing and a few rhonchi and riiles,
probably conducted from the diseased side.

The interpretation of these various signs is generally quite
simple ; the difficulties will be discussed when we come to speak of
diagnosis. It will be noted that there is no sign, with the excep-
tion of the characteristic sucking sound mentioned, combined with
the peculiar action of the heart. which can be fairly considered
to be distinctive of this condition, but it is by the assemblage
and assoeiation of many of them that, we are enabled to arrive at a
just conclusion as to the exact state of the lung.

Thus, the dulness associated with bronchial breathing. and the
cavernous sounds generally, point to the infiltration and consolida-
tion of the lung, associated with excavation or bronchiectasis,
or both. The deformity of the chest, the lack of movement on
respiration, the extension of the sound lung over to the diseased
side, and the general displacement of organs towards the faulty
lung, point strongly to the contracted state of the diseased organ.
So far all is quite simple. But in some cases the breath and voice
sounds are diminished, or nearly absent, to hand and ear. These
signs being still associated with dulness and immobility, point to
fluid or a thickened pleura, and here, the contraction of the chest
and displacement of organs fowards the dull side, save us from mis-
taking it for fluid. It will be noticed, too, that the thickened
pleura, so often present, annuls the voice sounds sooner than the
breath sounds, the latter sometimes even remaining exaggerated,
while the former are diminished.

These adventitious sounds are common to many other conditions,
and need no explanation, except the peculiar sucking sound. This
occurred during inspiration, and seemed to us to be due to the slow
sucking of air and viseid fluid through engorged, rigid, and pro-
bably dilated tubes, the slow movement being produced by the
tardy and difficult expansion of the indurated lung.

The systolic bruit at the pulmonary orifice may be explained by
the altered position of the heart, or the contraction of mediastinal
tissnes around the root of the pulmonary artery, causing some
slight obstruetion to the flow of blood through it. The similar
-bruit- heard over the lung might be due to the conduction of this
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bruit, or to contractions causing similar obstructive bruits in
various branches of the pulmonary artery.

Diagnosis.— We now turn to the question of diagnosis, and
although, as has been said, the interpretation of the signs is, as a
rule, simple enough, yet, not unfrequently, cases arise In which
there is the utmost difficulty in arriving at a definite opinion as to
the condition. The various other troubles likely to be mistaken
for this disease, are: ordinary pulmonary tuberculosis, fluid in
the chest, pneumonia, aneurysm and morbid growths, simple
thickened pleura, pulmonary collapse, simple bronchiectasis, and,
lastly, the result of old empyemata.

The diagnosis between pure fibroid, and ordinary pulmonary
tuberculosis will be fully discussed in a subsequent chapter, when
we come fo consider the tubercular variety of this disease.

Fluid in the Chest.—(Cases of fibroid disease are not unfrequently
mistaken for pleurisy with effusion. This would rarely occur, if
the past history and the physical signs were carefully weighed.
For the fibroid case will usually give a history of many years’
duration, whereas that of fluid in the pleura is generally short.
But the most important point of all is that, the viscera are all dis- ¥
placed fo the affected side in fibroid disease, whilst this displace-
ment takes place in the opposite direction in the case of effusion.
Moreover, “shifting dulness” may often be obtained in cases of
effusion, but never in those of fibroid. In some cases, however,
the fluid is located, and no “shifting dulness ” can be elicited ; or, in
cases of either fluid or fibroid, the heart may be fixed by adhesions,
so that it cannot be pushed by the one, or pulled by the other, out
‘of its normal position. Then the most important aid as to where
the heart is beating, is taken from us. We have, however, other
considerations which will almost always enable us to come to a
justeonclusion. It must be remembered that, in fibroid disease, the
displacement of the viscera is complementary, and when there is
but little displacement, there will be marked contraction of the
chest wall., This is very important in the diagnosis of these
difficult cases. Generally, the amount of falling in of the chest, in
the case of fibroid disease, is appreciable to the eye, while there is
often an undue fulness in the case of fluid, so that a diagnosis may
be at once arrived at. If, however, there is any doubt about it, the
measuring tape will almost always reveal a considerable difference
between the two sides; in the case of fibroid, the side diseased
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being less, in that of effusion being greater, than the sound side,
Then, too, the percussion note in fibroid disease is usually not so
absolutely dull as in the case of etfusion, and the voice sounds
are never segophonic, although they are sometimes absent, as has
been stated above.

The supreme difficulty in arriving at a correct diagnosis between
fibroid disease and pleuritic effusion, occurs in those rare cases in
which a pleuritic effusion is subsiding, when the lungs are not
expanding, and when, therefore, there may be retraction of the side,
with some slight traction of organs towards the affected side, and to
some degree or other, those signs which are supposed to be charac-
teristic of fibroid disease, ,

It is almost needless to remark that, there would never be any
difficulty, if the usual signs of a fibroid lung were always present,
(such as the cavernous signs, for instance), and it can hardly
ever happen that, after a careful review of the signs and symptoms,
a diagnosis cannot be made between effusion and fibroid disease.
It there should still be a donbt, however, the aspirating needle will
at once set it at rest.

‘Pneumonia.—There can hardly ever be any real difficulty in
distingnishing between fibroid disease and pneumonia, the history
and the temperature in the vast majority of cases, being quite
sufficient to settle the diagnosis. Sometimes, however, there may
be some difficulty, and no doubt cases, of even well-marked fibroid
disease have occasionally been mistaken for pneumonia. If a case
of pneumonia be seen for the first time after the crisis has been
passed, or has not resolved till some time after the usnal period for
resolution, or, on the other hand, if a case of fibroid disease, by
contracting a fresh catarrh, develops fever, and shows many of the
other signs and symptoms of an acute pneumonia, then a doubt
may arise. A careful examination into the history of the case, and
the position of the displaced organs, and contraction of the chest
in fibroid disease, will, however, invariably serve to distinguish it
from the acute affection.

There are cases of recent pneumonia in which the exudation has
occurred with such rapidity, and to such an extent, that the substance
ceases to vibrate with the moving column of air, and neither tubular
breathing nor vocal fremitus are present. In such cases, doubtless,
differential diagnosis would be difficult, although not impossible
under a critical clinical analysis. :
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Aneurysm and Morbid Growths.—The signs and symptoms of
fibroid disease of the lung, intra-thoracic growths, and aneurysm E.H‘E
often very alike. Thus, we may have inall, a history of congh 'i'flﬂl
expectoration, and not unfrequently heemoptysis. On examination,
we may find dulness, weakened or nearly absent breath sounds, a
certain amount of contraction of the chest wall, and in the case of
growth, as well as fibroid disease, the heart may be slightly drawn
to the dull side, :

It will be seen, therefore, that there may be a considerable
resemblance, in some cases, between these affections. This is more
especially so at first sight, but rarely will it be impossible to
distinguish between them, if the doubtful case be watched for a
time. e

In the first place, as regards the history: fibroid disease may
have lasted very many years; aneurysm rarely has a long history,
and the course of morbid growths is even still more rapid. The
tender age of many of the fibroid cases, may sometimes prove of
service in guiding the diagnosis. Then, the part of the chest
commonly presenting the signs, differs in the three affections,
fibroid disease usually selecting the middle or lower part of the
lung, morbid growths the middle and upper ; whereas, aneurysm is
not uncommonly situated centrally, and at the upper part, though
aneurysms of the thoracic aorta often approximate very closely to
the position of the fibroid affection. Next, the contraction of the
chest is often excessive in fibroid disease, is never anything but
slight in the case of morbid growth, and both in this and in
aneurysm, there usually is expangion instead of contraction. With
regard to dulness, it is often most absolute and ““ wooden-like ” over a
growth, rarely so marked over a fibroid lung; breath and voice
sounds are, not unfrequently, quite absent in the case of a growth,
but rarely, if ever, are they entirely absent over a fibroid lung.

The displacement of organs and parts often helps us materially,
for, in the case of fibroid disease, it is generally well-marked towards
the dull side, whereas, in the other two, it is the greatest exception
for there to be any displacement to that side, and usually, there is
movement in the opposite direction.

Further, in the case of pressure symptoms, it is but rarely we
get them from fibroid disease. True, occasionally, there is cedema
of one arm, but, as far as we know, there has been no case recorded,
and we have only seen one, where the radial pulses were unequal.
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Distended veins over the chest wall are rare in fibroid, but not at
all an uncommon accompaniment of morbid growth. Inequality
of the pupils has never been recorded in fibroid disease, and in
only two cases has there been paralysis of the vocal cord. In one
of these it was due to a local affection, in the shape of ulceration,
and in the other, to the implication of the recurrent laryngeal nerve
on the right side, as it curved beneath the subelavian artery in the
extremely thickened pleura at the apex of the lung. On the other
hand, the frequency of the occurrence of pressure symptoms in
the other two affections, especially perhaps aneurysm, is well known.
Finally, the aneurysm may be accompanied by pulsation, a distinctive
bruit, or some well-marked cardiac or general arterial disease,
whereas, the course of the morbid growth, with its occasional
typical sputum, possible occurrence of sanious or other pleuritic
effusion, progressive emaciation and cachexia, and occasional super-
vention of secondary malignant deposits elsewhere, will always
serve to correct any error, there may have been at first, at no very
distant date.

Thickened Pleura.— So often is the pleura very much thickened
in cases of fibroid disease, and when it is so, the breath and voice
sounds are generally very much diminished by it, that, in this
respect at any rate, the two affections are precisely similar. More-
over, not unfrequently, the thickened pleura, by extension into the
lung, will eventually give rise to fibroid disease. Therefore, from
a diagnostic point of view, it is often only the degree of contraction
of the lung, and the result of this contraction on the chest wall,
and the neighbouring viscera, which enable us to distingnish
between the two. This is usually quite sufficient, more especially,
as the extreme contraction which is often fonnd in fibroid disease
of pleuritic origin, generally readily distinguishes such a case from
one of simply thickened pleura.

Pulmonary Collapse.—This will give rise to dulness, more or
less marked, diminished or absent respiratory murmur, absent
tactile fremitus, and vocal resonance; and, when large areas are
affected, even cause falling in of the chest wall. But there are
never any cavernous sounds, the contraction of the chest is nsnally
not marked, and displacement of surrounding organs almost never
takes place. :

Simple Bronchiectasis.—This affection may occur withont
fibrosis, in the sense in which we have been using the term, just as
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advanced conditions of fibroid disease may exist without any
bronchial dilatations. Inasmuch as we know that fibroid disease
will cause bronchiectasis, and bronchiectasis, in its turn will give
rise to fibrosis, we should expect to find the two affections often
combined. Nevertheless, they do occur separately. The points,
chiefly to be relied upon in distinguishing a simple bronchiectasis
from one oceurring with fibroid disease, are the absence of physical
signs of contraction or consolidation of the lung. There will be
the history of chronic cough, often of the typical paroxysmal
nature, attended by the occasional presence of characteristic feetid
sputum, voided in gushes, with the presence of cavernous sounds
over the region of the dilated tube, and with, perhaps, a limited
amount of dulness. But, there will be no contraction of chest, or
displacement of organs, and dulness, if present, will never be any-
thing but slight in amount ; points, which will serve to distinguish
it effectually from fibroid disease. '

The Results of Old Empyemata.—It is not always easy to distin-
guish the contraction of the chest, associated with a certain amount
of thickened pleura and collapsed lung beneath it, which are all that
remains of an old purnlent effusion into the chest, from a case of
fibroid disease. Sometimes, no doubt, there is a certain amount of
fibroid induration in these cases, and the differential diagnosis is
rarely of very great importance. In the cases of empyemata,
where the remaining inflatable lung is more or less healthy, many
of the signs, commonly observed over a fibroid lung, will be wanting.
For example, there will be no cavernous sounds and no adven-
titions sounds whatever. There will, however, be more or less
impaired resonance, and diminished wvoice and breath sounds.
Further, these signs will be associated with an amount of contrac-
tion of the chest, which in some cases is remarkable.

The diagnosis may often be rendered quite simple by obtaining
a clear history of the withdrawal of pus, or even by the discovery of
the place of its exit, or history of expectoration of the same. But,
even without this, we are not often at a loss in coming to a
conclusion, as to the true nature of the case. For, although the
chest wall has fallen in, there is hardly ever any displacement of
the viscera towards the contracted side. On the contrary, in most
cases the heart will be found towards the sound side, having been
previously pushed there by the purulent effusion ; and, as after the
pus had gone, the lung could not dilate, so neither could the heart
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return to its normal position, both being prevented by adhesions.
So, too, the shoulder is dropped in both cases, and the spine is curved,
But the curve is commonly in the opposite direction in the two
cases, the concavity being towards the contracted chest in the case
of old empyemata, the convexity being towards the diseased lung
in fibroid cases.

Course, Complications, and Prognosis.—It will be seen
that the duration of pure fibroid disease is very many years. Even
when death occurs, some complication is often the direct cause,
acting on a system whose vitality is somewhat impaired by the
chronic trouble, and the congested state and disordered circulation
in many organs, which are occasional accompaniments of long-
standing fibroid disease. Speaking generally, therefore, in the
majority of cases, the progmnosis as regards life, and fairly nseful
life, is distinetly good ; but, as the patient is laid open to the super-
vention of many complications, which materially qualify such a
prognosis, each case must be judged for itself. But with all these
perils one can still say that, the existence of fibroid disease, need
not necessarily interfere with the achievement of the longest
duration of life. The commonest complication of all is caused by
the onset of fresh catarrh, resulting in more or less general
bronchitis, This places the patient sometimes in considerable
danger from asphyxia, more especially, if the catarrh should extend
to the smallest tubes (capillary bronchitis). It is then that we
find the dyspncea, accompanied by cyanosis, becomes most dis-
tressing, and it is then, that we fear the extension of the acute
trouble to the alveoli themselves ; both on account of the extreme
danger to the patient’s life, at the present, from the supervention
of pneumonia, and because these attacks sometimes result in the
further crippling of the diseased lung, in the future,

Some patients are particularly liable to contract these fresh
catarrhs, either from some inherent tendency, or, in the case
of those who must work, by exposure at their employment under
unfavourable conditions. It follows, therefore, that recurrent
attacks of bronchitis, with all their attendant dangers, seriously
qualify the favourable prognosis which we have given, as ordi-
narily characteristic of the process,

Occasionally, the fibroid lung becomes infected with tuberculosis,
and, considering what a very vulnerable point it is, and what a rich
field it presents for the inoculation and cultivation of the bacillus,
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it is a matter of wonder that this complication does not oceur sooner,
and more often, than it does.

The result of this complication is usually immediately marked
by the supervention of hectic and sweating, soon followed by
wasting and general enfeeblement. The physical signs may not be
much altered for a time, though, in some cases the disease tends to
spread very rapidly; but almost invariably, sooner or later, and,
generally, at no distant date, the opposite lung becomes affected,
and at the usual place for tubercular attack—viz., at the apex. In
the meantime, tubercle bacilli have generally been detected in the
sputum, which otherwise has not materially altered its characters.
The future course of the case is generally rapidly downwards,
though by no means always so, and the patient may struggle on
for some years after the onset of tubercle, thongh the general
course of the disease 1s much shortened.

Therefore, the discovery of tubercle bacilli in the sputa will
render the prognosis much less favourable, and will probably alter
the whole complexion of the case, especially if the disease has
extended to the opposite apex. But the general state of health
must also be taken into account, for a pauncity of symptoms,
attached to a plethora of physical signs, makes our prognosis
comparatively favourable, even in tubercular phthisis,

Gangrene of the Lung.—This is a complication which is fortu-
nately very rare. Its cause, from an anatomical point of view, has
been already discussed. It remains, however, to consider its effects
upon the existing disease, and the dangers to life, to which its
supervention exposes the patient. Generally, during or closely
following some fresh catarrh, the symptoms may be noticed to
become suddenly altered. The temperature is apt to assume
distinct evening rises, to 102° or 103° I\, often preceded by a
shivering feeling, or even a distinct rigor, to be followed in the
morning, by profuse sweating. The expectoration, which previously
may have been muco-purulent and odourless, may become feetid ; or,
even if foetid already, the foetor may become most intense, It may at
the same time become tinged with blood—thin, acrid, and watery,
or grumous and darkly stained. Later, there may be more distinet,
even dangerous, hsemoptysis. Many of the symptoms point to
septic poisoning, and, in addition to the fever and sweatings, there
may be some slight jaundice, and often diarrheea of septic origin
supervenes. The physical signs may be but slightly altered,
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especially at first, but later, there is generally some extension of the
dulness; and if the patient should survive, as the slough dis-
integrates, and is got rid of by expectoration and absorption, we
should expect to find the evidence of the cavity thus formed.

The fatality of gangrene of the lung is very great, few recovering
in whom the portion of lung dying is of any considerable size.
Death may be caused by the induced septiceemia, or even pymmia,
perhaps, more commonly, by exhaustion. A septic form of pnen-
monia may be set up in the diseased lung, or in the opposite;
or fluid or pus may appear in the opposite pleura, or in the
pericardium ; or there may be distinct secondary deposits else-
where. :

Feetid Character of Sputum,—Should the patient recover from
the immediate dangers of gangrene, the sputum will often remain
feetid for a considerable time, or continue so, until death. But
where there has been mno gangrene, there is often considerable
feetor of the expectoration. This condition is begotten of the
retention, and consequent decomposition of the sputum in the
dilated tubes or in cavities, and is often intensified by more or less
extensive ulceration, with the accompanying molecular death of
portions of the walls of the bronchial tubes or pulmonary tissue.
‘When this feetor is constantly present, it must be looked upon as a
symptom of bad omen. For, in addition to the deleterious effects
on the general health, by the constant absorption into the system
of the septic products of the lung, it must be remembered that such
is the irritation of this feetid material, that it may cause ulceration
of the tubes, or promote their rapid extension of that process, if
it already exists. It may produce small patches of gangrene or a
septic form of pneumonia, and will always cause such irritation of
the walls of the bronchial tubes that peri-bronchitis will be set up,
which will often extend into the lung-substance beyond, and result
in the spread of pulmonary induration. On the other hand, many
patients with fibroid disease and bronchiectasis, are in the habit of
having periodical attacks of aggravated cough and expectoration,
and, towards the close of these attacks, foetid expectoration will
appear, continue for a few days, and then disappear, leaving the
patient quickly to recover the former level of his health.

Though of nothing like so grave an import as pulmonary
gangrene, constant feetor of the sputum must always influence our
prognosis adversely. Patients generally suffer very considerably in
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Her family history presents no features of interest, there being
no evidence of tubercle, nor anything which would account.for her
present state.

Appearance.—On admission, the patient was found to be a
fairly well-built young woman ; there was a good covering of fat and
musele. The face was broad and the lips cyanosed, the general
appearance of the countenance being thick and congested, very
much resembling that of a patient with mitral regurgitation. The
eyelashes were not unduly long, and the hair was crisp and short,
There was but slight clubbing of the fingers.. The pulse was
regular, full and infrequent, with a certain degree of tension. The
temperature was all but normal, and remained so during her stay
in the hospital. .

Symptoms.—The patient complained of cough, dyspneea, and
expectoration, and, as a rule, but for these symptoms, her health
would be described as good. . There was evident dyspncea, the
respirations being 24, still more increased on exertion ; the alm
nasi were working slightly. The cough had a peculiar character,
it was paroxysmal and severe, coming on worst at abont 11 A,
increasing in severity, and often culminating in vomiting. By this
severe cough large quantities of expectoration were expelled, thick,
lumpy, but never feetid. The cough and the expectoration, and their
periodicity, all suggested the emptying of dilated bronchial tubes.
The digestive system was fairly good, the tongue slightly furred,
appetite good, bowels regular. There had never been any diarrhcea.

Physical Signs.—Inspection of the chest showed great retrac-
tion of the right side, and consequent drooping of the right shoulder.
The mammee, however, were almost on a level. The movement was
much diminished over the right side, and the whole of that side of
the chest had the appearance of being fixed. The measurements of
the two sides gave the following results: at level of the sixth rib,
left side, 14} inches ; right side, 13 inches ; at the level of the nipple,
left, 121 ; right, 11. The left side seemed unduly prominent, but this
was probably due to the great amount of retraction on the right.
On palpation, the tactile vibration was inereased on the right side,
and some rhonchial fremitns could be detected. There was an
impaired note on percussion at the apex, of the right side, back
and front, passing towards the base, into absolute dulness. On
auscultation, all over the right lung conld be heard loud bronchial
breathing, attended with coarse crepitations and superficial creak-






116 FIBROID DISEASES OF THE LUNG,

consider himself a strong, healthy man. Lately, he has had one or
two sharp attacks of epistaxis,

Family History.—Among his relatives, his father died of
phthisis, at the age of forty; beyond this there is nothing of note
in the family history.

In appearance, he is a healthy-looking young man; the face
looks congested, and the lips are slightly blue. The finger-tips
are markedly bulbous. His work is gardening,. but he is quite
equal to the demand made upon him by his ocecupation. On
inspeection of the chest, he seems to be well-nourished, with
a normal amount of muscle and fat nupon him. The whole of the
left side of the chest is very much flattened, and moves hardly at
all during the respiratory act. The left shoulder droops percep-
tibly. Over the whole of the left lung the tactile vibration is
increased. On percussion of the left lung, the note is found
hyper-resonant at the apex, down to the second interspace ; from
there downward, the note becomes more and more impaired, until
at the sixth rib in the nipple line it is absolutely dull. Below
this, stomach resonance is detected.

Behind, in thé supra-spinous fossa, the note is impaired, and
quite dull as the base is reached. On aunscultation, all over the
impaired area, there are bronchial breath sounds, bronchophony,
and at the inferior angle of the scapula pectoriloquy; to these
sounds are added loud, coarse, bubbling riles, creaking and fine
rustling erepitations.

The right lung is hyper-resonant and extends to the left
edge of the manubrium sterni, the breath sounds are exaggerated,
but otherwise normal. The heart’s apex-beat is 24 inches out-
side the nipple line in the left axilla; the beats are slow, infrequent
and measured, and there is a suspicion of a mitral stenotic
murmur at the apex. A systolic bruit is detected in the left
supra-spinous fossa. The pulse has the same characters as the
heart-beats.

The urine contains a large quantity of albumen, about one-fifth.
This was not detected when in the hospital five years ago.
The temperature has always been normal. The expectoration
has been stained repeatedly for tubercle bacilli during the last
five years, but hitherto none have been found.

Casg 11I.—History.—E. Mec , a female, aged 14 years, was
admitted to the City of London Hospital for Diseases of the Chest,
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ander the care of Dr. Clifford Beale, to whom we ave indebted for
permission to reproduce the facts of the case here. She came
complaining of having had a “chest trouble” since she was
sixteen months old, at which time she had whooping-cough.
She has never been free from cough and expectoration since that
time. On uestioning her as to the nature of the cough, one
found that it was distinetly paroxysmal in the mornings, was
associated with copious expectoration, which came up in gushes,
sometimes attended by vomiting. She had never had any hemo-
ptysis, neither had there been any appreciable amount of wasting
at any time.

Present State.—She looked somewhat undergrown for her age,
and her face presented a congested, turgid appearance. There
was considerable dyspncea, and she complained of pain in the
right side. The fingers were distinetly clubbed. On examination
of the chest, it was at once evident that the right side was
contracted ; the corresponding shoulder dropped, and the whole
side remained immovable during respiration. Percussion revealed
dulness of the whole of the right side, from apex to base,
becoming more absolute as the base was reached. Bronchial
~ breathing, with well-marked pectoriloquy, were to be heard over
a considerable area around the inferior angle of the right scapula,
and extending up into the mid-scapular region of the same side.
These cavernous sounds were accompanied by loud, coarse,
bubbling rilles, heard also over most of the lower part of the
right lung.

The tactile vocal fremitus was considerably increased over the
whole of the lower part of the right side. The heart was displaced
far to the right, the maximum impulse being seen under the right
nipple, in the fourth right intercostal space. There was no bruit.

The temperature remained uniformly normal, and the urine
was free from albumen.

Here we have a case of at least twelve years’ duration, but
in which, although the disease is extensive on the right, there
is as yet no disease whatever to be found on the opposite side.
The left lung, indeed, presented only the signs of emphysema.
Neither has the general health suffered, and nature has so far
~ compensated for the damage done to the lung, that up to the
time of writing, there are no other evidences of impeded circulation,
beyond the clubbing of the fingers, and the turgid condition
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of the face. There is, as yet, no cedema, and no albuminuria.
Tubercle bacilli have never been found in the sputum.

CasE IV.—A man, aged 22, was admitted, under the care
of Dr. Sainsbury, at the City of London Hospital for Diseases of
the Chest, who has kindly permitted us to publish the case here.
He gave the history that he had had whooping-cough at four
years of age, and had been ailing, more or less, ever since; but
that he had been much worse since eleven years old, at which
age he had contracted “inflammation of the lungs,” and since
which time, he had never at any period been free from cough
and expectoration. The expectoration was foetid, and sometimes
attended by hsemoptysis. The cough was worse in the mornings,
but otherwise was not particularly characteristic.

On examining the chest, contraction and immobility of the
left side were at once apparent, with the usual dropping of the
corresponding shoulder. Dulness, most absolute at the base,
shaded gradually into impaired resonance at the upper part;
but there was no spot on the left side which gave a good note
to percussion. Associated with this dulness and contraction,
were cavernous sounds, including bronchial breathing, well-marked
pectoriloquy and bronchophonic cough, to be heard over the
greater part of the lower third of the lung, behind, and in the
axilla, but marked best around the inferior angle of the scapula,
Over the whole of this lung, except the extreme apex, might
be heard bubbling, coarse riiles and wheezing rhonchi, which were
more copious over the lower half of the lung, and heard best
over the areas where cavernous sounds were also marked. In
this case there was some evidence of the disease having also
implicated the right lung ; for over the lower third of that side,
the movement seemed lessened, the note of percussion was
decidedly impaired behind, the breath sounds were loud and
harsh, but could not be called bronchial; and there were numerous
rhonchi, and coarse, bubbling riles, to be heard, especially over
the area of impaired resonance.

The heart was displaced to the left side, the apex-beat being
perceptible one inch outside the nipple line. The area of cardiac
dulness was enlargéd, probably largely due to the uncovering of
the heart, by the retraction of the lung. No bruit was to be
heard at any of the orifices, neither was any bruit heard over the
lung ; whilst the action of the heart was quiet, regular and






CHAPTER YV,

TUBERCULO-FIBROID DISEASE—FIBRO-TUBERCULAR
DISEASE—-TREATMENT.

WE must now speak of that variety of the fibroid process, which we
have proposed to call by the name of Tuberculo-fibroid Disease.
By this designation we mean to imply that form which, in the
first instance, arises and runs the course of ordinary chronic
tuberculous phthisis, but in which, as time goes on, the fibroid
process gains supremacy, the tuberculons manifestations becoming
either obsolete or, at any rate, of only secondary importance.
When such an occurrence takes place, the case very much
resembles pure fibroid disease, though there are mnot wanting
diagnostic signs and symptoms which, when recognised, render
the two forms fairly easily distinguishable. A correct diagnosis
between these two states is of paramount importance, not only to
the physician, but also to the patient, for, the prognosis of the two
affections is widely different ; the fibroid disease, when pure and
simple lasting almost any length of time, but not nearly so long,
when complicated with tubercle. On the other hand, the prognosis
of tuberculosis, which has become fibroid, is much more hopeful
than when it exists withont an undue amount of the fibroid
material.

It will, therefore, be fitting to give a description of this form of
fibroid disease, in its pathological and clinical aspects; and after-
wards, to offer some considerations which may guide us to a right
diagnosis and prognosis,

Tuberculo-fibroid Variety.—As soon as a tubercle is
deposited in the lung, two secondary processes are set a-going, a
fibroid process and a pneumonic process ; and the future history of
the tubercle, up to its disintegration or its caleification, depends
almost entirely upon the relative activity of these processes. If
the fibroid process predominates, the history of the tubercle will
tend to a complete fibroid substitution : if, on the other hand, the
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pneumonic process predominates, the history of the tubercle -l;::rill
tend to suppurative or ulcerative disintegration. If we imagine
that the lungs are more or less crowded with tubercles, and that
the like processes are going on, then we know for certain that,
in those cases where the pneumonic process predominates, the
course of the disease will be febrile and rapid; and that, in those
cases where the secondary processes are fibroid, the future of the
case will be non-febrile and slow.

In a case of acute tuberculosis of the lung there is hardly ever
time for the fibrosis to assert itself, while, in a chronic case of
lung tuberculosis, there is always found a plentiful supply of
fibroid tissue. Indeed, the amount of fibroid tissue, in a lung
affected with tuberculosis, may be taken as a measure of the pro-
spect of life. But, in all cases of chronie tuberculosis, the fibroid
tissue does not so completely gain the upper hand, and overrun
the whole lung so extensively as to cause it to simulate pure
fibroid disease in an advanced state. By far the greater number
of them run their course without, at any time, becoming liable to
be mistaken for pure fibroid phthisis, and, perhaps, the reason for
this is to be found in the fact that, nearly all cases of chronic
pulmonary tuberculosis are slowly progressive; in other words, the
tuberculous process, however chronic, is almost always in excess of
the fibroid process. Therefore the fibroid process, never completely
gaining the upper hand, has never an opportunity of putting upon
the disease the impress of signs and symptoms peculiar to it.

To this class of case, the description about to be given will
hardly apply. There are, however, a few cases of lung tuberculosis,
in which the fibroid processes have obtained such complete supre-
macy and the tuberculous process has become so insignificant, that
they appear, to the casual observer, to be cases of pure fibroid
disease of the lung.

There can be no doubt that it is owing to a want of proper
distinetion between these two sets of cases, that, so frequently,
pure fibroid disease of the lung has been assigned to a tuberculous
cause,

With these prefatory remarks, let us pass on to give a brief
description of tuberculo-fibroid disease, pointing out wherein it
differs from the pure fibroid variety. After this it will be well to
enter into a critical analysis of the signs and symptoms.

General Description.—A patient, with tuberculo-fibroid
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disease, gives a history somewhat as follows. His health is good
until, after some slight ailment, he finds he has a cough; this goes
on gradually increasing and becoming more and more incessant ; at
the same time he notices that he is losing flesh, and becomes aware
of a perceptible diminution in his strength. The expectoration,
which at first was difficult and frothy, is now free and in larger
quantity, and he may have heemoptysis, in larger or smaller amounts ;
sometimes, indeed, blood-spitting may be the first symptom which
attracts attention to his state of health, His appetite soon begins
to fail, and a troublesome night sweating may make its appearance.
His respiration becomes more and more hurried, and as time goes
on, all these symptoms increase in severity, until at last, he seeks
medical aid. On examining his chest, it can at once be seen that, so
far from its being well-formed, it is shallow in its antero-posterior
diameter, and the clavicles stand out prominently from the ribs.
The sternum, too, may be depressed helow the level of the rib
cartilages. The hair and eyelashes may be long and lank, and
the fingers slender, long, and tapering. The skin, to the touch,
is of a pungent heat. The pulse is quick and frequent, and the con-
tractions of the heart are of the same character. On employing
percussion and auscultation, disease of one, but usually of both lungs,
can be found, and the physician has no difliculty in pronouncing the
disease to be tuberculosis. Tubercle bacilli can be detected in the
sputum. ~ Hitherto, there is nothing in the signs and symptoms
different from those met with in ordinary tuberculosis, and the case
is simply one belonging to that class. After a time, however, vary-
ing from a few months to a few years, the case (if it be about to
become one of tuberculo-fibroid disease) undergoes a slow, but
complete change. The tuberculosis, which had progressed until
it had involved a considerable part, or even the whole of one lung,
becomes more and more chronic. There is less and less evidence
of constitutional disturbance.

The temperature, which before, was always raised in the evening,
is now often normal ; the sweating becomes less, and the patient
regains much of his wonted strength and flesh. If one keeps the
case under observation all this time, it will be seen that the
affected side becomes more and more flattened, the rib spaces fall in,
and the movement becomes appreciably diminished ; at the same time,
the impairment of note becomes increasingly marked, until absolute
dulness, extending over a great part of the lung, can be made out.
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The displacement of organs now makes its appearance. The heart
is drawn towards the affected side, the stomach may be drawn up,
if the disease is left-sided. The lung least diseased becomes
affected with compensatory hypertrophy or with emphysema, and
extends across the sternum to the most diseased side. If the heart
be now examined, often some liypertrophy can be made out, and
the beats of the organ are much altered ; instead of being quick
and frequent, they are slow, measured, and infrequent. The sounds
heard over the diseased lung also become gradually altered. In
the place of the sharp, fine, moist crepitations which could be
noticed when the case was first seen, there are now coarse bubbling
riles, rthonehi, and fine superficial rustling crepitations. The bron-
chial breathing and bronchophony are intense, and often, pectori-
loquy can be heard. The fingers may become much clubbed, and
sometimes the urine becomes albuminous. Even the countenance
can sometimes be observed to wear a congested appearance. The
dyspneea remains very much what it was at first, but the cough
and expectoration undergo a change. The cough is now paroxysmal,
often bad in the morning on waking, and attended with gushes of
expectoration, which suggest the emptying of dilated tubes. After
lasting some time in this condition, the patient generally succumbs
to a fresh eruption of tubercles in the least affected lung, or to an
attack of heemoptysis. Owing to the altered condition of the blood-
vessels, and especially to their diminished elasticity, heemoptysis is
sometimes more prolonged and severe in these cases than in cases
of ordinary tuberculosis. '

Morbid Anatomy.—On examining the lung after death, the
pleura is found to be enormously thickened over the ancient seat
of the tuberculosis. There is extensive fibroid formation all through
the lung ; the bronchial tubes are dilated, but not to such a great
extent, as is met with in pure fibroid disease. The lung, as a whole,
is much contracted, and the division into lobes is lost. There are,
at different sifuations in the lung, old, dry, puckered, thick-
walled cavities, around which the fibrous tissue is amassed in
great quantity. Scattered all over the lung, but most thickly
at the apex, are cheesy masses of tuberculous matter, which
are encapsuled ; some of them are even calcareous. These cheesy
masses, when examined by appropriate means, are generally foand
to contain tubercle bacilli. The least affected lung, in addition to
being emphysematous, contains cheesy nodules of tuberculous matter,
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and often an eruption of fresh, grey granulations, which has been
the cause of death, The bronchial glands are enlarged, and may
contain caseous or calcareous foci of tuberculous matter. The
heart 1s not so large as in the pure variety of fibroid disease. The
liver is often enlarged and congested, and the same may be said of
the kidneys and spleen. Lastly, the intestines often show typical
tuberculous uleers,

To a casnal eye, this tuberculo-fibroid state much resembles, in its
signs and symptoms, pure fibroid disease. A closer and more eritical
inspection will, however, bring to light points of difference, which
make it difficult to mistake it for the latter affection. Let us now
inquire what these distinguishing features are.

In the first place, the onset of the disease is unlike that of
pure fibroid disease. There is no definite illness or cause, such as
broncho-pneumonia, acute pneumonia, or prolonged bronchitis, from
which the patient is able to date the beginning of the disease. It
begins insidiously, as it were, with no starting-point, and itis only
after it has gone on for some little time, that the patient becomes
aware of his condition. It is not contended that tuberculosis never
begins after such attacks as those mentioned above ; but it is sub-
mitted that, beyond a chill or some other slight affection, it is the
exception, rather than the rule, for tuberculosis to be definitely
traceable to one of the above pulmonary diseases.

Secondly.—From its symptoms and signs; for a long time- the
disease presents all the features of ordinary tuberculous phthisis,
and there is nothing in the case to lend any support to the idea
that it will ultimately become fibrotic. Whereas, in pure fibroid
disease, from the very first onset, there is a train of signs and
symptoms peculiar to it, which, when carefully investigated, has
little in common with ordinary tuberculosis of the lungs (except
that which belongs to the impairment of the organ in relation to
sound).

Thirdly.—The presence of tubercle bacilli in the expectora-
tion, forms an important point of distinction. In tuberculo-fibroid
disease, they may be said to be always present in the expectoration,
both when the disease is simply tubercular, and often long after-
wards, when the disease has taken on a fibroid form, and is then
tuberculo-fibroid. Sometimes, however, baeilli cannot be detected in
very old tuberculo-fibroid lungs, yet they can be found if, after
death, the caseous matter be examined for them. This 1s very
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different from what obtains in pure fibroid disease of the lung
Here there are never, at any time during its course, bacilli in the
expectoration, unless it be when tuberculosis has become grafted
upon it. ;

Fourthly.—The temperature, in tuberculo-fibroid disease, is
different from that in pure fibroid. In the former affection, when
the disease is beginning and before the fibroid process has sprung
up, the temperature is always raised in the evening to one or two
degrees, or even more, above the normal. When the tuberculosis
has become fibroid, there is a recession of the temperature towards
the normal line ; but it does not remain so for long. Every now
and then, owing to the still smouldering tuberculosis, there is an
exacerbation of fever, which, in its turn, gives way to quiescence.
When all the tubercle has become obsolescent, and provided there
is none in progress in the sound lung, then the temperature may
always be normal; but such a fortunate ending as obsolescence
of all the tubercle is rare. In pure fibroid disease, unless there be
some complication, the temperature 1s persistently normal.

Fifthly.—The emaciation and sweating are different in char-
acter and amount, from those met with in pure fibroid disease.
At first, as would be supposed, they are considerable, but, as the
fibroid transformation takes place, they become much less, yet,
except in very rare instances, they never cease entirely, being liable
every now and then to break out for a fime, and then, almost as
quickly, subside. = How different this is to pure fibroid disease will
be readily understood when it is remembered that, in this affection,
emaciation and true night sweating, at any time in its course, are
the exceptions rather than the rules.

Sixthly.—The aspect of the patient offers a striking point of
contrast between the two diseases. A case of tuberculo-fibroid
disease, however fibroid it may become, always bears, in the general
aspect of the patient, evidence of its tubercular origin. The cast
of countenance is not of that heavy kind, so often observable in the
pure fibroid variety. The lips are not thick and congested, the
complexion has not the muddy look, the hair remains lank, and
the eyelashes long. The whole appearance of the face suggests
tubercle and frail health. It is true that one does meet with
tuberculo-fibroid disease, in which the fibroid characters are some-
what clearly marked in the face, but never, so far as we are aware,
to the extent of its being mistaken for pure fibroid disease.
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Seventhly.—Almost the same may be said of the contour of
the chest. In tuberculo-fibroid disease it is narrow, the shoulders
are high, the sternum depressed, and the clavicles stand out
prominently. It is never so deep and well-formed, and so well
covered with fat and muscle, as in pure fibroid disease.

Eighthly.—On studying the evidence afforded by the physical
signs, we meet with important differences between the two affec-
tions. First, as to the position of the disease. It will be remem-
bered that the common position for pure fibroid disease was the
middle and lower lobes, or at least, that that was the place in which
the process started, and that the apex became affected, if at all,
much later on in the disease. But, in tuberculo-fibroid disease, the
part of the lung, to become earliest affected, is almost always the
apex; it is only latterly, and when the fibroid process is fully
developed, that the rest of the lung becomes involved. And even
then, the tubercular process will be found most advanced at the
apex, whilst the fibroid process will be found most advanced at or
towards the base. On examining a lung, the most extensive dis-
organisation s at the apex; the flattening and impairment of
movement is most conspicuous there, the other parts of the chest,
in this respect, being not nearly so much affected. The dulness,
too, is often most extreme here, while the rest of the lung may
only be impaired on percussion. Then, again, auscultation reveals
phenomena, somewhat different from those met with in pure fibroid
disease. In this latter affection the various auscultatory signs, such
as coarse gurgling riles, fine rustling crepitations, bronchial breath-
ing, &c., are, as a rule, heard best at the middle and lower parts
of the lung; whereas, in tuberculo-fibroid disease they are most
advanced, and heard with greatest intensity at the apex. Indeed,
as has already been noticed in pure fibroid disease, the apex may
be quite free, and present to the ear and finger only emphysema.
Tt is questionable if the contraction, in tuberculo-fibroid lungs, ever
reaches such an extreme degree as is seen in the pure variety.
Although this may help in determining the true nature of a large
number of cases, yet one must not forget that pure fibroid disease
does sometimes affect the apices primarily, and tuberculo-fibroid
the bases of the lung primarily, though these are, perhaps, the
exceptions which prove the rule, In these somewhat anomalous
cases, the course the disease has taken, together with an indepen-
dent consideration of the signs and symptoms, will serve best to



TUBERCULO-FIBROID DISEASE, 127

guide one to a correct judgment. Indeed, one might almost attempt
to lay down the rule that, with a few exceptions, tuberculo-fibroid
disease begins at or near the apex and spreads downwards, while
pure fibroid disease begins at the middle and lower parts of the
lung, and from thence spreads upwards, |

Very often, on examining the opposite lung, a deposit of recent
tubercle can be found at the apex, and it is this which commonly
causes the exacerbation of hectie, to which patients are liable.

Ninthly.—The character of the heart and its pulsations will
throw some light upon the diagmosis. When speaking of pure
fibroid disease, we pointed out that the heart is often hypertrophied
in one or more of its chambers. In tuberculo-fibroid disease there
may, it is true, be some hypertrophy, but never to the extent to
which it reaches in the pure affection. Then too, although, by the
onget of fibrosis upon tubercnlosis, the heart-beats may be changed
from the quick frequent beat to the slow, infrequent, and measured
beat, yet this change is never so complete and marked as in the
pure variety. On palpating and auscultating, the cardiac contrac-
tions seem to retain some of the phenomena characteristic of the
antecedent, tubercular condition. If the heart does quiet down,
so to speak, the change is not permanent, but it is liable to return
to its first state when an exacerbation of tubercle sets in. The
displacement of the heart shows little variation from that which
can be noted in pure fibroid disease. The displacement may,
perhaps, not be quite so great on account of the smaller amount
of fibroid tissue in the lung producing contraction.

Tenthly.—The presence of albumen does not appear to be such
a constant accompaniment of the affection, as in pure fibroid
disease,

Eleventhly.—In tuberculo-fibroid disease, the expectoration, in
addition to containing bacilli, would be more likely to have a larger
(uantity of areolar elastic tissue than pure fibroid disease, and this
would be accounted for by the fact of greater lung destruetion
being produced by the disorganising effects of the tuberculosis.
The clubbing of the fingers will not assist us much in forming an
opinion as to the case ; for there does not seem to be much differ-
ence in the proclivity of the two affections to this feature,

Twelfthly, and lastly, the duration of tuberculo-fibroid disease is
by no means the same as in pure fibroid disease. We have already
seen that, in this latter affection, the duration is extremely long, and
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bears no relation to the duration of ordinary tubereulous phthisis,
While the duration of pure fibroid disease may be measured in
periods of ten, twenty, thirty years, or even longer, the outside limit,
except in exceptional cases, of the duration of chronic tubercular
phthisis, may be put at five or six years without committing
any great error. DBut neither of these approximate durations
would be at all correct if applied to tuberculo-fibroid disease. It
does not last nearly so long as pure fibroid disease, and is yet much
longer than chronic pulmonary tuberculosis. In fact, from what
we have been able to observe of this particular affection, we should
be of opinion that the average duration was from eight to nine years.
This duration depends very much upon two factors: (1) the amount
of fibrosisin the lung ; (2) the amount of active tuberculogis in the
opposite lung. But more will be said about this when speaking of
the prognosis.

The age at which tuberculo-fibroid disease occurs, does not follow
exactly in the same lines as the pure variety, for it does not seem,
so often, to have its beginning in early life, as does the latter
affection. In adult lifé there is practically no difference between
the two diseases, so far as regards the age at which they are apt to
supervene, It is submitted, then, that these points will, in some
measure, enable one to determine as to the true nature of the
affection, whether it be a case of pure fibroid disease, or of fibroid
disease which began as an ordinary tuberculosis.

The Prognosis of this variety has still to be dealt with. The
mere fact of this disease being involved in the tuberculous process,
would render the prognosis more unfavourable, than if it were
entirely separate from it. On this account, the prospect of life
in people with tuberculo-fibroid disease, is not so good as in those
in whom there is only the fibroid process. Although the tubercular
part of the disease may have become obsolescent, though the lung
affected may have become entirely fibroid, yet there is always a
risk of a sudden outbreak of tubercle in the least affected lung.
When this takes place and spreads to any extent, then the prognosis
is very grave, for the only lung, capable of carrying on the function
of respiration, is endangered. Therefore, it is of great importance
in giving a prognosis, to possess as accurate information as possible
as to the state of the apex of the least affected lung. With no active
disease in this quarter and quiescence elsewhere, the prognosis is not
bad ; but with active mischief at the apex of the least affected lung,
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a very guarded opinion must be given. Then, the amount ot fibrosis,
as shown by the contraction of the chest, will assist us. Indeed, the
more evidence there is of fibrosis, the better the prognosis; but, on
the other hand, the more the case approximates to the tubercular
type, and the more active tuberculosis there is, the worse must.'be
the prognosis. The common, indeed, almost the only way, in which
these cases end fatally, is by the tubercle gaining the upper hand
in the fibroid lung, and by fresh outbreaks in the hitherto but
little affected lung.

Fibro-tubercular Variety.

We have reserved this name for those cases which, commencing
as pure fibroid, have, at a subsequent period, become complicated
by the addition of tubercle. They will be found, therefore, to
present many of the points which distingnish cases of pure fibroid
disease ; added to which, and often considerably modified thereby,
will be many of the signs and symptoms which characterise the
ordinary tubercular pulmonary affections,

All chronic cases of pulmonary tuberculosis will also have a
more or less considerable amount of the fibroid element. Some-
times they run a fibroid course, but are, nevertheless, tubercular
from the beginning. These cases, however, only present one side
of the picture of possible tubercular and fibroid combinations ; and
the fibro-tubercular variety, commencing as pure fibroid, with the
subsequent addition of tubercle, shows the other side of that
picture. We must therefore distinguish this variety, both clini-
cally and anatomically, from cases of pure fibroid on the one hand,
and, on the other, from those cases of tubercle which have run a
fibroid course. It follows from their origin in pure fibroid disease,
that these cases will give the history characteristic of that affection,
with the addition that, for the last few weeks or months, as the case
may be, they have become suddenly and rapidly worse in every way.
Sometimes the cases will have been under observation previously, as
instances of pure fibroid disease, during which time, they presented
none of the symptoms of tubercular trouble; and, though fre-
quently examined, their expectoration never contained any tubercle
bacilli. 'We have had the opportunity, on one or two occasions, of
watching the onset of this tubercular complication. Such patients
change with regard to their symptoms almost immediately. In
fact, the alteration in the whole complexion of the case, is most

I
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marked and sudden, They become feverish at night, and often
sweat abundantly towards the morning. They rapidly fail in flesh,
strength and colour, the loss of flesh and strength being often
extremely marked. The cough not unfrequently becomes much
more distressing and the expectoration more copious, and the
shortness and difficulty of breathing, even to them, a more marked
feature,

On examination, the physical signs of a contracted, and in part
consolidated lung, will be discovered ; evidences of the old, fibroid,
and formerly uncomplicated lung trouble. To these signs, perhaps,
for a short time nothing fresh will be added, except that the moist
sounds will become more numerous and extensive. And the
symptoms, so different in their character and intensity, added to
the examination of the sputa, and the valuable information ob-
tained by the use of the thermometer, and altogether the
suddenness and rapidity of the onset and course of these grave
changes, will be the points of chief importance in making a
diagnosis. Before long, however, the signs of disease will be
found extending. Thus, at one or both of the apices of the lungs,
signs will appear ; first, usually crepitations, soon followed by the
signs of consolidation and excavation. The apex of the diseased,
or the hitherto sound, lung may be the first to become infected, or
the apices may become, more or less, simultaneously diseased. The
important point to remember is, that when tubercle infects a case
of fibroid disease, whether it primarily attacks the diseased or the
hitherto healthy lung, it almost invariably chooses the usual seat
for tubercular affections of that organ, and appears first at the
apex.

The examination of the sputum, which, as has been said, has
often become more copious, will reveal the presence of tubercle
bacilli. These generally make their appearance early, with the
first change in the symptoms and the onset of hectic fever; often
before any alteration in the character, or extent of the physical
signs can be noted.

The future course, towards more or less extensive tubercular
disease of the lungs, and it may be of other organs, attended by
progressive emaciation and enfeeblement, is. now often exceedingly
rapid, the patient not unfrequently succumbing to his malady in
a few months. Although this is the rule, occasionally a case may
be met with in which it is not so, and we have now under observa-
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tion one patient, who, for the last twelve months has had symptoms
of tubercular infection, with the appearance of bacilli in the sputum;
but the physical signs are, as yet, but little altered, and he is still
able to do some work, although much weaker than formerly.

It is most important to remember in this connection, that, in
almost every case the disease, now having become tubercular, will
extend to the other lung: it will no longer vemain limited to one
_gide. The case, just mentioned above, is somewhat an exception to
this rule ; for, though the enset of tubercular trouble dates a year
back, the disease still remains limited to one side; but we con-
fidently expect to detect changes in the opposite apex before
another year has passed, as in all the other cases. It is quite
possible that they may be already there, but not in sufficient
amount to be detected by physical signs ; only to be revealed, as is
often the case, at the antopsy.

Tt will be seen, therefore, that the distinguishing points hetween
this variety and cases of pure fibroid, may be summarised as
follows :

1. The history of wasting, sweating, fever and progressive bodily enfeeble-
ment, of somewhat sudden onset, and rapidly increasing.

2. Although there will be the physma‘l signs of a contracted fibroid lung,
there will be, in addition, the signs of tubercular affection at one or
other of the apices, and not long after the onset of tubercular infection,
the opposite lung will almost invariably become the seat of similar
disease, usually at the apex.

3. Examination of the sputum will reveal the presence of tubercle baeilli.

To distinguish this variety from cases of tubercular disease of
the lungs, which have run a fibroid course, and in which there is a
considerable amount of fibroid tissue formation, with consequent
contraction of the lung, we have many points which aid us.

The fibro-tubercular cases, having commenced as pure fibroid,
have the long history pointing to that affection, during which
time, the constitutional disturbance was but slight, with a later
history of the sudden onset of more or less profound constitutional
symptoms. For the same reason, in examples of this variety, the
physical signs will usually be found most abundant in the middle
and lower thirds of the lung, whilst in those of tubercle, the upper
third of the lung will almost invariably be found the most
advanced in disease, :

It 1s on this account that, in cases of tubercle running a fibroid
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course, there is rarely any great amount of displacement of
neighbouring parts. For contraction of the upper part of a lung
has but little power to produce these displacements, when compared
with similar contractions of the lower portions.

In the later stages of the two affections, when both lungs have
become more or less extensively diseased, it is sometimes difficult
to say which was the initial affection, and so large a proportion of
the disease is now tubercular, even in the fibro-tubercular cases,
that the distinction is not so important. A careful inguiry into
the personal history of the patient will often, however, be of the
greatest service. With regard to the morbid anatomy in these
cases, much of what has been said with reference to the condition,
found in cases of pure fibroid, holds true here also. Thus the
fibroid thickening of the pleura and interlobular tissue is alike in
both. Indeed, having begun as cases of pure fibroid, they will still
present those changes which characterise that affection. In those
parts, such as the apices, which are more distinctly tubercular, it
is not common to find those changes in the alveoli, so charac-
teristic of the pure fibroid affection. The fibroid tissue is often very
abundant, and more often completely replaces the true pulmonary
tissue, than is the case in pure fibroid disease; and when such
portions are treated with acetic acid, actual loss of tissue is much
more frequently found than in that affection. Caseous material
is also more abundant in the tubercular portions, and cavities are
more NUMErous. '

In most cases, in some part, tubercles will be visible to the
naked eye, and it will rarely be difficult to find in sections, some
more or less typical tubercular formation. Although it is some-
times exceedingly difficult to demonstrate the presence of tubercle
bacilli, one can do so, by repeatedly examining fresh scrapings
from cavities, or caseous portions, or by appropriately staining
sections taken from the caseating areas, in which they are more
readily found.

It will be gathered from this description that, however closely
the primary and secondary affections may have become combined,
in their effect upon the general organism; however close that
combination may appear in the lung taken as whole; it will be
generally a simple matter to pick out portions, which display under
the microscope, more or less typically, the changes characteristic
of either the one or the other affection. Thus, evidences of
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tubercle may be absent, or only found with great difficulty, in the
more purely fibroid portions; whilst fibroid changes may hﬁ+b11t
slight in amount, in those portions which show the most distinct
evidences of tubercle.

Treatment,

This part of the subject may be most naturally discussed under
two heads—namely, that which is directed to the maintenance or
improvement of the general health, and that which deals, more
directly, with the malady from which the patient is suffering, or any
complications which may arise in its course. But more mmportant
than these considerations is that of possible prevention. We
know many of the causes, and if we can remove the patient as far
as possible from the risk to which they expose him, we shall
probably prevent many cases of fibroid disease. Such causes as
the inhalations of irritating dust have only to be mentioned ;
the chronic bronchial and pulmonary irritation will often be
arrested, before it has given rise to any great amount of fibroid
induration, if the patient can be persnaded to leave his unhealthy
employment, his unsuitable surroundings, and the vicious climate
in which, perhaps, he dwells. But there are other causes, the
effect of which, we believe may in a considerable measure be
lessened by the careful treatment of the initial trouble. These are
pneumonia, chronic bronchitis, and pleurisy, and the abuse of
alcohol. Of all the causes of fibroid diseases of the lung,
pneumonia we believe to be the most preventible. Our own cases
teach us the enormous proportion which is traceable to this cause,
amongst the poor, exposed, as they often are, to the neglect of this
not unfrequently obscure disease; whilst amongst the well-to-do,
this cause of the affection is quite insignificant. These facts
speak most strongly, and we would therefore urge the importance
of the careful treatment of these cases, especially of children who
have contracted some inflammation of the lungs after whooping-
cough or measles. In order that complete resolution may take
place, avoidance of fresh catarrh, and a supply of good, nourishing
food are most important.

The neglect of a pleurisy (and when there is little or no fluid
effusion it is especially likely to be overlooked) may also be
another cause of a, more or less extensive, fibroid disease of the
lung. Appropriate treatment, especially with rest, will, not unfre-
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quently, be attended with good results. And it is important to
remember that, if the patient be allowed to go about his ordinary
avocations with a dry pleurisy, the irritation of the constant move-
ment will materially increase the amount of the exudation of
coagulable lymph, which will result in fibroid thickening of the
pleura, often with extension into the lung-substance of bands
of fibroid tissue. Chronic bronchitis, later in life, is not
unfrequently followed by indurative changes in the lung, and
it is of great importance, whether these have begun or not, to
endeavour to check the constant recurrence of this winter trouble.
It will often be necessary to use the greatest care to prevent it,
some individuals apparently being prone to develop bronchial
catarrh on the slightest exposure to cold, or even from over-exertion.
Where it seems impossible to do this otherwise, it may be necessary
to advise a change, during the winter, to a warmer climate, or to
get the patient to change an employment, necessitating constant
exposure, for one more protected. However this may be, it is
important to treat this bronchitis carefully, and, if possible, insist
on there being no fresh exposure until the attack has been cured.

When the fibroid change is established, the treatment of the

general health is of the first importance, to which may be added
that for the prevention of its extension, and of the supervention of
complications,
- Occupation and Diet.—In the first place, the patient is, as a
rule, far better when employed actively in as healthy an occupa-
tion as circumstances will permit; and the energy of mind and
body, which is usually well maintained, in most cases admits of
this being carried out. It is very important that they should have
as nourishing a diet as possible; indeed, without advocating in-
temperance in the way of either meat or drink, we are convinced
that such patients do better when really well fed, and a liberal
allowance of stimulants seems, in many cases, to be beneficial, if not,
NeCcessary. '

Precautions against Cold.—The great importance of guarding
against cold in every shape or form is undoubted. We should
therefore ensure that our patients are always warmly clad, and, as
far as possible, protected from the danger of contracting catarrhal
attacks. Warm clothing is in another way important, in order to
keep the skin acting well, and so relieve, as much as possible, con-
gestion of internal organs. This may be further helped by the
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regular use of warm bathing and friction to the skin. In a word,
the patient should be taught to live the healthiest life that is
possible for him, a liberal diet being necessary, the protection fmm
cold with free action of the skin being of vital importance.

Climate.—Change of employment has been mentioned as some-
times necessary ; and in some cases, where the winter invariably
brings with it severe attacks of bronchial trouble, it may be
necessary to advise a change of climate, and urge the patient to
pass the winter in a warmer place. It must be remembered that
these patients, with their considerably narrowed pulmonary area,
do not usually stand high altitudes well, and there is no necessity
to try them in this way ; they do well almost anywhere in a warm
and equable climate. Indeed, if there be albuminuria, patients
affected with fibroid disease almost invariably do badly in high
altitudes.

. Complications.—Various complications may arise which will
need special attention.

I. Bronchitis and Pneumonia.—The treatment of the catarrhal
attacks, which often complicate this disease, differs but little from
that which would be employed in ordinary cases. Great care must
be taken to gunard against fresh exposure, and every effort should
be made to shorten the duration of the malady as much as possible ;
to prevent it spreading to the alveoli and setting up a catarrhal
pneumonia.

2. Hemorrhage.—This complication is of such frequent occur-
rence, that a few words as to its treatment is not misplaced here.
It is not common for the hsemorrhage to assume alarming propor-
tions, and it is generally quite sufficient to put the patient in
a recumbent position, completely at rest, to ensure its soon
ceasing. Sometimes, however, it will be necessary to employ the
use of heat to the feet by hot bottles or a footbath, at the same
time keeping the body as cool as possible, giving ice to suck, and
arranging the diet, so that nothing hot or stimulating shall be taken
while the heemorrhage lasts. These means will, almost invariably,
produce a satisfactory result, especially when aided by small doses
of morphia or opium to further quiet the circulation, procure
cessation of all cough, and produce sleep, during which the bleed-
ing will often cease. The use of astringents is, as far as we have
seen, likely to do more harm than good. In some cases, where the
hzemorrhage is more profuse, though the patient is not suffering
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from the loss of blood which he can ill afford to lose, but where
there is danger of the blood doing damage, by its mechanical
presence in the lung, the propriety of taking blood from the
patient’s arm, in order to check the internal heemorrhage, must be
considered. In some cases, we can well believe that this measure,
heroic as it may at first seem, may prove of use, may even save
the life of the patient. For undoubtedly deaths do occur, due to
heemoptysis alone, and most frequently the actual cause of death
is asphyxia, and not loss of blood.

3. Bronchiectasis and Foetid Sputum.—Bronchiectasis is =o
commonly present in such cases, and its environment of contracted
fibroid lung when taken into consideration, together with the fact
that it is often not one, but many tubes which. are affected, we be-
lieve that it is inadvisable to use operative measures for its treatment,
But in some caseg, retention of sputum or uleeration of the walls of
the tube, one or both, have given rise to feetor of the expectoration.
Indeed, when feetor occurs from any cause, it is most important to try
and lessen this condition, both on account of the general health of
the patient, which is invariably seriously affected by it, and also
on account of the effect of the irritating properties of the
decomposing matter on the lung itself. For this purpose anti-
septic inhalations are often beneficial, such as benzoin, thymol,
or creosote. The internal administration of ecreosote or iodoform
is sometimes attended with good results. Still better, as
striking more directly at the root of the evil, is the method
recommended by Dr. Grainger Stewart, of intra-laryngeal in-
jection of some antiseptic preparation. The method is franght
with no danger, and is attended by usually rapid improvement.

4. Gangrene or Abscess of the Lung.—These most serious
complications, fortunately of rare occurrence, will need the most
careful treatment. As in cases of feetid expectoration, arising
simply from retained and decomposing sputa, antiseptics are
of the greatest use. They may be employed as inhalations or
given internally, but by far the most efficacious way is by the
intra-laryngeal injection mentioned above. The antiseptic treatment
is of the greatest importance, since it is directed immediately to
the root of the evil, and since it lessens the danger and amount
of septic absorption. The general treatment for septic cases must
also be carried out, Thus, the patient must be put on as stimu-
lating a diet as possible, the free use of stimulants is often most


















CHAFPTER VL

ANALYSIS OF THE CASES OF PURE FIBROID
DISEASE,

IN this chapter we propose to give an. analysis of every case of
pure fibroid disease, that has come under our notice; and in order
to investigate fully all the points in the disease, recourse has been
had to the statistical method. The cases are presented to the
reader in a tabular form, and such inferences as could justly be
drawn from a statistical consideration of these Tables have been
appended. It will be, perhaps, well to observe that we fully appre-
ciate at its' proper value, the amount of weight to be attached to
statistics when dealing with a limited number of cases. Although
this number (45) is large for the, comparatively, rare fibroid
disease, yet we should not be much surprised, if we found another
series of 45 cases, in some particulars at least, giving different
average results. Radicke's paper on the ¢ Arithmetic Mean in
Medicine ” has done much to strip limited statistics of their
importance, and to show that evidence which rests on such a basis,
is not altogether unassailable. Yet, notwithstanding all this, we
feel sure that in some particulars, weight, great weight, must be
attached to the considerations we shall presently set forth, since
they are gathered from a eritical inquiry into the cases as a whole.
Another important point to bear in mind is that these cases are
entirely drawn from hospital practice, and one of us, who has
observed a large number of cases in his own private practice, would,
basing his conclusions on cases drawn from people in the better
walks of life, hold different views as to cause and duration.

Tor instance, with regard to the Age of the patients, he finds
that in private practice, the subjects of the disease are, as a rule,
far older than hospital patients.

Ago.—Bearing these facts in mind through the following pages, we
will put on paper the results of a statistical inquiry into these cases.



139

ANALYSIS OF CASES.

| _ _ ‘g Fa] 30 BWAPE) _ _ | |
"I01FAI IB[NOTAR[O-RIFUL _ e
Ul Pasealdul IDUEUOsaL "§800X0 | .
TE00A pue'snjImaIy [BJ0A 0} SaWr) 18 _ "
- amory,  ‘suonejidaio ooy ode _ _
fyuwos ‘spunos Tjealq s1ead of _
JUISqY 9SB( AWIAIIXD xod-rewg il _
1e [np pue ‘Suny jyd ‘sjodsajtga | "asnoy [ooMm
1aa0 paredmr eoum oN ‘notsued | B UrpagIopzn _
"snoqng -uosey  ‘sieal us) ul | *JmIq ON | -XO paysia | -daiyy aouls
Lraa auoqs auo qsof e[ ‘Sur | ‘mnugsed | -nwyg SS9 | 1940 ySnoo | sisoiqy |
§207 ‘Ut -yeams o) ‘siedqdommy | -ida aqyur | -uonow puv ! £ qe ginoo 10 .
puoe -ndqre Jo siEans  ‘mol)BIog qydu 03 | pejowijuod | -dupdooga | apozaqny l
srofur | ‘mo[g | yon | -puaoN| o | -oedxe ‘ySuoo ‘wwudsi( | peveldsyq | opis judny | puesases]y | jo euoN || 6F zEW| A M| £
“O1sB
Lporgo sudly SpUNos
SNOWIDAED ou ‘Juryeaid qdnoo 518
ou ‘suoryejrdaro Lyuwos “Tnag -gurdooqm | -o1qy oN
‘spunos wjworq eam | oj -ademy |'paddozpiep| aqgieoms | sysiqyqd
‘AOWRIOSAT parredwmy| -180 wiog | -[noys Jqdyg | 1949 ySno) | Jo parp
-ead euo Juipesmg -1SUA 8 | "SIUAWAADW | ‘Piesa[seam | 13aygje]
“IaNL ‘qdnoo - Sudooya oy | Lgemgo‘erd | qduy epis ‘TRa0M -puwid
paqqnio -nqe aouls Iaaauonelojoadxs | -dmmgudu | g jo £ e gdnoo | pue june

fpudng [pemdy | oy |‘emaoN| o | Lfjupog eoudslp ‘qinop | episup | Jurmeyw(f | -Suidoogpy | [ewIEg (M 8 8 WD D|E
*aseq o3 3 Lpatgo

pigay  ‘sa[ux  9SIBOD *Sa[sRanI
pue ‘Ainbofuogoag | *3nIq ON 1997 SYuOm
Aulqieasq  [EIOUOIE B[xe 53005 9 qdnoo
"apls J[O7AL I9AO SSBUM( | 3J9[ up | @9Iga moey ¥ | -Surdooym
W01} | U99s seaq | ‘pajoriuoo ‘BouIs 'SIS0Iq T
‘uam -wioadxs ajqerspsuos | f spiemdn | ‘ssapuorjom | 19A8 Ydnoo a0 _ _
"paqgquia| il IaUrA  pue JISTHWNS | PUEIA[ 0] ‘noydnoryy | {syiuom S1 | apoiaqny . _
4 2 ok (OB S R i B e vouds{( | peoeldsiq | pausyell | 1v sO[s¥RIy | JO duON |'T ¥6 :mE Ry
| — _Hu _ ; [ ] n__..ml._ { et
syrewsy | safurg |cespng | swup | cdwagp muw swojduily pue sufig _ SN o uuhﬂuwnmﬂ ___nqp,“uhﬂww i mwﬁﬂﬂ W_ mw. aw,_ mu _m.u mvm.ﬁ
=& | | | i

'HIDHHENL A ALVOI'IANOONN HSVASIA JdIOHHId HYNd 40 SHSVD J0 SHTHVL




"DER |V JUISqE
spunos gyuarg xade
. je sduryesls pue WOy _
_ wpdoso  diwgs ‘asorgm 'y Fnoo-Jur
| 'san} _ -8 SpUNOg SNOUIIALD -dooym Aq
. ﬂ-nd:w h ou ‘quoiy pue 3Noeq ‘sjods pasmoriog dun] .
_ [[ewms 240 e ajou paredwmy 9JIqa M3] ¥ | JO uonem ‘sso1qy | | _
. ‘snoqng ut ‘uorjeiogoad | g o 'SapIs [j0q | -Wegur pue 1o _
Apqsgs uam -xa fjuess s ydnoo ‘paoe| uo [enba SLUOmOIq a[oraqnyg | |
siaduyy] |“Mmo[g -nq[y |‘eaioy| o | pue  ewoudsip 9udnsg | -sip joN | uomsuedxy |pey P uayp | joemoN 'y £ [rrld 1 L

FIBROID DISEASES OF THE LUNG,

140

suorye}idaio ‘uayg) aours |
pug spunos Surywai) ydnop 1eqze |
‘nordar LIe[Ixe Iou1a 100S SA[SLIY |
-sod agy ur Luoydoygo “duny _
-uoxq pue Jurgieaiq JO uorjeuI
[BlQOUOIg ‘9SBQIE NP | ‘Hndq ON -WERuL pus
"ayno ‘1240 [re paaredmr 359y -addu STTOUOI0
-1aquy ‘sisfydomayg Aywang 339 ‘JusmeAom | £y paMoO[[O} | ‘S1E0Iqy
0 ‘uau ‘Iead apisjuo | paysturmip | ‘pro sieak ¥ 10

goljoeal | ‘snoqng -nqe 213 gSnolqj [[e UoljRI0) safour | ‘pajoriyuod | meym ySnoo | a[oragny _
oN |spduy]|jemd| oN [‘puuioy| o |-ocedxs ‘gSuoo ‘woudsi oM, | ‘pausggerg | -SBurdoogpy | joeuwoN |71 o1 (FI|W o ¥

‘uorjeydao
agIeos  yon "9EB(
12 fnboquojoad pue ‘Fuy
-[jealq [enouolg ‘2
Je ([P ¢ IBA0 [[® paIr ‘aours “
_ -mp gsan) ‘durgeams | pniq oN 1948 gdnoo [ |
pue  Supsem  Jydng opddiu | vsjods oy | ‘1aje[syeasm [E
‘sisfydowaey o)y  ‘mony 1391 ‘norsuedxa 9 gdnoo "SI501q Y
. | ‘Hawm -e10j0adxs ppog Jur | episino | paysturmp | -Suidoogm 10 _
rsmqdig 'snoqmg -nqpe -jimoa ut Furpua yinoo ga1[oul pue Juruay ' sxmak aforaqny | _

i swdurg (emdy| oN |‘emaoN| o |remsd{xored ‘eoudsdq OMT, “Jep Judg | zyesoEraly | Jo eumoN |yl § ___.. I T

-I._ I.q —

; ﬂnq s - o = = ?. m..

Wy | sdug | cesing | tsuupn dwag, Wm swopdw sy pue sufig "I ] uww.ﬂwﬂ dy ﬁ..h.nnn.““wwﬂ .MM_.H_H. m.. mum n W z.
] Ll re

o = L

— e e ——

e

JO 0N




141

ANALYSIS OF CASES.

"paqquyo

s1adurg

"peqqn(o

sqmny],

£nusns

sIadurg

"peqquio
101

siadurg

“maun
-nqe

1Pmly | oN

-nqre

M | oN

“Uam
poTsIa| -nqre
I | oN

BIUIN
| -uenb
| [[ews

jemp) | -nqry

EmIoN

"[EMION

TEUWLIO N

TeuLIoN

-gndeos
Jo @adue IopejUI e
Aqewedsa  ‘moyujrdaro

pue ‘Lnboqurojoad ‘Sar
-13eaaq [erqouolg “Sung
1391 30 SPIII-OM] J9M0]
ssaun([ ‘paysunou
A 1 juaned
‘sisdydomeey ou ‘uon
-gloema quans ‘saysns
ur dn SamIoD UOIFEIO]
-oadxyy eoudsip Judng

eafo xady  -asImoo
suorejidean ‘uordax
Lre(ppee ySu uy ssauny
‘apIs ul ureJ Suriomoa
ur Jupus uweyge ‘dur
-ILIOTI UL I9J0EIE|D [eul
-sdxored jo ‘rajum puw
Iammns y8¥noo ‘moryia
“X9 U0 aIlsass ‘eoudsi(

"sdur
-¥uaro pue suoljejidaIn
‘gindwos jo epdue je
Luoydoygouorq pue Sar
- 1891q [RIOUCIE "JU0I]

pue jomq “sayo 9391
Jo alogm jJsulBsE 0N

‘Juryeams
yonm "sre£ydomeary

oN ‘uonwiojoadxa pue
gdnod ‘eoudslp qdng

“Bunyeaq

[EIgouoIq ou ‘1aso JE
uoryeyidero -(ainjwaino
0} enp fLiqeqoxd siyy)
xade g381 jsurede ajo0N
-sisydomary Lxwanys

{ PATSB30XD qOoU B
-ds{p ‘Buprmoa wr Jug
-pus YInoo [wWsixoleg

"JrnIq oN
"JSpIog
Lreqxe

JOLISTE UL

aoudsiajur

qinoj Ju

s panedsi(y

qmIq o
“uosod
[BmLIOn

up Jea

Jnaq oN
"SPIBAGNO
paoedsip
jeaq-xady

jag oN
‘gpreadn

| paoeydsi(

sqods ajiga
oN -duny
7391 30 9aed
IBMO[ IDAD
uorsuedxa
juarogap
‘Buruag ey

Juayap
uorsued
-X2 laseq
1qdi e uony
OBIjuo0d pue
Suueyyelg

‘gj0ds aqrqm
#9] Y
JUSTAAOTT
paysuimp
‘pajoRIquon

‘3INJBA
-In0 [RIajur|
“quaur
QA0 O
‘pajorIjuc)

‘asil
20U18 YInoo
! plo sxaam £
ual M gInoo
-Burdoo gy

"uany
aours yanop
FRIYoUoIq
iq pPamoqo}

qdnoo
-Furdoorpy

*a0urs
1249 yInon
'z 9 qdnoo
-Burdooym
puE sa[seay

grxujsuda
{payje| pue
‘@IUIS JaAD
q8noo ! ¥

'S180I0Y
oN

‘reorstqygd
Apmey

§ I9UI0JT

s1sTayd
30 parp
Iaieg

's1501q7
10
afo1aqng
7O BUON

815019y
10

afoIaqny

JO 9UON

HIE0IqY
oN
srsrygqd
jo parp
Hh.ﬂu.u..ﬂ.

18 sa[suay

8 1930 J{

1| Sx

L1

61

d|'H"I| b

AW | 8

SNl L




--']1l}lf T TRy T —

FIBROID DISEASES OF THE LUNG,

I42

—

1t

£z

g1

Ay

_ | _ sysi3domeey o110% =09 ,, MM !
| _ 0 ‘ysepy Jo  ss0[ -sdsa1g ‘norsmed rendsoy |
qdrg  ‘Sunuems oy a1 | -x0ydg gliey |
_ ‘uon | pt "MOU  uONBIO} | AIv[[IXe | judwosom | 3 UI QI | CSIS0aqy
. ‘U -g10] | -0@ fydnop ‘asjr0Ys Ioajue | jJo eoussqe | 3y ‘dunol 10
-E:.n_ -opdxe| amooag sy YjEalq ‘aouds ‘pauaijey uarm ajolagng
‘paqquio|jempy| oN |[emION| ON |30owjw onemnayl eouly | yjxig | ‘pajownjuop | sasealy joauopN |1l Sz
*Furyeald
Lip pue - Surpowrd
jsfom  gonpy  “fnb
-oquojoad ‘'gred Jamop
je  Juigiwaaq  [EIO "AEI0OM [onuL
-Uolf Py 0EaISI 95u( UIBDDq
ag) S oaJnjosqe puoe | - uorjeiojoad
‘aqordmon s€e] 10 |I0W - | *JINIQ ON -X9 pue
ssoujn(f - ‘soxessidyp “aoeds *gjods ydnoo oe
‘Jurjeoss ON CUsop JO  |-I93UI YIJU | oM O siwaf x1g
sso] oN sisdydomeey | urapddmx | apis gqiu ‘qdnoo
iyeorys udng ‘wony |qBuepis | oY) I9ao 03 a[qeI
-19X9 WO 9510M SLEM[E | -j00 YOUI | JUAMIOAOT | WAL} 90UIs | ‘SISOIqY
Suq ‘aam ! remsdxoaed gou won 1 uaas Jo juam ‘pro sawad 10
-qupo -nqe -e10joedxas pue ydnopn |jeeq-xady |-aredwipue | g ueym | 9[dieqny
oN [1emdyy| oN |ewmiol| o© |‘mondsxe uo eudsdq |peocerdsiq | Suruagyerq saEealy Jo aumop |yl St
suoryeidaio
M ¥ ‘Auondogo
-uoxq T3 ‘emndeos "SO[SLI L
jo a[due Jouejur jJE S0UIS UOL}
‘eole pagrmyp Jaao Huar -e10joadxa
-T[JEad0 [EIqoU0Iq pnoTy pue yanop
"B5uq JE [[Mp ‘9pIs 339[ ‘sqods . OSBABID
140 e ejou pasreduy | qinaq oN | 9jIgm maj 18940 ,, *81801qY
"SaTI) ‘sisdydomeeny Aue aul| Vv usm | Lq pasofjoj oN
-ugnb peq JIasasu sey dor | Lre[ixe | -as0m pue ‘SO[EEA ( [98894
[ews -jeqe ojimb I1sasu ‘19y Jouajue | uorsuedxa pey uayg _-poorq |
*Burq ur -UIM pPUR I9WMUWNS WOT) ‘apuds juaogap | ‘pro siead z | uayoiq,,
-qn[o U3 -e10j0adxa pue ydnop qjmoy | ‘apis 939] Jo | aouis Sume | ® Jo paip
oN |9emd |-nqry |‘[emioN| o |‘uoniexa uo emudsiq |peoerdsiq | Sutuajjery | ussq sey RELETT R (I
E__m_ sy jo *Lims *A10151 i m.mu
spreway | csefury | espg | euup | dwap m.mm. swopdufg pue suftg "HEIH S v e A S
ot 3 B

TxXag

N

£1

Z

‘ageny
jo "ol




143

" ANALYSIS OF CASES.

| ("ermxe _
1 fu uw_suoendaip)
‘guorywjideao rerogradns
)M papuajje ‘spunocs
a0loA  puUB  SpuUnos

jealq ENOUIIAED ‘SOTHT) URAA[D |
pIgay oq uUEd 2IAY], rendsoy ug
'asuq 03 xade woiy apis ‘q8noo 09
339] Ioa0 partedwr ajo0i uedaq £ 9y
‘0de ‘q8noo
‘uanm sawed z1 swiydowmay -Suidoogm
-nqe ‘ysap 3o ssof qeaad 'SS9[UOIJOTI | PUE SI[SWI | SIS0IqY
jo ou ‘I9)UIA . PUR. I8W | INUIOW pus ‘19A9] jaT1E08 10
‘paqqnio anel] -mns uoyeiojdadxs pue oM pauajjey dunol a[olaqng

fpydug (qempy| v |ewioN| o | ySnop yudis wwudsiq| 'nysuUL | 2PIS AT uS A jo euop || £z (92| 4| "D A | 51

*SAREQ
qjoq je  monjeidaid
orperam snotdoy) saseq
qjoq 38 Auogdogouoig
pue Sumearq (ego

-uolg  "apls 3391 uo dn 'S9SE(Q 18 | A[JUESSA0Ul
1oy Sy Surpusjxa juoI] ajqeAomI | paydnoo sey
pue yowq ‘soseq [joq | 'JINIQ ON | S9pls gjoq | ULY] soulg t
e ssoumn( Csisdydom "aul| ¢ 9ja[ 380 | "pIo SYjuOW
-q ou ‘gsep jo ssoy | oddimuy | ‘seseq je | MO T UAQM | SIS0IQY

‘U oy ‘Sumiow ur smsi [-q)IA (US| pejoesjuod | yInoo-Juy 10 |

“paqnio -ngqe -xored ‘morieiojoedxa ‘paoeyd jsoyo jo | -dooyam pue | I[0Iaqny |¥| -
f19p (|9emp| oN [Temioy| o |pue ‘ginoo ‘ewudsd | -S!p 10N | sopIs yjof sa[suay joeuopN |"T| €1 [P1|d | H v | ¥I

*dn

UMBIp 1OBmOE . poe *go pue

unadg “emdeos jo ajdue uo ‘Sa[Fuam

rowayur pue xade je o[y aouls

Luoydoyonoig pue payanoo

SPUNOS [Iealn [eqouoigy OAWT 0] PIES

‘T8 18 Spunos Jsioum { msyEmnanyl _ |
may Liap  veseq je | |[UIY} pue peq 52 1y

 Aqewadsa ‘a9ao [ [ng | ANWINW . morydmns

e e IR S e e e et



FIBROID DISEASES OF THE LUNG,

144

| ‘sadeiieo
=8I0 N0
pey B8y
‘(esuq 3y Ju ajou EEL L
juatogep) suoiyejidaio AL
"qnou esmo0  ofre ‘uordex mo
30 _ Jemdeos-prm g Jur | jmaq o -ydnoayy
so[due -[jualq [elqouoly ‘apls apddiu : gdnoo jo
L 1J0[ I8A0 e SSAUIN(] opsyno | 'syods @1qa | "uayy aours | L1oqst _
| s1w0s ‘L[qeIaplsuon  pauams sarour oN ‘epls | Isae ySnop | 'ss1qlq .
pue s® -sisfgdomany | §r sowds 9Jo] 19A0 | ‘P[0 S¥9am g | FO 81
saIns |paqqu[o ‘pajsaj| "majE} ou 'Juyjsem ou ‘uoIwIOG oy | jUSmAAO™ | USA ydnoo | v pap |

| s [Apydng wemd | joN | 30N o | -oadxy ySnoo ‘wwudsf( |‘peoeidsiq peaedmy | -Buidooyyy 193815 auQ v £

[ ‘aseq 98 L[ewadsa ‘suon
-ujidaro [jm pepusije
Spunos TYjealg  apls
3391 3I8a0 [ paared

-my ejo)N -sisdjdomayg aauls
ou ‘Mou yseg Jo §s0] oN | “yiniq oy | sjodsagiga | a9as yHnod
. ‘ganoo apddiu ON opIs ‘qanoo *S1501q Y
“Suiq ‘uam -Burdooym 1973e ur jas apisno j301 12a0 | -Surdoorgm o
-qnyo -nqle Supsess puUB UWOTEIOY | T[OUI JTEY [JUSWIRAOWL YO | peEq adw Jo | 8[oiaqna

o) |9empy| oN |‘euioy| o | -oadxg ySnoo ‘emudsf | paoepdsy | quemaredmy | siwad S 9y | goemoyn |vf| £

‘280 Jybre e sUoT)
-vjidaro emog sSmon}
_ -ejideso pue Japyeald
_ pno;  ‘fuoydorouoiq

B
E

UOTEIN ]

_ e Jumppealq (RO
_ -uoiq emdeos jo ajdue
louejur 3y cywem aous
Spunos fiealg  ‘oswq “asug 1948 JjO pue
_ 3301 3¢ paaredmy ajoN Ju jsaro uo ydnop
Furswao any jo sapis | ‘plo s1eak z | ‘sworqy | |
‘Iann Lf[panua 1eadm ‘1) §j0¢ 3O uory | uagM 1Anoo 10 |
-nqe -utM Ul 98I0M ‘HO1YEI0] | '3I0aq of | -oeijuoo pue| -Suidooga | epossqny |F |
'paqquipemd | oy |‘remioy| o | -oadxe ‘swudsip ‘yinog | 'nys oy | Supmeyiwpy | puw E_q.mmmﬂm Jo emoN |1 OI
m FE 3 “£1018 “Kiovyy |2 ms.._
speway | ‘sefumyg | esng |cauup | dwsg “_.Wm... swodmAg pue suMg WEIH uu.__w_n..p__n"wmmf. . _.nm__a_u.._v_m h_ﬂ:_.ﬁ.__m.m Eln
= | #
| g _ |

Xag
asEny
jo ON

S[Enmy




i I | 'un pajod yovpmojgsuony | . it
- «jideto pur Suryeaio _ _
asle0n) ‘osEq 78 subof ‘19A8] _ _
-mojoad pue Suigiesiq or)RmNAT “ ;
|BIqouoIy  ‘pasealour PR SEH . _ -
SOIIWaIl [B20A B[I1J08], . sduny jo
| oseq 03 wu[ndeds-prm uonsafuoo,, | | _
_ | mol] (¢ "JUBUOSAI 08w s1wal “ _
_ ‘uam | -1edig agou ‘xade 9y . uaajanoy | sisoldqm
_ -nqe _ . o | smeysidy csisdydomeay | yiniqoN ‘sjods : qugg aaqye | Jo Liojsiy |
. | gonm | MOU | JOSYOB]JE CM], "UOIIEID _ apddia ajqa ou | ydnoojgds ON sl
{ | Mmon ‘o | -emaou ! Juneams oy | 9PISINO | ¢ JUSTHOAOWT ! sa[swam ‘oF 18 | _
_ . _.wn_un | ofe | 1ojuIM puURIATIMINSUOI} | Seqour juatogap | ospe ‘Sunof | sisupqd |
_ paqqnia _ ode | s1wad | -giojoadxe pue ydnop | fz xede | ‘mopowrjuco | uaga gfnoo | jo parp
g L1ap  |MemD _ 81L& [BWION | AL | ‘morexa umo wwudsiq peoeydsyg ‘Suruagyery _ -Burdooqpy | zeqieg (V1| F1 zz g H q| 1=
m _ aseq jyerje suonendaro | _
[ say ¥ fuoygdogouoiq
= _ pue dunpjesiq [EIqouoig
o ‘spunos Aurqquq ‘uon
Fry -e11daI0 asivop ‘aseq 1y ‘peq L19a
o ‘PaseEaIOUl SNIMAI] [ROOA uorjerogoad
m aloB], ‘aseq QB [[MOp -Xjf ‘'gdnoo
— ‘18a0 [ peamdwmr ejopN | "JIMIq ON uai} ‘proo
ﬁ ‘sisdjdomay ou ‘ardda 1qdneo ode
3 ‘Furyses o ¢ prioesen 13z gj0ds s1ead uag,
- ‘sagsnd uwr dn samod Iapun P M O ‘qdnoo BI50IqY
= | ‘uonjerojoadxe asny aouds * JUDIAAOTT Jargag I0
L peny -0If IgjUIM pUR IW | -IUIyyy jualoyep | £q pamojoy | adiaquj
paqquiy [1emp) | jJoN ([ewio| o© | -mns ydnoy ewudsiq ‘psovidsiq|iuorornuop| sesmeary joeuoN [yl o 28 q|'W .E_ o
*s1801qy |
jo £10981H
_ _ SIpAOY 7
_ STOI0T
_ _ ‘gndeos jo apdue SR J2IS18
_ | zotragur 98 Luogdoro auQ ‘jnod (
-uoiq pue  Supgjuelq _ J0 palp _ ﬂ _.
[e[qouoIg "Spunos _ 1681 ‘“Anp | zeqol | | _ |
| SnOIIUaAPE O) ‘aseq . Asunayg *SIpI09 .
03 xode wolj ssAU[O(] | CPI0IQ ON ‘ap1s ‘P0UIS 1949 | SnQIOm _
"UO[]BIORTS addia 739[ 1040 | qdnoo prg | JO parp _
paalas| "mam ou ‘Hurywams ou ‘sisdyd IPISIN0  juamPsotmjo| ‘p[o s1Bei | Iajvg
‘paqqna | -qo | -nge -omxy ou ‘mongeiogoad | seqour £ | quamaredmy | ¥ qe gynoo | aporaqng ;
oN 0N | oN ITewioy| o |-xe ‘ginos ‘ewudsd |‘psowidsiq | fuonovnuoy| -Smdoogay Jo auo) .__H_ bz Igeiql-g =@ | 61

R e e e s e S S —



FIBROID DISEASES OF THE LUNG.

146

| ‘wndwos jo apdus R p——— o
rouayur e Loogdoro .
-uolq pue ‘Jugiesiq . ‘souls ‘ajozaqny
[UIqOoUolq  Puop  iIa 1040 gdnoo oN
| | | papuayie ‘Juny 3J91 1840 feoundsf{p | ‘Lsdoip
e suoywidado - aseq JUApLAD §0 paIp
38 [[np ‘4o (e paated fpom Ul | IaT)E}
-mt Junp g3y ‘eOYL ‘sqods aniq ‘qdnoo | -puRig .
-I8Ip OU ‘S[QBISPISUOD | INWInW | 8IgM ou uappns *SIpI0D _
syeoms. iy rsisdyd o fquamaacm | ofe sigal | snqiom
e | -omaey Judg  cysep | forddm | peysmurmip |t fgdnoo 2By
-nqre | “ 30 ss0[ JdIg ‘uoreIN] apIsIno pue -Furdooqgm 10| sI81[301q
‘paqqoiolemp | oN .EHEZ_ o |-oadxe ‘swudsip ‘gdnop peoerdsiq | UOIOBIJUO)) | SI[EEIW ON saaqr 1 ¥
[
(raseq Jqdu *9A18800X0 | ‘D[OIAqIY
1% suopElidaro  mej amedaq oN
V) cI8A0 (B sapm g3noo.  ['EMIOUOIq
SNOONW  JSIB0D  PnOT : uatj pue sEl
| "ageq 7% [[np A[dvou pue "SNONS ‘saspem pun | IO
_ | o400 (e pearedmr 80N suosuIel | yanoa-Sur [S13Igonolq
_ ‘UONRIORma Ou ‘gyods -dooqa prg | Jo paip
_ ‘syeams 5w ou ‘ssdyd M May | plo siead sajoun
-DM®ET 00 ‘BEOIIIEID 2 {uoisued S maym oM,
OoN Cdululom up (W | Jmdq oN | -X3 paysiu { syjuom snugd H
‘pagqnio ‘pnopo -s{xored ‘wonerojoad | ‘paoedsip | -Tmip pue 919 -ou sey | %)
ipysg (9emiy Ieyy [‘emioN| o |-xa pue Y3noo ‘eoudsf( UOnW JON | UOIJIRIUCH qdnooqydyg| w@gleL |1 6
|
'988(q Ju Spunos | "3iniq oN UM | _
_ qiealq Neog  3ur -a1ddra pUR Iammns
_ -yea1o puw suonyendary | 9psIn0 Juasaxd uaaq | .
_ duny 9391 gsurede oqo)  jeaq-xade | seq y3nod "
“ ‘ENT] € BDIIVID ‘{ensn | 'sjodsagiya  Wey) Aduls | 'SISCIqY _
| "uawm | pue Juneamg -Jupgsea uel) ou ‘aseqie ‘fiqeqe 10 _
_.munnn_u_ | -nqpe | oy csisfidommyg oy | pesodxe | uosuedxs | uagm gdnos | erMaqny | |
ipuag pemd) | oy [[BmIoN | o | uonperojoadxa  ‘qd@non | 410 quaoya(r | -Burdooypy | Jo emop || i
| _
_ _ ﬂ_m....“_ | . _ £ 1o “k 1 ] m.nq
sjreway | cssdung | casng | Cauupy | cdwap mm. | smojdurdg pue sufig IS Jo Eﬂﬂ.ﬁnnﬂ _uphmw..ﬁ_ m”_ﬂ“hﬂ.wﬁ = m.m
[ | =d X i =
_ il & a
|

Lt

“xog

L ..ﬂ. - i
1
M°T| bz
__
..m—. ..“..,.”- M.N
_
|
I 'V| 2z
==l
5 |oF
2 |




=+ | *gana|d pausyomy, ﬁl T o
g 'ITe e suonesided oN
'SpUnos JIPMOISaA puw . _
J | SpUNOs T)EaIq JO 90Uas | -otjoqodare _ | _
_ . -qe ‘I19A0 [ 9j0u (I : { sours _
. ssdydomeay pue ysap 1249 §dnoo _
_ Jo s80] ‘sjeoms 9snJolg anum -uotsuedxa | ¢ qurepduoo _ _
‘ofesqiuomol uUnf@ay | -Inu ou JuaIdyap 98903, |
'§903 | ‘praoy  Iassu ‘Suruiom fapddiu ‘Juam Aq pasolo] | ‘s1solqy
“IB[na ospe | | *uam ur sarsnd ur dn Juymoo apisino | -ea0m jo | fppgo | 10
-Iaqny, ‘peqquio| | nqre | ‘a[laqej uorjeiojoadxsy aeguia | serjour §1 | juemaredwmr | ® wagm aoIeqn)
i Liap |memd| oy | -qng 0 | pue memmns ydnoy {peovedsi( ‘woroeiyUO)) | SI[SBAJY JoamoN || 61 F2iw|H !
aag3
aours 43noo
e 5] { paAjosax
= “ L1480 m..—uw.mun
n___.Au . JOUIISIP JO 90USplAB [orgm _
o 7 oN ‘fuogdoyouoiq pue Sany g8
‘suorejrdald 881800 ‘sqaem xod | Jo uonjem
w _ s Sunpiearq (e unm | -[rews qmmﬁ_ -mEjuI
_ -Uoiff "9seq 3B [p | -inwm ou | Jaqjo sjods | ofe siead
® ‘1os0 [[e ojou paitedwy | eouds ogm ou | mayg itz
o0 ‘03w 'sewar} 3¢ | yi3g ur | ¢ morsuedxe ua M "SIPI0D
= giead £ _ | BoQUYKT  CeplE ISy | mnuisgs juatogep | saswam | sngaom
— paoeyd _ |ur ureg ‘o[qEISpPISUOD 3o g3 ‘quamx | f pooqpQyo | Lqromey
- -S51p ‘uom sis{idom®ey ‘gsag jo | 03 YOUI I | -QA0UX JO ut 1aaaj g lagjom
M 10T SEM -nqre | ssof oy ‘eoudsdp pue | jeaq-xade | wonnurmip | japde0s (L e | { apozaqng
JIBaH |'PROqn) emg) | o TemioN| o ‘uorperojoadxe  ‘gdnoy paoepdsig nnamuun..annu_ xod-[emg | joawoN |y| o1 oFl g ol
_ (-smonyeyidato pue ‘ajou _ _
jo guemuaredwmr ‘eseq .
_ _ e Juny 3y8ny) fnbou | amng Lue qu _
_ _ _ -o30ad pue spunos Juy | | ssau[r 1430 . _
_ _ . | -3m3 as1w00 ‘pno] yrm | ou ‘ gdnoo . _
papuajle ‘SNOUISAED | | -Jaydooga | ‘apoIaqmy _ _
| spunos 1jearg  -aseq ‘gjods 9gna | 1949U S9OUIS | JO SUOU _ _ _
. | 09 xade meay ajou g | ou fopis | sxowyye ayy ¢ Lxerdode
‘sielydomae gy apIs | InuuInm | 939] JO WOIS | [BI2A8S fodw  Jo parp _
_ 7 _ 1ol ur ured !Jurjeams | on -undxs pue | smwalg FETEnI g
_ | | ou ‘gsap jo sso] oy | ‘o[ddm | juemeiom | wruoummeud P10 | ] _
_ "uam ‘dupjes uo Juuiom | aplsno | jualoyap fsrwak sngiom 'y N m "
_ _ _.n.“:.n ey ur  uwopwiojoad | sayour §1 | fmonorijuoo | swos yinoo | joparp | m _ _
‘peqanio|somd | w4t | wmioy| o |-xg -wwudsip sawsooxg ‘poowdsiq|  Honp Surgoeyy | zewyeq |vpl o lezlglpom | sz

f




FIBROID DISEASES OF THE LUNG.

148

‘Suny 1080 o
suopeyidaio _an!mﬁ_m
as1uwo) ‘endeos Joa[Jue
louagur qu puB ‘w[xw
ur Anboquojoed pum
Auryyeaiq Tergouolq
pnog teseq o3 xade ‘BOUE
‘amo1d WIOIJ [[Op 930N ‘pOS¥AID | "JIniq o) | -punqge ur “I9jUIM
[[osa -UI O0UBWOSAI [E00p | spiem | sjods 9jIqa | pUR IWWNS | “SISOIQY
: qipeey *Lrenotsesso sisdydom | -dn papnd f quatx ‘aours Jo suou
0 -B8 ] “BEOI[IIRIP OU ‘1[Saff JO : B[IXE -9AOW JO | 1949 1[Enod | ¢ sisrgyqd
axnjord ‘uam S5070 ) 'saysnd ursamoo -prux ur | wonynuoranp | ¢t e ydned | jo perp
anl -uqre uonerojoadxyy Suryem | jeaq-xade | ‘morpoeniuod | -Fuidooga 199518
Sj007] |'paqqn[)|emd | oN |[emioN| O |wmo yuSnoo [emsixoref |‘peoe(dsyy| ‘Surueqjely | pue so[sealy s Ioqieg | oz
'suoiyejidaro Sarpdind
981800 pno  uordaz
In[ndeos-prm 58 L[je0ad
-89 ‘Surqiesiq [RIOUOI
*pasEaIOUl SNJIIAI]
[ED0A B[IJOE], ‘95BqQ 03
xade wmoiIj sseunp ‘I8p | “JNIQ ON
‘[noqs gy jo dardoosy | “erddin
| "BILIBID pbre | s30ds aymgm "S1S0I0Y
w01 on ‘aprs qfu ur ureJ Japun ou { gots ‘Jouls J0 auou
~lepun "Auryses Jurgry, ‘ssdd soeds | -uedxe pue | 1eas ydunoo | ssnpgd
! aoum uam -omieq o ceondsfq | qnoy ur | jusmasom | ¢ s1ead §1 J0 patp
-usqunoa | “LpySns -nqe ‘Jurges uwo Sowiom | jwaq-xade | Justogep | uaga ydnoo | 1ayej
pimy, | peqquip(temd | oN | [emioN| O |uwr yfnoo [emsfxoreg | paowdsig |‘wonmoenuop | -Surdooqpy | sJteqjomg |4 =t
-ageq 3791 98 L[eroadsa
‘apis 939] I940 [[B savI g
as1BoOD) ‘aIRqmLue IB] S8y
SSAU[Np [waI ou ‘apis ap1s 1asau 3noo
3o 9y jsumeSe ajoy 7ja[ 1840 a1 f pro
‘syeams JFm oy "ssdyd anu uorsued syeam £ 'SIsoIqy ou
“IaTL -OWIRT] ON ‘Usapj Jo 8s0[ | -INUI OU -X0 pug qe sa[swam | ¢ sisuyyqd
‘pRaqnpD -nqre jea1d ou ‘moneinjoadxa  |f pooerdsip juammAom | pue ydnod | jo parp
JION |9emp| oN | TemioN| o | fjuwos ‘woudslp ‘qSnoy | . 0A7 justogaqr | -Jardooypy | reqywy | pl 21
ﬂ_nL 153 L1051 L1051 w AW.._
SpEway | csfurg | cesng | suupn | dwag mﬂw. swodndg poe sufig STyt o uu__..n..m.nuﬂnd. i:ammwﬁm h__Eu.wu = m..m..
b = |
- -

b

Fi

tr

2dy
“xg

B8R

‘W H

i |

o

"RET) l (]
Ju oN o

*S[ELL]

6z




a0
3504
P

‘sIgad
§z 103

JON

ANALYSIS OF CASES,

B R R RRREERREEE=———

"P2qquip

pagqno
JON

-'pagqupo

10N

“ja1nd)

Jatnfy

g |

‘Ha
-nqqe
oN

-nqye
oN

“Ham
“nqe
ON

‘[BTLION

‘[BWION

[BULIDN |,

o

1‘gapx  Surin

endeos jo ajdun
lomajur gm b%_%%a
L

papuajle ‘fuoydogo
-uolq pue ‘Jurgeaiq
[BIOUOIg  ‘paseaIoul
SOJIMAI [BOOA a[Ijow],

‘eseq 03 xade woiy (g

"Jurjeams ou
‘Funses oN s1sdqd
-omey Ay ‘uoneio)
-oadxe puymg gdnop

‘uotexs uo emudsd(

*aseq e L[ eoadsa
‘satpr HurpSind ‘esieoo
‘adIe] a1e a1av] 1040 [V
*BpIs A 1940 90U JO
yuamaredmt jydng S
sum o sisdydomaey

I9A9N ‘uoreiojoad
-xa ‘soudsip ‘gdnop
‘emdeos jo

a[due rouajur pue aseq
Je sa[p1 Jurqquq pue
durdingy -£Lonbojuojoad
:ouordme pue snowia
=ABD SpUNOS  [IEaIq
‘9sBq Je [[up ‘1940 |[e
patredumr ajoN "pasearo
Ul S0UBUOSAI  [BODA
‘A[juaoal mory
-BIOBMa pur Jurjeam
‘ode smal 6 ssdy
-OMB “uoteiojoad
-2 ‘woudsip ‘ydnop

nnag oN
aqddiu
apIsno
qout I

g oN
‘paoerd
-81p JON

‘jmaq
oN ‘souds
[3ino
ur apddiu
3u
Iapun
aaas
asmdmy

"I e sdung
30 uon
“BumEgul
sjods | 13}J€ 95I0M
aqa | yonw (¥ qe |
: ssa[uonom | yInoo-Fuy
‘pegoeryuod |-dooqm anurs
ap1s 33o] | Jul[Ie usag
‘18noo
-durdoona |
‘UO1308I) :gurerd
‘W0 YOUul | -WO0D 53[0
q0U Lapls | 2WOS pPEl
Jqdu ey | ays waym
1940 juam | ‘pro siwaf §
-840 JO |0uls
Juanraredu] ydnop
‘sdun|
§0 a0
B mEpur
_ puz
sIg2
-uoIq PEY
ays uar)
: ode s1ead
#jods | II[un
9jlyMm om | TI[EST Ul
LaImjeaInd | (@4 f aours
[B1a98[ qdnoo L
Ljmana 1% FI[SEam
-84A0UI JO mn.u
UOTuuImIp 13000
ruopoeijuoy | -durdoog gy

sleoIqy
G

a[oragng

JO AUON

*F[S01GT
J0 euon
- ssupgd
30 paip
Jarge

| “apeTaqUy

JO U0 N
¢ gduny m.u
uorysa
-u0d pue
Asdoap
30 parp

104381

Ml

g1

[~

I |{z

d

0°H

£E

zf

1£




FIBROID DISEASES OF THE LUNG.

150

g[ndeos jo
ajdue J0[AJUL 8 BOTWIOA
¥ JOo 00UdpIAd puw
‘uorjejidalo aswoo pnof *gq0ds ‘srgaf g1
‘Buggearq  [ergouolg 29I ou | IOF IDJUIAM
nyrEay '‘98Bq ¥ oJom ‘apls I | fepisgjer jo | pue lewmng
3o e[ JI9A0 [e sseung ON ‘ouly | juemeosomr | WYZnoo {8 "BIS0IqY
arngord ‘uatm ‘Furpeoms | aqddin 30 Juam 18 q8noo 10
g3 |'paqqupo -nqe Io sisfydomeeq ou (Sur | eprsyuo | -Iredoy pue | -Sutdooys | a[a1aqngy
sjooT |ApUSys|Iemnd | oN | TEmION -jsem ‘soudsip ‘gdnop | youreug |UOKoRIjuC)) | PUESI[SEIY | JO euwoN |7 91 E£z|d| ‘DI
‘@axy duny 3je] SpuUnos
el SNOWIDABD OIE
aloyqy wuorder zendeos
-Plm 3y "I9A0 B | ‘j10Iq oN g3e
suonyejdaro  peiajyeos ‘nordax ‘apIs Sqjuom gI
Mey ® ‘aseq 03 xede oL I 1940 | 95I0M UONUI | ‘EMOTY
"qIM01d moay ypdmoo sseumng | -sedudo uy | (B juam fareak g as[a
MIU IO "BQIRIp ou ‘ssouywam | asmdmg -9AOT JO 103 yfnoo mnmmuan
‘asmasIp ‘maml | CSHaas JuALE) ‘sisfydomeey f 8w aaunIredung I3jUIA : oap
proIqug [‘paqqnyo -nqre | ¥z 103 dqwanyg . ‘Jupsem a3 03 | {pajoenjmon | ¢ ssam[r Jo paip
i JON |81 | oN | [RwION ‘aoyerojoadxe  ‘qBnop |pederdsiq | opisIy3n | 9luyep oN | MUWIOW | 9 |S9|W| D H
“Luoydorouoan
10 Jamiearq [RIgOUOIY
ou ‘sapxr  Barqqoq
pnof qjis papusjje ‘3ut
“jEAIq qBa N “aseq
ju 8jou jo g redwy
| sieydomasr
” ON "0 00 A0U .: [ONU ~duy
pajeroeuia pue ‘L[asng -U3}JB[ ST ‘s8N
_ -01d JeaMs 03 pas) “Jul 2191} a1atas | ~[[T @j1upap | ‘sisoiqy
"£juaeo _ ‘upm | -qes wo Juimiom L1aas | ‘yinaq oN | ‘eseqgje | ou ! siwe 10
1431s "paqgopo - -nqre _ sagend uwr dn Surmoo ‘paoerd 1e gdaoxe | Luew ydnoo | appiaqny
lpay | 10N ,#m_ﬂ_w__. oN | 'TemION uorperogoadss  ‘gSnop | -BIp joN | pemIojqe | I9UIp 30 U0 N 9 loz||| "H I
mn.l_ * sf1 £ 10951 m..m B “_.
Ery | seduny | cesig |teuup | cdwag, wm. _ sswoydwiy pue sufig "I ,“_auo.ﬁ“\..nmw&ﬂ ﬂﬁwﬁwﬂ ._.,H__.u..ﬂu : wﬁm o mu w“
B ._q'I =

SE




Ll _ _ g[ndeos | | | _
= _ jo  oifue  Jouaguy __
7 _ 7 _ 18 SpUNOs T3}ualq SNo "S180101] JO | m
_ -ureawp pue suorpend ‘aous {10381 oU _
_ 7 _ | -010 FuIp{oeld 981B0D 1349 §8a[ 10 | ¢, s[MOq
_ fe[xe up pug aseq aI0T a0 @A} | |
oy 3 o9jou parredwmy | erddmu "A5Eq ¢ ofe s1ead -dwmnsuoo,,
_ UM | 's1sdqd | opisyno | ju apls 319 z gdnoo 30 parp
pagqqoyo | .,E”_E_ -om®y oy -voudsdp |[sagouros] wo pausjyep | -duidoogm | 1eyjoiq | \ .
| 1ON .Emnﬂ_ oN |[emioy| o | ‘uorjerojoadxe  ‘g3nop ‘peoedsyy  3seqD puE sa[seay sug | € E_ﬁ D | 6%
_
_ ,_ _
_, ‘gmdeos jo ofuw _

. IoMaJul 3B JuoIy Ul
_ amos  ‘puifeq U0

o -gy1da1o 9siv0)) ‘juoajy
= ut xade aygy je Lj1am0
w " v Jo oousplfy aug
=4 . -JImoA  [ilM  papua) ‘uaqg aouls | CA[Tmme]
= 8% st uoneiojoadxf AT uorjeiojoad | urssoIqy
= | £[Juaoal1 yun | JI0dq ON | -2A0W JO -X2 pue ¢ £sdoap
o  Bunses o)  ‘sjwams sopddia | qua w1 | gdnoo { awal pue
w iG] qFmoN sisdydomaer apEine | ! pajornuod | I 38 DOPE@ | STIIOUOIq
ﬂ ‘paqquo -nqe AyEaIly soads{p | ol Jey puwpausjjey -wegul pow | O1HoIfo
- ipqsng emd | oN |emioN| o | ‘uogeiojoedse  ‘gSnop |‘paowrdsiq| gseuo 139 | swiqouoig seqIeqiol I oI 11 4|8 | 8t
=
A "
ASI0M [
M Bl GG ED |
SRl [Snod
19A8]
_ jafIu0s
aouls
{ 10ju1M
mw.ﬂ.w JSTILINS 1
sa[seaul
Ia)3e gadnoo .
| *SU0T} «gjods | ! Bunok 18
eydazo fazery  Lqrawo oya Auepy | L19a maya _ [

jo sudig ceseq 9Jo] | INUUINWI | ‘9seq JJ9[ Je | SI[SEIW

I9A0 930U JO Juatmitedom] ot JUATIDAOTT JO { ode ‘s180Iqy |
spua | ‘uam ‘jo urerd forddim | quomareduory | siwad € 10 _
es | pagsad | -ngye -0d 03} 9s[@ Junpjou |pprsul gout jqdns fuon | 19497 aroIaqng 7 ﬁ
| =;md -tony |Memyy | oN IemioyN| o | ‘moneiojoadxa  ‘gdnop | pimgy-eug | -ovrjuod E.H" Jo[Ie0g joeumoN [T € [z1lal g |l 4



FIBROID DISEASES OF THE LUNG.

Ig2

| suon i
-gpidazo pue Suryeero
il pepuije  pus
Yendeos jo apdue ayj je ‘savak L
Ayeoadsa)  erouol 10J U0}
SpUNOS jealg padl ‘uorsuudxe | -vi0j0adxe
-y 930U ‘spII3-om} juaogep | pue ganoed
Jamop Aemna 1530 ! JUAMAAOTI PRI ser
jo apis quiy  Sw paaredmy | ¢ monipuoo | ssugjqd
-niom 8ty uy Lperoadsa { pausjiwy Juasaid sery
‘mam U0 S9UWI0))  I9JUIM pUE | JINXq 0N Liqe 10] JUN00E | 19YJEF Jng |
‘snoqng -nqe rommns woudsi{p pue | Jqdu oy | -Iepsucd 0} ssauq[l | :s1501qY _
{pydng [emd | oN [[ewmioN | o | ‘umonerojosdxe  ‘gdunop pavedsyy | oprs Jydnyy |snotasxd oy | joemoN [y & PIW| WL zk
391y Sunp o]  "sa[Ed
BSIBOD MO0 1JIa
‘fuoqdoygounolg ‘spunos
qyeaiq [EIY2UOIf]
a5k J®  [up A1a *‘30U18 I9AD
! qu puodas Iy} wWoiy 4 35910
paaredmajou fFuny Jusng uj Supy
gaoyaiep ou ‘ssiyd | miq o 81 ,, pue
-omay oy mdayd Jo | cepis pybi ‘Burzoays
i s sa1] M ‘Suruiow aur| ‘gdnoy "
-dsoy] ur peq yinop ‘ysap apddiu "s|Igouolq | ‘SIS0IqY “
‘uom | Wl jo ssop Judig cuoy | ooeds | opis zemile |  peY plo 10
"maliom ‘paqquio -nqre | L[y -g10qoadxa 10 eoudsip qIx1s uo Jur sTuou ajo1aqny
qsog | yong | ¥kr | oy [.101-66| o |[monm  gou  ‘ydnop |peoerdsiq| -weprepon | Lusym | joswoN 9|z [T WM V| 1Y
‘Jay#m3 pue Juryealn
‘suojenidain sapiaro
jo  @ouapla@  ‘eseq "20uIs
| 1@ o ‘Junp 1940 ‘sj0ds o)A | 1949 YInoo
| e 8joa0 Jo juamiredo] ou fapis | ¢, s8unyjo _
sjgams S 10 | anuunm | IS ey uo | wonsaduod,,  swgigd
uonyeiovma o) ‘sisdd | om {quin | pajoenjuon | Lq pamofio} | Jo perp _
-omz21 (q3ng ewudsip 0} pus ‘0fe s1ead | 1agsIs pue [ o __
‘paqqnpp 4emdy| o |emioN| o |‘oopeiojoedxe  ‘ydnop | peoepdsiq | peumejimpy | e serseely | muimg |y ¥z _._“ I’ @ of _
f) e T [ _
_n_u.nTu - . . 51 w £ Mu m_r. ._.u_.n_M_
syreway | cswdurg | tespng | eoup | cdwag, mﬂm smoyduwds pue sudig SdESH uuﬂuu.”_nmmnmﬁ ﬁ.__.___.,._”.._m_w.um .__"h..__ﬂ_m.wm & Wm qm.m_ m. mm._
@ ¥a :




ANALYSIS OF CASES.

_
peqquio| o1

Buig
-qno
19308

_
_.ﬁmnﬁ.

e ——

‘ua
-oqre
oN

e blend
-ngqe
oN

"pasted
10N

[euIoN

TeWI0 N

0

a[qE
-uiey |
-qoun

Ty

-ndg

‘Luoydogo
-uolq pue Jungiesiq
[Eqouolg ‘suonejidaio
oE  Jur¥vaio  pue
ol “seorde yjoq

j8 9j0u Jo juamaredmy |

‘gisdqdomaeg
Jo L109819 ON "EJRIMS
1Jia puR UONBIOBWS
By, swoudsdp

pue ‘uonjeiojoadza ‘gino)

Bur
-{8aI0 [ONOI PUE SUOL}
-gjidaro Lyueos | purgaq
9SEC JB pU® ‘Juoly pue
yoeq ‘xade e spunos
SNOUIPA®D | 9sBOQ B
[np ‘aseq o0} xade woiy
eoueuosar  paxredwy
‘Bupeams 9snjoxd gng
‘dupsem oy  ‘smedgd
-omer 38y ewudsip
‘noreiojoadxo

*Juryeald suon
-rdero “juancireduons
qudng ‘syeams Jqda 1o
uoneema o) ssdyd
-omaey  qudyg  Jay
-JIN0A UJM popusjje
‘Burnzom ur wo Surmoo
fdspnard  go  yoepe
uR 90UIS 9JOW) TMIq
spurs  woudsdp puoe
‘mogerojoadxa ‘gduop

"Jinaq oN
‘paoeld
S1p JON

g oy
‘mniy
-sedida

or as[ndur

‘qdnop paoerdsr

£ 9qdu
ary) 0

“JIn1q oN

paoed

-s1p 10N |

*a1a1[]
JUaWIAOL
justoyap
¢ gaorde
qjoq e
Jurnajyery

‘uorsued
X3 pue |
JUAUIDAOTL
juaroyap
{ 1040 [
pauajiey |
apIs Judng

‘uorsaed
-X9 pug
IS TIIAOTT
juatogap
$ xadwe
9% 8100
‘pauallep
opIs 90T

s
JUN0I08
03 Surqjou
f Iajuim ur
ag10M ‘s1BaL
| oZ 95%[ 9}
| 10§ o pue
uo yano)

"3t 20}
JUNo00E
03 ssaU[[l

Low qnogyis
L(enpeid uo
ameo ‘qadnoy

‘ode sead £
‘fepamard
1033%
9EI0M TON
aureoaq jng
‘3
aous Jyans
‘ydnon

srsmpiqd i

JoaaolN |°T

81801y
Jjo anou
f swrqyyd
Jo paip

197818
auo pum
wyyeq ‘M

‘srerggqd
3o perp
saqoupn)
SIs0IqY

10 §1501QY | ¥

zl

jo euoN |l

Fa i

HVH

&




154 FIBROID DISEASES OF THE LUNG.

The total number of cases collected, in which there could be found
no evidence of tubercle, was 45. Of these, 18 were males and 2 i
females. The average age of the 45 cases was found to be about
20 years. On comparing the average age of the males with that
of the females, no notable difference could be found; the average
age of the males working out to 20°1 years, that of the females to
19'g years. To push these conclusions further: the age of oldest
patient coming under notice was 65 years, of the youngest 2} years,
In the following Table the number of cases met with at different
periods of life can be seen at a glance :

Age of Patients,
Between the age of 1 and 5 years we observed 1 case

» " L (e s 5 8 cases
o ) 10 [5 " 1 14 "
i w15 5 20 7} " 4 u
¥ L1 20 4 25 te ] 11 6 1
" % 25 1 3": " Eh 5 1
Lk LR S'n i 35 b ] ar 1 1
] L 35 n 40 L] 1¥ I ¥
i 1} 40 4, 45 LE] L) 2 .
v a8 45 3 50 1 ve I 8
LH] LH} 5’u 15 55 i EL] | i}
] 1 55 1 55 LR n I L]

These columns, when put in the form of a chart, show still more
readily at what periods of life these cases are most commonly met
with. From a study of this Table, and the accompanying chart, it
will be seen that, out of the 45 cases, no less than 38 were observed
between the ages of 1 and 30 years, and only 7 between the ages of
30 and 65. Of these 38 cases, 22 occurred between the ages of 5
and 15. These facts warrant the conclusion that the disease is
rarely met with after the age of 30, as far as these statistics
extend.

On comparing the periods of life of the male cases with those of
the female, one meets with no appreciable difference, as the follow-
ing Table will show.

Thus :

Of males between 1 and 3o years 16 cases were observed
30 mn ﬁs LEd 2 i} Ll

,, females I 5 30 5, 22 4 "

1 1] o 39 65 5 "
Or again :

{}] mn]ﬂs EEd 5 L [5 Lk} g L1 ] Ei]

.y Temales T O A L -
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Reviewing, now, the conclusions brought out by this study of the
ages at which fibroid disease is most common, and always remem-
bering that the cases are drawn from & class of the community, in
which the struggle for existence is keen, we are able to assume
that the disease is not prone to develop much after 30 years;
that the greater number either succumb before the age of 39,
or at all events cease to apply at our public institutions for relief.
Lastly, that the largest number of cases will be met with between
5 and 15 years. : _

Duration.—Applying the same methods to elucidate the chief
points in the Duration of the disease, if is found that the

Average duration of the 45 cases  was 11°8 years

e o 27 females ,, 112
i - 18males ,, I2°4 »

figures which show no important variation. The longest duration
noticed was 49 years, the shortest 2 years. To be clearer as to
the exact length of the disease, it will be well to arrange the cases,
and their durations in columns, thus:

Duration of Cases.

Lasting from 1 to 5 years we found & cases

5 e (e s SR (D
2 I, I§ = i Iz
1 I5nw20 12 5 »
1 20 11 25 13 " 3 i
" 25 w 30 4 1 o 4
1 30 n 35 LE] 1 o tH
" 35 Y | 4'] a0 1] o LR
1 40 5 50 " I

The same result, when put into chart form, on the opposite page,
can be seen with greater ease. From a perusal of this Table and
chart, it will be observed that, of those lasting from 1 to 20 years,
we found 41 ; those, lasting over 20 years, 4 cases.

This average duration of fibroid disease is far in excess of the
average duration of chronic tubercular phthisis. No authority has
yet succeeded in putting the duration of phthisis beyond 8 years,
even in the higher ranks of life, under the best possible conditions,
and measuring the length of the disease from the date of onset to
the death of the patient. But the greater number of these cases
before us are still living, and in the enjoyment of excellent health ;
and although they are hospital cases, and have to struggle amid
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harassing surroundings, yet the majority of them have a fair
prospect of life. Could we but follow all these cases to their ter-
mination, there can be little doubt but that the average duration
would be far longer than 118 years.

On comparing the age with the duration, we find no more than
one would expect—rviz., the longer the duration of the disease, the
greater the age. The figures are as follows:

Comparison of Age and Duration.

Of the 8 cases lasting from 1 to 5 years the average ngé was 8 years

1% Iﬁ i Lk ) 5 1} Iﬂ 1 1} L 1] lg'E i ]
n IZ2 1] 10, I5 4 i " 198 ,,
i ,5 1 11 ]5 53 zu " n b1 23.3 1y
1 3 o 1 20, 25 T L
L] I w Lh 4':. b L] 5“ 1 i § ] 1} 52 1y

These results bring us again to the fact, which has been already
elucidated, that it is in the earlier periods of life that we must
look for the beginning of the disease. A glance at the two last
columns will show that, in the majority of cases, the date of
onset of the disease was not after the age of 15.

Points of Interest in the Tables.—Several points in
addition should be noted :

I. The Side Affected :

In 235 cases the left side alone was found diseased

N ST 1 e i 4

w 5 4 both sides were affected,
In each of the last five cases, however, the left side was in a more
advanced condition than the right.

An attempt was made to ascertain whether disease of left side,
offered a longer prospect of life, than that of the right, or vice versd.
As aresult of thege investigations, we found that the average duration
of both the right and left-sided cases, was about equal to the average
duration of all cases—wviz., 11'8 years. But the average age was
found to differ considerably; that of the right-sided cases being
24'4 years, that of the left 17 years. The average duration of those
with both sides affected was 11'6 years, the average age 21'8 years.
From a consideration of these statistics, it will be seen that the left
side is most frequently affected. This statement is in agreement
with many authors, among whom may be mentioned Sutton, Wilson
Fox, and Sir Andrew Clark.

2. We observe, further, that these cases of double disease are of

e e, "
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as long duration as those of single disease. One might wwfith
propriety argue that, cases in which there was a duuble_af‘fecm:;m,
would be of longer duration than others, since the ﬂ‘ffelntmn, hel.ng
primarily confined to one lung, would require a considerable period
to elapse before the other lung became implicated. On the other
hand, on the supposition that both lungs became simultaneously
affected, one might infer that patients would succumb much more
readily to the disease, and that the duration of the complaint
would be thereby much shorter. But these statistics, scanty
although they be, lend no support to the belief that double disease
is more fatal than a one-sided affection.

3. Whilst the duration of both left and right disease was about
11°5 years, the average age of those with right disease was 244 years,
of those with left, 17 years; so that the disease apparently comes
on later in life in right-sided affections. This last result might be
accidental, or due to the fact of a few isolated cases of old people,
who happened to have right-sided mischief, upsetting the average
in a comparatively small series. However that may be, this is
certain that, in several of our right-sided cases, the disease origin-
ated in an attack of acute croupous pneumonia, coming on late in
life, and not in broncho-pneumonia, following whooping-cough as
is so often the case. This would offer a satisfactory explanation of
the question.

4. The Heart.—The condition of the heart, as to its position,
action, and size, was investigated with the utmost care in all cases.
Of all the sphenomena connected with the heart, displacement of
the organ was the most constant. This we found present, in
greater or less degree, in 34 out of the 45 cases. On investigating
the 11 cases in which there was no displacement of the heart,
the following state of things was found:

(#) In 4 cases there was right-sided disease in addition to the
left, and one of these was a case of double apical disease.

(b) In 5 cases the disease was slight and of limited and trifling
extent, being confined, for the most part, to the base of ome
lung.

(¢) In 2 cases the disease was extensive, involving the whole of
one lung. '

Now g of these 11 cases furnish the cause of the absence of
cardiac displacement. In 4 cases there was clearly marked
disease in both lungs, and the extent of the disease was not much
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greater in one lung than in the other. May not, then, the absence
of displacement of the heart, in these 4 cases, be explained by
supposing that the heart is retained in its position, by the opposing
contracting forces, exerted upon it, by both lungs—that is, when
both lungs have about an equal amount of disease ? Of course, it
cannot be denied that, when the disease in one lung is far in excess
of the other, the heart, in spite of the traction exerted upon it,
must still be drawn to the more diseased side. This last remark
might afford an explanation of the reason why, in the remaining
case of double disease, there was displacement of the organ. In
this case the left lung was advanced in disease out of all propor-
tion to the right.

The 5 cases, in which the disease was of limited extent, speak for
themselves. So, in only 2 cases was there considerable one-sided
disease and no displacement of the heart. In these cases, the
heart may possibly have become fixed by adhesions, and so in-
capable of following the retracted lung.

The long duration of the case had apparently no effect upon the
displacement.

The degree of displacement was subject to wide variation,
from a half to 3 or 4 inches. When the displacement was to the
left, the apex-beat could be defined with tolerable certainty. In
one case it could be seen and felt at the edge of the posterior
axillary fold. When dragged to the left, the heart is, as a rule,
elevated in addition to being displaced outwards. In right-
sided disease, the heart’s impulse was found in all positions
from the epigastrium to half an inch outside the right nipple line,
in the fourth or fifth space. It was frequently quite impossible to
say whether what one felt was the apex-beat, the ventricle, or the
auricle. It is difficult to believe that the heart can bear, without
impairment of its functions, such an amount of torsion as would
transfer its apex from the fifth space on the left side, to a point on
the right side, 8 or g inches away. Far more probable is it
to assume that, the mediastinum and heart as a whole, are drawn
over to the affected side. Indeed, post-mortem experience bears
this ouf. In a case, recorded by Dr. Moxon in the Transactions of
the Pathological Society, the apex-beat was found to be at the
ensiform cartilage, while the ventricles and auricles were much
further to the right. :

In most'of our cases, we were of opinion that it was the upper
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part of the ventricle which we saw and felt beating, and not the
apex.

The contractions of the heart were regular, strong, and
measured.

In spite of most careful observations we were unable to detect
cardiac murmurs, except in two instances, in both of which there
was a clear history of rheumatic fever to account for them.
Frequently, the pulmonary second sound was unduly loud and
accentuated, but rarely attended with a bruit.

5. The Pulse, inall the cases coming under our notice, was of
a uniformly quiet character, the beats seldom reaching 80 per
minute ; indeed, the average would not be more than about 7o.
The characters of the pulse were marked, and presented features of
contrast to the pulse of a patient with tuberculosis. The beat was
regular and full, measured or infrequent, and slow, using these
terms in their strict sense. In some cases there was a certain
amount of tension to be observed, and the arteries seemed to be
somewhat rigid. The temperature, in all but two instances, was
always normal. Sometimes we were able to observe the morning
and evening variations, for a period extending over 6 or 12
weeks. In one case it was sub-febrile, and in one case slightly
raised.

6. Tubercle Bacilli—All cases were subjected to a careful
examination for the bacillus; many of the cases we tested for the
microbe 10 or 20 times, others not so often ; but the result, in each
case was precisely the same, absolutely negative; whereas,
examination of expectoration from cases of chronic tubercular
phthisis always, sooner or later, revealed the organism. The method
we employed was that of Ziehl-Neelsen. In only 2 cases were we
unable, on account of the absence of expectoration, to apply this
test.

Family History.—i1. Tubercular History.—In the 45 cases
collected, a history of phthisis in the family was obtained in 13,
whilst in the other 32, no such history was obtainable. In the
first place, it must be said that this phthisical taint is not more
frequent, than is found on the average in healthy individuals. On
comparing the age and duration of the disease, in those cases,
where a tubercular history was obtained, with the age and dura-

tion in those where there was no such history, no appreciable
difference was noticed,
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Thus, the average age of those with tubercular antecedents was
14 years, whilst the duration of the disease in them, was 103 years.
The average age of those free from such taint, was 22'4 years,
whilst in them, the disease had lasted 12:3 years.

2. Fibroid History.—In estimating this, questions were asked
as to the presence in the family, of a history of heart disease,
dropsy, nephritis, gout, rheumatism, or apoplexy. Such a history
was obtained in 8 out of the 45 cases. The average age of these
8 cases was 27 years, whilst the duration of their lung trouble was
10°75 years, as against an average age of 186 years, and a
duration of 12 years, for those without any such history being
traceable.

Every case was carefully examined in order to obtain a history
of fibroid diathesis, but without much success, as may be seen from
the above figures, which speak for themselves. In many cases the
information which should have been furnished by the patient or
the friends, was very defective ; and we are afraid that not much
reliance can be placed upon the figures, and inductions, with
reference to this point ; they are, indeed, far too meagre and scanty.
We must draw attention to one point more in the consideration of
this subject, and that is, that although carefully inquired for, there
was a total absence of any history of intemperance in the imme-
diate antecedents of the patients.

3. Syphilitie History.—In two cazes there was a history pointing
to this as an inherited disease, and the patients, who were young
(14 and 7 years respectively), showed by the teeth, and scars at the
corners of the mouth, or by depressed nasal bridge, and kistory in
infancy, that they were subject to this disease. In as far as we
could discover, this taint did not affect in any way the nature,
course, or duration of the disease in them ; and, moreover, they both
had had measles and whooping-cough in early life, from which
attack the onset of the lung trouble dated.

Before discussing the signs and symptoms, a few points may be
worthy of notice.

Assignable Cause.—Of the 45 cases, 33 of them attributed
their disease to an attack of either measles or whooping-congh, and
in many cases, both, occurring in early life ; which attacks had been
generally followed by broncho-pneumonia, bronchitis, or, at any
rate, by some chest affection, the exact nature of which it was



ANALYSIS OF CASES. 161

difficult to ascertain. Of the remaining 12 cases the cause assigned

was as follows :

A sudden attack of suffocative dyspnea while at play, and

cough ever since . . - C : . . . 1 case
Illness since a presnmably m:u.ta pnaurri{mtﬂ . - « 2 CABES
Measles followed by trifling cough, prewmonic 20 years later 1 case
Whooping-cough and measles followed by trifling cough at

7 years, pneumonia at 16, from which illness is dated . 1 ,,
& (Thest trouble” following scarlet fever . : - . ST S
Pleurisy (Case 43) ‘ : : ST
No definite illness, but u:mrsr c&ugh fm' ms.n],f years . . 4 cases
Nothing to account for the illness - : . ; . I case
Total : - . 12 cases

It will be seen that of these 12 cases, 4 were caused by
¢ pneumonia,” in 2 of which, there was a previous history of trifling
cough after measles and whooping-cough.

In only one instance, could we satisfy ourselves that the disease
had originated from a previous attack of pleurisy.

It is also worthy of note that those cases arising after a * pneu-
monia ¥ or long-continued winter cough, began later in life than
the others,

“ White Spots* in the Skin.—In 6 cases we observed white
spots of fibroid material in the skin of the chest, arms, or face.
We found this so-called “sign” very inconstant, neither did we
find any hypertrophy, undue contraction, or other morbid change,
affecting scars, the result of accident. And we thought that these
““white spots,” were no commoner in our cases than in the most
healthy individuals.

Abuse of Aleohol.—In only 2 cases could a history of intem-
perance be obtained. Indeed, the number of children and women

formed such a large proportion of the total, that one would hardly
have expected it to have been otherwise.

Albuminuria.—Great attention was paid to this sign, in all
cases the urine being carefully tested.
Albumen was found in the urine of 9 cases out of the 43.

In 2 cases it was in large amount,
w3 »n w  slight, but appreciable.
e R only found in faint traces.

With regard to the duration of those cases in which albuminuria

was present, the average was 17 years approximately, and this is
some years In excess of the average duration of all cases, which

L
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was 12 years, the duration in each individual case being 14, 9, 6,
14, 23, 49, 7, 15, and 20. It is here obvious that, in so small a
number of cases, the duration of 49 years must upset the balance
of calculation. Nevertheless, it does seem that the longer the
duration of the disease the more prone is it to give rise to
albuminuria, as may be seen in Case 21 in the Tables. In this
case, when first seen, there was no albumen in the urine, the
disease having lasted -then for ¢ years; but when the
same case came under observation again, 5 years later, the
urine was found loaded with albumen, the disease having then
lasted 14 years. The longer the duration of the disease, other
things being equal, the more lung-tissue tends to be affected;
consequently the greater the congestion of the kidney from back
pressure, and so the greater liability to the supervention of
albuminuria. This is further borne out by the fact that albumen
was present in 3 out of the 4 double cases. But in none of the
cases of albuminuria could there be found any other evidences of
constitutional fibroid degeneration.

Clubbing of Fingers.—This we found a fairly constant sign,
being absent in only 13 out of 45 cases. The duration of the
disease in those cases with “clubbing,” was about 13 years, just
over the average, whilst that of the cases which did not present
this sign, was 11 years.

Symptoms.—The three cardinal symptoms, which were always
present, were cough, dyspncea,and expectoration. Veryfrequently,
too, these were the only symptoms complained of, the common
statement of the patient being that, but for the cough, shortness
of breath and expectoration, he or she would be in perfect health.
To take these and other symptoms severally :

I. The Cough was often found to be paroxysmal, chieflyon waking
in the mornings, and at such times, was attended with gushes of
expectoration, which were frequently so violent and prolonged that
vomiting resulted. The cough and expectoration were generally
observed to persist throngh summer, and, though often worse in
winter, were, nevertheless, present at all seasons of the year.

2. The Dyspncea was always excessive. This was noticed espe-
cially on the slightest exertion, in some cases ; but in nearly every
case, even when at rest, the breathing might be seen to be embar-
rassed, frequent, and shallow.

3. The Expectoration was in most cases profuse and lumpy,
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though in a few, it was scanty and frothy. In two cases it
was noted to be feetid, and one of these died shortly after it had
become so.

4. Heemoptysis was not altogether absent in these cases. It
was found to have ocecurred in considerable amounts in 7 cases,
and to have streaked the expectoration in 10 others. It is a
question how much importance is to be attached to these 10 cases,
since most people, suffering from long-continued cough, or almost
any chest disease, have their expectoration streaked with blood at
some time or other. I'rom the consideration of the cases presenting
this sign it does not appear that it adds, in any way, to their
gravity.

5. Sweating was found to have existed, at some time or other, in
the disease in 10 cases only; in 6 cases it was profuse, whilst in
the other 4 it was slight and insignificant in amount. It often
had occurred years before, early in the disease, and in no case
could we satisfy ourselves that it was the genuine sweat of
pulmonary tuberculosis.

6. Wasting.—Several cases had emaciated slightly, at some
period, during the existence of their chest trouble, and had again
regained flesh and strength. This sign was found to be present
in 10 cases, in 3 of which it was considerable, and in the remainder,
only trifling in amount. ‘The majority of the cases, however,
presented the picture of health. ;

7. Diarrheea was found in 2 cases only.

Physical Signs.—Hach case presented its own peculiarities
in this respect, and only a summary can be given of those usually
present. All would not be present in every case, or perhaps, if
present, would not be well-marked ; but they were found, variously
combined, in the different cases.

I. Dulness was almost always present, more or less marked, over
part or the whole of the affected lung, being nearly always most
complete towards the base, and sometimes being limited to that
region. In only a few isolated instances, was it most marked at the
apex.

2. Contraction.—This was, in nearly every case, a marked
feature, accompanied by an equal impairment of movement,

3. Vocal Vibration to the hand and ear varied, being sometimes
markedly increased, and at others diminished or wholly wanting ;
according as there was bronchial dilatation or cavity in the ﬁrsi:
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instance, or a considerably thickened pleura without such dilatation
or cavity, in the last case.

4. Bronchial Breath Sounds were well heard, as a rule, at some
spot of the affected lung. They were attended with bronchophony,
and were usually most intense around the angle of the geapula, in
the mid-scapular region, or at the top of the axilla.

5. Adventitious Sounds.—These were very various. In most
cases might be heard loud, coarse, superficial gurgling riiles, very
much intensified over the base, and the areas where bronchial
breathing was present. In other cases, again, the bronchial breath-
ing was unattended with any adventitious sounds, whilst some-
times, cases were met with, where the breath sounds were weak,
attended or mot by riles; or occasionally, the breath sounds
might be altogether absent.

- Leathery frictions, creakings, wheezings, and sucking sounds,
were also heard, and especially a peculiar sucking, creaking
sound, difficult to describe, but not easily forgotten, not at all
uncommon, and indeed seemed to us the only sign which of itself
was at all peculiar to the condition.

The exact position of the disease in the lung is a guestion of
no little importance, for, in ordinary cases of chronic tuberculosis of
the lung, the disease is almost always most advanced in or near
the apices. We did not find such to be the case in this series
of cases. In the large majority, the disease was most intense and
advanced at the base of the lung, and from the physical signs, one
would' be led to infer that the cavities or dilatations of the tubes,
were most commonly found, just below the inferior angle of
the scapula. Another point of distinction is that, when the disease
passed over to the other lung, it was in every case the base of that
lung which became affected. This order of things does not obtain
in chronic tuberculosis ; there, it is the apex of the opposite long
which becomes almost invariably affected.

In conclusion, it must be remembered that these cases are drawn
from the poorest class of patients, and are, after all, not very
numerous. These deductions must not be taken, therefore, as
absolute facts, inasmuch as we feel certain that from the larger
number of cases, and especially from cases in private practice,
drawn from quite a different class, and living under entirely
different circumstances, the conclusions might, in many instances,
have been very different.




ANALYSIS OF CASES.

"pajsem |
FU-H_E. | |
gy |
‘Auryoo] _
-sno] |'smeadg
-noJaq | 08 meaq
-n} pue | \ABY ‘uam
[} |‘Paqquia -nqqe
INENY Liap £6 0N
‘POISEM |
. pum
"Yeam "I
It 4194 | "paqqnyo, -nqe
SY00T | JoN ["Ymd oN
aymewsy | sdmg | casng | tauup

LY

o1
Uy
a[1qay
-qug

*dwmaT

(*xode 3401
je soopejdeso  aurg)
‘Luoydoyouoiq pue
Sumyearq  (enqouolg
poroBa1 S1 95BQ  S®
agrgon Surmooaq ‘xede

—

qe  suonendaio aul
‘Top - @#mb  woys _ | “_
10938] Je {oseq pue | 'sjods ‘Funeoms _
xode je porredmr ojoN | *JIniq | 93 A ou pue _ 7
‘€1 qe ssdydomeg | o) aqddiu | {juamesomw | uonjEIORmS
a0uIs @sIoM  9UIODAq Jgdr | JO juam uayl souls | ‘S1S0Iqy .
's1oq | @aey @sayy [y Suwr | sowdsiaqur | -aredwr pue |fsisdydomey| jo euou _ _
-IO0U | “JBaMS PUE UOI}EIOBIID noy | wonaenjuod | §19e igdnoo | ¢ ssuqygd | ! _
adre | ‘uonerojosdxas  ‘swud | oresndmy| : Sumeacd | uer) souls |perqianjey| w | _
up |-sip ‘eamsseoxe ydnop |‘ paoerdsyg Lyueos ‘uiyy |fLjuso[sealy | sJAION M b1 zzid| g H | 2
] |
“E[xE
1301 oy} ut suonejidao
M3] Y CPUNOS JSI0W
a1 L1aA ‘I8A0 [[e sno ‘ode sreal “
-UIBAED SPUNOS [3Iealg T 9RI0M
-aseq  Je  [op 9jmb | yonox {aours
pue xade g3e parred Ing euads{p pue
-mp  @jou  uolssnolag | op ‘epddiu ‘urys q3noa yqdis _
‘Juryeamg ‘pajsEMm dur | aqg ur sgods | £ (yda)
pue [ S{OO[ 9H | UjEIUAq | IJIGM :aps wJung
‘gisfydoman g8y | pueepsul . 3q3u e jo uogsad
‘SqIQI  JO JUAIXA 03 | WNUIA)s | IPAO UOIS | -U0D,, USY) | “SISOIQU
‘g1aq | noneemy ‘ewudsfq | JoguSu | -uwdxe pue | {oFe sived 10 {ehl
-mnu | ‘(pryoy) wvonerojoadzy |09 Suneaq | JusmmaAO ZI [yun op1aqny | |
areg up qdnoo sieal z 9sE[ Iog ueag | JuSoya(] | YI[®ey poon | JO aUON _ﬁ 1 V| g3 | 1
1 | |
i [l 1 _ =l N
TF | wedusspesms | owen | JRRR | gomm | temn glflzlpl 2 |0F
" | _ # 2 _ = 2

HIOHEgNL A9

HLVOITAWOD HSVIASIA QIOHIId A0 SHASVD J0 SHIEV.L




- _ __ | _ ﬁa___ua“nuu auy)

166

FIBROID DISEASES OF THE LUNG,

_ pue ajou jo juaurxreduy
xade qq 1Y Ceseq
pue xade ju ToBANOXD
jo sud[s pojICW-TIOM
_ 958 0} xade woay *Jinag “JuaTm "sFOU[
e ajou jJo guemredm] |ON ‘eur] | -9Aour JO | §nolAdad ou
_ -nqre ‘woaIeIp o) ‘Jurvams aiddiu” | quetnayedunt | ¢ ySnoo puw | ‘sioiqy
TR0 Jo ; ‘simdydomaeyy Aywalys apIsjno { aps ap1s 439 Ut In 1
-1aqngy 4] ‘paqquio aowxy | ‘o[uIqey | [0y | -Sumjses ‘goadsLp your § 139] 1940 ured ode a[oiaqny | |
-aree) | 1ON for | v -qug puald ‘moneiojoadxa ‘gdnop pooedsyq | norjoeiyuo) | s1wal a2qy, | Jo AUON |] £ 53| V'R
stsrgyqd
JO petp
(e 3¢ preay purqsny
A 03 sSpunos IIeslq ¢ srsrgd
Luw L{po1eds aseq Iy "SSAUI[L Jo parp
=R e duigjesaq I9j0 ou | JBJSIS auo
[emauolg suoipeiid ‘Sunsempue | ¢ sispyd
210 Aijmeog 'spunos 's30ds ajrqa | ydnoo jqdns | jo paip
qjeaiq jeasy  teseq ou {quam | uagl : paIp | june suo
03 xode woiy sseun(l -aaom Lue puBqsny | pue agoun
"8194] ‘Suryeams ou Lpaer { opis | usgm ‘ode | auwo f LL
‘Oam -mnu | “eoquelp o  Csisdyd | CIINIQ ON | 3)9] 1940 siwal oz | ge Lsdoxp
‘Paqqnp2 -nqre | ‘oquqay | irey |-owsey Lyeorys ‘Fuysem | -paoerdsip| [[e wonowry | [IUN [[AM | JO PAIP
JoN 96 oN | -qng up | ‘moymiojoadxa  ‘gdnop 10N -uoa jealy | pue Suoxyg | I19qjeg I OF Lie ]I T
_ .n__m_d xade 9301 qu "S1501q1
suoryejdary  'spunos *gjods Jo anou
[yeaiq ouoqdue Tga £uwu * sisipgd
s ‘oordex awdeos : ¢ saoide 10
-prm 98 sapt SuySm8 | jmgoN | yoqe | ceoudsdp | paip ajim
“TE[ud pno] £1ap  '9sBq JE® ‘paurm |jusmaAomo| pue ‘mory | | sismqyd
-Iaqny uory | ssaunp ‘ajou pasmedwmy | -1938p j0u | uopnUIWIP -uiogoadxe | Jo parp
A(yua _ “Bupue ) frege; | uonsod | faplsjysujo ‘ydnoo watyy | prIyo auo
-redde | . Qpe -xa |9slom ‘sjmems udi joexe | mopoenuoo  ‘ode sread | fsisppyd T
s patp | “peqquio uauL aup |pue Sunsea ‘eoudsip | {1gFu 0} | paIaA0d ‘g [un jopalp | ®
aouly +..:ﬁ_._w:m zL |-nqry [eumroy euoy | ‘uonjerojoadxe  ‘g3nop |peoerdsiq | A[UIQL | 43R POOD _ msiseup || g 18P H_. "} L
] [ |
| _ munl 352 K107t *K10y51 m,m o0 2
.ﬂ—..EEu.m_ *ssafur g _ wsprg | Couup | cdway, | & m,. swogduids pue sufig “HERH mﬂu....:u.“..ﬁ_“uunnﬂ —u:ﬁhrﬂ .__:_E_n..m- ; Mw_ﬂ 2| E
ol q...“ 32 i

“ATET) ey ]
Jﬂ "'CIN l

—-——



167

ANALYSIS OF CASES.

B[N0 | pasIasq
-laquy, | 0N

!
..H_ﬂﬂ.nu
-laquy, |'peqquid
|

PRAqQRD
|

‘paqqnio
| *zemo | Ape
| -1eqny, | -RIB

PAAIIE PAAIDE
-qo | -qo
1oN | 0N
paurm

BN
Xomd| 0N
“HST

-nqre

o | oN
\paalos| ‘aam
-qo | -nqpe
J0 | oN

‘PaAIas

10N

EIAGER|

BULIO N

"a[Hq9]
-qug

"81aq
-mnu
Ireyuj|

“3qe
-ue)
-qoun
mng
-ndg

L

“udid|

‘aseq 91} 18
MO[[OY] SpuUnos Yjealg
‘suorpeydann) e8]
e Iwao ‘xade Jydu

1% ajou jo juamaredwmy
"s3gaMs Y[ 3y 1s pue
‘1uagxa Jy31[s B 0] UOIE

-roemy  sisdqdomeey
juanbaiz ‘gaoudsLp
‘uonerojoadxa  ‘gdnop

« BOLI0)UASI SR, 5,
'g97108% ‘padrerus usalds
PUE I2ALT  Ceal} apls
8y ¥eom spunos
(B2 "SPUn0S S0 O A
‘xadeie {j1ae0 € Joaouap
-JAJ[ OPIE 119 I9A0 S5I
-ingg csisdjdomaey oN
"BOIIBIP O TFurpeams
‘HoIjeIoR IS AATssa130r ]

‘uorjeiojoadxa oa ‘gdno)

'3a1] Auny 9397 “suon
-gq1da1o o N *£31aw0 ad1e]
¥ JO 90U9pA@ JuoIj ul
wadp 37  "3UOIJ UL 25BG
03 xade woxy sseuqn(y
BNIIBIP ON  UE]
-gread §1 ur ouwojs §1
dunsepy  Csisdydomayy
pring A[qHIOY UOIFRI0}
-sadxgy wwoudsdp WHE
‘monjeiojoadxe ‘g

*ga1j dunf qgiu { xade
e suonjedarn  ourg

| “endeos joaduriouagul

j8 Juigieaiq [EI[OUOIq
‘uorjeyrdaiyy  ‘apls 939]
umop 9j0u jo juatnired
-ty ‘siedjdomeey asngoad
jo syoeny  moudsip
pue Jupeams ‘Junses
‘norernjoadxe

nop)

‘18non

* I TITL T
bl i B
[erjm
a0
paoedsi(

JInag
ON _‘aul|
addia
apIsjnoe
gout §
paoerdsi(

[ |
1

|

"IN
o { mng

-sedida

ut asnduy

AT

ou : eul|
arddiu
apIsIno
[OuT 1

paoeydsi

s paoe[dsiq

"asB(
a1} 1 pood
f xade qydu

at} 1940
juswmasom Jo |
quannaredu] |

‘syods
ajrgm ou
* apIs 339
U0 Juam
-BAOTI JO
jusumredmy |
|

‘sjods aj1ga
ou { xade
1qdu ge
JUATIAAOW
JO juaux
-1redwy pue
UOT}0RIJUO))

| 's30ds 931qA

O guan
-9AOW JO |
juamareduor
{ pRJOTIIUOD
‘paIaAnd
Apaiqy |

‘03e srpak
O 19A8]
DIjBTNANI
faours 1949
uorjesojoad
-X8 pUe
qdnoo | apis
1q8u fode
sigad S1
Asumarg

sEauU([L 197}0
o & ao01s
I9a@ [Inoo
{ mead
I 9% qdnod
- durdooy s
pue sa[seajy

grmomnaud

a3 aous It
¢ gsau[[t
snoraaxd
ou  ode
siead £

BIOWNAU]

*gouls uon

pue gdnoa

-wioyoadzo ‘

foggrur |

| ¢ ststqyqd |

gruomnaud
-ofouoiq

peH |

sismgqd
jo paip |
181y101q _
dsismqygd |
joparp |
REL R g

"S1501q 1 ._

10 _

a[oIaquy}

Jo auofy |
_

"S1s0Iqy ou)
¢, 8duny |
JO motenn |
| -mepur ,, _
| JOpeip |

JEE |
| auo pue
| 193011
_ auQ)

7 ‘EeoIqy
w.n__ WO
s sistpyd
30 paip
aa1jo1q
fale (]

3O palp

19384 _._.H

e
AR
51 1gt | € D
S oW aH
£ ,3.2 0 |
|
_ _
__ | _
11 oSipl g




FIBROID DISEASES OF THE LUNG.

168

l -xodw)qIe SUoIuARIXD _ .
¥ WOLBI}[gul JO S0USPLAT]
-{uboqurojoad pue ww_,._ I ON ‘xade
-yealo‘suoryeyidoo qia ‘oddin | 9q8ux zea0 | -jesuo agy
‘[uIqOUOIq SPUNOS [IEAI | 9pISINO | jusloyap | I0f Juunoddw | Cslsolqy
*IBA0 [[8 ([P 9P1s our Os[e oot | 0] sEauj(l Jo auou
1JoT uoswooo omo wo | I oouds |-daomioseyy ouwsem (f[eomstqiqd
‘oam squid oag ‘ssdydowma g q}noy | jusmasow |a1aqy iydnoo| L[rmey
-nqpe ‘g10q | ‘sjuaMs JUIIN  uo utr xade | ouw Jo apyy[ | 03 uedaq ay | 8 Jayjow
30 .mnu | -EOBWS . 9jqelapisucy) | spiesino | ! pausjey | uaga ‘ode | ! swupgd 'y
‘[[ems | a0uI} ey | ‘uonerojoadze  gqdyg | pUESPIEA | A[PWAIXD gIeal g jopalp ®
‘paqqup| ‘96 | ¥ [[emaoy| up |'q3nod omosarquoly, | -dn pagng | opis 9oL | [HUR [BM | PO "1 9 [f2|W|'d M| 2T
“dar ‘HOSBUIL
-yea10 pue suoyedain -9U0}s B 51
Luoydogouoaq s Sur { 20UIS 1940
=IESI] TIqOnoLy 9P BpIs JO pue oo
g3 I9A0 (1B 930U [[n(] 13 uo q3noo peq
‘syEaMs Jydu 'JInig | jUswaAouW o | seq puv ‘ode
graq | o)y sreaf g uromols £ | oN “3gdu | Louaroyap sieak [ "SI80IGY
‘uam -mng | js0] sey swiydomay af} 0} pue LSdunpaqgy o 10
‘paqquio | Jaoxys| -nqre aey |jo sywanyy ceoudsip | paoedstp | Jupjuuys | wopemmEy | adiaqny
qoy | ¥4 | oN |emioN| up | pus‘monuiojoadxe’yinop | LJUSPMAY | DPIYIBRL -ut,, peH | joouwoN |u| £ |4S|w|-x g | 1
‘xade 339
JB 9300 JO JUIWIT
-mr pue saopendaio
‘op1s ya7  'sdup{EaIn
pue suonjejldaro ‘sapi
SNOONU [jIM pPapudsjie
‘[BIgouOIq SPUNnos ‘nosuedxa "gouls
fjearg e gyl pue patydnod
1940 930U Jo juetmaredy JUIWDAO SB[ pae
‘gjgams Jqdia ou | anuumm | juaogap | ‘Asnorasid :
*jmanb ‘5130 | | UOTIBIDEMWD 9[(BIapIs ou pue ‘apis s[jaom *2501q 1 2
“IE[no -a1] | ‘mam -mnu | -uopy  sisdjdomaey jo | ‘epsigSu| Jydu zeso | g 9pIs 939] 10 (-]
| -Iaqny |‘paqqnid| pue | -ngpe adrep | syowyye qq3ys ‘ewadsip | ayjo3laa0 Auuaiyey Ehwﬂﬂiu_ a[piaquy | » m
Sj00T JoN |¥omd| oN | pestey U] ‘monjriojoadxe ‘gqdnon | perod PuUMSK | pPajRNu0) | joauoN M| o BI| 4 gy | oI
un.__“_..l.u_.H 5 *L1mst Hims o m.mu_ = | L g 2
SRR | sfuig | cespng |suup | dwmag mum swoidwds pue sudig ‘eI Eﬁnﬁmmﬂ _m._.__ﬂ.uﬂ &mn..__h.___m B o8 (BE| B m”
it | A A







170 FIBROID DISEASES OF THE LUNG.

ANALYSIS OF THE CASES COMPLICATED WITH
TUBERCLE.

We now turn to a consideration of the Tables of fibro-tubercular
cases which are appended, and using the same methods as in the
preceding pages, we will draw therefrom, such inferences as a
small number of cases will allow. It will be useless to submit
these Tables, which consist of 13 cases only, to the same minute
inquiry, as we did in the fibroid Tables. For ideas and facts,
gathered from such a basis, would inevitably lead to erroneous
conclusions. However, we state our results, remembering that
what was said at the beginning of this chapter, applies still more
strongly here.

Of the 13 cases collected, 8 were males, and 5 females. The
average age was about 37 years, the highest age being 57, and the
lowest 6. In all cases of fibro-tubercular disease, as a rule, the
average age was much greater than in pure fibroid disease, which
it will be remembered was about 20 years.

Points of Interest.—The following points are of interest

The Duration of the disease, as gathered from the 13 cases, was
found to be about 8 years. This result is not in excess of the
extreme duration of chronic phthisis, as set forth by Drs. C. J. B.
and C. T. Williams, who found it, from an analysis of 1000
cases, to be about 8 years. On the other hand, it is considerably
below the average duration of cases of fibroid disease, pure and
simple, which, it will be remembered, was 11 years approximately.
An investigation into the family antecedents did not throw much
important light on the subject. In 7 cases there was a clear family
history of tubercle, and in one case a doubtful history of fibrosis.
In both the fibroid and fibro-tubercular cases, the tubercular pre-
disposition was not more frequent than in a similar series of normal
cases.

On turning to the personal history of the cases, we found
evidence bearing upon the onset of the disease as follows:

The disease dating from an attack of—

Measles and whooping-cough - PR . 2 Cases

Prenmonia . - : A - 5 , S

Pleurisy . ; o ) k : = ; ;e
Mo definite onset . . . ; ; - : . s L

In connection with these figures, it may be said that, often no
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reason at all for the onset of the disease can be determined. The
patients begin coughing and wasting gradually, and this state of ill-
health goes on indefinitely. Far different is this from the almost
universal occurrence of broncho-pneumonia, or croupous pneumonia
as the beginning of pure fibroid disease. This phenomenon is of
importance from a diagnostic point of view, and will often help
towards settling as to whether the process is of tubercular origin,
or not.

We found displacement of the heart to be of frequent occurrence,
it being present in all but 2 cases. In most cases the displacement
was as much as in pure fibroid disease. We could discover no
bruits in any of the 13 cases. The size of the heart, so far as
could be estimated, seemed to be smaller than that with which we
were already familiar in pure fibroid cases. The heart-beat also,
differed materially from that of fibroid disease. Instead of the slow,
measured, powerful, and infrequent contraction, which was almost
pathognomonic of that affection, we found in this series of cases,
the heart quick, frecuent, and feeble ; in other words, we were deal-
ing with a heart belonging to a patient with active tuberculosis of
the lungs. Perhaps, of all the various phenomena in connection with
the disease, this is the most striking, and the most constant. So
much is this so, that an opinion, as to the true nature of the com-
plaint, could almost with certainty be given, from a consideration
of the heart alone.

The Pulse, too, gave evidence of a very different set of con-
ditions. Instead of being slow, infrequent, and deliberate, the
beats per minute ranged from 85 to 104. They were feeble,
quick, and frequent. In fact, the pulse was nothing more than
can be observed, any day, in an ordinary case of tuberculosis of
the lungs, in which the disease is active.

Another important point of difference was the presence of
tubercle bacilli. These were found sometimes in enormous
numbers, sometimes only in small quantities, in 10 out of the
13 cases. They were found whenever looked for. In one case
the expectoration was unobtainable, and in 2 cases only did
we fail to examine for the presence of the microbe. Again, the
temperature showed variations which had little in common with
pure fibroid disease. In this series of cases it was raised in 8 out
of the 13 cases, in some the evening peaks reached 102°, while
in others, it was simply raised to about 99'5° or 100°. In 4 cases
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it was normal while under observation ; and in one case we were
unable to verify it, owing to the patient not remaining a sufficient
time under treatment. \

It will be seen from the foregoing how very dissimilar are these
two classes, the pure fibroid and the fibro-tubereular, The whole
of this great change is brought about by the advent of bacillary
phthisis upon a fibroid lung, But for this occurrence, we should
have had no alteration in the heart, the temperature, and the
pulse; the duration, instead of heing curtailed, would have been
as long as the other cases,

Frequency.—The tubercular variety of fibroid disease of lung
1s not so common as the non-tubercular, for in the three years
during which we have collected, we have only met with 13 cases
of the former, as against 45 of the latter variety.

Seat of Disease.—In g out of the 13 cases, the whole lung was
more or less affected, and in many the apex more so than the base.
In 2 cases the apex alone was affected, the opposite lung being
free, whilst in the 2 remaining cases, the base of one lung was
the seat of disease; but in both these cases, the apex of the opposite
lung also showed signs of more recent trouble. In all the 7
double cases, on the side least and therefore probably last affected,
the disease was of the apex, IFrom this it will be gathered, that
when tubercular, this disease tends sooner or later to affect both
sides, and takes as its seat the apex rather than the base, therein
differing largely from the non-tubercular form, in which one lung
only is usually affected, and that most commonly at the base.

Albuminuria.—A trace of albumen was noticed in 3 out of the
13 cases, never large, and often disappearing. In 3 cases the
urine was not tested.

Clubbing of Fingers was observed in 8§ out of the 13 cases.
In 2 cases it was very marked, whilst in some of the others it was
only slightly in evidence.

It will be noticed, therefore, that with regard to the presence
or absence of albumen, and the clubbing of the fingers, the two
varieties show but little difference, these two signs apparently
depending more upon the duration of the disease, and the amount
of lung-tissue involved, than upon the fact that the disease was, or
wag not tubercular.

Symptoms.—In addition to those common to both varieties—viz.,
cough, dyspneea, and expectoration—other symptoms, pointing still
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more to tuberculisation of lung, showed themselves. Thus, hectic,
wasting, and sweating were present, more or less marked, in
most cases, making a striking contrast with the non-tubercular
variety ; as also did the character of the pulse, being weak, quick
and soft in most, and never presenting the full, quiet, measured
character, which was so striking a feature in the non-tubercular
type. Moreover, the progress of the cases from bad to worse
was infinitely more rapid and general.

Hemoptysis.—This sign appeared with far greater frequency
than in the non-tubercular variety, being present in 10 out of the
13 cases, and in most was considerable in amount.

The aspect of the sufferer was that of one afflicted with a
rapidly progressive disease; indeed the patients were, almost
without exception, weak, lacking in energy, unable to work, wasted
and hectic in appearance.

Diarrheea was not observed to be a marked feature in any of
these cases.

Physical Signs.—As far as the lungs were concerned, these
were naturally much the same in both varieties, bearing in mind
that the =eat of disease, as before mentioned, was much more often
at the aper than at the base, and more frequently of bofk than of
one side. The character of.the heart-beat, too, in this variety,
resembled the pulse in its quickness, weakness, and want of tone,
as unlike that of the non-tubercular cases as the sounds of a heart
could well be.

Displacement of Organs.—This was found very much on an
equality in the two varieties; it must be noticed that with regard
to the cardiac displacement, disease of both sides in this variety did
not so often produce it, as in the other form, because the affection
of the one lung was slight, recent, and always apical ; conditions

under which contraction has much less effect on the position of
the heart.



CHAPTER VII.
A CASE OF FIBROID PHTHISIS.

[Ir has been thought well to add the following paper, which was
read by Sir Andrew Clark before the Clinical Society on Feb. 14,
1868. Itis reproduced here by the kind permission of the Couneil
of the Society. ]

Mary Sutherland, aged 28, married four years but childless, was
admitted into the London Hospital, under the care of Dr. Andrew
Clark, on November 21, 1867.

Patient states that she enjoyed good health till three years ago,
when she was rather suddenly seized with ascites, for which she
was treated in the London Hospital by Dr. Fraser; that she
recovered in about eleven months; that she remained in tolerable
Lealth and certainly without any definite complaint till the close of
July in the present year, when she was attacked with frequent
vomiting followed by rapid loss of flesh and strength, harassing
cough, attacks of heemoptysis, muco-purulent expectoration, sleep-
lessness, and occasional diarrheea ; and that these symptoms have
continued with greater or less severity to the time of admission.

On the 24th, the patient was visited by Dr. Andrew Clark, who,
with the assistance of Dr. Eustace Smith, Mr. G. W. Mackenzie,
and Mr. J. M‘Carthy, made as minute an examination as her
strength would permit. The chief parts of the following account
and all the points of diagnosis were dictated at the time.

Symptoms.—Patient, who is greatly emaciated, reclines on her
back, wears a look of great exhaustion, and takes little notice
of surrounding objects. The features are pinched, the eyelids
drooping, the pupils dilated and sluggish. She is drowsy, but
sleepless ; utters occasional short moans ; complains of being moved,
and replies to questions with some difficulty, but still, as it seems,
with accuracy.

The skin is of a dusky yellowish-white colour, dry, rough and
furfuraceous. Here and there are whitish patches where the skin
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seems denser and thinner than elsewhere. The hair is scanty, dark
and coarse. The fingers are clubbed. In the axilla the temperature
is 974" F. - ,

Lower teeth almost all gone. Upper teeth and lips covered with
sordes. Tongue denuded of epithelium, red, dry, cracked, shining,
and protruded with difficulty. Urgent thirst. Frequent mmit%ng,
aggravated by the introduction of food. Much belching of wind.
Pain around the umbilicus increased by pressure. Abdomen yields
no evidence of the presence of fluid. Bowels relaxed and relaxa-
tion preceded by griping pains. The hepatic dulness in the line
of the right nipple extends two and a half inches below the
free margins of the ribs; from thence the line of dulness runs
obliquely upwards into the cardiac region where it is incapable of
definition.

Urine, forty-five ounces in last twenty-four hours, pale, acid,
and of the specific gravity of 1014. It contains a tenth of its
bulk of albumen and deposits on standing a whitish cloudy sedi-
ment. By microscopic examination this is seen to consist of scaly
epithelium, spheroidal epithelinm, pus globules chiefly in masses,
blood disecs, and considerable guantities of granular matter. A
second examination revealed the presence of a very few small
hyaline tube casts. Patient has slight leucorrhcea. She men-
strnated naturally two months ago.

On account of patient’s weakness only the front and lateral parts
of chest were examined.

Respirations twenty in the minute, and calm though chiefly
abdominal.

Examination of Left Side.—IFrom second to fifth rib, and from
the sternum to the front of axillary region, the chest wall is
unevenly depressed and moves but slightly on inspiration. In the
supra-clavicular region percussion is somewhat tympanitic; the
breath-sounds are blowing ; vocal resonance is bronchophonic and
occasionally doubled as from echo. From the second to the fifth
rib and from the left border of the sternum outwards and down-
wards into the axillary region there is marked dulness increasing
in hardness and resistance from before backwards. In the fore
part of this region the inspiratory sounds are of a blowing bron-
chial character and accompanied by moist suberepitant riles;
expiration, however, is not sensibly prolonged and not accompanied
by crepitation. In the axillary part of this dull region the breath-
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sounds are distinctly tubular and sniffling, though in some degree
masked by moist erackling and coarsecrepitation. Vocal resonance
is for the most part bronchophonic and broken. At two spots,
however, closely adjacent about the middle of the axillary region,
the breathing is cavernous and the voice pectoriloquous. Here,
too, a double metallic click is heard simultaneously with the heart’s
contractions. Throughout the outer and lower half of this dull
space moreover there is heard at times a faint creaking leather
sound, and the vocal fremitus is notably diminished. Over all the
inferior part of this lung the inspiratory murmur is harsh, and the
expiration, which in its first half is blowing, terminates only after
apparent cessation of movements of thoracic walls in a few gentle
puffs. Here, too, an exquisitely fine, dry, crumpling crepitation
is developed in the course of forced inspiration. Vocal resonance
and fremitus are both diminished.®* Percussion over the anterior
third of right lung tympanitic; elsewhere normal. Inspiratory
murmur in front harsh and dividéd; expiration everywhere pro-
longed and accompanied by sibilant rhonchi. Voeal vibration
increased. Occasional crepitation is heard over the root of the
lung behind ; but from a variety of reasons it is supposed to be
conducted. Patient has no trouble in breathing. Cough, though
not frequent, occurs in violent and fruitless paroxysms which end
in vomiting. Expectoration oceurs after a succession of fits of
cough and then rather suddenly and in considerable quantity at a
time. It seems muco-purulent and not lumpy or discrete. It is
most abundant and sometines foetid in the morning, but does not
exceed half a pint in the twenty-four hours. Microscopic ex-
amination reveals the presence of broken bands and areols of elastic
tissue (disintegration of bronchial and alveolar walls). The chief
constituents are pus globules with which are associated granule
and pigment cells, blood discs, and much granular detritus.

Limits of cardiac dulness cannot be accurately defined. Apex of
heart is seen and felt to beat against the upper border of fourth
rib, a little outside and below the nipple, which is unusually high.
In the upper part of second intercostal space, better than an inch
and a half from the left border of the sternum, there is visible a
pulsatile movement apparently synchronous with the ventricular
contraction. At apex heart’s sounds though feeble are normal.

* Ultimately in this region there arose uniform dulness, tubular breathing,
and bronchophony.
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At cartilage of second left rib a low pitched systolic murmur is
heard which can be followed a little way upwards and outwards,
but not downwards nor to the right side. It is variously modified
by alterations of position and increased in pitch by a deep inspira-
tion. Pulse 74, small and compressible. In a few places are signs
of arterial degenerations.

Patient has no headache. Ocecasionally she experiences sensations
of numbness or faintness in the limbs followed by tremblings.
Hearing and sight somewhat defective : a very few white spots in
the choroid. Lies with attention introverted, making frequent
moans. When questioned she answers intelligently, though not
very intelligibly, and complains of cough, thirst, vomiting, recurring
abdominal spasms and great exhaustion. Is very drowsy, but has
not slept well for several nights.

On concluding the examination, Dr. Andrew Clark expressed
his convietion that the case was one of a constitutional character
which had lately localised itself in an especial manner in the left
lung ; that the product of the constitutional disease was of a fibroid
nature, and that it was probably due to syphilis or aleohol, or both
together. Although the cough, heemoptysis, diarrhcea, and the
various physical signs of lung deposit above noticed, suggested
the idea of an engrafted pulmonary tuberculosis, for which indeed
the patient was admitted, Dr. Clark declared his helief that no
such disease existed; that the case was not one of tubercular
serofulous or pneumonic phthisis, or of pulmonary cancer; but
that it was one of fibroid phthisis, complicated with enlargement
of liver, granular kidneys, ulcerations of the bowels, and fibroid
degenerations of various organs and tissues.

Patient was ordered to have milk with ice and beef-tea jelly
alternately in small quantities at short intervals; to have, instead
of wine ordered on admission, small quantities of brandy, and to
take an effervescing citrate of ammonia draught with two grains
of iodide of potassium every four hours. A blister was applied to the
epigastrium, and afterwards moist heat round the whole body.

Nov. 25.—Patient passed a restless night, feels no better, buat
seems weaker.

Mouth rather moister. Vomits frequently. Bowels confined.
Pulse 78. Resp. 22. M. T.g44° F.; E. T. 982° F. In other
respects the same,

Hot poultices were applied round the chest. Hydrocyanic acid

M
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and morphia replaced the citrate of ammonia mixture. Brandy
was ordered to be taken in soda-water.

27.—Weaker since last report. Tongune moister, takes a little
food and retains some of it. Bowels still confined, and abdomen
painful. Urine abundant and acid ; sp. gr. 1018 ; ome-tenth bulk
of albumen; a few hyaline casts, Cough very troublesome.
Little sleep. Pulse 80, feeble. Resp. 23. Skin moist at parts,
M. T. 88 F.; E.T. g7'4° F. Feet cedematons.

To have fifteen grains of compound jalap powder at night, and
to use the linctus glyceringe for the relief of congh.

29.—Tongue moist, but red and fissured ; less thirst and vomit-
ing. Bowels relieved. Urine less abundant. Coungh troublesome
at intervals. Hxpectoration less. Had a restless night, but patient
nevertheless expresses herself better. Pulse 84, very small. Resp. 24.
M. T. 100r1° F.; E. T. g82° F.

Dec. 1.—Much worse since last report. Tongue dry; great
thirst; recurrence of vomiting. Bowels relaxed. Urine less
abundant, alkaline and more albuminous. Paroxysmal attacks of
cough without expectoration. Has painful sensations of breath-
lessness, chest oppression, and sinking. Cold sweats about the
hands, feet, and face. (Edema extending. Great restlessness.
Pulse go, small and irregular. Resp. 26. M. T, gg-2° F.; E. T.
97" F.

Half an ounce of brandy mixture every hour. Chlorate of potash
lemonade. B Spts. chloroformi n|xv, spts. am. ar. mxx, lig.
morphize hyd. m vijss, aq. camph. 3], ¢. quarta hora.

2.—Had a better night throngh means of half a grain of opium.
Is obviously, however, much weaker. Takes no food. Vomiting
has ceased. No movement of bowel. Urine alkaline and albumi-
nous. Cough less: loud moist riles over both lungs in front.
Breathing calm, but somewhat irregnlar. Complains of oppression
of chest. Skin clammy. Patient takeslittle notice, but still answers
correctly when questioned. Pulse g2. Resp. 20. E. T. g6:2° I.

3.—Patient became comatose during the night, and died this
forenoon.

Post-mortem Examination.—Dec. 4, at 4 r.\, the general
examination was made by Dr., Hughlings-Jackson, and the micro-
scopic one by Dr. Andrew Clark ; but for the following account of
hoth the latter is alone responsible.

Head not examined.
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Thorax.— Heart small and drawn upwards to the left side. Peri-
cardium adherent to left lung, which at the point where it overlapped
the origin of the vessels, was indurated. Cardiac valves and orifices
healthy. Right lung of large volume; anterior and inferior margins
pale, dry, and emphysematous. Bronchial mucous membrane,
where examined, thick, soft, red, and coated with a viscid bloody
mucus. Interlobular areolar tissue everywhere healthy. No
deposit in any part of lung. Left lung universally and firmly
adherent to the pericardium, ribs, and diaphragm. When removed
it was seen that upon the surface corresponding to the first and
last of these parts the adventitions lymph formed a thick white
dense membrane, which sent septa inwards through the lung.
Over the surface corresponding to the ribs the lymph was thinner,
softer, speckled with capillary blood extravasations, and evidently
of recent origin. The lung was irregular in form and diminished
in bulk. It measured barely six and a half inches from apex to
base. Taken into the hand it felt about its middle like a hard,
dense, but elastic fibrous growth. A section having been made
through the lung from summit to base, the following appearances
were presented : From the root of the lung, which was embedded
in dense fibroid tissue, whitish ramifying septa shot outwards to
the circumference traversing every part of the lung but the apex,
which, except at one point where there was a sub-pleural nodule,*
was quite healthy. In addition to these septa, which followed the
course of the bronchi and blood-vessels, there were other septa in-
tersecting and occupying the place of the interlobular tissue, and
organically connected with the thickened pleura. The portions of
lung lying between these fibrous bands were variously altered.
Commonly the imprisoned lung was hard, dense, resistant, and of
a greenish slate colour, At certain other parts the lung exhibited
rounded cheesy lumps, a few as small as peas, the majority as large
as hazel-nuts. The smaller ones occupied the centres of lobules,
and the larger ones were for the most part accurately limited by
the interlobular tissue. Some of the latter had broken up into
small rounded cavities. From the root of the lung there passed
diagonally outwards to the circumference a chain of oval com-
municating cavities each rather larger than a Spanish nut. So free
was the communication, that the whole chain looked like one

* This nodule was merely a mass of fibrous tissue about the size of a pea.
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elongated cavity partially intersected by shallow partitions, These
cavities were lined with cheesy matter and contained some curdy
pus streaked with blood. On close examination it seemed as if
the cavity nearest the root of the lung had originally arisen from a
dilated bronchus. Three rather thick septa traversed the lower
third of the lung horizontally. Between the first and second were
several small rounded communicating cavities ; between the second
and third the lung was simply grey, solid, and tough. At the
pleural extremity of the third was a cavity about the size and
shape of a very small walnut. Below the third septum and af
the anterior free margin of the organ were numerous cheesy
deposits accurately filling the lobules, which were all isolated
and distinctly mapped out by apparently unaffected interlobular
tissue.*

The walls of the pulmonary artery were distinetly thickened as
far as they could be followed with the naked eye, and the thickening
was plainly due to some change in the outer coat of the blood-vessel.
All the horizontal septa were formed by tough, white, pervious or
impervious blood-vessels. The walls of the bronchial tubes were
also thickened, and here and there slightly dilated ; but there were
no such marked and general dilatations as are sometimes met with
in common cirrhosis. Some of the bronehi terminated in seeming
continuity with cavities, The mucous membrane was generally
thick and vascular: at a few places in the larger tubes it was
ulcerated and villous. There was everywhere marked prominence
of the longitudinal elastic bands and transverse muscles. No grey
granulation was anywhere to be found in this lung. Bronchial
glands enlarged : two of them contained cheesy deposits.

Abdomen.—The liver weighed 6 lbs. 7 ozs. Capsule healthy.
Parenchyma pale, dense, very friable, and exhibiting all the
appearances of waxy (amyloid) degeneration. The surface of a
section, which had a faintly nutmeg appearance, exhibited reddish-
brown spots on being brushed with the iodine solution, but no
violet colour was developed by it and sulphuric acid together. Bile
pale, watery, and abundant. Spleen weighed 11§ ozs., and was
also waxy. Capsule thickened by layers of old lymph. Both
kidneys small, granular, and contracted. The granulations, however,

* This had exactly the appearance, as may still be seen in the preparation in
my possession, of what is called cheesy, scrofulous, and by me epithelial pneu-
monia.—A. C.
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were larger and paler than is common in the ordinary cirrhotic
kidney. When laid open, the cut surfaces had a faintly waxen
appearance, and developed a few reddish-brown spots on the appli-
cation of iodine. Numerous deposits and ulcerations in the lower
part of the ileum. The deposits were seated in the snbmucous
tissue, more or less spherical, and in size varied from the magnitude
of a pin's-head to that of a pea. The larger ones when pricked
gave out a semi-fluid matter like curdy pus. Some of them had
ruptured naturally, and exhibited the appearance of minute
excavated ulcers with thickened margins. The other ulcers were
oval, and lay across the long axis of the gut. They had granular
everted borders, shallow vascular bases, studded with minute cup-
like depressions. The peritoneum over them was intensely vascular,
and coated with films of soft lymph. Here and there over the
ulecers were thin circular patches, loocking exactly as if drops
of melted wax had fallen upon the membrane and then soli-
dified. Mesenteric glands enlarged, but apparently not otherwise
altered. ' :

Summary of Microscopic Examination.—DBronchial glands.
Close examination of sections of the non-cheesy glands revealed
the presence of minute semi-transparent sclerons spots or tracts.
‘When portions of these parts were submitted to microscopic
examination, and compared with other portions of parts apparently
healthy, the only recognisable difference between them was the
presence in the former of an amorphous substance, which, by its
accurate adaptation to and limitation by the alveoli, suggested the
notion that it had been produced in a liquid form and had after-
wards solidified. At all events, the most careful analysis revealed
no new structural form which might possibly have been considered
as the agent of its production. At one or two points where the
selerous substance ocenpied several adjacent alveoli, there was the
faintest appearance of fibrillation, but none of distinet fibres. The
cheesy matter occupying one or two of the glands consisted of
granular matter, free nuclei, and disintegrating cells. The gland
substance surrounding this matter was full of large cells, obviously
multiplying by nuclear proliferation and extrusion.

Lungs.—The finer horizontal septa were found to consist of
obliterated blood-vessels or bronchi, the structural elements of
which had undergone various degrees of retrogressive metamor-
phosis. In these, as well as in the still pervious vessels and tubes,
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the areolar tissue coat was more or less thickened. The inter-
secting fibrous bands occupying the interlobular fissures as well as
the bands shooting inwards from the thickened pleura, consisted
of a true areolar tissue, which appeared to have grown by a process
of differentiation, and not at all by any mere process of cell
development. The elastic elements appeared to have sprung from
the nuclei, and the inelastie, or white, either from the direct solidi-
fication of a fluid exudation, or from the differentiation of already
existing fibres. Certainly no other spindle-shaped or fusiform
cells were found except those which obviously came from the walls
of the bronchi or blood-vessels.

The portions of lung more immediately embraced by these septa
were in one of four conditions. They were either emphysematous,
or congested, or had a dense slate-coloured fibroid aspect, or con-
tained cheesy deposits.

The emphysematous portions of lung were simply atrophied.
The alveoli contained no cells; there was no trace of spherical or
oval nuclel, no indication of blood-vessel, and the alveolar wall
appeared to consist only of a homogeneous riddled membrane,
traversed by a few fibres. The blood-vessels leading to such
portions were invariably found to be obliterated.

In the congested parts the alveoli contained numerous epithelial
and pus-like cells, with some granular matter and blood discs.

In the dense slate-coloured fibroid-looking parts the alveoli were
accurately filled by what seemed at first sight to be a perfectly
amorphous substance, having only here and there the slightest
appearance of fibrillation. And in many cases no manipulation
and no reagent brought to light any structural form in the midst
of this amorphous substance. Nevertheless, in the majority of
cases, dilute solutions of acetic acid or of potash revealed the
presence of epithelial or pus-like cells in one or several regular or
irregular layers lying against the alveolar walls, But it was
worthy of notice that these cell-forms were only such as were found
where there was no sclerosis and only slight congestion.

It now became evident from repeated comparative examinations
that three distinct morbid processes had been going on in the
lungs : one, the spread of a true areolar tissue from the pleura, the
interlobular fissures, the bronchi, and the blood-vessels ; the second,
the production of a fluid which infiltrated the textures and clotted
into amorphous moulds of the alveoli; and the third, a simple
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fibroid withering or degeneration of the normal textures. Wherew?r
true fibrous tissue was found in any part of the lung substance, 1t
could be traced back to blood-vessel, or bronchus, or interlobular
fissure. Though the alveoli therefore were invaded from without,
there was no independent production of fibrous tissue within them;
the sclerous change which some of them exhibited was due to the
presence of an amorphous substance arising in a different manner,
and only occasionally exhibiting traces of fibrillation. Lastly, it
was noticed that wherever the sclerous change was most complete,
the cireular nuclei, which in health stud the alveolar walls, were
either broken up into granules, or altogether absent.

The smaller cheesy deposits occupying the centres of lobubes were
composed of flattened epithelial-like cells with a few blood dises,
particles like the white corpuscles of the blood, and some granular
matter. The larger masses, involving whole lobules and extending
over several adjacent ones, had a somewhat different constitution,
owing probably to greater age or quicker development. Speaking
in general terms, the centre parts of each consisted almost entirely
of a granular detritus. Around this ran a zone of débris studded
with nuclear-like particles and cellular shreds. Still more exter-
nally, lay heaps of disintegrating nucleated cells. The circum-
ference was crowded with similar bodies, swollen and variously
distorted—some having many nuclei, others numerous vacuoles—
all evidently in a condition of active proliferation and decay.
Scarcely a granule cell was to be seen, and but very little free fat.
Of course the structural elements were not arranged in such precise
order at all parts as may appear from this description. . The
description is, nevertheless, drawn from nature and substantially
accurate. To the naked eye the consolidations just described had
exactly the characters of what is still described in, unhappily, the
majority of our schools and books as  cheesy tubercular infiltration.”
But the microscope showed very plainly that they possessed the
exact structural characters of what the author has called epithelial
or scrofulous, and the chief foreign schools, quite incorrectly, a
- cheesy pneumonia. Quite incorrectly, becanse it is now beyond
question that both the leading types of pneumonic exudation, the
simple acute (corpusculo-fibrinous, according to the author)* and
the catarrhal or cheesy (epithelial in the writer’s arrangement), are
alike liable in certain conditions to undergo the cheesy metamor-

* Lectures delivered at the Royal College of Physicians, 1866.
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phosis. To designate one pathological condition by a quality
possessed, though less frequently manifested, by another, is a plain
and unallowable violation of the proprieties of a scientific ter-
minology.

If the word tubercle is to signify anything definite in opposition
to everything indefinite—if it is to be employed in a rigorous
method as an instrument of progress in opposition to the loose and
shifty manner of the schoolmen in their controversies about pre-
venient grace, as a mere means of successful logomachy, and
thereby the cause of endless perplexity and confusion—the con-
solidations above described cannot be called tubercular. They are
the results either of a vesicular and lobular epithelial (cheesy)
prneumonia or of a simple scrofulous process akin to that which,
independently of obvious inflammation, issues in the stuffing of an
organ or texture with large spheroidal, nucleated, quickly growing,
and prematurely decaying cells. Happily the main object of the
present. communication renders it unnecessary to determine to
which of these pathological processes the consolidations in question
are to be referred. Moreover, such a discussion could be suceess-
fully conducted only upon an occasion when the point at issue
formed the chief subject, and not an ineidental topic of interest.

Liver. In sections of the liver it was =een that the textures
were pervaded by some amorphous substance, and that the nuclei
of the capillary walls were greatly multiplied, rather smaller than
normal, and spindle-shaped instead of oval. One territory of liver
cells was pale, nebulous, and waxy; another dark, granular, and
fatty. 'The former became reddish-brown, the latter light yellow
on the application of iodine. In several trials the vessels remained
quite unaffected by this reagent. The ordinary arrangement of
cells in a lobule was broken through. Instead of being disposed
in cylindrical rays diverging from a centre, and connected by
transverse bars, the cells, in the waxy parts, were huddled together
in apparently confused and shapeless heaps.

. Kidneys.—A homogeneous, and here and there fibroid substance.
much in excessof what any systemof shrivelled capillaries could form,
surrounded the tubes in the cortex. The capillaries were studded
with oat-shaped nuclei. The tubes here contracted and there dilated,
or almost eystiform, contained at some points granular matter, and
at others what seemed to be hyaline cylinders. Some of the Mal-
pighian capsules were accurately filled by a nebulous or waxy
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substance, which suggested the idea of its origin by means of the
exudation of a fluid which had suddenly solidified. ~Scattered spots
throughout the whole organ became reddish-brown on the appli-
cation of iodine ; but between the parts that were, and those that
were not, affected by this reagent, no structural difference could
be detected.

" # * - L w *

Remarks.— It cannot be doubted that of late years considerable
advances have been made in most departients of the science and art
of medicine. But in one—in that which relates to the pathology
and treatment of lung diseases—it does seem that, notwithstanding
much movement, there has been little progress. For, if we proceed
to consider the character of the change born of often-recurring and
yet seldom-varying conflicts of opinion, by comparing the knowledge
of these days with the knowledge current in the times of Baglivi
and Avenbrugger, the judgment naturally growing out of the
comparison is that the change, certainly not in most things for the
better, is probably in the main for the worse.

There are two chief reasons for this—the one pathological, the
other clinical.

The pathological reason is that men at the outset of their
inquiries adopting the provisional formula of Laennec get in-
fatuated by its simplicity and persist in declaring it to be absolute.
“Bvery cheesy lump is a tubercle. Tubercle is a new growth
resulting always from a special constitutional viee, and never from
a neglected cold—an unabsorbed pneumonic deposit or a fibroid
invasion of the lang. Pulmonary phthisis is simply the suppurative
disintegration of the tubercular deposit. However different may
seem the amatomical changes effecting and accompanying the
destruction of the lung in this disease—grey lumps or yellow—
circumseribed or diffused—acute or chronic—fibrous or tubercular
—pneumonic or heemorrhagic—they are all, but varieties the one of
the other. The modes of expression may be many; the essence is
but one. For other organs there are, it is admitted, various agents
of destruction : for the lung, however, there is practically none but
tuberele.”

Much that is plausible ean be urged in support of these views ;
and it requires rare freedom from traditionary influences, much
careful observation, and the closest thought to become completely
convinced of their fallacy. When, however, we learn that the
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cheesy state is but a common stage in the downward history of the
most diverse things—not of tubercle alone, but of mucus and pus
and lymph and blood—we are bound to reject as false the dogma
that every cheesy lump is a tubercle and every cheesy mass a
tubercular infiltration. When, furthermore, we discover in the
bodies of persons dying of what is conventionally called consump-
tion, pathological states of lung of a constitutional as well as of a
local character, different in their mode of origin, in their structure,
disposition, effects, progress, and issues, we are justified in believing
that phthisis is not one but manifold. It is true, in fact, as Bayle
said speculatively of old: “ Phthisis is a genus including several
species.,” The generic term comprehends all progressive consolida-
tions and circumscribed suppurative disintegrations of the lung :
the specific term should indicate by a distinctive adjunct the
different states concurring to this end. For surely if the progres-
sive consolidation and suppurative destruction of lung constituting
phthisis be determined in one instance by tubercles, in another
by pneumonic exudations, in a third by scrofulous growths, in a
fourth by fibrous invasions, and if these things be in any sense
different from one another, common sense demands that their
differences shounld be permanently recorded by distinetive designa-
tions. Hence it is both convenient and correct to speak of tuber-
cular, scrofulous, pneumonie, fibrous, and bronchial phthisis.
There is also a clinical reason for the present unsatisfactory
condition of our knowledge and treatment of pulmonary affections.
The symptoms indicating their presence have a closer dependence
upon mere damage to the function of the lung than upon the
varying nature of the pathological process effecting it. There are
therefore of necessity striking resemblances between the clinical
characters of all lung diseases. But there are likewise radical
differences ; and if one’s perceptions were not blunted by long
familiarity and biassed by preconceived opinion, one might arrange
these differences into natural groups and discover for each an
independent centre of pathological change. That under the guise
of pulmonary phthisis are hid diverse affections of the lungs is a
truth now, as we have seen, beyond the reach of doubt; and so
to set forth in a definite manner the assemblage of symptoms by
which these affections are severally to be distinguished during
life, has become the prime desideratum in the pathology of lung
diseases. For until this is done, the results of clinical inquiry
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must continue radically corrupt, the conclusions drawn from
therapeutic experiment delusive, and our management of the
phthisical state, at all times nuncertain, often mischievous.

It is plain, then, from what has been said, that to em ploy the
term tubercle in a ° comprehensive sense "—that is, in a sense
depriving it of any definite meaning—and to maintain, as so many
distingnished persons still strive to do, the unity of phthisis; is to
reject the most precious results of pathological research, to ignore
the distinctions established by clinical inquiry, to relinquish the
hope of a rational therapeutic, and to resign one’s self for ever to
the guidance of a blind and capricious empiricism.

The patient whose history is above recorded seems to have been
the subject of constitutional fibroid degeneration (fibrosis), which,
affecting lightly now one organ or texture and then another, ab
last localised itself in an especial and destructive manner in the
left lung. It is therefore described as a case of “fibroid phthisis.”*
In this term the author proposes to embrace all those cases, whether
local or constitutional, which are anatomically characterised by the
presence, in a contracted and indurated lung traversed by more or
less dilated bronchi, of fibroid tissue, and of a tough fibrogenous
substance, together with cheesy deposits or consolidations, and
usually small cavities commonly found about the middle and lower
parts of the affected organ. Several objections may be justly
made to the designation proposed ; but in the writer's mind they
are all outweighed by this great advantage: the name expresses
the leading anatomical fact of the disease, and whilst theories of
its nature will change, the structural character must remain always
the same. The history of what was once called the inflammation
globule, and exudation corpuscle is sufficient to convince one of
the evil effects of a hypothetical naming. Even now pathology
has not recovered from the perplexity and confusion introduced
by this reprehensible terminology.

The case, though in several ways imperfect, has been selected
for discussion because its main points are still fresh in the recol-
lection of numerous persons who saw the patient during life ; and
because, though a bad example of the disease intended for illustra-

¥ This term is also used, though in a more restricted sense and with somewhat
different views, by Laycock, perhaps the first to recognise the distinctive nature
and importance of cases like the one now described, and by H. G. Sutton in his
important and able paper on Fibroid Degeneration.
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tion, it will be a good test of the strength of those arguments by
which its claims to a distinctive name will be assailed.

At the bedside, even at the first examination, a diagnosis was not
difficult to frame. Tubercle was excluded by the absence of any
evidence of structural disease in the right lung. Had disease of
such extent as existed in the left lung been tubercular, the right
lung would not have been free from evidence of kindred lesions.
Besides this, the left apex was presumed to be free; there was
no great hurry of the circulation, no evening fever, no continued
elevation of temperature, and no profuse perspirations. Until the
advent of death, the skin was dry and inactive. Lastly, in the
presence of positive signs of another constitutional disease, the
occurrence of diarrheea cast no serious doubt upon the propriety
of the exclusion. The author is conscious that this opinion is not
shared by others. Sutton especially mentions the absence of
ulceration and of diarrhcea, as points of diagnostic importance.
But the present case affords another illustration of the fact, which
experience has peremptorily taught the writer, that the occurrence
of ulceration of the bowels in the conrse of chronic disease of the
longs is not conclusive as to its tubercular character. Deposits in,
and ulcerations of, the intestinal glands may occur in almost any
form of chronic disease to which the lung is liable. The diagnosis
lay between chromic fibrinous pleurisy, common ecirrhosis, and
cancer : there was no other disease which counld account for the
contraction of the lung and the displacement of the heart. DBut
the contraction did not occupy the place, and was plainly not of
the composite character peculiar to contractile pleurisy. Moreover,
disintegration of lung was proved, if not by the physical signs, at
least by the presence of lung-tissue in the sputum. This last
reason also sufficed to show that the disease of the lung was not
a mere cirrhosis. Was it, then, a cancer? The aspect of the
patient, the rapid progress of the disease, its unilateral character,
the retraction of the chest wall, the continuity and extent of the
dulness, and the frequent attacks of heemoptysis, all disposed one

to the adoption of this conclusion. But then the very considerable
~ contraction of the lung accompanied by moist riles, and a justifi-
able conviction of the presence of several scattered cavities, the
absence of any evidences of outgrowth, enlarged glands or tumour
in other parts, and the presence of positive signs of constitutional
fibroid degeneration, eliminated the idea of cancer, and left to one
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the only enable conclusion that the case under consideration was
one of fibroid phthisis,

The existence of cheesy deposits in the lung was inferred pa.rt}y
from mere pathological experience, and partly from a belief in
the existence of ulcerations in the bowels., Cheesy matter—that
is, almost any pathological product in the way of retrogressive
metamorphosis*—appears from experiments, often repeated by
the author, to be in some manner an efficient cause of secondary
deposits and diarrhcea.

The systolic basic bruit was inferred to be dynamie, and depend-
ent on pressure by reason of its variability, and the readiness with
which it was inflnenced by changes of position, inspiration, and
coughing. Some such bruit is nearly always present in advanced
fibroid disease of the left lung.

The other points in the diagnosis admit of no further comment
at present.

These remarks may, with propriety, be closed by a summary of
the more important circumstances which can help one to under-
stand the nature and correctly diagnose the presence of fibroid
phthisis. ;

1. Fibroid phthisis may have a constitutional or a local origin
(Laycock ; C. J. B. Williams ; Handfield-Jones).

2. When the disease has a constitutional origin, the fact will be
indicated by the presence of signs of fibroid disease in other organs
and tissues; by white skin spots (H. G. Sutton); by corneal
degenerations (Canton); by ansmic urine containing granular
matter, granular casts, or albumen ; by evidences of cirrhotic or
amyloid liver, of enlargement and hardening of spleen, and of
induration of the nervous centres (Laycock).

3. The constitutional state of which these growths, deposits, or
degenerations are the manifestations seems to be closely con-
nected with, if not dependent upon, the abuse of alcohol (Huss),
syphilis (Wilks), rheumatism (Laycock), gout (author), exhausting
discharges (Dickinson), and defective excretion (author).

4. The actual product of this state appears either as a true
fibroid tissue, or as a tough, hard, amorphous, fibrogenous sub-

* That is so long as structural disintegration isincomplete. When all struc-
tural forms are destroyed, and the cheesy mass is composed of nothing but
molecular débris, it loses in great measure, if not entirely, its power of producing
secondary deposits, ; '
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stance (Williams; Walshe). The latter is closely akin to the
* amyloid material,” and even in the lung is sometimes reddened
by iodine. It does not appear to be the product of cell prolifera-
tion, but to be the result of a real exudation in the ordinary
sense of that term. The former can always be traced into con-
tinuity with perilobular, peribronchial, perivascular, or subpleural
areolar tissue. The latter ocenpies the alveoli, and is often found
in isolated patches. Structural elements, such as are seen in
adjacent parts, are often found in it. When nuclei are present
in it, they are the ordinary cireular nuclei of the alveolar walls,
and not the spindle-shaped or oat-like nuclei of conneetive tissne.
In other organs, the fibrogenous material sometimes contains oat-
shaped nuclei derived from proliferation of the vascular walls.
To this source also are to be referred many of the nuclear fibres
and spindle-shaped cells, supposed to be illustrations of the cellular
development of fibrous tissue.

5. When the disease is not of constitutional origin, there will
be found evidence either of the pursuit of some oceupation
exposing the patient to the inhalation of irritating particles
(Peacock ; Greenhow), of the existence of tubercular phthisis,
long-continued bronchitis, or of some former attack of acute
disease, such as fibrinous pleurisy, pericarditis, or what the anthor
has called the corpuscular form of pneumonia.

6. The disease commonly affects one lung, and more commonly
the left than the right.

7. 1f the disease affects both lungs, it is, as a rule, either the
effect of mechanical irritation, or it is accompanied and has pro-
bably been caused by the presence of tubercles.

In rare cases, the double affection may be caused by rheumatism
or syphilis (Wilks).

8. In fibroid phthisis there is always contraction of the chest
wall. The percussion dulness is harder, higher pitched, and more
uniformly continuous than in any other lung disease. Resistance
of thoracic parietes is greatly increased. Intercostal spaces are
depressed. Sometimes the dulness is tubular. Vocal fremitus is
at one time increased, at another greatly diminished. Over the
fibroid lung one hears blowing breath-sounds, often without audible
prolongation of expiration ; occasionally coarse, dry, and moist
rilles, superficial creaking, and diffuse bronchophony. Over cheesy
deposits of any extent the breath-sounds are sharply tubular, the
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expiration prolonged, and the vocal resonance bronchophonie,
sniffling, and circumseribed.

g. If the apex of the diseased lung is early involved in the
solidification, there is reason to suspect the existence of tubercles ;
if there is moist crackling in the supra-spinous fossa, the suspicion
amounts to probability ; and if with the slightest dulness over the
summit of the opposite lung there is any moist erepitation, doubt
is practically no longer possible.

10. When the lung below the solidification is healthy, expiration
is peculiarly prolonged and puffy.

11. When cavities exist, they commonly occupy the mammary
region : occasionally they are found in the base, and with extreme
rarity in the summit of the lung. (Sutton’s cases appear to have
been complicated with tubercles.)

12. When abont the middle of the lung several cavities lie near
together in a horizontal or diagonal line, and are bounded by
solidified lung, they are in all probability due to dilated bronchi.
(lavities resulting from the breaking up of cheesy deposits are
commonly isolated, irregularly placed, larger, and yield on ans-
cultation unmistakable cavernous or amphoric breathing and
pectoriloquy. The only certain evidence, however, of the existence
of cheesy cavities is the presence of areolee of elastic tissue in the
sputum.

13. In the neighbourhood of the solidified lung it is not uncom-
mon to find patches and tracts of lung in a condition of extreme
vesicular emphysema; and the atrophic changes constituting it
appear in many instances to be due to plugging, or some other
obliteration of branches of the pulmonary artery. It is therefore
a statical as opposed to a dynamical emphysema.

14. When the left lung is affected, the heart is usunally dis-
placed upwards, and a lhttle outwards. When the right lung is
affected, the heart is drawn chiefly outwards and a little upwards.
In both cases, a low-pitched systolic bruit is commonly heard over
the pulmonary artery.

5. The cough is paroxysmal, and ordinarily induces vomiting.
The expectoration varies : it is usually yellowish, greenish, or ashen
grey, studded with pigment streaked with blood ; sometimes feetid,
and ejected with difficulty after several ineffectual fits of exhaus-
tive coughing.

16. The general symptoms, viewed collectively, are strikingly
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ADVENTITIOUS sounds heard, 102, 164

Atiology of fibroid disease complicated with tubercle, 170

of pure fibroid disease, 79, 160

Age at which fibroid disease occurs, 92, 138

Air tubes, minute changes in, 56

Albominuria in fibroid disease, a9, 161

in fibroid disease complicated with tubercle, 172

Aleohol, abuse of, a cause of fibroid disease, 19, 87, 161

Alveoli, changes in, 60

Analysis of cases of fibroid disease complicated with tubercle, 170
of cases of pure fibroid disease, 138

Aneunrysm distingnished from fibroid disease, 107

Aspect of patients with fibroid disease complicated with tubercle, 125, 173
Auscaltation of lungs in fibroid disease, 102

.B&.CILLI, absence of, in caseous material in fibroid lungs, 66

absence of, in expectoration of patients with fibroid disease, g6, 159

found in cheesy masses in the lung, 29 s

presence of, in expectoration of patients with fibroid disease complicated
with tubercle, 171

Bodily vigour of patients with pure fibroid disease, g7

Bronchial breathing heard in fibroid lungs, 164

glands, changes in, in pure fibroid disease, 43, 64

Bronchiectasis as a cause of fibroid disease, 84

cylindrical form, 47

——— distingnished from fibroid disease, 108

—— in fibroid lungs, 45

— saccular form, 47

treatment of, 136

Bronchitis a cause of fibroid disease, 81

a complication of fibroid disease, 110

treatment of, in fibroid disease, 135

Broncho-pnenmonia, a cause of fibroid disease, 79, 160

CAsge of fibroid phthisis (Sir Andrew Clark), 174

Caseous deposits in pure fibroid disease, 44

material in pure fibroid disease, 65

Cases illustrative of clinical features of pure fibroid disease, 113
- illustrative of morbid appearances of fibroid lungs, 65
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Fibroid disease, personal history, gr

physical signs of, 100

prognosis of, 110

symptoms of, g4

tables of cases of, 139

- treatment of, 133

Fibroid diseases of the lung, classification of, 30
Fibroid phthisis, a case of, 174

discussion of the term, 31
Fibro-tubercular disease, 129

definition, 30

distinguishing featurcs, 130
Feetid sputum, a complication of fibroid disease, 112

e

GANGREXE of lungs, a complication of fibroid disease, 111
treatment of, 136

Gastro- intestinal disturbances in fibroid disease, g8
Gout, its association with fibroid disease, go

Grey induration, mentioned by Addison, 2, 11

Growths, morbid, distinguished from fibroid disease, 107

HEMOPTYSIS, a symptom in fibroid disease, 97, 163

a symptom in fibroid disease with tubercle, 173
treatment of, 113

Heart, displacement of, 157, 171

morbid anatomy of, 67

—— phenomena of, in fibroid disease, 103, 127

IXDURATION, albuminous, 11

black, 22

granular, 11

—— grey, 2, 11

red, 22

Infiltrated melanosis of Bayle, 7

Inhalation of dust. (See DUsT.)

Inspection of chest, in fibroid disease, 100
Interlobular tissue, changes in, in fibroid disease, 52
Interstitial nephritis associated with fibroid disease, go, 160
pneumonia, term applied by Juergensen, 25

Kipxeys, morbid changes in, in fibroid disease, 68

LIVER, morbid changes in, in fibroid disease, 68
Lung, collapse of. (5ee COLLAPSE.)
Lymphatics, changes in, 56

MEL ANOSI8, infiltrated. (See INFILTRATED MELANOSIS.)
Min ute changes in the lungs in fibroid disease, 48

Morbid anatomy of the lungs in fibroid disease, 36

in tuberculo-fibroid disease, 123

OCCUPATION suitable for fibroid patients, 134
(Edema the presence of, in fibroid disease, gg
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By Prof. MACALISTER, M.D., F.R.S.

H U VAN - N O [y

(SYSTEMATIC AND TOPOGRAPHICAL),

A TEXT-BOOK OF:

INCLUDING THE EMBRYOLOGY, HISTOLOGY, AND MORPHOLOGY OF
MAN, WITH SPECIAL REFERENCE TO THE REQUIREMENTS
OF PRACTICAL SURGERY AXND MEDICINE.

BY

ALEXANDER MACALISTER, MA., M.D, FRS, FSA,

Professor of Anatomy in the University of Cambridge, and Fallow of St. John's College; Examiner in
Human Anatomy, University of London.

In Large Svo. With 816 Illustrations. Handsome Cloth, 36s.

OPINIONS OF THE PRESS.

“* By far THE MOST IMPORTANT WORK OX THIS SUBJECT that has appeared in recent years, . . .
treating its subject THOROUGHLY AND COMPREHENSIVELY. . . . The histology of the tissues
is most ably and lucidly deseribed.”— ¥'he Lancet.

* Tnis srLeENDID yOLUME fills up what was a great want in works on human anatomy. . .
We get morphology as a basis, and thread our way upwards.”—Saturday Keview,

** Contains an enormons amount of valuable matter, . . . A work which we feel sure will be
a main factor in the advancement of scientific anatomy. In addition, we must mention the FIxe
CcoLLECTION OF ILnrnusTrRATIONS . "— Dlublin Medical Jowrnal,

‘* Many of the figures are of great beauty. . . . The chapters on the brain and spinal cord,
the ear, and the eve, contain all that is really valualile in the most vecent reseavches.”—@lasgow
Medival Journal.

*The book bears an nnmistakable stamp of erandition and labour, and will be vALuep both by
teachers and pupils AS A WORK OF REFERENCE,"—Brifish Medical Journal.

“ Dr Macalister's extensive knowledge of comparative anatomy enables him to speak with
anthority on many interesting but difficult morphological problems. . . . A VERY ABLE and
SCIENTIFIC treatise.”— Edinburgl Medical Journal.

LONDON: EXETER STREET, STRAND.
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Professors LANDOIS and STIRLING.

HUMAN PHYSIOLOGY

(A TEXT-BOOK OF).
WITH SPECIAL REFERENCE TO PRACTICAL MEDICINE.
By DRr. L. LANDOIS,

FROFESS0OE OF PHYSIOLOGY, UXIVERSITYT OF GREIFAWALD. e
Translated from the Seventh German Edition, with Annotations and Additions,

By WM. STIRLING, M.D, Sc.D.,

DRACKENDURY PAOFEASOL OF PHYSIOLOGY 1N OWEXS COLLEGE, AXD VICTORIA l'HIITHH_-‘"!'f- HT!-;:IIHT“-
EXAMIXER I¥ THE UNIVERIITIES UF OXFORD, EDIXAURGH, AND LONDOXN | AKD FOL
FELLOWAULP OF THE RUOYAL COLLEGE OF SURGEGNZ, ESGLAND.

In Two Large 8vo Volumes, Handsome Cloth, 42s,
Uith S45 Fllustrations (some in Colours).
FOURTH ENGLISH EDITION.

GENERAL CONTENTS.
— i r i i iration, Digestion, Absorption, Animal
HEﬂ?ﬁe&aﬁf&lﬂﬁ;ﬁmﬁxgnﬂ]gfﬁhﬂ:{ }]3:l&gﬁﬂéﬂ‘f&ﬂﬁiiﬁ?l{?ﬁme ; Structure of thgp Skin, :
Part II.—Physiology of the Motor Apparatus; the Voice and Speech; Greneral Ph}rs:uln ¥
of the Nerves: Electro-Ihysiology; the Brain; Organsof Sight, Hearing, Smell, Taste, Touneh;
Physiology of Development.

% * Since its first appearance in 1880, Prof. TLaxpors’ Text-Boox oF
Prysionogy has been translated into three Foreign languages, and passed
through SEVEN LarGeE EDITIONS. ' :

The Fourth English Edition has again been thoroughly revised, and a
new feature introduced—that of printing some of the Illustrations in Colours.
‘The number of fizures has also been largely inereased, from 494 in the First,
to 845 in the present Edition. In orvder to do full justice to the coloured
illustrations, and to admit of more of the text being printed in large type, 16
Lias been found necessary to put the work once again in two volumes.

Cpinions of the Press.

“So great are the advantages offered by Prof, Laspors’ TEXT-poox, from the EXHAUS-
TIVE and EMINENTLY PRACTICAL manner in which the subject is treated, that it has passed
through FOUR large editions in the same number of years, . . . Dr. STIRLING'S
annotations have materially added to the wvalue of the work., Admirably adapted for the
PRACTITIONER. . . ith this Text-book at command, No STUDENT COULD FAIL IN
HIS EXAMINATION."—The Lancet.

*One of the mosT PRACTICAL WORES on Physiology ever written, forming a ‘bridge”
between Physiology and Practical Medicine. . . . Its chief merits are its completeness
and conciseness, , , . The additions by the Editor are able and judicious.
EXCELLENTLY CLEAR, ATTRACTIVE, AND SUcoINoD."—2Owit. Med, Journal,

“The great suljects dealt with are treated in an admirably clear, terse, and happily-
illustrated manner. At every turn the doctrines laid down are illuminated by reference te
facts of Clinical Medicine or Pathology."—Praciitioner.

“We have no hesitation in saying that THIS I8 THE WORK to which the PracTrTioxER
will turn whenever he desires light thrown upon, or information as to how he can best
investigate, the phenomena of a COMPLICATED OR IMPORTANT case. To the Stupest it
will he EQUALLY VALUABLE. "— Kdinburgh A edical Journal.

“ Laxpors and STIRLING'S work cannot fail to establish itself as one of the most useful
and qular works known to English readers.”— Manchester Medical Chronicle.

* Asg o work of reference, LAND0oI8 and Sripnine’s Treatise oUrGHT TO TAKE THE FORE-
MOST PLACE among the text-books in the English language. The woodeuts are noticeable
for their number and beauty.”"—Glasgow Medical Jowrnal,

** Unquestionably the most admirable exposition of the relations of Human Physiology
to Practical Medicine that has ever been laid before English readers.”—students’ Journal,

LONDON : EXETER STREET, STRAND.
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AT PRESS.
New Work by Sir ANDREW CLARK, Bart., M.D., LL.D., F.R.8.

Illustrated by Numerous Plates in Colours, |

FIBROID DISEASES OF THE LUNG, INCLUDING
FIBROID PHTHISIS.

Sik ANDREW CLARK, Bart, M.D, LLD, F.R.S,
Late Consulting Phystcian and Lecturér on Clinteal Medicine fo the London Hospital,
AND

Drs. W. J. HADLEY aAxp ARNOLD CHAPLIN,

Asgistant Physteians (o the Ciby of London Hospital ror Diseases of the Chest,

* . * The PusrLisaers have pleasure in announcing that this valuable and long-expected
Work is now at Press, and will shortly be issued.

From Dr. JUDSON BURY'S NEW WORK on “CLINICAL MEDICINE "
(See opposite page).

710, 291.—Showing wasting of Pectorales, and the drawing up of tha Upper Angles of the Scapula
o From the ! ﬂmiuu:J:.'LgEu:ummMiun of the Nervous System (Disorders of Muscular Action).

LONDON: EXETER STREET, STRAND.
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In Large 8vo, Handsome Cloth, With numerous [llustrations
and Colowred Plate. 21s.

CLINICAL MEDICINE.

A PRACTICAL HANDBOOK FOR PRACTITIONERS
AND STUDENTS.

By JUDSON S BIRY, MDD, BRI

Benior Assist. Phys., Manchester Hoyal Inflirmary.

GENERAL CONTENTS.

Introductory.—Symptoms and Physical Signs—Importance of Inspection—Method of
Examining a Patient—Case-taking,

Symptoms for the most part Subjective in Character,—Symptoms indicating Distur-
bance of the Funetions of the Nervous System—Indicating Disturbance of the Functions of
the Respiratory and Circulatory Organs—Indicating Disturbance of the Functions of the
Digestive Organs—Indicating Disturbance of the Urinary Organs.

Examination of the Surface of the Body.—Changes in Size and Shape—Expression of
Face—Attitude—Walking.

Temperature, —Temperature in Health—in Disease.

Examination of the 8kin and its Appendages.—Changes in the Colour of the Skin—The
Maoisture of the Skin—Cutaneous Eruptionsg:—TI. General Diseases with Cutuneons Lesions ;
ITI. Diseases of the Skin due to Parasites; III. Local Diseases of the Skin not due to
Cutaneouns Parasites—Abnormal Conditions of the Nails.

Examination of the Respiratory System.—Artificial Divisions of the Chest—Inspection
—Palpation— Percussion—Auscultation—The Sputum—The Examination of the Larynx.

Examination of the Circulatory System.— Anatomical Helations of the Heart—Inspecticn
and Palpation—Percussion—Auscaltation—The Pulse.

Examination of the Blood.

Examination of the Digestive Bystem and of the Abdominal Organs.—The Tongue—
The Teeth—The Gums—The Mueons Membrane of the Mouth—=Saliva—The Soft Palate.
Fauces and Pharynx —The (Esopbagus— The Abdomen— The Stomach—-Examination of
Vomited Matters—Investigation of the Contents of the Stomach and of its Activity during
Digestion—The Intestines—Examination of the Fmces—The Liver and Gall Bladder—The

Spleen —The Pancreas — The Omentum-—The Mesentery and Retroperitoneal Glands—
The Kidneys.

Examination of the Urine,—Variations in the Quantity of the Urine—TIn the Colour—
Odour—Consistence—Translucency—Specific Gravity and Reaction of the Urine—Chemical
Examination of the Urine — Sediments and Microscopical Examination of the Urine:—
(@) Unorganised Sediments ; (4) Organic Deposits.

Examination of Puncture Fluids.—Exudations—Transudations—Contents of Cysts.

Examination of the Nervous System.—Amnatomical and Physiological Introduction—
Investigation of the Symptoms Produced by Disenses of the Nervous System:—Disorders
of Muscular Action ; of Sensation ; of Reflex Action; of Language ; of Vision ; of Hearing ;
of Taste ; of Smell, '

LONDON : EXETER STREET, STRAND.



8 CHARLES GRIFFIN & COMPANY'S

By Prof. von JAKSCH.

CLINICAL DIAGNOSIS:

THE

Bacteriological, Chemieal, and Mieroscopieal
Evidence of Disease,

By Pror. R. v. JAKSCH,

Of the University of Prazue.

TraNSLATED FroM THE THIERD GERMAN EDITION
AXD Exrancen

By JAMES CAGNEY, M.A., M.D,,

Phys. to the Hoap. for Epilepsy and Paralysis, Regent’s Park,
With AvpprrioNar InLustrATIONS, many Coloured.

In large Svo, Handsome Cloth, 23s.

SECOND ENGLISH EDITION.

— i —

GENERAL CONTENTS.

The Blood —The Buceal Secretion — The
Nasal Secretion—The Sputum—The Gastric
Juice and Vomit—The Fmces—Examination
of the Urine — Investigation of Exudations,
Transudations, and Cystic Fluids—The Secre-
tions of the Genital Organs— Methods of

Fig. 86.—a, b. Cylindroids from  Bacteriological Research—Bibliography.
the urine in congested kidney.

OPINIONS ©OF THE PRESS.

*“ A striking example of the application of the Methods of Science to Medicine. . . .
STANDS ALMOST ALONE amongst books of this class in the width of its range, the THOROUGH-
NEsS of its exposition, and the clearness of its style. Its value has been recognised in many

countries. . . . The translator has done his share of the work in an admirable manner, . . . A
slandard work . . . a8 TRUSTWORTHY as it 18 SCIENTIFIC. . . . The numerous and artistic
illustrations form a great feature of the work, and have been admirably reproduced.”—ELancet.
**Supplies a real want. . . . Rich in information, accurate in detail, lucid in style,”—
Brit, Med. Journal.
" Possesses a HIGH VALUE. . . . There is a most admirable bibliography."—Edinburgh
Med. Review.

**A new and valuable work . . . worthy of a FIRST PLACE AS A TEXT-BOOK. . . . Of t
value both to medical practitioners and medical students.” —Journal of American Med.
A ssociation, Chicago.

LONDON : EXETER STREET, STRAND.
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In Large 8vo, Handsome Cloth. 10s.

THE DISEASES OF CHILDHOOD
(MEDICA L)

BY

H. BRYAN DONKIN, M.A, M.D, F.RCP,

PHYZICIAR TO THE WESTMINETER HOSPITAL AXD THE EAST LONDON HOSPITAL FOR CHILDRERN D
JOINT LECTURER ON MEDIQINE AND OLINICAL MEDICINE AT THE
WESTMINETER HOSPITAL MEDICAL S0HOOL.

OPINIONS OF THE FPRESS.

The Lancet.—** Dr. Doxkix's book i8 in every sense of the word a piece of OrIGINAL
WORK, REMARKABLY WELL WRITTEN, and founded on his own LARGE EXPERIENCE.”

British Medical Journal, — ** DR, DoNKEIN'S work possesses characters which wall
earn for it a DISTINCT PLACE in the estimation of the profession. . . . May be con-
fidently recommended to the study of every practitioner who takes an interest in the
subjects with which it deals.”

Practitioner.—** Unquestionably a VERY VALUABLE contribution to the list of works
on the diseases of childhood.™ .

Edinburgh Medical Journal.—** A thoughtful, accurate, and compendions treatise,
written in a charming style, and with mmuch vigour.”

Medical Magazine,—A TRULY PRACTICAL work, the record of the personal experience
and observation of an independent mind.™

THE DISEASES OF CHILDHOOD
(SURGICAL),

BY

BILTON FOLLARD, M.B, BS., F.R.C.S,

Surgeon, N.E. Hospital for Children ; Assist.-Sorgeon, University Collage Hospital ;
Assist, Prof. of Clinieal Surgery and Teacher of Fractical
Suargery, University Collage.

EACH VOLUME PUBLISHED SEPARATELY.

RDIESEASES OF THE BlLOOD.

BY

WILLIAM HUNTER, M.D., F.R.S.E,
Asgiat.=Phye, London Fever Hospital; Aredis and Gale Leet, R.O8 Ena, e, de

— e - e

LONDON : EXETER STREET, STRAND.
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By SIR DYCE DUCKWORTH, M.D., F.R.C.P.

SO T

(A TREATISE ON).

BY

SIR DYOE DUCKWORTH,

M.D. Edin., LL.D., Hon. Physician to H.ILH. the Prince
of Wales, Pliysician to, and Lecturer on Clinical
Medicine in, 8t. Bartholomew's Hospital,

In Large 8vo. With Chromo-Lithograph,
Folding Plate, and [llustrations in the
Text. Handsome Cloth, 25s,

*.® This work is the result of the
special opportunities which London
Practice affords as, probably, the largest
field of observation for the study of
Gout, It is based on tle experience
derived from both Hospital and Private
Practice, each of which furnishes dis-
tinctive phases of the disease.

#ig. 1.—Human Articular Cartilage
from head of a metatarsal bone (Nor-
mal).

OPINIONS OF THE PRESS.

“ Thoroughly practical and highly philosophical. The practitioner will find in its
pages an EXORMOUS AMOUNT OF INFORMATION. . . . A monument of clinical obser-
vation, of extensive reading, and of close and careful reasoning. "— Practitioner.

“ All the known facts of Gout are carefully passed in review. . . . We have
<hapters upon the clinical varieties of Gout, and the affections of special organs and
textures. . . . A very VALUABLE STOREHOUSE of material on the nature, varieties,
and treatment of Gout."—Lancet,

“* A very well written, clear, and THOROUGHLY SATISFACTORY EPITOME of our present
knowledge upon the subject of Gout.”—Philadelphia Therapeutic Gazette,

“ Impartial in its discussion of theories, full and accurate in its deseription of clinical
facts, and a TRUSTWORTHY GUIDE TO TREATMENT. "— British Medical Journal.

LONDON: EXETER STREET, STRAND.
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By A. E. GARROD, M.D,, F.R.C.P.

Rheumatism

AND

Rheumatoid Arthritis

(A TREATISE ON).
BY

ARCHIBALD E. GARROD,

M.A., M.D. Oxon, F.R.CP., Assistant-Physician to
the West London Hoapital, &o.

In Large 8vo, with Charts and [ustra-
tions. Handsome Cloth, 21s.

*.* The author’'s aim is to give
a consistent picture of Rhenmatism
as a systemic disease presenting one
definite set of phenomena, the re-
sult, it is believed, of one single
and specific morbid process,

Fig. 1.—Gangliform Swelling on the Dorsum
of the Hand of a Child aged Eight.

OPINIONS OF THE PRESS,

*The wide subject of the etiology of rhenmatism is earefully treafed., . . . The
discussion of etiology is completed by a full analysiz of the conditions which determine
individual attacks. 2 }Jr. Garrod 15 to be congratulated on having put before the
profession 80 CLEAR AND COHERENT an account of the rheumatic diseases. TLQ style of his
work 18 eminently readable.”— Lancet,

“ Well written and reliable. . . . We have little doubt that this monograph will tale
rank with the best freatises on special medical subjects in the English language."—Dublin
Medical Jowrnal.

** An EXCELLENT AccOUNT of the clinical features of the diseases in question. The chapters
on treatment are THOROUGHLY PRACTICAL."—MWanchester Medical Chronicle.

LONDON : EXETER STREET, STRAND.
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MEDICAL SERIES. 13

By PROFESSOR T. M'CALL ANDERSON, M.D.

SECOND EDITION. Now Ready, with Four Chromo-Lithographs,
Steel Plate, and numerous Woodeuts, 25s.

DISEASES OF THE. SKIN

(A TREATISE ON),

With Special Reference to Diagnosis and Treatment, Including
an Analysis of 12,000 Consecutive Cases.

By T. M‘CALL ANDERSON, M.},
Professor af Clinical Medicine, Fniversity of Glasgon.

Proressor M*Cann Axpersoxn’s Treatise, affording, as it does, a
complete résumé of the best modern practice, is written—not from the
standpoint of the University Professor—but from that of one who,
during upwards of a quarter of a century, has been actively engaged
both in private and in hospital practice, with unusual opportunities
for studying this class of disease, hence the PRACTICAL and CLINICAL
directions given are of great value.

Speaking of the practical aspects of Dr. Axprrsox’s work, the
Britisly Medical Jowrnal says:—* Skin diseases are, as is well known,
obstinate and troublesome, and the knowledge that there are ADDI-
TIONAL RESOURCES besides those in ovdinary use will give confidence
to many a puzzled medical man, and enable him to encourage a
doubting patient. ALMOST ANY PAGE MIGHT BE USED TO ILLUSTRATE
THE FULNESS OF THE WORK IN THIS RESPECT. . . . The chapter
on Kezema, that universal and most troublesome ailment, deseribes
in a comprehensive spirit, and with the greatest accuracy of detail,
the various methods of treatment. Dr. Anderson writes with the
authority of a man who has fried the remedies which he discusses,
and the information and advice which he gives cannot fail to prove
extremely valuable.”

OFINIONS OF THE FREESS.

“ Professor M 'Call Anderzgon has produced o work likely to prove YERY ACOEPTABLE to the
sy practitioner. The sections on trentment are very full.  For expmple, ECZEMA has 110 pages
given to it, and 73 of these pages are devoted to treatment.” —Laneel.

 Beyond douht, the MOST IMPORTART WORK on Skin Diseases that has appeaved in England
for many years. . . . Conspicuous for the AMOUNT AXD EXCELLENCE of the CLINICAL AXD
FRACTICAL information which it contains.”—Eritish Medical Jowrnal,

“Tha work may be regarded ns n storchouse of FACTS mathered and sifted by one whose
opinion i8 entitled to the highest respect, and we have no hesitation in stating our belief that
it has X0 EQUAL in this country."—FEdinbrurgh Medieal Jowrnal,

i EesENTTALLY o useful book, elear anl graphie in description, dogmatie and hopeful on
questions of treatment. " —Drminghane Wedieal Neview,

LONDON : EXETER STREET, STRAND.
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By Drs MEYER and FERGUS.

Now Ready, with Three Coloured Plates and numerous Illustrations.
Toyal 8vo, Handsome Cloth, 25,

DISEASES OF THE EYE

(A PRACTICAL TREATISE ON),

By EDOUARD MEYER,

Prof. & UEcole Pratique de la Faculte de Médecine de Paris,
Chev. of the Leg. of Honour, &e.

Translated from the Third French Edition, with Additions as
contained in the Fourth German Edition,
By F. FERGUS, M.B., Ophthalmic Surgeon, Glasgow Infirmary,

The particular features that will most commend Dr Meyer's work
to English readers are—its CONCISENESS, its HELPFULNESS in explanation,
and the PRACTICALITY of its directions. The best proof of its worth
may, perhaps, be seen in the fact that it has now gone through fhree
French and jfowr German editions, and has been translated into most
European languages—Italian, Spanish, Russian, and Polish—and even
into Japanese.

Opinions of the Press.

A GOOD TEANSLATION OF A GOOD BOOK. ., ., . A SOUND GUIDE in the diagnosis and treatment of
the various diseases of the eye that are likely to fall under the notice of the gemeral Practitioner. The
Paper, Type, and Chromo-Lithographs are all that could Le desired. . . . We know of no work in which
the DISEASES and DEFORMITIES of the LIDs are more fully treated. Numerous flgures illustrate almost
every defect remediable by operation.”—Practitioner,

* A VERY TRUSTWORTHY GUIDE in all respects. . . . THOROUGHLY FRACTIOAL. Excellently translated,
and very well got up. Type, Woodceuts, and Chromo-Lithographs are alike excellent,"—Lancet.

t Any Student will find thiz work of GREAT VALUE., . . . The chapter on Cataract iz excellent., . . .
The IMustrations describing the various plastic operations are specially helpful."—Brit. Med, Journal

“* An EXOELLENT TRANSLATION of a standard French Text-Book. . . . We can cordially recommend
Ir Meyer's work., It is gseentinlly o FRACTIOAL WORE. The Publishers have done their part in the
TASTEFUL and SUBSTANTIAL MANNER CHARACTERISTIO OF THEIR MEDICAL PURLICATIONS. The Type and
the Iustrations are in marked contrast to most medical works,"—Ophthalmis Revisw,
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In Large Svo, with Numerous Ilustrations, Handsome Cloth, 10s. Gd.

THE BRAIN AND SPINAL CORD

(The Structure and Functions of).

BY

VICTOR HORSLEY, BS., F.R.C8., F.R.S,

Professer of Pathology, University College : Asslstant-Surgeon, University College Hospital, dee.

““The portion treating of the development of the Nervous System from the simplest animals
up to man, everywhere replete with interest. . . . TIn the last four Lectures we have most
clearly stated the results of modern work. . . . WELL WorTH the study of all who wish to
apply the lessons of recent physiological research.”—Edinburgh Medical Journal.

“We HEARTILY cOMMEND the book to all readers and to ALL CLASSES OF STUDENTS ALIHE,
as being almost the only Incid acconnt extant, embodying the LATEST RESEARCHES and their
conclusions. " — Brifish Medical Journal,

IN PREPARATION—BY THE SAME AUTHOR.

SURGERY OF THE BRAIN.

By VICTOR HORSLEY, F.R.S, &c,

Assistant Surgeon, University College Hospital; Professor of Puthology, University College, &o., &o,

In Large Svo. With Illustrations. 21s.

ON PERIPHERAL NEURITIS.

By JAS. ROSS, M.D, LLD,

Late Physician to the Manchester Royal Infirmary, and Joint Professor of Medicine at the Owens College;

Axp JUDSON BURY, M.D, M.R.C.P,

Benlor Assistant Phygician to the Manchester Royal Infirmary.

It will for many years remain the AUTOURITATIVE TEXT-n00K on peripheral neunritis"— British Medical
Journal,

** A monument of industry—shonld be carefnlly read by all."—Edinburgh Medical Journal.
A MOaT coMPLETE and masterly treatise.” —Shefeld Med, Jowrnal.

LONDON : EXETER STREET, STRAND.
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By W. BEVAN LEWIS.

MEN T AL «DISE S

(A TEXT-BOOK OF):

3
o)

Having Special Reference to the Pathological
Aspects of Insanity.

oy

W. BEVAN LEWIS, L.R.C.P. Lond, M.R.C.&. Eng

4]
Medical Director of the West Riding Asylum, Wakefield.

In Large 8vo, with Eighteen Lithographic Plates and IMlustrations in the Text.
Handsome Cloth, 28s.

OPINIOCNS OF THE PRESE.

“Will take the HIGHEST RANK as a Text-Book of Mental Disenses.”— British Medical
Journal.

* Without doubt the BesT BoOK in English of its kind. . . . The chapter on Epileptic
Insanity and that on the Pathology of Insanity are perfect, and show a power of work and
originality of thought which are admivable.”—Journal of Mental Scicnce.

*The work, all through, is the outeome of original observation and research.”"—Mind.

“* A SPLENDID ADDITION to the literature of mental diseases. . . . The anatomical and
histologieal section is ADMIRABLY DONE. , . . The clinical zection iz concise and tersely
written. It is, however, to the pathological section that the work owes its chief merit. As a
STANDARD WORK on the pathology of mental disenses this work should oceupy a prominent
place in the library of every alienist physician”—Dublin Medical Jouwrnal.

 Affords a fulness of information which it would be difficult to find in any other treatize
in the English language.”—fidin, Medical Journal.

* We record our conviction that the book is the best and most complete treatise upon the
pathological aspect of the subject with which we are familiar. . . . An ABSOLUTELY
INDISPENSABLE addition to every alienist's and neurologist's library.” — The Alienist and
Newrologist.

* It would be quite impossible to say too much in praise of the ILLUSTRATIONS. "—A merican
Journal of Tnsanity.

*The Section on Pathological Anatomy iz UNRIVALLED in English literature."— Bulletin
de la Soc. Méd, Mentale de Belpigue.

LONDON: EXETER STREET, STRAND.
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Large 8vo, Handsome Cloth, 16s.

LUNATIC ASYLUMS:

THEIR ORGANISATION AND MANAGEMENT.
By CHARLES MERCIER, M.B.,

Late Seafoy Assistani-Medieal Oficer af Eeavesden Asylum, and af the City of Lendon Asyilum.

PART I. HOUSING.—General Principles: Sanitary Conditions—Supervision—
Treatment and Greuping—Precautions—Size; Cost; Equipment; Accessibility. General
Arrangements : General Construction; Walls; Floors; Windows ; Blinds; Locks—Heating ;
Open Fires; Hot Coils in the Wards; Hot Coils outside the Ward ; The Fire-places; Fire-

nards—Lighting ; Gas Meters—Water; The Softening of Water; Water Meters, Wards and

ard Offices: (a) The Day Rumlns—]"‘ul'nitllrc:; Floor Covering; Curtains; Tables; Seats;
Sereens; Bookease ; Newspaper Stand; Letter-Box ; Piano ; Decorations; Flowers and Plants;
Medicine and other Cupboards—(b) Dormitories—Beds; Woven Wire Mattresses: Bed Feet ;
Special Forms of delsteaﬂ; Mattresses ; Pillows; Blankets; Quilts; Chamber Utensils;
Mirrors; Brushes and Combs; Lockers; Screens—Supervision Dormitories—Single Rooms;
Shutters; Ventilation and Lighting—Padded Rooms—Bath Rooms and Baths—Urinals—
Water-Ulosets; Position; Floor and Whalls; Forms; Water Waste Preventers — Lavatories;
Basins; Towels—Sculleries—Slop and Brush Closete—Boot Rooms—Soiled Linen Closets—
Coal Stores—Ward Stores. The Dining and Recreation Halls, Chapel, &c: Recreation Hall;
Heating; Ventilation—The Chapel—Receiving Room —Visiting Room, Communication :
Passages; Staircases. Administrative Portion: The Kitchen—Scullery—Laundry—Wash
Housze; Drying Room; Ironing Room; Foul Laundry; Boiler House—Stores—Workshops—
Offices ; Superintendent’s ; Assistant Medical Officer’s; Other Officers’; Library; Dispensary;
Mortuary; Photographic Studio. Accommodation for the Staff: For the Medical Superin-
tendent—Tor Attendants—For Asgistant Medical Officers. Airing Courts: Plants—Flower
Beds—FPaths—Seats—Birds and Games.

PART II. FOOD AND CLOTHING.—Food: Character of anl-—Bevcmgea—--
Dietaries. Testing : Meat: Salt Meat; Flour; Bread; Butter; Milk: Cheese; Sugar; Tea:
Coffee ; Cocoa; Vinegar; Pepper; Mustard; Salt; Beer; Tinned Provisions; Rice; Peas and
Beans; Potatoes. Storing and Keeping : Meat; Tea; Coffee; Cocon; Mustard; Pepper;
and Spices; Tinned Goods; Milk; Butter; Cheese; Potatoes. Serving: Mode of —Table
Furniture—Extra Diets. Clothing : Women's Clothing : Dresses; Petticoats; Stays; Under-
most Garment ; Stockings; Boots; Hats and Bonnets ; Shawls; Men’s Clothing; Trounsers ; Coats;
Waistcoats; Shirts and Undershirts ; Drawers; Neckties; Boots; Overcoats ; Hats and Caps.

PART III. OCCUPATION AND AMUSEMENT.—0ccupation: Induce-
ment to Work—Diffieulty from want of Intellizence—Dangers—From Use of Tools ; From
Relaxation of Supervision; To Security; To Health ; From Mingling of the Sexes. Amuse-
ments : in the Wards—in the Airing Courts; Quoits; Bowls; Lawn-Tennis; Skittles; Bad-
minton; Rackets; Fives: Croquet; Gnﬁf; Cricket; F{:ntfm'll; Grounds ; Other Open-Air Amuse-
ments; Races, &c —Recreations in the Recreation Hall; Dances; Theatricals ; Concerts.

PART IV. DETENTION AND CARE.—Detention: Meaning of Term;
Limitation of Restraint. Care: Suicide ; Suicidal Tendency in the First Degree—Suicides in
the Second Degree—Suicidesin the Third Degree—T'reatment of the First Degree—Treatment
of the Third Degree—Supervision—Precantions ; Razors; Knives and Scissors ; Broken Glass
and Crockery ; Home-Made Knives; Points of Suspension ; Means of Suspension; Fire; Water,
Violence : g‘ﬂvuﬁutiana and Inducements—Aggressive Restraint—Closeness of Aggrezation—
Insane Peculiarities—Treatment of Violent Patients—Dispersion—Removal of Causes—Change
of Surroundings—Forewarnings of Violence—Mode of Assanlt—Asszanlts with Weapons—
Precautions as to Weapons—Management of Patients when Violent—Pretended Violence.
Accident : Causes of elccidents-—fallﬁ—]ﬂfrileptiﬂ Fits—Warnings of Fits—Amplitude of
Warning—Direction of Fall—Labour of Epileptics—Various Precantions for Epileptics—Falls
from Defective Footgear—from Feeblenezs—from Jostling—from Obstacles—from Defects in
Flooring—Suffocation ; Tmpaction of Food in the Throat—Precantions—Inhalation of Food
into the Windpipe—Epileptics at Night—Secalding—Fire—Precautions in Construction—Pre-
cantions in Management—Provisions for the Safety of Patients—Locks of Single Rooms—
Removal of Patients should be Practised—Fire-Extinguishing Apparatnz.  Cleanliness :
Bathing—Dirty Habits—Causes; Treatment ; Neatness of Apparel.

PART V. THE STAFF.—Responsibility —Treatment according to Deserts ; Awards
to Merit; Awardsto Faulty Conduct; Amount of Punishment; Punishment should be Prompt;
Punishment should fit the Crime ; Who should Punish ; Reward and Punishment both necessary
—Supervision ; Inspection ; Surprise Visits—~Reports. The Chaplain: The Librarv—Re-

airing Books—Torn Pages : Loose Pages ; Back 1lmlf off ; Back wholly gone ; Covers Torn :

-sewing—Other Duties. The Superintendent: Supremacy—Character—Duties—Medical

Duties. Statutory Duties: Duties attending the Reception of Patients—Original Reception
—Private Patient—Reception on Judicial Order on Petition ; The Order ; The Certificates,

LONDOXN : EXETER STREET, STRAND.
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By Drs. OBERSTEINER and HILL.

THE

CENTRAL NERVOUS ORGANS:

A GUIDE TO THE STUDY OF THEIR STRUCTURE IN
HEALTH AND DISEASE,

BY

PROFESSOR H. OBERSTEINER,

University of Viennn.
PRANELATED, WITH ANNOTATIONS AND ADDI TIONS,

EY

ALEX HILL, MA, MD,

Master of Downivg College, Cambridge.

With all the Original [llustrations, Large Svo, Handsome Cloth, 255,

*.F The Publishers have the pleasure to announce that to the English

version of this important Treatise, numerous original ApDITIONS and a
Grossary of the subject have been contributed by the Epiror, whose
admirable work in this department of research is so well known. These
Additions greatly increase the value of the book to students.

Special attention is also directed to the Irnusrrarions. Many of these
are on a plan peculiarly helpful to the student—the one-half being in
outline, the other filled in.

OPINIONS ©@GF THE PRESS.

* Dr, Hill has enriched the work with many notes of hisown, . . . Dr. Hill's transla.
tion is most accurate, the English is excellent, and the book is very readable. . . . Dr.
Obersteiner’s work is admirable, He has a marvellons power of marshalling together a large
number of facts, all bearing on an extremely intricate subject, into & harmonious, clear,
consecutive whole. . . . INVALUARLE as a text-book."— British Medical Journal,

A MOST VALUABLE CONTRIBUTION to the Study of the Anatomy and Pathclogy of the
Nervous System. We cannot speak too highly of the ability and skill which Prof. Obersteiner
has bronght to bear on this most difficult subject, and of the way in which the whole work is
illustrated. "—Brain.

“ The PULLEST and MOST ACCURATE EXPOSITION now attainable of the results of anatomieal
inquiry. The Translation is done by one who is himself a Master of Anatomy, able not only
to follow his author, but also to supplement himn with the results of independent research.
Dr. Hill's additions add materially to the value of the nrjﬁilml. The work is specially com-
mended to all students of mental science. . . . The illustrative figures are of particular
excellence and admirably instructive.—Mind. i

LONDON : EXETER STREET, STRAND.
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In Large Svo, Handsome Cloth. 21s.

FORENSIC MEDICINE

AND

TOXICOILOCY

For the Wse of Practitioners and Stuoents.

J. DIXON MANN, M.D., ER.C.P.,

Professor of Medical Jurisprudence and Toxicology in Owens College, Manchestar; Examiner in
Forensic Medicine in the University of London, and in the Vietorias University;
Physician to the Salford Roval Hospital.

Parr I.—Forensic Medicine. Parr Il.—Insanity in its Medico-legal
Bearings. Part III.—Toxicology.

Dublin Medical Journal.— By far the M0sT RELIABLE, M05T scresTiFic, and MoaT mopery book on Medical
Jurisprudence with which we are acquainted.”

The Law Jowrnal.—* This new work will be of valee to all those who as medical men or lawyers are
engaged in coses where the testimony of medical experts forms a part of the evidence, . . . A MosT
usEFOL work of reference.”

Medical Press.—** This EXCELLENT TEXT-sooK cannot faill to be p success; it gives alla student requoires
for expmination, and all that is necessary for the practitioner.”

In Large Svo, Handsome Cloth. 25s.

R TREATISE ON RUPTURES.

BY

JONATHAN F. C. H. MACREADY, F.R.C.S,,

Surgeon to the Great Northern Central Hospital; to the City of London Hospital for Diseases of the
Ohest, Victoria Park: to the Cheyne Hospital for Sick and Imearabla Children;
and to the City of London Tross Society.

With Twenty-four Lithographed Plates and Hlustrations in the Text,

Lanrel,—' A MINE OF WEALTH to those who will study it—a great storehonse of Facrs."”

Edinburgh Medieal Journal.—""Certainly by far the 3osr COMPLETE and AUTHORITATIVE WORE on the
gubject with which we are acquainted. The text i elear and coucies, the numaerons illosirations are
REFEODUCTIONS FROM PHOTOGRAPHS from natere; the author's alstements are founded on an UNIQUE BEXPERI-
EXCE, which is freely drawn npon.”

Dublin Journal of Medical Science.—"* This really is a COMPLETE MONOGRATH on the subject.”

LONDON : EXETER STREET, STRAND.
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By W. THORBURN, F.R.C.S.Eng.

THE SURGERY OF THE SPINAL CORD

(A Contribution to the Study of):
By WILLIAM THORBURN, B.S.,, B.Sc.,, M.D. Lond,, F.R.C.8. Eng,,

Asslatant Surgeon to the Manchester Royal Infir MATY.
In Large Sve, with Ilusirations and Talles. Handsome Cloth, 12s. 6d.

* We congratulate Dr. Thorburn on his MASTERLY MONOGRAPH.'—Saiurday Review.

* A MOST VALUABLE CONTRIBUTION to the literature of a field of surgery which, although but
l}gu‘:l'ltiy brouglt under enltivation, is already yvielding sueh brilliant results.”’— RBirminokaem Medical

e,

* Really the PULLEST RECORD we have of Spinal Surgery. . . . The work marks an important
advance in modern Surgery.*

" A most THOROUGH and EXHAUSTIVE work on Spinal SBurgery.”— Brislol Medical Journal,

A MOST VALUABLE contribution both to Physiology and Surgery,”"—Ophihalnie Review.

** A YERY VALUABLE contribution to practical neurology. . . . This book isan excellent, clear,
coneciza monograph.'— Philadelphic Therapeulic Gazelfa,

By H. W. PAGE, F.R.C.S.

RAILWAY INJURIES:

With Special Reference to those of the Back and Nervous System, in
their Medico-Legal and Clinical Aspects.

By HERBERT W. PAGE, M.A, M.C. (Cantab), F.R.C.8. (Eng.),

Surgeon to St. Mary's Hospital, Dean, 5t Mary's Hospital Medieal School, &e.
In Large Svo. Handsome Cloth, 6s.

**A work INVALUABLE to these who have many railway ecases under their care pending liti-

gaetion. . . . A book which every lawyer as well as doetor should lLiave on his shelves.”’— Brifish
Medeeal Journal. ] .
** Deserves the most careful study. . . . A book which every medical man would do well to

read -before he presents himself for examination and eross-examination in the witness-box on a railway
cagse, " — Dublin Med, Journal,
**'Thiz book will undoubtediy be of great use to Lawyers.!'—Law Times.

By J. KNOWSLEY THORNTON, M.B., M.C.

THE SURGERY OF THE KIDNEYS,

Being the Harveian Lectures, 1889.
By J. KNOWSLEY THORNTON, M.B., M.C.,

Surgeon to the Samaritan Free Hospital, &c.
In Demy Svo, with Tlustrations. Handsome Cloth, s

S SSESSEE SRENSS S L

* The name and experience of the author confer on the Lectures the stamp of authority.”— Brilish

Medical Jonrnal, s : :
“These Lectures are an exposition by the hand of an ExperT of what is known and has been done,

up to the Rﬂmcnt. in the Su:ljfzery of the Kidneys."—Edinburgh Medical Journal.
*The book will necessarily be widely read, and will have an important influence on the progress

of this domain of Surgery.” — University Medical Magazine.

LONDON : EXETER STREET, STRAND.
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Secoxp REVISED AND ENLARGED EniTiox.
Large Svo,

Thirty-Seven Plates,

With Illustrations in the Text, and
Handsome Cloth, 30s,

SEWAGE DISPOSAL WORKS:

A GUIDE TO THE

Construction of Works for the Prevention of the Pollution by Sewage
of Rivers and Estuaries.

BY

W. SANTO CRIMP, Mewm. Inst. CE, F.G.S,

Late Assistant-Engineer to the London County Council

SECOND EDITION.

REVISED AND ENLARGED.

PART I.—INTRODUCTORY.

Introduction. '

Tatails of River Pollutions and Recom-
mendations of Various Commissions.

Hourly and Daily Flow of Sewage.

The Pail System as Affecting Sewage.

The Separation of Rain-water from the
Sewage Proper. :

Settling Tanks,

Chemical Processes.

The Disposal of Sewage-sludge. 2

The Preparation of Land for Sewage Dis-
osal,

Table of Sewage Farm Management,

PART II.—SEwAGE DisposarL Works 18 OrPErRaTION—THEIR
CoxstrucTION, MAINTENANCE, AND Cosr.

Tllustrated by Plates showing the General Plan and Avrangement adopted
in each District.

Loxpox.

Donecaster Irrigation Farm.

Beddington Irrigation Farm, Borough of
Croydon.

Bedford Ee'-m%e Farm Irrigation.

Dewsbury and Hitchin Intermittent Fil-
tration.

Merton, Cmi'.édou Rural Sanitary Authority.

Rochester, Kent, and Swanwick, Derby-
shire.

The Ealing Sewage Works.

Chiswick.

Kingston-on-Thames, A. B. C. Process.
Salford Sewage Works,
Bradford, Precipitation.

New Malden, Chemical Treatment and
Small Filters,

Friern Barnet.

Acton, Ferozene and Polarite Process.

Ilford, Chadwell, and Dagenham Sewage
Disposal Works.

Coventry.

Wimbledon.

Birmingham,

Margate.

Portsmouth.

BeEnrLix.

Sewage Precipitation Works, Dortmund
(Germany).

Treatment of Sewage by Electrolysis,

. ‘* All persons interested in Sanitary Science owe a debt of gratitude to Mr. Crimp. . . .
His work will be especially useful to SANITARY AuTHORITIES and their advisers . . .

EMINESNTLY PRACTICAL AND USEFUL

MOST IMPORTANT SEWAGE WORKS of England .
the cost of construction and working of each.

. gives plans and descriptions of MAXY oF THE

with very valuable information as to
The carefully-prepared drawings

permit of an easy comparison between the different E-s_-,-s.tum 8."— Lancet.

** Probably the BEST AND MOST COMPLETE TREATISE on the subject which has ap
. Will prove of the greatest use to all who have the problem of Sewage
The general construction, drawings, and type are all excellent,” —

our language.
Disposal to face. . . .
Edinburgh Medical Journal,

ared in

LONDON : EXETER STREET, STRAND.
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By Prof. A. C. HADDON.

Il B Ry IR TS E

(AN INTRODUCTION TO THE STUDY OF).
Y

ALFRED € HADDON, M-A., MERTLA.

Professor of Zoology, Royal College of Sclence, Dublin,

[T]

In Large 8vo, with 190 llustrations. Handsome Cloth, 18s.

OPINIONS OF THE PRESS.

“WELL and CLEARLY WRITTENX. . . . Many important discoveries or theories are
described, which are necessarily absent from Balfour’s work."—Nature.

“Dir. Haddon has written the BEST of the three modern English works on the subject."—
Dyblin Medical Jowrnal,

**The later chapters of Prof. Haddon’s work ably demonstrate the development of organs
from the mesoblast and epiblast.”— Brit. Wed. Journal,

*“The zoological student, to whom as a text-book it is invaluable, will find it THOROUGH,
TRUSTWORTHY, ANXD S80UND in all its teachings, and well up to date. . . . We specially
commend the book to our readers.” —Nat. Monthly.

THE JOURNAL
ANATOMY & PHYSIOLOGY:

NORMAL AND PATHOLOGICAL.

CONDUDUTED BY

SIR GEORGE MURRAY HUMPHRY, M.D., LL.D., F.R.S,

Professor of Surgery, Late Professor of Anatomy in the University of Cambridge;

SIR WILLIAM TURNER, M.B, LLD., D.C.L, F.R.S,

Prof, of Anatomy in the Tniveraity of Edinburgh ;

AND

J. G. M'KENDRICK, M.D., F.R.S,,

Prof. of the Institutes of Medicine in the University of Glasgow.

Published Quarterly, Price 6s.  Annual Subscription, 20s.; Post Free, 2ls.
Subscriptions payable in advance.

LONDON : EXETER STREET, STRAND.
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By R. S. AITCHISON.

SECOND EDITION. Pocket-Size, Elegantly bound in Leather,
Rownded edges, 8s. 6d.

A MEDICAL HANDBOOK

For the use of Practitioners and Students,
BY

R. S. AITCHISON, M.B. (Epix.), F.R.C.P.E,

Phyaician, New Town Dispensary, Edinborgh; Visiting Physician, 5t. Cuthbert’'s Hospital,
Edlnhurg.,h &o., &c.

WITH NUMEROUS ILLUSTRATIONS.

_— =

General Contents.—Introduction—Diagnosis, Case-Taking, &c.—Diseases of the
Circulatory System—Diseases of the Respiratory System—The Trine— Diseases of the
Urinary System—Diseases of the Digestive System—Diseases of the Nervous System—
Diseases of the Hemopoietic System—Constitutional and General Diseases—Fevers and
Miasmatic Diseases —General Data, Hules, and Tables useful for Beference — Post-
mortem Examination— Rules for Prescribing—Prescriptions,

* Euch a work as this is roally seoessany for the busy practitioner. The field of medigine s so wide that even
the best informed may at the moment miss the salient points in disgnesis . . . he needs to refresh and revise
his knowledge, and to focus his mind on these things which are ESEEXTIAL  We can speak HigHLY of Dr. Aitchison’s
Handbook. . » HoNESTLY EXECUTED. No mere compilation, the seientific u]firll:- aud standard maintained
lilmu.ulluut-‘put- it on s higher plane. . . . EXCELLENTLY got up, handy and pertable, and well adapted for BRADY
REFERESCE. —The Lancet.

" Az a means of ready refercnee, MosT CoMPLETE. The busy practitioner will often turn to its pages."—Jfourn.
of the American Med, Associaiion.

By MM. CAIRD aNp CATHCART.

FIFTH EDITION, Revised. Pﬂckerr-é'ize, Elegantly bound in Leather,
Llounded ea’ge& 8s. 6d.  With very Numerous Illustrations.

A SUR(JICAL HANDBOOK,

For Practitioners, Students, House-Surgeons, and Dressers.
EY

F. M. CAIRD, M.B, F.R.CS.,, & C. W. CATHCART, M.B,, F.R.C.8,,

Assistant-Surgeons, Roval Infirmary, Edinburgh,

General Contents. — Case-Taking — Treatment of Patients before and after
Operation — Anmsthetics : General and al — Antiseptics and Wound-Treatment —
Arrest of Hemorrhage—Shock and Wound-Fever—Emergency Cases—Tracheotomy:
Minor Surgical Operations—Bandaging— Fractures— Dislocations, Sprains, and Bruises—
Extemporary Appliances and Civil Ambulance Work—Massage—Surgical Applications
of Elecl;ricity—fmnt Fixation and Fixed Apparatus—The Urine— The Syphon and its
Uses—Trusses and Artificial Limbs— Plaster-Casting— Post-Mortem Examination —
Appendix : Various Useful Hints, Suggestions, and Recipes,

*THOROUGHLY FRACTICAL AND TRUSTWORTHY, well up to dabe, CLEAR, ACCURATE, AND succiyer. The
book is handy, and very well got up.'— Lancet,

* ADMIRABLY ARRANGED. The best practical little work we have seen. The matter is as good as the
manner. —Edinburgh Medical Journal,

Will prove of real gervice to the Practitioner who wants o useful vade mecum. ' — Brifish Medical Journal.

‘' Fulllls ad mirably the objects with which it has been written."—Glasgow Medical Journal,

* This EXCELLENT LITTLE WorK. Clear, conelge, and vory roadable. (iives attention to important
details often omitted, but ARSOLUTELY NECHSZARY TO SUCCESR,"'— Afhen mum.

‘A dointy volume,"—Manchester Medical Chronicle

LONDON : EXETER STREET, STRAND.
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Griffins Pocket-Book Series.

By Drs. PORTER and GODWIN.

FOURTH EDITION. FRevised and Enfarged. Leather, Rounded Edqges, with
128 Hlustrations and Folding-plate, 8s. 6d.

THE SURGEON S POCKET ::BOOIK

Specially adapted to the Public Medical Services.
By Surceox-Major J. H. PORTER.
REVISED AND IN GREAT PART REWRITTEN

By BrigapeE-SurGgErEox O H. Y. GODWIN,
Late Professor of Military Surgery In the Army Mediena] Schiool,

* Every Medical Officer is recommended to have the ‘ Surgeon's Pocket-Book,' by Surgeon-
Major Porter, accessible to refresh his memory and Inrblfylillu judgment, »__ Prée is of Field-
Service Medical Avvangements for Afplan War,

“ The present editor—Brigade- "mr;?enn Godwin—has introduced so much that is new and
practical, that we can recommend this ‘Surgeon’s Pocket-Book' as an INVALUABLE GUIDE to
all engaged, or likely to be engaged, in Field Medical Service.”— Lancet.

A cnmplﬂbﬂ vade mecunt to zuide the military surgeon in the field."—Brilish Medeeal
Jowrnal,

Pocket 8ize. Leather. With [Hustrations. At Press.

PRACTICAL: HYGIENE:

IXCLUDING
Air and Ventilation; Water, Supply and Purity ; Food and the
Detection of Adulterations; Sewage Removal, Disposal,
and Treatment; Epidemics, &ec., &ec.

SURGEON-MAJOR A. M. DAVIES, D.P.H.Camb.,

Late Agsigtant-Profeesor of Hygiene, Army Medical School.

POCKET SIZE. LEATHER. SHORTLY.

SANITARY RULES AND TABLES:

A Pocket-Book of Data and General Information

Ugeful to Medical Men, Medical Officers of Health, Sanitary
Authorities, Muq-mpa. Engineers, Surveyors,

end Sanitary Inspectore.
BY
W. SANTO CRIMP, M.Ixst.C.E., 1**_.G.S.,
AND

CHARLES HAMLET COOPER, AMI.CE.

LONDON : EXETER STREET, STRAND.
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With Nuwmerous Illustrations and Plate in Colours. Ds.

IVE B VW 1T B EER"

(AN INTRODUCTION TO THE STUDY OF).
For the Use of Young Practitioners, S'tudents, and Midwives.
By ARCHIBALD DONALD, M.A., M.D., CM.Epix.,

Surgeon to 5t Mary's Hospital for Women and Children, Manchester; and the Manchester and
salford Lylng-in Lostituiion.

British Gyncological Journal —*" HIGHLY CREDITABLE to the author, and should prove
of grEAT VALUE to Midwifery E:tm!uutﬂ and Junior Practitioners.”

Shefiield Medical Jowrnal.—** As an introduction to the study of Midwifery, x0 BETTER
pook could be placed in the hands of the Student.”

In Crown Sve, wunth Mlustrations. Ts Gd,

THE DISEASES OF WOMEN

(QUTLINES OF).
A CONCISE HANDBOOK FOR STUDENTS.

JOHN PHILLIPS, M.A., MDD, F.R.C.P,

Physicion, British Lying-in Hospital; Assist. Obst, Physician, King's College Hospital ;
Foll. and Mem. Hd. for Exam. of Midwives, Obstet. Society; Examiner in
Midwifery, University of Glasgow, &c., &c.

*.* Dr. Phillips’ work is ESSENTIALLY PRACTICAL in its nature, and will be found
invaluable to the student and young practitioner.

“ Cuntaing & GREAT DEAL OF INFORMATION In o VERY CONDENSED fur1|:|_. i el T
value of the work is increased by the number of sketch diagrams, some of which are HIGHLY
INGENToUS."—FKdin. Med. Jowrnal.

“Dr. Parniips’ Maxvan 158 written in a svcoixer style. He rightly lays stress on
Anatomy. The passages on CASE-TAKING are EXCELLEST. Dr. Phillips is very trustworthy
throughout in his views on THErRAPEUTICS. He supplies an excellent series of SIMPLE but
VALUABLE PRESCRIPTIONS, an INDISPENSABLE REQUIREMENT for students.”— Brit. Med. Journal.

**This EXCELLENT TEXT-BOOK . . mives just what the student requires. . .
The preseriptions cannot but be !m-lpful "— Medical Press,

In Svo, with Illustrations. Cloth, Ts. Gd.

The Management of Labour and of the Lying-In Period.

By PROFE. H. G LANDLS MD,

Starling Medical College.

** Fully accomplishes the object kept in view by its anthor, . . . Will be found of
GREAT VALUE by the young practitioner.”"—Glasgow Medical Journal,

" LONDON : EXETER STREET, STRAND.
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By Stk WILLIAM ATITKEN, M.D. Edin., F.R.S,,

Late Professor of Pathology in the Army Medieal Sehool: Examiner in Medizine for the 3ilitary Meadical
Servicea of the Quoen ; Fellow of the Sanitary Inatitute of Great Britain ; Corresponding
Membor of the Hoyal Imperial SBociety of Physiclans of Vienns, and of
tha Bocloty of Medicine and Natural History of Dresden.

—_—

SEVENTH EDITION.

THE SCIENCE AND PRACTICE OF MEDICINE.

In Two Volumes, Royal 8vo, Cloth, 42s.

“The STaxDaArRD TEXT-BooK in the English Lnugung{vt.-. + « .« There is, perhaps, no-
work more indispensable for the Practitioner and Student.”—Edin. Medical Jowrnal.

OUTLINES OF THE SCIENCE AND PRACTICE OF MEDICINE.

A TEXT-BOOK FOR STUDENTS.
Second Edition. Crown 8vo, 12s. 6d.

¢ Students preparing for examinations will bail it as a perfect godsend for its conciseness.”
—Atheneuwm.

In Large Crown Bvo. With nuwmerous Illustrations. 10s. 6d.

ANASTHETICS anp THEIR ADMINISTRATION :

A PRACTICAL HAND-BOOK FOR MEDICAL AND DENTAL
PRACTITIONERS AND STUDENTS.

By FREDERIC HEWITT, M.A., M.D,

Anwsthelist and Iusirucior in Anmethetics, London Hospital: Chloroformist and Leclurer on
Anwsthetics, Charing Cross Hospilal; Anmesthetist, Dertal Hospital,
London; and National (rthopedic Hospital, &, Lo

“ The most TRUSTWORTHY book for reference on the subject with which we are
acquainted. "—Edinburgh Med. Journal,

¢ Should be on EvEry medical bookshelf."— Practitioner.

““ May truly be described as a valuable addition to medical literature. .
ABSOLUTELY ESSENTIAL to junior practitioners.”—Practitioner.

“ The BEST TREATISE on the subject we have yet read.”—Dublin Journ, Med. Science.

LONDON : EXETER STREET, STRAND.
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In Lorge 8wvo., Cloth, 12s. 6d,

AELA S A

PHYSIOLOGIST'S NOTE-BOOK :

A SUMMARY OF THE

Present State of Physiological Science for Students.

ALEX HILL, M A, MD,

Master of Downing College, Cambridge,

With Numerous llustrations and Blank Pages for MS. Notes,

General Contents.—The Blood—The Vascular System—The Nerves—Muscle—
Digestion—The Skin—The Kidneys—Respiration—The Senses—Voice and Speech—
Central Nervous System—IReproduction—Chemistry of the Body.

CHIEF FEATURES OF DR. HILL'S NOTE-BOOK.

1. It helps the Student to CODIFY HIS KNOWLEDGE.
2. Gives a grasp of BOTH BIDES of an argument.
3. Is INDISPENSAEBLE for RAPID RECAPITULATION.

The Lancet says of it:—**The work which the Master of Downing College modestly compares to a Note-
book I8 a0 ADMIRABLE COMPEXDIUM of our present information . . . will be a REAL acqUIsITION t0 Students
ST ves all RESENTIAL POISTS. . . . The TYFOGRAPOICAL ARRANGEMENT I8 a chief feature of the book.

cures at & glance the EvineExce on both sides of & theory."

The Hospital says:—** The Physiologist's Note-book bears the hall-mark of the Cambridge School, and
is the work of one of the most successful of her teachers, . . . Will be INVALUARLE 10 Students."

The British Medical Jowrnal commends in the volome=* Its admirable diagrams, its running biblio-
graphy, its clear Tables, and its concise statement of the anatomical aapects of the subjest.”

“Tf a Student could rely on remembering every word which he had ever heard or read,
such a book as this would be unnecessary; but experience teaches that he constantly needs
to recall the form of an argument and to make sure of the proper classification of his facts,
although he does not need a second time to follow the author up all the short steps by which
the ascent was first made. With a view to rendering the book useful for rapid recapitulation,
I have endeavoured to strike out every word which was not essential to -r:{uame.*&és, and thus,
without I hope falling into *telegram’® English, to give the text the form which it may be
supposed to take in a well-kept Note-book ; at the same time, space has been left for the
introduction in MS. of such additional facts and arguments as seem to the reader to bear
upon the subject-matter. For the same reason the drawings are reduced to diagrams.
All details which are not necessary to the comprehension of the principles of construction of
the apparatus or organ, as the case may be, are omitted, and it is hoped that the drawings
will, therefore, be easy to grasp, remember, and reproduce.

**As it iz intended that the ‘Note-book® should be essentially a Student’s book, no
references are given to foreign literature or to recondite papers in Englhsh; but, on the other
hand, references are given to a number of classical English memoirs, as well as to descriptions
in text-books which appear to me to be particularly lucid, and the Student iz strongly
recommended to study the passages and Papers referred to."—Exéract from Author's Preface.

LONDON : EXETER STREET, STRAND.
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By WILLIAM STIRLING, M,D., Sc.D.,

Professor in the Victorin University, Brackenbary Professor of Phiysiology and Hilstology (o the Owens Oolles
Munchester; and Exnminer in the Universitics of Oxforl, p--llr|:h|||.r|._--||1 |.||qih1.'.:|m'-:mr: ,-..IL.[ ;':| tri.‘, e
Fellowship of the Royal College of Surgeons, Englaud.

SECOND EDITION. In Extra Crown 8uo, with 234 lilustrations. Cloth, 9s.

PRACTICAL PHYSIOLOGY (Outlines of)

A Manual for the Physiological Laboratory,
INCLUDING
CHEMICAL AND EXPERIMENTAL PHYSIOLOGY, WITH REFERENCE TO PRACTICAL MEDICINE.
Part I.-Chemical Physiology.
Part II.-Experimental Physiology.

* & In the Second Edition, revised and enlarged, the number of Illustrations has
been increased from 142 to 234,
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Fig. 118.—Horizontal Myograph of Frédéricq. M, Glass plate, moving on the guides
NS L Lever; m, Muscle; n, ¢, e, Electrodes; ¥, Cork plate; a, Counterpoise to
lever ; R, Key in primary circuit.

OPINIONS OF THE PRESS.

* This valuable little manual. . . . The GEXERAL coNCEPTION of the hook is EXCELLENT ; the
arrangement of the exercises is all that can be desired ; the deseriptions of experiments aré CLEAR,
coNCISE, and to the point.”—British Medical Journal.

* The Second Edition has been thoroughly worked up to date, and a large number of well-
executed woodeuts added. It may be recommended to the student as one of the BEST MANUALS
he can possess as a guide and companion in his Physiological Work, and as one that will usefully
supplement the course given by a Physiological Teacher.””—FLancel.

* The student is enabled to perform for himself most of the experiments usually shown in
a systematic course of lecturcs on physiology, and the practice thus obtained miust !er'e In=
YALUABLE. . . . MAlay be confidently recommended as a guide to t!!lp student of livain 0gy, and,
we doubt not, will also find its way into the hands of many of our seientific and medical practitioners.”
—GHasgpow Medical Journal.

* An exceedingly convenient Handbook of Experimental Physiology.""—Birmingham Medical

Review,

LONDON : EXETER STREET, STRAND.
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Companion Volume by Prof. Stirling.

SECOND EDITION. In Extra Crown 8vo, with 368 IMustrations. Cloth, 12s. Gd.

PRACTICAL HISTOLOGY (Outlines of):

A MANUAL FOR STUDENTS.

* % Dr. Stirling's “ Qutlines of Practical Histology” is a compact
Handbook for students, providing a CompLETE LaAporaToRY COURSE, in
which almost every exercise is accompanied by a drawing. Very many of

the Illustrations have been prepared expressly for the work.

Fig, 200.—L.8., Cervical Ganglion of Dog. ¢, Capsule ; s, Lymph sinus; F, Follicle ;
a, Medullary cord ; b, Lymph paths of the |1'|egullu._: V, Section of a blood-vessel ;
HF, Fibrous part of the hilum, = 10.

OPINIONS OF THE PRESS.

“The general plan of the work is ApMIRABLE. . . . It is very evident that the
suggestions given are the outcome of a PROLONGED EXPERIENCE in teaching Practical
Histology, combined with a REMARKABLE JUDGMENT in the selection of METHODS,
- . . Merits the highest praise for the 1LLustraTIONS, which are at once clear and
faithful.”—British Medical Journal,

“* We can confidently recommend this small but coNCISELY-WRITTEN and ADMIRABLY
ILLUSTRATED work to students, They will find it to be a VERY USEFUL and KELIABLE
GUIDE in the laboratory, or in their own room. All the principal METHODS of preparing
tissues for section are given, with such precise directions that little or ne difficulty can
be felt in following them in their most minute details. . . . The volume proceeds
from a MASTER in his eraft.”—Lancet.

*“We have no doubt the ovTLINES will meet with most favourable acceptance among
workers in Histology. "'—Glasgow Medical Journal.

LONDON : EXETER STREET, STRAND.
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WO R K S
By 4. R. AINSWORTH DAYIS, B.A.,

PROFESSOR OF BIOLOGY, UNIVERSITY COLLEGE, ABERYSTWYTH,

BIOLOGY
(AN ELEMENTARY TEXT-BOOK OF)
SECOND EDITION. In Two Parts.

Parr L. VEGETABLE MORPHOLOGY AND Prysronocy. With Complete Index-Glossary
and 128 Illustrations. Price 8s. 6d.

Parr I1. Aximan MorrHoLoGY axp Pavsiorocy. With Complete Index-Glossary
and 1058 Tllustrations. Price 10s. Gd.

EACH PART S0LD SEPARATELFY.

*,* Nore,—The Secoxp Eprriox has been thoroughly Revised and Enlarged, and
includes all the leading selected TyPEs in the varions Organic Groups.

Of the Secoxp Eprriox, the British Medical Journal says:—** Certainly THE BEST *BloLoGy”
with which wa are acquainted, and it owes its pre-eminence to the fact that it is an EXCELLEXT
attempt to present BDiology to the Student as a conmeraTED and comPLETe sclENCE. The
glossarial Index is a aosT UsEFUL addition,”

* Furnishes a cLEAR and COMPREHENSIVE exposition of the subject in a sysiEsmaTiC form "—
Saturday Reviein.

‘¢ Literally PackED with information."—Glaspow Medical Journal.

THE FLOWERIFNG PLANT,

AS ILLUSTRATING THE FIRST PRINGIPLES OF BOTANY.

Specially adapted for London Matrienlation, S. Kensington, and University Local
Examinations in Botany. Secoxp Eprriox. With numerous Illustrations, 3s. 6d.

It would be hard to find a Text-book which would better guide the student to an accurate
knowledge of modern disecoveries in Botany. . . ., The sCIENTIFIC ACCURACY of statement, and
the conecise exposition of FirsT PRINCIPLES make it valuable for educational purposes, In the chapter
on the Physiology of Flowers, an admirable résumé is given, drawn from Darwin, Hermann Miiller,
Eﬁmar, and Lubbock, of what is known of the Fertilization of Flowers."—Journal of the Linnean

ocietly.

*.* Recommended by the National Home-Reading Uniouv ; and also for use in

the University Correspondence Classes,

A ZOOLOGICAL POCKET~BOOK:
or, Synopsis of Animal Classification.

Coomprising Definitions of the Phyla, Classes, and Orders, with explanatory
Remarks and Tables.

By Dr. EMIL SELENKA,

Professor in the University of Erlangen.

Authorised English translation from the Third German Edition.
In Small Post 8vo, Interleaved for the use of Students. Limp Covers, 4s.

¢ Dr, Selenka’s Manual will be found useful by all Students of Zoology. It is a COMPREHENSIVE
and sUCCESSFUL attempt to present us with a scheme of the natural arrangement of the animal
world."—Edin. Med. Journal.

“ Will prove very serviceable to those who are attending Biology Lectures, . . . The trans.
lation is accurate and clear.”—Lancet.

LONDON : EXETER STREET, STRAND.

. o

L i i



STANDARD TEXT-BOOKS. 31

—

WORKS by A. WYNTER BLYTH, M.R.C.S., F.C.S,

Public Analyst for the County of Devon, and Medical Offieer of Health for 8t Marylebone,
NEW EDITION. Revised and partly Rewritten.

FOODS : THEIR COMPOSITION AND ANALYSIS.

i Crown Sve, Cloth, with Elaborate Tables, Folding Litho-Plate, and Photographic Frontisplece.
THIRD EDITION. Price 78s.
GENERAL CONTENTS.

History of Adulteration—Legislation, Past and Present—Apparatus useful to the
Food-Analyst—** Ash "—Sugar—Confectionery —Honey —Treacle—Jams and Preserved
Fruits—Starches — Wheaten - Flour— Bread —0Oats— Barley— Rye—Rice—Maize—Millet
—Potato—Peas—Chinese Peas—Lentils—Beans—Mirk—Cream —Butter—Cheese—Tea
— Coffee—Cocoa and Chocolate — Alcohol —Brandy — Rum —Whisky—Gin — Arrack—
Liqueurs—Beer—Wine—Vinegar—Lemon and Lime Juice—Mustard —Pepper—Sweet
anid Bitter Almond—Annatto—0Olive Oil—Water. Appendiz: Text of English and
American Adulteration Acts.

“ Thoroughly practical. . . . Should be in the hands of every medical practitioner.”"—
Lencet.
* An admirable digest of the most recent state of knowledge. . . . Interesting even to

lay readers."—Chemical News. " )
B SPANTE UNRIVALLED for completeness of information.”—Sanifary Record.

*.*The THIRD Edition contains many Notable Additions, especially on the subject of
MILKE and its relation to FEVER EPIDEMICS, the PURITY of WATER-SUPPLY, the
MARGARINE ACT, &c. &c. ]

POISONS: THEIR EFFECTS AND DETECTION.

With Tables and [llustrations. Price 168,
GENERAL CONTENTS.

Historical Introduction—Statistics —General Methods of Procedure—Life Tests—
Special Apparatus—Classification : I.—Oreaxic Poisoss: (a.) Sulphurie, Hydrochlorie,
and Nitrie Acids, Potash, Soda, Ammonia, &c.; (b.) Petrolenm, Benzene, Camphor,
Aleohols, Chloroform, Carbolic Aecid, Prussic Acid, Phosphorus, &e.; (e.) Hemlock.
Nicotine, Opium, Strychnine, Aconite, Atropine, Digitalis, &ec.; (d.) Poisons derived
from Animal Substances; (¢) The Oxalic Acid Group. II.—INxorcanic Polsoxs:
Arsenic, Antimony, Lead, Copper, Bismuth, Silver, Mercury, Zine, Nickel, Iron,
Chromium, Alkaline Earths, &e. Appendiz: (A.) Examination of Blood and Blood-
sSpots ; (B.) Hints for Emergencies,

* One of the best and most comprehensive works on the subject.”"—Saturday Review.

“A gound and Fractical Manual of Toxicology, which cannot be too warmly recom-
mended., . . . One of its chief merits 15 that it discusses substances which have been
overlooked."—Chemical News.

HYGIENE AND PUBLIC HEALTH (A Dictionary of):

Embracing the following subjects :—

I.—Saxirary CuHEmisTRY: the Composition and Dietetic Value of Foods, with
the Detection of Adulterations.

II.—Sawirary ExcINEERING: Sewage, Drainage, Storage of Water, Ventilation,
Warming, &e.

L —Saxrrary LecistaTion: the whole of the PUBLIC HEALTH ACT, together
with portions of other Sanitary Statutes, in a form admitting of easy and
rapid Reference.

IV.—Eripemic axp Erizooric Diseases: their History and Propagation with the
Measures for Disinfection.

V.—HyaiexE—MiriTary, NavaL, Private, Pusric, ScHooL.
Royal Bvo, 672 pp., Cloth, with Map and 740 /Mlustrations, 28s.
“* A work that must have entailed a vast amount of labour and research, . . . Will
become a STANDARD WoRK 1¥ Punric HEALTH."—Medical Times and Gazette,
** Contains a great mass of information of easy reference.”—Sanitary Record.

LONDON : EXETER STREET, STRAND.
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By W. ELBORNE, F.L.S.

In Extra Crown Svo, with Litho-plater and Numerous fllustrations, Cloth, 8s. G,
ELEMENTS OF
PRACTICAL PHARMACY AND DISPENSING.

By WILLIAM ELBORNE, B A Casrasn,

Liemonstrator of Materin AMedics and Teacher of Pharmaey ot University College, London: Pharmoclst to
University College Hospital; Member of the Fharmaceutical Sociery of Great Briwln; Fellow of the .
Chemical and Linnean Societies of London ; formerly Assistant-Lectorar in Pharmaey
and Materin Modica at the Owena College, Manchestar,

“ A work which we can very highly recommend to the perusal of all Students of
Medicine, . . . ADMIRABLY ADAPTED to their requirements.”—Hdinburgh Medical
Journal.

“ Mr. Elborne evidently appreciates the Requirements of Medical Students, and
there can be no doubt that any one who works through this Course will obtain an
excellent insight into Chemical Pharmacy. " —8ritish Medical Jovrnal.

“Thesystem . . . which Mr. Elborne here sketches is thoroughly sound.”—
Chemist and Druggist.

*.* Formerly Published under the Title of “PHARMACY AND MATERIA MEDICA.”

By Drs. DUPRE aAND HAKE,
SECOND EDITION. Crown 8vo. Cloth, Ts. Gd.

INORGANIC CHEMISTRY (A Short Manual of).

By A. DUPRE, Ph.D., F.R.8., Axp WILSON HAKE,

Ph.Id, F.LC., F.C8., of the Westminster Hospital Medical School.

““ A well-written, clear, and accurate Elementary Manual of Inorganic Chemistry.
We agree heartily in the system adopted by Drs. Dupré and Hake. Wi

MAKE EXPERIMENTAL WORK TREBLY INTERESTING BECAUSE INTELLIGIBLE.-—Safurday
Review.

WORKS by Prof. HUMBOLDT SEXTON, F.I.C., F.C.5., F.R.S.E.,

Crinsgow and West of Scotland Technical Collage.

OUTLINES OF QUANTITATIVE ANALYSIS.

With fllustrations. FOURTH EDITION. Crown Svo, Cloth, 3s
¢ A practical work by a practical man . . . will further the attainment of
accuracy and method.” —Journal of Education.
““ An ADMIRABLE little volume . . . well fulfils its purpose.”—Schoolmaster.
““ A COMPACT LABORATORY GUIDE for beginners was wanted, and the want has been
WELL SUPPLIED, . . . A good and useful book."—Laneet,

By THE SAME AUTHOR.

OUTLINES OF QUALITATIVE ANALYSIS.

With Fllustrations, THIRD EDITION. Crown 8ve, Cloth, 3s. Gd.
“The work of a thoroughly practical chemist . . . and one which may be
unhesitatingly recommended. "—Brifish Medical Jowrnal. .
“Compiled with great care, and will supply a want."—Journal of Education.

LONDON : EXETER STREET, STRAND.
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Ecevesti Eoirrox.  With Numerons IHlustrations, Js. 6.

NURSING (A Manual of)-
MEDICAL AND SURGICAL.

LAURENCE HUMPHRY, M.A., M.D., M.R.C.S,,

Assistani-Phpsician fo, lfate Lecturer to Probalioners af, Addenbroobe’s Hospital, Cambridie,

GexERAL CoNTExTS.——The General Management of the Sick Room in Private Honszes
—General Plan of the Human Body—Diseases of the Nervous System—Respiratory
System —Heart and Blood- 1&55&]3—D1ge5t1vc System —Skin and Kidneys — Fevers—
Disenses of Children—Wounds and Fractures—Management of Child-Bed—Sick-Room
Cookery, &c., &e.

“In the fullest sense Mr. Humphry's book is a pisTiNcr apvasce on all previous
Manuals. . . . Ita value is greatly enhanced by copious woodeuts and diagrams of
the bonez and internal organs, by many Illustrations of the art of mawpacING, by
Temperature charts indicative of the course of some of the most characteristic diseases,
and by a goodly array of Sick-roosm Apprraxces with which Every Nurse should
endeavour to become acquainted.”—British Medical Journal,

 YWe should advise ALL XURSES to possess a copy of the work, \We can confidently
recommend it as an EXCELLENT GUIDE and companion. "—Fospitel.

SecoxD axD CHEAPER Eorriox. Handsome Cloth, As

FOODS AND DIETARIES:

A Manual of Clinical Dietetics.
By R. W. BURNET, M.D, M.R.C.P,

Physician fo the Great Northern Central Hospital, £c.

GENERAL CoNTENTS.—Dier in Diseases of the Stomach, Intestinal Tract, Liver,
Lungs, Heart, Kidneys, &c.; in Diabetes, Scurvy, Anemia, Scrofula, Gout (Chronic and
Acute), Obesity, Rheumatism, Alcoholism, Nervous Disorders, Diathetic Diseases, Diseases
of Children, with a Section on Prepared and Predigested Foods, and Appendix on Invalid
Cookery.

*.F To the Secoxp Epitiox a Chapter on Diet in INFLUENZA, and numerous Fresh
Recipes for Invalid Cookery, have been added.

“The directions given are UNTFORMLY JUDICIOUS. . . . May be confidently taken as
A RELTABLE GUIDE in the art of feeding the sick.”—Brit. Med. Journal.

*To all who have much to do with Invalids, Dr, Burnet's book will be of great use. . . .

It will be found all the more valuable in that it deals with BrRoAD and ACCEPTED VIEWS,
. » Gout, Scurvy, Rickets, and Alecholism are instances in point, and they are all
TRHATED with ADMIRABLE SENSE and JUDGMENT h:r Dr. Burnet. 1@ careful study of such

boolks as this will very much help the Practitioner in the Treatment of cases, and powerfully
aid the action of remedies."—Lancet.

“ Dr, Burnet's work is intended to meet n want which is evident to all those who have to
do with nursing thesick. . . . The plan is METHODICAL, SIMPLE, and PRACTICAL. . .
Dr. Burnet takes the important diseases seriatim . . . and gives a Time-table of Diet,
with Bill of Fare for each meal, (%ummtlw and beverages . . . will help the nurse when
at her wits’ end for a chan ge o diet to meet the urgency of the moment, or tempt the
capricious appetite of the Imtwnt. "—Glasgow Herald.

LONDON : EXETER STREET, STRAND.
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In Crown 8ve. With Frontispiece. Handsome Cloth. 6s.

CONSUM P TiEBOIN
(THE HYGIENIC PREVENTION OF).

BY

J. EDWARD SQUIRE, M.D. D.P.H.Caxs,

Physician to the North London Hespital for Consumption and Disenses of the Chest : Fallow of the Royal
Mad.-Chirurg, Socioty, and of the British Inatitute of Public Health, &c., &e.

“If the terrible prevalence of Consumption is to be lessened, it can only be by the
intelligent co-operation of the laity with the Medical Profession. A conviction that
the disease is PREVENTIELE is of first importance, and some knowledge of its nature,
and of the mode in which it spreads, is necessary to direct the preventive measures
required.”"—Extr. from Author's Preface.

GENERAL CONTENTS.—Tug NATURE 0F CoNSUMPTION—PREVENTIVE MEASURES :
In Infancy, Childhood, School Life, Adult Life; Exercise, Clothing, Diet; the House-
hold, Choice of Occupation, Residence—St1aTE HYGIENE— MANAGEMENT 0F EaRLY
Consumperion :—Question of Curability, Climatic Conditions, Travelling, &c.

" We can safely say that Dr. Squire's work wint, REPAY sTUDY even by the most cnltivated
physician. . . . Althongh the book is mot a Jarge one, it is FULL OF INSTRUCTIVE MATTER,
and is written in a judicious spirit, besides being vERY READABLE,"—The Lancet.
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PRACTICAL SANITATION :

A HANDBOOK FOR SANITARY INSPECTORS AND OTHERS
INTERESTED IN SANITATION.

By GEORGE REID, M.D., D.ERH,

Fellow of the Sanitary Institute of Great Britain, and Medical Oficer, Staffordshire County Council.
HWITH AN APPENDIX ON SANITARY LAW

By HERBERT MANLEY, M.A, M.B, D.P.H,

Medical Oficer of Health for the County Borongh of West Bromwich.

Srconp Epition. Revised. With IlHustrations. Price Gs.

GENERAL CONTENTS.

Introduction—Water Supply: Drinking Water, Pollution of Water—Ventilation and
Warming—Principles of Sewage Removal—Details of Drainage; Refuse Removal and
Disposal —Sanitary and Insanitary Work and Appliances—Details of Plumbers’ Work—
House Construction—Infection and Disinfection—Food, Inspection of; Characteristics
of Good Meat: Meat, Milk, Fish, &e., unfit for Human Food—Appendix; Sanitary Law;
Model Bye-Laws, &e.

“ A vERY UsEFUL Haxppoow, with a vory useful Appendiz.  We recommend it not only to SANITARY
[ssrEcTORS, but to ALL interssted in Sanitary matters."—Sanitary Hecord.

LONDON : EXETER STREET, STRAND.
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AT PRESS. Large Crown 8vo, Handsome Cloth.

A MANUAL OF AMBULANCE.

By J. SCOTT RIDDELL, CM. M.B, MA,

ASSISTANT-SURGRON, ABERDEEN ROYAL INFIRMARY | ABBISTANT To THE PROFESSOR OF SURGERY, AXD DEMONSTHRATOR
OF PRACTICAL AXD OPERATIVE SURGERY, ADERDEEY UNIVEESITY; LECTURHRE AND BXAMINER TO THE
ABERDEEX AMBULAXUE A BOCTATION: EXAMINER TO THE 5T. ANDHREW'E AMUULANCE
ABROCIATION, GLABGOW, AND THE ST. JOHNY AMBULANOHR ABBOUTATION,

LONDON ; AUTHOR OF A& MANUAL OF FIRST ALD,” ETC.

With Numerous [llustrations and Full Page Plates.

General Contents.—Outlines of Human Anatomy and Physiology—The Triangular Bandage
and its Uses—The Roller Bandage and its Uses—Fractures— Dislocations and Sprains—
Hmmnnlm.gu—"Nm:uds—lmiu::].-j.ihﬂitf and Fits—Asphyxia and Drowning —Suaffocation—
Poisoning— Burns, Frost-bite, and SBunstrolke—Removal of Foreign Bodies from (a) The Eye :
() The Ear; (¢) The Nose; (d) The Throat; (¢) The Tissues—Ambulance Transport and
Stretcher Drill—The After-treatment of Ambulance Patients—Organisation and Management
of Ambulance Classes—Appendix : Examination Papers on First Aid.

stghonld be in the hands of EVERY MOTHER AXD NURSE."—The Nurse (Boston).

In Large Crown 8vo. IHandsome Cloth. [Price Bs.

THE WIFE AND MOTHER:

& Medical Guide to the Care of Health and the Management of Children.
By ALBERT WESTLAND, M.A, M.D., CM.

General Contents.—Panr I. Early Married Life. Parr II. Early Motherhood.
Parr III. The Child, in Health and Sickness. Parr IV, Later Married Life,

HIWELL-ARRANGED, and CLEARLY WRITTEX. — Lancel,
“Rill he USEFUL to a newly-gualified man, commencing general practice."—British Medieal Journal.

it A REALLY EXCELLENT BOOE. . . . The author has handled the subject conseientiously and with
perfect gpood taste."—dberdesn Journal,

" EXCELLENT AND JUDIOIOUS."— Western Daily Firess.

 The best book T can recommend is * THE WIFE AND MOTHER,' by Dr. ATBERT WESTLAXD, published

by Messrs, Charles Griffin & Co. It i8 0 MOST VALUABLE work, written with discretion and refinement.”—
Hearth and Home,

In Large Crown Svo. Shortly.
THE

HAND-REARING OF INFANTS:

A Guide to the Care of Children in Farly Life.
By JOHN BENJ. HELLIER, M.D.,

VICR-TRE3. N. OF ENG. GYNMOOL. AND ORSTET. SOCIETY ;
SORG. TO THE HOBP. FOR WOMEN AXD OHILDREX, LEEDS; LECT. 0N DISEABES OF WOMERN AND CHILDREEY, TOREZHIRE
COLLEGE, LEEDS; LATE CLIN. ABBIAT., HOSF, FOR CHILDREN, GT. ORMOXD 8T7., LONDOX,

LONDON: EXETER STREET, STRAND.



Eleventh Annual Issue.

EZ For a COMPLETE RECORD of the PAPERS read before the

MEDICAL SOCIETIES throughout the United Kingdom during

each Year, vide

THE OFFICIAL YEAR-BOOK

OF THE

SCIENTIFIC AND LEARNED SOCIETIES

OF GREAT BRITAIN AND IRELAND.
Price 7s. 8d4.
COMPILED FROM OFFICIAL SO0URCES.

Comprising (together with other Official Information) L1STS of the PAPERS
read during 1893 before the ROYAL SOCIETIES of LONDON and
EDINBURGH, the ROYAL DUBLIN SOCIETY, the BRITISH
ASSOCIATION, and all the LEADING SOCIETIES throughout the
Kingdom engaged in the following Departments of Research :—

§1. Science Generally: i.r., Societies occupy- | § 6. Economic Science and Statistics.
ing themselves with several Branches of | § 7. Mechanical Science and Architecture.
Seience, or with Science and Literature | § 8 Naval and Military Science,
jointly. & 9, Agriculture and Hortienlture.

& 2. Mathematics and Physies. & 10. Law.

g'ﬂ. Chemistry and Photography. £11. Literature and History.

4. Geology, Geography, and Mineralogy. £12. Psychology.

§ J. Biology, including Microscopy and An- | § 13, Archeology.

thropology. | § 14, MEDICINE.

5 The ¥Year-Book oF SoCIETIES is a Record which onght to be of the greatest use for the
progress of science.”"—Sir Lyon Playfair, F.R.S8., K.C.B., M.P., Past-President of the
DBritish Associalion.

“Tt goes almost without saying that a Handbook of this subject will be in time
one of the most zenerally useful works for the library or the desk."—T%e Times.

“The YEAR-Book oF SoCIETIES meets an obvious want, and promises to be a valuable
work of reference.”— A thenawm,

** The YEAR-BOOK OF SCIENTIFIC AND LEARNED SOCIETIES meets a want, and is therefore
sure of a welcome.”— Westminster Review.

it As A Book oF REFERENCE, WE HAVE EVER FOUND IT TRUSTWORTHY. —Lancet,

* Remarkably full and accurate.”—British Medical Journal,

“ An exceedingly well drawn up volume, compiled with great accuracy, and INDISPENSABLE
to any one who may wish to keep himself abreast of the scientific work of the day.”—Edin.
Medical Journal.

Copies of the Firsr IssuE, giving an account of the History, Organisa-
tion, and Conditions of Membership of the various Societies [with Appendix
on the Leading Scientific Societies throughout the world], and forming the
groundwork of the Series, may still he had, price 7s. 6d. Also Copises of the
following Tssues.

The YEAR-BOOK OF S0CIETIES forms a complete INDEX TO THE SCIENTIFIC
woRK of the year in the various Departments.® It is used as a ready

HANDEGOK in all our great SciextiFic CeENTRES, MusEums, and LIBRARIES
throughout the Kingdom, and will, without doubt, become an INDISPENSABLE

BOOK OF REFERENCE to every one engaged in Scientific Work,

LONDON : CHARLES GRIFFIN & COMPANY, LTD., EXETER STREET, STRAND.
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